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Nodal 
assessment is 

even more 
important in 

AJCC 9, effective 
Jan 2025



The US can’t 
differentiate 

patients with 
N2a, N2b for 

N3

This is bad for 
patients!



Simple interventions to improve outcomes.







GROUPS
1 = no intervention

2 = pathology 
intervention only

3 = surgical 
intervention (kit) only

4 = both interventions



GROUPS
1 = no intervention

2 = pathology 
intervention only

3 = surgical 
intervention (kit) only

4 = both interventions





Intraoperative eligibility criteria included histologic confirmation of NSCLC (if not 
already obtained) and confirmation of N0 status by means of frozen-section 
examination (for tumors on the right side, node levels 4, 7, and 10; for tumors on the 
left side, node levels 5 or 6, 7, and 10). 

Nodes that were previously sampled by means of mediastinoscopy, endobronchial 
ultrasonography, or endoscopic ultrasonography within 6 weeks before the definitive 
surgical procedure did not need to be resampled.



We had previously reported that among patients with clinically 
node-negative disease who were registered for the trial, 6.4% had 
positive major hilar or mediastinal nodes precluding 
randomization.14

 This means that nodes matter even for early stage lung cancer.

During trial design, we estimated that 30% of patients would be 
ineligible for randomization due to understaging or 
misdiagnosis. The actual percentage of registered patients who 
were unable to go on to randomization was about 40%.

https://www.nejm.org/doi/full/10.1056/NEJMoa2212083#core-r14


Of the 208 patients not eligible for randomization 
in the Altorki trial…



Is there any form of lung cancer that is NOT at 
risk of nodal spread?  

All patients diagnosed as clinical stage IA NSCLC from July 2013 
to June 2017 in our center were retrospectively reviewed, and 
a total number of 1,543 patients who underwent anatomical 
lobectomy with systematic lymph node dissection were 
enrolled in this study









All less than 2 cm (T1a or T1b)
50% pure solid tumors



Current guidelines for non–small cell lung cancer(NSCLC) mediastinal staging 
recommend starting invasive staging with endobronchial ultrasound-guided 
transbronchial needle aspiration (EBUS-TBNA). However, the indication to confirm 
a negative result of EBUS-TBNA by means of video-assisted mediastinoscopy (VAM) 
before resection differs in every guideline.

The proportion of unforeseen N2/3 disease after a negative EBUS-TBNA was 13.7%, 
and it was 8.2% in those studies in which EBUS-TBNA was followed by confirmatory 
video assisted mediastinoscopy.



COC audit

One source document for reviewers.

We selected the path report.

How many charts do we need to check?

The expectation is for 80% adherence.



Current State

Very small tumors with GGO are the only ones at minimal risk of nodal spread.

Radiographic solid lung cancers need nodal assessment.

A negative EBUS study may still benefit from surgical nodal assessment.
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