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The introduction of the Endobronchial Ultrasound (EBUS) in the clinical practice should 

not reduce the importance of Conventional Transbronchial Needle Aspiration (c-TBNA) where 
recommended, as a first line diagnostic method in order to have a more cost-effective strategy [1]. 
EBUS-TBNA, in fact, is much more expensive than TBNA from different point of view (e.g. high 
cost of the EBUS instrument and aspiration needles, need for additional skills and deep sedation 
of the patient) and in case of large mediastinal lymphadenopathies in selected stations according 
to Wang's map [2] c-TBNA should be performed before EBUS-TBNA. In our clinical practice, in 
pre-EBUS era, we optimized the yield of c-TBNA through a practical tip developed in order to 
ameliorate the spatial orientation of the interventional pulmonologist in the tracheobronchial tree 
and overcome the “blindness” of TBNA that is the main limit of its widely use. Our method entails a 
mental 3-dimentional reconstruction of radiologic images through an integration of the radiologic 
imaging of the mediastinum with anatomic landmarks [3]. The carina position on chest Computed 
Tomography (CT) represents our landmark; we measure the distance between carina and the 
target Lymph Node (LN) multiplying the number of images between one another by the distance 
between two images; the CT image of the target LN (Figure 1A) is then turned around to match the 
orientation of the endoscopic view (Figure 1B). Next step is to print this image and to highlight the 
interested area and finally put in front of a light source, so it can be clearly seen inside the endoscopic 
room (Figure 1C). This practical approach allowed us to reach a diagnostic yield of 62% to 69% in 
LNs ≥ 15 mm in stations 4R and 7 from patients with lung cancer, sarcoidosis and other [4]. In 
addition, within a total of 52 patients with diagnosis of adenocarcinoma identified by c-TBNA, it 
was also possible to perform EGFR molecular analysis in 52 patients (100%) and ALK molecular 
analysis in 50 patients (91%). In era of targeted agents, such as Epidermal Growth Factor Receptor 
tyrosine kinase inhibitors (EGFR) or Anaplastic Lymphoma Kinase (ALK) inhibitors and immune 
checkpoint blockades whose target is represented by inhibitory immune molecules as Programmed 
Death-Ligand 1 (PD-L1) and its receptor (PD-1), or Cytotoxic T-Lymphocyte-Associated Antigen 
4 (CTLA-4) [5], the biological characterization of non-small cell lung cancer cannot avoid EBUS-
TBNA. However, in selected clinical setting with a high probability of success from the conventional 
procedure an initial approach with c-TBNA could be considered [6]. Stage I sarcoidosis is the 
most common diagnosis made by this stepwise approach based on LN size, station and presumed 
diagnosis, especially in LNs of size ≥ 20 mm at stations 7, 4R and 11R [7]. So, as example of our 
modus operandi, we report a case of stage I sarcoidosis in a 36-year-old woman who presented with a 
asthenia, significant weight loss and erythema nodosum (Figure 1). Chest CT showed swelling of the 

Figure 1: Chest CT showed swelling of the hilar bilaterally lymph nodes, with a maximum diameter of 22 mm.
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hilar bilaterally lymph nodes, with a maximum diameter of 22 mm 
(Figure 1) with significant uptake at Fluorodeoxyglucose Positron-
Emission Tomography/CT (FDG PET). Diagnosis of sarcoidosis 
was made by c-TBNA also thanks to ours practical tip. We wish to 
report our experience in spite of growing trend to abandon c-TBNA 
probably due to a lack of confidence with this procedure. There is 
no doubt that EBUS-TBNA has an incomparable role in mediastinal 
staging or re-staging after induction therapy and for sampling of 
small lesions (<15 mm) far from the carina; however, especially in 
the case of presumed sarcoidosis or small cell lung cancer, an initial 
approach with TBNA should be done so also in center where EBUS 
is available.
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