
of tumor, with its high malignant potential, poor 
differentiation, high invasiveness and early metas-
tasis [1–3]. The clinical manifestations of neuro-
endocrine carcinoma of the colorectum are atypi-
cal, with variable biological characteristics, degrees 
of malignancy, pathological features and progno-
sis. The pathological diagnostic standard for this 
tumor is not unified. All of this affects the clinical 
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Abstract
Background. Neuroendocrine carcinoma of the colorectum is a kind of malignant tumor composed of neuroen-
docrine cells, with a unique hormone synthesis and secretory function. In recent years, more and more attention 
is being paid to this kind of tumor, with its high malignant potential, poor differentiation, high invasiveness and 
early metastasis.
Objectives. The aim of this study was to evaluate the clinicopathological characteristics and prognosis of neuroen-
docrine carcinoma of the colorectum.
Material and Methods. The clinical data on 49 patients treated for neuroendocrine carcinoma of the colorectum 
from January 1995 to January 2013 were retrospectively analyzed and relevant scientific literature was investigated.
Results. The study subjects included 34 males and 15 females, out of whom 27 patients underwent curative oper-
ations, while 18 underwent palliative resections and four others underwent biopsy. All 49 patients underwent 
adjuvant chemotherapy after operation. Of the 45 resection samples, vascular invasion was found in 33 patients 
(73.3%) and regional lymph node metastasis was found in 35 patients (77.8%). All the patients were followed up for 
a period of 3  to 68 months. The 1-year, 3-year and 5-year survival rates were 49.1%, 17.2% and 6.9%, respectively. 
The patients’ survival time was related to the tumor stage, vascular invasion and surgery type (radical or not), but 
not related to age, gender, tumor size or tumor location.
Conclusions. Neuroendocrine carcinoma of the colon lacked specific clinical manifestations, but showed a high 
degree of malignancy and a poor prognosis. Tumour stage, vascular invasion and surgery type (radical or not) were 
important factors influencing the prognosis (Adv Clin Exp Med 2016, 25, 4, 719–724).
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3 cases with extensive retroperitoneal lymph node 
metastases. Another four cases (8.2%) with exten-
sive implantation metastasis to the peritoneal and 
pelvic cavity only underwent exploratory laparot-
omy and biopsy. The 45 cases undergoing radical 
resections or palliative resections included eight 
cases of Dixon operations, five cases of Miles oper-
ations, three cases of Hartmann operations, 18 left 
hemicolectomies and 11 right hemicolectomies. 
There were four cases undergoing combined organ 
resection, including two cases with combined cau-
da pancreatis  and spleen resection and two cases 
with combined left ovary resection. All the patients 
were treated with post-operative adjuvant chemo-
therapy with a cisplatin plus etoposide regimen.

Follow-up Methods 
Post-operative follow-up was accomplished 

through regular  outpatient  check-ups, telephone 
calls and letters. The deadline for completion of 
the follow-up was January 2014.

Statistical Analysis
This study used the Kaplan-Meier method to 

conduct the survival analysis and the log-rank test 
to compare the differences in the survival times. 
Differences were regarded as statistically significant 
when p < 0.05. SPSS13.0 software (SPSS Inc., Chi-
cago, USA) was used to carry out the data analysis.

Results
Post-operative  
Pathology Results

Among  the  samples  from  the 49  cases, the 
maximum diameter of the gross tumor specimens 
was 1.1–12.9 cm (average: 5.2 cm). The 49 cas-
es included 12 cases with protruding tumors, 25 
cases with ulcerative tumors and 12 cases with ul-
cer infiltrative tumors. The tumors were yellowish 
and their cross sections were homogeneous. The 
authors referred to a  study by Bernick et al. [4] to 
complete the tumor  staging according to Amer-
ican Joint Committee on Cancer (AJCC) stan-
dards. The results were 10 stage II cases, 25 stage 
III cases and 14 stage IV cases. There were 11 cas-
es with tumors infiltrating to the muscular layer 
(22.4%), 29 cases with tumors invading the serosal 
layer (59.2%), and 9 cases with tumors infiltrating 
to adjacent organs (18.4%). The 45 cases that un-
derwent resections included 33 cases with vascu-
lar invasion (73.3%) and 35 cases with lymph node 

treatment and prognosis for neuroendocrine carci-
noma of the colorectum. 

This study focusses on the diagnosis and treat-
ment of 49 patients with neuroendocrine carcino-
ma of the colorectum who were treated at Henan 
Cancer Hospital, Zhenzhou, China, from Janu-
ary  1995 to January 2013 (colorectal cancer with 
neuroendocrine differentiation is not included in 
the study).

Material and Methods
General Material
Among the 49 patients with neuroendocrine 

carcinoma of the colorectum involved in this 
study, there were 34 men and 15 women, with 
a median age of 59 years (ranging from 29 to 83 
years). The major clinical manifestations of the 
49 patients are as follows: 26 cases with melena or 
blood in the stool (53.1%), 20 cases with abdomi-
nal pain (40.8%), 19 cases with an abdominal mass 
(38.8%), 16 cases with marasmus (32.7%), eight 
cases with increased frequency of defecation or di-
arrhea (16.3%), five cases with fever (10.2%), and 
three cases with decreased anal exhaust and defe-
cation (6.1%). Endocrine disorder  was not found 
in all the  cases. In this study, the experimental 
protocol and informed consent procedure were 
in compliance with the Helsinki Convention and 
were approved by the Institutional Ethics Com-
mittee of Henan Cancer Hospital.

Pre-operative Diagnosis
All 49 patients underwent  a colonoscopy and 

biopsy before  surgery. Among the patients there 
were 17 cases (34.7%) diagnosed with neuroendo-
crine carcinoma in pathology and another 32 cases 
(65.3%) misdiagnosed as adenocarcinoma or other 
malignant tumor. The locations of the tumors were: 
18 cases in the rectum, 15 cases in the sigmoid co-
lon, two cases in the descending colon, three cases 
in the splenic flexure of the colon, three cases in the 
hepatic flexure of the colon, three cases in the as-
cending colon and five cases in the ileocecus. 

Therapeutic Methods
All of the patients in the study underwent sur-

gery according to the principle of malignant tumor 
treatment without pre-operative chemotherapy or 
radiotherapy. Twenty-seven cases (55.1%) with tu-
mors confined to the primary positions underwent 
radical resections. Eighteen cases (36.7%) under-
went palliative resections, including 10 cases with 
distant metastasis, 5 cases with local invasion and 
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metastasis (77.8%). Among the 49 patients in the 
study, there were 14 cases with distant metasta-
ses (28.6%), which included 9 cases with liver and 
regional lymph node metastases, 1 case with pul-
monary and regional lymph node metastases, and  
4 cases with regional lymph node metastases and 
extensive implantation metastases to the peritone-
al and pelvic cavity.

The post-operative specimens were processed 
for routine hematoxylin-eosin staining. Accord-
ing to the degree of cell differentiation, neuro-
endocrine carcinoma of the colorectum could 
be divided into 3 types [5, 6]: Well-differentiat-
ed neuroendocrine carcinoma, intermediate  neu-
roendocrine carcinoma, and small-cell neuroen-
docrine carcinoma. There were 28 cases (57.1%) 
of well-differentiated neuroendocrine carcinoma 
whose histological characteristics under a micro-
scope were similar to those of a carcinoid tumor, 
but with marked cytologic atypia, visible tissue ne-
crosis and vascular invasion. There were 11 cases 
(22.4%) of intermediate  neuroendocrine carcino-
ma, whose histological characteristics under a mi-
croscope included cells that were twice as large as 
typical small cells with abundant cytoplasm, sep-
arations in the periphery and moderate staining. 
There were 10 cases (20.4%) of small-cell neuroen-
docrine carcinoma, which was the worst in cell dif-
ferentiation among the three types. Microscopical-
ly, the cells were 12–15 microns in diameter, with 
a  lot of mitotic figures, little cytoplasm, dense cy-
toplasm staining and obvious abnormalities, all of 
which was similar to the histological characteris-
tics of small-cell lung cancer.

Immunohistochemical detection showed  that 
there were 36 cases with synaptophysin-positive tu-
mors (73.5%), 23 cases with chromogranin A-posi- 
tive tumors (46.9%), 43 cases were neuron-specific 
enolase-positive (87.8%) and 14 cases were CD56-  
-positive (28.6%). Cytoplasms of positive tumor 
cells were stained claybank and sepia with diffuse 
granular staining.

Follow-up Results
There were no perioperative deaths and all 49 

of the patients in this study were discharged rou-
tinely. All the patients received complete follow- 
-up, with a  follow-up time of 3–68 months (me-
dian: 18 months). The results showed that the 
1-year, 3-year and 5-year survival rates of the pa-
tients were 49.1%, 17.2% and 6.9% respectively; the  
average survival time was 18.1 months, and the 
median survival time was 15 months. A single fac-
tor analysis showed that survival time was related 
to the tumor stage, vascular invasion and the sur-
gery type (radical operations or not) (p < 0.05), but 

not related to age, gender, tumor size or tumor lo-
cation (p > 0.05). Detailed results are presented in 
Table 1.

Discussion
Neuroendocrine carcinoma can occur in the 

digestive tract, lungs, pancreas, thyroid, adrenal 
glands and other organs, but it is most common 
in the digestive tract [7]. Neuroendocrine carcino-
ma is a group of    tumors ranging from well-dif-
ferentiated neuroendocrine carcinoma to highly 
malignant small-cell neuroendocrine carcinoma. 
However, colorectal cancer with neuroendocrine 
differentiation should be classified as a  form of ad-
enocarcinoma [8]. As a  special pathological type, 
neuroendocrine carcinoma of the colorectum has 
some clinical and pathological features of its own. 
The tumors mainly occur in the sigmoid colon and 
rectum, followed by the cecum, and rarely occur 
in the transverse colon or descending colon [9].  
In this study, the tumor location was mainly in the 
left colon (20/49) or rectum (18/49), and most pa-
tients (79.6%) had  regional lymph node metasta-
ses and distant metastases at the time of  diagno-
sis. This was basically consistent with the results of 
other studies [4, 10]. 

The clinical symptoms of neuroendocrine car-
cinoma of the colorectum are usually not signif-
icantly different  from general colorectal tumors 
[11–13]. In addition to having the same biologi-
cal characteristics as malignant colorectal tumors, 
neuroendocrine carcinoma of the colorectum also 
had the synthesis, storage and secretion function 
of peptide and/or  amine hormones, which could 
cause symptoms of corresponding endocrine dis-
orders [14, 15]. However, in clinical work obvious 
symptoms of endocrine disorders could be found 
in only 1.6% of the patients, most of whom had tu-
mors at an advanced stage [16]. The reasons for 
that might include: 1) the active substances pro-
duced by the tumor were not sufficient to have 
a  significant impact on target organs; 2) the active 
substances produced by the tumor were quickly 
degraded in the peripheral blood; 3) the substanc-
es secreted by the tumor were probably hormone 
precursors whose biological activity was lower 
than that of its end-product; and/or 4) the tumor 
secreted some substances that could inhibit hor-
mone activity [17]. The signs and symptoms of the 
49 patients in this study were similar to those of 
patients with colorectum adenocarcinoma, but en-
docrine disorder symptoms were not found in any 
of the patients in the study.

Although diagnosing colorectal neuroendo-
crine carcinoma for a  surgical decision is often dif-
ficult because of a  lack of specific clinical symptoms 
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[18–20], several approaches have been developed 
for better diagnostics and/or prognostics. Ultra-
sound, CT and MRI are the conventional imag-
ing methods for a clinical diagnosis. Serum tumor 
markers such as CEA, AFP and CA19-9 could be 
used for an auxiliary diagnosis of neuroendocrine 
carcinoma of the colorectum. In addition to these 
conventional serum markers, a  serum CgA as-
say may also be valuable in diagnosing neuroen-
docrine carcinoma. Research has shown that the 
level of serum CgA is higher than normal in 81% 
of patients with neuroendocrine carcinoma, and 
it has therefore been suggested as a conventional 
tumor marker [21]. However, caution is required, 
since the level of serum CgA may also be high-
er than normal in some cases of benign diseases 
such as chronic gastritis [22]. For colorectal tumor 
patients with endocrine symptoms, the hormone 
corresponding to the patient’s  symptoms should 
be monitored, along with its precursors or metabo-
lites; this could play an important role in diagnosis, 
guiding the treatment and the assessment of tumor 
growth and recurrence. Furthermore, neuroendo-
crine carcinoma of the colorectum can be defin-

itively diagnosed by histopathologic examination 
[23]. The main basis for the diagnosis is a  typical 
pathological morphology and detection of relat-
ed neuroendocrine markers by the immunohisto-
chemical method [24]. A combinational approach 
using multiple neuroendocrine markers and detec-
tion may help to increase sensitivity and accuracy, 
and to reduce misdiagnosis.

Surgery is the preferred treatment for neuroen-
docrine carcinoma of the colorectum [25]. The se-
lection of the operation method depends on the tu-
mor characteristics – its size, location, the depth of 
invasion, the presence or absence of lymph node 
and distant metastase, and so on. Comprehensive 
and detailed  exploration is necessary during sur-
gery to exclude metastatic lesions and multicentric-
ity [26]. For tumors whose diameter was less than 
1 cm, local endoscopic resection was very suitable 
[27]. For tumors whose diameter ranged from 1  to 
2 cm, local excision or extended local excision could 
be appropriate, and it is generally necessary to en-
sure that the length from the incisal margin to the 
margin of the tumor is more than 3 cm. For tu-
mors larger than 2 cm in diameter, radical resec-

Table 1. Correlations between clinicopathologic factors and survival time in neuroen-
docrine carcinoma of the colorectum

Clinicopathologic factors n Survival time [(x– ± s) months] p-value

Age (years)
    ≤ 59*
    > 59

24
25

17.1 ± 2.8
20.9 ± 3.7

0.386

Gender
    male
    female

34
15

16.4 ± 3.5
21.5 ± 5.1

0.237

Tumor location
    left hemicolon
    rectum
    right hemicolon

20
18
11

21.2 ± 4.8
17.5 ± 3.4
20.1 ± 3.9

0.271

Tumor size (cm)
    ≤ 5.2**
    > 5.2

26
23

21.6 ± 6.1
17.8 ± 3.8

0.365

Tumor stage
    II
    III
    IV

10
25
14

36.2 ± 11.6
18.7 ± 4.6
6.9 ± 1.5

0.013

Surgery type
    radical resection
    palliative resection
    biopsy

27
18
4

27.5 ± 6.3
12.7 ± 2.2
4.6 ± 1.2

0.022

Vascular invasion
    yes
    no

33
16

13.1 ± 2.7
25.3 ± 5.9

0.029
 

* 59 – the median age; ** 5.2 cm – the average maximum tumor diameter.
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tion is necessary in accordance with adenocarcino-
ma treatment principles. For tumors smaller than 
2 cm in diameter that have invaded the muscular 
layer radical resection  is also necessary. Patients 
with metastases should undergo radical resection if 
possible; if radical resection is not possible, cytore-
ductive surgery should be undertaken [28]. 

Post-operative adjuvant chemotherapy is an 
important measure to control and eliminate resid-
ual lesions and tiny metastatic lesions [29]. It has 
been shown that combined cisplatin and etoposide 
chemotherapy is effective in the treatment of neu-
roendocrine carcinoma of the colorectum [30–32].

The prognosis for neuroendocrine carcinoma 
of the colorectum is poor due to its poor differen-
tiation, high invasiveness and early metastases. It 
is currently considered that the reasons for this are 
probably associated with  the  following  factors: 1) 
neuroendocrine cells are derived from immature 
tumor stem cells; and 2) the cancer cells them-
selves might secrete some substances promoting 
the growth, proliferation and metastases of tumor 
cells. In this study, various degrees of local lymph 
node metastases and distant metastases were found 
in 79.6% of patients at the time of their diagnosis. 

Although all the patients in the study underwent 
post-operative chemotherapy, the 3-year survival 
rate was only 17.2%. Even among those undergo-
ing radical resection and post-operative adjuvant 
chemotherapy, most of the patients died of tumor 
recurrence or metastases within five years. It has 
been reported in the literature that the longest sur-
vival time in neuroendocrine carcinoma patients 
was 263.7 months (one patient), and that the av-
erage survival time is 10.4 months [33]. The av-
erage survival time of patients in this study was 
18.1 months; the 1-year, 3-year and 5-year surviv-
al rates were 49.1%, 17.2% and 6.9%, respective-
ly. The survival time of patients was related to the 
tumor stage, vascular invasion and surgery type. 
Therefore, early diagnosis and treatment are the 
key to improving patients’ survival.

In summary, neuroendocrine carcinoma of the 
colorectum is a  rare, highly malignant tumor with 
a poor prognosis. Radical surgery plus chemother-
apy contribute to improving patients’ survival, but 
the 5-year survival rate is still less than 10%. There-
fore, further study is needed to investigate how to 
achieve early diagnosis and early treatment, and 
how to choose the best therapeutic regimen. 

References
  [1]	 Aytac E, Ozdemir Y, Ozuner G: Long term outcomes of neuroendocrine carcinomas (high-grade neuroendocrine 

tumors) of the colon, rectum, and anal canal. J Visc Surg 2014, 151, 3–7. 
  [2]	 Karkouche R, Bachet JB, Sandrini J, Mitry E, Penna C, Côté JF, Blons H, Penault-Llorca F, Rougier P, Saint 

André JP,  Emile JF: Colorectal neuroendocrine carcinomas and adenocarcinomas share oncogenic pathways. 
A clinico-pathologic study of 12 cases. Eur J Gastroenterol Hepatol 2012, 24, 1430–1437. 

  [3]	 Grassia R, Bodini P, Dizioli P, Staiano T, Iiritano E, Bianchi G, Buffoli F: Neuroendocrine carcinomas arising 
in ulcerative colitis: Coincidences or possible correlations? World J Gastroenterol 2009, 15, 4193–4195.

  [4]	 Bernick PE, Klimstra DS, Shia J, Minsky B, Saltz L, Shi W, Thaler H, Guillem J, Paty P, Cohen AM, Wong WD: 
Neuroendocrine carcinomas of the colon and rectum. Dis Colon Rectum 2004, 47, 163–169.

  [5]	 Grabowski P, Schönfelder J, Ahnert-Hilger G, Foss HD, Stein H, Berger G, Zeitz M, Scherübl H: Heterogeneous 
expression of neuroendocrine marker proteins in human undifferentiated carcinoma of the colon and rectum. Ann 
N Y Acad Sci 2004, 1014, 270–274.

  [6]	 La Rosa S, Marando A, Furlan D, Sahnane N, Capella C: Colorectal poorly differentiated neuroendocrine carci-
nomas and mixed adenoneuroendocrine carcinomas: Insights into the diagnostic immunophenotype, assessment 
of methylation profile, and search for prognostic markers. Am J Surg Pathol 2012, 36, 601–611. 

  [7]	 Smith J, Reidy-Lagunes D: The management of extrapulmonary poorly differentiated (high-grade) neuroendo-
crine carcinomas. Semin Oncol 2013, 40, 100–108.

  [8]	 Bosman FT, Cameiro F, Hruban RH, Theise ND: WHO classification of tumours of the digestive system [M]. 
Lyon: IARC, 2010.

  [9]	 Lawrence B, Gustafsson BI, Chan A, Svejda B, Kidd M, Modlin IM: The epidemiology of gastroenteropancre-
atic neuroendocrine tumors. Endocrinol Metab Clin North Am 2011, 40, 1–18.

[10]	 Vardas K, Papadimitriou G, Chantziara M, Papakonstantinou A, Drakopoulos S: Mixed large cell neuroendo-
crine carcinoma with squamous cellcarcinoma of the rectum: Report of a  rare case and review of the literature. Int 
J Surg Case Rep 2013, 4, 1076–1079.

[11]	 Shomura H, Nakano S, Akabane H, Inagaki M, Yanagida N, Shibaki T, Kudo T, Shonaka T, Orimo T, Oikawa F,  
Aiyama T: Two cases of neuroendocrine carcinoma of the rectum. Gan To Kagaku Ryoho 2011, 38, 2265–2267.

[12]	 Portale TR, Branca A, Pesce A, Puleo S: Neuroendocrine carcinoma of colon and rectum: A rare neoplasia with 
a poor prognosis. Minerva Chir 2012, 67, 283–284.

[13]	 Vilallonga R, Espín Basany E, López Cano M, Landolfi S, Armengol Carrasco M: Neuroendocrine carcinomas 
of the colon and rectum. A unit’s  experience over six years. Rev Esp Enferm Dig 2008, 100, 11–16.

[14]	 Grabowski P,  Schönfelder J,  Ahnert-Hilger G,  Foss HD,  Heine B,  Schindler I,  Stein H,  Berger G,  Zeitz M,   
Scherübl H: Expression of neuroendocrine markers: A signature of human undifferentiated carcinoma of the 
colon and rectum. Virchows Arch 2002, 441, 256–263.



Y. Zhang et al.724

[15]	 Vergelí-Rojas JA,  Santiago-Caraballo DL,  Cáceres-Perkins W,  Magno-Pagatzartundua P, Toro DH: Small 
cell neuroendocrine carcinoma of rectum with associated paraneoplastic syndrome: A case report. P R Health Sci 
J 2013, 32, 51–53.

[16]	 Massironi S, Sciola V, Peracchi M, Ciafardini C, Spampatti MP, Conte D: Neuroendocrine tumors of the gastro-
entero-pancreatic system. World J Gastroenterol 2008, 14, 5377–5584.

[17]	 Sakata J, Wakai T, Shirai Y, Sakata E, Hasegawa G, Hatakeyama K: Humoral hypercalcemia complicating ade-
nocarcinoma of the sigmoid colon: Report of a case. Surg Today 2005, 35, 692–695.

[18]	 Oshiro T, Yamamoto S: A case of endocrine carcinoma of the rectum. Jpn J Clin Oncol 2011, 41, 730.
[19]	 Crichlow L, Ikemire P, Goswami M, Bellows CF: Colonic large cell neuroendocrine carcinoma obscured by an 

initial diagnosis of diverticulitis. J La State Med Soc 2011, 163, 218, 220–222.
[20]	 Yildiz O, Ozguroglu M, Yanmaz T, Turna H, Serdengecti S, Dogusoy G: Gastroenteropancreatic neuroendo-

crine tumors: 10-year experience in a  single center. Med Oncol 2010, 27, 1050–1056.
[21]	 Rindi G, Bordi C, La Rosa S, Solcia E, Delle Fave G: Gastroenteropancreatic (neuro)endocrine neoplasms: The 

histology report. Dig Liver Dis 2011, 43 Suppl 4, 356–360. 
[22]	 Peracchi M, Gebbia C, Basilisco G, Quatrini M, Tarantino C, Vescarelli C, Massironi S, Conte D: Plasma chro-

mogranin A  in patients with autoimmune chronic atrophic gastritis, enterochromaffin-like cell lesions and gastric 
carcinoids. Eur J Endocrinol 2005, 152, 443–448. 

[23]	 Sato K, Yokouchi Y, Saida Y, Ito S, Kitagawa T, Maetani I: A small cell neuroendocrine carcinoma of the rectum 
diagnosed by colorectal endoscopic submucosal dissection. J Gastrointestin Liver Dis 2012, 21, 128.

[24]	 Jukić Z, Limani R, Luci LG, Nikić V, Mijić A, Tomas D, Krušlin B: hGH and GHR expression in large cell neu-
roendocrine carcinoma of the colon and rectum. Anticancer Res 2012, 32, 3377–3381.

[25]	 Starzyńska T, Szawłowski A, Kos-Kudła B, Królicki L, Kunikowska J, Nasierowska-Guttmejer A, Rudzki S,   
Zgliczyński W; oraz Pozostali Uczestnicy Konferencji Okragłego Stołu: Neuroendocrine tumors of the colon 
– management guidelines (recommended by The Polish Network of Neuroendocrine Tumors). Endokrynol Pol 
2008, 59, 97–104.

[26]	 Norton JA, Warren RS, Kelly MG, Zuraek MB, Jensen RT: Aggressive surgery for metastatic liver neuroendo-
crine tumors. Surgery 2003, 134, 1057–1063.

[27]	 Scherübl H, Jensen RT, Cadiot G, Stölzel U, Klöppel G: Management of early gastrointestinal neuroendocrine 
neoplasms. World J Gastrointest Endosc 2011, 3, 133–139.

[28]	 Sarmiento JM,Que FG: Hepatic surgery for metastases from neuroendocrine tumors. Surg Oncol Clin N Am 
2003, 12, 231–242.

[29]	 Yabuki H, Suto T, Inoue K, Fujimoto H, Sato T, Ikeda E, Iizawa H: A case of colorectal neuroendocrine car-
cinoma effectively treated with bevacizumab+levofolinate+5-FU chemotherapy. Gan To Kagaku Ryoho 2012, 39, 
1139–1142.

[30]	 Sorbye H, Welin S, Langer SW, Vestermark LW, Holt N, Osterlund P, Dueland S, Hofsli E, Guren MG, Ohrling K,  
Birkemeyer E, Thiis-Evensen E, Biagini M,Gronbaek H, Soveri LM, Olsen IH, Federspiel B, Assmus J, Janson ET,  
Knigge U: Predictive and prognostic factors for treatment and survival in 305 patients with advanced gastrointes-
tinal neuroendocrine carcinoma (WHO G3): The NORDIC NEC study. Ann Oncol 2013, 24, 152–160.

[31]	 Miyamoto H, Kurita N, Nishioka M, Ando T, Tashiro T, Hirokawa M, Shimada M: Poorly differentiated neu-
roendocrine cell carcinoma of the rectum: Report of a case and literal review. J Med Invest 2006, 53, 317–320.

[32]	 Patta A, Fakih M: First-line cisplatin plus etoposide in high-grade metastatic neuroendocrine tumors of colon and 
rectum (MCRC NET): Review of 8 cases. Anticancer Res 2011, 31, 975–978.

[33]	 Kumarasinghe MP, Weng EK: Pathological features and their prognostic implications in colorectal endocrine cell 
tumours: A  long-term follow-up study. Pathology 2005, 37, 204–210.

Address for correspondence: 
Yongchao Zhang
Department of General Surgery
The Affiliated Cancer Hospital of Zhengzhou University/Henan Cancer Hospital
No. 127 Dongming Road
Zhengzhou City
Henan Province
China
Email: zhangycqh@yahoo.com

Conflict of interest: None declared

Received: 10.10.2014
Revised: 24.11.2014
Accepted: 1.12.2014


