et T}sts]x]: A 87 @ A4 = 2014 http://dx.doi.org/10.3904/kjm.2014.87.4.415

Z M(Review)

g AAY e e Aga 22

srstohekan oluheis) ksl

Al & A
- -

Diagnosis and Treatment of Rectal Neuroendocrine Tumor

Hyun Deok Shin

Department of Internal Medicine, Dankook University College of Medicine, Cheonan, Korea

Rectal neuroendocrine tumors (NETs) are not uncommon. Recently, the incidence of rectal NETSs has increased markedly due to
the widespread use of screening colonoscopy. Most rectal NETSs detected incidentally are asymptomatic and at an early stage at
diagnosis. Typical NETs < 10 mm in size and confined to the submucosal layer can be resected completely using various endo-
scopic treatments. These NETs have a good prognosis. However, not all NETs necessarily have good prognoses; those > 10 mm in
size, with ulceration or depression, muscularis invasion seen on endoscopic ultrasonography (EUS), lymphovascular invasion, or a
high mitotic index histologically are associated with metastasis. Generally, NETs < 10 mm can be treated endoscopically, while
those > 20 mm should be resected surgically. The treatment of NETs between 10 and 20 mm is controversial. For these, it is neces-
sary to choose an effective, safe primary resection method to ensure complete resection and to perform a careful histological exami-
nation of the resected tissue. (Korean J Med 2014;87:415-423)
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Table 1. Nomenclature for NETs of the hindgut [8]

Grade Traditional

ENETS/WHO

Low grade Carcinoid tumor

Intermediate grade Carcinoid tumor

High grade Small-cell carcinoma

Large-cell neuroendocrine carcinoma

Neuroendocrine tumor, grade 1 (G1)
Neuroendocrine tumor, grade 2 (G2)

Neuroendocrine carcinoma, grade 3 (G3), small-cell carcinoma
Neuroendocrine carcinoma, grade 3 (G3), large-cell carcinoma

NETs, rectal neuroendocrine tumors; ENETS, European Neuroendocrine Tumor Society; WHO, World Health Organization.
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Figure 1. This shows solitary, sessile and smooth subepithelial

lesion with yellowish colored normal mucosa.
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Table 2. NANETS tumors and stage guidelines [31]
TNM staging

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

T1 Tumor invades lamina propria or submucosa and size
2 cm or less

Tla Tumor size <1 cm in greatest dimension

T1b Tumor size 1-2 cm in greatest dimension

T2 Tumor invades muscularis propria or size > 2 cm with in-
vasion of lamina propria or submucosa

T3 Tumor invades through the muscularis propria into the
subserosa, or into non-peritonealized pericolic or perirectal
tissues

T4 Tumor invades peritoneum or other organs; for any T, add
(m) for multiple tumors

No No nodal involvement

N1 Nodal involvement

MO No metastatic disease

M1 Metastatic disease

Tumor staging

Stage T stage N stage M stage
I Tlaor Tlb NO MO
oA T2 NO MO
B T3 NO MO
IV T4 NO MO
1B Any T N1 MO
v Any T Any N Ml
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Table 3. ENETS tumors and stage guidelines [32]
TNM staging

TX Primary tumor cannot be assessed

TO No evidence of primary tumor

T1 Tumor invades mucosa or submucosa

Tla Size<1cm

TIb Size 1-2 cm

T2 Tumor invades muscularis propria or size > 2 cm

T3 Tumor invades subserosa/pericolic/pericolic fat

T4 Tumor directly invades other organs/structures and/or
perorated visceral peritoneum

NO No regional lymph node metastasis

N1 Regional lymph node metastasis

MO No distant metastasis

M1 Distant metastasis

Tumor staging

Stage T stage N stage M stage
IA Tla NO MO
IB T1b NO MO
oA T2 NO MO
B T3 NO MO
A T4 NO MO
1B Any T N1 MO
v Any T Any N Ml

NANES, North American Neuroendocrine Tumor society.

ENETS, European Neuroendocrine Tumor Society.
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Table 4. ENETS/AJCC grading systems for neuroendocrine tu-
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Grade Mitotic count Ki-67 index
(/10HPF) (%)
Low grade (G1) <2 <2
Intermediate grade (G2) 2-20 3-20
High grade (G3) 20 20

AJCC, American Joint Cancer Commission; ENETS, European
Neuroendocrine Tumor Society; HPF, high power field.
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Figure 2. Treatment algorithm
for rectal NETs [26]. MRI, mag-
netic resonance imaging; CT,
computed tomography; SRS,
somatostatin-receptor scintigra-
phy; PET, positron emission to-
mography; TME, total meso-
rectal excision; PRRT, pep-
tide-receptor radiotargeted ra-
diotherapy.
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