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Description 
A 70-year-old non-diabetic man presented to the 
accident and emergency department with convul-
sions and symptoms of hunger, anxiety and blurred 
vision. A non-tender epigastric mass was identified, 

and he was found to be hypoglycaemic, with plasma 
glucose levels of 1.5 mmol/L (4.4–6.1 mmol/L). 
C-peptide and insulin levels were both inappropri-
ately elevated.
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Figure 1  Multiplanar reconstruction identifying the 
154 mm insulinoma.

Figure 2  Axial image revealing calcifications typical of 
insulinomas (black arrow).

Figure 3  Immunostained section for insulin showing 
positivity in a few neuroendocrine tumour cells.

Figure 4  Coronal fused image demonstrating 68-Ga-
DOTATATE avid pancreatic tumour. Physiological uptake 
can be seen within the adrenal glands, spleen and 
kidneys.
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After stabilisation with glucose, the patient was investi-
gated with CT, which revealed a 154 mm mass in the pancreas 
that displaced the stomach and encased the coeliac trunk, 
the superior mesenteric vein and the splenic vein (figure 1). 
Collaterals were found at the level of the hepatic hilum, the 
gastro-oesophageal junction and adjacent to the mass itself. 
Calcifications typical of insulinomas were evident (figure 2). 
No metastases were seen. Fine-needle aspiration was then 
performed, confirming the diagnosis (figure 3).

Treatment consisted of diazoxide to control hypoglycaemia and 
a chemotherapy regime that included streptozocin. Following 
this, positron emission tomography 68-Ga-DOTATATE scan-
ning allowed staging of the tumour and confirmed the absence of 
metastases (figures 4 and 5). It was determined that the mass was 
still too large to be surgically resected. Nonetheless, the patient 
remains asymptomatic.

Although rare, insulinoma should be considered as a 
differential diagnosis in the non-diabetic presenting with 
hypoglycaemia. Insulinomas arise from the ductal/acinar 
system of the pancreas.1 Only 5% of reported cases are 
larger than 3 cm.2

Surgical resection remains the optimal treatment for insu-
linomas and is usually performed with curative intent. The 
prognosis for smaller insulinomas is excellent. However, giant 
insulinomas are more likely to behave malignantly and are less 
amenable to curative surgery.3
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Figure 5  Axial fused image from positron emission tomography 
68-Ga-DOTATATE study.

Learning points

►► Patients with insulinoma usually present with hypoglycaemia 
and are found to have a low plasma glucose at the time of 
their symptoms. These symptoms resolve with glucose. This is 
known as Whipple’s triad.

►► Insulinomas are usually small in size and benign in nature. 
They are thus usually treated with curative resection after 
adequate localisation with imaging.

►► Giant insulinomas are more likely to display malignant 
characteristics and are less amenable to surgery. In these 
cases, hypoglycaemic symptoms can be managed with 
diazoxide.
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