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AbstrAct

Introduct ion:  Synchronous colorectal adenocarcinoma with neuroendocrine 
tumour (NET) are a unique combination of tumours. These may be incidental le-
sions, usually a histopathological diagnosis rather than a clinical diagnosis from 
symptoms, examination or even gross appearances.

Aim:  This paper aims to highlight our management strategy on manging a mid-
dle-aged woman with synchronous rectal adenocarcinoma and NET.

Case  s tudy:  A 53-year-old woman presented with lower gastrointestinal ble-
eding with constitutional symptoms. Clinical examination and colonoscopy re-
vealed a classical rectal adenocarcinoma, confirmed via biopsy. However, the final 
histopathology reports of the resected tumour revealed an early rectal adenocar-
cinoma with synchronous NET.

Resul t s  and  d i scuss ion:  We review the relevant literature and a discussion 
regarding guidelines available for diagnosis, follow-up and surveillance of this 
rare case.

Conc lus ions :  There are no current guidelines for surveillance colonoscopy 
after detecting gastrointestinal NET, particularly synchronous tumours. NET 
may be another colorectal cancer risk factor with similar mutations and common 
genetic markers. Clinicians should consider doing a colonoscopy when or if their 
patients are diagnosed with any gastrointestinal NET. Detection of any NET 
warrants a thorough evaluation of the whole colon for colorectal cancer and close 
surveillance so that timely management can be achieved.
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1. INTRODUCTION

Synchronous colorectal carcinoma is characterized as the 
occurrence of more than one primary colorectal cancer in a 
single patient.1 Although neuroendocrine tumour (NET) is 
not rare, it has been uncommonly seen correlated with syn-
chronous or metachronous colorectal carcinoma.2 Synchro-
nous NET with colorectal cancers have only been reported 
a few times.3 The NET was first described in 1867 by Lang-
hans and most commonly occurs in the rectum and appen-
dix.4 This type of tumour is described as a composite carci-
noid tumour. As per Gibbs, rectal carcinoid tumours have 
been histologically classified into 3 main types: composite 
carcinoid, true carcinoid or argentaffinoma, and atypical 
or non-argentaffin carcinoid.5 We highlight a 53-year-old 
woman with synchronous rectal adenocarcinoma and NET 
and we discuss our management strategy for managing this 
case.

2. CASE STUDY

A 53-year-old woman presented with per-rectal bleeding 
associated with altered bowel habits for 1 month. She also 
had a significant loss of weight and appetite. On further 
history, she is a non-smoker, with no significant family his-
tory of malignancy or any significant risk factors. Clinically, 
she was anaemic and appeared cachexic, but not icteric. No 
cervical or inguinal lymphadenopathy was palpated. There 
were no abdominal masses felt, and per-rectal examination 
was unremarkable. She was mildly anaemic, with the rest of 
the parameters within the normal range. During her index 
admission, a colonoscopy detected a mass at the upper rec-
tum (Figure 1). A biopsy of the lesion revealed a rectal ad-
enocarcinoma. There were no distant metastases visualised 
upon staging computed tomography (CT). 

The patient then underwent a laparoscopic anterior re-
section with a covering ileostomy. The final histopathologi-

cal diagnosis revealed the presence of rectal adenocarcinoma 
pT1N0Mx, stage 1 with mesorectal NET, grade 2 (Figure 2). 
Given her result, she does not require any chemotherapy 
postoperatively. Her postoperative serum chromogranin 
A and CEA were not elevated. A surveillance colonoscopy 
after 6 months after surgery, revealed a nodule at the anas-
tomotic line. However, histopathology was revealed to be 
a benign inflammatory lesion. Her ileostomy was then re-
versed. Post reversal of ileostomy, she developed anal canal 
stenosis. She has been on repeat colonoscopy with CRE 
dilatation, and a surveillance CT scan. After 12 months, 
the patient was asymptomatic and the latest surveillance 
CT revealed no local recurrence.

3. RESULTS AND DISCUSSION

The composite of NET and adenocarcinoma of the rectum 
develops when the two components show histological tran-
sition. According to Kanno et al., only about 10 cases were 
reported in English literature on the possibility of compos-
ite carcinoid tumours similar to our case.6 However, accord-
ing to the latest classification of gastrointestinal NETs by 
the World Health Organization, it is classified into 2 catego-
ries, (1) previously known as gastrointestinal tract carcinoid 
tumours, they are well-differentiated NETs (2) poorly differ-
entiated NETs, which carry poorer prognosis.7 This classi-
fication has been adopted worldwide to avoid a conundrum 
between clinicians and pathologists. NETs are now further 
divided into 3 groups based on the degree of differentiation, 
grading, Ki-67 index, and mitotic rate.8

NETs are considered uncommon, having a 0.5% inci-
dence of all newly diagnosed malignancies, with the gastro-
intestinal tract being the most prevalent location.8 Pearson 

Figure 1. Endoscopic image of a mass at the upper rectum 
18 cm from the anal verge.

Figure 2. The histopathological diagnosis: rectal adeno-
carcinoma pT1N0Mx, stage 1 (A) with mesorectal neu-
roendocrine tumour, grade 2 (B). The immunohistoche-
mical study: focal positivity towards (C) synaptophysin 
haematoxylin and eosin (HE) x10 and (D) chromogranin 
HE (magnification ×10). 
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and Fitzgerald reported the first recorded case of synchro-
nous carcinoid and non-carcinoid gastrointestinal neo-
plasms in 1949.9 The presence of a carcinoid tumour raises 
the possibility of synchronous colorectal cancer.10 The re-
lationship between colorectal adenocarcinoma and NET is 
unknown.10 A case of positive CK20 in NET was detected 
along with a synchronous colorectal carcinoma, where this 
was a common marker detected in colorectal adenocarci-
noma.11

According to the European Neuroendocrine Tumor So-
ciety in 2016, there are newer treatment options for NET 
with no involvement of muscularis propria, namely endo-
scopic resection by simple polypectomy or endoscopic mu-
cosal resection with band ligation.12 Endoscopic submucosal 
dissection and transanal endoscopic microsurgery should be 
done for those with incomplete resection margins.12 At the 
moment there are no guidelines for the surveillance of syn-
chronous tumors.13 Frequent surveillance follow-up should 
be employed given their correlation with synchronicity po-
tential. 

The treatment approach for this case was only consid-
ering the adenocarcinoma of the rectum initially where 
anterior resection was done for this case and was staged as 
pT1N0MX, whereby the incidental findings of the ‘meso-
rectal node’ that histologically and immunohistochemically 
evident of NET (G2) considered did not alter the course of 
managing this case. This patient was followed up 3 monthly 
for the first 2 years, with a colonoscopy done at 6 months 
postoperatively. Chromogranin A levels were not repeated, 
as the patient was not keen to incur the cost involved. MDT 
discussion with the oncology team concluded that a yearly 
endoscopic surveillance to be done. The multiphase CT 
showed no evidence of distant metastasis, only a nodule at 
the anastomotic line.

Ultrasound, CT, and magnetic resonance imaging are 
often unable to detect the tumours.14 A positron emission 
tomography (PET)/CT imaging with a 68Ga-labelled so-
matostatin analogue has emerged as an essential tool for 
NET.14 In this case report, we believe that performing a 
PET scan on this patient will be beneficial to look for oc-
cult NET as the NET was discovered in the single node 
from the resected specimen. The role of PET scan in this 
case is crucial because NET lesions are always small in size 
with variable anatomical location and low metabolic rate; 
as conventional imaging modalities of such tumours are of-
ten challenging. Ideally, 6–12 monthly levels of chromogra-
nin A should be repeated to further monitor the recurrence 
of the NET lesion.

4. CONCLUSIONS

(1) There are no current guidelines for surveillance colonos-
copy after detecting gastrointestinal NET, particularly 
synchronous tumours. 

(2) NET may be another colorectal cancer risk factor with 
similar mutations and common genetic markers. 

(3) Clinicians should consider doing a colonoscopy when or 
if their patients are diagnosed with any gastrointestinal 
NET. 

(4) Detection of any NET warrants a thorough evaluation of 
the whole colon for colorectal cancer and close surveil-
lance so that timely management can be achieved.
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