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INTRODUCTION

     Bronchogenic carcinoma, also known as 
lung cancer, refers to tumours originating in 
the lung parenchyma or within the bronchi. It 
is one of the leading causes of cancer-related 
deaths in the United States. It is estimated that 
there are 225,000 new cases of lung cancer in 
the United States annually, and approximately 
160,000 die from lung cancer. Its dramatic rise 
in later decades is mainly attributable to the 
increase in smoking among both males and 

females.[1,2] In Iraq, according to the World 
Health Organisation (WHO), lung cancer is 
the second most common malignant disease 
after breast cancer, and it is the second most 
common cause of death in malignant diseases 
after breast cancer.[3]

     A combination of intrinsic factors and 
exposure to environmental carcinogens is 
involved in the pathogenesis of lung cancer.[4] 

Familial and genetic variations can predispose 
a person to lung cancer, even in non-smokers. 

RESEARCH ARTICLE 

ABSTRACT 

Introduction: Bronchogenic carcinoma is one of the leading causes of preventable death. Characterisation of the 
clinical, pathological, and radiological profiles of bronchogenic cancer can assist in disease management and help 
determine risk factors for specific cancer types. . 

Objective: To assess the clinico-pathological profile of bronchogenic carcinoma in Al-Imamain Al-Kadhimain 
Medical city in Baghdad.

Methods: This cross-sectional study included 100 patients diagnosed with bronchogenic cancer. Patient clinical 
characteristics, diagnostic modalities, and histopathologic cancer type were recorded.  

Results: Squamous cell carcinoma (SCC) was the most common histopathological type of bronchogenic cancer, 
accounting for 44% of the patients, followed by adenocarcinoma (39%). Squamous CC and large/undifferentiated 
CC were more common in males (84.09% and 75%, respectively) than in females (15.91% and 25%, respectively), 
with significant differences. All patients with small CC (100%) and 75% of patients with SCC were ex/current 
smokers, versus 0% and 25%, respectively, were non-smokers, with highly significant differences. In contrast, 
69.23% of patients with adenocarcinoma were non-smokers compared with 30.77% who were ex/current smok-
ers, with a significant difference. 

Conclusion: SCC and adenocarcinoma are the most common types of bronchogenic cancer. Male gender is signif-
icantly associated with SCC and large/undifferentiated CC. SCC and small CC are more common among smokers 
than other histopathological types of bronchogenic cancers.

Key words: Clinical Profile, Pathological Profile, Bronchogenic Carcinoma.

Clinico-pathological profile of bronchogenic carcinoma: a sample from Al-
Imamain Al-Kadhimain Medical City in Baghdad

Haidar Noori Dawood,a Mohammed Ismael, b Ali S. Alshammaa.c

a: FICMS, FAB, FICMS (Resp.), Consultant in internal medicine and respiratory medicine. Al Immamin Al Kahdimin Medical City. 
Al-Karkh Health Directorate, Baghdad, Iraq. b: MBChB, CABM, Specialised in internal medicine, Samra’a General Hospital. Salah 
Addeen Health Directorate, Salah Addin, Iraq. c: FICMS (Med.), FICMS (GIT & Hepatology), Consultant Gastroenterologist. 
College of Medicine, Nahreen University, Iraq.
Corresponding Author: Haidar Noori Dawood, E-mail: haidernoori2001@gmail.com.

Iraqi NNMMJJ



62 Iraqi New Medical Journal  |   January 2026 |  Volume 12  |  Number 23

Many genetic mutations within tumours have 
been identified. For example, mutations in 
the epidermal growth factor receptor (EGFR) 
gene are present in 20% of adenocarcinomas. 
Tumour mutations may also predict response 
to or toxicity from certain chemotherapies and 
are an important area for future investigation.
[5] Tobacco use causes 80% to 90% of all 
lung cancers.[6] Second-hand tobacco smoke 
exposure is also a significant risk factor, with 
younger age at exposure associated with 
a higher risk of lung cancer.[7] Risk factors 
typically depend on the dose and the duration 
of smoking.[8]

The broad divisions of small cell lung cancer 
(SCLC) and non-small cell lung cancer (NSCLC) 
represent more than 95% of all lung cancers. 
The WHO (World Health Organisation) 
classifies SCLC into three cell subtypes: oat 
cell, intermediate cell, and combined cell. 
SCLC with NSCLC component, squamous, or 
adenocarcinoma).[9] Non-small cell lung cancer 
is classified into Squamous cell carcinoma, 
Adenocarcinoma, Adenosquamous carcinoma, 
and large cell carcinoma.[10]

Patients with lung cancer are almost always 
symptomatic at diagnosis.[11] Symptoms 
can be caused by the primary tumour (e.g., 
cough, haemoptysis); intrathoracic spread 
(e.g., Horner syndrome, superior vena cava 
obstruction); and distant metastases (e.g., 
bone pain). Paraneoplastic syndromes, such 
as the syndrome of inappropriate antidiuretic 
hormone, can also cause symptoms.[12]

This study aimed to assess the clinic-
pathological profile of bronchogenic carcinoma 
among Iraqi patients who visited the oncology 
department at Al-Imamain Al-Kadhimain 
Medical City during the first half of 2020.

METHODS

Study design and setting: This is a cross-
sectional study involving 100 patients with 
bronchogenic cancer who attended the 
Oncology Department at Al-Imamain Al-
Kadhumain Medical City, Baghdad, between 
January 1, 2020, and July 31, 2020. 

Ethical consideration: The research proposal 
was approved by the Ethics Committee of the 

Arab Board of Health Specialisation in Iraq. 
Agreement from the hospital administration 
was obtained to use the data. Written consent 
was obtained from each participant after the 
study’s aim was explained. Participation in 
the study was voluntary, and the participants 
were assured that their data would be kept 
confidential. 

Inclusion Criteria: Adult patients, aged 18 
years or older, of both sexes who visited the 
Oncology Department at Al-Imamain Al-
Kadhimain Medical City during the study period 
with an established diagnosis of bronchogenic 
carcinoma were the target population of this 
study. The definitive diagnosis was based on 
histopathological examination by a consultant 
histopathologist of a biopsy or FNA of the 
lesion. Exclusion Criteria: Patients with 
incomplete data or who refused to participate 
were excluded from this study.

Sampling and sample size: The authors selected 
100 patients conveniently. 

Data Collection and procedure: For 
each participant, we recorded age, sex, 
smoking history, clinical presentation, and 
histopathological diagnosis. The presenting 
symptoms were cough, weight loss, 
haemoptysis, shortness of breath, anorexia, 
chest pain, and fatigue. The histopathological 
types of bronchogenic cancer used in this 
study were squamous cell carcinoma, 
adenocarcinoma, small cell carcinoma, large cell 
carcinoma, and undifferentiated cell carcinoma. 
Histological types of bronchogenic carcinoma 
were studied to define any association with age, 
sex and clinical presentation. 

Statistical Analysis: Statistical analyses of all 
data were performed with SPSS software (SPSS 
21.0 for Windows, IBM, Chicago, IL, USA). 
Normality of all continuous data was checked 
using the Kolmogorov–Smirnov test. Normally 
and non-normally distributed data variables 
were expressed as the mean ± standard 
deviation and as the median ± interquartile 
range, respectively. Categorical variables were 
presented as counts and percentages, and 
comparisons were conducted using Fisher’s 
exact tests. P-value was considered significant 
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if it was < 0.05.

RESULTS

The mean age of the patients was 62.26±10.8 

years (range= 28-88 years). The 51-65 years 
age group was the most common, accounting 
for 45% of patients, followed by the>65 years 
age group (40%). Male patients accounted for 
70 (70%), and female patients accounted for 30 
(30%). Fifty-nine patients (59%) were either ex- 
or current smokers, Table 1. 

Cough was the most common clinical feature 
encountered in 71 patients (71%), followed by 
weight loss in 51 patients (51%), hemoptysis in 
32 patients (32%), shortness of breath (SOB) in 
28 patients (28%), and anorexia in 26 patients 
(26%). Less frequent presentations included 
chest pain in 10 patients (10%) and fatigue in 5 
patients (5%), as shown in Table 2.

Squamous cell cancer was the most common 
histopathological type of bronchogenic cancer, 
accounting for 44% of the patients, followed 
by adenocarcinoma (39%). Less common 
histopathological types included small CC (9%), 
undifferentiated CC (6%), and large CC (2%), as 
demonstrated in Table 3.

For statistical purposes, large and 
undifferentiated CC were combined into 
a single group. Generally, there was no 
significant association between age groups and 
histopathological types of bronchogenic cancer 
(p-value = 0.069). Of note, both Squamous 
cell cancer and small cell cancer were more 
common in the older age group (>65 years) than 
in the younger groups, while adenocarcinoma 
was more common in the age group 51-65 
years than in other groups (Table 3). 

Table 1 | Demographic Characteristics of the Patients (N=100)

Variables Value

Age, years

 Mean ± SD 62.26±10.8

 Range 28-88

Age groups

 ≤50 15(15%)

 51-65 45(45%)

 >65 40(40%)

Gender

 Male 70(70%)

 Female 30(30%)

Smoking 

 Never 41(41%)

 Ex/current 59(59%)

Table 2 | Clinical presentation of the patients

Clinical feature Frequency Percentage

Cough 71 71%

Weight loss 51 51%

Haemoptysis 32 32%

Shortness of breath 28 28%

Anorexia 26 26%

Chest pain 10 10%

Fatigue 5 5%

Others* 4 4%

* Including three cases with back pain and one case of voice hoarseness

Table 3 |  Association of age with histopathological types

Category SCC Small CC Adenocarcinoma Large/ undifferentiated CC (n=8) P-value

Age

≤50 4(9.09%) 0(0%) 8(20.51%) 3(37.5%) 0.069

51-65 17(38.64%) 4(44.44%) 20(51.28%) 4(50%)

  >65 23(52.27%) 5(55.56%) 11(28.21%) 1(1.25%)

Gender 0.035

Male 37 (84.09) 5(55.56) 22(56.41) 6 (75)

Female 7 (15.91) 4 (44.44) 17(43.59) 2 (25)

Smoking < 0.001

Never 11(25) 0(0) 27 (69.23) 5 (62.5)

Ex/Current 33(75) 9(100) 12 (30.77) 3 (37.5)

Total 44 (44 %) 9 (9 %) 39 (39 %) 8 (8 %) 100 (100 %)
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Squamous CC and large/undifferentiated 
CC were more common in males (84.09% and 
75%, respectively) than in females (15.91% 
and 25%, respectively), with significant 
differences (p value 0.035). The frequency of 
small CC and adenocarcinoma was comparable 
between males and females. All patients with 
small CC (100%) and 75% of patients with 
SCC were ex/current smokers, versus 0% and 
25%, respectively, were non-smokers, 69.23% 
of patients with adenocarcinoma were non-
smokers compared with 30.77% who were ex/
current smokers, with a significant difference (p 
value 0.001)   (Table 3).

None of the included clinical features 
had a significant association with the 
histopathological type of bronchogenic cancer. 
Although weight loss was more frequent 
among patients with squamous cell cancer 
(SCC) and adenocarcinoma (56.82% and 
56.41%, respectively) than small CC and large/
undifferentiated CC (11.11% and 37.5%, 
respectively), the difference was not significant 
(p value > 0.05) (Table 4).

DISCUSSION 

In this study, the mean age of patients with 
bronchogenic carcinoma was 62.26 ± 10.8 
years. Anant in his study [13] found that the mean 
age of patients with bronchogenic carcinoma in 
north India was 58 years. In our study, males 
were more frequently affected than females 
(70% vs. 30%). This finding is consistent with 
the study by Omran et al. in Iraq,[14] which 
reported that 75.9% of lung cancer cases 
occurred in males and 24.1% in females. It also 

aligns with the study by Viswanath et al.[15] 

which found that males accounted for 76.67% 
of cases, compared with 23.33% in females. The 
observed gender difference may be attributed 
to the higher incidence of smoking among 
males compared with females. [16] In this study, 
41 patients (41%) were never smokers, while 
59 patients (59%) were former or current 
smokers. In the study by Bharate et al.,[17] 53.4% 
of patients were non-smokers and 46.6% were 
smokers.

In this study, cough, weight loss, 
haemoptysis, and shortness of breath were 
the most common clinical presentations. In 
contrast, the study by Bharate et al.[17] reported 
chest pain, cough, breathlessness, and anorexia 
as the most frequent presenting symptoms. In 
contrast, Alberto et al.[18] found cough, pain, 
dyspnea, and haemoptysis to be the most 
common clinical features. Variation in clinical 
presentation across studies may be related to 
differences in lesion site and size.

  According to the present study, the most 
common bronchogenic cancer was squamous 
cell cancer (SCC), followed by adenocarcinoma. 
This was consistent with many previous studies, 
which reported that SSC remains the most 
common type.[19,20] Furthermore, Afrose et al. 
[21] showed that SCC was the commonest (38%) 
histological subtype and adenocarcinoma 
was the second most common subtype 
(26.90%) among Indian patients. However, 
many other studies worldwide indicated that 
adenocarcinoma is the most common type, 
accounting for more than 40% of bronchogenic 
cancers, 60% of the NSCC, and more than 70% 
of surgically resected cases.[22] On the other 

Table 4 |  Association of clinical features with histopathological type of bronchogenic cancer

Clinical feature SCC Small CC Adenocarcinoma Large/ undifferentiated CC P-value

Cough 34(77.27%) 7(77.78%) 25(64.1%) 5 (62.5%) 0.527

Weight loss 25(56.82%) 1(11.11%) 22(56.41%) 3(37.5%) 0.061

Hemoptysis 12(27.27%) 2(22.22%) 15(38.46%) 2(25%) 0.695

SOB 13(29.55%) 1(11.11%) 10(25.64%) 4(50%) 0.340

Anorexia 9(20.45%) 3(33.33%) 12(30.77%) 2(25%) 0.701

Chest pain 5(11.36%) 2(22.22%) 2(5.13%) 1(12.5%) 0.446

Others 4(9.09%) 0(0.00%) 5(12.82%) 0(0.00%) 0.498

Total 44 9 39 8
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hand, SCCs make up about 20% of lung cancers.
[23] Malik et al.[24] in their study observed 
that adenocarcinoma was the commonest 
histological subtype, accounting for 39% of 
all lung cancer cases in a subset of the Indian 
population. The incidence of SCC has declined 
in recent decades, likely because of changes in 
smoking behaviour. 

In the present study, there was no significant 
association between age groups and different 
histopathological types of bronchogenic cancer. 
This is consistent with Afrose et al., [21] who 
observed no significant difference between the 
younger and older age groups in histological 
subtypes. In contrast, several studies found 
that adenocarcinoma is the predominant 
histological subtype in younger patients.[25,26] 
These studies proposed that etiopathogenesis 
in younger and older patients is different, and 
age should be considered as an independent 
factor while implementing preventive measures 
against lung cancer. 

Based on the results of the present study, 
squamous CC and large/undifferentiated 
were more common among males than among 
females; the frequency of small CC and 
adenocarcinoma was comparable between 
males and females. In accordance with this 
result, the study by Mäkitaro et al. [27] reported 
that SCC accounted for 43% among males and 
20% among females, while adenocarcinoma 
accounted for 23% among males and 46% 
among females. The percentages of small cell 
carcinoma among the males and females were 
almost similar, 23% and 25%, respectively. 

A trend toward increased adenocarcinoma 
among females has also been reported by Ko et 
al. [28] and Hirayama.[29] Afrose et al[21] analysed 
342 cases diagnosed as primary bronchogenic 
cancer. Regarding gender-wise distribution 
of histological subtypes, ACC is the most 
common subtype of lung cancer among women. 
However, the reason for this change is unclear. 
Possible factors, as suggested by Janssen-
Heijnen’s study,[30] are the increase in women 
smokers and a change in smoking behaviour.

In the current study, all patients with small 

CC (100%) and 75% of patients with SCC 
were ex/current smokers, whereas 0% and 
25%, respectively, were nonsmokers, with 
highly significant differences. In contrast, 
69.23% of patients with adenocarcinoma 
were nonsmokers compared with 30.77% who 
were ex/current smokers, with a significant 
difference. Yang et al.[31] reported that more 
peripheral cancers, such as adenocarcinoma 
and large cell cancer, show weaker associations 
with smoking than more central tumours such 
as SCC or SCLC. The strength of the association 
between smoking and adenocarcinoma (ADC) 
may depend on the relative prevalence of other 
factors such as genetic profile, occupational 
chemicals or other environmental exposures 
such as passive smoking. Also, the results of 
the present study are consistent with many 
previous reports [32,33] that support a weaker 
association between AC and smoking. 

Another explanation of this association 
involves the possibility that smoking 
affects a different number of stages of lung 
carcinogenesis according to histological type. 
Furthermore, differences in risk patterns may 
reflect the fact that adenocarcinoma tends 
to arise more frequently distally, whereas 
SCC arises proximally within the pulmonary 
airways. If larger smoke particles that tend 
to deposit proximally contain a wider range 
of carcinogens, this would make smoking a 
complete carcinogen for non-adenocarcinoma 
types but not for the cases of adenocarcinoma 
arising distally.[31] Therefore, the interaction 
between physical factors (i.e., the diameter 
of smoke particles) and chemical factors (i.e., 
the types of lung cancer that may be caused 
by different carcinogens in smoke) may well 
account for the difference in the magnitude of 
the odds ratio by histological type.[34]

  Furthermore, the present study revealed 
no significant association between clinical 
features and histopathologic type. In line with 
this result is an Egyptian study in which cough 
was the most frequent symptom, accounting 
for 85.9% of patients; however, no association 
was found between clinical presentation 
and histopathologic types.[35] Polanskie et 
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al.[36] recruited 257 Polish patients with 
bronchogenic carcinoma who showed chest 
pain, fatigue, nausea and vomiting, dyspnea 
were more common in squamous than non-
squamous cell cancer. 

CONCLUSION

The most common histopathological 
types of bronchogenic cancers are SCC (44%) 
and adenocarcinoma (39%). Male gender is 
significantly associated with SCC and large/
undifferentiated CC. Squamous CC and small 
CC are more common among smokers than 
other histopathological types of bronchogenic 
cancers. There was no significant association 
between age groups, clinical presentation, and 
the histopathological types of bronchogenic 
cancer.    

REFERENCES
1.	 Miller KD, Siegel RL, Lin CC, Mariotto AB, Kramer JL, Rowland 

JH, et al. Cancer treatment and survivorship statistics, 2016. 
CA Cancer J Clin. 2016 Jul;66(4):271-89. 

2.	 Kocher F, Hilbe W, Seeber A, Pircher A, Schmid T, Greil R, et 
al. Longitudinal analysis of 2293 NSCLC patients: a compre-
hensive study from the TYROL registry. Lung Cancer. 2015 
Feb;87(2):193-200.

3.	 World Health Organization. The Global Cancer Observatory| 
Globocan 2022 (version 1.1) - 08.02.2024

4.	 Alberg AJ, Brock MV, Ford JG, Samet JM, Spivack SD. Epide-
miology of lung cancer: diagnosis and management of lung 
cancer, 3rd ed: American College of Chest Physicians evi-
dence-based clinical practice guidelines. Chest. 2013;143(5 
suppl):e1S-e29S.

5.	 Amann J, Kalyankrishna S, Massion PP, Ohm JE, Girard L, 
Shigematsu H,et al. Aberrant epidermal growth factor recep-
tor signaling and enhanced sensitivity to EGFR inhibitors in 
lung cancer. Cancer Res. 2005;65(1):226-235

6.	 Jemal A, Thun MJ, Ries LA, Howe HL, Weir HK, Center MM, et 
al. Annual report to the nation on the status of cancer, 1975-
2005, featuring trends in lung cancer, tobacco use, and tobac-
co control. J Natl Cancer Inst. 2008;100(23):1672-1694.

7.	 Asomaning K, Miller DP, Liu G, Wain JC, Lynch TJ, Su L, et al. 
Second hand smoke, age of exposure and lung cancer risk. 
Lung Cancer. 2008;61(1):13-20. 

8.	 Alberg AJ, Brock MV, Ford JG, Samet JM, Spivack SD. Epide-
miology of lung cancer: Diagnosis and management of lung 
cancer, 3rd ed: American College of Chest Physicians evi-
dence-based clinical practice guidelines. Chest. 2013;143(5 
Suppl):e1S-e29S. 

9.	 Ferreccio C, Yuan Y, Calle J, et al. Arsenic, tobacco smoke, 
and occupation: associations of multiple agents with lung and 
bladder cancer. Epidemiology. 2013;24(6):898-905.

10.	 Rajdev K, Siddiqui AH, Ibrahim U, Patibandla P, Khan T, 

El-Sayegh D. An Unusually Aggressive Large Cell Car-
cinoma of the Lung: Undiagnosed until Autopsy. Cureus. 
2018;10(2):e2202

11.	 LATIMER, KM, Mott TF. Lung Cancer: Diagnosis, Treat-
ment Principles, and Screening. American Family Physician 
2015;91(4): 250-257

12.	 Anwar A, Jafri F, Ashraf S, Jafri MAS, Fanucchi M. Paraneo-
plastic syndromes in lung cancer and their management. Ann 
Transl Med. 2019;7(15):359.

13.	 Mohan A, Garg A, Gupta A, Sahu S, Choudhari C, Vashistha V, 
et al. Clinical profile of lung cancer in North India: A 10-year 
analysis of 1862 patients from a tertiary care center. Lung In-
dia. 2020 May-Jun;37(3):190-197. doi: 10.4103/lungindia.lungin-

dia_333_19. PMID: 32367839; PMCID: PMC7353932.

14.	 Travis WD, Brambila E, Burke AP, AP, Marx A, Nicholson AG. 
WHO classification of tumours of the lung, pleura, thymus and 
heart. 4th edition. Lyon (France): IARC Press; 2015.

15.	 Viswanath S, Nirlipta S. Clinicopathological profile of bron-
chogenic carcinoma in a tertiary care hospital in eastern part 
of India. Clinical Cancer Investigation Journal 2014;3(3):   220-
224.

16.	 Malik PS, Sharma MC, Mohanti BK, Shukla NK, Deo S, Mo-
han A, et al. Clinico-pathological profile of lung cancer at 
AIIMS: A changing paradigm in India. Asian Pac J Cancer Prev 
2013;14:489-94

17.	 Bharate R,  Mhaisekar D, Anil M. Clinical profile of lung cancer 
patients. Journal of Medicine. February 2017; 1(2): 54-58

18.	 Alberto R, Mariano P, Virginia C, Enric C, Teresa M, Delvys 
R, et al. Lung cancer symptoms at diagnosis: results of a na-
tionwide registry study. ESMO 2020;5:e001021. doi:10.1136/ 

esmoopen-2020-001021

19.	 Behera D. Epidemiology of lung cancer — Global and Indian 
perspective. J Indian Acad Clin Med 2012;13:131-7.

20.	 Singh N, Aggarwal AN, Gupta D, Behera D, Jindal SK. Unchang-
ing clinico-epidemiological profile of lung cancer in north In-
dia over three decades. Cancer Epidemiol 2010;34:101-4.

21.	 Afrose R, Akram M, Karimi AM, Siddiqui SA. Correlation of 
age and gender with different histological subtypes of prima-
ry lung cancer. Med J DY Patil Univ 2015;8:447-51

22.	 Travis WD, Brambila E, Burke AP, AP, Marx A, Nicholson AG. 
WHO classification of tumours of the lung, pleura, thymus and 
heart. 4th edition. Lyon (France): IARC Press; 2015.

23.	 Lewis DR, Check DP, Caporaso NE, Travis WD, Deve-
sa SS. US lung cancer trends by histologic type. Cancer 
2014;120(18):2883–92

24.	 Malik PS, Sharma MC, Mohanti BK, Shukla NK, Deo S, Mo-
han A, et al. Clinico-pathological profile of lung cancer at 
AIIMS: A changing paradigm in India. Asian Pac J Cancer Prev 
2013;14:489-94

25.	 Ak G, Metintas M, Metintas S, Yildirim H, Erginel S, Alatas 
F. Lung cancer in individuals less than 50 years of age. Lung 
2007;185:279-86.

26.	 Radzikowska E, Roszkowski K, Glaz P. Lung cancer in patients 
under 50 years old. Lung Cancer 2001;33:203-11.

27.	 Mäkitaro R, Pääkkö P, Huhti E, Bloigu R, Kinnula VL. An epide-
miological study of lung cancer: history and histological types 
in a general population in northern Finland. Eur Respir J. 1999 
Feb;13(2):436-40.

28.	 Ko YC, Lee CH, Chen MJ, Huang CC, Chang WY, Lin H j,et 
al. Risk factors for primary lung cancer among non-smoking 
women in Taiwan. Int J Epidemiol 1997; 26: 24-31.

Clinico-pathological profile of bronchogenic carcinoma: a sample from Al-Imamain Al-Kadhimain Medical City in Baghdad



67Iraqi New Medical Journal  |   January 2026 |  Volume 12  |  Number 23

29.	 Hirayama T. Non-smoking wives of heavy smokers have a 
higher risk of lung cancer: a study of Japan. Br Med J (Clin Res 
Edn) 1981; 282: 183±185.

30.	 Janssen-Heijnen ML, Coebergh JW. Trends in incidence and 
prognosis of the histological subtypes of lung cancer in North 
America, Australia, New Zealand and Europe. Lung Cancer 
2001;31:123-37.

31.	 Yang CP, Gallagher RP, Weiss NS, Band PR, Thomas DB, Russe 
DA. Differences in incidence rates of cancers of the respira-
tory tract anatomic subsite and histologic type: an etiologic 
implication. J Natl Cancer Inst 1989;81:1828–31.

32.	 Zang EA, Wynder EL. Differences in lung cancer risk between 
men and women: examination of the evidence. J Natl Cancer 
Inst 1996;88:183–92.

33.	 Davis WD, Lubin J, Ries L, Devesa S. United States lung carci-
noma incidence trend. Cancer 1996;77:2464–70.

34.	 Barbone F, Bovenzi M, Cavallieri F, Stanta G. Cigarette smok-
ing and histologic type of lung cancer in men. Chest. 1997 
Dec;112(6):1474-9.

35.	 Akl YM, Emam RF, Sabry IM, Ali AA. Clinico-pathological pro-

Haidar Noori Dawood, Mohammed Ismael, & Ali S. Alshammaa.

Abbreviations list:  Adenocarcinoma (ADC), Cell Carcinoma 
(CC), Epidermal growth factor receptor (EGFR), Fine Nee-
dle Aspiration (FNA), Non-small cell lung cancer (NSCLC), 
Shortness of breath (SOB), Small cell lung cancer (SCLC), 
Statistical Package for Social Sciences (SPSS), United States 
of America (USA), World Health Organisation (WHO). 

Conflict of interest: Authors have nothing to declare.

Funding: Nothing apart from personal fund.

file of bronchogenic carcinoma cases presented to Chest De-
partment, Cairo University in the last 10 years. Egyptian Society 
Chest Diseases Tuberculosis, 2013; 62:705-712.

36.	 Polański J, Chabowski M, Jankowska-Polańska B, Janczak D, 
Rosińczuk J. Histological subtype of lung cancer affects ac-
ceptance of illness, severity of pain, and quality of life. J Pain 
Res. 2018;11:727-733.




