
UKINETS bitesize guidance for the Management 

of  Gastric Neuroendocrine Neoplasms 

Type I
• Autoimmune atrophic gastritis
• Reduced acid => raised gastrin
• Associated pernicious anaemia 

and B12 deficiency
• Metastases <1%

Type II
• Gastrinoma => raised gastrin
• Increased acid production (ZES)
• Associated peptic ulcer disease
• Usually part of MEN-1
• Metastases 10 – 30%

Type III
• Sporadic tumours
• Variable behaviour including up to 

Grade 3 and metastatic disease

Page 1 : Diagnosis and 
Classification

Baseline investigations:
• OGD; lesional and gastric mapping biopsies
• Fasting gastrin and chromogranin A (off PPI unless gastrinoma/ZES suspected)
• Vitamin B12, iron indices, thyroid function, parietal cell & intrinsic factor antibodies
• *Consider gastric juice pH testing when diagnostic uncertainty

• Multiple, small (<10mm) 
proximal polyps

• *Gastric pH > 4
• WHO grade 1
• Background atrophic gastritis

• High gastrin
• Positive anti-parietal cell 

antibodies
• B12 low

• Multiple, small (<10mm) 
proximal polyps

• *Gastric pH < 2
• WHO grade 1
• Normal / inflamed / ulcerated 

gastric mucosa

• High gastrin
• Negative anti-parietal cell 

antibodies
• B12 normal

• Solitary, often large (>10mm) 
polyp(s)

• *Gastric pH < 4
• WHO grade 1– 3
• Normal gastric mucosa

• Normal gastrin
• Negative anti-parietal cell 

antibodies
• B12 normal
• CgA may be raised
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Page 2 : Staging 
investigations

Endoscopic Ultrasound:

• Size
• Depth of invasion
• Local nodal involvement

Cross-sectional imaging:

• Enhanced thoracoabdominal CT
• Enhanced liver MRI

Functional imaging:

• 68Ga-SSA PET-CT

• Larger (>10mm) gastric tumours
• Type III G-NENs

• Type I with high-risk features (grade 2 or 3, ≥ 10mm, lymphovascular invasion)
• Type II & III G-NENs

• Larger (>10mm) gastric tumours
• ‘High’ grade 2 (Ki 67 >10%)
• Incomplete endoscopic resection
• Type II and III G-NENs

Modality Indicated for:
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Page 3 : Management

Type I Type II Type III

Endoscopic 
resection

Medical 
treatment

Surgery

Surveillance

• Tumours 10 – 20mm
• ’Low’ grade 2 (Ki67 <10%)
• AND T1a without nodal or 

metastatic disease 

• Tumours >20mm
• ‘High’ grade 2 (Ki67 >10%)
• T1b, lymphovascular invasion 

or local nodal disease

SSAs:
• Tumours >10mm
• ‘High’ grade 2 (Ki67 >10%)
• Resection not possible

• 12-24 monthly OGD
• 12 monthly OGD after 

endoscopic resection

• Tumours 10 – 20mm
• ’Low’ grade 2 (Ki67 <10%)
• AND T1a without nodal or 

metastatic disease 

• Identify & resect gastrinoma 
where possible

SSAs:
• When gastrinoma not 

identified / resected
• When indicated as part of 

MEN-1 treatment
PPIs
• When required for ZES

• 12-24 monthly OGD
• 12 monthly OGD after 

endoscopic resection

• Grade 1 tumours <10mm
• AND T1a without nodal or 

metastatic disease 
• ‘Low’ grade 2, up to 15mm 

when surgery contraindicated

• Tumours >10mm
• Grade 2 - 3
• T1b, lymphovascular invasion 

or local nodal disease / 
resectable metastases

Systemic treatment
• Unresectable metastatic 

disease
• Selected depending on grade 

/ stage

• 3 month OGD after 
endoscopic resection

• Cross-sectional imaging 
surveillance after surgery
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