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Invasive mucinous adenocarcinoma
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Preinvasive lesions R AR AR

Atypical adenomatous hyperplasia A L 7R e A 5 AX AAH
Adenocarcinoma in situ (=3 cm, formerly BAC)| & f7 ld@AIS (<3cm, JESkRBAC)
Nonmucinous e[ i
Mucinous R 2
Mixed mucinous nonmucinous HERE R PRG R R TR A Y
Minimally invasive adenocarcinoma (=3 cm PR R MIA ( <3cm MEEEAR N
!epidip predominant tumor with =5-mm TR, S E<5mm)
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Mucinous R

Mixed mucinous nonmucinous {IF*E?TQ@/ R AL 2
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Invasive adenocarcinoma
Lepidic predominant (formerly nonmucinous
BAC pattern, with =5 mm invasion)

MEEEIRAE (FERIVIEREBAC, &
T4 >5mm )

Acinar predominant Ji??/@@jjf
Papillary predominant ?;LijU'jf ‘
Micropapillary predominant M?L?Mjﬁjf N
Solid predominant with mucin production ;E AN E ARG
Variants of invasive adenocarcinoma Eﬁﬂﬂ%ﬁ&ﬂ ‘
Invasive mucinous adenocarcinoma (formerly AR TERS B CROR RS REBAC
mucinous BAC) )
Colloid iy et
Fetal (low and high grade) BILEY K/ = BB
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This tumor consists primarily of lepidic

growth of tumor cells (L) with a mall (r5mm) central area of invasion (l).

TS-CT scan of a 66-year-old man shows a part-solid

nodule in the left upper lobe. B

Nonmucinous MIA. A



CT

® Solitary type: in which the shadows
represented solitary nodules or masses

® Pneumonic type: in which the shadows
represented consolidation with or without air
bronchogram that occupied extensive areas of
the lung lobe. The TS-CT findings of this type
of tumor are similar to those of pneumonia.

® Peripheral ground-glass opacity areas were
observed in both types.
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Figure 1. Radiological findings on admission. (A) A chest radiograph shows ground-glass opacity in
the right lower lung field. (B) Chest CT shows consolidation with surrounding ground-glass opacity

in the right lower lobe and bilateral subpleural reticular opacity.
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Figure 5: Invasive mucinous adenocarcinoma. Axial CT images at (a) lung and (b) mediastina! window settings and (c) fluorine 18
fluorodeoxyalucose positron emission tomographic scan show fluorodeoxyglucose—avid tumor in the right lower lobe. When multifocal, this
cancer was formerly called multicentric BAC. Microscopically, these adenocarcinomas contain abundant mucinous tumor cells, often a
lepidic growth pattern, and are also often predominantly invasive, CT findings vary widely and include consolidations, air bronchograms, and
multifocal and sometimes multilobar sofid and subsolid nodules or masses, which tend to be centrilobular or bronchocentric. Lower lobe
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