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A non-secretory malignant insulinoma: a case report
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ABSTRACT
Introduction: We report a rare case of non-insulin secretingmalignant insulinoma of the pancreas
and discuss its medical and surgical management. Case Presentation: Our patient was a 62-
year-old Persian female. Over the previous year, she had developed increased abdominal mass,
dizziness, weakness, and fatigue. After surgical operation, chemotherapy was given to the patient.
Treatment with cisplatin and etoposide was commenced in a 4-month course. Conclusion: As a
result, chemotherapy showed an important role in the management of insulinoma.
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INTRODUCTION
Pancreatic endocrine tumors (PETs), with mild to
moderate malignancies, originate from pancreatic
islets. The first case was detected in 1869 by Langer-
hans. These tumors are rare and the prevalence is 1-4
per million people1,2. Among all, insulinoma is the
most common type and can be seen mostly in people
between the ages of 30- to 60-year-old3,4.
Insulinoma accounts for only 1 percent of malig-
nant pancreatic tumors and can occur with or with-
out secretory function; and if it is combined with
a hormonal syndrome, we considered it a secretory
form 5. In non-secretory insulinoma, patients are
asymptomatic until they develop gastric outlet ob-
struction or bile duct, or unless the tumor causes pain
or are specified in imaging6.

CASE PRESENTATION
A 62-year-old Persian female, who showed symptoms
of headache, dizziness, fatigue andmuscle jump about
two years ago, had admitted in a hospital with a diag-
nosis ofmeningiomas andwas operated to remove the
mass.
Over the previous year, she had developed increased
abdominal mass, dizziness, weakness, and fatigue.
This time, since the early studies on suspicion of in-
sulinoma secretary, a fasting test was performed ac-
cording to protocol. At first, the blood samples were
collected to check for glucose, insulin and C-peptide
levels of patient, and then fasting was given to pa-
tient under close supervision. It was recommended to
measure the patient’s blood sugar in a serial form ac-
cording to protocol if the symptoms of hypoglycemia
persisted. Due to the normality of the test results, an

abdominal Computed Tomography (CT) scan was re-
quested to complete the studies. The CT scan showed
a pancreatic tumor sized 13 x 8 mm along with ex-
tensivemetastases to the surrounding area (Figure 1).
For a definitive diagnosis, a needle biopsy and a
pathologic examination were performed, and the ma-
lignant insulinoma diagnosis was confirmed. The di-
mension of the tumor was 6× 5.8× 13 mm.
After surgical operation, chemotherapy was given
to the patient. Treatment with cisplatin (I.V 170
mg/week) and etoposide (I.V 85 mg/daily) was com-
menced in a 4-month course. The current state of pa-
tient is acceptable and stable. Currently, the patient is
under constant monitoring and care.

DISCUSSION AND CONCLUSIONS
Endocrine tumors comprise a small percentage (1-
2%) of all pancreatic neoplasms. They aremostly seen
in adults, but few cases have been reported in children
and infants7. Overall it is a rare tumor (with a preva-
lence of 1 in 250 million) and the annual incidence is
1 to 5 per million8. 80% of cases were benign tumors
and 40% of their size is below 1 cm9,10.
In a previous study, mean duration of symptoms be-
fore diagnosis was less than 1.5 years11. However,
some patients may be asymptomatic for decades. Ap-
proximately 20% of patients are misdiagnosed with
neurological or mental disorder before the diagnosis
of insulinoma12,13.
The results of non-invasive centralization techniques
including ultrasonography, CT and magnetic reso-
nance imaging (MRI) have been desponding, and sen-
sitivities ranging from 0 to 33% have been reported 14.
In the present case, detection with CT Scan and final
approval with needle biopsy was performed.
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Figure 1: Pancreatic tumor sized 13× 8mm along with extensivemetastases to the surrounding area.

PET treatments include two-part problem solving:
problems related to secreted hormones, and problems
related to tumor growth and metastasis. Chemother-
apy is one of the treatment methods that shows
good result in patients15. In our case, according
to the symptoms of abdominal pain and swelling,
and no proof of secretory insulinoma, treatment with
chemotherapy in the same regimen to small cell lung
cancer based on CT Scan showed positive outcome.
As a result, chemotherapy showed an important role
in the management of insulinoma.

ABBREVIATIONS
CT: Computed tomography
PET: Pancreatic endocrine tumor
MRI:Magnetic resonance imaging
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