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Research Progress on The Correlation
between CT Density and Pathology of
Subcen-timeter Pulmonary Nodules
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ABSTRACT

Early lung cancer is manifested as pulmonary nodules on CT, and the qualitative diagnosis of
subcentimeter lung nodules with diameter <10mm is the focus of clinical attention. Lung nodules
can be divided into solid, pure ground glass and mixed ground glass nodules according to CT density.
The probability of benign and malignant pulmonary nodules with different densities is different, and
the malignant probability of mixed ground glass nodules is higher. CT density is of great significance
in determining the nature of pulmonary nodules. Understanding the correlation between CT density
findings and pathological findings of subcentimeter pulmonary nodules is helpful to improve the
understanding of subcentimeter pulmonary nodules and the accuracy of differential diagnosis. In
this review, the correlation between CT density findings and pathological findings of subcentimeter
pulmonary nodules in recent years is reviewed, which provides clinical decision-making for the
management of pulmonary nodules.

Keywords: Sub-centimeter Pulmonary Nodule; Density; Lung Adenocarcinoma,; Pathology
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TERFE S ISR GPRMNER<IcmBIBM Y. XER,. BERSHFmHLE
g, AIRARNSE, FEGHERR. M HREER A RFREY,

TEKMETS BELTFHEFNE, SHBETEEAERER, EEQIEE M
ERITISBCTRENEREN. BEEFRTIAMRE. BHEASEREEMES, T
MRT RS, MRS SRMETNEE, BEER FTEKGES T X
HREAE, BHIEFAELEXMBESBIRMEN, GXEIRE", 20%~70%HILEXH
R REM, EHLIE RSSO E S MR TE R E N E A,

MALERRFARERE SE T EXFHLET REMNSIE, BFHERY
FIER/ WA HNBRBRT RS EE—ENEREMEREE", IR AR S
BT RBBHR R T SRR AT R E S EEF B E R, MBCTEEMME SR ER
EMLHSERANFE, UEXMEHCTIERSE, MEHA), ZEARNERZS
(American College of Chest Physicians, ACCP) fE{5R iR, BRE<SmMmBIFHLET
EMEEEETF1%, 5-10mmvsE T MR LYR6-28%", UREBES, MHMHE.
ERE. =HME. NEERTSHTZTINISBEETE XY, BXEARHFREAEL
RN, BEOTEMBEFTERR), MATEFRDE, BHOTREETR, Eit
2% F3TH BT M RS 2 SRR RS — R

MEPHNTEREEARY, RIECTBE, ST o EME S ML,
BEEX BEAERELET (pure ground—class nodule, pGGN)FIIRZx 2R EE 4515 (mixed
ground-glass nodule, mGGN)"™", SEMEFERRENINRARBELT, HAME
RESEEARAN; pGONRISEHEERS FRABEMELR, BT RABNEN%
SENETE; MGONZEENTFHAEZE"" . FRBENLET BTMHHEER—,
HenschkeZ LR IRE, SSMESHTHBERNT%, pGONRIEMEEL18%,
TIMGGN B = A 1563%. FILCTRE T LUWERTNE S HREERMNEL BEEN
BEIENT, BEUCTERE, B K& (hounsfield unit, HU).

2 CTREEZERNRERE
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40-800 HU™,
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THEMMEL, BEMALCTEEM, (3)FHEHIFE(tumor
microenvironment, TME): TMEGEMEMAE. REMAE. Mg
MHEXMTLEAPELTHAR, BENSHBLRE. KB, BB
HEEYLITRIIHFT. Karin EZEARIRIEME S £HRE.
RARNRERE. MESE%E, TMENAMRARTINERSS
BFIARE, EFfNSNRE (X)) RNMAEAREEHERE
5, MalRCTEFANBERN. MEBEHREN, AR
RENMEEX ERMABINET W5 ECTEMMEN K,

3 BMHEPCTRESHENNY

FEMETCIBRESR, EXESEHRTLN, B
WML 563%, pGGNAH27%, MGGNAE10%, &
FRARMESHCTRES 2B BT RBYIEE, FlMm
MR, CTEETE2HEMARY, SFEHHN40-70%, &
IR R 2 A AT 4 AR M AR PO AT 4 B AR 4R (Masson/ M) 3818
FaREMMaE, BHMARSSE TR, EFHEAFETR
SMEANERBEE, NEERSNKL, EFEEM SR
TREWAMES ERMMasson/MEERIK, FERTSERGE
EEmasaX",

4 BEEEBCTRESHRENN Y

BEEEREN T EXFETHRE NARELRY, Rz

2021 F R DEABRFBHFHMEARZHESFY, ke
D AFGZIBMERRRE (minimally invasive adenocarcinoma, MIA)
X284 iR E (invasive adenocarcinoma cancer, IAC), T2
WA R ERR T AVIEE B ARIEIFIE & (atypical adenomatous
hyperplasia, AAH) R {iIiF % (adenocarcinoma in situ, AIS)TE
DR AP RVANREFIIRR LT,
4.1 AERENHNERE ZiEIANREZHIRFETHRE
MRT %S & BTEN, BAAH—AISSMIA—IACY, REE
AEHREBRTERIA—, BEXNNMIEEER. BAN—If
BERERRTEN, MNIRFEIESENFE, £HBNCTE
WERES RN MmEM, TEE"E—MER<1lcm M
BEERIEATMED LRI, AISUABERIBEZRENE(57.8%),
MIAZERLUESERER N E(84.2%), IACKRII A EWIE
(57.6%) FISZ 4515 (42.4%)

EERIBOMW, TEAAHKAISH, FILAREMBEZEEE
&, MRICABEME. MR kE, MARRISYSEE, 4
BHPAERE, BEFEREMALSEN, MILASS[EMMERE,
CTEZXRMAPGGNT; TEMIAT, BRI LUIEEERE K K
F, BRNEMTERE. Ik, FELELFIRERSEERIERDN
ANFRE, RS EARRBrESHaR kR ENRERA
K, MAEERRBENEEAMRILES, oM aEmmir. BE,
IE, MELIMARREZEENSR, 882/ KEEHI, CT
E&LmMGONRE;, HEEIACH, BAREKERNRKESS
SEW—FBIE, CTLITXRMAMGGONI LT,

EEIENE, AISEO#EMAIEHK, BEHAEE
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R, FREMAER, UL EaEeE X,
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AIS. MIAF IAC 15 CT B9 3I5-627HU. -45THU. -294HU,
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RIBRH Mg Mavtas,

42 AEHREBITRMIRE M EERBERAR D AEEER A
F AR (lepidic predominant adenocarcinoma, LPA). BEIR A
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FAUBRRE (acinar predominant adenocarcinoma, APA). ZL3IKA
FBURRSE (papillary predominant adenocarcinoma, PPA). %%
SR A E B BRI (micropapillary predominant adenocarcinoma,
MPA) LUKz 5214 9 F B BRSE (solid predominant, adenocarcinoma,
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