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Abstract: 

Background- TBNA is widely used is widely used for the diagnosis of hilar and mediastinal injuries. ROSE that is 

rapid on-site evaluation of TBNA can be used to decide the sufficiency of TBNA spreads that can hinder the 

requirement for repetition of same techniques, therefore maintaining a strategic distance from included expense. 

There is lack of information in Jinnah hospital indicating adequacy and viability in cost of ROSE. Subsequently, this 

research was done to survey the viability, plausibility and cost ramifications of ROSE helped TBNA.  

Techniques- Forty back to back TBNA patients were enlisted and ROSE was performed. By applying the study of 

comparative design these finding were thoroughly analyzed. 

Findings- If ROSE was not utilized then according to research 45% of patients would be kept under repetitive 

bronchoscopy, because of insufficiency of material. Insufficient smears were commonly found in the early stages of 

aetiologies than dangerous ones.  

Conclusion- It can be concluded that ROSE can be used to expand the yield of TBNA and also very helpful in avoiding 

the rehash strategies. It is easy, cost viable and practical in Pakistan. 
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INTRODUCTION: 

TBNA is a well-known method for assessment of 

paratracheal, parabronchial lymph hubs having yield 

going from 20% to 90%.1-5 According to most well-

known purpose behind a non-indicative TBNA sample 

is a lacking specimen, different strategies e.g. 

endobronchial ultrasound (EBUS), electronic 

tomography (CT) direction and ROSE are utilized for 

increasing yield. In underdeveloped countries for 

example Pakistan expenses for EBUS stays restrictive. 

Sufficient localisation of the injury on CT before 

TBNA is commonly the main methodology for 

expanding the yield. According to previous studies 6-

8 ROSE is an efficient and compelling approach to 

increase the yield of TBNA. This includes an on 

location assessment of the TBNA spreads through 

cytopathologist. Moreover, this methodology is under-

used Jinnah hospital, but they do not have any 

information on ROSE used by TBNA.  

METHODS: 

TBNA with ROSE were evaluated from the 

perspective of adequacy, wellbeing and practicality in 

40 back to back patients suffered in TBNA. Before the 

use of bronchoscopy, patients experienced difference 

upgraded CT assessment of the thorax. Patients who 

have parabronchial lymph-hubs and mass sores more 

than 1cm area were chosen for TBNA. Some who have 

serious respiratory, cardiovascular, other framework 

co-horribleness and coagulopathies were not selected. 

A written agreement were signed by every patient for 

the application of technique. For performing ROSE, a 

fundamental monocular magnifying instrument was 

for all time made accessible in the bronchoscopy suit. 

The cytopathologist was acknowledged just before 

beginning the method. TBNA was done under 

neighborhood anesthesia and procedural sedation 

utilizing a 21-measure cytology needle. Smears were 

arranged and inspected thoroughly. Furthermore, the 

rest of the smears were sent to the pathology research 

facility for customary recoloring, and in this lab these 

all were kept in air tight place and recolored with 

Haematoxyline and Eosin and Papanicolaou stains for 

complete conclusion. In the event that the smears were 

considered visually inadicate (VI),TBNA was 

rehashed until VA spreads were taken.  

Sample utilized for rapid on-site evaluation was 

toluidine blue and 0.5g toluidine mixed with 20mL 

ethanol and causing answer for around 100mL by 

including refined water, sifted and freeze before use. 

The slide was analyzed following a moment. The 

criteria utilized for satisfactory cellularity was the 

nearness of 6-8 bronchial epithelial cells with 

atypical/dangerous cells as well as the nearness of 

receptive lymphoid populace with lymphoglandular 

bodies, and marked as cellularly satisfactory (CA). 

Sample demonstrated just discharge, putrefaction, 

mucoid material or dominance of bronchial epithelial 

cells, can be elaborate as cellularly inadequate (CI). 

The patients are divided into two groups, in first group 

the patients suffered in TBNA have VA=CA. 

Whenever ROSE was not done, the repeat strategy 

would not be compulsory for the patients of this group. 

While in second group as VA=CI, repeat 

bronchoscopy would be compulsory because of lack 

of material as in fig.    

If the smears were arranged as CA then no more 

Transbronchial Needle Aspiration endeavored, if the 

smears were seen as CI, TBNA was rehashed until a 

CA was gotten. This progression may not necessary 

for the examination however to stay away from a 

rehash bronchoscopy in patients with lacking TBNA 

spreads. In every one of these patients, TBNA was 

rehashed to get a sufficient material, for example on 

'expectation to treat' premise.  

Statistical Investigation: 

Enlightening insights were determined utilizing 

Measurable Bundle for the Sociologies (Version 17.0). 

Trial of hugeness were not applied to the discoveries 

in light of the little example size. 

 

 

 

 

 

 

 

Figure 1. Algorithm for procedure 
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RESULTS: 

Total forty patients were selected which has average age of 55.1years with the tolerance of +15.8 and -15.8years with 

32 male patients. In 75% patients TBNA was not diagnosed 55% were lied in group I and 45% were in group II. 

According to them lest cost of bronchoscopy for 100 patients will be 1.45times, this indicates that ROSE is cost viable. 

The results of bronchoscopy of both groups are in table below. 

Table 1. Data comparing of final diagnose 

         

 Group-1 Group-2 

 (n=22) (n=18) 

Confirmed Diagnosis 17 (77%) 13 (72%) 

Non-small cell lung cancer NSCLC 10 (58.9%) 6 (46.2%) 

Small cell lung cancer SCLC 5 (29.4%) 1 (7.7%) 

Sarcoidosis 0 (0%) 4 (30.8%) 

Tuberculosis 1 (5.9%) 1 (7.7%) 

Non-Hodgkin’s lymphoma NHL 1 (5.9%) 1(7.7%) 

Bronchoscopy Resultss    

Endo-luminal bulge 10 (45.5%) 5 (27.8%) 

Inflammation 2 (9%) 6 (33.3%) 

Normal 10 (45.5%) 7 (38.9%) 

Computed tomography CT Resultss    

Isolated hilar (±) mediastinal LAP 6 (27.3%) 10 (55.6%) 

Mass lesion with hilar/mediastinal 3 (13.6%) 4 (22.2%) 

Lymphadenopathy LAP    

Isolated mass lesion 13 (59.1%) 4 (22.2%) 

(Paratracheal/parabronchial)    

Site of TBNA    

Mass lesion 14 (63.6%) 5 (27.8%) 

Station 4R lymph node 5 (22.7%) 9 (50%) 

Station 7 lymph node 3 (13.6%) 4 (22.2%) 

 

DISCUSSION: 

TBNA plays a vital role in the assessment 

paratracheal, parabronchial lymph hubs having yield 

of 20-90%. Previous studies shows that there is only 

one research in Pakistan that is about TBNA but that 

was not on TBNA assisted by ROSE. This study is the 

very first study in Pakistan that includes both TBNA 

and ROSE. We found that TBNA has general yield up 

to 75% as per in assessment i.e. commensurate from 

past researches. Likewise in any event 45% patients 

would have required an intermittent strategy without 

ROSE, that is costly and demand for a repeat 

bronchoscopy. Some studies6,7 have furthermore 

demonstrate rapid on-site evaluation decays the 
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amount of model with insufficient data from 56% to 

18%. A huge randomized controlled trial8 including 

179 patients encountering TBNA of hilar and 

mediastinal lymphadenopathy to review the suitability 

of ROSE exhibited that rapid on-site evaluation could 

foresee additional biopsies without the loss of 

characteristic yield. An assessment by Daniel et al12 

in like manner revealed that ROSE could keep away 

from additional assessments, and hereafter, cost 

effective.  

In 24 patients 8 were threat and need an intermittent 

technique without ROSE while in each and every 

confirmed example of sarcoidosis. As some patients 

attested for TB and NHL was uncommonly low in our 

course of action, it is past the domain of creative mind 

to hope to comment on these cases with assurance. In 

any case, past studies13,14 have exhibited basic 

TBNA, and there are studies1,6 to show that the 

scientific TBNA yield for kind wounds isn't actually 

for the compromising ones. TBNA has been accounted 

for to cause inconveniences, similar to fever, 

bacteraemia, pneumothorax, dying, 

pneumomediastinum and harm to the working channel 

of bronchoscope. Be that as it may, these compli-

cations are exceptionally uncommon. None of the 

significant investigations have detailed a critical 

complexity rate with the procedure.1. The 

examination by Rocco et al13 has demonstrated that 

ROSE help could really anticipate compli-cations by 

keeping away from extra biopsies that would have 

generally been expected to make a finding. In our 

examination too no confusions were seen in study 

patients and no harm to the bronchoscope happened. 

There were not many impediments in our 

investigation. These incorporate little example size, 

absence of a randomized controlled examination and 

modest number of patients with favorable etiology. In 

any case, the examination has featured the way that 

rapid on-site evaluation assisted TBNA improves 

demonstrative yield and diminishes the requirement 

for rehash systems, accordingly lessening the expense. 

ROSE is basic, practical and is actually a simple 

strategy.  
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