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Epidemiology
1. Insulinoma F5 Rk I 72 ek e v o B SR Y — (&
2. The incidence of PNETS 1s 1 in 100,000 in Asian and

European population-based studies [3, 10, 16 - 20].

3. Halfdanarson et al. [21] reported an annual incidence of 2.2 in 1,000,000, covering a

period of 27 years.

4. These data also showed a male gender preference (males, 2.6; females, 1.8) and a

higher incidence in PNETS 1n recent decades [21].

5. Remarkably, the incidence of PNETS according to autopsy studies is as high as 10%
[22]

@@: L1125 (Pancreatic neuroendocrine tumor(2009) (2024.01.04)



Florian Ehehalt, Hans D. Saeger, C. Max Schmidt, Robert Gritzmann

Neuroendocrine Tumors of the Pancreas

The Oncologist, Volume 14, Issue 5, May 2009, Pages 456-4 ,01 May 2009
FEE [ &H (Main problem, or chief complain)
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A 55-year-old patient was admitted to our hospital after having had an
episode of altered state of consciousness. This state lasted 30 min and had
started while she was taking a midday nap.

Her husband witnessed uncoordinated movements of her arms and legs as
well as grunting noises and noticed that his wife did not respond when
addressed.

Pathogenesis—roots and precipitating factors
S 5 R0 7 S 8 R (e AT 6 4 (R 2 R

Risk factors
RS A R M — R R

Risk factors that predisposed the patient to

hypoglycaemia could be excluded (ie, liver/renal



insufficiency, hypocortisolism or autoimmune

insulin syndrome).

Clinical manifestation-History-symptoms

WS EZ R

1. B¢ 2003. HLREHHAVEE. —EAH S ) 7 L&£H5FE, 5B/
ARSI AR I ARTE A FETF IR These episodes occurred five
to seven times a month, including symptoms of feeling generally unwell,
weakness, difficulty or inability to speak, sweating, a vacant gaze and partial
amnesia without total loss of consciousness.

2. FEGER2EBEMBERE (40 mg/ddl)

3. 12 £ 7i[(2006)FE ES 4L 22 B A5 ERUE. \n January 2006—12 years prior to the
current hospitalisation—the patient was diagnosed with =pilzpsy and a
long-term treatment with lamotrigine was initiated.

W4 AR B Rl RO N R R = B b R 2 B, IERE
a2 & Antiepileptic medication was discontinued, and the episodes
were then reclassified as dissociative episodes.

W 52016 ¥{Ebi4 KX 822 BRMMEEA2 mg/dl) EEG AL AT DhRE
EEhREHIER, — AR Al & REF 59 M SRS A RBRR L h e R (8
i e 1 6 2 B,

B 6201801202 R ERAVEREISUE RIS R ILE S L ER R EREA.
At the emergency room, endogenous hyperinsulinism was suspecied and
she was admitted to the medical ward for further investigation.

Signs (Major Physical findings)
79 AU BRI D SRR B, G R | 2 )

Problem list (major x3, + minor x2--)



1. A very long history (15 years) of intermittent attack of feeling generally unwell,
weakness, difficulty or inability to speak, sweating, a vacant gaze and partial
amnesia without total loss of consciousness.

2, SBERHIARETRIE (<40 me/dl)

2. HBEIFALFEEHEH)

Complementary examinations (Lab,)

1, 72/NRSERIBIS: «

(1) MREREEE] 45 BRI AERER, (I 45 PATR HIR Bl (sleepy) Bk
IRRRHCE,

(2) 40 /NI KEREEEF] 30 mg/dl. FEARBRE SR 1L BT R
The hypoglycaemia was further evaluated using a 72-hour fasting test. Before
the presenting symptoms, the patient tolerated glucose levels as low a5 2.5
mrnol/L. Below that, she started to be sleepy and have an altered state of
consciousness. During the test, the patient developed neuroglycopenic
symptoms after approximately 40 hours of fasting.
Blood glucose descended to a minimum of 1.6 mmol/L, when the fasting test
was terminated.

2. At that point, plasma insulin, proinsulin, C-peptide and beta-hydroxybutyrate
were measured and the insulin—glucose ratio (IGR)(76.4> 32.2) was
calculated.

Insulin, (17.6) proinsulin(6.4 >5), C-peptide levels (445 >200) and IGR
were clearly elevated.
The search for sulfonylurea in the plasma was negative
and beta-hydroxybutyrate levels were 1.7 mmol/L (below 2.7 mmol/L,E[I%]
L2 insulinoma.)

3. Whipple's triad (+)



Table 1 Values at the end of the fasting test of our patient and
criteria for insulinoma

Values (end of fasting test) Criteria for insulinoma

Glucose 1.6mmol/L <3.1mmol/L
C-peptide 445 pmol/L =200 pmol/L

Insulin 17.6 mU/L 23 mU/L

Proinsulin 6.4pmol/L =5pmol/L
Beta-hydroxybutyrate 1.7 mmol/L <2.7 mmol/L
Insulin-glucose ratio 76.4 pmol//mmol/L >32.2 pmol/L/mmol/L

Antibody to insulin Negative Negative

Circulating sulfonylurea Absent Absent

Remarks : Insulin-Glucpse ratio :

The ratio of glucose to insulin is easily calculated, with lower
values depicting higher degrees of insulin resistance. A G/I
ratio of less than 4.5 has been shown to be sensitive (95
percent) and specific (84 percent) for insulin resistance in a
group of women with PCOS, when compared to a control
group.

R3: McAuley KA, Williams SM, Mann JI, Walker RJ, Lewis-Barned
NJ, Temple LA, Duncan AW (2001) Diagnosing insulin resistance in
the general population. Diabetes Care 24:460 to 464.

@ @ Glucoselinsulin ratio (G/l ratio): The G/l ratio has become

very popular since its first description in 1998 as an accurate index of
insulin sensitivity in women with PCOS. The ratio of glucose to insulin
is easily calculated, with lower values depicting higher degrees of
insulin resistance. A G/I ratio of less than 4.5 has been shown to be
sensitive (95 percent) and specific (84 percent) for insulin resistance
in a group of women with PCOS, when compared to a control group.



Insulin/glucose ratio (I/G ratio)
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Medical images and special test

1.MR: MRI (figure 1) showed a large tumour originating from the pancreatic
tail without signs of any other intra-abdominal tumours or metastases.

Figure 1  MRI with yellow arrow showing large exophytic mass
originating from the pancreas tail (33x47x38 mm).

Diagnosis,

insulinoma originated from the pancreas (tail)

Dx. Evidence
1. i@ 12 R4 B REIR
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. Whipple triad (+)
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Table 1 Values at the end of the fasting test of our patient and
criteria for insulinoma

Values (end of fasting test) Criteria for insulinoma

Glucose 1.6mmaol/L <3.1 mmollL
C-peptide 445pmoliL 2200 pmol/L

Insulin 17.6 mULL 23 muiL

Proinsulin 6.4 pmol/L 25pmoliL
Beta-hydroxybutyrate 1.7mmoliL <2.7 mmol/L
Insulin-glucose ratio 76.4 pmol/L/mmol/L >32.2 pmal/L/mmoliL
Antibody to insulin Negative Negative

Circulating sulfonylurea Absent Absent

Severity and criteria
Severe,

Blood sugar <40 mg/dl,
2 FSE RN

Outcome :

F- 718 58 2043= The operation was concluded without complications and
the patient has not had any symptoms since.

complication rates,



nil
mortality rate,

survived

Assessment parameters. (@For this case)
1. Consciousness

2. Hypoglycemic symptoms

3. Laboratory parameters

Table 1 Values at the end of the fasting test of our patient and
criteria for insulinoma

Values (end of fasting test) Criteria for insulinoma

Glucose 1.6 mmol/L <3.1 mmollL
C-peptide 445pmoliL 2200 pmol/L
Insulin 17.6 mUL 23 mUiL

Proinsulin 6.4 pmoliL 25pmol/L
Beta-hydroxybutyrate 1.7 mmol/L <2.7mmol/L
Insulin-glucose ratio 76.4 pmol/LUmmol/L >32.2 pmol/L/mmol/L
Antibody to insulin Negative Negative

Circulating sulfonylurea Absent Absent

Treatment and comparisons

B In December 2018, 15 years after first reporting symptoms, the patient
underwent surgery (figure 2) to remove the tumour.
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Response (this case)

Excellent

changing plans. When and why, then how

when:

Why?

How ?

Hospital course
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Discharge condition and criteria
R A T LR (R

Home care and management

TEHERSHEE IR A M E, E R R MR % IE R,



Follow up MRI S8 H G (E &
Follow up. And chart review(date)

2024.01.03 HER A (AR AR Z RGIRHE.

Remarks :
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