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Abstract: Objectives: Adenosquamous carcinoma (ASC), an uncommon subtype within non-small cell lung cancer 
(NSCLC), manifests distinctive traits of aggressiveness, embodying a fusion of both adenocarcinoma (AC) and squa-
mous cell carcinoma (SCC) components. The clinicopathological characteristics of distinct subtypes of ASC remain 
unclear. Methods: This retrospective study included 226 patients diagnosed with lung ASC who consecutively un-
derwent surgical resection at Shanghai Pulmonary Hospital, Tongji University, between January 2015 and March 
2021. Data regarding the clinical features and pathological features were collected. Results: Out of this study 
cohort, 125 patients exhibited AC-predominant ASC, while 81 had SCC-predominant ASC. No significant differences 
were observed between the two subgroups in terms of age, gender, smoking history, primary site, and T, N classifica-
tion. AC-Predominant ASC displayed a higher susceptibility to genetic alterations compared to SCC-Predominant ASC 
(P=0.02). Additionally, we showed that irrespective of the predominant pathological subtype in ASC, when lymph 
node metastasis occurred, the lymph node biopsies were more likely to exhibit AC, and a chi-square test confirmed 
that the primary predominant pathological subtype was not associated with the lymph node metastasis subtype. 
Conclusions: In conclusion, we describe an overview of ASC in the Chinese population, and upon stratifying into 
predominant pathological subgroups, we observed a higher frequency of driver gene mutations in AC-predominant 
ASC. We found that the AC component in ASC has a higher propensity for lymph node metastasis. These findings 
may suggest the predominant role of the AC component within the context of ASC.
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Introduction

Adenosquamous carcinoma (ASC) is a relatively 
rare subtype within non-small cell lung cancer 
(NSCLC), accounting for only 0.4% to 4% of all 
lung cancers [1]. In 1999, the World Health 
Organization (WHO) set criteria for ASC diagno-
sis, defining it as a carcinoma with at least 10% 
each of squamous cell carcinoma (SCC) and 
adenocarcinoma (AC) components when exam-
ined under a light microscope [2]. ASC can be 
classified into dominant subtypes based on the 
ratio of glandular and squamous components, 
namely AC- and SCC-predominant subtypes, 
each exhibiting distinct features [3].

Studies have indicated that ASC demonstrates 
a poorer prognosis compared to pure AC or SCC 

[4-6]. In a recent study involving Asian popula-
tions, it was noted that the 5-year overall sur-
vival (OS) rate was lower in the ASC group 
(66.7%) compared to the AC and SCC groups 
(88.7% and 75.5%, respectively). Likewise, the 
5-year recurrence-free survival (RFS) rate in the 
ASC group was significantly lower than that in 
the AC and SCC groups (44.9% vs. 86.0% and 
62.3%, respectively) [7].

Given the low frequency of this disease, there is 
a paucity of empirical data available to inform 
clinical decision-making for ASC. Currently, 
there is no standardized chemotherapy regi-
men specifically tailored for ASC, and treatment 
protocols rely on general NSCLC guidelines. 
Surgical resection remains the sole effective 
method for curing ASC. Chemotherapy, radio-
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therapy, targeted therapy and immunotherapy 
are also used in ASC, however, there is a lack of 
consensus regarding the treatment regimen for 
advanced cases [1, 8, 9].

Our study encompassed a relatively large 
cohort of individuals (n=226), involving an 
extensive analysis of clinical, pathological, 
genetic, and molecular characteristics in 
Chinese patients with lung ASC. This research 
aims to provide support for future investiga-
tions into the treatment of lung ASC.

Materials and methods

Patients

In this retrospective study, 226 patients diag-
nosed with ASC underwent consecutive surgi-
cal resection at Shanghai Pulmonary Hospital, 
Tongji University, from January 2015 to March 
2021 (Figure 1). Demographic and clinical 
characteristics including gender, age, smoking 
history, pathological features, molecular diag-
nosis, mutation status, primary site, and tu- 
mor, node, metastases (TNM) stages (the In- 
ternational Association for the Study of Lung 
Cancer 8th version) were collected. The study 
followed the principles outlined in the Decla- 
ration of Helsinki (2013 revision). Approval for 
the research was obtained from the Ethics 

Committee of Shanghai Pulmonary Hospital 
(K21-313Y).

Pathological diagnosis

Two experienced pathologists reviewed the 
pathological diagnoses of lung ASC by H&E 
staining or immunohistochemistry according  
to the WHO criteria, confirming that each com-
ponent of AC and SCC represented at least 10% 
of tumor cells [2]. The morphological character-
istics of AC and SCC were detailed as follows: 
AC typically exhibited acinar, lepidic, micropapil-
lary, or papillary structures, whereas SCC dis-
played characteristics such as discernible kera-
tinization, pearl formation, and/or intercellular 
bridges.

In this study, we stipulated that if the AC com-
ponent was less than or equal to 50%, the ASC 
would be classified as SCC-predominant. 
Conversely, if the AC component exceeded 
50%, the ASC would be categorized as AC- 
predominant (Figure 2) [3].

Driver alteration analysis

At the Thoracic Cancer Institute, Tongji Uni- 
versity School of Medicine, Shanghai, we exam-
ined genomic alterations in driver genes such 
as epidermal growth factor receptor (EGFR), 

Figure 1. Patient group and protocol.
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Kirsten rat sarcoma viral oncogene (KRAS), 
ROS proto-oncogene 1 (ROS1), and anaplastic 
lymphoma kinase (ALK). Briefly, tumor tissue 
DNA extraction was performed using the 
DNeasy Blood and Tissue Kit or the QIAamp 
DNA FFPE Tissue Kit (both purchased from 
Qiagen, Hilden, Germany). Consistent with our 
earlier research protocols, the mutation status 
was determined using the amplification refrac-

tory mutation system method provided by Amoy 
Diagnostics Co Ltd, Xiamen, China [10, 11].

Statistical analysis

We conducted statistical analyses using SPSS 
27.0 (SPSS, Chicago, IL) and Prism 9.0 (Gra- 
phPad Software Inc., La Jolla, CA, USA). Group 
comparisons were performed using either 

Figure 2. Representative images of immunohistochemistry staining for hematoxylin and eosin (H&E), thyroid tran-
scription factor-1 (TTF-1) and DeltaNp63 (P40) in resected tumor tissues of lung ASC. ASC, adenosquamous carci-
noma; SCC, squamous cell carcinoma; AC, adenocarcinoma.
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Student t-test or Wilcoxon’s rank sum test. 
Categorical variables were assessed through 
contingency table analysis, Fisher’s exact test, 
and chi-squared tests. Statistical significance 
was defined as a two-sided P-value of less than 
0.05.

Results

Overall clinical and pathological features of 
patients

Our study gathered data on 226 patients from 
Shanghai Pulmonary Hospital who underwent 
surgical resection for lung cancer between 
January 2015 and March 2021, with pathologi-
cal specimens confirming ASC. Upon analyzing 
the entire patient dataset (Table 1), we dis-
cerned that the average age was 63 years. 
Males predominated over females. Most of  
the patients had no history of smoking (76.5%). 
The most common primary tumor location was 
the right upper lobe of the lung (35%). The 
majority of the tumors were at stage T1 (50%), 
with only a few having lymph node metastasis 
(33.6%). Based on the 8th edition of lung can-
cer staging, most patients were at stage I 
(53.1%).

Comparison of clinical and pathological fea-
tures between AC-predominant ASC and SCC-
predominant ASC patients

Of the 226 patients with ASC, 206 had patho-
logical reports that detailed the proportional 
composition of AC and SCC. The main compo-
nent of 125 cases was AC, while 81 were pre-
dominantly SCC. A comparative analysis based 
on age, gender, smoking history, primary tumor 
location, T stage, N stage, and TNM staging 
revealed no statistically significant differences 
(Table 2). This indicates that there were no dis-
cernible differences in the clinical and patho-

Table 1. Clinicopathologic features of pa-
tients with ASC of the lunga

Variable ASC Total (N, %)
Age (y) (mean ± SD) 63.0±8.7
Gender
    Male 130 (57.5%)
    Female 96 (42.5%)
Smoking history
    No 173 (76.5%)
    Yes 53 (23.5%)
Histological typeb

    AC-Predominant 125 (55.3%)
    SCC-Predominant 81 (35.8%)
    Unknow 20 (8.8%)
Primary sitec

    LLL 27 (11.9%)
    LUL 66 (29.2%)
    RLL 42 (18.6%)
    RML 12 (5.3%)
    RUL 79 (35%)
T-stage
    T1 113 (50%)
    T2 83 (36.7%)
    T3 18 (8%)
    T4 12 (5.3%)
N-stage
    N0 150 (66.4%)
    N1-2 76 (33.6%)
TNM-stage
    I 120 (53.1%)
    II 44 (19.5%)
    III 62 (27.4%)
Mutation statusd

    EGFR mutation 110 (48.7%)
    KRAS mutation 6 (2.7%)
    ALK rearrangement 5 (2.2%)
    ROS1 rearrangement 1 (0.4%)
    No mutations 91 (40.3%)
    Unknow 13 (5.8%)
EGFR mutation type
    19del 57 (25.2%)
    L858R 37 (16.4%)
    L858R/T790M 3 (1.3%)
    G719X 3 (1.3%)
    19del/T790M 2 (0.9%)
    20ins 2 (0.9%)
    G719X/L861Q 2 (0.9%)
    L861Q 2 (0.9%)
    L858R/S768I 1 (0.4%)

    T790M 1 (0.4%)
    Wild-type 103 (45.6%)
    Unknow 13 (5.8%)
aValues are numbers (percentages), and percentages 
may not total 100 because of rounding. ASC, adenosqua-
mous carcinoma. bSCC, squamous cell carcinoma; AC, 
adenocarcinoma. cLLL, left lower lobe; LUL, left upper 
lobe; RLL, right lower lobe; RML, right middle lobe; RUL, 
right upper lobe. dEGFR, epidermal growth factor recep-
tor; KRAS, Kristen rat sarcoma viral oncogene; ALK, ana-
plastic lymphoma kinase; ROS1, ROS proto-oncogene 1.
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logical characteristics between the two types 
of patients in our study.

AC-predominant ASC showed higher suscepti-
bility to genetic alterations 

Out of the 226 ASC patients, 216 underwent 
genetic testing. Among them, 122 were found 

The AC component is more prone to lymph 
node metastasis compared to the SCC compo-
nent in pulmonary ASC

Among the 206 patients with documented  
proportional composition, 40 exhibited lymph 
node metastasis and had corresponding lym- 
ph node biopsy pathological records (Table 4; 

Table 2. Comparison of clinical and pathological features be-
tween AC-predominant ASC and SCC-predominant ASC patientsa

Variable AC-predominant 
(n=125)

SCC-predominant 
(n=81) p-valueb

Age (y) (mean ± SD) 63.3±8.5 62.8±8.6 0.695
Gender 0.112
    Male 67 (53.2%) 53 (66.3%)
    Female 58 (46.4%) 28 (34.6%)
Smoking history 0.064
    No 102 (81.6%) 57 (70.4%)
    Yes 23 (18.4%) 24 (29.6%)
Primary sitec 0.165
    LLL 16 (12.8%) 9 (11.1%)
    LUL 30 (24%) 28 (34.6%)
    RLL 21 (16.8%) 17 (21%)
    RML 6 (4.8%) 6 (7.4%)
    RUL 52 (41.6%) 21 (25.9%)
T-stage 0.178
    T1 68 (54.4%) 33 (40.7%)
    T2 42 (33.6%) 35 (43.2%)
    T3 10 (8%) 6 (7.4%)
    T4 5 (4%) 7 (8.6%)
N-stage 0.477
    N0 80 (64%) 53 (65.4%)
    N1-2 45 (36%) 28 (34.6%)
TNM-stage 0.327
    I 67 (53.6%) 38 (46.9%)
    II 27 (21.6%) 15 (18.5%)
    III 31 (24.8%) 28 (34.6%)
Mutation statusd 0.02
    EGFR mutation 66 (52.8%) 34 (42%)
    KRAS mutation 4 (3.2%) 0 (0%)
    ALK rearrangement 3 (2.4%) 2 (2.5%)
    ROS1 rearrangement 1 (0.8%) 0 (0%)
    No mutations 43 (34.4%) 44 (54.3%)
    Unknow 8 (6.4%) 1 (1.2%)
aValues are numbers (percentages), and percentages may not total 100 
because of rounding. ASC, adenosquamous carcinoma; SCC, squamous cell 
carcinoma; AC, adenocarcinoma. bCategorical variables were compared using 
contingency table analysis, Fisher’s exact test and chi-squared tests. A two-
sided P<0.05 was considered statistically significant. cRUL, right upper lobe; 
RML, right middle lobe; RLL, right lower lobe; LUL, left upper lobe; LLL, left lower 
lobe; dEGFR, epidermal growth factor receptor; KRAS, Kristen rat sarcoma viral 
oncogene; ALK, anaplastic lymphoma kinase; ROS1, ROS proto-oncogene 1.

to have driver gene alterations, 
including EGFR mutation, KRAS 
mutation, ALK rearrangement 
and ROS1 rearrangement. Am- 
ong patients with EGFR muta-
tions, the most frequent ones 
were 19del and L858R (Table 2) 
(Figure 3A, 3B). After excluding 
the 20 patients for whom 
detailed pathological composi-
tion data were unavailable, a 
notable statistical difference 
emerged between AC-Predomi- 
nant ASC and SCC-Predominant 
ASC (Figure 3C, 3D). Specifically, 
AC-Predominant ASC displayed a 
higher susceptibility to genetic 
mutations compared to SCC-
Predominant ASC.

Serum tumor marker levels 
exhibit no variation among ASC 
subtypes.

Among the 206 patients with 
documented proportional com-
position of AC and SCC, 189  
had complete records for serum 
tumor markers such as carcino-
embryonic antigen (CEA), neu-
ron-specific enolase (NSE), cyto-
keratin fragment antigen 21-1 
(CYFRA21-1), and squamous cell 
carcinoma antigen (SCCA) (Table 
3). A previous study suggested 
that CYFRA21-1 combined with 
CEA assists in diagnosing AC, 
while CYFRA21-1 combined with 
SCCA assists in diagnosing SCC 
[12]. We aimed to determine if 
dominant components in ASC 
correlate with their respective 
tumor marker levels. Unfortuna- 
tely, independent sample t-test 
results showed no statistically 
significant differences. 
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Figure 4). Out of these 40 patients, 24 were 
AC-predominant, with 20 lymph node biopsies 
showing AC, 3 indicating SCC and 1 with con-
current AC and SCC. Of the 16 SCC-predomin- 

ant patients, 11 biopsies displayed AC, 4  
indicated SCC and 1 with concurrent AC and 
SCC. Our analysis revealed that, irrespective of  
the predominant pathological subtype in ASC, 

Figure 3. The profile of gene alterations in ASC of the lung. A. The profile of gene alterations in all cases. B. Subtype 
distribution in cases with EGFR mutations. C. The profile of gene alterations in AC-predominant ASC. D. The profile 
of gene alterations in SCC-predominant ASC. ASC, adenosquamous carcinoma; SCC, squamous cell carcinoma; AC, 
adenocarcinoma; EGFR, epidermal growth factor receptor; KRAS, Kristen rat sarcoma viral oncogene; ALK, anaplas-
tic lymphoma kinase; ROS1, ROS proto-oncogene 1.

Table 3. Serum tumor marker levels of AC-predominant and SCC-predominant ASC patientsa

Tumor markerb AC-predominant (n=113) SCC-predominant (n=76) p-valuec

CEA (mean ± SD) 12.4±25.8 7.1±10.1 0.053
NSE (mean ± SD) 13.5±3 13.8±3 0.441
CYFRA21-1 (mean ± SD) 3.1±5.2 3.7±3.7 0.432
SCCA (mean ± SD) 1.2±0.2 1.4±1.5 0.095
aASC, adenosquamous carcinoma; SCC, squamous cell carcinoma; AC, adenocarcinoma; bCEA, carcinoembryonic antigen 
(ng/ml); NSE, neuron-specific enolase (ng/ml); CYFRA21-1, cytokeratin fragment antigen 21-1 (ng/ml); SCCA, squamous cell 
carcinoma antigen (ng/ml). cCategorical variables were compared using contingency table analysis, Fisher’s exact test and chi-
squared tests. A two-sided P<0.05 was considered statistically significant.

Table 4. Pathological features of lymph node biopsies after lymph node metastasis in AC-predomi-
nant and SCC-predominant ASC patientsa

Histological type of primary lesion
Histological type of metastasis lymph node

AC (n=31) SCC (n=7) Mixed (n=2)
AC-predominant ASC (n=24) 20 (83.3%) 3 (12.5%) 1 (4.2%)
SCC-predominant ASC (n=16) 11 (68.8%) 4 (25%) 1 (6.3%)
Fisher-Freeman-Halton precise testb P=0.590c

aValues are numbers (percentages), and percentages may not total 100 because of rounding. ASC, adenosquamous carcino-
ma; SCC, squamous cell carcinoma; AC, adenocarcinoma. bCategorical variables were compared using Fisher-Freeman-Halton 
precise test. A two-sided P<0.05 was considered statistically significant. cP>0.05 confirmed that histological type of metastasis 
lymph node of different primary predominant pathological subtype was not considered statistically significant.
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when lymph node metastasis occurred, the 
lymph node biopsies were more likely to exhibit 
AC, and a chi-square test confirmed that the pri-
mary predominant pathological subtype was 
not associated with the lymph node metastasis 
subtype.

Discussion

We conducted an analysis of the overall clini- 
cal and pathological characteristics of lung  
ASC and found that the majority of patients 
were elderly and had no history of smoking. 
Subsequent intergroup comparisons based on 
dominant pathological classifications of ASC, 
such as age, gender, smoking history, TNM 
stage, and other factors, did not reveal sta- 
tistically significant differences. This outcome 
aligns with findings from some prior research 
studies [3, 7, 13].

In this study, the EGFR mutation rate of 48.7% 
in the total population is similar to several pre-
vious results of EGFR mutation rate in Chinese 
ASC patients (48-55.1%) [13-15]. According to 
the PIONEER study, the overall EGFR mutation 
frequency of lung AC for the mainland China 
subset was 50.2% [16]. However, the EGFR 
mutation rate of patients with lung SCC is much 
lower, about 4.2-23.8% only [17]. The EGFR 
mutation rate of ASC is more like that of AC. The 
implication is that EGFR-TKIs can be employed 
as a treatment option for ASC, mirroring their 
use in AC. In a comprehensive retrospective 
series study assessing the effectiveness of 
EGFR-TKIs in EGFR-mutant ASC patients, a 
median progression-free survival (PFS) of 10.1 
months [95% confidence interval (CI): 9.0-11.2 
months] was reported [18]. Among patients 
with adenocarcinoma who received EGFR-TKIs, 
the tumor response rate ranged from 50% to 

Figure 4. Representative images of immunohistochemistry staining for hematoxylin and eosin (H&E), thyroid tran-
scription factor-1 (TTF-1) and DeltaNp63 (P40) in resected tissues of lymph node metastasis. SCC, squamous cell 
carcinoma; AC, adenocarcinoma.
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80%. The median PFS ranged from 10 to 14 
months [19-22]. These studies demonstrated 
that the efficacy of EGFR-TKI treatment in 
EGFR-positive ASC was comparable to that ob- 
served in conventional lung adenocarcinoma.

Furthermore, we observed that AC-predominant 
ASC is more likely to exhibit driver gene altera-
tions, resembling the pattern observed in pure 
AC. Reviewing the origin of ASC, there is no 
definitive conclusion, but it is supported by sev-
eral studies that AC and SCC components of 
ASC shared clonal origins and could dissemi-
nate separately during tumor evolution [23, 
24]. In addition, other studies have suggested 
that driver positive ASC could originate from AC 
cells. The reported differences in SCC propor-
tion within ASC cases upon clinical diagnosis 
signify the degree of transition towards squa-
mous cell characteristics. Therefore, some 
researchers propose the hypothesis that, in AC 
cells with driver gene mutations, which serve 
as the origin of ASC, the proportion of subse-
quent squamous cell transition increases dur-
ing progression [23-25]. 

Through an analysis of four tumor markers, 
CEA, NSE, CYFRA21, and SCCA, we aimed to 
explore the relationship among different sub-
types of lung ASC. Given the variation in the 
adenocarcinoma-squamous cell ratio within 
ASC, we hypothesized that tumors with a pre-
dominant adenocarcinoma component might 
exhibit higher expression levels of adenocarci-
noma-associated tumor markers, and it is the 
same for squamous cell carcinoma. Unfort- 
unately, the hypothesis was not confirmed. 
Some studies have suggested a correlation 
between CEA levels and the recurrence of ASC 
[7, 13]. It is with regret that a significant portion 
of our study’s patients lacked postoperative 
follow-up and treatment information, and there 
was a lack of prognostic data tracking.

Subsequently, in the cases of ASC with lymph 
node metastasis, we conducted an analysis  
of the predominant pathological component of 
ASC and its corresponding lymph node metas-
tasis’s pathological characteristics. To our sur-
prise, we found that regardless of whether the 
ASC’s pathological type was predominantly AC 
or SCC, after the occurrence of lymph node 
metastasis, the lymph node biopsy’s pathologi-
cal nature was more likely to be AC. This may 
suggest that the AC component within ASC is 

more prone to lymph node metastasis. There 
was a previous study conducted with a limited 
sample size also found that AC was the domi-
nant component of lymph node metastasis 
[26]. A study reconstructed phylogenetic trees 
using a maximum parsimony approach based 
on single-nucleotide variants and copy number 
variations (CNVs) in both primary and lymph 
node samples, suggesting that lymph node 
metastasis may be initiated by tumor cells of 
the corresponding pathological type [23]. 
Further research is needed to elucidate the 
reasons behind the higher propensity of AC 
components compared to SCC components for 
lymph node metastasis.

Conclusion

In summary, our study provides a retrospective 
analysis of the clinical history and pathological 
characteristics of 226 ASC patients in the 
Chinese population. We describe an overview 
of ASC in the Chinese population, and upon 
stratifying into predominant pathological sub-
groups, observed a higher frequency of driver 
gene mutations in primary AC-predominant 
ASC. Additionally, we found that the AC compo-
nent in ASC has a higher propensity for lymph 
node metastasis. These findings may suggest 
the predominant role of the AC component 
within the context of ASC.

Acknowledgements

This work was supported by grants from the 
National Natural Science Foundation of China 
(Nos. 81871865; 82141101); Shanghai Muni- 
cipal Health Commission Project: Establish- 
ment, Promotion and Application of Multidis- 
ciplinary Collaborative Diagnosis and Treat- 
ment System for Pulmonary Non-Infectious 
Diseases; Shanghai Municipal Health Com- 
mission (Key Clinical Specialty Construction 
Project); and Innovation Research Group Pro- 
ject of Shanghai Pulmonary Hospital (Nos. 
fkcx1903; fkzr2101).

Disclosure of conflict of interest

None.

Address correspondence to: Anwen Xiong, De- 
partment of Medical Oncology, Shanghai Pulmonary 
Hospital, Tongji University School of Medicine, No. 
507, Zheng Min Road, Shanghai 200433, China. 
E-mail: anwenxiong@tongji.edu.cn

mailto:anwenxiong@tongji.edu.cn


Clinicopathological profiles in ASC of the lung

134 Am J Transl Res 2024;16(1):126-135

References

[1] Li C and Lu H. Adenosquamous carcinoma of 
the lung. Onco Targets Ther 2018; 11: 4829-
4835.

[2] Nicholson AG, Tsao MS, Beasley MB, Borczuk 
AC, Brambilla E, Cooper WA, Dacic S, Jain D, 
Kerr KM, Lantuejoul S, Noguchi M, Papotti M, 
Rekhtman N, Scagliotti G, van Schil P, Sholl L, 
Yatabe Y, Yoshida A and Travis WD. The 2021 
WHO classification of lung tumors: impact of 
advances since 2015. J Thorac Oncol 2022; 
17: 362-387.

[3] Liu Y, Zhu Y, Bai L, Chen F, Wang J and Guo  
Y. Adenocarcinomatous-predominant subtype 
associated with a better prognosis in adeno-
squamous lung carcinoma. BMC Cancer 2020; 
20: 520.

[4] Wang T, Zhou J, Wang Y, Zheng Q, Lin Z, Li G, 
Mei J and Liu L. Clinicopathological character-
istics and prognosis of resectable lung adeno-
squamous carcinoma: a population-based 
study of the SEER database. Jpn J Clin Oncol 
2022; 52: 1191-1200.

[5] Maeda H, Matsumura A, Kawabata T, Suito T, 
Kawashima O, Watanabe T, Okabayashi K and 
Kubota I; Japan National Hospital Organization 
Study Group for Lung Cancer. Adenosquamous 
carcinoma of the lung: surgical results as com-
pared with squamous cell and adenocarcino-
ma cases. Eur J Cardiothorac Surg 2012; 41: 
357-361.

[6] Gawrychowski J, Bruliński K, Malinowski E and 
Papla B. Prognosis and survival after radical 
resection of primary adenosquamous lung car-
cinoma. Eur J Cardiothorac Surg 2005; 27: 
686-692.

[7] Handa Y, Ikeda T, Hanaki H, Miyata Y, Mukaida 
H and Okada M. Clinicopathologic study of 
stage I adenosquamous carcinoma of the 
lung. Jpn J Clin Oncol 2023; 53: 1201-1207.

[8] Wei J, Xiang J, Hao Y, Si J, Gu X, Xu M and Song 
Z. Clinical outcomes of immune checkpoint in-
hibitor therapy for advanced lung adenosqua-
mous carcinoma. J Thorac Dis 2023; 15: 260-
269.

[9] Li C, Zheng X, Li P, Wang H, Hu J, Wu L, Wang Z, 
Guo H, Wu F, Zhong W, Zhou C, Chu Q, Zhao J, 
Zheng X, Xiao W, Zhu W, Zhang L, Li Q, Jiang K, 
Miao Q, Wu B, Xu Y, Wu S, Wang H, Yang S, Li Y, 
Xia X, Yi X, Huang C, Zhu B and Lin G. Heteroge-
neity of tumor immune microenvironment and 
real-world analysis of immunotherapy efficacy 
in lung adenosquamous carcinoma. Front Im-
munol 2022; 13: 944812.

[10] Jiang T, Su C, Li X, Zhao C, Zhou F, Ren S, Zhou 
C and Zhang J. EGFR TKIs plus WBRT demon-
strated no survival benefit other than that of 
TKIs alone in patients with NSCLC and EGFR 

mutation and brain metastases. J Thorac On-
col 2016; 11: 1718-1728.

[11] Li X, Ren R, Ren S, Chen X, Cai W, Zhou F, 
Zhang Y, Su C, Zhao C, Li J, Cheng N, Zhao M 
and Zhou C. Peripheral blood for epidermal 
growth factor receptor mutation detection in 
non-small cell lung cancer patients. Transl On-
col 2014; 7: 341-348.

[12] He LP, Zhou ZX and Li CP. Narrative review of 
ferroptosis in obesity. J Cell Mol Med 2023; 27: 
920-926.

[13] Ni J, Zheng Z, Li J, Li Y, Fan M and Liu L. Risk 
factors of postoperative recurrence and poten-
tial candidate of adjuvant radiotherapy in lung 
adenosquamous carcinoma. J Thorac Dis 
2020; 12: 5593-5602.

[14] Wang H, Liu J, Zhu S, Miao K, Li Z, Qi X, Huang 
L, Guo L, Wang Y, Cai Y and Lin Y. Comprehen-
sive analyses of genomic features and muta-
tional signatures in adenosquamous carcino-
ma of the lung. Front Oncol 2022; 12: 945843.

[15] Cheng Y, Zhang Y, Yuan Y, Wang J, Liu K, Yu B, 
Xie L, Ou-Yang C, Wu L and Ye X. The compre-
hensive analyses of genomic variations and 
assessment of TMB and PD-L1 expression in 
Chinese lung adenosquamous carcinoma. 
Front Genet 2021; 11: 609405.

[16] Shi Y, Li J, Zhang S, Wang M, Yang S, Li N, Wu 
G, Liu W, Liao G, Cai K, Chen L, Zheng M, Yu P, 
Wang X, Liu Y, Guo Q, Nie L, Liu J and Han X. 
Molecular epidemiology of EGFR mutations in 
Asian patients with Advanced non-small-cell 
lung cancer of adenocarcinoma histology - 
mainland China subset analysis of the PIO-
NEER study. PLoS One 2015; 10: e0143515.

[17] Chang Q, Qiang H, Qian J, Lei Y, Lu J, Feng H, 
Zhao Y, Han B, Zhang Y and Chu T. Epidermal 
growth factor receptor mutation status and re-
sponse to tyrosine kinase inhibitors in ad-
vanced Chinese female lung squamous cell 
carcinoma: a retrospective study. Front Oncol 
2021; 11: 652560.

[18] Lin G, Li C, Li PS, Fang WZ, Xu HP, Gong YH, 
Zhu ZF, Hu Y, Liang WH, Chu Q, Zhong WZ, Wu 
L, Wang HJ, Wang ZJ, Li ZM, Lin J, Guan YF, Xia 
XF, Yi X, Miao Q, Wu B, Jiang K, Zheng XB, Zhu 
WF, Zheng XL, Huang PS, Xiao WJ, Hu D, Zhang 
LF, Fan XR, Mok TSK and Huang C. Genomic 
origin and EGFR-TKI treatments of pulmonary 
adenosquamous carcinoma. Ann Oncol 2020; 
31: 517-524.

[19] Wu YL, Zhou C, Hu CP, Feng J, Lu S, Huang Y, Li 
W, Hou M, Shi JH, Lee KY, Xu CR, Massey D, 
Kim M, Shi Y and Geater SL. Afatinib versus 
cisplatin plus gemcitabine for first-line treat-
ment of Asian patients with advanced non-
small-cell lung cancer harbouring EGFR muta-
tions (LUX-Lung 6): an open-label, randomised 
phase 3 trial. Lancet Oncol 2014; 15: 213-
222.



Clinicopathological profiles in ASC of the lung

135 Am J Transl Res 2024;16(1):126-135

[20] Zhou C, Wu YL, Chen G, Feng J, Liu XQ, Wang C, 
Zhang S, Wang J, Zhou S, Ren S, Lu S, Zhang  
L, Hu C, Hu C, Luo Y, Chen L, Ye M, Huang J, Zhi 
X, Zhang Y, Xiu Q, Ma J, Zhang L and You C.  
Erlotinib versus chemotherapy as first-line 
treatment for patients with advanced EGFR 
mutation-positive non-small-cell lung cancer 
(OPTIMAL, CTONG-0802): a multicentre, open-
label, randomised, phase 3 study. Lancet On-
col 2011; 12: 735-742.

[21] Mok TS, Wu YL, Thongprasert S, Yang CH, Chu 
DT, Saijo N, Sunpaweravong P, Han B, Margono 
B, Ichinose Y, Nishiwaki Y, Ohe Y, Yang JJ, 
Chewaskulyong B, Jiang H, Duffield EL, Watkins 
CL, Armour AA and Fukuoka M. Gefitinib or car-
boplatin-paclitaxel in pulmonary adenocarci-
noma. N Engl J Med 2009; 361: 947-957.

[22] Sequist LV, Martins RG, Spigel D, Grunberg SM, 
Spira A, Jänne PA, Joshi VA, McCollum D, Evans 
TL, Muzikansky A, Kuhlmann GL, Han M, Gold-
berg JS, Settleman J, Iafrate AJ, Engelman JA, 
Haber DA, Johnson BE and Lynch TJ. First-line 
gefitinib in patients with advanced non-small-
cell lung cancer harboring somatic EGFR muta-
tions. J Clin Oncol 2008; 26: 2442-2449.

[23] Zhao R, Xu Y, Chen Y, Zhang J, Teng F, Liao S, 
Chen S, Wu Q, Xiang C, Pang J, Shang Z, Zhao 
J, Bao H, Bao H, Shao Y, Lu S and Han Y. Clonal 
dynamics and stereo-seq resolve origin and 
phenotypic plasticity of adenosquamous carci-
noma. NPJ Precis Oncol 2023; 7: 80.

[24] Wang J, Wang Y, Tong M, Pan H and Li D. Re-
search progress of the clinicopathologic fea-
tures of lung adenosquamous carcinoma. 
Onco Targets Ther 2018; 11: 7011-7017.

[25] Tang S, Xue Y, Qin Z, Fang Z, Sun Y, Yuan C, Pan 
Y, Zhao Y, Tong X, Zhang J, Huang H, Chen Y, Hu 
L, Huang D, Wang R, Zou W, Li Y, Thomas RK, 
Ventura A, Wong KK, Chen H, Chen L and Ji H. 
Counteracting lineage-specific transcription 
factor network finely tunes lung adeno-to-squa-
mous transdifferentiation through remodeling 
tumor immune microenvironment. Natl Sci Rev 
2023; 10: nwad028.

[26] Kong M, Jin J, Cai X, Shen J, Ma D, Ye M, Zhu C, 
Freedman S, Walters K, Xu X and Chen B. Char-
acteristics of lymph node metastasis in resect-
ed adenosquamous lung cancer. Medicine 
(Baltimore) 2017; 96: e8870.


