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Summary
The widespread availability and reliability of immunohistochemical
techniques in the last three decades have allowed researchers to identify cells with common neuroendocrine markers in virtually every
organ. As a whole, these neuroendocrine cells form the so-called diffuse neuroendocrine system. Tumours arising from the cells of the
diffuse neuroendocrine system are defined as (neuro)endocrine
tumours (NETs). NETs have been increasingly described in recent
years. However, despite the increase in the number of published
papers focused on NET, we still lack adequate epidemiological data,
particularly for non-gastroenteropancreatic (GEP) NETs. Furthermore, the real incidence of neuroendocrine differentiation for most
sites is not completely known and is probably underestimated. As a
consequence, data on the clinical features of many NET subgroups
are not well known or confusing. For all of these reasons, we have
attempted to evaluate the epidemiology of non-GEP NETs, reviewing
the limited data available in the literature.
(Received 21 March 2006; returned for revision 15 May 2006; finally
revised 21 July 2006; accepted 28 September 2006)

Introduction
Despite the substantial and progressive increase in published data
since the first description at the end of the 19th century, we are still
lacking adequate epidemiological information on (neuro)endocrine
tumours (NETs), particularly for non-gastroenteropancreatic (GEP)
NETs. This is probably a consequence of rarity, frequent lack of associated clinical signs, a multidisciplinary setting of occurrence, and
the continuous evolution of diagnostic techniques and classification
criteria. Contrary to other solid tumours, mortality cannot be used
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as an approximation of incidence and prevalence because they
generally respond well to surgical treatment; furthermore, the welldifferentiated NET is usually characterized by indolent behaviour.
The histological definition of NET has been markedly improved in
the last three decades by the wide availability of immunohistochemical
techniques and by the formulation of valuable unified criteria,
regardless the site of origin of the tumour.1,2 Moreover, current opinion
postulates that neuroendocrine cells may have different embryological
origins and are widely dispersed around the body, not only limited
to the gastrointestinal tract, but also within the lungs, larynx, thymus,
thyroid, adrenal, gonads, skin and many other organs and tissues.3
As a whole, these neuroendocrine cell aggregates dispersed in nonneuroendocrine tissues constitute the diffuse neuroendocrine system.
Apart from the GEP location, most of the published data on the
epidemiology and clinical presentation of NETs are still scarce and
generally limited to case reports or small series, where the real incidence of neuroendocrine differentiation for most sites is not completely known and probably underestimated. A further factor that
limits the achievement of ‘real’ epidemiological data is the discrepancy
between the estimated incidence of GEP NETs, around one case per
million per year4 and the higher prevalence of these tumours found
in autopsy series.5 In this study, we attempt to collect data available
from the literature on the epidemiology of non-GEP NETs, arising
from neuroendocrine cells dispersed in the lung, larynx, thymus,
genital tract and skin. Organ-specific NETs such as those arising in
the thyroid, pituitary and parathyroid are not included in this review
due to their site-specific peculiarities.

Lung
The epidemiology of lung NETs varies greatly between well-differentiated
and poorly differentiated forms. At the opposite sides of the spectrum
of differentiation, the well-differentiated forms, typical and atypical
lung carcinoids (TC and AC, respectively), are still considered rare
tumours, while small-cell carcinoma (SCC), a poorly differentiated
neuroendocrine carcinoma, represents one of the most common
histological subtypes.
Epidemiological data vary considerably between the four different
histological NET subgroups, identified by Travis et al. in the World
Health Organization (WHO) classification for neuroendocrine
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Table 1. Male : female ratio of (neuro)endocrine tumours
Tumour site and histological subtype
Lung
Typical carcinoid
Atypical carcinoid
Large cell neuroendocrine carcinoma
Small cell carcinoma
Larynx
Typical
Atypical carcinoid
Paraganglioma
Small cell carcinoma
Thymus
Typical carcinoid
Atypical carcinoid
Skin
Poorly differentiated carcinoma

Male : female ratio

1:1
1:1
8:1
9·5 : 1
2:1
3:1
1:3
No data available

under the age of 50 years.8 The mean age at diagnosis was
54·1 ± 15·2 years (ranging from 18 to 73 years of age).6 AC tends to
occur generally in older patients. Several hypotheses have been
formulated to explain this finding. The increasing incidence of
smoking-related molecular abnormalities found in lung NETs, ranging from TC to AC, LCNEC and SCC seems to support the theory
of a ‘continuum’ in the spectrum of neuroendocrine differentiation.
In lung carcinoids, there is an underestimated percentage of multiple
forms. Synchronous multicentric forms have been found after performing serial sections in our series in 5% of cases. Single or multiple
tumorlets were found in our series in 10% of cases. Lymph-node
involvement (N1, N2) at diagnosis was present in our series in 13·8%
of cases (unpublished data). These findings must be carefully considered in the choice of surgical treatment.6

9·5 : 1
9·5 : 1

Poorly differentiated neuroendocrine carcinomas
1:1

tumours of the lung.1 The prevalence of tobacco abuse differs greatly
between well-differentiated and poorly differentiated forms. In our
series, among 152 surgically treated patients, the percentage of smokers
varied between 46% for TC to 100% for SCC.6 The same marked
variation was found in male : female ratio, ranging from 1 : 1 for TC
and AC to 8 : 1 for large-cell neuroendocrine carcinoma (LCNEC)
and to 9·5 : 1 for SCC6 (Table 1). Comparing these data, it appears
obvious that this great difference between men and women cannot be
entirely explained by the higher percentage of smokers among the
male general population. However, the rising percentage of female
smokers in the general population correlates to some extent with the
decreasing male : female ratio, indicating some influence of this factor.
A population-based study of the demographics of patients with
lung NET grouped by histological subtype, performed using a cancer
registry-based analysis of patients in Denmark from 1978 to 1999,
showed that the recorded incidence of NETs other than SCC increased
twofold among men (from 0·24 to 0·53 per 100·000 inhabitants per
year) and by threefold in women (from 0·14 to 0·41 per 100·000
inhabitants per year) during the study period, while the incidence
of SCC decreased among men and levelled off among women.7
Due to the existence of substantial differences in all of the epidemiological aspects, it is more convenient to consider each different
grade of differentiation separately.
Well-differentiated NETs (carcinoids)
The annual incidence of lung carcinoids ranges from 0·7 to 4·8
per million. TC is more common than AC with a ratio ranging from
8 : 1 to 12 : 1. The prevalence of TC is estimated to be 0·6% to 2%
of all lung cancers, and 7% to 25% of the total carcinoids of all sites.
In the largest reported series by Modlin et al. a sharp increase in incidence of lung carcinoids has been noted in recent years, but it is still
unclear whether this is related to advances in diagnostic techniques
in asymptomatic forms or a real increase.3
No gender prevalence has been reported. In a series of 100 lung
carcinoids, the male : female ratio was exactly 1 : 1. However, in a
large series of 2931 patients, a female prevalence was seen in patients

Together with necrosis, the number of mitoses in 10 high-power
fields is the main criterion for separating LCNEC and SCC from AC.
Due to the irregular distribution of mitoses in the tissue, the use of
additional reproducible criteria, which is partially described in the
WHO classification of lung tumours, précising that mitoses must be
counted in the areas with the highest mitotic activity, are needed.
For this reason, Ki67 and other reliable biological markers are advocated
to reduce the percentage of misdiagnoses.
SCC accounts for 20% of lung cancers and represents the third
type of primary lung malignancy after squamous cell carcinoma and
adenocarcinoma. Contrary to TC, a slight reduction in the frequency
of SCC among lung cancer subtypes became apparent when comparing data registered prior to 1985, with those registered between
1983 and 1987. In all of the reported series, a strict correlation
between SCC and cigarette smoking was found. In our series, 98·9%
of SCC patients were smokers and only 1·1% non-smokers.6 The
mean age of patients at the time of diagnosis was around 60 years,
ranging from 30 to 80 years. The male : female ratio was 9·5 : 1.
LCNEC is a rare NET subtype. However, recent reports have
underlined that a significant percentage of LCNEC have been misdiagnosed and may be revealed by retrospectively analysing lung
tumour surgical samples, according to the criteria of the last WHO
Travis Classification.2 A recent study allowed researchers to reclassify
75 out of 560 (13%) poorly differentiated primary lung cancers as
LCNEC9 on the basis of their immunoreactivity for neuroendocrine
markers; moreover, 13% of patients with poorly differentiated
carcinoma of an unknown primary site were found to exhibit neuroendocrine features, which were consistent with the diagnosis of
LCNEC.10 Frequent misclassification of LCNEC has also been confirmed by a histological and immunohistochemical revision of
tumour samples from 97 patients with an initial diagnosis of poorly
differentiated neuroendocrine carcinoma; 42% of them were
consistent with the diagnosis of LCNEC, while reclassification as a
well-differentiated NET, SCC or mixed endocrine–exocrine tumours
was made in the remaining 58% (personal unpublished data). A misdiagnosis is also possible between LCNEC and adenocarcinomas or
other non-neuroendocrine tumours, as 2·9% of 766 lung tumours
surgically treated in a single centre were identified to be consistent
with the diagnosis of LCNEC, according to Travis criteria.11 As a
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whole, the subgroup of LCNEC represents 3·3% of the non-small-cell
NETs, including both pulmonary and extra-pulmonary forms, as
highlighted in a retrospective analysis on 1255 patients followed at
the ‘Institut Gustave Roussy’ from 1990 to 2001 (unpublished data).
When compared to SCC, there was a slightly lower male prevalence
in LCNEC (9·5 : 1 for SCC vs. 8 : 1 for LCNEC in our series)
(Table 1).6 However, the gender difference is substantially abrogated
when extra-pulmonary LCNEC are also included (male : female ratio
1·4 : 1) (unpublished data). Mean age at diagnosis was around 63–
65 years with a large variability, ranging from 26 to 84 years of age.6
Similar to the SCC small cell type, a large majority LCNEC cases had
a history of tobacco abuse. Another potential risk factor was the
exposure to chemical or physical transforming agents. Among 41
patients with LCNEC, 15% had been previously treated with chemoor radiotherapy for another tumour 1–28 years before LCNEC
occurrence (unpublished data). However, this finding needs to be
further validated since no relationship between poorly differentiated
LCNEC and chemo- or radiotherapy has previously been reported.
Carcinoid tumorlets
According to the WHO classification criteria, neuroendocrine
proliferations can be divided in a spectrum of lesions that ranges from
neuroendocrine cell hyperplasia to tumorlets and/or carcinoid tumours.2
Due to the fact that the maximum diameter of these lesions must,
by definition, be less than 0·5 cm and that they are generally not associated with any clinical symptomatology, carcinoid tumorlets are
often an incidental pathological finding. Therefore, the real incidence and prevalence remains hard to establish. Neuroendocrine cell
hyperplasia, with or without associated tumorlets, is a relatively
common finding in both TC and AC, but not in SCC and LCC.
Tumorlets are significantly more frequent than carcinoid tumours
and may be multifocal and bilateral.10,11 They are very often associated
with inflammatory processes like bronchiectasis and interstitial
fibrosis, and the correct histological diagnosis requires an accurate serial
dissection of the pulmonary parenchyma. In 1958, Cunningham
et al. found the presence of tumorlets in 20% of cases by performing
serial sections of lung parenchyma in bronchiectatic lungs.12 Some
large autopsy series showed the prevalence of tumorlets in the general population ranging from 0·1% to 0·22%. Also in these series,
tumorlets were observed more frequently in patients with chronic
lung diseases, mainly bronchiectasis, interstitial fibrosis, and other
chronic inflammatory lung diseases.
The real significance of these lesions is still not completely understood
and it is debated whether they represent an ‘early’ stage of carcinoid.13
Nevertheless, the report of tumorlets associated with clinical
syndromes contradicts the lack of clinical meaning postulated by
various authors. Studies using molecular and subcellular techniques
have been performed, but further studies are required to completely
clarify these aspects.

Larynx
Neuroendocrine neoplasms affect laryngeal mucosa much less frequently then squamous cell carcinoma of the larynx. NETs represents
0·6% of all laryngeal neoplasms.

The histological classification of NET is similar between the lung
and the larynx; NETs of the larynx consist of TC and AC, SCC and
laryngeal paraganglioma. These four histological subtypes account,
respectively, for 3% (TC), 54% (AC), 34% (SCC) and 9% (paraganglioma) of cases.14,15 While laryngeal TC is a very rare entity, AC can
be considered as the most frequent non-squamous carcinoma of
the larynx. The distinction between the four subtypes is of crucial
importance because the therapeutic approach and prognosis are
different. At diagnosis, TC and paraganglioma are generally limited
to a loco-regional extension and associated with a good prognosis.16
AC is a much more aggressive tumour and only 50% of patients are
alive 5 years after the intervention. SCC always needs chemo- and
radiotherapy and the percentage of survivors at 5 years is only 5%.
However, the percentage of local or distant metastasis is also relevant
in well-differentiated forms.17
To date, more than 500 cases of NET of the larynx have been
reported in the literature. The peak incidence in various series is
around a mean age of 58 years (range, 45–80 years) for TC, 61 years
(range, 36 – 83 years) for AC, 50–70 years (range, 23 –91 years) for
SNEC and 44 years (range, 14–83 years) for paraganglioma. In every
series, a male prevalence has been described, especially in the AC
group, while the paraganglioma is the only laryngeal neuroendocrine
neoplasm with a female preponderance that reaches a ratio of 3 : 1
(Table 1). A large majority of the patients had a history of tobacco
abuse, especially in the AC and SCC subgroups, which reflects a
similar finding in the lung counterpart of these tumours. The
majority of these tumours arise in the supraglottis.15,17 Paraneoplastic syndromes have been reported only occasionally in association
with NET of the larynx, often with the syndrome of inappropriate
antidiuretic hormone production.18

Thymus
According to Rosai WHO classification criteria, thymic tumours can
be classified as neuroendocrine only when the neuroendocrine elements constitute the predominant or exclusive component of the
neoplasm.19 In fact, many typical carcinomas (type C thymomas)
contain a certain number of neuroendocrine cells.20,21 The prevalence of thymic carcinoid is approximately 0·3% of total carcinoids of
all sites. The term carcinoid is still used to define well-differentiated
NET of the thymus, although this tumour entity is now better defined
as well-differentiated neuroendocrine carcinoma. The well-differentiated
subgroup can be divided into classic, spindle cell, pigmented, with
amyloid and atypical forms. The ratio between typical and atypical
forms is characterized by a higher proportion of atypical forms. The
poorly differentiated subgroup comprises SCC and the LCC in
homology with the lung NETs.19
Since 1972, when Rosai and Higa reported the first description of
eight thymic carcinoids as a separate entity from thymomas, more
then 300 cases have been reported in the world literature.22,23 In the
same year, the same authors reported that thymic carcinoids may
occur in association with multiple endocrine neoplasia type 1
(MEN-1), a genetic disorder that predisposes to the development of
multiple endocrine and non-endocrine proliferations.24,25 Thus far,
more than 30 cases of this association have been reported. However,
the prevalence of a thymic neuroendocrine tumour is probably
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underestimated. In the same manner, their association with MEN1 is very frequently unrecognized. Among 185 mediastinal masses
and among 65 tumours arising from the thymus, we found neuroendocrine differentiation and association with MEN-1 in a significant
percentage of cases.26,27 Associations with other syndromes, including
MEN-2, have only been reported in anecdotal cases.
More than 90% of cases are men (Table 1). Virtually all of the
reported patients were heavy smokers. At time of the diagnosis, most
of the patients with thymic NET were asymptomatic, although a
metastatic stage occurred in 20–30%.
A large number of cases of a NET arising in the thymus are associated with paraneoplastic syndromes. Among these, Cushing’s
syndrome is the most frequent given that an increased secretion of
ACTH has been reported in one-third of sporadic thymic NETs;
interestingly, it is extremely rare in MEN-1-related thymic carcinoid.
Among all causes of ectopic ACTH secretion, about 10% is associated
with thymic NETs. Carcinoid syndrome has never been reported in
thymic NETs.

Genital tract
NETs can also originate from the genital tract; they are generally
more frequent in females. The most common of these are, in fact,
uterine SCC and ovarian carcinoids. Primary ovarian carcinoids
have a relatively benign prognosis in contrast with ovarian
metastases from GEP carcinoids, which show a more aggressive
behaviour. Primary ovarian carcinoids may develop in association
with other non-NET histological subtypes, mainly teratomas.
Carcinoid syndrome is described in about 30% of cases.28
Poorly differentiated neuroendocrine carcinomas in the ovary
include both SCC and LCC; they are associated with an aggressive
presentation at the time of diagnosis and have a poor prognosis. SCC
and LCC may also arise from the uterus, both endometrium and
cervix, potentially involved as primary site.29,30 In contrast, uterine
carcinoids have been reported in only few cases. NETs have been
rarely reported to arise from the vulva and vagina and, in these cases,
they are consistent with the SCC subtype.
In men, the most common and perhaps underestimated site of
NET development is the prostate. Among the well-differentiated
forms, the carcinoid subtype has been described to originate from
the testis, while carcinoids originating in other sites are very rare.
Carcinoids of the testis have been described to secrete serotonin,
occasionally associated with carcinoid syndrome.31 On the other hand,
SCC has been sporadically described in the scrotum, penis and urethra.
Apart from in the prostate, NETs have been reported only anecdotally and it is therefore impossible to establish their real prevalence
and incidence. However, what must be underlined is that true prostate
NETs are very rare tumours, whereas most of the prostate tumours
with neuroendocrine appearance are consistent with non-NET adenocarcinomas with positive immunostaining for neuroendocrine
markers.32

Skin
Skin harbours a subset of neuroendocrine cells with secretory capacities,
the so-called Merkel cells. Merkel cell neoplastic proliferations

represent therefore primary cutaneous NETs. They are rare tumours
(approximately 2000 cases reported in literature) and their rarity is
still more accentuated in comparison to the high frequency of skin
tumours as a whole, which accounts for about 10% of all human
malignancies.
From a histological point of view, Merkel cell tumours are poorly
differentiated neuroendocrine carcinomas, while a carcinoid-like
subgroup is not encountered among skin NETs.33,34 However, these
tumours include a spectrum of neoplasias with different diagnostic
and prognostic features.35 At the time of diagnosis, these tumours are
generally characterized by a primary lesion, growing in the dermis
and subcutaneous tissues, with or without lymph node metastases. The
head and neck represent the most common site of Merkel cell tumour
onset (> 50%), followed by extremities (40%) and trunk (5 –10%).36,37
As far as clinical presentation is concerned, Merkel cell tumours
generally occur in older white adults with a mean age of 67·9 years,
although age of onset has been reported to vary from 15 to more
than 95 years. No gender difference has been described38 (Table 1).
In contrast with most of NETs from other primary sites, the Merkel
cell tumour has well-defined risk factors that are in common with
other skin neoplasias. Sun exposure, in fact, is found in the majority
of these patients and immunosuppression represents another relevant
risk factor.39,40
Merkel cell tumours have been shown to express several neuropeptide and neuroendocrine markers; however, apart from their
utility for diagnosis and follow-up, an endocrine-related functional
syndrome has never been reported in skin NETs.

Conclusion
This overview on the epidemiology of non-GEP NETs gathers data
on incidence and clinical presentations of different NET subtypes
arising from the diffuse neuroendocrine system, which could be a
tool for specialists interested in this fascinating and incompletely
understood topic. As pointed out for the GEP NETs, which have
represented the paradigm for the study of this bizarre pathology,
the natural history of non-GEP NETs presents a distinct character
regardless of the site of origin. In fact, the neurosecretory pattern and
the existence of a complicated biological network, which regulates
proliferation and secretory activity and which is susceptible to
modulation by specific hormone receptors, characterizes all NET
subtypes to a variable extent. On the other hand, although unifying
biological and histological criteria have been pointed out in recent
years, the current review highlights the great difference between one
subtype and another, according to their specific site of onset. The
classical indolent clinical course and the association with a functional
endocrine syndrome are classically considered distinctive features of
NETs. However, this is not true for all NET subgroups and rapidly
progressing, clinically aggressive NETs may be the exclusive or predominant forms in some organs like skin or lung, whereas a given
NET-related functional syndrome often indicates a specific site of
primary tumour and excludes some others. Accurate knowledge
about the natural history of these tumours may help clinicians
recognize early or exclude a NET diagnosis; moreover, it can allow
them to perform correct tumour staging and establish the best
therapy and follow-up strategy.

© 2006 The Authors
Journal compilation © 2006 Blackwell Publishing Ltd, Clinical Endocrinology, 66, 1–6

Epidemiology of (neuro)endocrine tumours 5

Acknowledgement
This study was partially supported by a grant of the Italian Minister
of Research and University in Rome (no. 2005069841), by a grant
from the University of Perugia and by a grant from the Associazione
Vivere La Speranza Amici di Emanuele Cicio.

References
1 Solcia, E., Klöppel, G. & Sobin, L.H. (2000) Histological typing of
endocrine tumours. WHO International Histological Classification of
Tumours, Springer Verlag, Berlin.
2 Travis, W.D., Brambilla, E., Muller-Hermelink, H.K. & Harris, C.C.
(2004) Pathology & genetics: tumours of the lung, pleura, thymus
and heart. WHO International Histological Classification of Tumours.
IARC Press, Lyon, France.
3 Modlin, I.M., Lye, K.D. & Kidd, M. (2003) A 5-decade analysis of
13,715 carcinoid tumours. Cancer, 97, 934 – 959.
4 Buchanan, K.D., Johnston, C.F. & O’Hara, M.M.T. (1986) Neuroendocrine tumours: an European view. American Journal of Medicine,
81, 14 – 22.
5 Creutzfeld, W. (1985) Endocrine tumours of the pancreas. In: B.W.
Volk, E.R. Arquilla eds. The Diabetic Pancreas. Plenum Press, New
York, 561– 583.
6 Daddi, N., Ferolla, P., Urbani, M., Semeraro, A., Avenia, N., Ribacchi, R.,
Puma, F. & Daddi, G. (2004) Surgical treatment of neuroendocrine
tumours of the lung. European Journal of Cardio-thoracic Surgery, 26
(4), 813 – 817.
7 Skuladottir, H., Hirsch, F.R., Hansen, H.H. & Olsen, J.H. (2002)
Pulmonary neuroendocrine tumours: incidence and prognosis of
histological subtypes. A population-based study in Denmark. Lung
Cancer, 37, 127 –135.
8 Quaedvlieg, P.F., Visser, O., Lamers, C.B., Janssen-Heijen, M.L. &
Taal, B.G. (2001) Epidemiology and survival in patients with carcinoid disease in The Netherlands. An epidemiological study with 2391
patients. Annals of Oncology, 12, 1295 –1300.
9 Takei, H., Asamura, H., Maeshima, A., Suzuki, K., Kondo, H.,
Niki, T., Yamada, T., Tsuchiya, R. & Matsuno, Y. (2002) Large cell
neuroendocrine carcinoma of the lung: a clinicopathologic study of
eighty-seven cases. Journal of Thoracic and Cardiovascular Surgery,
124, 285 –292.
10 Hainsworth, J.D., Johnson, D.H. & Greco, F.A. (1988) Poorly differentiated neuroendocrine carcinoma of unknown primary site. A newly
recognized clinicopathologic entity. Annals of Internal Medicine, 109,
364 –371.
11 Jiang, S.X., Kameya, T., Shoji, M., Dobashi, Y., Shinada, J. &
Yoshimura, H. (1998) Large cell neuroendocrine carcinoma of the
lung: a histologic and immunohistochemical study of 22 cases. American Journal of Surgical Pathology, 22, 526 – 537.
12 Cunningham, G.J., Nassau, E. & Walter, J.B. (1958) The frequency of
tumour-like formations in bronchiectatic lungs. Thorax, 13, 64 – 68.
13 Churg, A. & Warnock, M.L. (1976) Pulmonary tumorlet. A form of
peripheral carcinoid. Cancer, 37, 1469–1477.
14 Ferlito, A. & Rosai, J. (1991) Terminology and classification of
neuroendocrine neoplasms of the larynx. ORL; Journal for
Oto-Rhino-Laryngology and Its Related Specialties, 53, 185–187.
15 Ferlito, A., Barnes, L., Rinaldo, A., Gnepp, D.R. & Milroy, C.M.
(1998) A review of neuroendocrine neoplasms of the larynx: update
on diagnosis and treatment. Journal of Laryngology and Otology, 112,
827–834.

16 Myssiorek, D., Rinaldo, A., Barnes, L. & Ferlito, A. (2004) Laryngeal
paraganglioma: an updated critical review. Acta Oto-laryngologica,
124, 995 – 999.
17 Gillenwater, A., Lewin, J., Roberts, D. & El-Naggar, A. (2005)
Moderately differentiated neuroendocrine carcinoma (atypical
carcinoid) of the larynx: a clinically aggressive tumor. Laryngoscope,
115, 1191–1195.
18 Ferlito, A., Rinaldo, A. & Devaney, K.O. (1997) Syndrome of inappropriate antidiuretic hormone secretion associated with head
neck cancers: review of the literature. Annals of Otology, Rhinology,
and Laryngology, 106, 878 – 883.
19 Rosai, J. (1999) Histological Typing of Tumours of the Thymus.
WHO International Histological Classification of Tumours. Springer
Verlag, Berlin.
20 Lauriola, L., Erlandson, R.A. & Rosai, J. (1998) Neuroendocrine differentiation is a common feature of thymic carcinoma. American
Journal of Surgical Pathology, 22, 1059 –1066.
21 Ferolla, P., Urbani, M., Ascani, S., Puma, F., Ribacchi, R., Battista,
Bolis, G., Santeusanio, F., Daddi, G., Angeletti, G. & Avenia, N.
(2002) [Prevalence of the neuroendocrine phenotype in thymus neoplasms]. Chirurgia Italiana, 54, 351– 354.
22 Rosai, J. & Higa, E. (1972) Mediastinal endocrine neoplasm, of
probable thymic origin, related to carcinoid tumor. Clinicopathologic study of 8 cases. Cancer, 29, 1061–1074.
23 Soga, J., Yakuwa, Y. & Osaka, M. (1999) Evaluation of 342 cases of
mediastinal/thymic carcinoids collected from literature: a comparative study between typical carcinoids and atypical varieties. Annals
of Thoracic and Cardiovascular Surgery, 5, 285 – 292.
24 Rosai, J., Higa, E. & Davie, J. (1972) Mediastinal endocrine neoplasm
in patients with multiple endocrine adenomatosis. A previously
unrecognized association. Cancer, 29, 1075 –1083.
25 Gibril, F., Chen, Y.J., Schrump, D.S., Vortmeyer, A., Zhuang, Z.,
Lubensky, I.A., Reynolds, J.C., Louie, A., Entsuah, L.K., Huang, K.,
Asgharian, B. & Jensen, R.T. (2003) Prospective study of thymic
carcinoids in patients with multiple endocrine neoplasia type 1.
Journal of Clinical Endocrinology and Metabolism, 88, 1066 –1081.
26 Ferolla, P., Falchetti, A., Fiosso, P., Tomassetti, P., Tamburano, G.,
Avenia, N., Daddi, G., Puma, F., Ribacchi, R., Santeusanio, F., Angeletti, G. & Brandi, M.L. (2005) Thymic neuroendocrine carcinoma
(carcinoid) in multiple endocrine neoplasia type 1 syndrome: the
Italian series. Journal of Clinical Endocrinology and Metabolism, 90,
2603 – 2609.
27 Ferolla, P., Urbani, M., Ascani, S., Puma, F., Ribacchi, R., Bolis, G.B.,
Santeusanio, F., Daddi, G., Angeletti, G. & Avenia, N. (2002) Prevalence of the neuroendocrine phenotype in thymus neoplasms.
Chirurgia Italiana, 54, 351– 354.
28 Davis, K.P., Hartmann, L.K., Keeney, G.L. & Shapiro, H. (1996)
Primary ovarian carcinoid tumours. Gynecologic Oncology, 61, 259 –
265.
29 Katahira, A., Akahira, J., Niikura, H., Ito, K., Moriya, T., Matsuzawa, S.,
Makinoda, S., Oda, T., Fujiwara, K. & Yaegashi, N. (2004) Small cell
carcinoma of the endometrium: report of three cases and literature
review. International Journal of Gynecological Cancer, 14, 1018–
1023.
30 Viswanathan, A.N., Deavers, M.T., Jhingran, A., Ramirez, P.T.,
Levenback, C. & Eifel, P.J. (2004) Small cell neuroendocrine carcinoma
of the cervix: outcome and patterns of recurrence. Gynecologic
Oncology, 93, 27 – 33.
31 Kato, N., Motoyama, T., Kameda, N., Hiruta, N., Emura, I., Hasegawa, G.,
Murata, T., Kimura, M., Tsuda, H. & Ishihara, T. (2003) Primary carcinoid tumor of the testis: Immunohistochemical, ultrastructural

© 2006 The Authors
Journal compilation © 2006 Blackwell Publishing Ltd, Clinical Endocrinology, 66, 1– 6

6 P. Ferolla et al.

32

33

34
35

36

and FISH analysis with review of the literature. Pathological International, 53, 680 – 685.
di Sant′ Agnese, P.A. (2000) Divergent neuroendocrine differentiation
in prostatic carcinoma. Seminars in Diagnostic Pathology, 17, 149 –
161.
Hitchcock, C.L., Bland, K.I., Laney, R.G. 3rd, Franzini, D., Harris, B.
& Copeland, E.M. 3rd. (1988) Neuroendocrine (Merkel cell) carcinoma of the skin. Its natural history, diagnosis, and treatment.
Annals of Surgery, 207, 201– 207.
Haag, M.L., Glass, L.F. & Fenske, N.A. (1995) Merkel cell carcinoma.
Diagnosis and treatment. Dermatologic Surgery, 21, 669 – 683.
Boyle, F., Pendlebury, S. & Bell, D. (1995) Further insights into the
natural history and management of primary cutaneous neuroendocrine (Merkel cell) carcinoma. International Journal of Radiation
Oncology, Biology, Physics, 31, 315 – 323.
Gould, V.E., Moll, R., Moll, I., Lee, I. & Franke, W.W. (1985)

37

38

39

40

Neuroendocrine (Merkel) cells of the skin: hyperplasias, dysplasias,
and neoplasms. Laboratory Investigation, 52, 334 – 353.
Sibley, R.K., Dehner, L.P. & Rosai, J. (1985) Primary neuroendocrine
(Merkel cell?) carcinoma of the skin. I. A clinicopathologic and
ultrastructural study of 43 cases. American Journal of Surgical Pathology,
9, 95 –108.
Cirillo, F., Buononato, M., Lima, G., Cafaro, I. & Alquati, P. (2003)
Clinical experience on eight cases of Merkel cell carcinoma. Tumori,
89, 146 –151.
Ratner, D., Nelson, B.R., Brown, M.D. & Johnson, T.M. (1993)
Merkel cell carcinoma. Journal of the American Academy of Dermatology, 29, 143 –156.
Gollard, R., Weber, R., Kosty, M.P., Greenway, H.T., Massullo, V. &
Humberson, C. (2000) Merkel cell carcinoma: review of 22 cases with
surgical, pathologic, and therapeutic considerations. Cancer, 88,
1842 –1851.

© 2006 The Authors
Journal compilation © 2006 Blackwell Publishing Ltd, Clinical Endocrinology, 66, 1–6

