
6 7JSSN JSSNJournal of Society of Surgeons of Nepal Journal of Society of Surgeons of Nepal

JSSN 2016; 19 (2) JSSN 2016; 19 (2)

Mediastinoscopy: safety and utility Cervical 
mediastinoscopy: assessing mediastinal 
lymphadenopathy at Manmohan Cardio-thoracic 
Vascular and Transplant center
Bibhusal Thapa
Manmohan Cardio-thoracic Vascular and Transplant Center.

Correspondence: Dr Bibhusal Thapa, 

Email: thapabibhusal@yahoo.com

                                            
Abstract

Introduction: Mediastinoscopy is considered essential in staging of lung cancer and evaluation 
of mediastinal lymphadenopathy and masses. This facility has only recently been available at our 
center. We review our initial experience and analyse its safety and utility in our setting.

Methods: Retrospective analysis of data of all patients who underwent cervical mediastinoscopy 
at Manmohan Cardio-thoracic Vascular and Transplant Center (MCVTC) was done. Demographic, 
clinical and perioperative data were recorded. Concordance of pre and post-operative diagnosis was 
studied.

Results: Between January 2012 and April 2014, 24 patients underwent mediastinoscopy. The 
age ranged from 28-75 years (mean = 43.12 ± 15.14). Females outnumbered males (M: F = 
3:5). Mediastinoscopy was done for staging of lung cancer in six patients and for assessment of 
mediastinal lymphadenopathy in 18 patients. One patient had a minor preoperative bleeding. One 
patient developed surgical site infection. The post-operative stay ranged from 1-4 days (mean = 2.15 
± 0.75).

Concordance of pre and postoperative diagnosis was seen in 14 (58%) patients. Amongst the five 
patients pre-operatively thought to have tubercular mediastinal lymphadenopathy; Tuberculosis was 
confirmed in only three. Only one of six patients in whom mediastinoscopy was done as a staging 
procedure in lung cancer was found to have malignant spread in the sampled nodes.

Conclusion: Mediastinoscopy is safe and efficacious in diagnosing mediastinal lymphadenopathy. It 
should be routinely considered in staging of NSCLC and evaluation of enlarged mediastinal nodes.
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Introduction

Histological or cytological assessment of enlarged 
mediastinal nodes is considered essential in the staging 
of non-small cell lung cancer (NSCLC) and diagnosis of 
mediastinal lymphadenopathy (ML) of uncertain etiology.1 
CT assessment of the nodes based on the size, morphology, 
presence of necrosis and calcification has been widely used 

in clinical practice. However, CT assessment is not thought 
to be accurate in predicting the involvement of mediastinal 
nodes in lung cancer even when the cutoff size is taken as 
20 mm.2 Prediction of the etiology of isolated mediastinal 
lymphadenopathy based on clinical features, CT scan and 
biochemical tests is also often inaccurate.
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Mediastinoscopy has been the procedure of choice for the 
diagnostic biopsy of mediastinal nodes and a useful tool 
in preoperative staging of lung cancer.1 The advent of 
endobronchial (EBUS) and endoscopic (EUS) ultrasound 
with aspiration cytology more recently have made these less 
invasive methods more favoured over mediastinoscopy.3,4 
However, the assessment of mediastinal lymphadenopathy 
in our setup was based only on clinical and CT findings. 
Cervical mediastinoscopy has recently been introduced 
in our center. Here we review our experience with this 
procedure and analyse its safety and utility in our scenario.

Methods

A retrospective analysis of data (Thoracic Surgery database) 
of patients who underwent mediastinoscopy and biopsy 
between January 2012 and April 2014 in Thoracic Surgical 
unit of MCVTC was conducted. Permission was received 
from hospital administration to use patient information.

 
All patients who had undergone mediastinoscopy and 
biopsy for ML or for staging in patients with proven lung 
cancer who had significant ML on CT scan but whose 
lung cancer would be otherwise resectable were included 
in the study. The demographic data, symptoms, duration 
of symptoms and smoking status were recorded. The 
presumptive pre-operative diagnosis (based on clinical 
and CT scan findings), the nodes sampled, operative 
complications, the post-operative hospital stay, final 
histopathological diagnosis and further treatment required 
were recorded. Concordance of pre and post-operative 
diagnosis was analysed. 

Results

Between January 2012 and April 2014, 24 patients 
underwent mediastinoscopy and biopsy of mediastinal 
nodes. Their age ranged from 28-75 years (mean = 43.12 
± 15.14). Females outnumbered males with a M: F of 3:5. 
Mediastinoscopy was done for staging of lung cancer in six 
patients and for assessment of ML in 18 patients. Chronic 
cough was the commonest symptom followed by chest pain 
and shortness of breath. Mean duration of symptoms was 
4.5 ± 2.1 months (2-12 months).

There were eight patients who were smokers. The 
proportion was higher amongst patients who were 
undergoing mediastinoscopy as a staging tool in lung 
cancer (5/6) as opposed to those who were being assessed 
for ML of uncertain etiology (3/18).  Based on the clinical 
scenario and the CT scan findings (size, morphology, 

presence/absence of necrosis, associated lung mass etc.) 
the pre-operative presumptive diagnosis of the ML and the 
final histopathological results were as shown in the table. 

Save one patient who had a minor bleeding in the 
mediastinum controlled by use of gelfoam, there were 
no per-operative complications. One patient developed 
surgical site infection, which settled with dressing and 
antibiotics in one week. The post-operative stay ranged 
from 1-4 days (mean = 2.15 ± 0.75)

Table. Pre-operative and post-operative diagnosis of 
patients who underwent mediastinoscopy.

Diagnosis Pre-operative 
(N)

Post-operative 
(N)

Ca Lung 
metastatic nodes 6 1

Lymphoma 3 1

Tuberculosis 5 2

Sarcoidosis 10 9

Reactive 0 5

Concordance of pre and post operative diagnosis was seen 
in 14 (58%) patients. A pre-operative presumptive diagnosis 
of sarcoidosis was confirmed in the final histopathology in 
9/10 patients. Amongst the five patients pre-operatively 
thought to have tubercular mediastinal lymphadenopathy; 
Tuberculosis (TB) was confirmed in only three. One patient 
had sarcoidosis and in one other, it was found to harbor 
malignancy. Three patients who had different pre-operative 
diagnoses (two- lymphoma, one – sarcoidosis) were post-
operatively found to have TB.

Most importantly, only one of six patients in whom 
mediastinoscopy was done as a staging procedure in 
lung cancer was found to have malignant spread in the 
sampled nodes. These were patients with lung cancer 
who were found to have significant ML on CT scan and 
would have been treated as N2 disease in the absence of 
mediastinal sampling. Of the five patients with lung cancer, 
four underwent resection of their cancers. None of these 
patients were found to have mediastinal nodal metastasis 
on the final post-resection histopathology reports.
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Discussion
The value of histological/cytological assessment in 
patients with lung cancer has been well established.5 
This is despite the emergence of PET scan and PET-
CT because of the significant false positivity of these 
staging modalities.6 Although the preference has shifted 
towards less invasive procedures like EBUS and EUS, 
mediastinoscopy and biopsy remains the gold standard to 
which they are compared.7 Mediastinoscopic biopsy is also 
considered quintessential in the diagnosis of mediastinal 
lymphadenopathy and masses of uncertain origin.

Until recently our assessment of mediastinal nodes in 
patients with NSCLC has been based solely on CT scan 
findings. In our limited experience, in five out of six 
thought to have metastatic nodes, no metastasis was 
found. Four of these patients underwent surgery and final 
histopathology confirmed the absence of lymphatic spread. 
Mediastinoscopy altered the course of treatment in four of 
six patients with lung cancer who had enlarged mediastinal 
nodes. In its absence these patients would have been 
adjudged inoperable due to the supposition of N2 disease.

We also found significant discordance between pre-
operative and post-operative diagnosis in patients with 
mediastinal lymphadenopathy of uncertain origin. The 
availability of mediastinoscopic biopsy changed diagnosis 
in five of 18 patients. This was especially interesting in TB. 
Only three of five patients with a pre-operative diagnosis 
of tuberculosis were confirmed to harbor TB while TB was 
unexpectedly discovered in three others in whom the pre-
op diagnoses were different. Misdirection of the treatment 
and unnecessary initiation of anti-tubercular treatment 
were avoided. Most importantly, a definitive diagnosis to 
guide subsequent therapy was attained in all cases. 

Our complication rates were low and corroborated with 
that reported in literature.8,9 Post operative stay was longer 
than reported.9 This is because of our reluctance to do the 
procedure as a day case surgery at least in the initial phase. 
With experience we may be able to obviate the need for 
post-operative stay when the safety profile of the procedure 
is well established in our setting.

Conclusion
Mediastinoscopy is safe and efficacious in diagnosing 
mediastinal lymphadenopathy. It should be routinely 
considered in staging of NSCLC and evaluation of enlarged 
mediastinal nodes.
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