
A Case Report on Carcinoid Tumours 
 

Introduction  
 

Carcinoid tumours arise from neuroendocrine cells and are classified based on their 

site of origin embryonically. This, therefore, groups carcinoids according to foregut 

(stomach, bronchus and lungs), midgut (proximal large bowel, appendix and small 

intestine) and hind gut (rectum or distal colon) (Ramage et al., 2005). They have a 

high metastatic ability but the most commonly affected site is the appendix with the 

ileum being the third most affected site (Strosberg et al., 2008). It is usually found in 

patients aged 50-60 years and apart from symptoms associated with the tumour, the 

signs and symptoms may include flushing, abdominal pain, valvular heart lesions and 

diarrhoea. Also the aetiology is unknown and diagnosis usually occurs as a result of 

unrelated investigations and procedures (Taal and Visser, 2004). Diagnosis based on 

laboratory tests relies on the presence of biomarkers such as Chromoganin A, 5-

hydroxyindoleacetic acid [5-HIAA] and serotonin in the patient’s urine (Seregni et al., 

2001). Endoscopic procedures and imaging studies such as angiography, computed 

tomography scans and radiography are useful in locating tumour as well as metastasis 

(Vinik et al 2010). 

 

Case report 
 

The patient is a 70 year-old man of Caucasian origin who presented to the Endoscopy 

clinic following a referral for complaints of persistent lower gastrointestinal bleeding. 

A detailed history revealed that 10 days prior to his visit, he had taken non-steroidal 

anti-inflammatory drugs for generalised muscle pains following which he observed 

streaks of fresh blood coating his stools.  This was associated with light-headedness 

and weakness which continued till the day of the appointment. There was no pain 

associated with this and the stools were not smell foul. He did not experience 

tenesmus and there were no episodes of diarrhoeas. He did not mention any episodes 

of haematemesis, bleeding from his oral cavity or skin changes ie pigmentation or 

telangiectasia.  He believed that his weight had been stable over the last four to six 

months and his appetite had remained healthy. The patient also had not noticed any 

flushing while exercising or associated with foods such as chocolates, alcohol or 

drugs.  

 

His past medical history revealed no history of bleeding disorders, ulcers or chronic 

liver disease. There were no known pre-existing comorbidities and the surgical history 

entailed a cholecystectomy undergone laparoscopically two years prior to the date of 

his first visit to the clinic. He had no known allergies and was on no regular 

prescribed or over the counter medications. Relevant family history obtained revealed 

that his father had died at the age of 68 from lung cancer. His social history revealed 

an average alcohol intake of 20units of alcohol a week. He had no known allergies. 

 

On general examination of the patient, he appeared well built with no signs of 

cachexia or pallor. There were no signs of cyanosis or clubbing and his vital signs 

were normal and indicated no signs of haemodynamic instability. In line with what 

the patient reported, no skin changes were found. The examination of the abdomen 

revealed no tenderness or hepatosplenomegaly and there were also no palpable lymph 



nodes or masses. Inspection of the back passage was unremarkable however on 

performing a digital rectal examination it yielded a positive result for fresh blood.  

 

Laboratory investigations were carried out and results showed a raised level of serum 

urea and creatinine as well as ALT, GGT, CRP and ESR levels. Following these 

findings, an urgent admission was arranged during which a gastroscopy with CLO 

and a total colonoscopy were carried out. These did not reveal any active bleeding 

sites in either the colon or the stomach and the biopsies obtained also showed no 

abnormalities. However, capsule endoscopy revealed the presence of a polypoid 

lesion positioned at the ileocecal region which was seen to be actively bleeding 

raising the suspicion of a submucosal tumour. This therefore, required a follow up 

visit which unfortunately was not attended by the patient.  

 

The patient returned to the clinic a year later with a repeat of the previous symptom of 

persistent blood in stools for five days associated with generalised weakness. 

Laboratory investigations carried out on this visit showed increased levels of serum 

urea and creatinine, GGT, LDL cholesterol, triglycerides and total cholesterol. To rule 

out the possibility of Meckel’s diverticulum and angiodysplasia, a CT enteroclysis 

and a CT angiogram were done respectively. Also, a CT of the pelvis and abdomen 

were carried out and revealed a lesion in the ileum which was highly vascularised 

with one enlarged lymph node in close proximity to the site of bleeding. A 

laparotomy was performed as a result of these findings and an endoscopy was carried 

out intraoperatively. Findings on macroscopic examination were a 2cm ulcerated 

tumour which had infiltrated the ileum and a lymph node of 2.5cm. Findings of 

microscopic examination showed a neuroendocrine neoplasm made up of 

homogeneous small round cells grouped solidly. It had invaded into the peritoneum 

viscera but no signs of perineural, lymphatic or vascular invasion were present. It was 

also described as a Grade II fibrous reaction with clear distal and proximal edges. 

This ultimately led to the diagnosis of a serotonin secreting carcinoid tumour without 

distant metastasis.   

 

Discussion 

 
Carcinoid tumours have been found to greatly vary in their presentation as this 

depends on the size and location of the tumour as well as the presence of any possible 

metastases. The symptoms listed in Table 1 show that these could either be as a result 

of the effect of the tumour mass on local tissues (ie hypermotility, fibrous adhesions, 

intussusception and invasion), the effect of fibrosis induced by the tumour, or due to 

the effects of bioactive substances secreted by the tumour (Modlin et al., 2006). Oberg 

and Castellano (2011) reported that most carcinoid tumours are discovered following 

surgeries for cases such as intestinal obstruction or after invasive investigations for 

presentation such as unexplained gastrointestinal bleeding as was in the case of this 

patient. 

 

 

 

 

 

 

 



 

TABLE 1 

Symptoms of Carcinoid Tumours based on their location: 

Location Symptoms 

Rectum Constipation, pain, rectal bleeding 

Colon Weight loss, anorexia, pain 

Small intestine Small bowel obstruction, abdominal pain 

Appendix Appendicitis found incidentally while carrying out other 

procedures in the pelvic-region or as a result of the presence of the 

neoplasm 

Stomach Abdominal pain, anaemia 

Lungs, trachea 

and bronchi 

Chest pain, Haemoptysis, cough, pneumonia (recurrent). 

(Modlin et al., 2006) 

 

And in this case, from the range of investigations offered to this patient, the use of 

capsule endoscopy was invaluable as it served to identify the site of active bleeding in 

the ileum allowing for a more tailored approach in reaching the final diagnosis.  

 

Chromogranin A is found in endocrine and neuronal tissues and is currently known as 

the most useful carcinoid tumour marker found to be circulating in the system 

(Seregni et al., 2001). It is elevated in approximately 60-100% of neuroendocrine 

tumours and there is a relationship between its levels and the burden of the tumour 

(Vinik et al, 2010). It has also been found to have a specificity of 86% and a 

sensitivity of 68% for carcinoid syndrome (Ardill and O'Dorisio, 2010). This however 

was not used for this patient. 

 

The measurement of urinary levels of 5-hydroxyindoleacetic acid (5-HIAA) 

5-hydroxyindoleacetic acid (5-HIAA) is one of the characteristic biomarkers of 

carcinoid tumours and serves as the key laboratory test for diagnosis. Vinik et al., 

(2010) have described it as having a high specificity for midgut carcinoid. It has also 

been found to be elevated in conditions such as small bowel obstruction, whipple’s 

disease and celiac disease thereby accounting for its low sensitivity of 64% compare 

to a specificity of 98% for carcinoid tumours (Ardill and O'Dorisio, 2010). 

Furthermore, it was suggested by Nehar et al, (2004) that it be used alongside other 

biomarkers such as chromogranin A. However, in this patient, combined with the 

endoscopic findings, it played a key role in the diagnosis. 

  

Localisation studies 

Several studies have suggested that several combinations of various imaging studies 

be used in cases of suspected tumours, depending on the site. Van der Lely and De 

Herder (2005) suggested a localisation of carcinoid tumours with the use of 

functional, morphological and miscellaneous means as outlined in Table 2. 

 

 

 

 

 

 



 

TABLE 2 

Studies for the localization of carcinoid tumours  

Functional: 

• Intraoperative radionuclide probe 

• Positron emission tomography (PET) 

• Bone scintigraphy 

• 123(131I)-metaiodobenzylguanidine (MIBG) scintigraphy 

• 111In-pentetreotice scintigraphy 

 

Morphological: 

• Selective abdominal angiography  

• Magnetic resonance imaging (MRI) 

• Computerized tomography (CT) 

• Capsule endoscopy 

• Endoscopic ultrasonography 

• Endoscopy 

• Transabdominal ultrasonography 

 

Miscellaneous: 

• Echocardiography 

  

Conclusion 

The signs and symptoms of carcinoid tumour range from none to a full picture 

descriptive of its presence. The vague nature of the symptoms, therefore, usually leads 

to delays in diagnosis of affected patients. This was a very interesting case as it served 

as a good example of an atypical presentation of carcinoid tumour which therefore 

highlighted the importance of a combination of various investigative studies. Most of 

the suggested studies for the morphological localisation were carried out in this case 

ie CT, capsule endoscopy, endoscopy (intraoperatively) and angiography and they 

were all useful not only for the exclusion of other conditions but for diagnosing the 

presence and site of the carcinoid tumour as well as in its staging. These 

investigations for carcinoid tumours are therefore suggested for any similar cases and 

hopefully more reports of atypical cases are made available along with detailed 

information about the indication and choice of investigative studies used in each case.  

 

 


