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TAZINOMH2H
WHO grade | Mitotic count | Ki 67 index
G1 <2 < 2%
G2 2-20 3% -20%
G3 > 20 > 20%

Table 1: Classification of TNE (WHO).
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Tstage T description N and M stage N and M description
X Primary tumour cannot be assessed Nx Regional lymph node status not assessed
TO No evidence of primary tumour NO Absence of lymph node metastasis
Tl Tumour invades lamina propria or submucosa N1 Regional lymph node metastasis
and size 2 cm or less
Tla Tumour size less than 1 ¢cm in greatest dimension
Tb Tumour size 1-2 cm in greatest dimension
T2 Tumour invades muscularis propria or size more than ~ Mx Distant metastasis not assessed
2 c¢m with invasion of lamina propria or submucosa
T3 Tumour invades through the muscularis propria MO No distant metastasis
into the subserosa, or into non-peritonealised
pericolic or perirectal tissues
T4 Tumour invades peritoneum or other organs M1 Presence of distant metastasis
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Table 2 | Staging of rectal NETs with ENETS sub-
classifying Stage 1 into A and B by size

Stage T stage N stage M stage
Stage O Tis NO MO
Stage | 1 NO MO
tage |A T1a for ENE NO MO
tage IB T1b for ENE NO MO
Stage ITA T2 NO MO
Stage |IB 13 NO MO
Stage IlIA T4 NO MO
Stage |lIB Any T N1 MO

Stage IV Any T Any N M1
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Outcomes for a Large Cohort of Patients with Rectal NeuroendocrineTumors: an
Analysis of the National Cancer DatabaseBeiqun Zhaol&Hannah M.

Hollandsworth1&Nicole E. Lopez1&Lisa A. Parryl1&Benjamin Abbadessal&Bard
C. Cosmanl&Sonia L. Ramamoorthyl&Samuel Eisenste

Department of Surgery, Division of Colon and Rectal Surgery,University of
California, San Diego. Accepted: 22 January 2020

Conclusions

There is a significant difference in overall survival between
patients who underwent local excision versus observation
alone. Excision of the tumor should be offered to all
patients with rectal neuroendocrine tumors who are
appropriate surgical candidates, regardless of the tumor
size.
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Survival in Patients with High-Grade Colorectal Neuroendocrine
Carcinomas: The Role of Surgery and Chemotherapy
Adam C. Fields, MD1, Pamela Lu et all

1Department of Surgery, Division of Colorectal Surgery, Brigham
and Women’s Hospital, Harvard Medical School.

e Conclusions.

Patients with colorectal HGNECs selected

for chemotherapy and surgical resection of the primary
tumor demonstrated better overall survival than those
managed without resection.
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<2 cm Locally advanced

>2cm /T2orT3
No metastases T4

Metastases l

Anterior resection /

Endoscopic treatment

(<1cm) Anterior resection / Abdominoperineal amputation/
Abdominoperineal Debulking / Colostomy
Transanal excision amputation

(1to2cm)
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* ANOIKTO XEIPOYPTEIO

* NATAPO2KOIMIKO

* POMMOTIKO
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* EMEMBA2H KATA HARTMAN

* KMNE
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Robotic TAMIS Set-Up (Da Vinci X1)

-




NEYPOENAOKPINEI2Z OI'KOl OPOOY
ROBOTIC TAMIS

i o

Surgical nurse

&

Assnstant

Anesthesiologist

Surgeon






NEYPOENAOKPINEI2Z OI'KOIl OPOOY

NCCN

CLINICAL EVALUATIONaD PRIMARY TREATMENT® SURVEILLANCE
LOCATION
Negative margins *= No additional follow-up required
Small (<1 cm) . .
completely resected Endoscopy at 6-12 Negative — See Surveillance (NET-8)
incidental tumors Low grade (G1) — |mo to assess for <
. residual disease Positive or
I;get?;: inate intermediate | —| Follow pathway
9 grade below for all other
Intermediate »| rectal tumors
Rectal grade (G2)
* <1 cm: No follow-up
T Resection® (tran required
Recommended: or endoscobi *1-52 cm: Endoscopy
pic ith rectal MRI or
* Colonoscopy - excision, if possible) with re
All other| [Rectal MRI « Abdominal/Pelvic 2cm —» ’ endorectal ultrasound
rectal |—»|OF multiphasict CT or MRI at 6 and 12 mo, then
tumors Endorectal as clinically indicated
ultrasound As appropriate:
» Somatostatin receptor- +» Low anterior
based imaging (ie, resection®
T2-T4 »| 68Ga-dotatate imaging >2¢cm - |or See Surveillance (NET-8)
preferred [PET/CT or PET « Abdominoperineal
I\.‘IRI]d or somatostatin resection (APR)®
receptor scintigraphy)
* Chest CT with or without
cu_:untrast_ _
* Biochemical evaluation Metastatic _ Metastatic Disease
as clinically indicated disease "~ (NET-10)

(See NE-B)

3See Principles of Pathology for Diagnosis and Reporting of Neuroendocrine Tumors (NE-A).

RCrn Orncinlac of Diachomieal Tactine /AC O



EYXAPI2ZTQ



