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[ Abstract] Fetal lung adenocarcinoma (FLAC) is a rare lung tumor, accounting for 0.1% to 0.5% of lung cancers, so
named because its pathological appearance resembles fetal lung. According to their differences in histopathological and clin-
ical features, FLAC is divided into two types, low-grade (L-FLAC) and high-grade (H-FLAC), the most notable differences
between the two are the formation of mulberries and the expression of (-catenin and P53 Features. In recent years, the dis-
covery of new gene mutations in FLAC has made its definition and classification more controversial, and also opened up a
new path for the diagnosis and treatment of FLAC. This article reviews the evolution of the definition of FLAC, histomor-

phology, immunohistochemistry, molecular genetics, clinical features, treatment and prognosis, and discusses its tissue origin

and possible molecular mechanisms.
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