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echocardiographic accuracy for diagnosing and assessing the 
severity of PH. These include tricuspid annular plane systolic 
excursion  (TAPSE), pre‑ejection period, acceleration and 
deceleration, relaxation, and contraction times.[5‑7] However, 
most of these parameters were used clinically in a setting of 
chronic PH and, to our knowledge, there is no data to test their 
usefulness and accuracy in conditions leading to acute PH, such 
as pulmonary embolism.

In our case series,[8] we tried to enhance the accuracy of 2D 
echo results by using both quantitative and qualitative criteria.

Acknowledging the points raised by Dr. Yalcinkaya, we believe 
that further studies are needed before adopting combined 
parameters projections for the assessment of RV function in 
acute setting of PH.
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Comments on the 
utility of endorbonchial 
ultrasound‑guided 
transbronchial 
needle aspiration in 
mediastinal or hilar 
lymph node evaluation 
in extrathoracic 
malignancy: Benign or 
malignant?

Sir,
I read with interest the article “The utility of EBUS‑guided 
TBNA in mediastinal or hilar lymph node evaluation in extra 
thoracic malignancy: Benign or malignant.”[1] The primary end 
point of study in reference[1] was to determine the etiology and 
prevalence of malignancy for hypermetabolic and enlarged 
hilar/mediastinal lymph nodes in patients with previously 
diagnosed extra pulmonary malignancy. The article is very well 
written. The study is relevant in today’s era of semi‑invasive 
procedures with utmost importance given to safety and patient 
care. I would like to highlight one or two points related to the 
study in discussion. First, authors had suggested that sensitivity 
and specificity of endorbonchial ultrasound  (EUS)‑guided 
transbronchial needle aspiration  (TBNA) is lower than that 
of EBUS, considering the number of lymph node (LN) which 
are accessible via EBUS.[1] But as per the literature, EUS is 
a more safe procedure and does not require mechanical 
ventilation.[2] Endorbonchial ultrasound‑guided fine needle 
aspiration  (EUS‑FNA) has been shown to be particularly 
useful in the analysis of lesions in the aortopulmonary 
window (station 5), the subcarinal area (station 7) the lower 
paraoesophageal LN (station 8), and those in the ligamentum 
pulmonale  (station 9).[2] Due to unavailability of EBUS in 
our hospital, we refer our patients for EUS which is done 
by Gastroenterologist. In our experience, we found that if 
performed for selected LN stations[2] the yield of EUS is similar 
to EBUS with lesser procedure‑related risk (93% sensitivity and 
100% specificity * unpublished data).

The sensitivity of positron emission tomography  (PET) 
scanning in staging the mediastinum is reported to vary from 
0.5 to 1.0 in previous studies.[3] The cut‑off values of SUV max 
of mediastinal lymph node recommended by various studies 
ranges from 2.5 to 5.3.[4] With this background, I would like to 
know whether authors observe any particular cut‑off value 
of SUV max over positron emission tomography–computed 
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tomography  (PET‑CT) among the 18  patients with proven 
malignancy. I understand that it was not one of the objectives 
of present study to determine cut‑off value of SUV max over 
PET CT, but if authors would share this information, it will be 
very helpful to us, as in our hospital unlike EBUS, PET‑CT is 
available.

I once again would like to congratulate Parmakisz E T and 
colleagues for their work.
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Author reply

Sir,
We thank Dr. Mehta and colleagues for their letter[1] in 
response to our recent article published in the Annals of 
Thoracic Medicine.[2] As they indicate, our article addressed the 
issue about the determination the etiology and prevalence of 
malignancy for hypermetabolic and enlarged hilar/mediastinal 
lymph nodes in patients with previously diagnosed extra 
pulmonary malignancy. EUS‑FNA is also a convenient method 
for evaluation of mediastinal lymph nodes. Its particular 
strength lies in the detection of lymph nodes in the lower 
mediastinum and the aortopulmonary window while the 
pretracheal and hilar nodes are out of reach because of the 
interposition of air from the large airways.[3] A systematic 
review and meta‑analysis of 1201  patients from 18 studies 
who underwent EUS‑FNA for NSCLC staging demonstrated 

that EUS has a sensitivity of 83% (95% confidence intervals, 
78% to 87%).[4] Wallace et al. reported that EBUS‑TBNA and 
EUS‑FNA showed the same sensitivity (69%) and NPV (88%).[5] 
The combination of EBUS and EUS obtained a sensitivity of 
93% and an NPV 97%. EBUS‑TBNA is also a safe procedure and 
applied under local anesthesia and conscious sedation. In the 
review of Varela‑Lema,[6] none of the studies reported serious 
complications and colleagues are asking whether we observe 
any particular cut off value of SUV max over PET CT among 
the 18 patients with proven malignancy. The answer of this 
question is not an end point of our article. But we turned back 
to our data and analyzed the SUV max of these 18 patients. 
The cut‑off value of SUV max over PET CT is 5.4 in our study.

Thank you for your interest in our article.
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