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ABSTRACT 
Introduction and aim. Lung adenocarcinoma (LADC) is the most diagnosed histological subtype of lung cancer and the lead-
ing cause of cancer death in men in Algeria. Defining the circumstances that preceded the diagnosis improves the manage-
ment options and reduces its incidence. However, data for this critical period are lacking. We report the case of a patient whose 
onset of severe COVID-19 and the incidental finding of an undefined LADC overlapped and delayed care of the malignancy.
Case description. We present the case of a 65-year-old man, with invasive LADC discovered during a chest CT scan performed 
for suspected severe COVID-19. We describe the diagnostic methods and the patient. Histological examination by biopsy re-
quired to confirm diagnosis could not be performed due to chronic hypoxemia in the patient, which prevented the complete 
pathological diagnosis and staging of the disease. 
Conclusion. Given the prevalence and aggressiveness of LADC in men in Algeria, our study underscores the critical need to 
develop screening programs, aimed at identifying the disease in asymptomatic patients, in asymptomatic patients that could 
significantly improve the chances of successful treatment. This is particularly important because LADC patients often develop 
serious pathologies that can limit their treatment options. COVID-19 serves as a stark example of such limiting interference, 
further highlighting the importance of early detection in the management of LADC. 
Keywords. chest CT, COVID-19, hypoxemia, LADC, screening

Introduction 
Lung adenocarcinoma (LADC), the most common his-
tological subtype of nonsmall cell lung cancer (NSCLC), 
accounts for more than 40% of cases worldwide.1 The 
potential for early diagnosis of LADC (stages I and II) 

has been confirmed, as it is associated with a significant-
ly good prognosis, with a survival rate of nearly 100% 
after surgical resection.2 However, advanced LADC 
(stages III and IV), with its aggressive behavior and lim-
ited therapeutic options, remains a significant cause of 
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cancer-related deaths worldwide, resulting in a 5-year 
overall survival rate of less than 75%.3 

The circumstances of LADC diagnosis are variable. 
Although early stage LADC remains asymptomatic for 
an extended period, advanced LADC is often diagnosed 
with symptoms such as cough, sputum, and dyspnea.4 In 
the general population, incidental finding as a scenar-
io preceding the diagnosis of LADC has been described 
in many studies when this malignancy can be found at 
56% to 66.9% in asymptomatic patients during the in-
vestigation of unrelated symptoms or by screening.5 In-
terestingly, an estimable percentage of LADC could be 
discovered incidentally (9.1%).6 This incidental finding 
represents an opportunity for the patient to have a better 
chance of recovery and allows potentially curative treat-
ment, thus improving the overall survival rate. 

Between 2020 and 2022, the coronavirus disease 
2019 (COVID-19) pandemic caused by severe acute 
respiratory syndrome coronavirus 2 (SARS-CoV-2) 
has significantly impacted healthcare systems world-
wide.7-9 The increased use of chest imaging to diag-
nose COVID-19 during the pandemic has led to the 
incidental finding of non-COVID-19 related lung le-
sions, including malignancies.10,11 In particular, high in-
cidental findings of LADC were also found in patients 
with COVID-19 at 55.6%.12 However, the combination 
of COVID-19 and newly diagnosed malignancies has 
been described as a complicated onset since concurrent 
severity of COVID-19 could reduce the chances of pa-
tients starting cancer treatment before healing.13-15 In 
Algeria, the final statistics reported more than 272 thou-
sand confirmed cases of COVID-19 and over 6 thou-
sand deaths among the Algerian population.

Lung cancer is a real scourge among the Algerian 
population, since it is the most prevalent cancer among 
men (19.5%) with high mortality (10.4%).16 Several de-
scriptive studies of lung cancer have been carried out in 
Algeria before and after the pandemic. They were main-
ly conducted to describe demographic, epidemiological 
or clinicopathological features of different types of lung 
cancer, including LADC, from the time of pathological 
diagnosis or the time of treatment in the Oncology De-
partment.17-25 According to the study of the Lung Cancer 
Registry in Algeria (LuCaReAl) study, a comprehensive 
research initiative on lung cancer in Algeria, LADC rep-
resents 55% of newly diagnosed lung cancer patients. The 
LuCaReAl study showed that the proportion of advanced 
stages at diagnosis was alarming, mainly due to late diag-
nosis.22 Unfortunately, we were unable to find informa-
tion about incidental findings of lung cancer in general 
or invasive LADC specifically in those reports, and stud-
ies that elaborate the clinicopathological and radiological 
characteristic of incidental lung cancer during the inter-
val of imaging to pathological examination have not been 
addressed. Thus, the actual effect of the pandemic on the 

management of newly diagnosed cancer patients among 
Algerian patients has not been well documented so far 
and this lack of evidence is shared throughout the world. 
Therefore, more research to understand the impact of 
COVID-19 on this category of patients. 

Here, we present an example of a case with simul-
taneous diagnosis of severe COVID-19 pneumonia 
and newly diagnosed advanced LADC. Chest comput-
ed tomography (CT) imaging of COVID-19 diagnosis 
revealed CT abnormalities that led to the suspicion of 
advanced lung cancer, which could not be identified by 
pathology due to COVID-19-related complications. The 
diagnosis, thus remaining undefined, delayed the onco-
logic care of the patient. This case may be representative 
of other cases that deserve to be studied. Additionally, 
we hope that this report will provide valuable informa-
tion on the importance of screening for LADC at an ear-
ly stage before additional medical illness overshadows 
the clinical picture and minimizes the chances of a cure. 

Table 1. Laboratory data of the patient*
Test Day 2 Day 6 Day 12 Units Refence range

WBC 4.49 11.24↑ 11.41↑ 103/µL 4–10.2
Neutrophils 83.9↑ 89.0↑ 52.9 % 43.5–73.5
Lymphocytes 10.9↓ 7.61↓ 33.8↓ % 15.2–43.3
Red cells 4.90 4.73 5.55 106/µL 3.8–6.2
Monocytes 0.23↓ 2.68↓ 13.3↑ % 3–13
Hemoglobin 10.9↓ 11.45↓ 11.9↓ g/dL 13–17.5
CCMH 31.5 31.7 31.1 g/dL 31–37
MCV 70.6↓ 76.4↓ 69.0↓ fL 78–100
MCHC 22.2↓ 24.2↓ 21.4↓ pg 25–34
Hematocrit 34.6↓ 36.1↓ 38.3↑ g/dL 40–52
Platelets 189 246.9 425 103/µL 120–450
Alanine aminotransferase 42 76↑ 40 U/L 10–49
Aspartate aminotransferase 30 32 30 U/L 10–39
D-dimers 766↑ 589.6 381.0 ng/mL >50 years, <age ×10
CRP 91.65↑ -- 9.67 mg/L <10.00

*↓ – the value was below normal,↑ – the value was above 
normal

Description of the case
On November 28, 2021 (Day 1), a 65-year-old Caucasian 
male Algerian patient was referred to the emergency unit 
of our public hospital establishment located in Ain Ber-
da, Annaba, due to shortness of breath, dry cough, fever, 
chest pain, and a low percutaneous arterial oxygen satura-
tion (SpO2) at 83% breathing on room air. Due to the en-
demic location and the history of contact with confirmed 
positive COVID-19 person a few days before presentation, 
he was highly suspected of getting a COVID-19 infection. 
However, a nasopharyngeal test for the COVID-19 antigen 
was negative. In fact, a serological test of COVID-19 anti-
bodies suggested only an anterior contact with the virus. 
Therefore, no sufficient evidence could rule out a develop-
ing COVID-19 infection and he was admitted to an isola-
tion box. A chest computed tomography (CT), a real-time 
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polymerase chain reaction (RT-PCR), and a control sero-
logical test for the SARS-CoV-2 were prescribed. A routine 
examination was realized (Table 1), and vital signs were 
regularly monitored twice (Table 2).

Table 2. Clinical and laboratory data of the patient during 
hospitalization at COVID-19 unit*
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Reference range 0.60–1.10 1.10–1.30 > 92% > 92% < 90/<140 <90/<140 37/37
Day 4 -- 2.36↑ 60↓ 67↓ -- 120/60 -/37.9
Day 5 -- 1.48↑ 35↓ 48↓ 100↑/60 120/70 -/37.1
Day 6 1.63↑ 2.53↑ 30↓ 48↓ 150↑/80 150↑/100 -/36
Day 7 2.95↑ 2.56↑ 59↓ 43↓ 120/70 140/80 39↑/39↑
Day 8 2↑ 2.92↑ 45↓ 54↓ 150↑/80 140/80 39↑/39↑
Day 9 2.07↑ 1.2 81↓ 83↓ 170↑/100↑ 130/80 37.1/37
Day 10 2.12↑ 2.26↑ 69↓ 76↓ 130/80 150↑/90 37.2/37
Day 11 3.14↑ 2.44↑ 73↓ 74↓ 140/80 160↑/60 37/37.2
Day 12 3.34↑ 2.97↑ 67↓ 76↓ 130/80 130/70 37.1/37.1
Day 13 2.95↑ 2.56↑ 67↓ 82↓ 120/70 140/70 37/36.9
Day 14 1.80↑ 1.20 81↓ 82↓ 140/70 140/70 37/36.9
Day 15 1.87↑ 2.7↑ 81↓ 71↓ 130/70 130/70 37/37
Day 16 1.46↑ -- -- -- 130/80 -- 37/36.9

*↓ – the value was below normal,↑ – the value was above 
normal, hematology and biochemistry laboratory testing 
were performed two times

On days 2 to 4, initial blood tests did not show a 
change in white cell blood count (CBC). However, there 
was an early inversion in the leukocyte formula (neu-
trophils reached 83.9% and lymphocytes decreased to 
10.9%), while platelets were normal. The blood type was 
O-positive. We noticed low hemoglobin and hematocrit. 
Blood ionogram (kaliemia and chloremia) and creatin-
emia were normal. High levels of D-dimers (766 ng/mL) 
and plasmatic C-reactive protein (CRP, ~91 mg/L) were 
also noted. The patient presented new-onset hyperglyce-
mia with a high HbA1c level of 7.2%. According to the 
Hashmi-Asif COVID-19 chart, the calculations of scoring 
for signs, symptoms, and blood biomarkers for the early 
presentation of the patient found that he was highly sus-
pected of getting COVID-19 with a score of 24 (Table 3).26 

On day 5, a serological conversion of COVID-19 an-
tibodies and a positive RT-PCR for COVID-19 were ob-
tained, indicating a developing COVID-19 infection. In 
addition, contrast-enhanced chest CT revealed severe in-
volvement of both lungs with peripheral, patchy ground-
glass opacities (GGO) that extended to more than 75%, 
consistent with a COVID-19 infection (Fig. 1A) accom-
panied by localized emphysema (Fig. 1B). No pneumo-
thorax (Fig. 1A) or pulmonary embolism (Fig. 1C) were 
observed. However, the chest CT also showed a 46.2 × 56 × 
69.3 mm solid mass (Fig. 2A and 3B) abutting the thorac-
ic esophagus (Fig. 2B) in the right upper lobe of the lung, 

suggesting a malignant tumor. Two lymphadenopathies 
were found. The first was measured up to 0.82 × 15.3 mm 
and was ipsilateral subcarinal hilar, and the second node in 
the aortopulmonary window was measured 1.68x17.8 mm 
(Fig. 2C). Another finding was a 14.7 × 16.8 mm nodule 
in the left upper lobe, suggesting contralateral pulmonary 
metastases (Fig. 2D and 3C). A severe has been made of 
COVID-19 pneumonia diagnosis with a suspected possi-
ble advanced lung malignancy has been made. 

Table 3. COVID-19 scoring according to Hashmi-Asif 
COVID-19 Assessment Chart26,*
Physical signs and symptoms Scores

Day 2 Day 6 Day 12
Temperature (39)>38

score-3
(36)≤37
score-1

(37.1)≤37.5
score-2

Cough Dry cough
score-3

Dry cough
score-3

Productive
score-2

Fatigue >2day
score-3

>2day
score-3

>2day
score-3

Nausea and vomiting Absent
score-1

Absent
score-1

Absent
score-1

Mucus membrane Dry appearance
score-3

Dry appearance
score-3

Normal
score-1

Total 13 11 9
Blood biomarkers 
Leukocytes  
(3,800–1,100/μL)

4.49
score-2

11.24
score-2

11.41
score-2

Lymphocytes  
(1,000–3,900/μL)

10.9
score-3

7.61
score-4

3.8
score-4

Neutrophils  
(1,900–7,400/μL)

83.9
score-2

89.0
score-2

52.9
score-2

Platelets 
 (150,000–400,000/μL)

189
score-2

246.9
score-2

425
score-1

*Alanine aminotransferase        
(10–49U/L)

42
score-1

76
score-4

40
score-1

Aspartate aminotransferase    
(<33 U/L) 

30
score-1

32
score-1

30
score-1

Total 11 17 12
Total score 24 28 21

* cumulative scoring ≥13–22/39 is considered at high risk 
to be diagnosed with COVID-19, 
no disease ≤12, mild 13–22, moderate 23–33, severe 34–39 

Table 4. Drugs for treatment of the patient during 
hospitalization*

Drug Hospital day Dose Usage
Cefotaxime Day 6–day 10 1 g BID iv
Ciprofloxacin Day 11–day 16 200 mg BID iv
Enoxaparin Day 6–day 16 0.8 UI BID sc
Dexamethasone Day 6–day 16 8 mg BID im
Budesonide Day 6–day 16 1 mg BID inh
Omeprazole Day 6–day 16 40 mg QD im
Paracetamol Day 6–day 16 1 g every 8h if fever iv
Macrogol 4000 Day 6–day 16 10 g TID po
Nicardipine Day 11 1 mg once iv
Neutral Protamine Hagedorn insulin Day 6–day 16 18 UI BID sc

* QD – one a day, BID – twice a day, TID – three times a day, 
sc – subcutaneous, po – per os; iv – intravenously, inh – 
inhalation, im – intramuscular
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Fig. 1. A: Representative axial-enhanced chest CT scans 
(lung window) in a 65-year-old man showed a peripheral 
GGO pattern in the right and left middle lobes, B: 
Representative axial enhanced CT scans showing multiple 
localized emphysema and anterior pulmonary bullae 
(arrows headed) in bilateral upper lobes, C: The rendering 
of 3D pulmonary volume for enhanced CT images 
obtained with early injection time showed that the texture 
of the main pulmonary artery became thicker, presenting 
an intense homogenous enhancement. On the contrary, 
the trachea, right pulmonary artery, left pulmonary artery, 
segmental lobar and sous-segmental arteries were normal
 

Fig. 2. A: Representative axial images showing a tumor 
process of the right upper lobe (arrow) that occupies 
the posterior segment and leans against the mediastinal 
pleura. The mass measured 46.2×56 mm in the axial plane, 
B: and was in close contact with the esophagus (arrow), C: 
CT imaging also showed that the process was associated 
with an ipsilateral subcarinal hilar node measuring up 
to 0.82×15.3 mm (yellow arrowhead) and another in 
the aortopulmonary window measuring 1.68×17.8 mm 
(orange arrowhead), D: Another suspicious pulmonary 
nodule was discovered in the left upper lobe measuring 
14.7×16.8 mm. 

The patient was transferred to the COVID-19 de-
partment to be initially treated for his severe pneumo-
nia. With no notable medical history, he was a former 
smoker with a Brinkman index of 800 (40 years of 
smoking 20 cigarettes per day, one pack-year) and had 
quit smoking ten years earlier. Meanwhile, the physical 
examination found expectorations, marked diminished 
vesicular murmur throughout the chest, marked fin-
ger crabbing, constipation, and hypertension (grade 1). 
Low-flow oxygen therapy through a nasal cannula at 5 
L/min was administered. He underwent 12 days of com-
prehensive treatment (Table 4) until his recovery. After 
completion of therapy, no apparent side effects were ob-

served with the above drugs, except for the antibiotic 
agent, cefotaxime, since the patient reported dizziness 
and vertigo on day seven a few minutes after the injec-
tion of cefotaxime. Given its possible neurological side 
effects, cefotaxime was stopped and replaced with cip-
rofloxacin (Table 2). 

Fig. 3. A: Representative coronal images showing increased 
lung emphysema with diffuse GGO in the middle and 
inferior lobes and the tumor process of the right upper 
lobe (arrow) leaning against the mediastina and the 
nodule (head arrow) in the left upper lobe suggesting 
metastasis, B: 3D volume rendered in left rotation image 
from our patient demonstrating pulmonary tumor (in 
magenta) extended in height to 69.3 mm, C: 3D volume 
rendered image demonstrating right tumor (in green) and 
pulmonary nodule (in magenta)

From day 5 to day 8, the patient’s clinical status de-
teriorated. He presented fever (>39°C, axillary tempera-
ture), intense chest pain, and a steady decrease in SpO2 
to 30% (Table 4). Supplemental oxygen was given by 
combining a nasal cannula (at 5 L/min) with a nonre-
breather mask (at 15 L/min). After this critical period, 
his symptoms were partially relieved, and we found im-
provement in SpO2 (81–85%) breathing room air. The 
patient was put back on low oxygen therapy with a nasal 
cannula at 5 L/min. Additionally, the improvement of 
biological parameters was generally (except for a tran-
sient increase in alanine aminotransferase on day 6, Ta-
ble 1). Applying the Hashmi-Asif Covid-19 chart again, 
we found that the transition in the patient’s clinical sta-
tus was correlated with the score values, which raised to 
27 (day 6) and decreased with improving the situation of 
the COVID-19 situation to 21 (day 12) (Table 3).

On day 16, he was discharged from the hospital and 
was referred to the Oncology Department for a more ex-
tensive evaluation of the incidental finding on chest CT.

On February 2, the patient enrolled in the Oncolo-
gy department of the Annaba Cancer Center. The on-
cologist prescribed a CT-guided biopsy to perform 
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a histopathological examination of the incidental mass. 
Unfortunately, the patient remained hypoxemic and re-
quired long-term oxygen therapy (LTOT) for approx-
imately two months using an oxygen nasal cannula, 
which prevented biopsy. 

One month later (March 02), a follow-up chest CT 
revealed a marked improvement in the GGO pattern, 
with diffuse bilateral interstitial lesions of sequelae ap-
pearance (data not shown). Moreover, where the CT 
images showed that the lymphatic nodes remained un-
changed in form and size, the solid mass was found to be 
increased (87 mm× 60 mm ×86 mm). We thus estimat-
ed the tumor growth rate by calculating the tumor vol-
ume doubling time (TVDT) based on the chest CT scan 
measurements initially found before three months, us-
ing the Schwartz formula of exponential growth, where 
V1 and V2 were the largest diameters on the CT scan 
measured at two different times, and the time interval 
between two measurements: TVDT=(t×log2)/[log (V2/
V1)].27 We found that the TVDT for the tumor was 67 
days.

On April 10, when its oxygenation status became 
routine, the patient underwent a CT-guided biopsy. The 
histopathological examination of the material collected 
from the solid mass confirmed a diagnosis of non-small 
cell poorly differentiated (high-grade) partially necrot-
ic carcinoma of the lung. Immunohistochemistry stains 
showed positivity cytokeratin 7 and thyroid transcrip-
tion factor-1 with negative cytokeratin 20, cluster of 
differentiation 56, and p40 protein. The final patholog-
ical diagnosis confirmed the mass as a solid adenocar-
cinoma. The oncologist prescribed substantial exams to 
classify the cancer. Abdominal and cerebral CT did not 
reveal additional features. Using technetium 99m-la-
beled methylene diphosphonate (99mTc-MDP), skeletal 
scintigraphy was performed. No other suspicious fea-
tures suggestive of metastatic bone lesions were found 
on the abdomen, the brain, or the pelvis. According to 
the classification of tumor node metastases (TNM) of 
primary lung cancer, 8th Edition.28 We diagnosed lung 
adenocarcinoma with clinical stage T3N2M0. Appropri-
ate treatment was initiated in the Oncology department, 
and he began follow-up for 19 months of chemotherapy. 
He died in December 2023 from complicated onset and 
metastasis in the brain and liver. 

Discussion
Taking into account the clinical, radiological and ep-
idemiological characteristics, this case study is con-
sistent with previous descriptions of common severe 
COVID-19 worldwide. The patient presented two 
symptoms commonly seen among this category of pa-
tients: cough (70%) and dyspnea (66%).29 Indeed, chest 
CT shows a typical GGO pattern that extends to more 
than 75% of his lungs, consistent with pulmonary ab-

normalities found in severe COVID-19 infection, even 
if he did not present other specific patterns, such as con-
solidation or pericardial effusion.30-32 Epidemiologically, 
this case study shared several risk factors and comor-
bidities identified in the literature as factors to develop 
severe COVID-19. To begin with, his age, more than 60 
years, is a confirmed risk factor for severe COVID-19.33 
Second, he was a former smoker with a Brinkman in-
dex greater than 400 (800), two factors that are known 
to cause an increased burden of severe COVID-19 
outcomes, and sustained mechanical ventilation.34-36 
In addition to these factors, the patient developed 
a new-onset hyperglycemia described as one of the crit-
ical complications observed during patients with severe 
COVID-19 (41 %).37,38 Furthermore, of all comorbidi-
ties he presented, the LADC was the most burdensome 
risk factor for COVID-19 severity.39,40 Regarding this 
malignancy, we found a gap in the data that described 
the incidental finding of lung cancer during COVID-19 
infection, including tumor characteristics and severi-
ty of COVID-19, as well as the course of events from 
the first imaging to oncology management. Wang and 
colleagues study conducted in China in 2024 was the 
only study that reported the incidence of lung cancer as 
an incidental finding since they identified that among 
24390 patients who underwent a chest CT for diagno-
sis of COVID-19, 0.3% had undefined lung cancer. In-
terestingly, LADC was the predominant histological 
type discovered in this cohort, accounting for 55.6%.12 
However, this study relied on data from an epidemio-
logical analysis that lacked several clinicopathological 
characteristics and did not capture the complete clini-
cal picture of a given case, as mentioned in our study. In 
addition to this single large-scale study, only one clini-
cal case, presented by Iadevaia and her co-workers, re-
ported incidental lung cancer with severe COVID-19 
was shown to be a 42-year-old female, non-smoker.11 
The patient has improved clinically and physically after 
eight days of onset without long-term COVID-19 com-
plications.11 Her oncological treatment appears to have 
been timely, as she promptly received a pathological di-
agnosis of a micropapillary infiltrating LADC and be-
gan chemotherapy. In comparison, although our case 
recovered from the severe infection and was discharged 
after ten days of hospitalization, the pathological diag-
nosis of the suspected LADC was unfortunately delayed 
by three months. During this time, he experienced pro-
longed hypoxemia that required LTOT. This finding is 
consistent with many cohort studies, which have de-
scribed the persistence of chronic hypoxemia in the ear-
ly postacute phase of COVID-19, requiring LTOT up to 
six months after discharge.41,42 In addition, hypoxemia 
related to COVID-19 has been proven to result from 
damage to both the pulmonary parenchyma and vas-
culature.43 In this case, hypoxemia should be added to 



272 European Journal of Clinical and Experimental Medicine 2025; 23 (1): 267–276

the list of factors that negatively affect lung cancer care 
in COVID-19-affected patients, mainly as a barrier to 
accessing definitive cancer diagnosis for the patient, as 
mentioned by Malalasekera and colleagues or by delay-
ing the timely diagnosis and staging of the disease, ac-
cording to Barata and colleagues.44-46

Consistent with previous studies conducted before 
the pandemic, we found that the solid LADC report-
ed here presented typical aggressive clinicopathologic 
features, including a larger tumor size at initial presen-
tation, lymph node metastasis, lymphovascular and 
pleural invasion, as well as a fast growth.47-49 Neverthe-
less, the tumor presented a TVDT of 67 days that was 
shorter than the median TDVT found in the literature 
for solid LADC ranging from 140 days to 229 days.50,51 
LADC size is closely related to the hypoxic state of the 
tumor microenvironment.52 Interestingly, hypoxia was 
shown to be a common characteristic shared in both 
COVID-19 and LADC; both pathologies are known 
to harbor hypoxia-associated genetic signatures that 
prompt altered energy metabolism.53-55 We can hypoth-
esize that hypoxemia as a long-term COVID-19-relat-
ed complication could accelerate LADC growth rate of 
LADC. Future studies are needed to confirm this hy-
pothesis. 

Before the COVID-19 pandemic, many countries 
have established recommendations to define the inter-
vals to be respected between the incidental finding of 
NSCLC and other points in the care trajectory. For ex-
ample, the suggested mean time from suspicious imag-
ing to pathological diagnosis should be between 14 and 
21 days, while the median time from the first abnormal 
radiographic finding to treatment should be between 52 
and 84 days.56-59 Considering that LADC can get a rap-
id TVDT, even patients newly diagnosed with an early 
LADC can be shifted to an invasive one without rapid 
management due to interfering factors during the imag-
ing-pathological examination interval. A more compre-
hensive study is necessary to provide more details about 
the factors impacting the management of LADC. 

Incidental LADC detection is common and does 
not present a novelty. However, our study’s strength is 
that it constitutes the first report of incidental discov-
ery of invasive LADC in Algeria. Therefore, it is interest-
ing because it makes us aware that incidental discovery 
is not well described and reported. In fact, clinical sce-
narios after incidental diagnoses of lung cancer, as well 
as their radiological characteristics, are lacking in Al-
geria, both before and after the pandemic period. This 
may impact the evaluation of specific variations in this 
group of patients that could affect the management of 
LADC, especially in the presence of comorbidities such 
as COVID-19. In this case, LADC growth is an evolv-
ing process and guidelines may be suggested to plan an 
appropriate follow-up examination and management. 

We can advise physicians to use the European collab-
orative group report for individual incidental findings 
statements as an evidence-based approach for report-
ing and managing incidental findings.60 A CT follow-up 
examination can explore the natural chronologic evolu-
tion of LADC. Low-dose chest CT (LDCT) can be help-
ful in the first diagnosis and in predicting tumor growth 
patterns and aggressiveness of suspected malignant sus-
pected LADC.61 We invite other teams to describe their 
findings on incidental lung cancer to improve our un-
derstanding and improve patient outcomes.

According to the National Anticancer Plan, inter-
ventions to reduce the burden of lung cancer in Algeria 
are limited to controlling tobacco consumption of the 
risk factor tobacco.20 However, given the high incidence 
of invasive LADC among the Algerian population, 
which reduces the chances of treatment success and sur-
vival, the health system must make judicious decisions 
to reinforce this preventive approach with an early di-
agnosis procedure to reduce the incidence of aggressive 
forms. Thus, screening should be an obvious first choice 
for LADC early detection. Indeed, it is worth noting 
that the observed decrease in mortality from pulmo-
nary malignancy in developed countries is due main-
ly to the increase in lung cancer screening in smokers 
and non-smokers with other risk factors.62,63 Howev-
er, it is noticeable that more different screening meth-
ods can be applied if chest-X-ray or sputum is a method 
that has proved ineffective and that is not recommend-
ed as a screening tool. LDCT remains the only possibil-
ity. Several screening studies, such as the National Lung 
Screening Trial (NLST) and the NELSON Trial, have 
shown the effectiveness of LDCT in improving the ear-
ly diagnosis of lung cancer but also in reducing specific 
lung cancer mortality (20% at 6.5 years in NLST, 24% at 
ten years in NELSON).64,65 Interestingly, LDCT screen-
ing is effective in detecting LADC. In 3339 individual 
screening trials, lung cancer has found a ratio for cancer 
detection ratio, with LADC accounting for 88% (40% 
early stage and 53% invasive).66 Unfortunately, Alge-
ria does not have a national lung cancer screening pro-
gram. LDCT screening can be generally disseminated in 
eligible Algerian populations such as high-risk smokers. 
However, since LADC is also related to non-cigarette 
risk factors, considerations should be taken to increase 
screening, with proper guidelines for implemented 
LDCT screening involving occupational exposure and 
other risk factors.67 In the absence of a formal screening 
program, we can advise physicians to use the European 
Collaborative Group report for individual reporting of 
incidental findings that can be followed during inciden-
tal lung cancer discovery as an evidence-based approach 
for reporting and managing incidental findings.60 

It should be noted that our study has a few lim-
itations since it represents an isolated case of inciden-
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tal cancer during COVID-19 hospitalization in our 
facility. This makes the result less generalizable. Al-
though the current study describes the characteristics of 
COVID-19 with LADC, we cannot emphasize wheth-
er the COVID-19 lockdown negatively affected its on-
set. We encourage the community to address the same 
studies that require large-scale and longer-term obser-
vation. We, therefore, propose to examine the frequen-
cy of incidental diagnosis among an incident cohort of 
patients with lung cancer, compare the characteristics of 
incidentally versus nonincidentally diagnosed patients, 
and examine common pathways and mechanisms that 
led to the incidental diagnosis of cancer using registries.

Conclusion
Considering the high incidence of aggressive LADC in 
Algeria, more attention should be paid to identifying 
new procedures for its management. The described case 
shows how important it is to spread the screening prin-
ciples and the need for studies about incidentally find-
ings of the disease, especially among former tobacco 
people and professionals from high-risk groups in Alge-
ria. We make a call to highlight the main circumstances 
leading to the late diagnosis of invasive lung cancer, par-
ticularly the lack of screening. Our case study illustrates 
the importance of implementing a large-scale LDCT 
screening program for lung cancer in Algeria, which can 
improve options for early lung cancer detection and fol-
low-up for diagnosis and treatment.

In addition, this description underlines the critical 
importance of conducting more in-depth studies to ob-
tain more information on the clinicopathological fea-
tures of incidental findings. These studies are essential 
not only to define the incidental discovery of cases of 
lung cancer during the COVID-19 pandemic retrospec-
tively but also to evaluate the long-term effects of the 
COVID-19 pandemic, such as delayed diagnoses and 
changes in patient care, on this population. The urgen-
cy and importance of this research cannot be overstated.
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