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Abstract
Background
Endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) is a diagnostic procedure
that allows clinicians to stage lung cancer by sampling lymph nodes in the mediastinum. EBUS-TBNA is
recommended as a first step prior to mediastinoscopy for lung cancer mediastinal staging. This procedure
has greatly aided pulmonologists in diagnosing mediastinal pathologies with substantial progress. In this
study, our aim is to analyze how cell blocks affect the diagnostic yield of mediastinal and hilar
lymphadenopathy using an EBUS cytology needle.

Methods
This retrospective study was conducted at King Abdulaziz University Hospital between May 2021 and
September 2021. Patients with mediastinal and hilar lymphadenopathy in the absence of known or
suspected primary lung cancer were included. The EBUS procedure was performed using a flexible
bronchoscope equipped with a working channel suitable for transbronchial needle aspiration under direct
ultrasound guidance. Data were recorded using Microsoft Excel and analyzed using Statistical Package for
the Social Sciences (SPSS) v. 26.0 (IBM Corp., Armonk, NY). Diagnostic accuracy measures were determined,
and a p-value of 0.05 was established as the final threshold for statistical significance.

Results
The total number of patients in our study was 151. The sensitivity for cytology specimens, histology
specimens, and a combined evaluation for the full group of patients was 77.14%, 83.33%, and 87.5%,
respectively, with a negative predictive value of 27.22%, 25%, and 21.42%. The diagnostic accuracy for
cytology specimens, histology specimens, and a combined evaluation was 71.42%, 76.19%, and 80%,
respectively.

Conclusion
Our study found that the combined examination of specimens for both cytology and histology in the
diagnosis of lung cancer, sarcoidosis, and tuberculosis resulted in a higher diagnostic yield compared to
cytological assessment alone using EBUS-TBNA.
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Introduction
Conventionally, a variety of techniques have been available for mediastinal staging, including
mediastinoscopy, blind transbronchial needle, and video-assisted thoracoscopy. However, in 2002,
endobronchial ultrasound combined with transbronchial needle aspiration (EBUS-TBNA) was introduced. It
uses ultrasound and bronchoscopy to visualize the airway wall and nearby structures and provides real-time
guidance for sampling mediastinal and hilar lymph nodes and tumors [1]. EBUS-TBNA was accepted by
clinicians in 2007 as a method of choice for mediastinal staging due to its low invasiveness and high
sensitivity [1]. Furthermore, EBUS-TBNA has replaced surgical staging as the initial test of choice for
evaluating tissue in cases of mediastinal and hilar lymphadenopathy [1-4].

It has been shown that minimally invasive treatments such as EBUS-TBNA can yield high diagnostic value
for lung cancer. Additionally, EBUS-TBNA has been utilized in diagnosing metastases from various solid
tumors, sarcoidosis, tuberculosis, and lymphoma [2-5]. Recent studies have demonstrated that EBUS-TBNA
has a consistent diagnostic yield for most cases with mediastinal and/or hilar lymphadenopathy [2, 6].
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Furthermore, the diagnostic yield of EBUS-TBNA for lymphoma has been reported to be within the range of
50-90% [7].

Additional diagnostic tests can be performed by processing EBUS-TBNA material into a cell block
preparation (CB). Combining CB with smear preparation has been shown to increase EBUS-TBNA diagnostic
yield, and its routine application for the diagnosis of lung cancer has been endorsed by numerous medical
associations. However, CB preparations are rarely employed in EBUS-TBNA samples, and little is known
about their role in the diagnostic process [8-10].

Most of the initial studies or trials have used highly preselected patient populations, which has resulted in
high diagnostic accuracy. While the use of EBUS-TBNA has been well studied in the literature, there is a
growing interest in evaluating the diagnostic utility of this modality in unselected patient populations [11],
as well as the contribution of CB in the diagnostic process. In this study, we aim to explore how CB affects
the accuracy of EBUS cytology needle diagnosis of mediastinal and hilar lymphadenopathy.

Materials And Methods
Population
This retrospective study was conducted at King Abdulaziz University Hospital from May 2021 to September
2021. The study included patients with mediastinal and hilar lymphadenopathy without known or suspected
primary lung cancer. Data collection commenced after the hospital institutional review board committee
had given its approval.

EBUS-TBNA technique
The EBUS procedure was performed using a flexible bronchoscope (BFUC160F-OL8, Olympus Optical Co
Ltd., Tokyo, Japan) equipped with a working channel suitable for TBNA under direct ultrasound guidance
and a distal probe that could do linear parallel scans of the mediastinal and peribronchial tissues. Topical
lidocaine spray and intravenous midazolam were administered to provide local anesthetic and conscious
sedation, respectively, in accordance with established standards. To perform EBUS-TBNA, a special 22-G
TBNA needle (NA201SX-4022; Olympus) was used. The internal stylet was used to clean the needle's tip
after it had been inserted into the mass. Most passes were carried out using a 20-mL VacLoc syringe (Merit
Medical Systems, Inc., South Jordan, UT). The needle was moved from the bronchoscope channel to the
tracheal lumen under ultrasound guidance to reach the node or mass, and was then propelled out of the
sheath and implanted into the tracheal or bronchial wall. The needle was pushed forward and back while
maintaining negative pressure with a syringe at the catheter's proximal end to release the suction before the
needle was removed from the target structure.

Lymph node aspirates were smeared onto glass slides, air-dried, and clotted on filter paper. The specimens
were then immediately placed in 10% formalin for further laboratory processing to generate cell blocks. No
on-site rapid cytology was performed. EBUS-TBNA is considered diagnostic in cases of sarcoidosis or lung
cancer if clear and definitive histological and cytological samples of the lymph tissues are obtained. In
addition, other diagnoses such as TB were included if found during our investigation. If the procedure failed
to provide a definite diagnosis and presented normal lymphoid tissue, it was considered non-diagnostic. All
obtained glass slides were examined by a cytology screener and reviewed by two board-certified
pathologists.

Statistical analysis
A Microsoft Excel sheet was used to prepare the data sheet to record all data, including demographic
characteristics such as name, age, gender, ID, date of procedure, and nationality, as well as indications for
performing EBUS, such as lung cancer, sarcoidosis, tuberculosis, and others. The lymph node station was
also recorded in the datasheet. The Statistical Package for the Social Sciences (SPSS) v. 26.0 (IBM Corp.,
Armonk, NY) was used to analyze the data. The results were presented as frequencies and percentages or
means ± standard deviation. A Kruskal-Wallis test was used for comparing data in more than two groups,
and a Wilcoxon signed-rank test was used for pairwise comparisons. Diagnostic specificity, sensitivity,
negative predictive value (NPV), positive predictive value (PPV), and accuracy were determined using
accepted definitions. A positive predictive value was defined as the likelihood that a subject with a positive
test result will have the disease of interest, whereas a negative predictive value was defined as the likelihood
that a subject with a negative test result will not have the disease. Specificity was defined as the probability
of receiving a negative test result in a person without the disease, while sensitivity was defined as the
probability of receiving a positive test result in a subject with the condition. Diagnostic accuracy was
defined as the percentage of subjects that were correctly classified out of all subjects. A p-value of 0.05 was
established as the final threshold for statistical significance.

Results
Out of the 151 patients who underwent EBUS-TBNA, 101 (66.89%) were male, and the overall mean age of
the patients was 52.46 years (range 15-83 years). The EBUS-TBNA evaluation was performed on patients
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suspected of having lung cancer (n=31, 20.5%), lymphoma (n=16, 10.6%), sarcoidosis (n=24, 15.9%), and
tuberculosis (TB) (n=33, 21.9%) (Table 1). The most frequently sampled lymph nodes were the right
paratracheal (4R) and subcarinal (7), with a total of 183 lymph nodes sampled (Figure 1).

 No (%) 

Gender  

  Male 101 (66.89%)

  Female 50 (33.11%)

Age (Mean ± SD) 52.46 ± 15.40

Nationality  

  Saudi 110 (72.85%)

  Non-Saudi 41 (27.15%)

Clinical presentation  

  Cough 88 (58.28%)

  SOB 57 (37.75%)

  Weight loss 49 (32.45%)

  Fever 30 (19.87%)

  Night sweats 24 (15.89%)

Patient suspected for  

  Lung cancer 31 (20.5%)

  Lymphoma 16 (10.6%)

  Sarcoidosis 24 (15.9%)

  TB 33 (21.9%)

Non-definitive diagnosis 47 (31.1%)

  Lymph node stations  

  4R 72 (47.68%)

  7 57 (37.75%)

  2R 22 (14.57%)

  10 R 13 (8.61%)

  10 L 9 (5.96%)

  2 L 6 (3.97%)

  4 L 3 (1.99%)

  6 1 (0.66%)

TABLE 1: Baseline characteristics of patients
N: numbers, SD: standard deviation, SOB: shortness of breath, TB: tuberculosis 
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FIGURE 1: Lymph node stations

EBUS-TBNA yielded diagnostic results in 35 cases of cytological smear specimens (23.18%), six cases of
histological cell blocks (4.38%), and 89 cases with a combined evaluation (64.96%). The combined evaluation
of histology and cytology specimens resulted in the highest rate of positive results and the lowest rate of
non-diagnostic results (Table 2).

 Cytology Histology (CB) Combined Evaluation

Diagnostic 35 (23.18%) 6 (4.38%) 89 (64.96%)

Non-Diagnostic 112 (76.82%) 131 (95.62%) 48 (35.04%)

Total 151 137 137

TABLE 2: Diagnostic and non-diagnostic results of endobronchial ultrasound-guided
transbronchial needle aspiration (EBUS-TBNA) for cytology specimens through smears, histology
specimens obtained through cell blocks, and a combined evaluation of both
CB: cell block

For the entire group of patients, the sensitivity of specimens for cytology, histology, and a combined
evaluation were 77.14%, 83.33%, and 87.5%, respectively, with a negative predictive value (NPV) of 27.22%,
25%, and 21.42%. The diagnostic accuracy was 71.42%, 76.19%, and 80%, respectively (Table 3). Among all
the patients who underwent EBUS-TBNA, 46 patients (31.1%) were diagnosed with lung cancer, 24 patients
(15.9%) with sarcoidosis, 23 patients (15.2%) with tuberculosis, nine patients (6.6%) with lymphoma, and
three patients (2%) with metastatic adenocarcinoma (Table 4).
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 Cytology Histology (CB) Combined Evaluation

Sensitivity 77.14% 83.33% 87.50%

NPV 27.22% 25% 21.42%

Specificity 100% 100% 100%

PPV 100% 100% 100%

Accuracy 71.42% 76.19% 80%

TABLE 3: Diagnostic parameters of EBUS-TBNA diagnosis
PPV: positive predictive value, NPV: negative predictive value, CB: cell block

 Cytology Histology (CB) Combined evaluation

Lung cancer 6 (12.77%) -- 40 (85.11%)

Lymphoma 3 (30%) -- 6 (60%)

Metastatic adenocarcinoma -- -- 3 (100%)

Sarcoidosis 10 (41.67%) 3 (12.50%) 11 (45.83%)

TB 9 (39.13%) 2 (8.70%) 12 (52.17%)

Others 7 (28%) 1 (4%) 17 (68%)

TABLE 4: Positive EBUS-TBNA results by final diagnosis
TB: tuberculosis, CB: cell block

All positive cytology and histology specimens were found to be accurate in diagnosing with a specificity and
positive predictive value of 100%. However, when comparing the sensitivity of cytology specimens with the
sensitivity of the combined evaluation, the latter was significantly higher in diagnosing lung cancer (P=
<0.001). Similarly, for the diagnoses of sarcoidosis and TB, the sensitivity for the combined evaluation was
significantly higher when compared with the cytological and histological evaluations separately (P=<0.001
for each). A significant difference was observed in the sensitivity of diagnosing lung cancer, sarcoidosis, and
TB in the cytology evaluation (P=<0.001). The sensitivity of cytology specimens for sarcoidosis was higher
when compared with lung cancer and TB. A higher negative predictive value was detected in the cytological
evaluation of the sarcoidosis group compared to others. Higher accuracy was found in diagnosing sarcoidosis
and TB in their histological evaluation. No cases of lung cancer were diagnosed using histological
evaluation, and thus no true negative findings were found. As a result, there was no negative predictive
value in the histological evaluation of sarcoidosis and TB. A significant difference was observed in the
sensitivity of diagnosing lung cancer, sarcoidosis, and TB in the combined evaluation of both cytological and
histological specimens (P=0.032). There was also a significant difference observed in the accuracy of
different diagnoses in the combined evaluation of cytology and histology (P=0.041). However, no significant
difference was found in the negative predictive value of lung cancer, sarcoidosis, and TB in the combined
evaluation (Table 5).
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Results of EBUS-TBNA Lung Cancer (n=46) Sarcoidosis (n=24) Tuberculosis (n=23) p-value

Cytology

Sensitivity 12.77% 41.67% 39.13% <0.001

NPV 79.81% 87.8% 85.87% NS

Accuracy 84.32% 88.6% 82.65% NS

Specificity 100% 100% 100% NS

PPV 100% 100% 100% NS

Histology

Sensitivity -- 12.50% 8.70% NS

NPV -- 0 0 NS

Accuracy  100% 100% NS

Specificity -- 100% 100% NS

PPV -- 100% 100% NS

Cytology and Histology

Sensitivity 85.11%* 46%* 52.17%* 0.032

NPV 87.24% 66.67% 83.33% NS

Accuracy 95.11% 70.87% 88.87% 0.041

Specificity 100% 100% 100% NS

PPV 100% 100% 100% NS

TABLE 5: Sensitivity, negative predictive value (NPV), diagnostic accuracy, specificity, and
positive predictive value (PPV) of specimens for cytology, histology, or combined obtained
through EBUS-TBNA for lung cancer, sarcoidosis, and TB patients
NPV: negative predictive value, PPV: positive predictive value, NS: non-significant, *: P=<0.001;

Discussion
The results of this study confirmed that adding cell block evaluation to cytological assessment in samples
obtained by EBUS-TBNA improves diagnostic sensitivity. The sensitivity of EBUS-TBNA was found to be
77.14% for cytology specimens, 83.33% for histology specimens, and 87.5% for combined evaluation. The
negative predictive value for the same specimens was 27.22%, 25%, and 21.42%, respectively. The diagnostic
accuracy was found to be 71.42% for cytology specimens, 76.19% for histology specimens, and 80% for
combined evaluation. Compared to Žemaitis et al.'s retrospective study, our results show higher sensitivity
percentages [11]. Their study, conducted in 2018, was performed on 296 patients between 2009 and 2012.
They found that histology specimens had a sensitivity of 70.1%, cytology specimens had a sensitivity of
65.7%, and combined results had a sensitivity of 80.7%. They also reported diagnostic accuracy of 73.5%,
76.4%, and 85.1% for the entire group of patients. Furthermore, their study showed a diagnostic accuracy of
92.1% for lung cancer, with a sensitivity rate of 84.1% [11]. They reported sensitivity and diagnostic
accuracies of 78.8% and 94.9%, respectively, for sarcoidosis [11]. However, their reported percentage for
diagnostic accuracy was higher than what we found in our study. Another retrospective study of 350 patients
conducted from 2008 to 2014 found that EBUS-TBNA had an 89% sensitivity, 86% diagnostic yield, and a
79% negative predictive value, which were all higher than our findings [12]. In 2008, Lee et al. conducted a
prospective study using EBUS-TBNA to detect NSCLC. The study aimed to access lymph nodes in 91 patients
and revealed a sensitivity rate of 93.8% and a negative predictive value of 96.9%. Their confirmation was
based on either suspicion or having a histologically proven NSCLC in lymph nodes with a diameter between
5 and 20 mm [13]. According to a retrospective study of 450 patients conducted between 2008 and 2010, the
diagnostic accuracy, sensitivity, and specificity were 93.1%, 100%, and 95.1%, respectively [14].

According to multiple studies, the diagnostic utility of EBUS-TBNA heavily relies on the technique and
expertise of the performing bronchoscopist. The representativeness of EBUS-TBNA samples has improved
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over time as bronchoscopists' skills have enhanced. Learning and maintaining this approach requires
significant effort. Another factor that could impact the sensitivity of EBUS-TBNA is the method used to
select patients for the procedure. A meta-analysis showed that trials that included patients based on a
positive CT or PET scan result had a higher sensitivity (94%, 95%, and CI of 93 to 96%) [15-17].

Our results showed that out of the 151 patients who underwent EBUS-TBNA, 47 were diagnosed with lung
cancer (31.1%), 24 with sarcoidosis (15.9%), 23 with tuberculosis (15.2%), ten with lymphoma (6.6%), and
three with metastatic adenocarcinoma (2%). A retrospective study conducted in 2012 on 129 patient samples
found that lung cancer was detected in 81% of cases, extrapulmonary carcinoma in 10%, sarcoidosis in 4%,
lymphoma in 2.7%, and tuberculosis in 0.9% of cases [18]. The study by Madan et al. found that EBUS-TBNA
was diagnostic in 80.9%, 84.8%, and 75% of sarcoidosis, tuberculosis, and lung cancer patients, respectively
[19]. The sensitivity, specificity, PPV, and NPV of EBUS-TBNA were found to be 81.7%, 100%, 100%, and
22.73%, respectively [11].

Pulmonologists and surgeons are convinced that EBUS-TBNA is superior to standard TBNA and an
appropriate alternative to mediastinoscopy in lung cancer patients, and the lung cancer care landscape is
changing accordingly. Oncologists are more interested in acquiring tissue to obtain relevant samples for
personalized care of patients with advanced lung cancer. EBUS-TBNA has proven to be a reliable method in
this regard. Many oncologists acknowledge the advantages of EBUS-TBNA because it allows for the sampling
of many tumor metastatic areas, which is crucial as tumor heterogeneity becomes more apparent [19]. EBUS-
TBNA can be used to re-characterize tumor phenotypes and genotypes following disease progression since it
is easy to repeat. In patients with isolated mediastinal lymphadenopathy, where the differential diagnosis is
frequently between sarcoidosis, tuberculosis, and lymphoma, EBUS-TBNA has been proven to be beneficial.
EBUS-TBNA is also useful for detecting mycobacterial disease in tuberculosis-endemic regions and is
welcomed by microbiologists and infectious disease clinicians because it improves the culture-positive rate
[20].

The information obtained from EBUS-TBNA cytology samples may not always be sufficient. Additional tissue
may need to be obtained, which can be accomplished by converting the collected material into cell blocks.
Immunohistochemical labeling and histological diagnosis can then be performed. New treatments for lung
cancer have been introduced with varying degrees of success and toxicity, requiring an accurate
classification based on pathology. Therefore, cell blocks can be recommended to aid in the diagnosis of lung
cancer as they can contribute up to 47.9% of aspirates obtained through EBUS-TBNA and up to 37.6% for
definitive diagnosis. A study has shown that the diagnostic yield of EBUS-TBNA was enhanced from 72.9%
to 80% in 26.4% of patients [21, 22]. In addition, being a minimally invasive procedure, EBUS-TBNA has
negligible complications as compared to conventional transthoracic fine needle aspiration [18, 23].

The study has several limitations that should be considered when interpreting the results. The sample size
was relatively small, which could limit the generalizability of the findings. Furthermore, the results could
have been variable based on different laboratory methods and references used. The retrospective design
could introduce bias, and the lack of blinding may have affected the accuracy of the analysis. The study was
conducted at a single center, which may limit the generalizability of the findings to other healthcare
settings. The study did not compare the diagnostic yield of EBUS-TBNA to other diagnostic methods, which
could provide more information on the overall accuracy of the procedure. Finally, the experience level of the
clinicians performing EBUS-TBNA may affect the diagnostic yield of the procedure.

Conclusions
For evaluating mediastinal and hilar adenopathy, the EBUS-TBNA test remains the gold standard. The
approach has been refined since its inception to eliminate unnecessary steps, reduce procedure time, and
increase diagnostic yield. Our study found that the combined evaluation of cytology and histology specimens
in the diagnosis of lung cancer, sarcoidosis, and tuberculosis demonstrated that EBUS-TBNA had a higher
diagnostic yield.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. King Abdulaziz
University Hospital IRB issued approval 258-21. Ethical approval was provided by the ethical committee of
King Abdulaziz University Hospital with the approval number 258-21. All patients provided consent to have
their data included in the study anonymously. Animal subjects: All authors have confirmed that this study
did not involve animal subjects or tissue. Conflicts of interest: In compliance with the ICMJE uniform
disclosure form, all authors declare the following: Payment/services info: All authors have declared that no
financial support was received from any organization for the submitted work. Financial relationships: All
authors have declared that they have no financial relationships at present or within the previous three years
with any organizations that might have an interest in the submitted work. Other relationships: All authors
have declared that there are no other relationships or activities that could appear to have influenced the
submitted work.

2023 Aljohaney et al. Cureus 15(5): e39673. DOI 10.7759/cureus.39673 7 of 8

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


References
1. Hürter T, Hanrath P: Endobronchial sonography: feasibility and preliminary results . Thorax. 1992, 47:565-7.

10.1136/thx.47.7.565
2. Wahidi MM, Herth F, Yasufuku K, et al.: Technical aspects of endobronchial ultrasound-guided

transbronchial needle aspiration: CHEST guideline and expert panel report. Chest. 2016, 149:816-35.
10.1378/chest.15-1216

3. Silvestri GA, Gonzalez AV, Jantz MA, et al.: Methods for staging non-small cell lung cancer: Diagnosis and
management of lung cancer, 3rd ed: American College of Chest Physicians evidence-based clinical practice
guidelines. Chest. 2013, 143:e211S-50S. 10.1378/chest.12-2355

4. Detterbeck FC, Jantz MA, Wallace M, Vansteenkiste J, Silvestri GA: Invasive mediastinal staging of lung
cancer: ACCP evidence-based clinical practice guidelines (2nd edition). Chest. 2007, 132:202S-20S.
10.1378/chest.07-1362

5. Gauchotte G, Vignaud JM, Ménard O, et al.: A combination of smears and cell block preparations provides
high diagnostic accuracy for endobronchial ultrasound-guided transbronchial needle aspiration. Virchows
Arch. 2012, 461:505-12. 10.1007/s00428-012-1296-x

6. Alici IO, Demirci NY, Yılmaz A, Demirag F, Karakaya J: The combination of cytological smears and cell
blocks on endobronchial ultrasound-guided transbronchial needle aspirates allows a higher diagnostic yield.
Virchows Arch. 2013, 462:323-7. 10.1007/s00428-013-1374-8

7. Agarwal R, Srinivasan A, Aggarwal AN, Gupta D: Efficacy and safety of convex probe EBUS-TBNA in
sarcoidosis: a systematic review and meta-analysis. Respir Med. 2012, 106:883-92.
10.1016/j.rmed.2012.02.014

8. Navani N, Nankivell M, Woolhouse I, et al.: Endobronchial ultrasound-guided transbronchial needle
aspiration for the diagnosis of intrathoracic lymphadenopathy in patients with extrathoracic malignancy: a
multicenter study. J Thorac Oncol. 2011, 6:1505-9. 10.1097/JTO.0b013e318223c3fe

9. Rao AK, Ben-Or S, Bowling MR: Bronchoscopic myths and legends transbronchial needle aspiration of
mediastinal and hilar lymph nodes in the diagnosis of lymphoma. Clin Pulm Med. 2014, 21:50-2.
10.1097/cpm.0000000000000011

10. Navani N, Lawrence DR, Kolvekar S, et al.: Endobronchial ultrasound-guided transbronchial needle
aspiration prevents mediastinoscopies in the diagnosis of isolated mediastinal lymphadenopathy: a
prospective trial. Am J Respir Crit Care Med. 2012, 186:255-60. 10.1164/rccm.201203-0393OC

11. Žemaitis M, Musteikienė G, Miliauskas S, Pranys D, Sakalauskas R: Diagnostic yield of endobronchial
ultrasound-guided transbronchial needle aspiration cytological smears and cell blocks: a single-institution
experience. Medicina (Kaunas). 2018, 54:19. 10.3390/medicina54020019

12. Tyan CC, Machuca T, Czarnecka K, et al.: Performance of endobronchial ultrasound-guided transbronchial
needle aspiration for the diagnosis of isolated mediastinal and hilar lymphadenopathy. Respiration. 2017,
94:457-64. 10.1159/000479745

13. Lee HS, Lee GK, Lee HS, et al.: Real-time endobronchial ultrasound-guided transbronchial needle aspiration
in mediastinal staging of non-small cell lung cancer: how many aspirations per target lymph node station?.
Chest. 2008, 134:368-74. 10.1378/chest.07-2105

14. Anraku M, Pierre AF, Nakajima T, et al.: Endobronchial ultrasound-guided transbronchial needle aspiration
in the management of previously treated lung cancer. Ann Thorac Surg. 2011, 92:251-5; discussion 255.
10.1016/j.athoracsur.2011.03.007

15. Jernlås B, Nyberger H, Ek L, Öhman R, Jönsson P, Nozohoor S: Diagnostic yield and efficacy of
endobronchial ultrasound-guided transbronchial needle aspiration in mediastinal lymphadenopathy. Clin
Respir J. 2012, 6:88-95. 10.1111/j.1752-699X.2011.00251.x

16. Sørhaug S, Hjelde H, Hatlen P, et al.: Learning EBUS-TBNA-a 6-year experience at a single institution . Eur
Respir J. 2015, 46: PA317. 10.1183/13993003.congress-2015.PA317

17. Gu P, Zhao YZ, Jiang LY, Zhang W, Xin Y, Han BH: Endobronchial ultrasound-guided transbronchial needle
aspiration for staging of lung cancer: a systematic review and meta-analysis. Eur J Cancer. 2009, 45:1389-96.
10.1016/j.ejca.2008.11.043

18. Lourido-Cebreiro T, Leiro-Fernández V, Tardio-Baiges A, Botana-Rial M, Núñez-Delgado M, Álvarez-Martín
MJ, Fernández-Villar A: The contribution of cell blocks in the diagnosis of mediastinal masses and hilar
adenopathy samples from echobronchoscopy. Arch Bronconeumol. 2014, 50:267-71.
10.1016/j.arbres.2013.11.022

19. Madan K, Mohan A, Ayub II, Jain D, Hadda V, Khilnani GC, Guleria R: Initial experience with endobronchial
ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) from a tuberculosis endemic population. J
Bronchology Interv Pulmonol. 2014, 21:208-14. 10.1097/LBR.0000000000000080

20. Navani N, Janes SM: Endobronchial ultrasound-guided transbronchial needle aspiration for lymphoma: the
final frontier. Am J Respir Crit Care Med. 2013, 188:1183-5. 10.1164/rccm.201309-1701ED

21. Travis WD, Brambilla E, Noguchi M, et al.: International association for the study of lung cancer/american
thoracic society/european respiratory society international multidisciplinary classification of lung
adenocarcinoma. J Thorac Oncol. 2011, 6:244-85. 10.1097/JTO.0b013e318206a221

22. Sanz-Santos J, Serra P, Andreo F, Llatjós M, Castellà E, Monsó E: Contribution of cell blocks obtained
through endobronchial ultrasound-guided transbronchial needle aspiration to the diagnosis of lung cancer.
BMC Cancer. 2012, 12:34. 10.1186/1471-2407-12-34

23. Choudhuri A, Raphael V, Dey B, Khonglah Y, Mishra J, Marbaniang E: Fine-needle aspiration cytology of
mediastinal masses: An institutional experience. J Family Med Prim Care. 2020, 9:4205-9.
10.4103/jfmpc.jfmpc_656_20

2023 Aljohaney et al. Cureus 15(5): e39673. DOI 10.7759/cureus.39673 8 of 8

https://dx.doi.org/10.1136/thx.47.7.565?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/thx.47.7.565?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.15-1216?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.15-1216?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.12-2355?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.12-2355?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.07-1362?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.07-1362?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00428-012-1296-x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00428-012-1296-x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00428-013-1374-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1007/s00428-013-1374-8?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.rmed.2012.02.014?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.rmed.2012.02.014?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/JTO.0b013e318223c3fe?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/JTO.0b013e318223c3fe?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/cpm.0000000000000011?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/cpm.0000000000000011?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1164/rccm.201203-0393OC?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1164/rccm.201203-0393OC?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/medicina54020019?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3390/medicina54020019?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000479745?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000479745?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.07-2105?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1378/chest.07-2105?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.athoracsur.2011.03.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.athoracsur.2011.03.007?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1752-699X.2011.00251.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1111/j.1752-699X.2011.00251.x?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1183/13993003.congress-2015.PA317?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1183/13993003.congress-2015.PA317?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ejca.2008.11.043?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.ejca.2008.11.043?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arbres.2013.11.022?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.arbres.2013.11.022?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/LBR.0000000000000080?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/LBR.0000000000000080?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1164/rccm.201309-1701ED?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1164/rccm.201309-1701ED?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/JTO.0b013e318206a221?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1097/JTO.0b013e318206a221?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1471-2407-12-34?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1186/1471-2407-12-34?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/jfmpc.jfmpc_656_20?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.4103/jfmpc.jfmpc_656_20?utm_medium=email&utm_source=transaction

	The Contribution of Cell Blocks in the Diagnosis of Mediastinal and Hilar Lymphadenopathy Samples From Endobronchial Ultrasound-Guided Transbronchial Needle Aspiration (EBUS-TBNA)
	Abstract
	Background
	Methods
	Results
	Conclusion

	Introduction
	Materials And Methods
	Population
	EBUS-TBNA technique
	Statistical analysis

	Results
	TABLE 1: Baseline characteristics of patients
	FIGURE 1: Lymph node stations
	TABLE 2: Diagnostic and non-diagnostic results of endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) for cytology specimens through smears, histology specimens obtained through cell blocks, and a combined evaluation of both
	TABLE 3: Diagnostic parameters of EBUS-TBNA diagnosis
	TABLE 4: Positive EBUS-TBNA results by final diagnosis
	TABLE 5: Sensitivity, negative predictive value (NPV), diagnostic accuracy, specificity, and positive predictive value (PPV) of specimens for cytology, histology, or combined obtained through EBUS-TBNA for lung cancer, sarcoidosis, and TB patients

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


