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Mediastinal staging is an essential step in the management 
of patients with non-small cell lung cancer (NSCLC). 
Mediastinal staging usually starts with imaging-based 
non-invasive techniques such as computed tomography 
(CT) and posi tron emiss ion tomography (PET). 
However, these techniques are not reliable enough and 
all positive findings as well as almost all negative findings 
must be pathologically confirmed by means of invasive  
techniques (1). Invasive techniques include minimally 
invasive endoscopy-based techniques such as endoscopic 
ultrasound fine-needle aspiration (EUS-FNA), and 
endobronchial ultrasound-guided transbronchial needle 
aspiration (EBUS-TBNA), and surgical techniques: 
video-assisted mediastinoscopy (VAM) and its variants, 
and transcervical lymphadenectomies: video-assisted 
mediastinoscopic lymphadenectomy (VAMLA), and 
transcervical extended mediastinal lymphadenectomy 
(TEMLA). Since first described (2) in the late 1950s, 
mediastinoscopy has been the preferred invasive staging 
method for many years given that “blind” transbronchial 
needle aspiration by means of flexible bronchoscopy was 
not widely performed. Considering that mediastinoscopy is 
only performed by thoracic surgeons, invasive mediastinal 

staging has traditionally been an exclusive thoracic surgeon’s 
responsibility. With the advent of EUS-FNA (3) and 
EBUS-TBNA (4) in the 90s and early 2000s respectively, 
invasive mediastinal staging of NSCLC has evolved from 
a thoracic surgeon’s exclusive matter to an interest shared 
by gastroenterologists and pulmonologists. Moreover, 
in this 21st century “race for the mediastinum”, thoracic 
surgeons seem to have lost advantage to the benefit of 
pulmonologists. Whether this loss is allowed, neglected, or 
slighted is unknown but depends very much on the interest 
in and/or availability of EBUS-TBNA among thoracic 
surgeons. 

Wiesel et al. (5) present a study exploring the training 
and practice patterns of EBUS-TBNA among practicing 
thoracic surgeons in United States (U.S.). The authors 
constructed a web-based electronic survey that was send via 
e-mail invitations to thoracic surgeons from two separated 
databases. Ninety-eight thoracic surgeons responded to 
the survey. Most of the subjects (87%) received EBUS-
TBNA training of any kind, with differences between those 
who completed the fellowship before 2003 (year that was 
considered as the introduction of EBUS-TBNA into clinical 
practice) and those who finished the fellowship after 2003. 
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More than two-thirds of the thoracic surgeons reported that 
they perform EBUS-TBNA in their current practice and 
almost half of them perform EBUS-TBNA more frequently 
than mediastinoscopy. Moreover, EBUS-TBNA is mostly 
preferred over mediastinoscopy to avoid re-mediastinoscopy 
and in irradiated mediastinum. 

Interestingly, in the study of Wiesel et al. most of 
the participants showed concern on how less exposure 
to mediastinoscopy during thoracic surgery training 
may affect trainees. Although more than 15 years ago 
some authors (6,7) claimed that mediastinoscopy was an 
“endangered species”, the present study demonstrates 
that mediastinoscopy is still performed on a regular basis 
in the U.S. Actually, mediastinoscopy is still an essential 
surgical technique in our days. Firstly, because the role 
of confirmatory mediastinoscopy after a negative EBUS-
TBNA, although controversial, is still necessary in certain 
cases (8). Secondly because there are cases where fine-needle 
samples are not enough for a pathological diagnosis; and, 
despite very promising results (9), cryo-biopsies performed 
by means of EBUS-TBNA are not widely available, yet. 
Thus, mediastinoscopy is a surgical technique that still 
must be included in every thoracic surgeon’s curriculum. 
Nevertheless, in many institutions the performance of 
mediastinoscopy has strongly decreased and this can 
affect the proficiency of thoracic surgeons. In a study by 
LeBlanc et al. (10) written in 2004 (in the early beginning 
of EBUS-TBNA and EUS-FNA) the performance of 
mediastinoscopy had decreased 20% in their institution 
since the introduction of EUS-FNA. Moreover, in the 
recent survey of Wiesel and colleagues more than a half of 
thoracic surgeons that completed fellowship before 2003 
affirmed that they perform EBUS-TBNA more frequently 
than mediastinoscopy and, overall, most of the responders 
affirmed that they perform less mediastinoscopy since the 
advent of EBUS-TBNA. Thus, there is reason for concern 
since, at the present, there are thoracic surgeons that end up 
their training with very few mediastinoscopies carried out. 
In the survey of Wiesel et al., most of the participants also 
considered that EBUS-TBNA training should be included 
in the thoracic surgeons training program. The reported 
number of procedures for initial acquisition of proficiency 
on EBUS-TBNA (to attain an accuracy of at least 80%) 
is about 37–44 procedures (11). However, regardless of if 
they will perform or not EBUS-TBNA on a regular basis 
after the residency, and, therefore, need to achieve this 
number of performed procedures, all thoracic surgeons 

(and probably most of the professionals included in the lung 
cancer multidisciplinary teams) should receive some kind of 
EBUS-TBNA training, to be familiar with the technique, 
its requirements, indications, limitations, and risks. 

Some studies performed by expert surgeons in referral 
hospitals have shown good accuracy of remediastinoscopy 
for the diagnosis of local recurrence or for restaging 
after induction therapy (12), with complication rates 
similar to those of primary mediastinoscopy. However, as 
demonstrated in the present survey, remediastinoscopy is 
usually avoided by thoracic surgeons due to concerns about 
safety and technical difficulty. In such scenario, the preferred 
choice is EBUS-TBNA, that otherwise has demonstrated to 
be an accurate alternative (13). This preference for EBUS-
TBNA to avoid remediastinoscopy is another confirmation 
that EBUS-TBNA and mediastinoscopy must be considered 
as complementary instead of competitive techniques. The 
discussion of EBUS-TBNA versus mediastinoscopy is 
unmindful, and probably reflects more a power struggle 
between individuals at institutions rather than a genuine 
scientific controversy, as demonstrated in this study, where 
many thoracic surgeons that have access to both techniques 
showed preference for one or the other depending only on 
proficiency and availability. 

One remarkable result of the study of Wiesel et al. is that 
most of the participants reported sampling 3 or more nodal 
stations during staging, regardless of if it was performed 
by means of EBUS-TBNA or mediastinoscopy. This 
finding demonstrates a high degree of adherence to the 
guidelines by the participant thoracic surgeons. Moreover, 
it emphasizes the message that thoroughness during 
mediastinal staging depends on the operator rather than the 
chosen technique (14). Unfortunately, other similar studies 
have shown poorer adherence or even unawareness of the 
existence of guidelines (15). 

The major limitation of the study of Wiesel and 
colleagues is that the survey was exclusively conducted in 
a region of the U.S. Taking into account that the access to 
EBUS-TBNA by thoracic surgeons may vary depending 
on the country and the institution, the results of the study 
should be evaluated in this geographic area. However, in 
a similar study of Turner et al. (16) performed in Canada, 
EBUS-TBNA was also frequently (54.3%) selected as 
the first invasive staging procedure of choice by thoracic 
surgeons. Moreover, other studies described that in some 
institutions of North America EBUS-TBNA was firstly 
introduced by thoracic surgeons (17). Thus, these results 
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indicate that in U.S. and Canada thoracic surgeons have 
a good access to EBUS-TBNA and probably the results 
of Wiesel et al. reflect the practice patterns in North 
America. However, in Europe, the access is more limited. 
More specifically, in Spain, the access of thoracic surgeons 
to EBUS-TBNA is very unusual. Andrade (18) proposed 
a method to evaluate the global involvement of thoracic 
surgeons in EBUS-TBNA by analyzing their contribution 
to scientific articles on the topic. In a search performed 
in 2010, only 21 (19.6%) articles were written by thoracic 
surgeons. It is unknown if there is a good correlation 
between scientific production and daily practice patterns. 
In the survey of Wiesel et al., the major barrier for the 
access of thoracic surgeons to EBUS-TBNA was the fact 
that pulmonologists were performing EBUS-TBNA at 
the same institution. In the study of Turner et al., other 
reported causes were lack of training and availability at the  
institution (16). Lack of availability for EBUS-TBNA 
still in 2018 is something that deserves a consideration. 
EBUS-TBNA is an alternative to surgical staging of the 
mediastinum. Since many community-based institutions 
have not thoracic surgery units (that are usually based in 
academic centers) many of these institutions should have 
availability to EBUS-TBNA to increase self-sufficiency. 
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