« 1170 - APYBBRGE 572013 F 5540555 1257

doi:10.3971/j.issn.1000-8578.2013.12.014 . [RERIZHT -

Y\ kA ARTE PET/CTAARR K 145 FHAE
AR/INGH e e B

Bak', #FT, A, & %, % &, L&, 2R

Role of Mediastinoscopy in PET/CT Positive Mediastinal Involvement in Non-small Cell
Lung Cancer

LIAO Rigiang', YANG Xuening', ZHONG Wenzhao', NIE Qiang', DONG Song', WANG
Siyun’, WU Yilong'

1.Division 2 of Pulmonary Oncology, Cancer Center, Guangdong General Hospital
Guangdong Academy of Medical Sciences Guangdong Lung Cancer Institute, 2.PET Center,
Department of Nuclear Medicine

Corresponding Author:WU Yilong,E-mail:syylwu@live.cn

Abstract : Objective To evaluate the value of mediastinoscopy in cases of positive mediastinal/hilar lymph
node involvement in positron emission tomography and computed tomography ( PET/CT ) scanning in non-
small cell lung cancer. Methods NSCLC cases with mediastinal or hilar involvement in PET/CT treated by
mediastinoscopy were retrospectively analyzed. The sensitivity, specificity, positive predictive value (PPV),
negative predictive value (NPV) and accuracy rate of PET/CT and the false positivity of mediastinoscopy
in mediastinal staging were calculated. Results Between Apr 2007 and Dec 2011, 73 NSCLC cases were
enrolled. The sensitivity, specificity , PPV , NPV and accuracy rate of mediastinoscopy in mediastinal staging
were 91.3%,100%,100%,87.1% and 94.5%,respectively . The the false positivity of PET/CT was 30.8%. If
non-bulky mediatinal lymph nodes with bilateral hilar distribution were considered benign, PPV of PET/CT
was increased to 81.1%. Conclusion Mediastinoscopy has high sensitivity, specificity in mediastinal staging
in NSCLC cases with mediastinal or hilar involvement in PET/CT. Positive mediastinal involvement in PET/
CT, especially bilateral hilar distribution needs to stage by invasive methods.
Key words: Lung cancer;Positron emission tomography/computed tomography(PET/CT); Mediastinoscopy;
Mediastinal staging
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Table 1 Characteristics and final diagnosis in patients
with NSCLC enrolled in the study

Characteristic Value (%)
Gender

Man:Female Age 53:20 (72.6:27.4)

mean,range(years) 62,32-85
Pathology

Adenocarcinoma:

Squamous cell

carcinoma:Others
Clinical Stage

[ -1I:IMa:IIIb
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[ -1I:01a:1lIb: IV
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Table 2 Mediastinoscopy finding in the 73 patients with
NSCLC

46:19:8 (63.0:26.0:11.0)
7:44:22(9.6:60.3:30.1)

25:35:12:1 (34.2:47.9:16.4:1.4)

Final diagnosis

Mediastinoscopy ) =) Total
(+) 42 0 42
= 4 27 31
Total 46 27 73
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Table 3 PET-CT finding in 73 patients with Non-small-
cell lung cancer

Final diagnosis

PET-CT oS =) Total
(+) 45 20 65
(=) 1 7 8

Total 46 27 73
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Table 4 Modified PET-CT finding in 73 patients with
Non-small-cell lung cancer

Final diagnosis

Modified PET-CT Total
(+) (=)
(+) 43 10 53
(=) 3 17 20
Total 46 27 73
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Table 5 Mediastinoscopy,PET-CT and modified PET-CT
in mediastinal staging

Positive  Negative
predictive predictive
value(%)  value(%)

Sensitivity Specificity
(%) (%)

Mediastinoscopy 91.3 100.0 100.0 87.1 94.5
PET-CT 97.8 259 69.2 87.5 712
Modified PET-CT 93.5 63.0 81.1 85.0 82.2
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Typical benign lymph node distribution pattern in a 55-year-old man

with left low lobe squamous cell cancer. PET/CT shows multiple
bilateral hilar, interlobar and 4R, 4L lymph nodes with increased
FDG uptake. After EBUS-TBNA, mediastinoscopy and lobectomy,
pathology all show reactive hyperplasia in mediastinal and hilar lymph
node
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Figure 1 Typical false positive result of PET/CT in

mediastinal lymph node
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