
The Solid Volume Ratio is Better Than the
Consolidation Tumor Ratio in Predicting the Malignant
Pathological Features of cT1 Lung Adenocarcinoma
Yu Liu1,� Ning Jiang2,� Zhiqiang Zou1 Hongxiu Liu3 Chuanhang Zang4 Jia Gu5 Ning Xin1

1Department of Thoracic Surgery, PLA 960th Hospital, Jinan, China
2Department of Thoracic Surgery, The Second Hospital of Shandong
University, Jinan, China

3Department of Medical Imaging, PLA 960th Hospital, Jinan, China
4Department of Thoracic Surgery, PLA 964th Hospital, Changchun,
China

5Department of Pathology, PLA 960th Hospital, Jinan, China

Thorac Cardiovasc Surg 2025;73:308–316.

Address for correspondence Ning Xin, MS, Department of Thoracic
Surgery, PLA 960th Hospital, Jinan, China
(e-mail: xinning1112@163.com).

Keywords

► lung adenocarcinoma
► predictive factor
► lymph node

metastasis
► pathological grading

Abstract Background More effective methods are urgently needed for predicting the
pathological grade and lymph node metastasis of cT1-stage lung adenocarcinoma.
Methods We analyzed the relationships between CT quantitative parameters
(including three-dimensional parameters) and pathological grade and lymph node
metastasis in cT1-stage lung adenocarcinoma patients of our center between
January 2015 and December 2023.
Results A total of 343 patients were included, of which there were 233males and 110
females, aged 61.8�9.4 (30–82) years. The area under the receiver operating
characteristic (ROC) curve for predicting the pathological grade of lung adenocarcino-
ma using the consolidation–tumor ratio (CTR) and the solid volume ratio (SVR) were
0.761 and 0.777, respectively. The areas under the ROC curves (AUCs) for predicting
lymph node metastasis were 0.804 and 0.873, respectively. Multivariate logistic
regression analysis suggested that the SVR was an independent predictor of highly
malignant lung adenocarcinoma pathology, while the SVR and pathological grade were
independent predictors of lymph node metastasis. The sensitivity of predicting the
pathological grading of lung adenocarcinoma based on SVR >5% was 97.2%, with a
negative predictive value of 96%. The sensitivity of predicting lymph node metastasis
based on SVR >47.1% was 97.3%, and the negative predictive value was 99.5%.
Conclusion The SVR has greater diagnostic value than the CTR in the preoperative
prediction of pathologic grade and lymph node metastasis in stage cT1-stage lung
adenocarcinoma patients, and the SVR may replace the diameter and CTR as better
criteria for guiding surgical implementation.
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Introduction

There are still many controversies regarding the surgical
resection range, lymph node dissection method, clinical
prognosis, and postoperative intervention methods for T1-
stage lung adenocarcinoma. Since 2002, the Japan Clinical
Oncology Group has been conducting a series of studies on
T1-stage lung adenocarcinoma,1–3 selecting nodule diameter
and the consolidation–tumor ratio (CTR) as grading criteria
for different extents of pulmonary resection. However, there
is still controversy over whether the CTR and tumor diameter
are related to the prognosis of patients with partial solid
non-small cell lung cancer.4–6Kim et al’s7 study revealed that
the CTR is not an independent predictor of prognosis for
patients with cT1N0M0-stage lung adenocarcinoma, neither
in the entire population nor in partial solid nodules. Ye and
his colleagues8 reported that the CTR, solid partial diameter,
and tumor size are not independent predictors of prognosis
for partially solid lung adenocarcinoma patients. In addition,
a considerable portion of solid lung nodules have an irregular
or scattered distribution of solid parts, which has strong
subjectivity and uncertainty in selecting theoptimal CT plane.
Even the tumor length and CTR measured by the same expert
have poor reproducibility. Therefore, using only diameter and
CTR as the layering standard is not the optimal approach.With
the application of various lung nodule analysis software, such
as Lung VCAR, Syngo, In house, and Advanced Lung Analy-
sis,9,10 we could measure the three-dimensional composition
information of tumor size, shape, and densitymore accurately,
comprehensively, and conveniently. Therefore, we analyzed
the CT data and postoperative pathological information of T1-
stage lung adenocarcinoma patients who underwent lung
cancer resection at the 960th Hospital of the People’s Libera-
tion Army to identify better predictive indicators for surgical
implementation.

Methods

Patient Eligibility Criteria
This retrospective study included 956 T1-stage lung cancer
patients who underwent lung cancer resection at our center
between January 2015 and December 2023. The inclusion
criteria were as follows: (1) plain scan multiple-slice spiral
CT DICOM imageswithin 2weeks prior to surgery; (2) partial
or pure solid nodules with a diameter less than 3 cm in the
solid portion (if multiple pulmonary nodules were present,
the largest nodule in the solid portion was taken as the
research object); (3) standardized lymph node dissection or
sampling procedures; and (4) all nodules confirmed by
surgical pathology as primary lung adenocarcinoma. The
exclusion criteria were as follows: (1) preoperative imaging
with suspected lymph node or organmetastasis; (2) patients
who had undergone preoperative treatments such as che-
motherapy, radiation therapy, targeted therapy, and immu-
notherapy; (3) the postoperative pathological type was a
preinvasive lesion or contains other pathological compo-
nents, such as adenosquamous cell carcinoma, adenoid
cystic carcinoma, and mucoepidermoid carcinoma; and (4)

the clinical, imaging, and pathological data were not com-
plete or accurate enough. This study was reviewed and
approved by the Ethics Committee of the 960th Hospital of
the People’s Liberation Army (approval number S2023-025).

Instrument and Parameters
An Aquilion ONE 320-row spiral CTmachine (Toshiba, Japan)
was used for a nonenhanced CT scan. The scanning param-
eters were as follows: tube voltage of 120 kV and a tube
current of 50 to 150mA; beam pitch, 0.516 to 0.98; slice
thickness, 5mm; matrix, 512�512. The imaging data were
reconstructed into 0.625-mm and/or 1-mm slice thickness
with a soft-tissue algorithmused for themediastinalwindow
image and a lung algorithm for the lung window image. After
anonymous processing of the two-dimensional image data,
the original DICOM image (lung window image) was
imported into pulmonary nodule CT image-assisted detec-
tion software (artificial intelligence target reconstruction of
pulmonary nodules) to automatically analyze the following
CT quantitative parameters of pulmonary nodules, with a
nodule solidity threshold of �145 Hounsfield unit (HU).

Observation Indicators
General information: age, sex, smoking history, cancer anti-
gen status, tumor location, and surgicalmethod. Pathological
information: pathological type, pathological subtype
(classified according to the 2020 World Health Organization
histological subtype classification criteria for lung adenocar-
cinoma and the proportion of each subtype), vascular inva-
sion, pleural invasion, air cavity dissemination, and lymph
node metastasis status were recorded. CT quantitative
parameters (►Fig. 1) included the maximum diameter of
the tumor,maximumdiameter of the solid part, total volume
of the nodule, volume of the solid part, average CTvalue (HU
value) of the nodule, average CT value of the solid part,
nodule mass, and mass of the solid part of the lung nodule,
and the CTR and solid volume ratio (SVR) were calculated.
The CTR was defined as the ratio of the maximum solid
diameter of the tumor to the maximum diameter of the
tumor in the lung windowon high resolution spiral CT.11 The
nodule mass formula was M¼V� (Aþ1,000)/1,000, where
Mwas the bodymass of the sub-solid nodules (SSN) in mg, V
was the volume of the SSN in mm3, and A was the three-
dimensional average CTvalue of the SSN in HU. The 2020 The
International Association for the Study of Lung Cancer
(IASLC) pathological new grading system12 divides lung
adenocarcinoma into three levels—level 1 was highly differ-
entiated: the adherent growth type was dominant, and the
high-grade pattern (solid, micropapillary, or complex glan-
dular type) did not exceed 20%; grade 2 was moderately
differentiated:mainly acinar or papillary, and thehigh-grade
pattern did not exceed 20%; and level 3 was poorly differen-
tiated: with 20% or more high-level patterns. In this study,
pathological malignancies were divided into low-grade and
highly malignant groups, with the low-grade malignancy
group corresponding to IASLC grading system levels 1 and 2
and the highly malignant group corresponding to IASLC
grading system level 3.
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Statistical Methods
SPSS 25.0 statistical softwarewas used for statistical analysis
of the data. The normality test (Kolmogorov-Smirnov test),
was performed on quantitative data and data that conformed
to or approximated a normal distribution were measured as
the mean� standard deviation (x̄� s). Two independent
sample t-tests were used for intergroup mean comparisons.
If the data showed a skewed distribution, the data were
measured as the median (interquartile range; M [P25, P75]),
and the median between groups was compared using the
Mann–Whitney U test (nonparametric test). If the data
showed a normal distribution, Pearson correlation analysis
was used. Receiver operating characteristic (ROC) curves
were drawn for quantitative data, and the optimal cutoff
value was determined. In the multivariate analysis, variables
with statistical significance (p<0.1) according to univariate
analysis were included in themultivariate logistic regression
model. For the bilateral test, p<0.05 indicated a statistically
significant difference.

Results

Summary of the General Data
There were 956 lung cancer surgical patients in our center
from January 2015 toDecember 2023, including 343 patients
who met the abovementioned inclusion criteria (►Table 1),
166 males and 177 females, aged 61.8�9.4 (30–82) years. A
total of 171 cases (49.9%) underwent lobectomy (including
combined segmental or wedge resection), 85 cases (24.8%)
underwent segmental resection, and 87 cases (25.4%) un-
derwent wedge resection (pure ground glass nodules less
than 2 cm and located outside one-third of the lungs).

Statistical Analysis of Pathological Grade and Lymph
Node Metastasis Status in Lung Adenocarcinoma
Patients
Univariate analysis (using t-tests and Mann–Whitney U
tests) revealed that (►Table 2) the maximum diameter of
the solid part, CTR, total volume of the nodule, solid part

Fig. 1 (A–D The four images correspond to the three-dimensional quantitative parameters obtained from spiral CT analysis of different lung
cancer patients using the “Infervision” imaging-assisted detection software. Taking (A) as an example: the total volume of the nodule is
1,277.9mm3, the volume of the solid part is 1,052.7mm3, the average CT value of the nodule is �19 HU, the nodule mass is 1,558.78mg, and
the mass of the solid part of the lung nodule could be calculated by using nodule mass formula: M¼V�(Aþ 1000)/1000. HU, Hounsfield unit.
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volume, SVR, average CTvalue of the nodule, average CTvalue
of the solid part, total mass of the nodule, solid part mass,
Carcinoembryonic antigen (CEA), and pleural invasion were
significantly correlated with the pathological grade of lung
adenocarcinoma. The maximum diameter of the nodules,
maximum diameter of the solid parts, CTR, total volume of
the nodules, solid part volume, SVR, average CT value of the
nodules, average CTvalue of the solid parts, total mass of the
nodules, solid part mass, CEA, and pleural invasion were
significantly correlated with lymph node metastasis. Multi-
variate analysis (logistic regression analysis) suggested that
the SVR was an independent predictor of highly malignant
lung adenocarcinoma pathology (►Table 3), while the SVR
and pathological grade are independent predictors of lymph
node metastasis (►Table 4).

Comparison of Pathological Grading Prediction
Parameters for Lung Adenocarcinoma
The areas under the ROC curve (AUCs) of the CTR, average CT
value of nodules, and SVR for predicting the pathological
grade of lung adenocarcinoma were 0.761, 0.768, and 0.777,
respectively (►Fig. 2A and ►Tables 5 and 6). By analyzing
coordinates on the ROC curve, we could work out that using
an SVR>5% as the standard, the sensitivity for predicting the
pathological grade of lung adenocarcinoma was 97.2%, and
the negative predictive value was 96%. The sensitivity of
predicting the pathological grade of lung adenocarcinoma
patients with a CTR >0.45 was 95.5%, and the negative
predictive value was 91.5%. The sensitivity of predicting
the pathological grade of lung adenocarcinoma based on
the average CT value of nodules > �470 was 95.5%, and the
negative predictive value was 91.8%.

Comparison of Predictive Parameters for Lymph Node
Metastasis
The AUCs of the CTR, average CTvalue of nodules, and SVR for
predicting lymph node metastasis were 0.804, 0.858, and
0.873, respectively (►Fig. 2B and ►Tables 5 and 6). The
sensitivity of predicting lymph node metastasis based on
SVR>47.1%was 97.3%, and the negative predictive valuewas
99.5%. The sensitivity of predicting lymph node metastasis
based on CTR >0.67 was 97.3%, with a negative predictive
value of 99.3%. The sensitivity of predicting lymph node
metastasis based on CT values>�211 was 97.3%, and the
negative predictive value was 98.9%.

Discussion

Postoperative pathological findings of lymph node metasta-
sis lead to poor prognosis in patients with T1-stage lung
adenocarcinoma.13 In addition, for T1-stage lung adenocar-
cinoma, highly invasive components such as micropapillary
components, solid subtypes, or complex acinar components
are independent risk factors for lymph node metastasis and
early recurrence and metastasis.14–16 Preoperative predic-
tion of pathological subtypes and lymph node metastasis is
crucial for developing surgical or comprehensive treatment
plans. The analysis results of this study indicated that in
some solid lung nodules smaller than 3 cm, the average CT
value and SVR had greater predictive power for predicting
the pathological grade and lymph node metastasis of lung
adenocarcinoma than the CTR, of which the SVR had the
highest accuracy. Multivariate analysis indicated that the
SVR was an independent predictor of highly malignant lung
adenocarcinoma pathology, while the SVR and pathological

Table 1 General clinical information

Items Mean (95% CI) or proportion

Age (years) 61.83� 9.378 (30–82)

Gender (number)

Male 166 (48.4%)

Female 177 (51.6%)

Removal range (number)

Lobectomy (including combined segmental or wedge resection) 171 (49.9%)

Pulmonary segmentectomy (including combined wedge resection) 85 (24.8%)

Wedge resection 87 (25.4%)

Number of lymph node dissection groups (groups) 2.83� 1.867 (0–7)

Number of lymph node dissection (number) 8.88� 7.819 (0–40)

Lymph node metastasis status (number)

Lymph node metastasis 37 (10.8%)

N1a positive 30 (8.7%)

N2b positive 20 (5.8%)

aN1 positive, N1 lymph node positive only.
bN2 positive, N2 lymph node positive, accompanying N1 positive or not.
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malignancy grade were independent predictors of lymph
node metastasis.

For some solid nodules, in pathological examination, the
infiltrating part usually corresponds to the solid part on
imaging. The size of the solid portion of a nodule was closely
related to its invasiveness.17–19 Therefore, the eighth edition
of the IASLC guidelines only uses solid components to
determine the T stage for some solid nodules.20 The statisti-
cal analysis of this study also revealed that there was no

significant correlation between the total length or volume of
nodules and the pathological grade or lymph node metasta-
sis status of lung adenocarcinoma; on the contrary, the solid
part and the total tumor size or volume can better reflect
the degree of tumor invasion.

Regarding the equivalence of using two-dimensional
measurements or three-dimensional volume analysis to
diagnose lung cancer, the UK Lung Screening Test21 divided
lung nodule volume into four categories, and the results

Table 3 Multivariate regression analysis of pathological grading of lung adenocarcinoma

Risk factors B p-Value OR (95% CI)

CTRa 1.042 0.312 2.834 (0.376–21.356)

Overall CT value �0.002 0.530 0.998 (0.993–1.004)

SVRb 0.036 0.018 1.036 (1.006–1.068)

CEA positive 0.000 0.968 1.000 (0.977–1.022)

Pleural invasion �0.055 0.842 0.946 (0.549–1.630)

Constant �3.716 0.021 0.024

aCTR, consolidation–tumor ratio.
bSVR, solid volume ratio.

Table 4 Multivariate regression analysis of pathological grading of lymph node metastasis

Risk factors B p-Value OR (95% CI)

CTRa �0.073 0.976 0.930 (0.008–105.785)

Overall CT value �0.003 0.656 0.997 (0.985–1.009)

SVRb 0.061 0.041 1.063 (1.003–1.127)

Pathological grading �1.401 0.002 0.246 (0.099–0.611)

CEA positive �0.171 0.721 0.843 (0.330–2.155)

Pleural invasion �0.247 0.553 0.781 (0.345–1.767)

Constant �5.461 0.135 0.004

aCTR, consolidation–tumor ratio.
bSVR, solid volume ratio.

Fig. 2 (A) The areas under the ROC curve of CTR, average CT value of nodules, and SVR for predicting pathological grading of lung
adenocarcinoma were 0.761, 0.768, and 0.777, respectively. (B) The areas under the ROC curve of CTR, average CT value of nodules, and SVR for
predicting lymph node metastasis were 0.804, 0.858, and 0.873, respectively. CTR, consolidation–tumor ratio; ROC, receiver operating
characteristic; SVR, solid volume ratio.
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showed that volume analysis was superior to two-dimen-
sional analysis. Yanagawa et al22 performed computer-
assisted volume measurements on preoperative thin-layer
CT scans of stage 1 lung adenocarcinoma patients and
reported that solid portion volumes greater than 1.5 cm3

or solid portion proportions greater than 63% were found to
be independent risk factors for recurrence or death of stage 1
lung adenocarcinoma patients. Kitazawa et al23 studied 96
patients with less than 2 cm of ground-glass nodule and
reported that the three-dimensional average CTvaluewas an
important parameter for predicting infiltration, and the
results were better than the two-dimensional average CT
value. Wu et al24 conducted a multicenter study, dividing
groundglass nodules into solid andgroundglass components
through 3D reconstruction, measuring their 3D volume and

CTvalues, respectively, and establishing a predictive infiltra-
tion model, obtaining good diagnostic effect. However, pre-
vious studies have mainly analyzed the diagnostic value of
three-dimensional CT quantitative parameters for the inva-
sive status of lung cancer patients, and there is no research
on their predictive value for the pathological grade or lymph
node metastasis status of lung adenocarcinoma patients. In
this study, multiple CT quantitative parameters, such as the
CTR, solid-to-volume ratio (SVR), and average CTvalue of the
nodules, were included. The analysis results indicated that
three-dimensional parameters had better predictive perfor-
mance than two-dimensional parameters in predicting the
pathological grade and lymph node metastasis of lung
adenocarcinoma. The AUCs for the CTR and SVR for predict-
ing the pathological grade of lung adenocarcinoma were

Table 5 Comparison of diagnostic efficacy (area under the receiver operating characteristic curve) of different CT quantitative
parameters

Pathological grading Lymph node metastasis

Maximum diameter of the tumor 0.545 0.705

Maximum diameter of the solid part 0.697 0.845

CTRa 0.761 0.804

Total volume of the nodule 0.568 0.724

Volume of the solid part 0.719 0.863

SVRb 0.777 0.873

Average CT value of the nodule 0.768 0.858

Average CT value of solid part 0.764 0.850

Nodule mass 0.638 0.798

Mass of the solid part 0.722 0.864

aCTR, consolidation–tumor ratio.
bSVR, solid volume ratio.

Table 6 Sensitivity and specificity corresponding to different diagnostic criteria

Pathological grading Lymph node metastasis

Diagnostic
criteria

Sensitivity Specificity Diagnostic
criteria

Sensitivity Specificity

Maximum diameter of the tumor 11mm 95.3% 4.2% 18mm 94.6% 35.3%

Maximum diameter of the solid part 7mm 95.3% 19.1% 15mm 97.3% 53.6%

CTRa 0.45 95.3% 27.5% 0.67 97.3% 46.1%

Total volume of the nodule 389mm3 95.3% 4.7% 1,408mm3 97.3% 36.3%

Volume of the solid part 134mm3 95.3% 28.8% 995mm3 97.3% 62.1%

SVRb 5.0% 97.2% 20.8% 47.1% 97.3% 60.5%

Average CT value of the nodule �470 HU 95.3% 23.3% �211 HU 97.3% 56.5%

Average CT value of solid part �130 HU 96.3% 22.0% �52 HU 97.3% 51.3%

Nodule mass 415 HU·mm3 95.3% 13.1% 1,477 HU·mm3 97.3% 49%

Mass of the solid part 100 HU·mm3 95.3% 26.3% 836 HU·mm3 97.3% 59.5%

Abbreviation: HU, Hounsfield unit.
aCTR, consolidation–tumor ratio.
bSVR, solid volume ratio.
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0.761 and 0.777, respectively, and the AUCs for predicting
lymphnodemetastasiswere 0.804 and 0.873, respectively. In
addition, univariate and multivariate analyses incorporating
multiple clinical factors, such as age, sex, smoking history,
and cancer-associated antigens, suggested that the SVR is an
independent predictor of highly malignant lung adenocarci-
noma pathology, while the SVR and pathological malignancy
grade are independent predictors of lymph node metastasis.
This finding suggested that the SVR has greater clinical value
for predicting pathological grade and lymph nodemetastasis
in lung adenocarcinoma patients.

From a clinical application perspective, we focused more
on the high sensitivity of prediction methods to reduce
missed diagnoses. Based on the results of this study, with
an SVR >5% as the standard, the sensitivity of predicting the
pathological grade of lung adenocarcinoma was 97.2%, and
the negative predictive value was 96%. According to the
above criteria, 97.2% of highly malignant lung adenocarci-
nomas could be screened out, and 96% of patients who tested
negativehad low-grademalignancies. Therefore, for T1-stage
lung adenocarcinoma patients who meet the SVR <5%
standard, subpulmonary lobectomy could be chosen. The
sensitivity of predicting lymph node metastasis based on an
SVR >47.1% was 97.3%, with a negative predictive value of
99.5%. According to the above criteria, 97.3% of lung adeno-
carcinomas with lymph node metastasis can be screened,
and 99.5% of lung adenocarcinoma-negative patients have no
lymph node metastasis. Therefore, T1-stage lung adenocar-
cinomapatientswhomeet the SVR<47.1% standard could be
exempted from lymph node dissection or sampling.

Previous studies have used three-dimensional quantita-
tive parameters of pulmonary nodules, such as volume, CT
value, volume doubling time, andmass doubling time,23,25 to
predict tumor invasiveness. This study was the first to use
these parameters to predict the pathological grade and
lymph node metastasis of lung adenocarcinoma, and the
corresponding thresholds obtained have high sensitivity and
negative predictive value. According to the above volume
ratio standards, unnecessary lobectomy and lymph node
dissection might be avoided for some patients, which would
be of important clinical significance.

Study Limitations
First, this single-center study included a limited number of
patients and has certain representative significance. In the
future, multicenter studies will be conducted to increase the
number of cases and expand the representativeness of this
study. In addition, there is currently no unified standard for
the segmentation methods and thresholds of real parts in
clinical applications, and there is an urgent need to conduct
more prospective studies to establish a unified threshold for
solid part segmentation. Finally, due to the short follow-up
time of the patients in this study, the prognostic significance
of the above imaging parameters could not be analyzed. We
will release corresponding follow-up data within the next 2
to 3 years.

Conclusion

The proportion of solid volume is an independent predictive
factor for the pathological grade and lymph node metastasis
of T1-stage lung adenocarcinoma. The proportion of solid
volume may replace the CTR as a better predictive indicator
for the pathological grade and lymph node metastasis of T1-
stage lung adenocarcinoma.

Data Availability Statement
All authors had full access to the data in the study and took
responsibility for the integrity of the data and the accura-
cy of the data analysis.

Authors’ Contribution
Conceptualization, Y.L., N.X., and N.J. Methodology,
Y.L. and N.X. Investigation, J.G. Formal analysis, Y.L. and
N.X. Resources, Y.L., H.L., C.Z. Writing—original draft,
Y.L. andN.J.Writing—reviewand editing, N.X. Visualization,
Y.L. Supervision, Z.Z.

Conflict of Interest
None declared.

Acknowledgment
Wethank all themembers of the PathologyDepartment of
the PLA 960th Hospital for sharing valuable material and
research support.

References
1 Suzuki K, Koike T, Asakawa T, et al; Japan Lung Cancer Surgical

Study Group (JCOG LCSSG) A prospective radiological study of
thin-section computed tomography to predict pathological non-
invasiveness in peripheral clinical IA lung cancer (Japan Clinical
Oncology Group 0201). J Thorac Oncol 2011;6(04):751–756

2 Saji H, Okada M, Tsuboi M, et al; West Japan Oncology Group and
Japan Clinical Oncology Group. Segmentectomy versus lobecto-
my in small-sized peripheral non-small-cell lung cancer
(JCOG0802/WJOG4607L): a multicentre, open-label, phase 3,
randomised, controlled, non-inferiority trial. Lancet 2022;399
(10335):1607–1617

3 Suzuki K, Watanabe SI, Wakabayashi M, et al; West Japan
Oncology Group and Japan Clinical Oncology Group. A single-
arm study of sublobar resection for ground-glass opacity domi-
nant peripheral lung cancer. J Thorac Cardiovasc Surg 2022;163
(01):289–301.e2

4 Yoon DW, Kim CH, Hwang S, et al. Reappraising the clinical
usability of consolidation-to-tumor ratio on CT in clinical stage
IA lung cancer. Insights Imaging 2022;13(01):103

5 Xi J, Yin J, Liang J, et al. Prognostic impact of radiological
consolidation tumor ratio in clinical stage IA pulmonary ground
glass opacities. Front Oncol 2021;11:616149

6 Lin B, Wang R, Chen L, Gu Z, Ji C, Fang W. Should resection extent
be decided by total lesion size or solid component size in ground
glass opacity-containing lung adenocarcinomas? Transl Lung
Cancer Res 2021;10(06):2487–2499

7 Kim H, Goo JM, Kim YT, Park CM. Consolidation-to-tumor ratio
and tumor disappearance ratio are not independent prognostic
factors for the patientswith resected lung adenocarcinomas. Lung
Cancer 2019;137:123–128

Thoracic and Cardiovascular Surgeon Vol. 73 No. 4/2025 © 2024. The Author(s).

Solid Volume Ratio in T1 Lung Adenocarcinoma Liu et al. 315



8 Ye T, Deng L, Wang S, et al. Lung adenocarcinomas manifesting as
radiological part-solid nodules define a special clinical subtype. J
Thorac Oncol 2019;14(04):617–627

9 El-Baz A, Beache GM, Gimel’farb G, et al. Computer-aided diagno-
sis systems for lung cancer: challenges and methodologies. Int J
Biomed Imaging 2013;2013:942353

10 Yamamoto S, Hao J, Matsumoto M, et al. Image processing for
computer-aided diagnosis of lung cancer by CT (LSCT). Syst
Comput Jpn 2010;25(02):67–80

11 Hattori A, Suzuki K, Takamochi K, et al; Japan Clinical Oncology
Group Lung Cancer Surgical Study Group. Prognostic impact of a
ground-glass opacity component in clinical stage IA non-small cell
lung cancer. J Thorac Cardiovasc Surg 2021;161(04):1469–1480

12 Moreira AL, Ocampo PSS, Xia Y, et al. A grading system for invasive
pulmonary adenocarcinoma: a proposal from the international
association for the study of lung cancer pathology committee. J
Thorac Oncol 2020;15(10):1599–1610

13 Moon Y, Kim KS, Lee KY, Sung SW, Kim YK, Park JK. Clinicopatho-
logic factors associated with occult lymph node metastasis in
patients with clinically diagnosed N0 lung adenocarcinoma. Ann
Thorac Surg 2016;101(05):1928–1935

14 Park JK, Kim JJ, Moon SW, Lee KY. Lymph node involvement
according to lung adenocarcinoma subtypes: lymph node in-
volvement is influenced by lung adenocarcinoma subtypes. J
Thorac Dis 2017;9(10):3903–3910

15 Zhao Y, Wang R, Shen X, et al. Minor components of micro-
papillary and solid subtypes in lung adenocarcinoma are predic-
tors of lymph node metastasis and poor prognosis. Ann Surg
Oncol 2016;23(06):2099–2105

16 Chang C, Sun X, Zhao W, et al. Minor components of micro-
papillary and solid subtypes in lung invasive adenocarcinoma
(�3 cm): PET/CT findings and correlations with lymph node
metastasis. Radiol Med 2020;125(03):257–264

17 Lee KH, Goo JM, Park SJ, et al. Correlation between the size of the
solid component on thin-section CT and the invasive component
on pathology in small lung adenocarcinomas manifesting as
ground-glass nodules. J Thorac Oncol 2014;9(01):74–82

18 Hwang EJ, Park CM, Ryu Y, et al. Pulmonary adenocarcinomas
appearing as part-solid ground-glass nodules: is measuring solid
component size a better prognostic indicator? Eur Radiol 2015;25
(02):558–567

19 Tsutani Y, Miyata Y, Nakayama H, et al. Prognostic significance of
using solid versuswhole tumor size on high-resolution computed
tomography for predicting pathologic malignant grade of tumors
in clinical stage IA lung adenocarcinoma: a multicenter study. J
Thorac Cardiovasc Surg 2012;143(03):607–612

20 Goldstraw P, Chansky K, Crowley J, et al; International Association
for the Study of Lung Cancer Staging and Prognostic Factors
Committee, Advisory Boards, and Participating Institutions Inter-
national Association for the Study of Lung Cancer Staging and
Prognostic Factors Committee Advisory Boards and Participating
Institutions. The IASLC Lung Cancer Staging Project: Proposals for
Revision of the TNM Stage Groupings in the Forthcoming (Eighth)
Edition of the TNM Classification for Lung Cancer. J Thorac Oncol
2016;11(01):39–51

21 Dziadziuszko K, Szurowska E. Pulmonary nodule radiological
diagnostic algorithm in lung cancer screening. Transl Lung Cancer
Res 2021;10(02):1124–1135

22 YanagawaM, Tanaka Y, Leung AN, et al. Prognostic importance of
volumetric measurements in stage I lung adenocarcinoma. Radi-
ology 2014;272(02):557–567

23 Kitazawa S, Saeki Y, Kobayashi N, Kikuchi S, Goto Y, Sato Y. Three-
dimensional mean CT attenuation value of pure and part-solid
ground-glass lung nodules may predict invasiveness in early
adenocarcinoma. Clin Radiol 2019;74(12):944–949

24 Wu G, Woodruff HC, Shen J, et al. Diagnosis of invasive lung
adenocarcinoma based on chest CTradiomic features of part-solid
pulmonary nodules: a multicenter study. Radiology 2020;297
(02):451–458

25 Li Q, Gu YF, Fan L, Li QC, Xiao Y, Liu SY. Effect of CTwindowsettings
on size measurements of the solid component in subsolid nod-
ules: evaluation of prediction efficacy of the degree of pathologi-
cal malignancy in lung adenocarcinoma. Br J Radiol 2018;91
(1088):20180251

Thoracic and Cardiovascular Surgeon Vol. 73 No. 4/2025 © 2024. The Author(s).

Solid Volume Ratio in T1 Lung Adenocarcinoma Liu et al.316


