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Case Report

Discussion

Conclusion

Pancreatic neuro endocrine tumours account for nearly
5% of all clinically detectable pancraetic tumours1. A
functioning pancreatic endocrine tumour will produce
a specific clinical syndrome depending on the hormone
it secrete, (an insulinoma causing hypoglyceamia,
a gastrinoma causing Zollinger – Ellison syndrome)
whereas a non functioning endocrine tumour(NF-PET)
will cause non specific symptoms such as abdominal
pain, obstructive jaundice and acute pancreatritis. These
tumors also have a 10 – 20% association with multiple
endocrine neoplasia type 1.1

Pancreatic neuro endocrine tumours are a rare entity
of intra abdominal malignancies which are often
misinterpreted and mistreated. Diagnosis could be
challenging especially in the absence of a specific clinical
syndrome when the tumour is non-functioning. A high
index of suspicion is needed for early diagnosis.

Our patient did not show any clinical or biochemical
evidence of a specific hormonal syndrome. Hence we
managed her as a NF-PET. But since NF PETs can also
express a certain amount of hormones, a conclusive
diagnosis can only be made after immuno-histochemical
analysis. The tumour size more than 5cm, presence of
calcifications in the CT scan and a positive somatostatin
receptor on scintigraphy suggest hormone activity.2
Diagnosis of NF-PETs could be challenging, because
their non specific symptoms are often misinterpreted
as benign conditions, and symptomatic liver metastasis
could be the first presentation. Curative intent
treatment for NF-PETs even in the presence of liver
metastasis is aggressive surgical resection.3 Nearly 60%
of cases can undergo curative resection4. The available
surgical options include distal pancreatectomy, as in
our patient, or pancreatico-duodenectomy with or
without synchronous or metachronous resection of liver
metastasis4. An overall 5 year survival rate of 65% was
noted in literature.5,6 However, the time of presentation
and co morbid conditions of the patient may alter this
outcome.
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