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Abstract

We report an unusual mediastinal recurrence along descending thoracic aorta during onco-
logic follow-up in a 47-year-old female smoker issued by lung adenocarcinoma with a history
of left lower lobectomy and lingulectomy en bloc followed by adjuvant chemotherapy for
stage Ill A-N2. Regional recurrence occurring along the staple line was suspected and endo-
bronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) combined to PET/
CT allowed to reach definitive tissue diagnosis. High focal hypermetabolic activity on PET/CT
at the site of suspect recurrence was necessary to check the lesion sampling by EBUS-TBNA.
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Introduction

In locally advanced non-small-cell lung cancer, postoperative recurrence is the main
cause for poor outcome with a 5-year survival rate of <35% [1]. The rate of post resection
recurrence during the first 2 years has been reported to be significantly higher in stage Il A
non-small-cell lung cancer than in early stage disease [2].

Regional recurrence occurring in lymph nodes or along the staple line is quite common
also if discrimination between loco-regional recurrence at the bronchial stump and gran-
uloma or infection mass is difficult since scar tissue can present as a soft-tissue mass [1-3].
Fluorodeoxyglucose positron emission tomography combined with computed tomography
(FDG-PET/CT) is now widely used for detecting recurrence and great value has been
attributed to FDG uptake to differentiate benign recurrence and benign inflammatory
changes.

High focal hypermetabolic activity on PET/CT at the site of suspect recurrence may be a
better diagnostic indicator for tissue sampling and endobronchial ultrasound-guided trans-
bronchial needle aspiration (EBUS-TBNA) represents an optimum diagnostic procedure in
uncommon mediastinal recurrence of lung cancer [4]. We report a successful diagnostic
procedure combining EBUS-TBNA with FDG-PET/CT in unusual mediastinal recurrence
along the descending thoracic aorta during oncologic follow-up for lung adenocarcinoma
surgery.

Case Report

A 47-year-old female smoker with a history of left lower lobectomy and lingulectomy
en-bloc followed by adjuvant chemotherapy for stage III A-N2 (subcarinal lymph node metas-
tasis) pulmonary adenocarcinoma was referred to our unit for suspected local recurrence.
Two years after surgery, surveillance FDG-PET/CT revealed an avid mediastinal nodular
lesion (SUV > 4, 5) located between the posterior wall of the left main stem bronchus and the
descending thoracic aorta not clearly identifiable as a lymph node and close but not clearly
along the staple line (Fig. 1).

On clinical examination, she had no dyspnea or cough and laboratory tests were within
the normal range. Bronchoscopy showed mucosal irregularity of left main stem bronchus
and pathologic specimen of bronchial biopsy resulted on chronic inflammatory fibrosis
(Fig. 2).

Endobronchial ultrasound was performed and a solid periaortic nodular lesion charac-
terized by round shape, homogeneous echogenicity, and distinct borders was sampled on
PET/CT scan guided. Pathological examination of the EBUS-derived specimens showed recur-
rence pulmonary adenocarcinoma (Fig. 3). Low-dose radiation therapy was performed and
local control of nodular recurrence lesion was achieved.

Discussion and Conclusion

Diagnosis of local recurrence of lung malignancy is extremely important, since staple-line
thickening following pulmonary resection is a frequent occurrence which requires differ-
ential diagnosis from second primary lung cancer, infectious nodules, and granuloma [3].
Although serial CT scan follow-up is currently the standard methods to assess stability or
growth of nodular lesion, differentiation of inflammation tissue post-surgery and tumor
recurrence remains a potential pitfall for this procedure.
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Fig. 1. PET/CT scan showing an avid 1-cm nodular lesion located between the posterior wall of the left main
stem bronchus and the descending thoracic aorta.

Fig. 2. Bronchoscopy findings showed localized irregularity of mucosa corresponding to chronic inflamma-
tion on bronchial biopsy specimen (HE stain, x100).

FDG-PET/CT after curative surgery therapy has become an additional option to differ-
entiate inflammatory reaction from loco-regional recurrence, since, as single time point
test, it allows biological characterization of tissue by visualizing glucose metabolism [5].
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Fig. 3. a, b EBUS-TBNA image in B-mode showing a periaortic nodular lesion (white arrow) with the needle
placed into the lesion (red arrow). c Cluster of pulmonary adenocarcinoma cells (HE stain, x200).

The detection of high level of FDG uptake on or close to the bronchial stump after curative
surgery helps determine the target for biopsy or needle puncture in patients with suspicious
of recurrence [5, 6].

Over the last years, EBUS-TBNA is currently proposed as the first choice in the diagnosis of
loco-regional relapse of lung cancer since in such instances, the mediastinal area and altered
postoperative fibrotic mediastinum make other invasive diagnostic procedures as transcervical
extended mediastinal lymphadenectomy and video-assisted mediastinal lymphadenectomy,
challenging and unsafe [4, 7, 8]. “Xiauhi” comparing diagnostic yield of EBUS-TBNA and VAM in
mediastinal LN staging in lung cancer confirmed that both techniques have similar perfor-
mance, with EBUS-TBNA being less invasive, better tolerated, and with fewer complications [9].

The present study suggests that EBUS-TBNA combined with PET/CT represents an
optimum diagnostic strategy in uncommon mediastinal recurrence of lung cancer.
Furthermore, high focal hypermetabolic activity on PET/CT at the site of suspect recurrence
allows to check the correct target for needle puncture of neoplastic tissue.
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