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Reviewer A

Reply:

Thank you for your indications. We retrospectively evaluate whether radiological tools
for NSCLC. According to your suggestions, we corrected the word as follows in sentences.
Various radiological tools have been introduced to determine the malignancy or prognosis
of lung carcinomas.

Reply:
We are sorry for this mistake. According to your suggestions and manuscript regulation,
we corrected Patients to Methods.

Reply: Thank you for your indications. We analyzed disease-free survival and overall
survival.

Reply:
Thank you for bringing it to my attention. According to your suggestions, we corrected

the paragraph.



—600 Hounsfield units (HU); width, 1500 HU

Reply:

Thank you for your indication. According to your suggestions, we corrected the
paragraph.

TDR (%): (1 — ( MD / whole-tumor diameter))>100

Reply:
Thank you for your indication. We just evaluated the prognostic factor of clinical stage I
lung cancer using HRCT. To evaluate the pathological stage deviates from the subjective

of this study, we did not include pathological parameters.

Reply:

Thank you for your suggestion. According to your suggestions, we corrected the
sentence. The cNO-staged NSCLCs were categorized in the following clinical T
categories in Table 1.

Reply:

Thank you for your indications. According to your suggestions, we corrected the



sentence. The incidences of CTR (<0.5) were 100% (11/11) in T1mi, 61.0% (25/41) in
Tla, 88.5% (10/113) in T1b, and 0% (0/95) in T1c.

PS8-L.1-2: Following the order of Table 1, the global TDR results (by percent range)
should appear here, before MD Results. And in Table 1, the incidence of TDR should

appear by stages, as it has been discussed with CTR.

P.8-L.3: The sentence must be completed: “patients with perceivable mutation status,
81.8% (9/11) of them harbored EGFR in TImi”

P.8-L.5.: As the results for EGFR are expressed, the KRAS results should also appear, as

shown in Table 1.

Reply:
Thank you for your indications. We had many mistakes, but we prepared the table2.

According to your suggestions, we added the next sentence;

The cNO-staged NSCLCs were categorized in the following clinical T categories in Table
1. The incidences of various radiological implements and mutation status corresponded

to clinical T categories in Table 2.

. It seems correct to me to indicate the EGFR and KRAS mutations observed; however,
they are not used to determine survival based on them. It could have been an interesting

addition.

Reply:

Thank you for your indication. In this study, we did not evaluate survival results between
these mutations, because to evaluate these mutations deviates from the subjective of this
study.

. P8-L.6 and 8: The results obtained indicate a worse prognosis "with> 75 in TDR";
however, other studies find this value as a favorable prognostic factor. THE DISCUSSION
DOES NOT ANALYZE THIS.



Reply:

We are sorry and appreciate for your indication. We corrected table 1, and comments of
figure 2(C), and 3(C).

Black: >75, Red: 26-75, and Blue: <25.

(Our outcome of TDR <25 showed worse prognosis similar to other reports.)

Reply:

Thank you for your indications. According to your suggestions, we corrected the next
sentences, and comments of figure 2(C), and 3(C).

In the TDR subgroup analysis, the 5-year DFS and OS rates were 70.5%, 86.0%, and
95.1%, and 95.1%, 89.4%, and 92.4% in the <25, 26-75, and >75 TDR groups,
respectively (Figure 2C and 3C).

Reply:

According to your suggestions, we corrected the sentence as follows.

After adjustment for potential confounding factors, the risk of poor DFS and OS increased
gradually for each radiological parameter, with the significantly poorest DFS being
associated with >0.5 in CTR (p = 0.01), with <25 in TDR (p = 0.02), and with 6-20 and
>20 mm in MD (p = 0.04 and p < 0.01). Significantly increased risks of poor OS were
observed for <25 in TDR (p = 0.02), and >20 mm in MD (p = 0.02), but not for >0.5 in
CTR (p = 0.62).

Reply:

According to your suggestions, we corrected the sentence as follows.

The ground glass tumor size has played a very important role in preoperative clinical
evaluation,



Reply:

Thank you for your suggestion. According to your suggestions, we corrected the sentence
as follows. Finally, the estimated HRs for DFS, and OS were calculated according to
Clinical T category, CTR, TDR, and MD as radiological parameters (Table 2), layered
parameter using consolidation size and/or MD could contribute superior prognostic
parameter compared to those of CTR or TDR.

Reply:

According to your suggestions, we corrected the sentence as follows.

However, this work had the strength that the study population was relatively acceptable,
and we did not need to rule out inherent potential bias with respect to the surgical
indication for thoracoscopy surgery because thoracotomy was performed in all cases.

Reply:

In this study, we evaluated not adenocarcinoma, but NSCLCs.

Reply:
Thank you for your indication. According to your suggestions, we added the sentence as

follows in front of the second part of the discussion.



Several reports described that CTR and TDR were not prognostic parameters for clinical
stage | lung adenocarcinomas [9, 14, 15, 16]. Nowadays, it is considered that the size of
the consolidation diameter itself is important as a prognostic factor in terms of tumor
morphology, whereas the CTR and TDR relatively evaluate the component of the
consolidation to the overall tumor diameter. For the total adenocarcinomas, clinical T
category was better radiological prognostic tool [9].

We modified.

Reviewer B

Reply:

Thank you for your indications. In this paper, we reconsidered the findings so far and at
the same time studied what are the optimal radiographic tool including MD. In total
NSCLCs, all radiological tools revealed significant correlations with prognosis in the
patients with ¢cT1NO-staged NSCLCs. We recommend the use of MD in a clinical context.

We received the request of editorial from this journal. There was not the article about the

long-term outcomes in MD, therefore we invested those using our own clinical data.



Reply:

Thank you for bringing it to my attention. According to your suggestions, we corrected
the next sentences, and comments of figure 2(C), and 3(C).

In the TDR subgroup analysis, the 5-year DFS and OS rates were 70.5%, ??%, and 86.0%,
and 95.1%, 89.4%, and 92.4% in the <25, 2675, and >75 TDR groups, respectively
(Figure 2C and 3C).

Reply:

We selected the subjects with small lung cancer to compare T1mi/T1a with other tumors.

Reply:
According to your suggestions, we added the sentence as follows in conclusion.
We suggested that NSCLCs with larger MD should be planned more increased

surveillance.
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