
CASE REPORT 

Journal of Evolution of Medical and Dental Sciences/ Volume 2/ Issue 25/ June 24, 2013  Page 4645 
 

INSULINOMA – A CASE REPORT AND REVIEW OF LITERATURE  

S. V. Kumar1, V. Rajkamal2, D.S.Chakravarthy3, G. Kirankumar4, K. Nagasuneetha5,  
 

1. Professor, Department of Surgery, Andhra Medical College, Visakhapatnam. 

2. Associate Professor, Department of Surgery, Andhra Medical College, Visakhapatnam. 

3. Assistant Professor, Department of Surgery, Andhra Medical College, Visakhapatnam. 

4. Assistant Professor, Department of Surgery, Andhra Medical College, Visakhapatnam. 

5. Post Graduate Student, Department of Surgery, Andhra Medical College, Visakhapatnam. 

 

CORRESPONDING AUTHOR 

Dr. S.V. Kumar,  

Professor of Surgery,  

Andhra Medical College,  

Res: 15-5-5/2, Haritha Classic, 

Z.P. Junction, Visakhapatnam-530002. 

Email- dr.svkumar@gmail.com 

 

HOW TO CITE THIS ARTICLE:  
S.V. Kumar, V. Rajkamal, D. S. Chakravarthy, G. Kirankumar, K. Nagasundeetha.. “Insulinoma- A Case Report and Review 

of Literature”. Journal of Evolution of Medical and Dental Sciences 2013; Vol2, Issue 25, June 24; Page: 4645-

4648. 

 

INTRODUCTION: Insulinoma is the most common pancreatic endocrine tumor that is typically 

sporadic solitary and less than 2cm in diameter. Fewer than 4% of insulinomas are larger than 3cm. 

Its incidence in general population is 1-4 cases per 1 million patient- yrs. 90% or more are benign. 

Larger tumors are more likely to be malignant.  

Insulinoma is the commonest functioning tumor of the pancreas, accounting for 60% of pancreatic 

endocrine tumors. Usually occurs in the 5th decade of life with a slight female preponderance. Most 

are <2cm in diameter.  

 

CASE REPORT: A 41yrs old man presented to the Endocrinology OPD with complaints of recurrent 

episodes of hypoglycemic attacks since 5 yrs, recurrent episodes of early morning unconsciousness 

since 1 yr, excessive sleepiness and convulsions since 6 months, weight gain since 2 months. He was 

diagnosed with HTN 2 months back. He weighed 78kg and Ht was 157cm, BMI – 31kg/sqmt which 

falls under obesity class1. 

The physical examination was unremarkable. He was well developed and nourished. His 

abdomen was soft and non tender, with no palpable mass or organomegaly. His FBS 20 mg/dl (80-

110mg/dl), Fasting insulin 122.4 uU/ml (2-25uU/ml),Fasting C-peptide – 16.23 ng/ml (0.7-3 

ng/ml).  

A diagnosis of Insulinoma was made and he was transferred to the surgery department for 

further management. CECT Abdomen was obtained. A heterogenous enhancing mass associated with 

the tail of pancreas was identified of size 3x3x2.7cm. There was no associated lymphadenopathy. 

The liver appeared normal. 

mailto:dr.svkumar@gmail.com


CASE REPORT 

Journal of Evolution of Medical and Dental Sciences/ Volume 2/ Issue 25/ June 24, 2013  Page 4646 
 

At operation, a 3.5 cm exophytic tumor was resected from tail of pancreas. There was no evidence of 

gross invasion, abnormal lymph nodes or liver metastases. Pathological evaluation revealed a well 

differentiated Insulinoma. The tumor had minimal mitotic activity <10/10 HPF. The tumor is 

partially encapsulated and is seen infiltrating into the pancreatic tissue. There were microscopic 

vascular emboli of tumor tissue. Immunohistochemical studies using immunoperoxidase method 

revealed neoplastic cells to be strongly positive for the neuroendocrine markers synaptophysin, 

chromogranin, and neuron specific enolase. The proliferative index is 10% for Ki67. The tumor was 

classified as an insulinoma of uncertain biological behavior based on the 2000/WHO classification 

for pancreatic endocrine neoplasms. The patient reported complete resolution of symptoms 

postoperatively.  

 

DISCUSSION: We reported a case of insulinoma measuring 3.5cm. It was exophytic and attached to 

the tail of pancreas rather than within the gland. There was no evidence of local invasion or 

metastases to regional lymph nodes or liver.  

In 1935, Whipple and Franz described a triad of clinical findings that were unique to patients 

with an insulinoma, symptoms of hypoglycemia, a plasma glucose level <45 mg/dl (2.5 mmol/l) 

when symptoms of hypoglycemia occurred and relief of symptoms with the administration of 

glucose. 

Insulinoma is the commonest functioning tumor of the pancreas, accounting for 60% of 

pancreatic endocrine tumors. Usually occurs most commonly in the 5th decade of life with a slight 

female preponderance. Most are <2cm but in our case it is 3.5cm in size. Affected patients have a 

tableau of symptoms referable to hypoglycemia, mental confusion obtundation. The diagnostic 

hallmark is the WHIPPLE’S triad Symptoms of hypoglycemia Low blood glucose (40-50 mg/dl)and 

relief of symptoms after IV administration of glucose The pathognomonic finding is an 

inappropriately high level of serum insulin during symptomatic hypoglycemia (>5uU/ml)C – peptide 

levels higher than 2nmol/l have proved valuable in diagnosis. 

Patients with insulinoma have symptoms of hypoglycemia resulting from neuroglycopenia 

and increased catecholamine release. Neuroglycopenic symptoms are most common including, 

anxiety, dizziness, light headedness, personality changes unusual behavior, confusion, incoherence, 

blurred vision, seizures, and coma. Sympathoadrenal signs and symptoms, such as palpitations, 

tremulousness, diaphoresis, and tachycardia, may also be present and are due to catecholamine 

release in response to low serum glucose levels.  

In most patients with insulinoma, a diagnosis is established by a supervised fast during 

which simultaneous measurements of glucose, insulin and C-peptide are obtained. Our patient, when 

subjected to fasting and blood sample taken at the time of hypoglycemic attack, had a serum glucose 

of 20 mg/dl, insulin 122.4 uU/ml, and C-peptide 16.23ng/ml. The pathognomic finding is 

inappropriately high levels of serum insulin during symptomatic hypoglycemia, C- peptide levels 

higher than 2 nmol/l have a high degree of diagnostic value.  

In a review of the experience at University of Michigan, Pasieka et al. reported that nearly 

96% of insulinomas are less than 3 cm in size. In our present case the size of the tumor is 3.5 cm. 

Tumor larger than 3 cm raise concern for malignancy. The diagnosis of malignancy is based not on 

histopathology but by the presence of metastases to the liver or regional lymph nodes or gross 

evidence of local invasion. 
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The imaging modalities used for localization of an insulinoma are multiphasic CECT or MRI , 

endoscopic ultrasound, selective angiography, somatostatin receptor scintigraphy, intra arterial 

calcium stimulation and intra operative ultrasound. A combination of CT and EUS can localize >90% 

of tumors.  

Surgical excision is the treatment of choice and is curative in most cases. Enucleation, 

resection and partial pancreatectomy are done depending on the extent of the disease. 

Hypoglycemia may be managed by small frequent meals. Oral Diazoxide inhibits pancreatic 

secretion of insulin and stimulates release of catecholamine and glucose from liver. Streptozotocin, 

5- Fluorouracil, and doxorubicin are active in patients with malignant disease.  

 

CONCLUSION: The case report emphasizes on clinical features of an insulinoma, size of the tumor, 

exophytic nature of the tumor. The goal of the treatment is to identify and excise the primary tumor 

and all metastatic disease if possible.  
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FIGURE 1: Gross specimen of resected Insulinoma 

 
 

 

FIGURE 2: Immunohistochemistry study (chromogranin) 

 
 

 

FIGURE 3: H & E staining showing vascular emboli  

 

 

 


