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— Abstract —

Inter Relationship between the Size of the Mediastinal Lymph Node &
the Status of Metastases of Lung Carcinoma

Doo Yun Lee, M.D.", Yong Seok Lee, M.D.", Dong Suck Moon, M.D.",
Hae Kyoon Kim, M.D.", Chul Min Ahn, M.D.””, Ki Bum Lee, M.D.""

The use of computed tomography of the chest in mediastinal staging of lung carcinoma
lies the premiss that malignant lymph nodes are larger than benign ones. We have studied
the size of mediastinal lymph nodes & the maligﬁancy rate in 55 lung carcinomas from Mar-
ch 1990 to July 1992 at the Department of Thoracic and Cardiovascular Surgery, Yongdong
Severance Hospital, Yonsei University College of medicine.

The lack of relationship between the size of mediastinal lymph node and the probability
of malignancy helps to clarify the limitations of the use of computed tomography in the
staging of the mediastinum in lung carcinoma. There was no tendency for all malignant
lymph nodes to be larger than benign nodes.

To allow comparison with our data, malignancy rates for all lymph nodes larger than
10mm are 24.8% in sensitivity & benign rates for all lymph nodes less than 10mm are 96%
in specificity. But all mediastinal lymph nodes lérger than 30mm are metastatic lymph nod-
€s in our cases.

We are going to try to have thoracotomy for complete resection of lung carcinoma as
possible as we can if there no evidence of contralateral mediastinal metastases of lymph
nodes, even though there are large mediastinal lymph nodes in lung carcinoma,
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Table 1. Patient profile

Sex No.
male 42
female 13
mean age 58yrs —old

Table 2. Name of operation

'Rt pneumonectomy
upper lobectomy
upper and middle lobectomy
middle and lower lobectomy
lower lobectomy
Lt pneumonectomy
upper lobectomy
lower lobectomy
Explothoracotomy
(only staging)

n
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Table 3. Cell type

Squamous carcinoma 30
Adenocarcinoma 2
Undifferenciated cacinoma

Large cell carcinoma

Small cell carcinoma

- NN O

Table 4. Cancer site

RUL 13
RML 1
RLL 16
LUL 10
LLL 15

*RUL : right upper lobe
RML : right mid lobe
RLL : right lower lobe

LUL : left upper lobe
LLL : left lower lobe
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Table 5. Operative staging pathologic staging

Operative staging Pathologic staging
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Table 6.
lymph node No. Coefficient of correlation
site correlation
SCL 43 0.4639 0.001**
TBL 35 0.4013 0.01*
PTL 31 0.4703 0.01*
PEL 16 0.0388
SAL 24 0.3490
HL 41 0.0336
IPL 58 2.9216
AML 18 0.6990 0.001**
PRETL 10 0.7222 0.01*
SCL : subcarinal lymph node

TBL : tracheobronchial lymph node

PTL : paratracheal lymph node

PEL : paraesophageal lymph node

SAL : subaortic lymph node

LH : hilar lymph node

IPL : inferior pulmonary ligament lymph node
AML : anterior mediastinal lymph node
PRETL : pretracheal lymph node

Table 7. Sensitivity and specificity

Sensitivity(%5) Specificity (%)
SCL 13/38 34.2 5/5 100
TBL 6/21 28.57 13/13 100
PTL 6/21 28.57 10/10 100
PEL 1/6 16.6 9/10 90
SAL 3/17 17.6 5/5 100
HL 6/21 22.2 13/14 9238
ILN 2/14 14.2 8/8 100
IPL 2/24 8.3 24/26 92.8
AML 2/6 33.3 12/12 100
PRELT 2/5 40 51/5 1020

Total 43/179 (24.0%) 104/108 (96.29%)

ILM : interlobar lymph node
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