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symptom. Liver function tests are often nor-
mal, with one study showing two-thirds of
precirrhotic cases and one-third of cirrhotic
cases having normal tests at diagnosis.'
A number of studies have examined the

usefulness of a variety of investigations in the
assessment of patients presenting with chronic
fatigue in general practice. In general such
investigations have not proved useful as only a
low yield of abnormal results has been found.
However, such studies have not included
screening tests for haemochromatosis and
sometimes not even liver function tests.5

Iron stores in haemochromatosis are pro-
moted by a diet rich in red meat and vitamin C
and depleted by any cause of blood loss.2 It is
often wrongly thought that premenopausal
women are protected from iron overload and
organ damage by menstruation and the re-
quirements of pregnancy. However this pa-
tient, who had cirrhosis due to
haemochromatosis at diagnosis only four years
after the menopause, illustrates that even
combined blood loss due to blood donation
and menstruation may not prevent iron accu-
mulation and subsequent organ damage.

Venesection is required to deplete and
maintain iron stores at the lower limit of

Summary points

* genetic haemochromatosis is a relatively
common disorder protean in its manifestations

* normal liver function tests do not exclude the
diagnosis

* pre- and peri-menopausal women are not
exempt from clinical expression of the disease

* fasting serum transferrin saturation and serum
ferritin are required to make a provisional
diagnosis

* liver biopsy is required to confirm the diagnosis
and assess liver architecture

Box 2

normal. Although cirrhosis cannot be reversed
and the risk of hepatocellular carcinoma
cannot be removed once cirrhosis has devel-
oped, liver function, cardiac function and
diabetic control may all improve with venesec-
tion as can symptoms such as fatigue.'

Final diagnosis

Genetic haemochromatosis.
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An unusual rectal polyp
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A 60-year-old woman underwent a flexible sigmoidoscopy for investigation of her complaint of
minor rectal bleeding. The endoscopy revealed a 1-cm pale polypoidal lesion with normal
overlying mucosa in mid-rectum and mild diverticular disease affecting the sigmoid colon. The
polyp was snared and retrieved for histological examination. The microscopic appearance is
shown in the figure.
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Questions

1 What is the most likely diagnosis?
2 From which cell has this polyp originated?

Figure Haematoxylin and eosin stained section of
polyp.
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Answers

QUESTION 1
The figure shows small columnar and cuboid
cells forming closely packed glandular struc-
tures and trabeculae in the submucosal layer.
At higher magnification the nuclei of the cells
appeared oval or round and were regular
without evidence of mitoses or atypia. These
features suggested the diagnosis of a rectal
carcinoid tumour. Special stains for argentaffin
and argyrophil granules were negative.

QUESTION 2
Carcinoid tumours are thought to arise from
the endocrine cells present within the colonic
crypts characterised the presence of cytoplas-
mic granules capable of reducing ammoniacal
silver nitrate (argentaffin granules). The gut
carcinoids may originate from more than one
cell type as cells containing argentaffin gran-
ules are found frequently in carcinoids origi-
nating in small bowel and appendix and rarely,
if at all, in tumours of stomach, colon and
rectum. The gastric and colorectal tumours, on
the other hand, may show presence of cells
with argyrophyl granules, which stain with
metallic silver after addition of exogenous
reducing agent. However, up to 10% of colo-
rectal carcinoids are argentaffin- and argyro-
phil-negative, as was the case with our patient.

Discussion

The gastrointestinal tract is the commonest site
of carcinoid tumours; the rectum being the
third most common location of gut carcinoids
after the appendix and ileum. Rectal carcinoids
account for 12% to 15% of all carcinoids and
constitute 0.1% of all rectal neoplasms.','
A sessile lesion found in the rectum on

routine sigmoidoscopy is likely to be an
adenomatous or a metaplastic polyp. Rectal
carcinoids are found in 0.05% of all patients
undergoing sigmoidoscopy.3 They demon-
strate no sex predominance and are most
commonly found in patients in the sixth and
seventh decade of life. These tumours are
either asymptomatic or come to light during
examination of patients with anorectal com-
plaints such as bleeding or constipation; only
rarely does obstruction occur.

Gastrointestinal carcinoids elaborate seroto-
nin, bradykinins, histamine and vasoactive
intestinal peptide and may produce carcinoid

Carcinoid tumours ofrectum: salient
features

* rectum is the third commonest site for
gastrointestinal carcinoids

* often asymptomatic
* metastases uncommon
* rarely, if ever, associated with carcinoid
syndrome

* resection if > 2 cm
* local transanal excision or endoscopic snaring

if <2 cm

syndrome, particularly in the presence of liver
metastases. Hindgut carcinoids, arising in the
distal colon and rectum, do not produce
serotonin or other amines, rarely metastasize,
-and are not usually associated with carcinoid
syndrome. Histologically there are no absolute
differences between benign and malignant
rectal carcinoids; size and invasion of muscu-
laris propria are the criteria used in distinguish-
ing the former from the latter. Generally
tumours less than 2 cm in diameter do not
invade muscularis propria and rarely metasta-
size. On the other hand, lesions larger than
2 cm show a propensity for invasion and
frequently metastasize to local lymph nodes
and distant organs.

Rectal carcinoids larger than 2 cm are best
treated by low anterior resection, or occasion-
ally abdominoperineal resection, depending on
their location. Tumours less than 2 cm are
suitable for local transanal excision or endo-
scopic snare excision, provided a complete
removal can be accomplished. Smaller carci-
noids which exhibit atypical histological ap-
pearances warrant colonic resection owing to
the risk of lymphatic involvement. A single
report is available of laparoscopic full thickness
excision of a 0.5 cm rectal carcinoid located
just above the peritoneal reflection.4 Intra-
operative colonoscopy-aided accurate localisa-
tion of the tumour. This novel, minimally
invasive approach in the management of rectal
carcinoids, may hold promise for the future.

Final diagnosis

Carcinoid tumour of the rectum.

Keywords: rectal neoplasm, carcinoid

1 Walker MJ. Rare tumours of the colon and rectum. In:
Nelson RL, ed. Problems in current surgery. Controversies in
colon cancer. Philadelphia: JB Lippincott, 1987; pp 141-53.

2 Burke M, Shephard N, Mann CV. Carcinoid tumours of the
rectum and anus. Br7Surg 1987; 74: 358-61.

3 Pronay G, Nagy G, Vjszaszy L, et al Carcinoid tumours of
the rectum. Ann Gastroenterol Hepatol 1982; 18: 313-5.

4 Leach SD, Modilin IM, Goldstein L, Ballantyne GH.
Laparoscopic local excision of a proximal rectal carcinoid. J
Laparosc Surg 1994; 4: 65-70.

 on M
ay 17, 2023 by guest. P

rotected by copyright.
http://pm

j.bm
j.com

/
P

ostgrad M
ed J: first published as 10.1136/pgm

j.73.859.313 on 1 M
ay 1997. D

ow
nloaded from

 

http://pmj.bmj.com/

