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described. nor commonly approved (1, 3). It should be also mentioned that, otherwise typical
gastrointestinal adenomas and adenocarcinomas frequently contain a variety of dispersed
endocrine cells (5, 6).

According to some authors poorly differentiated (high grade) neuroendocrine carcinomas are
probably unrelated to well differentiated neuroendocrine tumours and low grade neuroendocrine
carcinomas, despite their common neuroendocrine differentiation (2). It is also believed that the
former are of pluripotent stem cell origin, whereas the latter arise from orthotopic neuroendocrine
cells after damage has occurred in partially differentiated precursor cells (4).

The suspicion of poorly differentiated neuroendocrine carcinomas is based on their
characteristic cytologic and architectural pattern, but correct diagnosis usually requires
confirmation of neuroendocrine nature of the tumour, especially in large cell carcinomas (1). A
few special techniques are used for this purpose. Nowadays, identification of neuroendocrine
markers by immunohistochemical reactions is a routine method in histopathological diagnosis. The
most frequently detected ones are synaptophysin, an integral glycoprotein of the secretory vesicles
membrane, chromogranin A, a matrix glycoprotein of secretory granules and a cytosol component
— neuron-specific enolase (NSE). Some other substances forming highly conserved protein
complex known as SNARE associated with synaptic vesicle docking and/or fusion, i.e., NSF (N-
ethylmaleimide-sensitive factor), o/B-SNAP (soluble NSF-associated protein), VAMP2 (vesicle-
associated membrane protein), syntaxin | and SNAP25 (synaptosomal-associated protein), as well
as active products of endocrine cells, e.g., serotonin or calcitonin can be also
immunohistochemically revealed (2, 4). The other method of endocrine cells identification is
transmission electron microscopy that allows visualisation of two types of membrane-bound
secretory granules or vesicles. It was found that large, dense-core granules contained
chromogranin A, but small synaptic vesicles contained synaptophysin (4). In the past, argyrophil
Grimelius reaction that visualized cytoplasmic granules was applied, but the results varied greatly
among large intestine poorly differentiated neuroendocrine carcinomas (5).

The differential diagnosis of SCCs of the rectum should include: primary, poorly
differentiated adenocarcinoma, lymphoma and leukaemia deposits, as well as malignancies
typically invading the anal canal with secondary infiltration of proximal part of rectum, e.g.,
poorly differentiated squamous cell (cloacogenic) carcinoma and malignant melanoma. First of all
however, lung SCC, which is a much more common lesion should be excluded. In opposition to
lung lesions, the immunohistochemical reaction for thyroid transcription factor-1 (TTF-1) seems to
be usually negative in primary rectal tumours and can be helpful in establishing ultimate diagnosis

Q).
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SUMMARY

Small cell carcinomas of the colon and rectum are rare lesions comprising about 0.2% of all
malignancies of this part of the gastrointestinal tract. We present a case of a 66-year-old man with
advanced tumor of the rectum that infiltrated across the muscularis propria and metastasized to the
regional lymph nodes and the liver. Microscopically, the majority of the tumour bulk was com-
posed of undifferentiated small cells displaying positive immunohistochemical reactions for typi-
cal neuroendocrine markers, i.e., synaptophysin and chromogranin A, as well as for some cy-
tokeratins, that confirmed the initial diagnosis of small cell carcinoma.

Rak drobnokomérkowy odbytnicy

Raki drobnokomérkowe okrgznicy i odbytnicy sg rzadko wystgpujacymi nowotworami i sta-
nowig okoto 0,2% wszystkich zlosliwych nowotwordéw tej czgsci przewodu pokarmowego. Przed-
stawiamy przypadek 66-letniego m¢zczyzny z zaawansowanym nowotworem odbytnicy, nacieka-
jacym poza blon¢ migsniowa jelita, z przerzutami do okolicznych wezldw chlonnych i watroby.
Mikroskopowo wigksza czg$¢ utkania guza skladala si¢ z niezréznicowanych, drobnych komoérek
wykazujacych dodatnie odczyny immunohistochemiczne na typowe markery neuroendokrynne —
synaptofizyng i chromograning A, jak réwniez cytokeratyny, co potwierdzilo wstepne rozpoznanie
raka drobnokomérkowego.



