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Simple Summary: Neuroendocrine neoplasms are increasing in incidence at a remarkable rate mean-
ing more providers are encountering them in both adult and pediatric patients. This classification
of neoplasm encompasses a wide range of different malignancies with a variety of symptoms at
presentation and each treated differently. Additionally, over the past few years there has been a
change in classification of these neoplasms and a variety of changes and advances in how they are
treated. Given this and their rarity in pediatric patients, healthcare providers may not be familiar with
these changes. Our goal with this review was to provide an overview of all the most commonly en-
countered forms of neuroendocrine neoplasms in pediatric patients with up to date recommendations
so any healthcare provider can quickly and accurately acclimate themselves.

Abstract: Neuroendocrine neoplasms (NENs) encompass a variety of neuroendocrine tumors (NETs)
and neuroendocrine carcinomas (NECs) which can arise anywhere in the body. While relatively rare
in the pediatric population, the incidence of NENs has increased in the past few decades. These
neoplasms can be devastating if not diagnosed and treated early, however, symptoms are variable and
can be indolent for many years. There is a reported median of 10 years from the appearance of the first
symptoms to time of diagnosis. Considering some of these neoplasms have a mortality rate as high
as 90%, it is crucial healthcare providers are aware of NENs and remain vigilant. With better provider
education and easily accessible resources for information about these neoplasms, awareness can be
improved leading to earlier disease recognition and diagnosis. This manuscript aims to provide
an overview of both the most common NENs as well as the rarer NENs with high lethality in the
pediatric population. This review provides up to date evidence and recommendations, encompassing
recent changes in classification and advances in treatment modalities, including recently completed
and ongoing clinical trials.

Keywords: pediatric; neuroendocrine neoplasms; neuroendocrine tumors; neuroendocrine carcinomas

1. Introduction

Neuroendocrine neoplasms (NENs) originate from neuroendocrine cells which can be
found throughout the body. As such, NENs can develop anywhere neuroendocrine cells
are in the body, but are most commonly found in the lungs, pancreas, and gastrointestinal
tract [1]. The classification of NENs is inconsistent amongst organ system of origination.
The World Health Organization (WHO) has provided some clarity and more consistent
guidelines for the grading of NENs in their most updated reports and has been reflected
in the recent National Comprehensive Cancer Network (NCCN) guideline updates [2].
However, classification and grading for NENs remain organ specific to a certain degree.
Gastroenteropancreatic NENs are divided into two groups based on differentiation: neu-
roendocrine tumors (NETs) and neuroendocrine carcinomas (NECs). NECs are poorly
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differentiated tumors with mitotic rate greater than 20 mitoses per 2 mm2 and Ki-67 index
greater than 20%. NETs are well-differentiated lesions which encompass the remainder
of the NENs and are further divided into three grades: grade 1 (no necrosis, mitotic rate
less than 2 per 2 mm2, Ki-67 less than 3%), grade 2 (necrosis present or mitotic rate of
2–20 mitosis per 2 mm2, Ki-67 between 3–20%), and grade 3 (well differentiated with mitotic
rate of greater than 20 mitosis per 2 mm2 or Ki-67 greater than 20%) [3,4]. Many of the other
organ systems follow this same classification system. Contrarily, bronchopulmonary NENs,
while still separated based on mitotic rate and differentiation, are named differently and
irrespective of Ki-67 proliferation index (typical, atypical, and carcinoma) (Table 1) [3,5,6].
In 2018, the International Agency for Research on Cancer and a WHO expert consensus
meeting proposed a uniform classification scheme irrespective of site of origin to create
more consistency across organ systems [7]. While their proposed system to dichotomize all
NENs into either NET of NEC for every organ system has not been implemented, this may
represent the future direction with subsequent classification updates.

Separate but related to classification, the staging systems for some of the organ systems
have also changed over the past few years. The 8th edition of the American Joint Committee
on Cancer (AJCC) separated pancreatic NEN staging to reflect the difference in tumor
biology and prognosis between pancreatic NETs and pancreatic NEC. In this revision,
pancreatic NEC still fall under the staging system of other exocrine pancreatic tumors,
however, a new staging system was proposed for pancreatic NETs in accordance with their
more benign nature [8]. As the scientific community is better able to delineate the clinical
course and prognoses of NENs, their classification and staging systems continue to evolve.

Given the complexity and rarity within this disease in the pediatric population, health-
care providers may not be familiar with NENs. Our goal with this review was to provide
an overview of commonly encountered forms of NENs in pediatric patients with up to
date recommendations so any healthcare provider can quickly and accurately acclimate
themselves.

Table 1. Classification of neuroendocrine neoplasms adapted from the WHO classifications up
through 2022 as described previously [5,6].
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Grade Terminology/Differentiation/
Location

Mitotic Rate
(per 2 mm2) Ki-67 (%)

Low
Grade 1, well-differentiated NET

(extra-thoracic) <2 <3

Typical Carcinoid
(Thoracic) <2 –

Intermediate
Grade 2, well-differentiated NET

(extra-thoracic) 2–20 3–20

Atypical Carcinoid
(Thoracic) 2–10 –

High Grade 2, well-differentiated NET >20 >20

Poorly differentiated Carcinoma
(small cell and large cell)

>20
(thoracic > 10) >20

2. Epidemiology

NETs are more thoroughly characterized in the adult population with pediatric focused
research lacking due to its rarity in this population. Overall, the incidence of NENs has
grown by almost 7-fold from 1973 to 2012 [9]. Given the advances and more frequent use of
imaging, the incidence of pediatric NENs is suspected to have continued to increase since
2011, similar to the adult population, but an updated pediatric-specific epidemiological
study is lacking in the literature. Based on the National Cancer Institute’s Surveillance,
Epidemiology, and End Results (SEER) data, pediatric NENs are most-commonly found in
the gastrointestinal tract (i.e., appendix), lung (one of the most common primary lung neo-
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plasms in children) and breast, but have been reported in a variety of locations throughout
the body (Figure 1) [10–12]. However, the appendix has historically been thought of as the
overwhelmingly most common NEN in children, which has been demonstrated to account
for 80% of all pediatric NENs in other published studies [13].
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paragangliomas are extra-adrenal).

3. Diagnosis
3.1. Presentation

NENs are notoriously indolent with vague initial symptoms that present a median
of almost ten years prior to diagnosis [14]. This is ubiquitous in both the adult and
pediatric population leading to delays in diagnosis in both. It is important to recognize
that patients diagnosed as young adults may have had symptoms for many years, in
which case they may have developed symptoms in adolescence and childhood. Given their
proclivity to go unnoticed for years, a substantial proportion of patients have metastatic
disease at presentation. Overall in children, 22% have regional spread, 10% have distant
disease, and 5% have an unknown primary site at time of diagnosis [12]. Similar to the
spectrum of diseases that are encompassed in pediatric NENs, metastatic rate ranges greatly
depending on the location of the primary lesion. Appendiceal NENs rarely ever metastasize
where as other gastroenteropancreatic NENs are metastatic at time of diagnosis in 50% of
children [15].

Symptoms of NENs, when they do manifest, are dependent on the location as well
as the functional secretory status of the tumor. Appendiceal NENs in children are typi-
cally non-secretory and diagnosed on pathology after resection for presumed appendicitis.
These children typically present rather acutely with only days of symptoms consistent with
appendicitis (e.g., abdominal pain, fever, and anorexia) [16–18]. Additionally, imaging,
whether it be ultrasound or CT, is usually consistent with acute appendicitis [19]. Similarly,
they can have an associated leukocytosis, elevated c-reactive protein, and/or thrombocy-
tosis. But, around half of the reported cases had no laboratory abnormalities [19]. Along
the natural course of treatment for presumed appendicitis, they undergo appendectomy
and pathology later reveals appendiceal NEN. Other extra-appendiceal gastrointestinal
NENs, can present with nondescript abdominal pain and/or diarrhea [15]. Bronchopul-
monary NENs are notorious for presenting as a cough with recurrent pneumonias that
then progress to wheezing and difficulty breathing [20–22]. These symptoms can go on
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incorrectly diagnosed as asthma given the similarity in symptoms and age of onset in the
pediatric population [11].

When functional, NENs have symptoms secondary to hormone hypersecretion. The
classically associated hypersecretion syndrome associated with NENs is carcinoid syn-
drome. Symptoms of carcinoid syndrome include diarrhea, difficulty breathing, and
flushing typically secondary to hypersecretion of serotonin [23]. Previously it was thought
that carcinoid syndrome only evolved from hepatic metastasis allowing for direct systemic
vascular injection of the hormones from the tumors [23]. However, carcinoid syndrome
and one of its more clinically detrimental complications, carcinoid heart disease, has been
reported in patients with no evidence of hepatic metastasis [24,25]. Although well docu-
mented in the adult population, there are few cases of carcinoid syndrome in the pediatric
literature [13,26,27]. In addition to carcinoid syndrome, some NENs are associated with
ectopic Cushing’s syndrome, a condition characterized by excess glucocorticoids from
hypersecretion of adrenocorticotropic hormone (ACTH). Symptoms include growth decel-
eration, truncal obesity, facial plethora, high blood pressure, and weight gain [28]. Despite
NENs being the most common cause of ectopic ACTH overproduction in the pediatric
population, occurrences remain infrequent [29]. Of the pediatric reported cases, most
ectopic ACTH-producing NENs are bronchial or pancreatic [22,30]. Pituitary adenomas are
the overall most-common source of ACTH overproduction (non-ectopic) in children and
have recently been reclassified as neuroendocrine neoplasms by the WHO [28,31,32].

The pancreas is the site of a multitude of different functional NENs. Gastrin produc-
tion results in Zollinger-Ellison syndrome which can present as severe, recurrent epigastric
pain and malabsorption from gastric and duodenal ulcers and diarrhea. NENs in the duo-
denum and the pancreas have been documented to produce gastrin [15,33]. In children, the
gastrin-producing NENs (gastrinoma) and insulin-producing NENs (insulinoma) are the
most common functional pancreatic NENs [15]. Similar to adults, insulinomas in children
present with hypoglycemic symptoms (i.e., sweating, light-headedness, confusion, palpita-
tions) [34,35]. Other functional pancreatic NENs have been described in the literature but
are exceedingly rare. VIPomas, defined by hypersecretion of vasoactive intestinal peptide
(VIP), present with severe dehydration and malabsorption from uncontrollable diarrhea,
but are much rarer in the pediatric population [36]. Somatostatinomas (hypersecretion
of somatostatin) may present in the pancreas or the duodenum but are rare even in the
adult population. There has only been sparsely documented occurrences in the pediatric
and young adult population [37,38]. Presenting symptoms of somatostatinoma include
abdominal pain, gastrointestinal bleeding, and jaundice [37]. With similar infrequency,
glucagonomas (pancreatic NEN with hypersecretion of glucagon) have very few docu-
mented cases in the literature in pediatric and young adult patients [39–41]. Necrolytic
migratory erythema, a classic skin rash associated with glucagonomas, is often a presenting
feature as well as diabetes and weight loss [42].

Pheochromocytomas and paragangliomas are catecholamine-secreting NENs and
responsible for less than 5% of pediatric patients with hypertension [43]. Up to 90% of
pediatric patients with a pheochromocytoma or paraganglioma present with hyperten-
sion [43]. Some children also experience headaches, palpitations, tremors, and flushing [44].
Pheochromocytomas and paragangliomas originate from the same cell type but differ in
that pheochromocytomas are of the adrenal gland and paragangliomas are extra-adrenal
tumors. Neuroblastomas, another neuroendocrine tumor frequently originating from the
adrenal gland but can also be found anywhere in the sympathetic nervous system, is
also associated with catecholamine secretion [45]. However, patients with neuroblastoma
typically present with an asymptomatic mass or symptoms secondary to the location of
the mass rather than symptoms of excess catecholamines [46]. This can include constipa-
tion from bowel compression, hypertension from renal artery compression, and scoliosis
with or without neurosensory and motor symptoms from spinal cord compression [47–50].
Neuroblastomas are heterogenous with courses ranging from benign to very aggressive.
Often discussed with neuroblastomas are ganglioneuromas and ganglioneuroblastomas,
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which are benign and mixed-form tumors, respectively. These tumors are cellularly similar
to neuroblastomas but are beyond the scope of this review [51].

Quite distinct from the previously mentioned NENs are Merkel Cell Carcinomas of
the skin. This is a very aggressive skin cancer with high mortality rate [52]. There are
documented cases in the pediatric population demonstrating variable presentations from
simple skin dysplasia to subcuticular masses [53]. There is evidence to suggest a more
aggressive nature in children as they are 3 times more likely to present with metastatic
disease compared to adults [54]. However, due to the extreme rarity in this population,
large scale studies to further examine these findings are lacking. This disease remains an
individually case reportable event.

3.2. Familial Syndromes

Some children are at a greater risk of developing certain neuroendocrine neoplasms
compared to the general pediatric population based on inherited genetic mutations. This
includes but is not limited to multiple endocrine neoplasia (MEN) 1, MEN2A, MEN2B,
familial medullary thyroid carcinoma (FMTC), Von-Hippel Lindau (vHL) syndrome, Neu-
rofibromatosis type 1 (NF-1), and hereditary paraganglioma-pheochromocytoma syndrome.
MEN1 results from a genetic mutation in the MEN1 gene which encodes the Menin pro-
tein [55]. Around 15% of patients with MEN1 are diagnosed in childhood and should be
screened for the associated malignancies. Children with MEN1 most frequently present
with pituitary (prolactin-secreting) and pancreatic (gastrinomas, insulinomas, and non-
functional) NENs, in addition to primary hyperparathyroidism which is not currently
classified as an NEN [56]. Children with MEN1 are not limited to NENs in these locations
as there have also been documented cases of MEN1 patients with thymic, bronchopul-
monary and adrenal NENs [56,57]. Given the heterogeneity in disease manifestation in this
genetic syndrome, clinical management is complex and patient specific [58].

Akin to MEN1, MEN2A and 2B are also inherited in an autosomal dominant pattern,
except they encompass the diseases that arise from a mutation in the RET gene [59]. There
is essentially a complete penetrance of medullary thyroid cancer in MEN2A and MEN2B
patients which may present as a thyroid nodule [59]. As such, children with MEN2A or 2B
are evaluated for a medullary thyroid cancer risk profile and may undergo prophylactic
thyroidectomy at or before 5 years old [60]. MEN2A and MEN2B patients are also at
increased risk for pheochromocytomas and should begin screening at 11–16 years old
depending on risk profile, determined by the specific RET mutation (Table 2) [2,60].

vHL results from a mutation in the VHL tumor suppressor gene which encodes the
VHL protein, a regulator of angiogenesis [61]. Among many other malignancies, children
with vHL are at an increased risk for pheochromocytomas, paragangliomas, and pancreatic
NENs [15,62,63]. Children with NF-1 (mutation of the NF1 gene) are also at an increased
risk for pheochromocytomas [43]. Pancreatic NENs are rare in NF-1 patients but have been
reported in young adults with NF-1 [37,64].
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Table 2. Screening recommendations in children with known familial syndromes at increased risk for
developing different NENs. Modified from the 2015 American Thyroid Association guidelines and
the 2021 NCCN Neuroendocrine and Adrenal Tumors guidelines [2,60]. (CT = computed tomography,
MRI = magnetic resonance imaging, EUS = endoscopic ultrasound, CEA = carcinoembryonic antigen).
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Syndrome NEN
NEN

Percent
Occurrence

Screening Recommendations

MEN 1

Pancreatic
(gastrinoma,
insulinoma)

20–80%

– chromogranin-A, pancreatic polypeptide, glucagon, VIP
annually starting at 8 years old
– fasting gastrin annually starting at 20 years old
– consider abdominal CT, MRI, or EUS every 3–5 years starting at
20 years old

Pituitary
Adenoma

(prolactinoma)
30–40%

– serum prolactin, IGF-1, fasting glucose and insulin annually
starting at 5 years old
– head MRI every 3–5 years starting at 5 years old

MEN 2A/2B

Medullary
Thyroid
Cancer

≥98%

Highest Risk

Prophylactic thyroidectomy at or before 1 year
old with physical exam, neck ultrasound,
serum calcitonin/CEA every 6 months for
1 year and annually thereafter
(*serum calcitonin confounding in infants as
normally elevated)

High Risk

Physical exam, neck ultrasound, serum
calcitonin annually starting at 3 years old;
Prophylactic thyroidectomy at or before
5 years old based on serum calcitonin followed
by physical exam, neck ultrasound, serum
calcitonin, and CEA every 6 months for 1 year
and annually thereafter

Moderate Risk

Physical exam, serum calcitonin every
6 months for 1 year and annually thereafter if
calcitonin remains normal; prophylactic
thyroidectomy when calcitonin levels elevated

Pheochromocytoma ≥50%

Highest/
High Risk

Free plasma
metanephrines/normetanephrines or 24 h
urine fractionated metanephrines annually
starting at 11 years old. Adrenal imaging with
CT/MRI if elevated

Moderate Risk

Free plasma
metanephrines/normetanephrines or 24 h
urine fractionated metanephrines annually
starting at 16 years old. Adrenal imaging with
CT/MRI if elevated

Von-Hippel
Lindau

Pheochromocytoma 10–20% – Blood pressure at all medical visits starting at 2 years old
– Free plasma metanephrines/normetanephrines or 24 h urine
fractionated metanephrines annually starting at 5 years old
– abdominal MRI or CT with and without IV contrast every
2 years starting at 15 years old

Paraganglioma 10–20%

Pancreatic 5–17%

3.3. Biochemical Work Up

Overall, NENs encompass a wide array of diseases and can manifest anytime in
childhood and adulthood with a diverse symptom profile. Clinicians should be thoughtful
in evaluating children with abnormally persistent symptoms, no matter how vague, as
potential for an NEN. A clinical suspicion for an NEN warrants a biochemical diagnostic
work-up and, if indicated, imaging. Many NENs are not diagnosed until histologically
proven on a pathology sample. There are different markers that distinguish NENs from
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other types of tumors. Immunohistochemical staining for chromogranin-A (Cg-A) and
synaptophysin are used for diagnosis of NEN, but some NENs express different granins
than Cg-A potentiating misdiagnosis [3]. Cg-A can also be detected in plasma and serum
but some authors have noted issue with low sensitivity (67–93%) and specificity (85%–96%)
depending on the diagnostic method employed [65]. Similar issues with low sensitivity but
higher specificity has been noted in using neuron-specific enolase for NEN diagnosis [66].
Considering the pitfalls with the currently utilized biochemical tests, there is need for better
and more reliable biomarkers. At time of this publication there is an ongoing prospective
multi-center trial investigating human circulating progastrin (hPG80) as a biomarker for
the monitoring of NENs (NTC04750954). hPG80 has been demonstrated to be elevated
in the plasma of patients with a variety of low- and high-grade NENs when compared to
healthy controls [67]. However, its wide-spread use is pending validation.

There are a variety of different peptides that can be detected in the blood or urine
of patients who present with functional tumors. Urinary 5-Hydroxyindolacetic Acid (5-
HIAA) is a metabolite of serotonin which is helpful in the diagnosis of serotonin-producing
tumors with higher sensitivity for midgut NENs compared to others [66]. 5-HIAA has high
specificity, but serum serotonin and Cg-A can be used in conjunction for diagnosis [68].
Recently, a post-hoc analysis in the CLARINET study showed that 5-HIAA may have use in
the diagnosis and monitoring of patients with nonfunctional NENs [69]. However, this has
not been adopted into practice guidelines. For medullary thyroid cancer, serum calcitonin
measurements are useful in disease detection as well as recurrence screening [60]. The
functional pancreatic NENs can also be diagnosed with biochemical work up. Fasting
gastrin levels and secretin stimulation tests can be used in the diagnosis of gastrinomas [70].
Classically, it has been advised to stop a proton-pump inhibitor prior to the stimulation test
as it confounds the results. However, recent literature suggests this may be unnecessary [71].
Interestingly, the use of proton-pump inhibitors has also been shown to falsely elevate
Cg-A levels, confounding that diagnostic test as well [72]. Over 95% of insulinomas can
be diagnosed by serial plasma glucose and insulin levels during a 72 h fast showing
hyperinsulinemic hypoglycemia [73]. Similarly, somatostatin can be measured to aid in
the diagnosis of somatostatinoma and VIP can be measured in the plasma to diagnose a
VIPoma in conjunction with hypokalemia and achlorhydria [74,75]. Functional pituitary
NENs can be detected by elevated levels of growth hormone, ACTH, IGF1, or prolactin [31].

3.4. Imaging

There are several imaging modalities useful for the diagnosis of NENs. With the
increased use of cross-sectional imaging, more and more NENs are incidentally found on
computed tomography (CT) and magnetic resonance imaging (MRI) [76]. While this trend
has been noted as the etiology of the increased incidence of NENs in the adult population,
the same argument does not hold true in the pediatric population where frequent imaging
is less likely to occur in accordance with limiting exposure to radiation (i.e., CT). However,
when an NEN is suspected in a child or adolescent, undergoing the appropriate diagnostic
imaging is important in establishing a timely diagnosis.

Imaging modalities, used alone or in combination with each other, include CT, MRI,
positron emission tomography (PET), meta-iodobenzylguanidine (MIBG) scintigraphy,
and somatostatin receptor (SSR) scintigraphy. For pituitary NENs, MRI is preferred to
distinguish a pituitary lesion from surrounding soft-tissue lesions, whereas CT and the
functional imaging studies are of less widespread use but may be appropriate for a se-
lect subset of patients with pituitary NENs [77]. In general, CT and MRI alone can help
distinguish between well and poorly differentiated NENs based on enhancement, there
remains other, more sensitive imaging modalities for the detection and diagnosis of NENs.
MIBG is over 90% sensitive for the diagnosis of neuroblastomas, pheochromocytomas,
and paragangliomas, but less sensitive in the detection of other NENs (e.g., pancreatic,
midgut, non-catecholamine producing tumors) [78,79]. SSR scintigraphy uses a radiola-
beled somatostatin analogue (111In-octreotide) to detect NENS by exploiting the elevated
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expression of somatostatin receptors on the majority of NEN tumor cells. However, SSR-
PET/CT and SSR-PET/MRI have improved diagnostic quality compared to scintigraphy
alone [80]. In pediatrics, SSR-PET is the imaging modality of choice given its decreased
radiation dose and faster study time without compromising diagnostic sensitivity [81]. 68-
Gallium-DOTATATE/DOTATOC/DOTANOC are the most commonly used SSR analogues
used for diagnostic purposes today [79]. 64-Copper-DOTATATE is another radiolabeled
SSR analogue FDA approved for use in the diagnosis of NENs which has been shown to be
better at detecting NENs when compared to gallium [82]. In general, SSR-PET is limited in
its ability to detect NENs that do not express high levels of somatostatin receptors as well
as its ability to distinguish small NENs from surrounding tissue with elevated somatostatin
receptors (i.e., pituitary NENs, inflammatory reactions) [77,83]. The benefit of functional
imaging with MIBG or SSR-PET is the tumors detectable with these imaging modalities
may benefit from therapeutic targeted radioisotope treatments (discussed further in the
treatment section below). Additionally, some of these imaging modalities have the ability to
distinguish NENs based on differentiation. Well-differentiated NENs demonstrate greater
uptake with 68-Gallium-DOTA-peptide PET/CT, whereas poorly-differentiated NENs have
low uptake. The reverse is observed with use of 18F-fluorodeoxyglucose (FDG)-PET/CT, an
imaging modality which measures glucose metabolism. This phenomenon is well described
in gastroenteropancreatic NENs, and has shown to be beneficial in assisting in classifying
lesions in tandem with mitotic rate and Ki-67 [84]. In general, the diagnosis of a NEN in a
pediatric patient typically involves a combination of these imaging modalities directed by
clinical and biochemical work up [2].

3.5. Biopsy

Biopsy can be useful in the diagnosis and characterization of certain NENs. Biopsy can
be used in bronchopulmonary NENs if anatomically accessible but may not be sufficient
to distinguish between typical and atypical tumors [85,86]. When anatomically accessible,
endoscopic ultrasound with fine needle aspiration can be used in gastric, proximal small
bowel, and pancreatic NENs [87]. Biopsy does not have reliable sensitivity in pancreatic
lesions less than 2 cm and also may mischaracterize neoplasms as Ki-67 indices can vary
throughout the tumor itself [88,89]. Biopsy is helpful in the diagnosis of hepatic metastasis
and may be necessary if the primary lesion is unknown [90]. Contrarily, biopsy of small
bowel NENs are not typically feasible and are not performed but instead are diagnosed
through the biopsy of hepatic metastases or surgical excision of the primary lesion [91].
Biopsy of suspected pheochromocytomas and paragangliomas are unique for NENs as it is
actively not recommended to biopsy these lesions for diagnosis unless absolutely necessary.
This is due to their increased risk of bleeding from hypervascularity, tumor seeding, and
hypertensive crisis. If biopsy is necessary, it should only be done so once the patient is
satisfactorily α-blocked to reduce the risk of hypertensive crisis [92].

As with any procedure, risk and benefit must be weighed prior to proceeding. If the
biochemical and imaging work up is equivocal, biopsy can be beneficial in establishing a
diagnosis. However, there are reports of inducing carcinoid crisis and even death from
performing biopsies of NENs, but this is very rare [93–95]. Thus, biopsy may not be
advisable if the diagnosis is already established and the results from which will not affect
treatment planning. In the spirit of personalized medicine, the emergence of a “liquid
biopsy” is gaining traction in the evaluation of malignancies. Liquid biopsies have the
advantage over the typical biopsy techniques as they are less invasive, faster, and can collect
more than sufficient volume of specimen for multiple analyses [96]. The NETest analyzes
blood samples for circulating neuroendocrine genomic analytes (i.e., mRNA) and has
been used in the evaluation of pheochromocytomas, paragangliomas, bronchopulmonary,
gastrointestinal, and pancreatic NENs [97–100]. In the prospective study, NETest had a
99% accuracy in diagnosing NENs [100]. Some have also shown its benefit in predicting
response to therapy and assessing for residual disease [101,102]. The role of this study in
the pediatric population is uncertain.
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4. How to Treat
4.1. Surgery

While complete surgical resection is the ideal treatment for most NENs, careful ob-
servation is appropriate for certain subsets of NENs. Infants less than 6 months old with
small neuroblastomas can safely be observed as these tumors in this age group can sponta-
neously regress [103]. While not associated with regression, asymptomatic, non-functional
pancreatic NENs less than 2 cm in size can also be observed [104,105]. Some have argued
there is an unacceptable risk of disease progression and metastasis with observation [106].
As children have a longer amount of time to potentially develop progression of disease, it
may be beneficial to excise these small tumors, but this remains controversial.

Technique for surgical excision is dependent on the location and grade/stage of the
disease. Appendiceal NENs are often diagnosed on pathology after appendectomy for
presumed appendicitis in children. With guidelines extrapolated from adult observations,
it has classically been advised that appendiceal NENs greater than 2 cm should undergo
right hemicolectomy due to risk of metastasis with special consideration for radical surgery
in other tumors with high-risk features (e.g., high mitotic rate, high Ki-67 proliferation
index, incomplete resection, lymph node involvement, and tumor at the base of the ap-
pendix) [107,108]. Yet, there are multiple studies in pediatric patients showing no survival
advantage nor difference in disease progression for children undergoing simple appen-
dectomy versus right hemicolectomy [109–113]. Thus, making the argument that radical
surgery may not be beneficial in this population.

There is an emphasis on early detection for all NENs as complete surgical resection
is curative in early locoregional disease [2,114]. This includes partial pneumonectomy
(e.g., sleeve resections and bronchoplasty) for bronchopulmonary NENs and partial pan-
createctomy (e.g., pancreaticoduodenectomy and distal pancreatectomy) for pancreatic
NENs [115]. Even in local disease, surgery for an NEN can be complicated by severe
reactions that can occur during surgical resection and anesthesia. Carcinoid crisis causes
drastic and sudden hemodynamic instability from the sudden release of vasoactive pep-
tides [116]. The risk of carcinoid crisis during procedures and surgical resection is not
negligible as it has a reported incidence of 19%, with greater likelihood in patients with
hepatic metastases [116]. While rapid administration of intravenous octreotide is the treat-
ment for carcinoid crisis, recent studies have shown the prophylactic use of octreotide does
not decrease the risk of developing perioperative/periprocedural carcinoid crisis [116–118].
Similar to carcinoid crisis, hypertensive crisis can occur in the perioperative/periprocedural
time in patients with pheochromocytomas and paragangliomas due to sudden release of
catecholamines [119]. Hypertensive crisis has been reported in children [120,121]. As such,
children with catecholamine secreting tumors should undergo α-blockade with phenoxy-
benzamine or doxazosin followed by β-blockade prior to any procedures/operations [122].
Similar to adults, children should be sufficiently α-blocked prior to administration of
β-blockers to prevent unopposed α-stimulation [123].

There are a variety of treatment options for metastatic NEN, but unfortunately none
are curative like complete surgical resection. In patients with resectable primary lesion and
metastatic disease (i.e., hepatic metastases), complete surgical resection of both with cytore-
ductive surgery is recommended [124]. In the setting of unresectable metastatic disease
with resectable primary tumor, debulking by excision of the primary tumor is associated
with increased 5-year survival in midgut NEN adult patients [125]. Hepatic metastases can
also be managed with transarterial embolization (bland, radiation, or chemotherapeutic),
selective internal radiation, or ablation [124,126]. Radiation and radiopharmaceuticals may
be effective for primary and metastatic disease depending on the tumor characteristics
detailed in the next section. Overall, given the diversity of disease processes encompassed
under the classification of NEN, all pediatric patients with NENs should be discussed with
a multi-disciplinary team with expertise in the management of pediatric NENs prior to
surgical/procedural intervention.
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4.2. Radiation Therapy

Radiation therapy and therapeutic radiopharmaceuticals are typically reserved for the
treatment of unresectable or residual NENs, or patients not medically appropriate for sur-
gical intervention [127,128]. External beam radiotherapy and/or stereotactic radiosurgery
are used in aggressive, residual, and unresectable pituitary NENs, medullary thyroid
carcinoma, middle ear NENs, thymic NENs, bronchopulmonary NENs, and gastroen-
teropancreatic NENs [60,129–134]. It is rare to use radiation therapy as a single therapeutic
agent for any NEN but instead used in multimodal treatment plans.

Patients with norepinephrine and somatostatin receptor avid tumors detected with
the functional imaging discussed above can be treated with similarly structured thera-
peutic radiopharmaceuticals. Nonresectable neuroblastomas, pheochromocytomas, and
paragangliomas with elevated MIBG uptake are often treated with 131I-MIBG alone or
in combination with chemotherapeutics [135–137]. A therapy still in evolution that offers
improved outcomes over 131I-MIBG, is peptide receptor radionuclide therapy (PRRT).
PRRT uses radiolabeled somatostatin analogues to deliver radiation therapy directly to
the tumor. It is suitable for the treatment of NENs which overexpress somatostatin re-
ceptors [138]. Two different radiopeptides, 90Y-DOTATOC and 177Lu-DOTATATE, are in
use today. PRRT has shown increased overall survival, progression free survival, event
free survival, and response to treatment when compared to 131I-MIBG in the treatment
of advanced pheochromocytomas and paragangliomas [139]. PRRT has also been used
in MIBG refractory neuroblastoma [140–142]. The NETTER-1 trial showed that 177Lu-
DOTATATE improved both progression free survival and quality of life [143]. At this time,
177Lu-DOTATATE is not FDA approved for use in children and is only used in clinical trials
on a case-by-case basis. Prior to the use of either 131I-MIBG or PRRT, functional imaging
proving the tumor’s avidity for these radiotherapeutics should be confirmed. Additionally,
the NETest may be of use in predicting PRRT response and monitoring disease status
during treatment [101,144].

As it stands, these therapies remain a palliative option for the treatment of advanced
NENs. It is important to recognize these therapies do have potential adverse effects. Similar
to operations and procedures, PRRT can induce carcinoid crisis and MIBG therapy can
induce hypertensive crisis in NEN patients [145–148]. Although, these occurrences are
documented in adults and it is unclear what the true risk is for pediatric patients.

4.3. Medical Management

Similarly, to how somatostatin analogues are beneficial in imaging and radiotherapy,
they can also be used in treatment and symptom control. Octreotide and lanreotide are
somatostatin analogues which have long been used to control carcinoid symptoms and
reduce disease progression in patients with NENs [149–151]. The CLARINET trial demon-
strated significant improvement in progression free-survival of 65.1% at 24 months in NEN
patients treated with lanreotide versus only 33.0% in the placebo group [151]. The PROMID
trial found octreotide was beneficial in prolonging time to tumor progression [152,153].
There are multiple studies evaluating these agents and others for disease control and
symptom management, including the TELESTAR study which found telotristat ethyl im-
proved carcinoid syndrome diarrhea and reduced urinary 5-HIAA levels in patients not
well controlled with somatostatin analogues [154]. However, response is dependent on
somatostatin receptor status of the tumor and PRRT has been shown to be more effective
than somatostatin analogues alone in the treatment of adult NEN patients [143].

Many of the treatment options available to pediatric NEN patients is extrapolated from
what works in adults [155]. Various chemotherapeutics (cyclophosphamide, vincristine,
dacarbazine, temozolomide, capecitabine, etoposide, cisplatin/carboplatin, everolimus, and
mTOR inhibitors) have been used with varying success to treat advanced NENs [60,156–162].
The use of chemotherapeutics in pediatric patients must be decided on an individual basis
with consideration of inclusion in clinical trials suited to the location and molecular profile of
the tumor.
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4.4. Clinical Trials

Due to the rarity of NENs in the pediatric population and the wide variety of organ
systems they can originate from, there are few clinical trials that have been conducted or
are being conducted specifically in this population beyond those focused on radiophar-
maceuticals. In general, pediatric patients with NENs have and continue to be treated in
solid tumor clinical trials that involve both pediatric and adult populations typically geared
toward other solid malignancies. In a form of concordance with the movement towards
personalized medicine, many of these patients are included in clinical trials if they have
refractory or relapsed disease with certain genetic mutation profiles that can be targeted
with the investigational chemotherapeutics (e.g., MDM2, MDMX, RET, BCL-2, and many
others) [163]. Current ongoing therapeutic clinical trials focused on NENs are investigating
the clinical efficacy and safety of 177Lu-DOTATATE in children with gastroenteropancre-
atic NENs, paragangliomas, and neuroblastomas (NCT04711135, NCT03966651) [164–166].
Prior Phase I and II clinical trials with 90Y-DOTATOC and 177Lu-DOTATATE in chil-
dren with solid tumors have shown minimal dose-limiting toxicities with a good safety
profile indicating their safety in this population [167,168]. As these ongoing clinical trial
progress to completion, the treatment paradigm of pediatric NENs are expected to change
accordingly. In the interim, a pediatric patient with refractory, recurrent, and/or retained
neuroendocrine disease should be considered for inclusion in a clinical trial.

5. Long-Term Outcomes

Overall, pediatric cancer patients are living longer with more cancer survivors living
well into adulthood [169]. Although many childhood cancers survival rates have seen large
improvements over the past few decades, only a very modest improvement in survival
has been seen in some pediatric NEN patients. For instance, from 1975 to 2006, 5-year
survival for neuroblastomas increased nearly 30 percent whereas over the same period,
5-year survival only increased by 1 percent for other pediatric NEN patients. Overall,
pediatric NEN patients do have a better survival compared to adults, but survival varies
widely based on site of the primary lesion [6]. Survival for appendiceal NEN is observed to
be 100% whereas foregut NEN survival is only 26%, and even worse for those of unknown
primary (10.5% observed survival rate) [12]. Given this significant heterogeneity in survival
outcomes and the individual rarity for each tumor location, it is not surprising that clinical
trials and studies do not capture pediatric NENs as an individual entity like they do for
other pediatric malignancies (i.e., leukemias, lymphomas, etc.).

Similar to the wide margin of survival for all pediatric NENs, rate of recurrence is
equally tumor and organ specific. Of the multitude of studies on pediatric appendiceal
NENs, most report no observed recurrences in their patient populations [109]. One study
out of Poland has documented a recurrence after surgical resection (which was subsequently
surgically removed, with no further evidence of recurrence on follow-up) [170]. In contrast,
other extra-appendiceal gastrointestinal NETs, although rarer than appendiceal NETs in
children, have a greater risk of recurrence [13]. Within the adult and pediatric population,
recurrence of middle ear NEN is quoted to be 22% [171]. There are multiple small case series
and retrospective reviews on bronchial NENs in mixed pediatric and adult populations
where no recurrences were detected and others finding a recurrence rate of 2–27% depend-
ing on histological subtype (atypical 7.9 times more likely to recur than typical) [13,22,172].
The recurrence rate for medullary thyroid cancer even after total thyroidectomy is 9–12% in
children but varies greatly in timing of thyroidectomy and genetic predisposition [60,173].
Children with MEN 2 mutations who undergo prophylactic thyroidectomy at younger
ages have lower risk of recurrent or persistent disease [173]. Hence the recommendation
for prophylactic thyroidectomy at or before 5 years old in children with high risk MEN2
mutations [60]. Recurrence of NENs can occur even 50 years after initial diagnosis making
life-long surveillance a necessity for childhood NEN survivors [174].

The North American and British Childhood Cancer Survivor Studies (CCSS and
BCCSS) have been instrumental in defining the long-term outcomes for a number of pe-
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diatric malignancies, but unfortunately NENs have not been characterized through this
study [175,176]. Thus, the long-term outcomes of survivors of pediatric NENs as they live
into adulthood are relatively unknown. Through the childhood cancer survivor studies, it
was found that childhood cancer survivors develop more chronic health conditions (cardiac,
musculoskeletal, neurologic, endocrine, and gastrointestinal) and are at higher risk of devel-
oping a subsequent malignancy compared to the general population [169,177]. Childhood
cancer survivors also face social and economic disadvantages in life as they are less likely
to graduate college and less likely to have full-time employment [178,179]. Almost 15%
of childhood cancer survivors develop posttraumatic stress symptoms that can impede
quality of life [180]. Many of these risks differ based on the primary malignancy, however
the treatment modalities employed during childhood also confer risk of developing these
outcomes in adulthood. Although these studies do not pertain to pediatric NEN patients
in particular, it is unlikely pediatric NEN patients are exempt from these trends as the
treatment modalities are similar to other childhood malignancies. These patients should be
monitored appropriately for outcomes of the like well into adulthood.

6. Challenges and Opportunities

Like most rare diseases, relatively low incidence has been a significant deterrent to
advancements in clinical drug development in NENs. Many clinical trials are often termi-
nated early due to lack of enrollment. NEN translational research also suffers from lack of
easily accessible high quality pre-clinical models. Last but not the least, dichotomization of
NENs among various site-specific disease groups has led to a lack of common terminology,
classification, and management framework. While we acknowledge the above mentioned
challenges, we are also optimistic about the road ahead. The several fold increase in the
incidence of NENs has garnered attention of not only the pharmaceutical industry but
also the National Cancer Institute (NCI) and has resulted in a significant upsurge in in-
terventional therapeutic clinical trials [181]. Consensus is being generated to homogenize
terminology and classification of various subsets of NENs. Our understanding of the
molecular underpinning of NENs has substantially improved in the last decade and molec-
ular characterization of NENs is not only being considered to classify the morphologic
subtypes of NENs but will also pave the way for relevant precision medicine clinical trials
in the future.

7. Conclusions

NENs can present in a variety of ways with outcomes which range from benign to
very aggressive. It is crucial healthcare providers of all levels in all specialties be aware of
how NENs can present given the potential for high morbidity in delayed diagnoses. As our
understanding of this disease continues to progress, the management of NENs continues
to evolve. This review provides an overview of all the commonly encountered forms of
NENs in pediatric patients with up to date recommendations so any healthcare provider
can quickly and accurately acclimate themselves.

Author Contributions: J.T.C. contributed to conceptualization, resource curation, writing-original
draft preparation, review and editing. B.E.L. contributed to writing-original draft preparation, review
and editing. A.C. contributed to conceptualization, writing-review and editing. All authors have
read and agreed to the published version of the manuscript.

Funding: This research was supported by the NIH Training Grant T32CA160003.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Man, D.; Wu, J.; Shen, Z.; Zhu, X. Prognosis of patients with neuroendocrine tumor: A SEER database analysis. Cancer Manag.

Res. 2018, 10, 5629–5638. [CrossRef] [PubMed]

http://doi.org/10.2147/CMAR.S174907
http://www.ncbi.nlm.nih.gov/pubmed/30519109


Cancers 2022, 14, 5049 13 of 20

2. Shah, M.H.; Goldner, W.S.; Benson, A.B.; Bergsland, E.; Blaszkowsky, L.S.; Brock, P.; Chan, J.; Das, S.; Dickson, P.V.; Fanta, P.; et al.
Neuroendocrine and Adrenal Tumors, Version 2.2021, NCCN Clinical Practice Guidelines in Oncology. J. Natl. Compr. Canc. Netw.
2021, 19, 839–868. [CrossRef]

3. Bellizzi, A.M. Immunohistochemistry in the diagnosis and classification of neuroendocrine neoplasms: What can brown do for
you? Hum. Pathol. 2020, 96, 8–33. [CrossRef]

4. Carvão, J.; Dinis-Ribeiro, M.; Pimentel-Nunes, P.; Libânio, D. Neuroendocrine Tumors of the Gastrointestinal Tract: A Focused
Review and Practical Approach for Gastroenterologists. GE Port J. Gastroenterol. 2021, 28, 336–348. [CrossRef] [PubMed]

5. Corbett, V.; Arnold, S.; Anthony, L.; Chauhan, A. Management of Large Cell Neuroendocrine Carcinoma. Front. Oncol. 2021, 11,
653162. [CrossRef] [PubMed]

6. Rindi, G.; Mete, O.; Uccella, S.; Basturk, O.; La Rosa, S.; Brosens, L.A.A.; Ezzat, S.; de Herder, W.W.; Klimstra, D.S.; Papotti, M.;
et al. Overview of the 2022 WHO Classification of Neuroendocrine Neoplasms. Endocr. Pathol. 2022, 33, 115–154. [CrossRef]
[PubMed]

7. Rindi, G.; Klimistra, D.S.; Abedi-Ardekani, B.; Asa, S.L.; Bosman, F.T.; Brambilla, E.; Busam, K.J.; de Krijger, R.R.; Dietel, M.;
El-Naggar, A.K.; et al. A common classification framework for neuroendocrine neoplasms: An International Agency for Research
on Cancer (IARC) and World Health Organization (WHO) expert consensus proposal. Mod. Pathol. 2018, 31, 1770–1786. [CrossRef]

8. Amin, M.B.; Edge, S.B.; Greene, F.L.; Byrd, D.R.; Brookland, R.K.; Washington, M.K.; Gershenwald, J.E.; Comptom, C.C.; Hess,
K.R.; Sullivan, D.C.; et al. AJCC Cancer Staging Manual, 8th ed.; Springer: Cham, Switzerland; New York, NY, USA, 2017.

9. Dasari, A.; Shen, C.; Halperin, D.; Zhao, B.; Zhou, S.; Xu, Y.; Shih, T.; Yao, J.C. Trends in the Incidence, Prevalence, and Survival
Outcomes in Patients with Neuroendocrine Tumors in the United States. JAMA Oncol. 2017, 3, 1335–1342. [CrossRef] [PubMed]

10. Giuseppucci, C.; Reusmann, A.; Giubergia, V.; Barrias, C.; Kruger, A.; Siminovich, M.; Botto, H.; Cadario, M.; Boglione, M.;
Strambach, J.; et al. Primary lung tumors in children: 24 years of experience at a referral center. Pediatr. Surg. Int. 2016, 32,
451–457. [CrossRef] [PubMed]

11. Dishop, M.K.; Kuruvilla, S. Primary and metastatic lung tumors in the pediatric population: A review and 25-year experience at a
large children’s hospital. Arch. Pathol. Lab. Med. 2008, 132, 1079–1103. [CrossRef]

12. Navalkele, P.; O’Dorisio, M.S.; O’Dorisio, T.M.; Zamba, G.K.; Lynch, C.F. Incidence, survival, and prevalence of neuroendocrine
tumors versus neuroblastoma in children and young adults: Nine standard SEER registries, 1975–2006. Pediatr. Blood Cancer 2011,
56, 50–57. [CrossRef] [PubMed]

13. Degnan, A.J.; Tocchio, S.; Kurtom, W.; Tadros, S.S. Pediatric neuroendocrine carcinoid tumors: Management, pathology, and
imaging findings in a pediatric referral center. Pediatr. Blood Cancer. 2017, 64, e26477. [CrossRef] [PubMed]

14. Vinik, A.I.; Chaya, C. Clinical Presentation and Diagnosis of Neuroendocrine Tumors. Hematol. Oncol. Clin. North Am. 2016, 30,
21–48. [CrossRef]

15. Khanna, G.; O’Dorisio, S.M.; Menda, Y.; Kirby, P.; Kao, S.; Sato, Y. Gastroenteropancreatic neuroendocrine tumors in children and
young adults. Pediatr. Radiol. 2008, 38, 251–259. [CrossRef]

16. Kim, S.S.; Kays, D.W.; Larson, S.D.; Islam, S. Appendiceal carcinoids in children–management and outcomes. J. Surg. Res. 2014,
192, 250–253. [CrossRef]

17. Amr, B.; Froghi, F.; Edmond, M.; Haq, K.; Thengungal-Kochupapy, R. Management and outcomes of appendicular neuroendocrine
tumours: Retrospective review with 5-year follow-up. Eur. J. Surg. Oncol. 2015, 41, 1243–1246. [CrossRef] [PubMed]

18. Ranaweera, C.; Brar, A.; Somers, G.R.; Sheikh, F.; Pierro, A.; Zani, A. Management of pediatric appendiceal carcinoid: A single
institution experience from 5000 appendectomies. Pediatr. Surg. Int. 2019, 35, 1427–1430. [CrossRef] [PubMed]

19. Lobeck, I.N.; Jeste, N.; Geller, J.; Pressey, J.; von Allmen, D. Surgical management and surveillance of pediatric appendiceal
carcinoid tumor. J. Pediatr. Surg. 2017, 52, 925–927. [CrossRef] [PubMed]

20. Rojas, Y.; Shi, Y.X.; Zhang, W.; Beierle, E.A.; Doski, J.J.; Goldfarb, M.; Goldin, A.B.; Gow, K.W.; Langer, M.; Vasudevan, S.A.; et al.
Primary malignant pulmonary tumors in children: A review of the national cancer data base. J. Pediatr. Surg. 2015, 50, 1004–1008.
[CrossRef] [PubMed]

21. Madafferi, S.; Catania, V.D.; Accinni, A.; Boldrini, R.; Inserra, A. Endobronchial tumor in children: Unusual finding in recurrent
pneumonia, report of three cases. World J. Clin. Pediatr. 2015, 4, 30–34. [CrossRef] [PubMed]

22. Potter, S.L.; HaDuong, J.; Okcu, F.; Wu, H.; Chintagumpala, M.; Venkatramani, R. Pediatric Bronchial Carcinoid Tumors: A Case
Series and Review of the Literature. J. Pediatr. Hematol. Oncol. 2019, 41, 67–70. [CrossRef] [PubMed]

23. Ito, T.; Lee, L.; Jensen, R.T. Carcinoid-syndrome: Recent advances, current status and controversies. Curr. Opin. Endocrinol.
Diabetes Obes. 2018, 25, 22–35. [CrossRef] [PubMed]

24. Ram, P.; Penalver, J.L.; Lo, K.B.U.; Rangaswami, J.; Pressman, G.S. Carcinoid Heart Disease: Review of Current Knowledge. Tex.
Heart Inst. J. 2019, 46, 21–27. [CrossRef] [PubMed]

25. Bhattacharyya, S.; Toumpanakis, C.; Caplin, M.E.; Davar, J. Analysis of 150 patients with carcinoid syndrome seen in a single year
at one institution in the first decade of the twenty-first century. Am. J. Cardiol. 2008, 101, 378–381. [CrossRef] [PubMed]

26. Cogen, J.D.; Swanson, J.; Ong, T. Endobronchial Carcinoid and Concurrent Carcinoid Syndrome in an Adolescent Female. Case
Rep. Pediatr. 2016, 2016, 2074970. [CrossRef]

27. Spunt, S.L.; Pratt, C.B.; Rao, B.N.; Pritchard, M.; Jenkins, J.J.; Hill, D.A.; Cain, A.M.; Pappo, A.S. Childhood carcinoid tumors: The
St Jude Children’s Research Hospital experience. J Pediatr. Surg. 2000, 35, 1282–1286. [CrossRef]

http://doi.org/10.6004/jnccn.2021.0032
http://doi.org/10.1016/j.humpath.2019.12.002
http://doi.org/10.1159/000512089
http://www.ncbi.nlm.nih.gov/pubmed/34604465
http://doi.org/10.3389/fonc.2021.653162
http://www.ncbi.nlm.nih.gov/pubmed/34513663
http://doi.org/10.1007/s12022-022-09708-2
http://www.ncbi.nlm.nih.gov/pubmed/35294740
http://doi.org/10.1038/s41379-018-0110-y
http://doi.org/10.1001/jamaoncol.2017.0589
http://www.ncbi.nlm.nih.gov/pubmed/28448665
http://doi.org/10.1007/s00383-016-3884-3
http://www.ncbi.nlm.nih.gov/pubmed/26971789
http://doi.org/10.5858/2008-132-1079-PAMLTI
http://doi.org/10.1002/pbc.22559
http://www.ncbi.nlm.nih.gov/pubmed/21108439
http://doi.org/10.1002/pbc.26477
http://www.ncbi.nlm.nih.gov/pubmed/28205418
http://doi.org/10.1016/j.hoc.2015.08.006
http://doi.org/10.1007/s00247-007-0564-4
http://doi.org/10.1016/j.jss.2014.06.031
http://doi.org/10.1016/j.ejso.2015.06.010
http://www.ncbi.nlm.nih.gov/pubmed/26188371
http://doi.org/10.1007/s00383-019-04575-1
http://www.ncbi.nlm.nih.gov/pubmed/31555859
http://doi.org/10.1016/j.jpedsurg.2017.03.012
http://www.ncbi.nlm.nih.gov/pubmed/28363472
http://doi.org/10.1016/j.jpedsurg.2015.03.032
http://www.ncbi.nlm.nih.gov/pubmed/25812444
http://doi.org/10.5409/wjcp.v4.i2.30
http://www.ncbi.nlm.nih.gov/pubmed/26015878
http://doi.org/10.1097/MPH.0000000000001100
http://www.ncbi.nlm.nih.gov/pubmed/29432305
http://doi.org/10.1097/MED.0000000000000376
http://www.ncbi.nlm.nih.gov/pubmed/29120923
http://doi.org/10.14503/THIJ-17-6562
http://www.ncbi.nlm.nih.gov/pubmed/30833833
http://doi.org/10.1016/j.amjcard.2007.08.045
http://www.ncbi.nlm.nih.gov/pubmed/18237604
http://doi.org/10.1155/2016/2074970
http://doi.org/10.1053/jpsu.2000.9297


Cancers 2022, 14, 5049 14 of 20

28. Lodish, M.B.; Keil, M.F.; Stratakis, C.A. Cushing’s Syndrome in Pediatrics: An Update. Endocrinol. Metab. Clin. North Am. 2018,
47, 451–462. [CrossRef]

29. More, J.; Young, J.; Reznik, Y.; Raverot, G.; Borson-Chazot, F.; Rohmer, V.; Baudin, E.; Coutant, R.; Tabarin, A.; Groupe Franҫais des
Tumeurs Endocrines (GTE). Ectopic ACTH syndrome in children and adolescents. J. Clin. Endocrinol. Metab. 2011, 96, 1213–1222.
[CrossRef]

30. Saxena, R.; Pathak, M.; Shukla, R.; Sinha, A.; Elhence, P.; Bharti, J.N.; Khera, P. Bronchial Carcinoid Tumour as a Rare Cause of
Cushing’s Syndrome in Children: A Case Report and Review of Literature. J. Clin. Res. Pediatr. Endocrinol. 2020, 12, 340–346.
[CrossRef]

31. Trouillas, J.; Jaffrain-Rea, M.L.; Vasiljevic, A.; Raverot, G.; Roncaroli, F.; Villa, C. How to Classify the Pituitary Neuroendocrine
Tumors (PitNET)s in 2020. Cancers 2020, 12, 514. [CrossRef]

32. Asa, S.L.; Mete, O.; Perry, A.; Osamura, R.Y. Overview of the 2022 WHO Classification of Pituitary Tumors. Endocr. Pathol. 2022,
33, 6–26. [CrossRef]

33. Cholewa, D.; Waldschmidt, J.; Hoffmann, K.; Bäder, M.; Zimmer, T.; Scherübl, H.; Riecken, E.O.; Wiedenmann, B. A 7-year-old
child with primary tumour localisation in the distal duodenum–new imaging procedures for an improved diagnosis. Eur. J.
Pediatr. 1997, 156, 568–571. [CrossRef] [PubMed]

34. Liang, M.; Jiang, J.; Dai, H.; Hong, X.; Han, X.; Cong, L.; Tong, A.; Li, F.; Luo, Y.; Liu, W.; et al. Robotic enucleation for pediatric
insulinoma with MEN1 syndrome: A case report and literature review. BMC Surg. 2018, 18, 44. [CrossRef] [PubMed]

35. Padidela, R.; Fiest, M.; Arya, V.; Smith, V.V.; Ashworth, M.; Rampling, D.; Newbould, M.; Batra, G.; James, J.; Wright, N.B.; et al.
Insulinoma in childhood: Clinical, radiological, molecular and histological aspects of nine patients. Eur. J. Endocrinol. 2014, 170,
741–747. [CrossRef]

36. Bonilla Gonzalez, C.; Rusinque, J.; Uribe, C.; Carias, A.; Contreras, M.L. Pancreatic VIPoma as a Differential Diagnosis in Chronic
Pediatric Diarrhea: A Case Report and Review of the Literature. J. Med. Cases. 2021, 12, 195–201. [CrossRef] [PubMed]

37. Garbrecht, N.; Anlauf, M.; Schmitt, A.; Henopp, T.; Sipos, B.; Raffel, A.; Eisenberger, C.F.; Knoefel, W.T.; Pavel, M.; Fottner, C.;
et al. Somatostatin-producing neuroendocrine tumors of the duodenum and pancreas: Incidence, types, biological behavior,
association with inherited syndromes, and functional activity. Endocr. Relat. Cancer. 2008, 15, 229–241. [CrossRef] [PubMed]

38. Thannberger, P.; Wilhelm, J.M.; Derragui, A.; Saraceni, O.; Kieffer, P. Maladie de Von Recklinghausen associée à un somatostati-
nome pancréatique [Von Recklinghausen’s disease associated with pancreatic somatostatinoma]. Presse Med. 2001, 30, 1741–1743.

39. Kindmark, H.; Sundin, A.; Granberg, D.; Dunder, K.; Skogseid, B.; Janson, E.T.; Welin, S.; Oberg, K.; Eriksson, B. Endocrine
pancreatic tumors with glucagon hypersecretion: A retrospective study of 23 cases during 20 years. Med. Oncol. 2007, 24, 330–337.
[CrossRef]

40. Luber, A.J.; Ackerman, L.S.; Culpepper, K.S.; Buschmann, C.M.; Koep, L.J. Paediatric necrolytic migratory erythema as a
presenting sign of glucagonoma syndrome. Br. J. Dermatol. 2016, 174, 1092–1095. [CrossRef]

41. Wermers, R.A.; Fatourechi, V.; Wynne, A.G.; Kvols, L.K.; Lloyd, R.V. The glucagonoma syndrome. Clinical and pathologic features
in 21 patients. Medicine 1996, 75, 53–63. [CrossRef]

42. Ito, T.; Igarashi, H.; Jensen, R.T. Pancreatic neuroendocrine tumors: Clinical features, diagnosis and medical treatment: Advances.
Best Pract. Res. Clin. Gastroenterol. 2012, 26, 737–753. [CrossRef] [PubMed]

43. Bholah, R.; Bunchman, T.E. Review of Pediatric Pheochromocytoma and Paraganglioma. Front Pediatr. 2017, 5, 155. [CrossRef]
[PubMed]

44. Peard, L.; Cost, N.G.; Saltzman, A.F. Pediatric pheochromocytoma: Current status of diagnostic imaging and treatment procedures.
Curr. Opin. Urol. 2019, 29, 493–499. [CrossRef]

45. Verly, I.R.N.; van Kuilenburg, A.B.P.; Abeling, N.G.G.M.; Goorden, S.M.I.; Fiocco, M.; Vaz, F.M.; van Noesel, M.M.; Zwaan, C.M.;
Kaspers, G.L.; Merks, J.H.M.; et al. Catecholamines profiles at diagnosis: Increased diagnostic sensitivity and correlation with
biological and clinical features in neuroblastoma patients. Eur. J. Cancer. 2017, 72, 235–243. [CrossRef]

46. Swift, C.C.; Eklund, M.J.; Kraveka, J.M.; Alazraki, A.L. Updates in Diagnosis, Management, and Treatment of Neuroblastoma.
Radiographics 2018, 38, 566–580. [CrossRef] [PubMed]

47. Benya, E. A 13-month-old girl with constipation. Pelvic Neuroblastoma. Pediatr. Ann. 2005, 34, 680–682. [CrossRef] [PubMed]
48. Marchal, A.L.; Hoeffel, J.C.; Freyd, S.; Schmitt, M.; Olive, D.; Fays, J. Hypertension arterielle par compression extrinseque

d’origine tumorale de l’artere renale chez l’enfant [Arterial hypertension caused by extrinsic compression of the renal artery of
tumor origin in a child]. Pediatrie 1986, 41, 475–480.

49. De Martino, L.; Spennato, P.; Vetrella, S.; Capasso, M.; Porfito, C.; Ruotolo, S.; Abate, M.E.; Cinalli, G.; Quaglietta, L. Symptomatic
malignant spinal cord compression in children: A single-center experience. Ital. J. Pediatr. 2019, 45, 80. [CrossRef]

50. Nakazawa, M.; Crook, S.; Horan, J. Suprarenal Neuroblastoma Presenting in a Child With Infantile Scoliosis. Pediatr. Blood Cancer.
2016, 63, 748–749. [CrossRef] [PubMed]

51. Lonergan, G.J.; Schwab, C.M.; Suarez, E.S.; Carlson, C.L. Neuroblastoma, ganglioneuroblastoma, and ganglioneuroma: Radiologic-
pathologic correlation. Radiographics. 2002, 22, 911–934. [CrossRef] [PubMed]

52. Becker, J.C.; Stang, A.; DeCaprio, J.A.; Cerroni, L.; Lebbé, C.; Veness, M.; Nghiem, P. Merkel cell carcinoma. Nat. Rev. Dis. Primers.
2017, 3, 17077. [CrossRef] [PubMed]

53. Köksal, Y.; Toy, H.; Talim, B.; Unal, E.; Akçören, Z.; Cengiz, M. Merkel cell carcinoma in a child. J. Pediatr. Hematol. Oncol. 2009, 31,
359–361. [CrossRef] [PubMed]

http://doi.org/10.1016/j.ecl.2018.02.008
http://doi.org/10.1210/jc.2010-2276
http://doi.org/10.4274/jcrpe.galenos.2019.2019.0156
http://doi.org/10.3390/cancers12020514
http://doi.org/10.1007/s12022-022-09703-7
http://doi.org/10.1007/s004310050665
http://www.ncbi.nlm.nih.gov/pubmed/9243244
http://doi.org/10.1186/s12893-018-0376-5
http://www.ncbi.nlm.nih.gov/pubmed/29921249
http://doi.org/10.1530/EJE-13-1008
http://doi.org/10.14740/jmc3535
http://www.ncbi.nlm.nih.gov/pubmed/34434457
http://doi.org/10.1677/ERC-07-0157
http://www.ncbi.nlm.nih.gov/pubmed/18310290
http://doi.org/10.1007/s12032-007-0011-2
http://doi.org/10.1111/bjd.14298
http://doi.org/10.1097/00005792-199603000-00002
http://doi.org/10.1016/j.bpg.2012.12.003
http://www.ncbi.nlm.nih.gov/pubmed/23582916
http://doi.org/10.3389/fped.2017.00155
http://www.ncbi.nlm.nih.gov/pubmed/28752085
http://doi.org/10.1097/MOU.0000000000000650
http://doi.org/10.1016/j.ejca.2016.12.002
http://doi.org/10.1148/rg.2018170132
http://www.ncbi.nlm.nih.gov/pubmed/29528815
http://doi.org/10.3928/0090-4481-20050901-07
http://www.ncbi.nlm.nih.gov/pubmed/16222945
http://doi.org/10.1186/s13052-019-0671-5
http://doi.org/10.1002/pbc.25835
http://www.ncbi.nlm.nih.gov/pubmed/26575176
http://doi.org/10.1148/radiographics.22.4.g02jl15911
http://www.ncbi.nlm.nih.gov/pubmed/12110723
http://doi.org/10.1038/nrdp.2017.77
http://www.ncbi.nlm.nih.gov/pubmed/29072302
http://doi.org/10.1097/MPH.0b013e3181984f6b
http://www.ncbi.nlm.nih.gov/pubmed/19415020


Cancers 2022, 14, 5049 15 of 20

54. Paulson, K.G.; Nghiem, P. One in a hundred million: Merkel cell carcinoma in pediatric and young adult patients is rare but more
likely to present at advanced stages based on US registry data. J. Am. Acad. Dermatol. 2019, 80, 1758–1760. [CrossRef] [PubMed]

55. Brandi, M.L.; Agarwal, S.K.; Perrier, N.D.; Lines, K.E.; Valk, G.D.; Thakker, R.V. Multiple Endocrine Neoplasia Type 1: Latest
Insights. Endocr. Rev. 2021, 42, 133–170. [CrossRef] [PubMed]

56. Goudet, P.; Dalac, A.; Le Bras, M.; Cardot-Bauters, C.; Niccoli, P.; Lévy-Bohbot, N.; du Boullay, H.; Bertagna, X.; Ruszniewski, P.;
Borson-Chazot, F.; et al. MEN1 disease occurring before 21 years old: A 160-patient cohort study from the Groupe d’etude des
Tumeurs Endocrines. J. Clin. Endocrinol. Metab. 2015, 100, 1568–1577. [CrossRef]

57. Oliveira, A.M.; Tazelaar, H.D.; Wentzlaff, K.A.; Kosugi, N.S.; Hai, N.; Benson, A.; Miller, D.L.; Yang, P. Familial pulmonary
carcinoid tumors. Cancer 2001, 91, 2104–2109. [CrossRef]

58. Pieterman, C.R.; Valk, G.D. Update on the clinical management of multiple endocrine neoplasia type 1. Clin. Endocrinol. 2022, 97,
409–423. [CrossRef] [PubMed]

59. Wohllk, N.; Schweizer, H.; Erlic, Z.; Schmid, K.W.; Walz, M.K.; Raue, F.; Neumann, H.P.H. Multiple endocrine neoplasia type 2.
Best Pract. Res. Clin. Endocrinol Metab. 2010, 24, 371–387.1. [CrossRef] [PubMed]

60. Wells, S.A., Jr.; Asa, S.L.; Dralle, H.; Elisei, R.; Evans, D.B.; Gagel, R.F.; Lee, N.; Machens, A.; Moley, J.F.; Pacini, F.; et al. Revised
American Thyroid Association guidelines for the management of medullary thyroid carcinoma. Thyroid 2015, 25, 567–610.
[CrossRef] [PubMed]

61. Latif, F.; Tory, K.; Gnarra, J.; Yao, M.; Duh, F.M.; Orcutt, M.L.; Stackhouse, T.; Kuzmin, I.; Modi, W.; Geil, L.; et al. Identification of
the von Hippel-Lindau disease tumor suppressor gene. Science 1993, 260, 1317–1320. [CrossRef] [PubMed]

62. Launbjerg, K.; Bache, I.; Galanakis, M.; Bisgaard, M.L.; Binderup, M.L.M. von Hippel-Lindau development in children and
adolescents. Am. J. Med. Genet. A 2017, 173, 2381–2394. [CrossRef]

63. Varshney, N.; Kebede, A.A.; Owusu-Dapaah, H.; Lather, J.; Kaushik, M.; Bhullar, J.S. A Review of Von Hippel-Lindau Syndrome.
J. Kidney Cancer VHL 2017, 4, 20–29. [CrossRef] [PubMed]

64. Shinozaki, H.; Sasakura, Y.; Shinozaki, S.; Terauchi, T.; Matsui, J.; Kobayashi, K.; Lefor, A.K.; Ogata, Y. Cystic Pancreatic
Neuroendocrine Tumor in a Patient with Neurofibromatosis Type 1. Case Rep. Gastroenterol. 2021, 15, 108–114. [CrossRef]
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