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[ Abstract ] Adenocarcinoma in situ (AIS) is a new concept which was introduced to the 2011 The International
Association for the Study of Cancer (IASLC)/ American Thoracic Society (ATS)/ European Respiratory Society (ERS) In-
ternational Multidisciplinary Classification of Lung Adenocarcinoma firstly and an important supplement of The 2015 World
Health Organization Classification of Lung Tumors. Because AIS is at an early stage of development of lung adenocarcinoma,
the deepening understanding of its pathology, differential diagnosis, treatment strategies, has an important significance for the
improvement of the prognosis of lung adenocarcinoma. This review will provide a systematic review of the main progress of oc-

currence and development, pathological characteristics, differential diagnosis and treatment strategy of AIS, in order to provide

theoretical basis for the further research of AIS.
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