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CASE SUMMARIES
Case 1 was that of a 2 cm nodule 

fortuitously discovered by ultraso-
nography in the pancreatic tail of a 
66-year-old man. The patient’s CA 
19-9, CEA and Chromogranine A lev-
els were all normal. Endoscopic ultra-
sonography confirmed the presence of 
the nodule in the pancreatic tail, but 
transgastric, fine-needle aspiration  
of the lesion could not establish a 
diagnosis.

Case 2 was that of a 42-year-old 
woman with a history of multiple 
endocrine neoplasia type 1 syndrome 
(with heterozygous mutation of exon 
10 on the MENIN gene), who was 
referred for long-lasting symptomatic 
hypoglycemia. A fasting test failed to 
reveal concomitant elevated values of 
serum insulin or C-peptide.

IMAGING FINDINGS
With regard to the first case, com-

puted tomography (CT) confirmed 
the presence of a 25 x 20 mm intra-
pancreatic nodule (Figure 1A, arrow). 
111In octreotide scintigraphy showed 
increased uptake of the nodule (Figure 
1B, arrow). 

With regard to the second case, CT 
revealed 2 small nodules, one adja-
cent to the pancreatic tail (Figure 2A, 
arrow) and another in contact with 
the pancreatic body, anterior to the 
celiac artery (Figure 2B, arrow). 111In 
octreotide scintigraphy showed focal 
increased uptake only by the pancre-
atic body lesion (Figures 2C and 2D, 
arrow).

DIAGNOSES
Case 1, intrapancreatic accessory 

spleen; Case 2, pancreatic gluca-
gonoma

DISCUSSION
Both patients underwent surgery for 

suspected neuroendocrine tumors, the 
first for a suspected non-secreting neu-
roendocrine tumor and the second for 
a suspected insulinoma of the pancre-
atic body. In patient 1, the presence of 
a nodule in the pancreatic tail was con-
firmed at laparotomy. Thus, a left pan-
createctomy with spleen preservation 
was performed. Macroscopic examina-
tion of the specimen revealed a 2.0 x 
1.5 cm well-delimited, intrapancreatic 
lesion. Histological analysis concluded 

that the lesion was an intrapancreatic 
accessory spleen. No pancreatic neu-
roendocrine tumor was found in the 
specimen.

In patient 2, two small nodules 
juxtaposed to the upper margin of the 
pancreas were enucleated. Macro-
scopic evaluation revealed 1.4 × 1.5 
× 1.0 cm and 1.2 × 1.0 × 1.0 cm well-
delineated nodules. Frozen-section 
examination was positive for neuro-
endocrine tumors. Later immunohisto-
chemical stainings showed expression 
of synaptophysin and chromogranine 
A, but these were negative for insulin 
and positive for glucagon. Postopera-
tive persistence of hypoglycemia led 
to the realization of 68Ga-DOTATOC 
positron emission tomography (PET), 
which revealed focal increased uptake 
of the lesion in the pancreatic tail. 
99mTc-labeled denatured erythrocytes 
single photon emission computed 
tomography ruled out the diagnosis of 
accessory spleen. Patient 2 underwent 
a second surgery for a left pancreatec-
tomy with spleen preservation. The 
nodule was determined to be an insu-
linoma on histological analysis. Three 
additional glucagonomas with sizes 
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FIGURE 2. Pancreatic body lesion. (A) Axial CT shows a small nodule (arrow) adjacent to the pancreatic tail. (B) Another nodule (arrow) is 
discovered anteriorly to the celiac artery. (C) The nodule adjacent to the pancreatic tail does not show increased uptake of 111In octreotide. 
(D) The nodule located anteriorly to the celiac artery (arrow) is positive according to 111In octreotide scintigraphy. 

FIGURE 1. Intrapancreatic nodule. (A) Axial CT shows an intrapancreatic nodule (arrow) located in the pancreatic tail. (B) 111In octreotide 
scintigraphy shows increased uptake of this nodule (arrow). 
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ranging from 0.7 to 1.0 cm were found 
in the specimen. Postoperative course 
was favorable with definitive remis-
sion of hypoglycemia.

The CT results, put in conjunction 
with the positive 111In octreotide scin-
tigraphy, raised a high level of suspi-
cion for neuroendocrine tumors in both 
patients. However, definitive diagno-
ses were surprisingly different, with 
one false-positive lesion in patient 1, 
and one missed lesion in patient 2. It’s 
worth noting that many other tissues or 
conditions, such as the lymphoid tissue 
of the spleen, can express high densi-
ties of somatostatin receptors and lead 
to false-positive results,1,2 as illustrated 
by patient 1. Similarly, the sensitiv-
ity of 111In octreotide scintigraphy is 
highly dependent on the histological 
subtype of the tumor, ranging from 
46% for insulinomas to 100% for glu-
cagonomas,3 causing false-negatives 
to occur in a significant proportion, 
especially in MEN-1 patients who 
present numerous lesions.4-6 In view of 

these considerations, the initial diag-
nosis of an accessory spleen in the pan-
creatic tail could therefore have been 
ruled out in patient 2, and the presence 
of a neuroendocrine tumor considered.

CONCLUSION
Extensive preoperative investiga-

tions of pancreatic neuroendocrine 
tumors do not necessarily yield an 
accurate diagnosis. It should be man-
datory to have an extensive knowledge 
of conditions possibly leading to false-
positive and false-negative results and 
to put 111In octreotide scintigraphy 
results in conjunction with clinical 
context and other imaging modalities. 
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