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Fig. 1. (A) H&E (x200) staining of
neuroendocrine tumor. Poorly dif-
ferentiated neuroendocrine carcinoma.
(B, C, D) The tumor cell show po-
sitive immunohistochemical staining
for synaptophysin (B), Chromogra-
nin A (C), NSE (neuron-specific
enolase) (D).
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Table 1. Clinicopathologic characteristics of 13 cases of neuroendocrine tumor of the stomach

Depth Distant WHO  Follow
_ Age/ EGD Size . b LN )
Patient Symptom Site  Gross Operation ~ of . meta- Stage classi- up
Sex Bx. (cm) . . Metastasis . .
invasion stasis fication (month)

1 72/M Epigastric pain AMD U Bor 2 15x11 PTG T4 N2(10/32) No IV Type 3 12, DOD

2 51/M None Carcinoid L 1III 1.8x1.2  RSG T1 N1(1/21) No IB  Type 3 48, NED
tumor
3 57/M Epigastric APD L Bor1l 45x45 RSG T4 N1(5/10) No IV Type 3 10, DOD

discomfort
52/F Epigastric pain APD
54/M Indigestion APD

4 Bor 1 2x1.7  RSG T2a  NO©/23) No IB  Type 3 19, NED
5

6 47/M Epigastric soreness AC

7

8

9

Bor 3 10x10 RSG  T2a N2(7/35) No INA Type 3 9, DOD
Bor 3 12x8 RTG T3  N2(14/33) No IIB Type 4 22, DOD
Bor 3 6x5 RSG  T2b N2(12/21) No TIIMA Type 4 5, DOD

3

4

63/M Epigasric soreness APD 4
Bor 3 5%5 RSG T2b NI(1/52) No II Type 3 22, NED

3

1

4

3

54/M Dizziness APD

42/M Weight loss AMD
10 55/M Postprandial pain AC
11 62/M Postprandial pain ~ APD
12 61/M Epigasric pain APD
13 44/F Epigastric soreness APD

Bor 3 4.6x45 RSG T2a  NI(5/57) No II Type 3 21, NED
Ma+Ilc 0.7<05 RSG SM2  N1(1/11) No IB Type 1 19, NED
Bor 3 109 RSG T3 N1{4/15) No IIIA Type 4 14, NED
Bor 1 6x5 RSG T2b  NO(0/54) No IB  Type 3 10, NED
Bor 4 14x12 PSG T4 N3(27/29) Yes IV  Type 4 2,DOD

ZEZ2rHEZ22czg -

Bor = Borrmann type; AC = adeonocarcinoma; AMD = adenocarcinoma moderately, adenocarcinoma; APD = adenocarcinoma poorly
differentiated; LN = lymph node; L = lower; M = middle; U = upper; RSG = radical subtotal gastrectomy; RTG = radical total gastrectomy;
PTG = palliative total gastrectomy; PSG = palliative subtotal gastrectomy; NED = no evidence of disease; DOD = died of disease.

Table 2. Histologic finding including immunohistochemical staining Table 3. Profile of recurred case
results of the neurocendocrine tumor WHO . Status
Chromogranin Cases Stage classification Recur site (month)
Patient number Agr Synaptophysin NSE assifieaio
3 v Type 3 Multiple*  Dead (11)
1 - + 5 A Type 3 Multiple!  Dead (9)
2 6 1B Type 4 Liver Dead (23)
3 + + + 7 A Type 4 Liver Dead (8)
4 +
5 _ Focal + *including liver, pancreas and duodenum; Tincluding peritoneum
6 _ 4 and lung.
7 + + —
8 +/— + +/-
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= Abstract =

The Clinicopathologic Characteristics of Neuroendocrine Tumor of the Stomach

Chul Min Lee, M.D. and Yeon Myung Shin, M.D.

Department of Surgery, Kosin University College of Medicine, Busan, Korea

Pumose: The goal of this study was to review the clinicopathologic characteristics of neuroendocrine tumor (NET) of
the stomach.

Materials and Methods: We retrospectively reviewed the medical records of 13 patients who were diagnosed with
neuroendocrine tumor from January 1999 to August 2007 at Kosin Medical Center; 4,159 gastric cancer patients were
treated surgically during the same time. The average follow up period was 14.3 months.

Results: The majority of 13 patients were men (male-female ratio: 11 : 2) and the average age of patients with NET
was 59.4 years (range: 42~72 years). The presenting symptoms were mostly epigastric pain and soreness. The tumor
was limited to the mucosa or submucosa in two cases, and the tumor extended beyond the muscle layer in 11 cases.
The mean size of the tumor was 7.0 c¢m, ranging from 0.7 cm to 15 cm. The type of the NEC (according to the
WHO classification) was type 3 for eight patients, type 4 for four patients and type 1 for one patient. Regional lymph
node metastasis was noted in 11 patients. Four cases showed recurrence of disease and the site of recurrence included
liver in two patients, multiple organs (including the peritoneum and lung) in one patient and multiple organs (including
liver, pancreas and duodenum) in one patient. The recurrent cases were type 3 and type 4 and the average survival
period of the recurrent patients was 12.8 months. v

Conclusion: The majority of neuroendocrine tumors of the stomach were at an advanced stage at the time of diagnosis.

These tumors frequently recurred in the liver and they have a poor prognosis. (J Korean Gastric Cancer Assoc 2008;
8:204-209)

Key Words: Stomach cancer, Neuroendocrine tumor, Clinicopathologic characteristics, Liver metastasis, Prognosis

209




