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Malignant Insulinoma
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Fig. 1. MRI abdomen.
Case Presentation

A 42-year-old male with no significant past medical history was
admitted to the intensive care unit (ICU) for hypoglycemia-induced
seizures. He had been having multiple witnessed seizures for about
2 years all resolving with some form of glucose administration. He
had recently been referred to an endocrinologist, who was inves-
tigating the etiology of his hypoglycemia. Pertinent laboratory tests
showed a random glucose of 60 mg/dL, C-peptide of 5.10 ng/mL,
and an insulin level of 70 mcIU/mL on admission. A computed to-
mography scan of the abdomen showed 3 heterogeneous liver
masses. Subsequent magnetic resolution imaging with and without
contrast showed 5 masses within the right lobe of the liver, with
the largest measuring up to 3.8 cm (Fig. 1). Mild atrophy of the
pancreatic tail without a discrete mass was also observed. Endo-
scopic ultrasound (EUS) interestingly showed 2 lesions in the
pancreas (Fig. 2). Both the pancreatic lesion and liver lesions were
biopsied using fine-needle aspiration. In the body of the pancreas,
lesion A measured 20 � 22.4 mm, and lesion B in the tail measured
10.1 � 12.1 mm. Following EUS, he developed an episode of tonic-
clonic seizure was then transferred to the ICU. All biopsy specimens
were diffusely positive for chromogranin (Fig. 3) and
synaptophysin.
Informed consent has been obtained by the patient.
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What Is the Diagnosis?

Answer: Malignant Insulinoma

Insulinoma is the most common functional neuroendocrine
tumor of the pancreas, with an incidence of 1 to 4 people per
million in the general population and is more prevalent in fe-
males.1,2 The most common clinical manifestation is the neuro-
glycopenic symptoms that includes mental status changes and
seizures. Additional symptoms are palpitations, diaphoresis, and
amnesia of hypoglycemic episodes. For diagnosis, in addition to
fulfilling Whipple’s triad, plasma glucose, C-peptide, insulin, and
proinsulin levels are also measured.1 Liver and regional lymph
nodes are the most common sites of metastases. It is also asso-
ciated with multiple neuroendocrine neoplasia type I. Following
biochemical testing, localization is needed for precise preopera-
tive purposes. Noninvasive tests include spiral computed tomog-
raphy, magnetic resolution imaging, transabdominal ultrasound,
111-In-pentetreotide imaging, and fluorine-18-L-dihydrox-
yphenylalanine positron emission tomography. Some invasive
modalities include EUS-guided fine-needle aspiration and select
arterial calcium stimulation. Management involves surgical
removal of the primary tumor. In the case of liver metastases,
hepatic resection is indicated, provided there are no liver function
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Fig. 2. EUS.

Fig. 3. Chromogranin-positive biopsy slide.
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derangements or extensive extrahepatic metastases. According to
the National Comprehensive Cancer Network, thorough history
and physical examination, tumor markers, and imaging are rec-
ommended for 3 to 12 months following insulinoma resection. In
the ICU, our patient was started on diazoxide, but was transi-
tioned to octreotide due to nausea and vomiting. He subsequently
underwent surgical resection of the distal pancreas and right lobe
of the liver and is currently being followed by endocrinology and
hematology specialties and reportedly has felt better after the
surgery.
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