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[ Abstract ] Background and objective In clinical Ia (cT1NOMO) patients, some may have poor prognosis,
for it might occur pathologic N1 (pN1) or N2 (pN2) postoperatively. The aim of this study is to determine the radio-
logicaland pathological factors related to clinical Ia adenocarcinoma. Methods The retrospective study was conducted
on 297 clinical Ia adenocarcinoma patients resected at our hospital between May 2012 to December 2016. The clinical
profiles, radiological and pathological features were analyzed between nodal upstaging group and non-upstaging group.
Results Of 297 patients treated for cNO tumors, 250 cases (84.2%) were confirmed postoperatively as having pNO
tumors, and 47 (15.8%) were confirmed as having pN1 or pN2 tumors. Female, low smoking index, micropapillary pre-
dominant and solid predominant adenocarcinoma, puresolid tumor and large tumor size were all more frequently seen
in the nodal upstaging group than in the pNO group (P<0.05). Logistic regression indicate that radiological solid tumor,
micropapillary predominant and solid predominant adenocarcinoma and vessel invasionare the risk factors of nodal
upstaging in clinical Ia adenocarcinoma. Conclusion Radiological solid tumors, micropapillary predominant and solid
predominant adenocarcinoma andvessel invasion are risk factors for nodal upstaging for early stage lung cancer. Radio-
logical solid tumors should perform SLND in Ia adenocarcinomas.

[ Keywords ] Lung neoplasms; Clinical early stage; N upstaging; Radiology; Pathology
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Tab 1 Clinical profiles

Non-upstaged (n=250) Upstaged (n=47) P
Age (yr) 60.221+8.190 59.47£7.544 0.561
FEV,, predicted 2.91%+0.67 2.78+0.44 0.099
Smoking history 0.007
Yes 68 5
No 182 42
Gender 0.031
Male 88 9
Female 162 38
Type of resection 0.217
Sublobectomy 32 2
Lobectomy 220 49
Surgical approaches 0.190
VATS 173 29
RATS 75 16
Thoractomy 2 2
Tumor location 0.171
Left upper lobe 86 13
Left lower lobe 36 9
Right upper lobe 57 1
Right middle lobe 22 2
Right lower lobe 49 12
History of hypertension 0.436
Yes 83 19
No 167 28
History of tuberculosisn 0.356
Yes 1 1
No 239 46
History of diabetes 0.179
Yes 43 3
No 207 44
History of rheumatoid arthritisn 0.543
Yes 2 0

47
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Tab 2 Comparison on radiological and pathological characteristics
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Non-upstaged (n=250) Upstaged (n=47) P
Enhanced sign 0.044
Yes 65 19
No 185 28
Lobulation sign 0.083
Yes 84 22
No 166 25
Tumor pattern 0.002
Solid tumor 35 10
Mixed tumor or pure GGO 115 37
Spicular sign 0.989
Yes 96 18
No 154 29
Subtype of adenocarcinoma <0.000,1
MIP or Sol predominant adenocarcinoma 42 15
Other subtypes of adenocarcinoma 208 32
Visceral pleural involvement 0.002
Yes 84 27
No 166 20
Vessel invasion <0.000,1
Yes 12 35
No 238 12
Tumor size (cm) 1.851+0.841 2.461x0.750 <0.000,1

Other subtypes of adenocarcinoma include: AlS: adenocarcinoma in situ; MIA: minimally invasive adenocarcinoma; Lep: nonmucinous lepidic

predominant adenocarcinoma; Aci: acinar predominant adenocarcinoma; Pap: papillary predominant adenocarcinoma; MIP: micropapillary

predominant adenocarcinoma; Sol: solid predomina@derci@\a. |:| |:| |:|
www.lungca.org



op ] it 2 7520184FE6 J1 55214 55 64]  Chin J Lung Cancer, June 2018, Vol.21, No.6

. 467 -

%3 NSE LEBEXNERARFTED
Tab 3 Multivariate analysis for factors associated with nodal upstaging

Covariates P Hazard ratio 95%Cl
Tumor pattern 0.028 2.597 1.109-6.061
Subtype of adenocarcinoma <0.000,1 2.071 1.466-2.925
Vessel invasion <0.000,1 10.010 1.907-12.015
Enhanced sign 0.793 1.147 0.412-3.191
Visceral pleural involvement 0.188 2.012 0.198-1.374
Tumor size 0.669 1.154 0.598-2.226
Smoking history 0.089 0.028 0.043-1.244
Gender 0.125 0.338 0.084-1.352
1.0
Non-upstaged group
Upstaged group
0.8
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§ Fig 1 Overall survival curves of
patients according to N status.
0.2 In nodal upstaged patients,
3-year OS of 80.85% (mean OS
of 42 months; 95%Cl: 37-47),
while in non-upstaged group,
0.0 — 3-year OS of 99.60% (mean OS
of 62 months; 95%Cl: 60-65)
0.0 20.0 40.0 60.0
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