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Abstract: The existing guidelines do not recommend postoperative adjuvant therapy for patients with stage [ A lung ade-
nocarcinoma. However, patients with stage [ A lung adenocarcinoma containing clinical high—risk factors have a higher risk
of recurrence and metastasis, and surgery alone may not be sufficient to ensure long—term efficacy. How and when to carry out
postoperative adjuvant therapy to improve the survival of stage I A patients with high risk of recurrence become a problem
that needs to be solved in the future. This article will discuss the research progress of the prognosis and postoperative adjuvant

therapy of stage I A lung adenocarcinoma patients with high—risk factors (T stage, consolidation tumor ratio, high—grade path-

ological subtypes and percentage, spread through air space, lympho—vascular invasion, etc.).
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WA T T AEE A7 IR ARG
I T 523 6 A, 38 5 A 5 4F A A7 (overall
survival, 0S)3R3K90% LA I SR, AR 45 [ Br fili 95
il 5% 4 2 (International Association for the Study of
Lung Cancer, TASLC) %4 {5 B, Bl T 70 119
Thims, B AR BH T, BT AL S 4 0S 558
92%, 1 A211083%, 1 A3WIR 77%. WAh, & IF3
fluim R = fa R T A 15k U (B, U
WAZ BN R0, HET, X T ARG BRI e &
W5 R B iy T A B i dd 58 2 U AT A F e
W PRI, A el 6 6 3 AT 26 A S Bl Bhia T ok 45 1
T A JY3 it i 28 AR SO BIFAE i o AR SO
PEIm IR R R A T A B % KU & e AR S
R4 BRI 1

1 TAHMBERKRKSEEZE

1.1 PhiE L% B 4 & b (consolidation tumor ra-
tio, CTR)

CTR 278 = 4 HER CT 45 il 7 v i 994 e K52
W HA SRR ERWLE, 2 T A W 55
TN EZ—, HAE Lo % M3 CTR Ffith g K
N E T 4 4 A R B A4S CTR<0.5 H
12<3 em R, o A RS AR <2 em, LAV RS
4N BLH ; CLHAD 24 CTR>0.5, Hih C 40 g B At <
2 em, D 4R A% 2~3 emo S5RER,AB.C.D
ZH 10 4F OS B IR 1 94.0% . 92.7% . 84.1% . 68.8%,
10 £ 6 B K& 4= 17 (recurrence—free survival, RFS) %
WK M 94.0% .89.0% .79.7% . 66.1%., 1% b i
JEE <2 em H CTR<0.25 W R E R B &, IR &
<3 em H CTR<0.5 Wy &35 T f5 R 4F, 11 CTR>0.5 1
BEE R FRE . JCOGOS02 WFFE! " FHH , 2 i fi
K E#%<2.0 em H CTR>0.5 i , B3 5 4F RFS % fy
88%. 4 CTR>0.75 I, T A i Ji s H8 35 FEAG: 2
HE ISR BT L Sk bR B A3 A R A i, TR AR
WA, Zhai S50 5E  BL, Al SRS g (CTR=1)
SAERFSH N 79.2%, 75— 55K 543 6] CTR=0.75
B T A A 5 R oy SebE4] (0.751<CTR<1) N4l sz
PEAL(CTR=1), LLE A B HE B . SR ExR, 5
RS A HE, 2P EdL S T A2 3 (5 4F 0S R .
91.5% vs. 76.8%, HR=2.942, 95% CI: 1.402~6.173;
RFS % . 89.0% vs. 68.8% , HR=3.439,95% CI:1.776~
6.669) Fl I A3 1} (54F OS * :93.5% vs. 63.0%, HR=
5.110, 95% CI: 1.607~16.241; RFS # . 80.5% uvs.
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54.1%, HR=2.789,95% CI:1.290~6.027 ) A% (1 4 47
RAREN, U, B CTR T, T A G0
Jr 22, 0 R Ry RS B i
1.2 SHRAFETEEFSLE

Jits A8 155 8] o BV 7Y 2 A SR R g
FLk WA K 52 2 BRAAAE 2K (complex glandular pattern,
CGP) . W R, 5 HABEAUAR L, SRS LSk
RUTG 22 WA BTSSR A i
g JR A PG 525 RS 54F RFS A1 0S HALAIR, itk
FRAEZEAL T 2R R AR S AL 2015 4,
5 DA 2H 21 (World Health Organization, WHO ) ¥
0 e FiR AR X (A 45 7 PR R Rl 5 R4 ) 299 8 )
o 2020 48, [6 Pl BF 5 Up 20K HLa A A
RGBT RFRGE

Peng 55 BIFSE K B, SRl R Sk AL 43 (solid
or micropapillary component, S/MP)>50% 5<50% 1]
I A S i BB TS BB 22 5. WA IR
TR 0T e B UIER AFAE SIMP 1 1 A 01l i 9 78
L SIMP (5 IR TR . Choi 55 BIF5E 4
L, BE SIMP<5% , iR 1 A Wi 8 s
BeZE . MB, ABFFERIE , ML Sk Y 73 (micro-
papillary component, MIP) >5% K} , 7" 2 52 Wi i
G A, Huang 550K 595 151 T A S0 it g F8 5
4 S AT R RN fCEL Sk 2 Y ) 43 L (total propor-
tion of solid and micropapillary components, TPSM )43
A 321, Bl TPSM-L (TPSM<10%) . TPSM-M ( 10%<
TPSM<40%) 1 TPSM-H (TPSM>40%) , 4% F & /=
TPSM-L ., TPSM-M 1 TPSM-H £ # 5 4F 0S 34351 Hy
94.8% .84.4% F169.4% ; TPSM-H {8 3 5 4 RFS K I}
ZAIK T TPSM-M , TPSM-L (51.5% vs. 72.2% . 85.0%,
P<0.001). T A1HITPSM-L i # & KKK <10%, T
I A2 1 T A3 18] TPSM-H £ & & & KUK >40% .
I, TPSM 73 J22 REAR G- by T 1 A S0 il Ji e 140 52 ) A1
FE TRV FESIIN T A S04 il Bl 98 R85 R U5 5 e Rk
T RAEEMEGED .

2020 4F, TASLC &A1 T 4 45 B3 40 % 40
R B = S g 347 B R R O] o B R Y e
AR VEAE BB e 20 o 3 9, B T 2 (IR A2 R X
W: 2% ) < W BE SV 2R Sy = HL i 2 01l BRI 2 <20% , 1T 2%
(52 2% ARG 2% ) < Bt s LSk 2 Dy 3 HL v 4501 g B
WA <20% , I 2% (e 52 % XURE 2% ) < AT A 37 280 HL i %
595 B B >20% . TASLC ZR Gext T A 11 il it dea A6
TS 2 SR U A T CRE v GO 0 A il
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Tab. 1 The impact of high—grade pathological subtypes and their percentages on the prognosis of stage | A lung adenocarcinoma

ARy =3 F ARG il FEigh R
MIP>5% MIP>5% b, fli BEUIBRA 35 RFS 5 0S8 45 F iU B A
2020 SuZElsl < em SIiEF M i
FoOSuWE emIERIMIE Lo i MIP<S RIS U
S/MP- 55 SIMP—4H V5 , SIMP<5% ZH i JRg 86 K K L 45 i R o
20214F  ChoiZE"” T ~TIIAE/INAH A Al S/MP<5% R R e . 2R T N, SIMP<5% &
S/MP+ I AWIEAE B & S22 1 R
S/MP-
o SIMP<50% 2l 5 SIMP>50% 41 RFS 148, 22 R T4 i
20214F  Peng % 1 ASB s SIMP<50% is: TS SINP>S0% LIRS A, 225 AT
SIMP>50%
S/MP+ S/MP+4H RFS 4, T SIMP-41 , 7 SIMP+41 H1 , S/MP /5 Lt AN
20224F  Hfgl ARl T A 3t i g o
S/MP- AR
TPSM<10%  TPSM>40% 41 H1 10%<TPSM<40% 4 5 4F RFS %1 0S %
20224F  Huang%§" I A 1 Bt g 10%<TPSM<40% i FET TPSM<10% 41, ZHZE Cox MM BR,
TPSM>40%  TPSM 43-2& &5 Wi A= A7 (A 57 TS PR 2%

i da JE S TS A E B2 3R 0 2021 4F, WHO &
A B 5 IS b I8 o3 2R AR 22 L) 5% 1 3 i Sk A%
TPl AU 2R R 7T 73 LE  AH Al A ARSI Y Oy
Tl R T HERE A TASLC /- R 58 A
RABFFEAR ML T S NbR ER 32T
1.3 S BE¥H 8 (spread through air space, STAS)
STAS X —HE& T 2015 4F f1 WHO B k42, &
SR L SR AR AN PR S A 55 B A 9 A B 3
R 2 2% LA AD R Ji S BT . STAS 2 1 A
il B AR S B S LR AP TRIAY T AR
WFoE 7N, &I STAS Y T A il i 8 3, It 41
R 05 S il - D533 7 S8R B, A S i DD s ) A
A Jr T DR AT R XU e . WA I R B
STAS /& T A 10 i fi 98 £8 355 S ity i 110 B AR 5 /s AN
K bR, SR AR B AT & B STAS, i H. T1c 1 ( T A3
) /B FR A Il B & AE STAS 11 AU (2 25 3 m™>
Dai %W 55 7, STAS FHIE T A il i i & 5
1 B 40l g s BAT AR B, H. STAS PR &
HHY S AE RFS A 08 K Y i 2 KT STAS B
# o Wang 2400 T 1 387 41 T 101k /41 i il 96
(non-small cell lung cancer, NSCLC) f 75 , & 3 STAS
Xof T F18 5 Wi i~ e 8 1) s BRI 2R T A TG i 2
I3 9o BRSO3 B R R ORAG I ) STAS . AT BF 5T 4l
18, STAS FYAFAE T T T A 300 it i A 257 o s
WKL S5 56 RS, I AT AR DT R E B A2 B0 52 XU
PEATIRIERS S P, STAS FEAE WU 222 B U i
R KRR RE . UAE T A I RRE B AR ok

PRI B 21 P ARG ) STAS I, Al % & i — B 5k
FAFERAE B A7 i T VKRB 1 BR i , STAS (112
Wi HA — 2 R BRI, B2 R R T STAS K6 H 3R
T AEHEARREF I N EE,
1.4 BkE 7+ (lympho-vascular invasion, LVI)

LV F5 98 4H 42 A0 b g ] 1y i 5 slpe 4
MR R, LV T A A 28 3 0 57 A R s [
RLOEATHIAEYIBRAY T A W3 o LVIBE 4L
54 0S F AL F LVI B 41 (70.9% vs. 94.5%)™" .
Tsuchiya 55 ' B8 W ARTS T AHIZE . AN, F
F 5 B 43 17 2 633 491 T 9 NSCLC &, &
2 fEE AR <3 em I, LVI S RFS F1 OS Y 2 57 U
fERE N2 LVIBAE 35 5 4F RFS M1 0S 27 K
T LVIBAME 3 (61.2% vs. 82.0%, P<0.001; 73.3% vs.
88.1%, P<0.001)"", DL A58, LVIFHYE T A )
iR S T B IR USRI, A B
7N, BDEE LVIFHE T A Sl B 388 T2k T B 3 il i
i, W BRI A AR5, H LV T 20 % V) A
R ROk T A TR M O B L R IR
P UE LV T AR R Z —.

= T S N G I B N R W ) e
LU R ) BT 8 K A 4 Ll STAS (LVI A1 R 5
fa I Z AL g T A W A s . AR
R, TAMBES IR RRZ P4 RFSH
OS Mg, W5 2=, Hal, 28t 5 5E T4 4k &
PEAR R R0 34350 i HA DA b e TR R R R AT
82k B TG 43 2, AN AR 52 % KBS, - ff
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mE N SR, R R . ROkl
sUR i E A Y N = AP RN LR
JRURS: B , AT DL BEORS i X T A 3 H 3 A7 52 2 XL
Wor 432, B O ML 32 11 O K v DRI T A A2 Al
Bliayy i N HE , DTS By DR BEORS iff b 1Al 755 Al
BIAIT o
2 HIEEKRSEEZE 1 A B IRE A 5B
BIT
2.1 REHBLTT

T 1 A BINSCLC 38 A J5 4 Bh Ak y7 Jo e &8
AR aE, A 6 P AR FL AT AR S Bl B Ay
SR, Wang 258 00 B 1 152 51 i3l Sk S 0 1Y
I A M s e 3, &5 SR oo, SR M L, ARG
B ALY B3 s T UK 1 OS[HR=2.054, 95%
CI: 1.085~3.886, P=0.027 | F1JC ik & AE A (progres-
sion—free survival, PFS) (HR=2.205, 95% CI: 1.118~
4.349, P=0.022) , W UKL L WAy =09 1 A 1)
Jits B9 6 T DA S il Bl AR Y 3R 2

MYFREAELEEERRN I BYERE, REH
2 W 2 B0 STAS I, 0 2% JER Ji5 8 B Ak 7 5 T T
I AR WIASHERE . SR1MT, Chen S5 B 58 &
X T4 57 Wl ISR B STAS BHAE T A il i 98
B B BRI A] B H OS (HR=0.787, 95%Cl :
0.359~0.949, P=0.034) FIJCHk 17 (disease—free sur-
vival, DFS)*& (HR=0.703,95% CI: 0.330~0.904, P=
0.029)

H A —I01 Z s B 11 1) LOGTK0602 fiff 57+
S X LVIBEE T A 31 i g 28 R R 5 4 B

BT, 5 4 0S K Hl RFS R 4 51 8 94.2% [95% CI
(83.2~98.1) 1 F188.5%[ 95% CI(76.1~94.6) ], BE 1L
T LVIFHPE T A B 0 HABF S 25 0 o DRk, X
FLVIBHAM: T A il i 2 AR5 4 Bh Ay T g &
A A R

WAHMIE T T 1278 61 1 I NSCLC B4, 45
R, SR ZHBLTT 0 B E AL, 641 B H AT
FHLT1e( T A3 8 T2a( T B B B2 1 4532
G5 R A R R Y R 2 W B AT IS AT W AT
K 54 RFS % (81.4% vs. 73.8%, HR=0.63, 95% CI:
0.41~0.93, P=0.023) il 5 4F 0S # (92.7% vs. 81.7%,
HR=0.28, 95% CI : 0.13~0.77, P<0.000 1) ;i . & %
o R I R 2 A BT 5 A X RFS R0 i
Hm e

gi brid WMBAAE R RN T AH&EG
NHE ARG 5 B ARy7 vl fe ok — g k2 o SR,
A ISR AR s /0N, FLRT B 72 BITR 2% P 2 A 52
(F2), KRR ERAEA 2 BEHLT IR T
I RIS, IR AR S5l B Ay B 2 & &
FERZE M T AW B 1 a4k . AR B AT
1 T AW TR S Bk 7 (R IR bt &
A R 3 B P, R g T g H BT
BREEHZER T AB &G AR, N % A S H )
7 AHHBCRAI ARG
22 ARiEHBEEIETT

ADAURA #5822 AR e A TG RIS IE
W Rz A K TR 1 52 A — i 2 1R U8 e 4110 1 7] (epidler-
mal growth factor receptor—tyrosine kinase inhibitor,

EGFR-TKD) AR J5#BhVG 7 XT 1 ~ T NSCLC & )

k2 REHMAATNERARLGERE | APEZFTEH YA

Tab. 2 The impact of adjuvant chemotherapy on the prognosis of stage I A patients with high—risk factors for recurrence

= 1EH EBHTR SR

FEHEER

2 i PIBEAR ) X3 F T AW ADC B35, 52 4ihbir 56,08 T & 25 Xt T 1T A MPP i

20194  Wang 21
BE K.
STAS PHPE: T 34
ADC & HH
LVIFHM: T A A
NSCLC ¥4

20204F  Chen %!

20204F Tsuchiya alal

I AJADCHIMPP ¥, Z2 P Z A7 s Ak ST B T3 102 OS BTG S0 A, L PFS #9252 IR

TESTASFHE: T A B3 ADC i3 i, 1l Bh Ak y7 5 S il 170 Bk £8. 35 1) OS A1 DES k38

FARFEEVIBRIG , MBI T B 54 OS FHIRFS K435l 94.2% F188.5%, i 3
BT LVIFAYE T A 9 NSCLC i & 0y H Al iy 2%

FEHA B K e FE P 28 (A M T 1e 55 T2a Sk I i B 320 ) 1) S8 35 v, 0232 3l

PR A Y

2022 4F  Tsutani &5
I I NSCLC 3%

BYALTP I 3 5 4F RES RN 08 R I i TR 32 B ALy T i B s A R K

PR EE SR BT 5,0 5 4F RFS RIL B E N

7 : ADC A T MR s MPP & 3L 3k A 54 £ 69 A IR .

Note : ADC represents lung adenocarcinoma; MPP represents lung adenocarcinoma with predominant micropapillary subtype.
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DFSFOS AT 23k 25 . SR, CT [ A E AR
Je FR AT I RF I A e = B A 3R 25 EBE . [
It , 7F ADAURA W 5% iy 5L il I, B 1 1E 78 2E 47 1
ADAURA2 WY B fE#E— 29 EGFR-TKIs 7E 1 15
faZ B T A2~ T A3 3] NSCLC 3 i 5y 7 &ob:
GAYE WMFHZU R AR T A W& o 83 A )
TRIT AR AL R AR I R IEYE . AN A — RS
PR 98 IEAEBEA T, DU IE— 2 500F T A RS
ARJGHE AT RBOR

] 5 WP W = 27 v g fa] AT R 2 S0 AR B A
BNl s P 4 B T 227 B #5H EGFR 2848 1 1 3
NSCLC 8 # AR J5 #5Z EGFR-TKIs 4 B8 (713697 5
BTG 22 5, 25 3 B, AR5 5 B )36 97 19 i
F W EE . ARJG EGFR-TKIs 4 Bh# (6] 16 J7 20 H
H 54FE DFS % 4 99.4%(95% CI: 98.1%~100.0%) , Tiij
X R 2H K 79.6% (95% CI: 73.3%~86.5%) , 41 T
19.8% (P=0.002) ; 5 4E 0S % & 100.0% (95% CI:
100.0%~100.0%) , 1 Xf #8244 93.7% (95% ClI:
89.9%~97.7%) , ¥ 7 T 6.3% (P=0.032) . V£ 53 #r
R, 50 B E, R EGFR-TKIs 4 By #8 [m) 36
JP4H 1 A 1 5 5 4E DFS K M\ 84.5% (95% CI:
77.0%~92.7%) #& J+ & 100% (95% CI: 100.0%-~
100.0% ) (P=0.007) , 7f H.45 2} J5 K S BE U7 39 18] 4754
Zeifts, X PR T AW EEZ AR RIGT A E
SCPGE AR A, TR | | A BEEAEAT BG
I7 AR 25 RS, SRR TR S R A T X T A B
82 AR NRERG T, 25 T A U9l B AR 4t B
RITA R TR A o SR, W 5% FF A A X 458
AN AR RAT 7 KA HEPERF S8 UEE

3 mk

IRy =]

g5 L RTIR R T A S R JR 5 FE 5 T I
PR I L BUS D5 8022 . X TR w e A
BE, gl F AR T BEAR L AR I Y7 sk . Rk, A
WERF G TE NAYT I 5 ARG R BNIR ST Y b 2
EAFHE— 2L WEFE o AT R AR iF I JR A I 4l B 36 7
DA 52 v DRI, S8 Y AR AT Bk — 2D RFE AR
FUHTHEPEOE S8 B9EE o XF 7384 B I K 25 fw A
Z T AW FAR B CTR & GO BT A K |
o3 EE STAS LVIZE) B T A IS v MBS AR, B3
AR TR S ARG TR w1 AN PEAT RS R BIIA YT
R, 3l AR5 5 e AU RS 1 53 22 S Nk B v
kI (minimal residual disease, MRD) ¥ ilj'*', A] | 5E

TR0 v DR, ARG XU A6 2 B A TR 1), BT A X
Ve VPR R R AT AR BATT o

Sk
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