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euroendocrine tumors are slow-growing, 
heterogeneous tumors that develop from 
neuroendocrine cells, specifically in small 

intestine neuroendocrine tumors (NET-ID) they are 
called Kulchitsky cells (enterochromaffin), which are 
multipotent stem cells that migrate from neural crest 
cells in the crypts of the base of Lieberkuhn to the 
intestinal ectoderm (1). These types of neoplasia in 
both the colon and rectum are rare and represent less 
than 1 to 2% of colorectal cancers. Large cell 
neuroendocrine neoplasia are a population of about 
0.25% of colorectal cancers and are extremely rare. 
This type of neoplasia may show an organoid pattern 
with solid nests, rosette formations or acinar 
structures, focal necrosis and high mitotic rate. They 
have a low nucleus-cytoplasm ratio, nuclei with 
evident nucleoli and vesicular chromatin; They often 
also have abundant eosinophilic cytoplasm (2). Open 
surgery is still considered the standard approach, the 
technique consists of a partial resection of the small 
intestine and/or right hemicolectomy with mesenteric 
lymphadenectomy. The moment in which the resection 
should be performed is still debated (to prevent or 
relieve obstructive symptoms) (3).  
 
 

 
 
 
 
 
 
 
 
 
 
Case report 
 

We present the case of a 71-year-old male 
patient with a history of type 2 diabetes mellitus, 
without previous surgical history, who was admitted to 
the emergency room due to diffuse abdominal pain 
accompanied by abdominal distension, which had 
already been the reason for previous hospitalizations 
with spontaneous remission on both occasions. At the 
time of the last hospitalization, the patient presented 
clinical data of intestinal occlusion, for which reason a 
computed tomography was requested, revealing a 
dilation of intestinal loops and a transition area marked 
by an apparent tumor at the level of the ileocecal 
valve. The patient was taken to the operating room 
with a complete pre-surgical protocol. At the time of 
incision into the abdominal cavity, multiple dilated 
intestinal loops were found. The cavity was examined 
and fluid free of inflammatory characteristics was 
found. A 4 cm tumor was found at the level of the 
junction with the ileocecal valve (Figure 2). It was 
decided to perform terminal ileum resection with right 
hemicolectomy and manual end-to-end anastomosis in 
2 planes using the Connell and Mayo technique and  
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Background:  
Gastrointestinal neuroendocrine tumors (NETs) form in a type of 
neuroendocrine cell. These cells are scattered throughout the chest and 
abdomen, but most are found in the gastrointestinal tract. Neuroendocrine 
cells make hormones that help control digestive secretions and the muscles 
used to move food through the stomach and intestines. Occasionally, a GI 
neuroendocrine tumor makes hormones and releases them into the body. We 
present a case of a patient who presents with intestinal occlusion, which at the 
time of laparotomy we see an involvement of the ileocecal junction with a 
tumor-like appearance. It is reported in pathology as a neuroendocrine 
neoplasm and we review the literature on the case. 
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Figure 1. CT scan with coronal section in which the change in 
space in the intestinal lumen at the ileocecal junction can be seen. 

 
reinforcement with Lembert stitches. The 
histopathological report revealed ulcerated large cell 
neuroendocrine carcinoma of the ileum and colon with 
transmural extension, extending to the muscular tunic, 
respecting the serosa and lymph nodes, with no 
evidence of metastasis (pT2 N0 Mx). (Figure 3). 
 
Conclusion 
 

Clinically, colorectal neuroendocrine 
neoplasms differ from colorectal adenocarcinomas. 
These are more aggressive and frequently present 
distant metastases and lower survival rates. Vascular, 
lymphatic and perineural invasion, as well as lymph 
node metastasis, are usually present at the time of  

 
Figure 2. Tumor at the level of the junction of the ileum with the 
cecum, which causes obstruction at this level, showing proximal 
dilation of small intestine loops. 

 

 
Figure 3. A) Residual colonic mucosa at the top with abrupt 
transition to neoplasia. B) Disaggregated organoid pattern and 
diffuse growth are observed. C) Cellular detail with multiple 
mitoses and round and regular nuclei showing prominent nucleolus 
and coarsely lumped chromatin (salt and pepper pattern). D) 
Muscularis propria is observed with invasion by neoplasia and 
intratumoral lymphocytes. 

 
diagnosis (2), however, the clinical presentation of this 
patient is isolated and extension studies do not show } 
present tumor activity, as well as the histopathological 
report reporting absent lymph node disease. These 
neuroendocrine tumors have slow growth, with 
nonspecific symptoms, which lead to delays in their 
diagnosis, hence they are detected in advanced stages 
of the disease, this reflected in the presence of distant 
metastasis present in 30% of patients (4). 
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