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Introduction CResults e e clusions

The traditional differential diagnosis of isolated mediastinal and hilar A total of 100 patients underwent EBUS-TBNA for isolated Reactive lymphadenopathy Table 2: Patient characteristics stratified into diagnosis groups In patients undergoing EBUS-TBNA at our centre for isolated
lymphadenopathy includes benign granulomatous disorders e.g. sarcoidosis and mediastinal / hilar ymphadenopathy during the study o . . . mediastinal and /or hilar lymphadenopathy, nearly half had
tuberculosis and malignant conditions such as lymphoma and carcinoma. Each of period (Table 1) and the final diagnosis is demonstrated Reactive lymphadenopathy was the most common cause of isolated Sarcoidosis Tuberculosis Lymphoma  Carcinoma Reactive LN reactive lymphadenopathy rather than one of the traditional
these diagnoses requires pathological confirmation to ensure appropriate in Figure 1. lymphadenopathy. There was a higher prevalence of co-morbidities n=20 n=18 n=6 n=7 n=48 diagnoses in this setting (sarcoidosis, tuberculosis, lymphoma,
treatment. Lymphadenopathy in which such causes have been excluded has been compared to the other diagnosis groups (Table 2). There was only Age (mean * SD 50.6+13.8 41.2+133 66.3+13.2 70953 68.0+11.1 carcinoma).
ymphadenopathy hich such have b luded has b d to the other di i (Table 2). Th ly1 ge ( ) )
termed “reactive lymphadenopathy”, and is considered benign. Table 1: Patients’ Characteristics (n=100) patient in which no co-morbidity was present to account for the Ethnicity: The most common chronic diseases that could be responsible for
In a prospective trial of 77 patients with isolated mediastinal lymphadenopathy - _— !ymphadenqpathy..Flgure 2'demonstrates the co-morbidities present Caucasian 15 (75%) 0 6 (100%) 7 (100%) 41 (85%) this reactive lymphadenopathy are emphysema, chronic
EBUS-TBNA prevented mediastinoscopy in 87% of patients and demonstrated a Patient characteristics n=100 in those patients with reactive lymphadenopathy. Asian 3 (15%) 16 (89%) 0 0 5 (11%) bronchitis and heart failure.
sensitivity of 92%!. EBUS-TBNA is therefore recommended as a first line Age (mean * SD) 58.7 +15.6 . L. African 2 (10%) 2 (11%) 0 0 2 (4%) Clinical and radiological features that suggest a high probability
|nvest|ggt|op in such patlent§. However the negative predlgtlve value was 40% e 63 Figure 2: Co-morbidities Co-morbidities: of a diagnosis other than reactive lymphadenopathy and indicate
suggesting in cases of negative EBUS-TBNA further sampling, such as o . " Emphysema 2 (10%) 0 0 3 (43%) 13 (27%) the need for further sampling in cases of negative EBUS-TBNA
A . . . . . . Chronic bronchitis L | |
mediastinoscopy, is required. Of note, only 4 patients in this study were ultimately Ethnicity: Ch bronchiti 1 (5% 1 (5% 0 0 20 (42% include:
. L . , . Emphysema ] LOUICILS (5%) (5%) ( o) Include:
diagnosed with ‘reactive lymphadenopathy’. Caucasian 70 Heart failure I b 0 0 0 1 (14%) 4 (8%) - 25 lymph stations enlarged with symmetrical mediastinal
There is |pcrteasmg eV|den§ettk(110t Ft%mmgp c?ronllc d(ljSﬁf:sef, botrrll rgsplratcz;ly Gan?' ASIfJn 24 Bronchiectasis o gZINIZICT’;\IIeCtaSIS 8 8 1 (10700) 1 (104%) g g;:ﬁz; and hilar lymphadenopathy (suggestive of sarcoidosis),
non-respiratory, are associated with mediastinal and hitar ymphadenopathy. This African 6 Pulmonary hypertension —— % + lung parenchymal abnormalities (upper lobe cavitating
includes: emphysema and chronic bronchitis, interstitial lung disease, . . HF 0 0 0 0 13 (27%) e . B
; - X . : N Symptoms: Mitral valve disease ] MVD 0 0 0 0 6 (12%) consolidation in tuberculosis and upper zone nodularity in
bronchiectasis, pulmonary hypertension, heart failure and rheumatoid arthritis1°. Couah 6 Aortic valve disease . o sarcoidosis)
Lymphadenopathy in this scenario would fall under the term “reactive lymph oug = Hevaved AVD 0 v v v 0 < (13 o) ! - ive of .
nodes” following pathological sampling. Could this lead to a higher prevalence of Dyspnoea 52 ILD 1D 0 0 0 1 (14%) 1(2%) : non—C'oucasm.n thn|C|ty (suggestive o tuberculqss),
reactive lymphadenopathy in the isolated lymphadenopathy population and do Weight loss 27 RA LN Stations: * anterior mediastinal lymphadenopathy (suggestive of
these patients require further surgical biopsy following a negative EBUS-TBNA? Fever or night sweats 18 o AR 0-2 0 14 (78%) 1 (17%) 2 (29%) 20 (42%) lymphoma or carcinoma),
Chest pain 9 Liver cirrhosis 3-4 5 (25%) 3 (17%) 3 (50%) 4 (57%) 24 (50%) - extra-thoracic lymphadenopathy (suggestive of sarcoidosis
Asymptomatic 14 Pneumonia 25 15 (75%) 1 (5%) 2 (33%) 1 (14%) 4 (8%) or lymphoma),
Objectives recent d.A::ybs'”? 5"b°”dyt“t's Isolated M 0 12 (67%) 2 (33%) 4 (57%) 16 (33%) - splenomegaly (suggestive of sarcoidosis or lymphoma),
. . . . ecent radiotherapy for breast ca 0 o o . . .
Figure 1: Final Diagnosis (n=100) Chronic bowel obstruction Issﬁar:\icirli_lcal M 15 (?50/) i g}/;ﬂ ; g;oﬂ 3 (4%0/) 18 81/7»}) + absence of diseases associated with lymphadenopathy.
The primary objective of this study was to determine t?e prevalence of reactive 1% Chronic cervical discitis Simmetrical H 18 (900/2) 2 (11f,/°) 2 (330/:) 0 ? 10 (210/:) With the increasing use of CT, an ageing population and an
lymphadenopathy in patients undergoing EBUS-TBNA for isolated lymphadenopathy F T ; ; y increasing prevalence of chronic diseases the detection of
at a tertiary centre. Secondary aims were to determine the presence of respiratory 0 > 10 1?’ 20 2 Key: Isolated M = isolated mediastinal lymphadenopathy, without hilar lymphadenopathy isolated hilar and mediastinal lymphadenopathy is increasing and
and non-respiratory disease that may explain the lymphadenopathy in this group Number of patients P viipiadinet sl Sl e s reactive lymphadenopathy is representing a higher proportion of
and to investigate for potential clinical and radiological characteristics that could Symmetrical H = symmetrical (bilateral) hilar lymphadenopathy these cases.
Isciutercéll?l/o\;v:écl: Eggee:z ?:ga?iiidEfBthsrj$|r3 'I\lnXOSIve sampling and which may undergo Granulomatous disorders Malignant diagnoses 'rl']hehnegtjﬁtive pref:lictilve valu«: %f (IjEBUf—TtiNA mbay be sigfniﬁignttly
. idosi 9 i igher than previously reported due to this subgroup of patients.
The sensity of EBUS-TBNA was £0% (16120 conecty diagnosed). | LYmPhoma accounted for 6% of the diagnoses This may ilow o period o surveillance rather than requiring
Patients with sarcoidosis had a higher total number of enlarged EBUS-TBNA c_orrectly diagnosed 2/6.poti.ents (sensitivity 33.3%). 6.7% (4/6) of patientg had further invasive sampling with mediastinoscopy in carefully
Materials and Methods lymph node stations compared with the other diagnoses and extra-thoracic lymphadenopathy (sites included: abdominal 3, axillary 2, neck 1, inguinal 1). selected patients.

mediastinal lymphadenopathy always occurred with hilar One patient had previously undergone a liver transplant was therefore heavily
lymphadenopathy and the lymphadenopathy was almost always immunosuppressed. Table 3: Sensitivities for

symmetrical (table 2). In 45% (9/20) of patients there were lung Carcinoma accounted for 7% of diagnoses EBUS-TBNA in this study

The study was a prospective observational cohort of all patients undergoing
EBUS-TBNA for investigation of isolated mediastinal and/or hilar lymphadenopathy,

between March 2010 and November 2012, at the Bronchoscopy Unit of the parenchymal abnormalities suggestive of sarcoidosis (nodularity (small cell lung cancer 4, squamous cell Sensitivity e e o e
University Hospital of South Manchester, UK. L with upper zone predominance). One patient had associated carcinoma 1, non-small cell lung cancer “not Sarcoidosis (n=20) 80% Core Med 2012;186(3):255-260 o ,

. . . . . . . SUrCOldOSlS . Lymphomq erythemd nOdOSUm. h . f_ d” h l “ ) 2. Kirchner J, Kirchner EM, Goltz JP et al. Prevalence of enlarged mediastinal lymph nodes in heavy smokers - a
Patients were included if they had enlarged hilar or mediastinal lymph nodes otherwise specified” 1, mesothelioma 1), a Tuberculosis (n=18) 94.4% L . e O B L inal o nodes i chronic obatroct

. . . . . . : H N . . . 3 irchner J, Kirchner EM, Goltz JP et al. Enlarged hilar and mediastinal lymph nodes in chronic obstructive
(210mm in short axis diameter) without evidence of an intra-pulmonary mass and Tuberculosis [l Reactive Tuberculosis accounted for 18% of the final diagnoses. were correctly diagnosed with EBUS-TBNA Lymphoma (n=6) 33.3% pulmonry disease.  Med Imaging Radiat Oncol 2010,54(4)333-338
no evidence of extra-thoracic malignancy. The final diagnosis for each patient was B Carcinoma Mediastinal cyst EBUS-TBNA correctly diagnosed 17/18 patients (sensitivity 94.4%). (n=7/7; sensitivity 100%). Two patients (29%) Carcinoma (n=7) 100% e AR 2560y g P % entorgement on CT scans n patients wih usual nterstifol
based on EBUS-TBNA results, any subsequent pathological sampling and clinical- All patients diagnosed with tuberculosis in this cohort were of had anterior mediastinal lymphadenopathy. Overall 82.4% 5. iﬁfﬁfggﬁ’::flifrzgt’pLEEeﬁftﬂhl%%pﬁi'yé-;”;?fggul pneumonias: prevalence of mediastinal lymph node
radiological follow-up, which was undertaken for a period of six months after the The overall diagnostic performance of non-Caucasian ethnicity (table 2). In addition, patients frequently 6. Thomas RD, Blacquiere RM. Reactive mediastinal lymphadenopathy in bronchiectasis assessed by CT. Acta Radiol
_ H H . . . . . . 1993;34(5):489-491
prOCEdUre. EBUS TBNA in thlS COhOft was: rqd IZOIé]ted meslqsstlrLOI l}/mphaderaoplathy'—\:wéhout hllﬁr Fqlse negqtive EBUS TBNA 7. MouaT, Levin DL, Carmond EM et al. Frequency of mediastinal lymphadenopathy in patients with idiopathic
H B . H B H . P - pulmonary arterial hypertension. Chest 2013;143(2):344-348
Dlagnos.es were CIGSSIﬁed asone Of' SGrCOIdOSIS’ tUberCUIOSI'S’ lymphoma', cquInomG | SenSlthlty 82.4%, ymp a enOth y ( 7 /0 ° .CGSES): The ymp a enOth y was 8. Chabbert V, Canevet G, Baixas C et al. Mediastinal lymphadenopathy in congestive cardiac failure: a sequential CT
or reactive [ymphqdenopqthy' A [ymph node was on[y classified as reactive if the X L. 0 frequently asymmetrlcal. Five patients had known TB contact and 1 There were 9 false negotive EBUS-TBNA (sarcoidosis 4, lymphomq 4, tuberculosis 1). , evaluation with cliinlicalond Zchocavdilogmghic covlrlelotior:\s(.jEur Radri]ol 2004;14(5):88(11»889 , |
. . .. H H H H H H Nt H . . . . . . Pastis NJ, Van Bakel AB, Brand JM et al. Mediastinal lymphadenopathy in patients undergoing cardiac transplant

EBUS-TBNA, any subsequent pathological sampling and 6 months of clinical- " Negative predictive value 84.5%, patient had cavitating upper lobe consolidation in association with In each case there was a high pre-test probability of a diagnosis other than reactive evoluaton. Chest 20111390 1451-2457 e ’
radiological follow up failed to demonstrate any evidence of the other diagnoses. m Diagnostic accuracy 91%. the lymphadenopathy. lymphadenopathy, based on pre-procedure radiology and clinical history. O imonary disecse. hes 19907010103 et Arere menfestation oftheumetold



