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Carcinoid tumors of the female genital tract are an uncommon clinical finding. This study pre-
sents a case of typical carcinoid tumor of the uterine corpus in a 61-year-old woman. The tumor
was a primary carcinoid tumor arising from the endometrium which showed the typical organoid
patterns with a positive reaction for neuroendocrine markers. The patient was treated by a total
hysterectomy and bilateral salpingo-oophorectomy. No evidence for the carcinoid syndrome
was noted. The carcinoid tumor recurred as a vaginal mass approximately six and a half years
later. The patient died from a mechanical intestinal obstruction by the carcinoid tumor with dis-
tant metastasis approximately eight and a half years after operation of the endometrial primary
tumor. 
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Carcinoid tumors are neoplasms of a neuroendocrine origin
that rarely affect the genital tract. Most carcinoid tumors in the
female genital tract arise in the ovary or in the cervix.1-4 The uter-
ine cervix is the most frequent site of genital neuroendocrine
tumors, some of which are small cell carcinomas having an aggres-
sive behavior.5 Only a few carcinoid tumors of the uterine corpus
have been described in the English medical literature.6-8 We have
recently experienced a case of typical carcinoid tumor of the uter-
ine corpus, and this is considered to be the first case reported in
Korea. 

CASE REPORT

A 61-year-old woman was admitted in December 1992, with
an impression of uterine myoma. She complained of vaginal spot-
ting for 10 days and she also had a past history of chronic gastritis.
Her physical examination revealed a 1.5 cm sized pedunculated
mass in the uterine cervix. The papanicolaou smear was normal.
Her routine laboratory and radiologic examinations preparing her

for an operation were within normal ranges. The patient received
a total hysterectomy and bilateral salpingo-oophorectomy, and
this was done under the clinical impression of cervical myoma. 

On gross examination, the endometrial cavity showed a rela-
tively well demarcated, elevating mass involving nearly the full
thickness of the underlying myometrium (Fig. 1). The mass was
solid, about 5×5×4 cm in dimension, with a superficial friable
consistency and a deep calcified area. The lower uterine segment
revealed a pedunculated solid mass, 3 cm in diameter, which
obstructed the cervical os. Microscopically, the endometrial mass
involving the underlying myometrium was that of a typical car-
cinoid tumor. Upon pathological analysis, the mass revealed a
characteristic organoid arrangement with trabecular, follicular,
rosette, and solid patterns in a relatively scanty fibrous stroma
(Fig. 2A). Individual tumor cells were round and uniform, and
they demonstrated mild pleomorphism, finely stippled to slightly
coarse chromatin pattern, inconspicuous nucleoli and abundant
granular pinkish cytoplasm with rare mitotic activities (Fig. 2B).
These cells showed positive reactions for neuron-specific enolase
(NSE) and chromogranin (Fig. 2C). The pedunculated mass of
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the lower uterine segment was of a leiomyoma classification. 
The clinical evaluation was done and we tried to look for other

primary sites of the endometrial carcinoid tumor. Her facial flush-
ing for 2 years was recognized. However, the postoperative 24-h
urinary 5-hydroxyindolacetic acid (5-HIAA) level was normal.
Gastric endoscopy showed a small 7 mm sized mucosal elevation
at the posterior wall of the mid-antrum. The gastric lesion was

a well differentiated adenocarcinoma (Fig. 3) and the immuno-
histochemistry for NSE and chromogranin was negative. Other
studies including chest, abdominal and pelvic CT scans were all
normal. No further treatment was done. 

The patient was lost to follow-up until June 1999, when she
complained of a vaginal nodular mass. The vaginal mass, approx-
imately 4×4×3 cm, involved the right pelvic cavity. The patho-
logic findings of the vaginal mass were similar to those of the
previous endometrial tumor. However, the tumor’s cellular pleo-

Fig. 2. The uterine corpus tumor shows trabecular growing pattern (A), round and uniform tumor cells characterized by the stippled chro-
matin pattern (B), and positive reaction for chromogranin (C). 
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Fig. 1. A relatively well demarcated solid mass, 5 cm in diameter,
involves the full thickness of the uterine wall. 
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morphism and mitotic activity were slightly more severe in degree
than the previous ones, and this mass resembled an atypical car-
cinoid tumor (Fig. 4). At that time, she did not have any gastric
symptoms. Radiation therapy was recommended, but the patient
refused. Approximately 2 years later, the patient was admitted
to another hospital due to right lower abdominal pain. Sonogram
and CT scan showed a huge vaginal mass, approximately 9.8×
5.8 cm, that was associated with a right pelvic mass approximately

5×8 cm in size. Ascites, markedly dilated small bowel, collapsed
large bowel, and multiple metastatic lesions in right upper lung
and lymph nodes of right lower mesentery and right iliac arterial
area where all noted. The patient died of the mechanical intesti-
nal obstruction by the carcinoid tumor with distant metastasis. 

DISCUSSION

Because primary typical carcinoid tumors occurring in the
endometrium are exceptionally rare, the central, critical question
is whether this lesion is a primary or metastatic carcinoid tumor.
We considered this case to be a primary uterine corpus tumor
rather than a metastatic carcinoid tumor, although a small gas-
tric lesion was presented. The gastric lesion was pathologically
different from the endometrial carcinoid tumor: the gastric lesion
was a well-differentiated adenocarcinoma lacking the typical fea-
tures of carcinoid tumor and it was negative for NSE and chro-
mogranin. The small gastric adenocarcinoma might have been
an unusual variant of minute early gastric carcinoma that could
have regressed after endoscopic biopsy.10 Her endometrial carci-
noid tumor was positive for NSE and chromogranin, and her clini-
cal findings of this case were also consistent with a primary endo-
metrial carcinoid tumor. If this endometrial tumor was a metastat-
ic one from the gastrointestinal lesion, it might be an unusual
finding that the uterine body was the only metastasized focus
without metastasis to any other organs at that time of total hys-

Fig. 4. The recurred tumor shows trabecular or solid arrangement (A), and round and uniform tumor cells having slightly atypical nuclei and
increased mitotic activity (B). 
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Fig. 3. Endoscopic biopsy of gastric antrum reveals a well differen-
tiated adenocarcinoma. 
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terectomy.9 Therefore, it was inferred that this case was a primary
carcinoid tumor of the endometrium. The argyrophilic cells are
reportedly present in normal endometrial gland, although the
frequency and number of argyrophilic cells are higher in endome-
trial glandular adenocarcinoma than in normal endometrium.11

Since the initial description of endocrine tumors of the uterine
cervix,3 subsequent publications have employed many diverse
terms to describe the broad morphologic spectrum of these tu-
mors; carcinoid tumor,12 argyrophil cell carcinoma (apudoma),13

small cell carcinoma,5 endocrine carcinoma of intermediate cell
type,14 neuroendocrine carcinoma,4 and adenocarcinoma with
carcinoid features.15 With these diverse terms, it has been difficult
to compare their incidence, clinicopathologic features, biological
behavior and natural history of these unusual tumors. For this
reason, there was a consensus workshop to recommend the follow-
ing four general categories for endocrine tumors of the uterine
cervix: typical (classical) carcinoid tumor, atypical carcinoid tumor,
large cell neuroendocrine carcinoma and small (oat) cell carcino-
ma.16 We also suggest the application this of this terminology
should be used for the neuroendocrine tumor of the uterine cervix
and for endometrial tumors. The present case belongs to the typ-
ical (classical) carcinoid tumor that is characterized by typical or-
ganoid patterns, round small uniform neoplastic cells, finely gran-
ular chromatin, inconspicuous nucleoli and rare mitotic figures.

The prognosis of carcinoid tumors is better than that of most
carcinomas. A review of the literature concerning typical carcinoid
tumor of the uterine cervix revealed that two patients (approxi-
mately 22%) died of disease within two years, and the remaining
patients were alive and disease free at follow-up intervals of 2.5 to
24 months.4 The present patient showed a recurrence of the car-
cinoid tumor approximately eight and a half years after the initial
detection of the tumor, and she died of mechanical intestinal
obstruction by the carcinoid tumor.

REFERENCES

1. Albores-Saaverdra J, Poucell S, Rodriguez Martinez HA. Primary

carcinoid of the uterine cervix. Pathologia 1972; 10: 185-93. 

2. Robboy SJ, Norris HJ, Scully RE. Insular carcinoid primary in the

ovary. A Clinicopathologic analysis of 48 cases. Cancer 1975; 36: 404-

18. 

3. Albores-Saavedra J, Larraza O, Poucell S, Rodriguez Martinez HA.

Carcinoid of the uterine cervix: additional observations on a new

tumor entity. Cancer 1976; 38: 2328-42. 

4. Walker AN, Mills SE, Taylor PT. Cervical neuroendocrine carcino-

ma: a clinical and light microscopic study of 14 cases. Int J Gynecol

Pathol 1998; 7: 64-74. 

5. Abeler VM, Holm R, Nesland JM, Kjorstad KE. Small cell carcinoma

of the cervix. A clinicopathologic study of 26 patients. Cancer 1994:

73: 672-7. 

6. Cheety R, Clark SP, Bhathal PS. Carcinoid tumor of the uterine cor-

pus. Case report. Virchows Arch A Pathol Anat Histopathol 1993;

422: 93-5. 

7. Gonzalez-Bosquet E, Gonzalez-Bosquet J, Jimenez AG, Gil A, Xer-

cavins J. Carcinoid tumor of the uterine corpus. A case report. J Re-

prod Med 1998; 43: 844-6. 

8. Lazar E, Tudose N, Potencz E, Cornianu M. Carcinoid tumor with

uterine location. Case report. Rom J Morphol Embryol 1996; 42: 89-94. 

9. Post RC, Cohen T, Blaustein AU, Shenker L. Carcinoid tumor meta-

static to the cervix and corpus uteri. Report of a case. Obstet Gynecol

1966; 27: 171-5. 

10. Iishi H, Tatsuta M, Okuda S. Endoscopic diagnosis of minute gastric

cancer of less than 5 mm in diameter. Cancer 1985; 56: 655-9. 

11. Satake T, Matsuyama M. Argyrophil cells in normal endometrial

glands. Virchows Arch 1987; 410: 449-54. 

12. Hariri J, Rasmussen EA, Hage E. Carcinoid tumor of the uterine

cervix. Case report. Acta Obstet Gynecol Scand 1983; 62: 239-40. 

13. Tateishi R, Wada A, Hayakawak, Hongo J, Ishii S. Argyrophil cell

carcinomas (apudomas) of the uterine cervix. Light and electron

microscopic observations of 5 cases. Virchows Arch A Pathol Anat

Histol 1975; 366: 257-74. 

14. Silva EG, Kott MM, Ordonez NG. Endocrine carcinoma intermedi-

ate cell type of the uterine cervix. Cancer 1984; 54: 1705-13. 

15. Barrett RJ II, Dovos I, Leuchter RS, Lagasse LD. Neuroendocrine fea-

tures in poorly differentiated and undifferentiated carcinomas of the

cervix. Cancer 1987; 60: 2325-30. 

16. Albores-Saavedra J, Gersell D, Gilks CB, et al. Terminology of endo-

crine tumors of the uterine cervix: results of a workshop sponsored

by the College of American Pathologists and the National Cancer

Instituate. Arch Pathol Lab Med 1997; 121: 34-9. 


