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Pulmonary enteric adenocarcinoma (PEAC) is a rare form of 
non-small cell lung cancer (NSCLC) with histologic features 
that mimic metastatic colorectal cancer (MCRC).

Overall prevalence is <1%. Due to rarity of this entity, 
systemic guidance on diagnosis and management are
currently lacking.

A 66-year-old male presented with worsening back and 
shoulder pain. Initial laboratory workup was unremarkable.

CT abdomen/pelvis showed L1 vertebral body compression 
fracture, ground-glass glass density with associated 
trabecular and cortical thickening with initial concern for 
Paget's disease. However, a normal alkaline phosphatase 
level argued against the diagnosis. 

Subsequently, a bone scan showed evidence of diffuse 
osteoblastic lesions concerning for metastases. CT chest 
revealed RLL lung mass concerning for primary lung cancer 
with subcarinal adenopathy (Fig 5). Notably, PET-CT did not 
identify any GI FDG avidity ruling out MCRC to lung. Patient 
was up-to-date with screening with a recent negative 
colonoscopy. 

He underwent palliative radiation to bone. Molecular 
profiling showed PDL1 1% without any driver mutations. He 
is currently undergoing palliative chemoimmunotherapy 
with Carboplatin/ Pemetrexed/ Pembrolizumab.

We aim to highlight the importance of identification of this 
rare subtype, including critical differentiation between PEAC 
and MCRC due to implications on overall management. 

It is critical to rule out MCRC with colonoscopy, PET-CT, etc.

In PEAC, the molecular profile exhibits higher rates of 
mismatch repair deficiencies (dMMR), KRAS mutations, and 
HER2 mutations, similar to MCRC, all of which are potentially 
actionable. High tumor mutational burden and dMMR rates 
may offer longer survival with immune checkpoint inhibition.

However, given paucity of data, prognosis remains unclear 
with current treatment strategies.

Lung biopsy showed immunohistochemical stains with CK7+, 
TTF1+, CK20+ and CDX2+ (Fig 1-4).

Immunohistochemically, CK7+ along with neg-CDH17 and neg-
SATB2 distinguish PEAC from MCRC, with higher positive rates of 
CK20 and CDX2 than MCRC.
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Fig 5: CT scan of the chest showing RLL mass with 
corresponding intense PET avidity on PET-CT

Fig 1: Lung biopsy with HE 
stain showing columnar 
cells in glandular pattern

Fig 2: CK7 positive cells on 
lung biopsy as seen in PEAC

Fig 3: Lung biopsy showing 
focal positivity for CK20 
(distinguishing from MCRC)

Fig 4: Lung biopsy showing 
focal positivity for CKX2 
(distinguishing from MCRC)

*Special thanks to Dr. Wang for providing histopathological images
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