EDITORIAL

Scoping the Problem

In this issue of our journal, Encinas-Latoy, et al., report on the diagnostic yield of bronchoscopic techniques in evaluating
primary lung cancer.! Fiberoptic bronchoscopy is an important diagnostic modality for lung cancer which remains a major
global and national health problem. New cases of lung cancer ranked number one, comprising 11.6% of the total 18 million
new cases of cancer globally.>* Lung cancer also accounted for the greatest number of deaths due to malignancy with 1.8 million
persons. In the Philippines, it was estimated that there were 109,280 new cases of cancer with 66,151 cancer deaths in 2015.*
Of these, lung cancer remains the most common cause of new cases (12.5%) and deaths (17.8%). Many patients with lung
cancer do not survive within a year following diagnosis with a five-year survival rate in Metro Manila patients being just 12% -
lower than the global average for that time.

Diagnosis of lung cancer, therefore, remains a top priority in our country. But primary lung cancer describes a heterogeneous
group of malignancies.”” The most common group, traditionally called bronchogenic carcinomas arising from the bronchial
airways are classically grouped into the small and non-small cell types as well as many mixed types in between. These are the
cancers that are more likely accessible by fiberoptic bronchoscopy since they occur in the airways. However, as the authors
also mention, those lesions that are more centrally-located, i.e., those in the bigger airways, are the ones more likely to be
detected by bronchoscopy since they are the ones that can be reached by an endoscope of a certain diameter.

And that is where the term diagnostic yield can get quite complex. Similar to other diagnostic procedures, how patients
are selected to undergo the procedure can determine how many are eventually diagnosed. In bronchogenic carcinomas, the
diagnostic objective is not only to verify the malignant nature of the pulmonary mass but to get biopsy confirmation of its
histologic type because the choice of treatment is highly dependent on the histologic types and sub-types. The authors cite a
figure of 86% diagnostic yield which at first glance makes it an attractive diagnostic step of first choice. But as the authors also
mention, not all patients with pulmonary mass and suspicion of lung malignancy were subjected to bronchoscopy. According
to the mentioned institutional practice, patients with “a more central location, at least 1 to 2 cm in size, and located near an
airway...” are selected for bronchoscopy. Rightfully so, lesions that are nearer the carina have long been previously described
to predict a higher diagnostic yield.*'° That patient profile alone can significantly increase the diagnostic yield. However, the
authors did not specifically state that fiberoptic bronchoscopy in the study was limited only to those patients who were found
to have centrally-located masses. If so, with a diagnostic yield of 86%, it would suggest that fiberoptic bronchoscopy may also
fail to diagnose all instances of centrally-located lesions. It may therefore help to describe the patient factors among those that
have centrally-located masses but yielded negative on fiberoptic bronchoscopy. Missing the diagnosis of malignancy can be a
serious matter especially in lung cancer where early diagnosis can make a difference.’"?

Similarly, it was reported that 7 cases who underwent flexible bronchoscopy were diagnosed benign and another 7 were
reported as non-diagnostic. These were eventually found out to have malignancy by other means. It would again be of interest
to find out the profile of these patients who had lung malignancy but who were not diagnosed on fiberoptic bronchoscopy.

'The authors also mention that they have excluded about 21 cases who underwent bronchoscopy but whose diagnoses of
malignancy were never confirmed. Understandably, because of the retrospective nature of the study, such information could not
be located or verified anymore. If these cases turned out to have malignancy, the diagnostic yield would have come down to
just a little above 70% (86/121). In an ideal diagnostic sensitivity study, a “gold standard” other than the diagnostic test itself
should be used to determine the test’s performance. In a diagnostic procedure with several stakeholders who may have their own
“diagnostic yields”(e.g., the clinician who suspected the first diagnosis, the other imaging studies which would prompt a decision
to do a bronchoscopy, the one who does the procedure itself, and the pathologist who interprets the cytology or histology
specimen), there are many other potential confounding variables that can affect the test’s real performance or diagnostic yield.

Strictly defining a gold standard, therefore, is very important. Perhaps as the authors suggest, a well-designed prospective
study would be a better way to measure the real diagnostic yield of fiberoptic bronchoscopy in this particular institution. Such
a prospective study should control or mitigate the various other stakeholder decisions that can influence the diagnostic yield
ultimately attributed to fiberoptic bronchoscopy. This will help clinicians identify better the type of patient for whom the
procedure would indeed provide the most value — an aspiration that translates well in improving patient care in a setting with
limited resources. In addition, as a training institution of the University of the Philippines — Philippine General Hospital,
accurate measures, and trends of procedural tests such as fiberoptic bronchoscopy performed by the trainees can be used
to measure the quality and outcomes of its training programs.

Studies on the diagnostic yield of fiberoptic bronchoscopy should not only involve looking into making the correct diagnosis
that guides the proper management of lung cancer. Data should also include metrics on the safety of patients who underwent
the procedure. Fiberoptic bronchoscopy is a relatively safe procedure if done properly, but several adverse events must be
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anticipated and avoided.™ It is not an innocuous procedure with some of the adverse events being potentially fatal. Reporting
adverse events in this study could therefore be helpful as it could instruct ways to avoid such adverse events in the future.

'The introduction of fiberoptic endoscopy has truly allowed improvements in patient care where they are used, not only
in lung diseases but also in many others. For fiberoptic bronchoscopy, there have been numerous recent enhancements being
done that could improve its diagnostic yield. Among these are endobronchial ultrasound (EBUS), CT-guided bronchoscopy,
and others."*?* Innovations involving the processing of bronchoscopy specimens such as immunohistochemistry and other
molecular tests can likewise improve indirectly the diagnostic yield and accuracy from fiberoptic bronchoscopy by making
more definitive diagnosis even from smaller amounts of tissue samples.”>? It is hoped that all of these can be included as
appropriate in the future endeavors to improve the diagnostic yield of fiberoptic bronchoscopy in this premiere institution.
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