
A 60−year−old man was referred to our
hospital because of a positive fecal occult
blood test. Colonoscopy revealed a hemi−
spheric submucosal tumor, 8 mm in di−
ameter, at the lower rectum (l" Fig. 1a).
There was neither a central depression
nor ulceration on the lesion. The patho−
logical diagnosis of the biopsy specimen
was carcinoid tumor. Abdominal CT de−
tected no liver or lymph node metastasis.
The lesion was diagnosed as a rectal carci−
noid tumor confined to the submucosal
layer, and therefore endoscopic submuco−
sal resection with a ligating device
(ESMR−L) [1] was performed.

The pathological diagnosis of the endo−
scopically resected specimen was a rectal
carcinoid tumor, 6 mm in diameter, in−
vading the submucosa by 2900 �m from
the surface (l" Fig. 1b). The surgical mar−
gin was negative. However, lymphatic
permeation was confirmed by D2 ± 40 im−
munohistochemistry (l" Fig. 1c), and the
Ki−67 labeling index (l" Fig. 1d) was in−
creased to 1.66. Therefore, the patient un−
derwent low anterior resection of the rec−
tum. There was no residual tumor in the
rectal wall, but two out of seven regional
lymph nodes revealed metastasis of the
carcinoid (l" Fig. 2).

Rectal carcinoid tumor, 6 mm in diameter, with
lymph node metastases

Fig. 1 a Colonoscopy revealed a hemispheric
submucosal tumor in the lower rectum. b The
resected specimen revealed that the carcinoid
was confined to the submucosa, and the sur−
gical margin was negative. c Lymphatic per−
meation was confirmed by D2 ± 40 immuno−
histochemistry (� 100). d The Ki−67 labeling
index was raised at 1.66 (� 100).

Fig. 2 The lymph
node dissected in an
additional operation
revealed metastasis of
the carcinoid.
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Small rectal carcinoids confined to the
submucosal layer can be resected by en−
doscopic resection. However, in an analy−
sis of 1914 reported cases of rectal sub−
mucosal carcinoids measuring less than
10 mm, Soga reported a metastasis rate
of 9.8 % [2]. In the present case, the pa−
tient underwent an additional operation
because there were pathological features
of metastasizing carcinoids, such as lym−
phatic permeation and the increased Ki−
67 labeling index (> 1.5) [3], and there
were multiple lymph node metastases.
Therefore, it is important to evaluate the
histopathological risk factors of lymph
node metastasis on the basis of the endo−
scopically resected specimen.
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