P3211: Should Multifocal Pulmonary Neuroendocrine Proliferation be Included as a Prognostic
Factor for Lung Carcinoids?

D. Bianchi'?, S. Ceccarelli3, I. Pacilio%, G. Vitaggio®, C. Bonellil, J. Vannucci?, S. Nicotra?, A. Stefani®, M. Paci!, P.L. Filosso®, F. Puma?, N. Daddi* =5

1Thoracic Surgery Unit, AUSL-IRCCS Reggio Emilia, IT | 2PhD Program in Cardio-Nephrothoracic Sciences, University of Bologna, IT | 3University of Perugia, IT | *IRCCS S. Orsola-Malpighi University Hospital, Bologna, IT | °University of Modena and Reggio Emilia, IT ConfleArzrl;(c:ezgnz E:xg 'ggm:er
Correspondence: daniel.bianchi@ausl.re.it

= 4 SEPTEMBER 12 - 15, 2026
102 SEOUL, REPUBLIC OF KOREA

INTRODUCTION

Centro Oncologico ed Ematologio Reggio Emil

TR ST
)

DISCUSSION AND CONCLUSION RESULTS

. ) . o ) ) o/ ) .
Multifocal pulmonary neuroendocrine proliferation (MNEP) Actionable Takg Awa)z Messagfe Of 313 patients, 92 (29.4%) presented with MNEP. The cohort was predominantly female (70.3%) with TC histotype in
— defined as the coexistence of 22 bronchopulmonary * MNE_P QLS I "‘30/0_ of 3U_"9|03”y resecte_d 80.8% of cases. MNEP patients were significantly older (p=0.023), had a higher comorbidity burden (p<0.001),
neuroendocrine tumors or their precursors carcinoids — substantially higher than previously smaller primary tumor diameter (p=0.042), and were more frequently female (87.0% vs 63.3%, p<0.001). No significant
: Ireported . fifocality d tind dentl differences were observed in pN stage, surgical approach, or histotype distribution between groups.
¢ In our series multitocality aoes not inadependently
wors_en OS or DFS after complete rese(_:tlon . At a median follow-up of 126.7 months: 13 deaths (14.1%) and 10 recurrences (10.9%) in the MNEP group versus 23
» AC histotype and pN stage — not multifocality — N oy .
. - . deaths (10.4%) and 20 recurrences (9.0%) in the unifocal group.
are the dominant prognostic drivers
T E— * TC-predominant MNEP follows an indolent os DFS
A . log-rank p = 0.261 (NS) log-rank p = 0.511 (NS)
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