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MeaMacTHHOCKOIHUS U ee BapHAHTDbI

MenmacTHHOCKOIUSI — XUPYPTUUYECKUI SHIOCKOMUYECKUIT Me-
TOJ1, MO3BOJISIIOLIMI UCCIeIoBaTh BepXHee cpeaocteHue. Yepes He-
OOJIBIION IIEHHBIN pa3pe3 MOXHO JIOCTUYb U pacceub IMpeaTpaxe-
anpHyo dacuuioo. I[IpocTpaHCTBO BOKpPYT Tpaxeu CO3maeTcs
MajblEeBbIM pa3aeeHueM. DTO MO3BOJsIeT BBECTU MEIUACTUHO-
CKOII BIOJIb TIEPEIHEHM TTOBEPXHOCTH TPaXeH, BHU3 TT0 XOIY TJIaBHBIX
OpOHXOB 10 OudypKamu. MeToarka obecrieurBaeT OCMOTP, Majlb-
Mauio, MyHKIWIO, OMOTICHIO OITyXOJei, KUCT, TMM(OY3JI0B 1 BOC-
MaJICHHBIX TKaHEe#, TOKaTM30BaHHBIX B TIpele/iaX BUIMMOCTU Me-
MIMaCTUHOCKOIIA.

OCHOBHBIMU MOKa3aHUSMU K MEIUACTUHOCKOITMY SIBJISTIOTCSI
oIpeaeieHUe CTaluu pakKa JerkKoro, yTouHeHHe IUarHo3a Imocjie
WHIYKIIMOHHON Tepamnuu, IMarHOCTHKA 00beMHBIX 00pa30BaHUi
B BEPXHEM U TEpeAHEM CPEIOCTeHUU, TMarHOCTUKA MHMEKIIMOH-
HBIX ¥ BOCITAJIUTETHHBIX 3a00JIeBAaHUI CPEIOCTeHUS, yIaJeHue He-
OOJIbIIMX CPEAOCTEHHBIX OMyXoJei U KUCT. MeanacTMHOCKOMUS
MMeeT OUCHb MaJIo MPOTUBOITOKa3aHUI. BbIpaskeHHBIN 300 U orpa-
HUYEHME MOJBUXXHOCTHU IIEHHOTO OT/e/1a MO3BOHOYHMKA MOTYT 3a-
TPYAHUTD UJIU ClIeJaTh HEBO3MOXKHBIM BBelleHHE SHIO0CKOMA. BBu-
JIy TOTO YTO SHIOCKOI MOXET HAaXOIMThCS B HETIOCPEIACTBEHHOM
KOHTaKTe ¢ BOCXOASIIEH YaCThIO aOPThI, MEIMACTUHOCKOTIUS TIPO-
TUBOTIOKA3aHa MallMeHTaM C aHEBPU3MOU 1yru aopThl. Ellle onHUM
MPOTUBOIMOKA3aHUEM SIBJISTFOTCSI OTKJIOHEHMST OT HOPMBI KOaryJisi-
IIMOHHBIX TECTOB.

YcTaHoBKa BUaeOKaMephbl Ha MEIMacTUHOCKOIE (BUIEOMEara-
CTUHOCKOIT) TTO3BOJISIET XUPypraM M acCUCTeHTaM HalbJIoJaTh 3a
XOJIOM OIlepallMy ¢ TTOMOILbIO TeJIEBUBMOHHOIO MOHUTOpPA B YK-
pYITHEHHOM M300paxkeHUH. X0 Orepaluy MOXHO 3amycaTh Ha
BUJEOIJIEHKY M XPaHUTb [JIs TOCAeayolleld 1eMOHCTpalluu Ha
KJIMHUYECKUX KOH(MEePEeHIINSIX U B YIeOHBIX 1essax [13; 14].

B HacTosiliee BpeMsi OCHOBHBIM MTOKa3aHUWEM K MeAMacTUHO-
CKOITAM SIBJISIETCSI CTaIMpPOBaHUE pakKa JIeTKoro. MenmacTuHOCKO-
MWIO TTPOBOIAT BHIOOPOYHO TPU HAIMYWUK KPYITHBIX JIMM(bOY3JI0B
(6osee 1 cM B HAUMEHBIIEM AMAMETPE) MO TaHHBIM KOMITBIOTEP-
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Mediastinoscopy and its variants

Mediastinoscopy is a surgical endoscopy technique that
allows exploring the upper mediastinum. Through a small cervi-
cal incision the pretracheal fascia is reached and incised. A peri-
tracheal space is created by digital dissection. This allows insert-
ing the mediastinoscope along the anterior aspect of the trachea,
down to the main bronchi and the subcarinal space. Tumors,
cysts, lymph nodes or inflammatory tissue located within the
reach of the mediastinoscope can be inspected, palpated, punc-
tured, and biopsied. The main indications of mediastinoscopy
are: staging of lung cancer, restaging of lung cancer after induc-
tion therapy, diagnosis of superior and anterior mediastinal
masses, diagnosis of infectious and inflammatory mediastinal
diseases, and excision of small mediastinal tumors and cysts.
Mediastinoscopy has very few contraindications. Large goiters
and neck rigidity can make the insertion of the scope very diffi-
cult or impossible. Due to the intimate contact of the scope with
the ascending aorta, mediastinoscopy should not be performed
in patients with aneurysm of the aortic arch. Also, it should not
be performed in patients with abnormal coagulation tests. The
adaptation of a video camera to the handle of the medi-
astinoscope (videomediastinoscope) allows watching the explo-
ration on a television monitor, where the images are enlarged,
and allows the surgeons and assistants to follow the operation
simultaneously. The operations can be recorded and stored for
future use in clinical sessions and educational activities [13, 14].

Nowadays, the main indication of mediastinoscopy is lung
cancer staging. Mediastinoscopy is either indicated selectively,
when there are enlarged lymph nodes (over 1 cm in shorter
diameter) on the computed tomography (CT) scan, or routine-
ly, regardless of the CT findings. In the first case, roughly 50% of
the explorations are positive, while in the second, positive nodes
are generally found in about 25% of patients. With the increas-
ing clinical use of positron emission tomography (PET) scans,
mediastinoscopy is recommended in patients whose PET scans
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Hoii Tomorpaduu (KT) wim cucreMaTnyecku, He3aBUCUMO OT JaH-
Heix KT. B riepBoM ciiydyae MoJIOXUTENIbHBIM pe3yIbTaT MoJjydyaoT
npuMepHo y 50% GoJIbHBIX, BO BTOpOM — IpuMepHO Y 25%. 1o me-
pe BHEIpeHUsI B MPAKTUKY IMO3UTPOHHOUN IMUCCUOHHON TOMOTpa-
¢bun (ITDT) MenrMacTMHOCKOMUIO Ha3HAYaIOT OOJbHBIM, Y KOTOPBIX
1o naHHbIM [1DT omnpenessieTcst MOBBIIIICHHOE HAKOTUICHUE M30TO-
Ma B BOPOTHBIX U CPENOCTEHHbIX y3J/1ax, a TAKXKe MPHU LEHTPATbHOM
pake [19]. MeanacTUHOCKOITHIO B LE/ISIX CTAIUPOBAHUS BBITTOTHSI-
0T KaK MOXHO Oosiee TuiareabHo. [IpoBoasiT ocMOTp U GUOICHI0
Y3JIOB BO BCE€X JOCTUKUMBIX MTO3UIUAX. B MX 4yncio BXoasT Ha-
MBBICIITUE MeIUaCTHHAIbHBIE y3Ibl (Nel), BepxHUe U HIKHUE, JTe-
BbIC U TIpaBble MmaparpaxeanbHbie y3abel (No2R, 2L, 4R, 4L), a Takke
oudypkarmorHsie y3iael (Ne7). [ToMuMo ctagrpoBaHust TUMOOY3-
JIOB MEIMACTUHOCKOIMS TaKKe TO3BOJIIeT TMarHOCTUPOBATh MpPSi-
MYIO MHBa3UIO CTPYKTYP CPEAOCTEHUS IEPBUYHOI ommyxoJibto (T4).

B Hamem otaeneHUM MeIMaCTUHOCKOIIMIO MPOBOIST CUCTEMATH -
YeCKU BCeM OOJTbHBIM C TUATHOCTUPOBAHHBIM UJTU TIOI03PEBAEMBIM
pPaKOM JIETKOTr0, KOTOPbIM B ITPOTMBHOM CJTyyae MpeaCcTOsIo Obl Me-
PEHECTH TOPaKOTOMMUIO He3aBUCUMO OT pe3ynbratoB KT. 3a mepuon
¢ 1994 o 2003 . o 3TOMY ITOKa3aHMUIO MIPOBEACHO 655 MeanacTu-
Hockomuil. ITooXUTeIbHbIA pe3ybTaT ImorydeH B 36% cirydaes.
IIpu cTagMpoBaHUM YYBCTBUTEIBHOCTh MeTOAa cocTaBuia 0,85,
crenu@UIHOCT, — 1, TIpeacKa3arebHasi ICHHOCTD TTOJIOXKUTEIb-
HOTO pe3ysbTata — 1, IpeacKas3areibHasi IEeHHOCTh OTPUIaTeTbHO-
ro pesyasrata — 0,9, TouHocth — 00,93.

Ilpu craHmapTHON MeAMACTUHOCKOMUU HE yaaeTcsd J0CTUYb
cybaopraiabHbix (NeS) M mepeaHux cpenocTeHHbIX (Ne6) y310B.
DTH oTpaHUYEHUS] METUACTUHOCKOTIMY MOXHO YCTPAHUTD 32 CUET
JIBYX JTOTIOJTHUTEIbHBIX METOJOB: MTapacTepHaJbHON MeIMACTUHO-
ckonuu [13] ¥ paciImpeHHON LIepBUKATbHONW MEIMAaCTUHOCKO-
nuu [4]. [Tpu nmapacTepHaabHON MEAMACTUHOCKOIIUU YIAISIOT
BTOPOU M TpPeTUi peOepHBIC XPSIIA W CEMapupYIOT MeIANACTU-
HaJIbHYIO TJIEBPY JlaTepaibHo. [lepeaHee cpenocTeHue U cydaop-
TaJIbHYIO 00JIaCTh MOXHO OCMATPpMBAaTh HEMMOCPEACTBEHHO WU
C TIOMOIIIbIO MEIMACTMHOCKOTA. DTOT METOI TTO3BOJISIET BBITION-
HUTb OMOIICUIO y3JI0B, JTOKAJIM30BAaHHBIX B 3TUX 00JACTSIX, U Olle-
HUTb BOBJICUECHUE B OITyXOJIEBBII MPOIIECC AYTH aopThl. B obiiem
cllydae METOJI TTOKa3aH JJIsl CTAIUPOBAHMS OTMYXOJIei BepXHeEll 10-
JIM U KOPHSI JIEBOTO JIETKOTO, peXke — B IeJISIX CTaANPOBAHUS BCEX
OMyXOJIel JIEBOTO JIETKOTO. MeanacTUHOCKOMUIO U MapacTep-
HaJbHYIO MEIUACTUHOCKOIIMIO MOXHO TTPUMEHSITh B KOMOMHA-
LIMU, YTO MO3BOJISIET MOAPOOHO MaJbIUPOBaTh AyTy aOpThl U3
oboux moctynoB. B rpymnme, Bkiovatomeit 147 60JbHBIX C JIEBO-
CTOPOHHUM HEMEJIKOKJIETOUHBIM PAKOM JIETKOTO U OTpULATEIb-
HBIM pe3yJIbTaTOM MeIUaCTUHOCKOMWM, TapacTepHalbHasI Me-
IMACTUHOCKOITMS [1ajla TIOJIOXKMTEIbHBIM pesynbrar B 12%
CJIy4aeB; JIOKHOITOJIOXKUTEIbHbIE Pe3yIbTaThl cocTaBuIn 8%, om-
HaKo pe3eKTabeJbHOCTh mocTuraia 96%.

IIpu pacmMpeHHO# 1IepBUKAIbHON MEIMACTUMHOCKOTIMU IS
MOCTUKEHMST cy0aopTaIbHOTO TPOCTPAHCTBA MEIMACTUHOCKOIT
MPOABUTAIOT HAJl IYTOil aOPThI MeXKAY O€3bIMSIHHOM apTepueil u jie-
BOI COHHOIT apTepueil. M3 meitHoro pa3pesa najablieBbIM pasese-
HUEM MSTKUX TKaHeil, OKpyKalolluX AyTy aopThl U Hayaslo Oe3bl-
MSHHOU aptepuu, HopMupyoT KaHai. OOGBIYHO JTUMQOY3IIBI
00HapyXUBAIOT B Cy0aOpTaJIbHO XXUPOBOH KileTyaTke [4]. OpHako
MMaJIbITalus 3aTpyaHEHa, U B TeX cIyJasix, Korma BaxXHo TuddepeH-
LIMPOBATh OITyXOJIEBYIO MHBA3MIO OT ITPOCTOTO MPUJISKAHMS OITyX0-
JI1, OoJiee HalleXKHBIM METOIOM SIBJISIETCSI TTapacTepHaabHast Meaua-
cTUHOcKonus. B Hameil kniuHuke B rpymme u3 59 00JbHBIX MPU
MPOBEIECHUN 3TOI MPOLEAYPHI B LESX CTAAUPOBAHUS TTOTYICHBI
clieylolMe ToKa3aTesiv: 4yyBcTBUTeIbHOCTL — (0,43, cnierudpuy-
HOCTb — 1, mMarHocTuyeckast TouHocTh — (0,94, mpenckasareabHast
IIEHHOCTD TIOJIOXKUTEIBHOTO pe3yibraTa — 1, mpeacka3areabHast
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show increased uptake in hilar and mediastinal nodes, and in
centrally located tumors [19]. Staging mediastinoscopy must be
as thorough as possible. All reachable nodal stations must be
explored and biopsied. These include the highest mediastinal
node (Nel), the superior and inferior, left and right, paratra-
cheal nodes (Ne2R, Ne2L, Ne4R, Ne4L), and the subcarinal
nodes (Ne7). In addition to nodal staging, mediastinoscopy also
allows diagnosis of direct invasion of mediastinal structures by
the primary tumor (T4).

In our Service, mediastinoscopy has been routinely per-
formed in all patients with diagnosed or suspected lung cancer
who were otherwise candidates for thoracotomy, regardless of
CT findings. From 1994 to 2003, 655 mediastinoscopies were
performed for this indication. Mediastinoscopy was positive in
36% of cases. Its staging values were: sensitivity 0.85, specificity
1, positive predictive value 1, negative predictive value 0.9, and
accuracy 0.93.

With standard mediastinoscopy, the subaortic (Ne5) and ante-
rior mediastinal (Ne6) nodes cannot be reached. Two additional
techniques, parasternal mediastinotomy [13] and extended cer-
vical mediastinoscopy [4] solve this limitation of medi-
astinoscopy. In parasternal mediastinotomy the second or the
third costal cartilage is removed and the mediastinal pleura sepa-
rated laterally. The anterior mediastinal and subaortic regions
can be assessed directly or with a mediastinoscope. Nodes in
these stations can be biopsied and direct tumor involvement of
the aortic arch can be assessed. It is generally indicated to stage
tumors of the left upper lobe or the left hilum, and more rarely to
stage all left lung tumors. Mediastinoscopy and parasternal
mediastinotomy can be used in combination, which allows thor-
ough palpation of the aortic arch from both incisions. In our own
series of 147 consecutive patients with left non-small cell lung
cancer and negative mediastinoscopy, parasternal mediastinoto-
my was positive in 12% of cases; there were 8% false negative
results, but resectability rate was 96%.

In extended cervical mediastinoscopy the subaortic space is
reached by passing the mediastinoscope over the aortic arch,
between the innominate artery and the left carotid artery. From
the cervical incision a passage is created by digital dissection of
the soft tissue surrounding the aortic arch and the origin of the
innominate artery. Lymph nodes are generally found in the
subaortic fatty tissue [4]. However, palpation is more difficult
and if it is important to differentiate between direct tumor inva-
sion and mere contact, then parasternal mediastinotomy is more
reliable. In our series of 59 consecutive patients, the staging val-
ues of this procedure are: sensitivity 0.43, specificity 1, diagnos-
tic accuracy 0.94, positive predictive value 1, and negative pre-
dictive value 0.93. Our sensitivity is lower than that published by
other authors (around 0.8) [3, 4, 6], because we have been per-
forming this procedure routinely regardless of the CT findings. If
there are no enlarged lymph nodes, small positive nodes may be
difficult to identify among the fatty tissue.

Remediastinoscopy

Since the first report in 1975 [10], remediastinoscopy has been
indicated for a variety of situations: new mediastinal abnormali-
ties, second or recurrent lung cancers, incomplete first medi-
astinoscopy, and restaging after induction therapy [5, 7—9, 12,
16, 18]. Imaging techniques such as CT or PET scan are not
accurate enough in restaging lung cancer after induction therapy
[1]. Downstaging and complete resection are relevant prognostic
factors in patients with clinical N2 lung cancer who have received
induction chemotherapy or chemo-radiation. Therefore, down-



LIEHHOCTh oTpuIiaTteabHoro pesynsrata — (0,93. UyBCTBUTETHbHOCTD
B HallleM MCCIIeIOBaHNM ObUTa HIDKE 3HAYSHUH, TTOTy4YeHHBIX IpYy-
rumu aBropamu (0kos10 0,8) [3; 4; 6], T. K. MbI BBIITOJIHSIEM 3TY IIPO-
1enypy cucremaruyecku HesaBucumo oT pesyabrata KT. [1pu ot-
CYTCTBUU YBEJIWYEHHBIX JUMGOY3I0B AOBOJBHO TPYIHO HaNTHU
B XXMPOBOI KJIETYATKE HEOOJIBIITNE TTOJOXKUTETHHBIC Y3JIbI.

PemennacTuHOCKOIUS

3a BpeMs, Mpoliieliee nocje nepBoii myoaukamuu B 1975 1. [10],
pPeMeINaCTMHOCKOIIMIO TTPOBOIMIIN TIPU LIEJIOM PSiie KITMHUIECKUX
CUTYaIIVii: B IIEJISIX BBISIBJICHUST HOBBIX aHOMAJIMIA B CPElO-CTEHNH,
BTOPOTO WY PELIMIMBUPYIOIIETO paKa JIETKOTO, ITPY HeaaeKBaTHOC-
TH TIEPBOM MEIMACTUHOCKOIIMY U [UTSI YTOYHEHUST TUarHo3a 1mocie
WHAYKIMOHHOM Tepanuu [5; 7—9; 12; 16; 18]. MHCTpyMeHTaIbHbIC
meTonnl, Takue, Kak KT u 19T, He Bcerna obyiagaloT 10CTaTOYHOM
TOYHOCTBIO JIJISI OMPEACSIEHUST CTaAuM paKa JIETKOTO TMOcjie MHIYK-
1MoHHoM Tepanuu [1]. CHUXXeHMe cTaauu 3a00eBaHUS U MTOJTHAs
PE3eKI1IMs SIBJSIOTCS 3HAYMMBIMU MTPOTHOCTUYECKUMU (haKTOpaMu
MPH paKe JIETKOTO KIIMHNYEeCKO cTanuy N2 mocie MHIYKIIMOHHOI
XUMMOTEPANMU WIM XUMUOJYYeBOi Tepanuu. B cBg3M ¢ 3TUM 110
orepaly HeOOXOIUMO C MaKCUMAaJIbHON TOYHOCTBIO OIPENEIUTh
CHIVDKEHUE CTaJIMK U BO3MOXKHOCTD ITOJTHOM pe3eKinu. TpaHCcOpoH-
XUaJbHas U YPECTUIICBOIHAS UTOIbHAS acCTIMPAIIMOHHAsT OMOTICHS
TIOJT YJIBTPa3BYKOBBIM KOHTPOJIEM 00ECTIeUNBAIOT IIUTOJIOTMIECKYIO
MMarHOCTUKY JIMM(DOY3JIOB CPEIOCTEHHSI, OAHAKO 3T METOJIbI TTOKa
He MOJYyYMUJIU HIMPOKOTO pacnpocTtpaHeHus [2]. Takum obpaszom,
pEeMeaMacTUHOCKOIIUS TIPEICTaBIsIeTCsl Hanbosiee HaaeXKHbBIM Me-
TOJIOM YTOUHEHUSI TUarHo3a paka JIeTKOTO MOocjie WHIYKITMOHHOW
Tepanuu. PemeauacTMHOCKOIMUS TpeOyeT OOJIbIIIEro MacTepCTBa,
yeM MeIMacTUHOCKOMMSA. Hen3MeHHO BBISIBIIAIOTCS TTapaTpaxeaib-
HbI€ CpallleHUsI, KOTOpbIe CHauaja pa3nessiioT MajablieM, 3aTeM KO-
aryJupyoT U pa3pe3aoT OMIOJIPHBIMU HOXHUIIAMHU. OIEHKY
MPOTUBOOITYX0JIeBOro 3 dbeKkTa aablOBAaHTHON Teparnuu MPOBOAST
MMyTeM OMOIICUMM Y3J710B, UMEBIIUX MOJOXUTEIbHBIN CTAaTyC MpHU
MPenIIecTBYONE MEIUAaCTUHOCKOITNY, W, TT0 BO3MOXHOCTHU, HO-
BBIX TPYIIIT JTMM(POY3I0B B CBSI3U C BEPOSITHOCTHIO CYOKIMHUYECKO-
ro nporpeccupoBaHus 3adosieBaHus [7]. B mocinenHee Bpemsi npu
MPOBEACHUM PEMEINACTUHOCKOIUY B LIEJIIX YTOUHEHUSI AUarHo3a
TocJie MHAYKIIMOHHOM Teparnuy B Hallleil KITMHUKE TIOJy4eHBI Clie-
JyIOLIME ToKasaTenu: 4yBcTBUTeNbHOCTL — 0,83, crieunduu-
HOCTb — 1, nuarHoctryeckasi TouHocTh — 0,91, npeackazaTtenbHas
LIEHHOCTh TMOJOXUTEJIbHOIO pe3yabrata — 1, mpeackaszaTeabHast
LIEHHOCTb OTpHIIATEIbHOTO pe3yabrata — 0,85 [15].

OcI0XXHEHUSI PU MPOBEACHNU JaHHbBIX MTPpoLIeayp Hab 0aat0T-
cs peako (meHee 3%). CmeptHocTh coctabisieT 0,5%. HaubGonee
Cepbe3HBIM OCJIOXHEHHMEM SIBJISIETCSI KPOBOTEUEHUE M3 COCYIOB
cpenocteHus (HerapHas BeHa, 0e3bIMsIHHAS U JIETOYHAsI apTepun).
D10 ocioxHeHue Habmonaercs B 0,4% mpolienyp; KpOBOTeUEHHE
CHayvaJjla KynupyloT TaMIIOHMPOBaHUEM, 3aTeM MPOBOISAT CTEPHO-
TOMUIO UJIM TOPAKOTOMUIO, TIOCIEIHSIS TTO3BOJISIET KOHTPOJINPO-
BaTh KPOBOTEUYEHME U CIJIAHUPOBATh pe3eKInIo Jierkoro [11].

O0cyxaaeMble METOMIbI TTO3BOJISIIOT MTOCTABUTh TUCTOJOTUYEC-
KMIi IWarHo3 U, TaKUM 00pa3oM, 00eCcreynBalOT MaKCMMalbHYIO
JIOCTOBEPHOCTDb Kjaccuukauuu (Koa(p@uireHT 10CTOBEPHOCTU
C3) kak mo cucteMe KJIuMHUYeckKoil knaccupukauuu (CTNM)
IO JICUCHUSI, TaK M TOCJIe MHAYKIIMOHHON Tepaluy Tepe paau-
KanbHoIt onepanueit (ycTNM) [19].

JUTEPATYPA / REFERENCES

1. Akhurst T., Downey R. J., Ginsberg M. S. et al. An initial experience with
FDG-PET in the imaging of residual disease after induction therapy for
lung cancer // Ann. Thorac. Surg. — 2002. — Vol. 73. — P. 259—266.

staging and the possibility of complete resection must be assessed
preoperatively as accurately as possible. Ultrasound-guided trans-
bronchial and transesophageal needle aspiration can be used to
obtain cytological diagnosis of mediastinal nodes, but are not
widely practiced yet [2]. So far, remediastinoscopy seems to be
the most accurate method to restage lung cancer after induction
therapy. The technique is more demanding than the initial medi-
astinoscopy. Peritracheal adhesions are invariably found and need
to be negotiated first by digital dissection, and then with coagula-
tion and with bipolar scissors. The objective of remediastinoscopy
to assess tumor response is achieved by taking new biopsies of the
nodes that were positive in the first mediastinoscopy and, if possi-
ble, of other nodal stations too, since there might be subclinical
progression of the disease [7]. In our most recent experience with
remediastinoscopy for restaging after induction therapy, the stag-
ing values were: sensitivity 0.83, specificity 1, diagnostic accuracy
0.91, positive predictive value 1, and negative predictive value
0.85[15].

Complications of all these procedures are rare and occur in
less than 3% of cases. Mortality is under 0.5%. The most serious
complication is bleeding from a mediastinal vessel (azygos vein,
and innominate and pulmonary arteries). It can occur in 0.4% of
procedures and is managed initially by packing and then by ster-
notomy or thoracotomy, the latter being both useful for hemor-
rhage control and planned pulmonary resection [11].

These techniques provide histological diagnosis and, there-
fore, confer the highest classification certainty (certainty factor
C3) to both the clinical classification (¢(TNM) and the classifica-
tion after induction therapy prior to definitive treatment
(ycTNM) [19].

2. Annema J. T., Veselic M., Versteegh M. I. et al. Mediastinal restaging:
EUS-FNA offers a new perspective // Lung Cancer. — 2003. —
Vol. 42. — P. 311-318.

3. Freixinet G. J., Garcia P. G., de Castro F. R. et al. Extended cervical
mediastinoscopy in the staging of bronchogenic carcinoma // Ann.
Thorac. Surg. — 2000. — Vol. 70. — P. 1641—1643.

4. Ginsberg R. J., Rice T. W., Goldberg M. et al. Extended cervical medi-
astinoscopy: a single staging procedure for bronchogenic carcinoma
of the left upper lobe // J. Thorac. Cardiovasc. Surg. — 1987. —
Vol. 94. — P. 673—678.

5. Lewis R. J., Sisler G. E., Mackenzie J. W. Repeat mediastinoscopy //
Ann. Thorac. Surg. — 1984. — Vol. 37. — P. 147—149.

6. Lopez L., Varela A., Freixinet J. et al. Extended cervical medi-
astinoscopy: prospective study of fifty cases // Ann. Thorac. Surg. —
1994. — Vol. 57. — P. 555—557.

7. Mateu-Navarro M., Rami-Porta R., Bastus-Piulats R. et al.
Remediastinoscopy after induction chemotherapy in non-small
cell lung cancer // Ann. Thorac. Surg. — 2000. — Vol. 70. —
P. 391—-395.

8. Meersschaut D., Vermassen F., Brutel de la Riviere A. et al.
Repeat mediastinoscopy in the assessment of new and recurrent
lung neoplasms // Ann. Thorac. Surg. — 1992. — Vol. 53. —
P. 120—122.

9. Oisen P. S., Stentoft P., Ellefsen B. et al. Re-mediastinoscopy in the
assessment of resectability of lung cancer // Eur. J. Cardiothorac.
Surg. — 1997. — Vol. 11. — P. 661—663.

10. Palva T., Palva A., Karjo J. Re-mediastinoscopy // Arch.
Otolaryngol. — 1975. — Vol. 101. — P. 748—750.

11. Park B. J., Flores R., Downey R. J. et al. Management of major hem-
orrhage during mediastinoscopy // J. Thorac. Cardiovasc. Surg. —
2003. — Vol. 126. — P. 726—731.

97



12.

13.

14.

15.

98

Pauwels M., Van Schil P., De Backer W. et al. Repeat mediastinoscopy in
the staging of lung cancer // Eur. J. Cardiothorac. Surg. — 1995. —
Vol. 14. — P. 271—-273.

Rami-Porta R. Surgical exploration of the mediastinum by medi-
astinoscopy, parasternal mediastinotomy and remediastinoscopy: indica-
tions, technique and complications // Ann. Ital. Chir. — 1999. —
Vol. 70. — P. 867—872.

Rami-Porta R., Mateu-Navarro M. Videomediastinoscopy // J.
Bronchol. — 2002. — Vol. 9. — P. 138—144.

Rami-Porta R., Mateu-Navarro M., Serra-Mitjans M. et al.
Remediastinoscopy: comments and updated results // Lung Cancer. —
2003. — Vol. 42. — P. 363—364.

. Schepens M. A., Brutel de la Riviere A., Van den Bosch J. M. Is a third

17.

19.

mediastinoscopy really useful? // Eur. J. Cardiothorac. Surg. —
1995. — Vol. 9. — P. 612—614.

Sobin L. H., Wittekind C. (eds.). UICC TNM classification of
malignant tumours. — 5th ed. — New York: Wiley-Liss, 1997. —
P. 12—13.

. Van Schil P., Van der Schoot J., Poniewierski J. et al. Remediastinoscopy

after neoadjuvant therapy for non-small cell lung cancer // Lung
Cancer. — 2002. — Vol. 37. — P. 281—285.

Verhagen A. F., Bootsma G. P., Tian-Heijnen V. C. et al. FDG-PET in
staging lung cancer: how does it change the algorithm? // Lung
Cancer. — 2004. — Vol. 44. — P. 175—18]1.

MMoctynuna 30.11.2004 / Received 30.11.2004




