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[ Abstract ] Background and objective Preoperative diagnosis and differential diagnosis of small solid pulmonary
nodules are very difficult. Computed tomography (CT), as a common method for lung cancer screening, is widely used in clini-
cal practice. The aim of this study was to analyze the clinical data of patients with malignant pulmonary nodules and intrapul-
monary lymph nodes in the clinical diagnosis and treatment of <1 cm solid pulmonary nodules, so as to provide reference for
the differentiation of the two. Methods Patients with solid pulmonary nodules who underwent surgery from June 2017 to June
2020 were analyzed retrospectively. The clinical data of 145 nodules (lung adenocarcinoma 60, lung carcinoid 2, malignant
mesothelioma 1, sarcomatoid carcinoma 1, lymph node 81) were collected and finally divided into two groups: lung adenocar-
cinoma and intrapulmonary lymph nodes, and their clinical data were statistically analyzed. According to the results of univari-
ate analysis (¥’ test, t test), the variables with statistical differences were selected and included in Logistic regression multivariate
analysis. The predictive variables were determined and the receiver operating characteristic (ROC) curve was drawn to get the
area under the curve (AUC) value of the area under the curve. Results Logistic regression analysis showed that the longest
diameter, Max CT value, lobulation sign and spiculation sign were important indicators for distinguishing lung adenocarci-
noma from intrapulmonary lymph nodes, and the risk ratios were 106.645 (95%CI: 3.828-2,971.220, P<0.01), 0.980 (95%CI:
0.969-0.991, P<0.01), 3.550 (95%CIL: 1.299-9.701, P=0.01), 3.618 (95%CI: 1.288-10.163, P=0.02). According to the results of
Logistic regression analysis, the prediction model is determined, the ROC curve is drawn, and the AUC value under the curve is
calculated to be 0.877 (95%CI: 0.821-0.933, P<0.01). Conclusion For <1 cm solid pulmonary nodules, among many factors,
the longest diameter, Max CT value, lobulation sign and spiculation sign are more important in distinguishing malignant pul-

monary nodules from intrapulmonary lymph nodes.
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Tab 1 The quantitative variables and the results of univariate analysis

Quantitative variables Lymph node group (n=81)

(Mean=SD, range)

Lung adenocarcinoma group (n=60) P
(Mean=£SD, range)

Age (yr) 59.02+9.83 (30-78)
CEA 2.37+1.13 (0.37-5.50)
NSE 13.98+3.43 (8.91-26.80)
CYFRA211 2.57%1.05 (0.71-6.02)
ProGRP 41.51%18.14 (15.18-153.55)
Size (cm) 0.7240.16 (0.38-0.99)

Maximum CT value (HU) of ROI 90.43+193.93 (-153-1634)

60.8018.84 (37-81) 0.271
3.19£3.52 (0.66-26.81) 0.052
14.55+5.23 (7.71-33.57) 0.440

2.74%1.31 (0.93-6.6) 0.386

43.49£27.13 (16.17-224.34) 0.604
0.83%0.15 (0.41-0.99) <0.001
33.63%45.52 (-174-114) 0.028

CEA: carcinoembryonic antigen; NSE: neuron-specific enolase; CYFRA21-1: cytokeratin 19 fragment; ProGRP: pro-gastrin releasing peptide; CT:

computed tomography; ROI: region of interest.
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Tab 2 The qualitative variables and the results of univariate analysis

Variables Lymph node group (n=81) Lung adenocarcinoma group (n=60) P
Gender Male 41 28 0.643
Female 40 32
Lobulation Yes 17 44 <0.001
No 64 16
Spiculation Yes 16 40 <0.001
No 65 20
Smoking status Yes 27 18 0.675
No 54 42
Family history of lung cancer Yes 1 2 0.393
No 80 58
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Tab 3 The binary Logistic regression analysis of lung adenocarcinoma
group and lymph node group

Item OR 95%Cl P

Size 106.645 3.828-2,971 0.006
Maximum CT value of ROI 0.980 0.969-0.991 0.001
Lobulation 3.550 1.299-9.701 0.014
Spiculation 3.618 1.288-10.163 0.015
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(HE, X400) ; C: B1%, 60%, L4415 (0.96 cm) , 2RtiK, EFIE; D:

fRIEZRARIEERE (HE, X400) .

Fig 1 CT images and histopathological findings of 1 case of
pulmonary adenocarcinoma nodule and 1 case of pulmonary lymph
node nodule. A: Female, 66 years old, a solid nodule (0.72 ¢cm), no
lobulation and speculation; B: pathology: lymph node (HE, X400); C:
Male, 60 years old, a solid nodule (0.96 cm), lobulation, speculation;
D: pathology: invasive adenocarcinoma (HE, X400).
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Fig 2 The ROC curves for the prediction model. The AUC value
using the prediction model was 0.877. ROC: receiver operating

characteristic; AUC: area under the curve.
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