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Background/objectives: The biological features of cystic pancreatic neuroendocrine tumors (PNETs)
remain unclear. The aim of this study was to clarify the clinicopathological characteristics of non-
functioning PNETs (NF-PNETs) with a cystic component.
Methods: The medical records of 75 patients with NF-PNETs who had undergone resection in our
institution were retrospectively reviewed. Clinicopathological factors were compared between PNETs
with and without a cystic component. Expression of somatostatin 2 receptor (SSTR-2) was also analyzed.
Results: Cystic PNETs were diagnosed in 14 patients (19%). The proportion of men was significantly
higher for cystic than solid PNETs (79% vs. 44%, P< 0.05) and cystic PNETs were significantly larger than
solid PNETs (25mm vs. 17mm, P< 0.01). However, there were no significant differences in the prevalence
of lymph node metastases (14% vs. 10%, P¼ 0.64), hepatic metastasis (7% vs. 3%, P¼ 0.54), or disease-free
survival rate (both 86%, P¼ 0.29) between PNETs with and without a cystic component. SSTR-2
expression was more frequently observed in PNETs with a cystic component than in those without
(100% vs. 70%, P < 0.01).
Conclusions: Although cystic PNETs were larger upon diagnosis than solid PNETs in this study, prognosis
after surgical resection did not differ significantly between these types of PNET. Somatostatin receptor
scintigraphy and somatostatin analogues may be more useful for diagnosing and treating cystic PNETs,
respectively.
© 2018 Published by Elsevier B.V. on behalf of IAP and EPC.
Introduction

Non-functioning pancreatic neuroendocrine tumors (NF-PNETs)
are considered rare. However, the incidence has been increasing in
Japan [1], likely owing to more widespread knowledge about this
disease and advances in radiographic imaging. Although NF-PNETs
are generally considered to have lower malignant potential and
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better postoperative survival rates than exocrine pancreatic neo-
plasms, they occasionally have the potential for aggressive invasion
and metastases. It is therefore important to predict the malignant
potential accurately. Various pathological parameters, including
tumor grade, Ki-67 proliferative index, presence of necrosis, pres-
ence of perineural invasion, and tumor size have been reported to
be associated with the prognosis of patients with PNETs [2e6].

Although most PNETs are solid, some are cystic [7,8]; the latter
now being increasingly recognized. The reported incidence of cystic
PNETs ranges from 10.8% to 15.8% of all PNETs [7e9]. It is generally
assumed that cystic changes in PNETs result from tumor necrosis
within solid PNETs. Thus, cystic PNETs are thought by some re-
searchers to have similar biological behavior and malignant po-
tential as their solid counterpart [9,10]. However, some conflicting
reports have suggested that cystic PNETs have less malignant
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potential than solid PNETs [7,11,12]. Additionally, Cloyd et al. [13]
evaluated the percentage of the cystic component of cystic PNETs
and showed a close to parallel association between the percentage
of the cystic component and a favorable prognosis.

PNET cells are characterized by the expression of several re-
ceptors, including somatostatin receptors (SSTRs) types 1 to 5 [14],
glucagon-like peptide 1 receptor (GLP-1R) [15], insulin-like growth
factor 1 receptor [16], and vascular endothelial growth factor re-
ceptor [17]. These receptors regulate intracellular signaling,
including the phosphatidyl inositol 3 kinase/AKT/mammalian
target of rapamycin (mTOR) pathway, which has a central role in
the survival and proliferation of NET cells [18]. Therefore, agents
targeting these receptors and the mTOR pathway, such as so-
matostatin analog (SA), GLP-1, selective insulin-like growth factor 1
receptor tyrosine kinase inhibitor, sunitinib, and everolimus have
emerged as useful in the diagnosis and treatment of PNETs.

To our knowledge, no published studies have reported the
expression of receptors and activation status of the mTOR signaling
cascade in cystic PNETs. Therefore, in this study we aimed to clarify
the clinicopathological characteristics and expression of SSTR-2,
GLP-1R, and phosphorylated mTOR (p-mTOR) of NF-PNETs with
cystic components.
Materials and methods

Patients and clinicopathological variables

The Ethics Committee of Kyushu University approved this study
(No. 29e186). Medical records of 75 patients with a solitary well
differentiated NF-PNET who had undergone resection at our insti-
tution betweenNovember 1999 toMarch 2017were retrospectively
reviewed. Clinicopathological factors such as age, sex, presence of
multiple endocrine neoplasia type 1 (MEN1) or Von Hippel-Lindau
disease (VHL), World Health Organization grade 2017 (G1; Ki-67
index <2%, G2; Ki-67 index 2e20%) [19], tumor size, tumor loca-
tion, presence of lymph node metastases, presence of hepatic me-
tastases, surgical procedure, vascular, perineural, and lymphatic
invasion, recurrence, and status of expressionof SSTR-2,GLP-1R, and
p-mTOR as determined by immunohistochemical staining, were
compared betweenNF-PNETswith andwithout a cystic component.
Definition of cystic components of PNETs

PNETs were classified as cystic or solid on the basis of preop-
erative imaging findings. Cystic components were defined as well
Fig. 1. Representative radiological finding of cystic pancreatic neuroendocrine tumors. (a) C
imaging (arrowhead).
circumscribed areas without enhancement in contrast-enhanced
computed tomography (CT) imaging, as previously reported [20].
Magnetic resonance imaging (MRI) was also performed to confirm
that these areas demonstrated high intensity similar to that of
water on T2-weighted images (Fig. 1).
Immunohistochemical staining

Expression of SSTR-2, GLP-1R, and p-mTOR was evaluated by
immunohistochemical staining. Sections (4-mm thick) were cut from
paraffin-embedded tissues, deparaffinized in xylene, and rehydrated
in graded ethanol, as previously described [21]. Endogenous perox-
idase activity was blocked by incubation with 3% hydrogen peroxide
in methanol for 30min. Antigen retrieval was achieved by micro-
waving the sections in citrate buffer for 20min. Each section was
incubated overnight at 4 �C with primary antibodies including rabbit
monoclonal antibodies against SSTR-2 (ab134152, dilution 1:100;
Abcam, Cambridge, UK) and p-mTOR (Ser2448, #2976, 1:100; Cell
Signaling Technology, Danvers, MA, USA) and mouse monoclonal
antibodies against GLP-1R (250365, dilution 1:100; ABBIOTEC, San
Diego, CA, USA). The sections were sequentially incubated with a
biotinylated anti-rabbit or anti-mouse immunoglobulin solution for
20min. Immunocomplexes were visualized with stable 3, 30-dia-
minoenzidine tetrahydrochloride (Sigma Aldrich, St Louis, MO, USA)
as a chromogen. Sections were then rinsed with distilled water and
counterstained with hematoxylin.
Evaluation of SSTR-2, GLP-1R, and p-mTOR expression levels by
immunohistochemical staining

Immunohistochemical staining of islets of Langerhans was used
as an internal positive control for validating SSTR-2 and GLP-1R
staining of sections of breast carcinoma as a positive control for
p-mTOR.

The following semiquantitative scoring system was used for
SSTR-2 expression: 0 for absence of immunoreactivity, 1 for cyto-
plasmic immunoreactivity only, 2 for membranous reactivity in
fewer than 50% of tumor cells irrespective of the presence of
cytoplasmic staining, and 3 for circumferential membranous reac-
tivity inmore than 50% of tumor cells irrespective of the presence of
cytoplasmic staining. Immunohistochemical scores 0 and 1 were
considered negative, and scores 2 and 3 positive (Fig. 2) [22].

The results of GLP-1R immunoreactivity assessment were
expressed as an intensity score (IS) by comparing staining in tumor
cells and islets of Langerhans and grading the result as follows: 0 for
ontrast-enhanced computed tomography image (arrowhead). (b) Magnetic resonance



Fig. 2. Representative immunohistochemical findings for somatostatin receptor type 2
(SSTR-2). Positive expression in pancreatic neuroendocrine tumor (original magnifi-
cation� 40; inset� 400). Arrowhead indicates an islet of Langerhans (normally SSTR-2
positive); these were used as positive controls.
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no staining (completely negative or extremely faint similar to
nonspecific staining of surrounding stromal tissue), 1 for definite
staining (positive but weaker than that in islets of Langerhans), 2
for moderate staining (intermediate immunoreactivity), and 3 for
strong staining (densely positive as strongly as that in islets of
Langerhans). The proportional score (PS) was graded as 0 for
staining in less than 10% of the examined area, 1 for staining in 10%
or greater but less than 30% of that area, 2 for staining in 30% or
greater but less than 50% of that area, and 3 for staining in 80% or
greater of that area. The final score (FS) was calculated as IS� PS,
and samples were graded as negative for GLP-1R when FS was 0e3
and positive when FS was 4e12 (Fig. 3) [15,23].

Staining of p-mTORwas also scored by using a semi-quantitative
immunoreactivity scoring (IRS) system, as previously described
[24,25]. In brief, Category A scores indicated staining intensity and
were 0 (negative), 1 (weak), 2 (moderate), or 3 (strong). Category B
scores indicated the percentage of immunoreactive cells and were
Fig. 3. Representative immunohistochemical findings for glucagon-like peptide 1 re-
ceptor (GLP-1R). Positive expression in pancreatic neuroendocrine tumor (original
magnification� 40). Arrowhead indicates an islet of Langerhans (normally GLP-1R
positive); these were used as positive controls.
0 (none), 1 (<10%), 2 (10%e50%), 3 (51%e80%), 4 (>80%). Multipli-
cation of Category A and B scores resulted in an IRS ranging from
0 to 12 for each case. An IRS between 1 and 12 was considered
positive and an IRS 0 negative (Fig. 4).

Statistical analysis

Statistical analysis was performed using JMP13 (SAS Institute,
Cary,NC,USA) forWindowssoftware. Fisher's exactprobability testor
thec2 testwasused to evaluate differences in clinical factors between
the two groups. The Mann-Whitney U test was used for continuous
data, which were expressed as medians with ranges. Survival curves
were constructed by the KaplaneMeier product-limit method and
compared with the log-rank test. Differences were considered sta-
tistically significant when the P-value was less than 0.05.

Results

Clinicopathological features of the study patients and tumors

There were 38 men and 37 women of median age 57 years
(range, 23e80 years) (Table 1). No patient had associated MEN1 or
VHL. Thirty patients had PNETs in the pancreatic head and 45 in the
pancreatic body to tail. The median tumor size was 17mm (range,
3e120mm). There were 55 patients with pathological NET G1 and
20 with NET G2. Eight patients (11%) had lymph node metastases
and three (4%) hepatic metastases at the time of surgical resection.
Pancreatectomy was performed in 58 patients and enucleation in
the remaining 17 in accordance with our therapeutic strategy [26]
and curative resection (R0) was achieved in all patients. During a
median surveillance period of 50 months (range, 1e232 months),
recurrence was identified in nine patients (12%), including four
with lymph node metastases, four with hepatic metastases, and
four with local recurrences. Cystic PNETs were diagnosed in 14
patients (19%). The proportion of men was significantly higher for
cystic than for solid PNETs (79% vs. 44%, P< 0.05). Cystic PNETs
were significantly larger than solid PNETs (25mm vs. 17mm,
P< 0.01). On the other hand, there was no significant differences in
age (P¼ 0.70) and tumor location (P¼ 0.10) between solid and
cystic PNETs. The prevalence of lymph node metastases (14% vs.
Fig. 4. Representative immunohistochemical findings for phosphorylated mammalian
target of rapamycin (p-mTOR). Positive expression in pancreatic neuroendocrine tumor
(original magnification� 40) and breast carcinoma (inset; original magnification� 40),
which was as a positive control.



Table 1
Clinicopathological characteristics according to pancreatic neuroendocrine tumor
type.

Total (n¼ 75) Cystic PNETs
(n¼ 14)

Solid PNETs
(n¼ 61)

P-value

Age (years), median
(range);

57 (23e80) 62 (26e80) 57 (23e79) 0.70

Sex <0.05
Male 38 11 (79%) 27 (44%)
Female 37 3 (21%) 34 (56%)

Presence of MEN1a or VHLb

Yes 0 0 0 e

No 75 14 61
WHO classification 0.62
G1 55 11 (79%) 44 (72%)
G2 20 3 (21%) 17 (28%)

Tumor size (mm),
median (range)

17 (3e120) 25 (10e57) 16 (3e120) <0.01

Tumor location 0.10
Head 30 3 (21%) 27 (44%)
Body/tail 45 11 (79%) 34 (56%)

Lymph node metastasis 0.64
Yes 8 2 (14%) 6 (10%)
No 67 12 (86%) 55 (90%)

Hepatic metastasis 0.54
Yes 3 1 (7%) 2 (3%)
No 72 13 (93%) 59 (97%)

Surgical procedure 0.39
Pancreatectomy 58 12 (86%) 46 (75%)
Enucleation 17 2 (14%) 15 (25%)

Vascular invasion 0.94
Yes 5 1 (7%) 4 (7%)
Not detected 70 13 (93%) 57 (93%)

Perineural invasion 0.75
Yes 7 1 (7%) 6 (10%)
Not detected 68 13 (93%) 55 (90%)

Lymphatic invasion 0.54
Yes 3 1 (7%) 2 (3%)
Not detected 72 13 (93%) 59 (97%)

Recurrence, yesc 9 (12%) 1 (7%) 8 (13%) 0.76
Liver 4 0 4
Lymph node 4 0 4
Local 4 1 3

Five-year disease-free
survival rate (%)

86% 86% 86% 0.29

PNETs, pancreatic neuroendocrine tumors; WHO, World Health Organization.
a Multiple endocrine neoplasia type 1.
b Von Hippel-Lindau disease.
c Three patients had recurrences in multiple sites.

Fig. 5. Disease-free survival curves after resection of pancreatic neuroendocrine tu-
mors with or without a cystic component. The difference between the cystic and solid
tumors is not statistically significant.

Table 2
Clinicopathological characteristics according to WHO grading of pancreatic neuro-
endocrine tumors.

Total (n¼ 75) G1 (n¼ 55) G2 (n¼ 20) P-value

Age (years), median
(range);

57 (23e80) 57 (23e80) 56 (34e73) 0.40

Sex 0.55
Male 38 29 (53%) 9 (45%)
Female 37 26 (47%) 11 (55%)

Presence of MEN1a or VHLb

Yes 0 0 0 e

No 75 55 20
Cystic change 0.25
Yes 20 11 (20%) 3 (15%)
No 55 44 (80%) 17 (85%)

Tumor size (mm),
median (range)

17 (3e120) 15 (3e45) 24 (7e120) <0.01

Tumor location 0.29
Head 30 20 (36%) 10 (50%)
Body/tail 45 35 (64%) 10 (50%)

Lymph node metastasis <0.01
Yes 8 2 (4%) 6 (30%)
No 67 53 (96%) 14 (70%)

Hepatic metastasis <0.01
Yes 3 0 (0%) 3 (15%)
No 72 55 (100%) 17 (85%)

Vascular invasion <0.01
Yes 5 1 (2%) 4 (20%)
Not detected 70 54 (98%) 16 (80%)

Perineural invasion <0.01
Yes 7 2 (4%) 5 (25%)
Not detected 68 53 (96%) 15 (75%)

Lymphatic invasion 0.14
Yes 3 1 (2%) 2 (10%)
Not detected 72 54 (985) 18 (90%)

Recurrence, yesc 9 (14%) 2 (4%) 7 (35%) <0.01
Liver 4 0 4
Lymph node 4 0 4
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10%, P¼ 0.64), hepatic metastasis (7% vs. 3%, P¼ 0.54), and histo-
pathological evidence of invasion did not differ significantly be-
tween the two groups. Moreover, the disease-free survival rate did
not differ significantly between PNETs with and without a cystic
component (P¼ 0.29) (Fig. 5).

Table 2 shows a comparison of the clinicopathological charac-
teristics between NET G1 and G2. NET G2 had significantly larger
tumor size (24mmvs.15mm, P< 0.01), higher prevalence of lymph
node (30% vs. 2%, P< 0.01) and hepatic (15% vs. 0%, P< 0.01) me-
tastases, higher incidence of vascular (20% vs. 2%, P< 0.01) and
perineural (25% vs. 4%, P< 0.01) invasion, higher recurrence rate
(35% vs. 45%, P< 0.01), and lower 5-year disease-free survival rate
(64% vs. 95%, P< 0.01). On the other hand, other factors including
incidence of cystic PNETs were not significantly different between
NET G1 and G2.
Local 4 2 2
Five-year disease-free

survival rate (%)
86 95 64 <0.01

WHO, World Health Organization.
a Multiple endocrine neoplasia type 1.
b Von Hippel-Lindau disease.
c Three patients had recurrences at multiple sites.
Immunohistochemical analysis of primary tumor

Paraffin-embedded tissues were not available for five of the 75
patients; thus, only samples from the remaining 70 patients were
evaluated. The results are presented in Table 3. Positive SSTR-2
expression was significantly associated with the presence of
cystic change. However, the correlation between GLP-1R/p-mTOR
expression and the presence of cystic change was not significant.



Table 3
Analysis of somatostatin receptor type 2 (SSTR-2), glucagon-like peptide 1 receptor
(GLP-1R), and phosphorylated mammalian target of rapamycin (p-mTOR) expres-
sion in primary pancreatic neuroendocrine tumors with or without a cystic
component.

Total
(n¼ 70)

Cystic PNETs
(n¼ 14)

Solid PNETs
(n¼ 56)

P-value

Expression of SSTR-2 <0.01
Positive 53 (76%) 14 (100%) 39 (70%)
Negative 17 (24%) 0 (0%) 17 (30%)

Expression of GLP-1R 0.81
Positive 33 (47%) 7 (50%) 26 (46%)
Negative 37 (53%) 7 (50%) 30 (54%)

Expression of p-mTOR 0.90
Positive 31 (44%) 6 (43%) 25 (45%)
Negative 39 (56%) 8 (57%) 31 (55%)
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Additionally, there was no difference in disease-free survival rate
between the positive and negative expression groups for the three
receptors assessed.

Cystic change and immunohistochemical analysis of metastases

As presented in Table 1, eight patients had lymph node metas-
tases, three of whom also had hepatic metastases. Samples were
available for only nine of these 11 metastatic sites (details in
Table 4); thus, expression of SSTR-2, GLP-1R, and p-mTOR was
assessed by immunohistochemical analyses in only those nine
samples. The pattern of expression of SSTR-2 was consistent be-
tween primary and metastatic sites in all nine examined pairs of
samples, whereas patterns of expression of GLP-1R/p-mTOR were
not always consistent between primary andmetastatic sites. One of
two patients with primary cystic PNETs also had cystic changes in
hepatic metastases, and the expression pattern of SSTR-2/GLP-1R
was similar, whereas that of p-mTOR differed between the pri-
mary and metastatic sites.

Discussion

In the present study, we found the following: (1) cystic PNETs
were larger than solid PNETs at diagnosis; (2) the proportion of
men was significantly higher for cystic than solid PNETs; (3) post-
operative prognosis did not differ significantly between PNETs with
and without a cystic component; and (4) positive SSTR-2 expres-
sionwas significantly associatedwith the presence of cystic change.

Cystic PNETs are not excessively rare, reportedly accounting for
up to 11.5% of all resected PNETs [8,9,11,27]. There are two main
hypotheses regarding the presence of cystic components in PNETs.
Some investigators speculate that the fibrous capsules of PNETs
hinder blood supply to the lesion, leading to necrosis and subse-
quent cystic degeneration [9], whereas others postulate that
Table 4
Immunohistochemical evaluation of somatostatin receptor type 2 (SSTR-2), glucagon-like
mTOR) in metastases.

Patient Primary Lymph node metastasis

Cystic change SSTR-2 GLP-1R p-mTOR Cystic change SS
1 e NA NA NA e NA
2 e þ e e e NA
3 e þ þ þ e þ
4 e þ þ e e þ
5 þ þ e e e þ
6 e e þ þ e e

7 e þ þ e e þ
8 þ þ e þ e þ

NA, not available.
hemorrhage may occur in PNETs, which are highly vascular, and
that cystic degeneration is a consequence of such hemorrhage [28].
However, the precise mechanisms have not been fully elucidated.

Cystic PNETs have been reported to be larger and less likely to be
benign than their solid counterparts [9]. In some recent studies, it
has been noted that cystic PNETs may have a more favorable
prognosis than solid PNETs. In these studies, cystic PNETs had lower
Ki-67 proliferation indices [7], and less perineural invasion [7],
vascular invasion [7], lymph node metastases [7,11,13], and syn-
chronous distant metastases [7], than solid PNETs [7,11,13]. In
another study it was found that the presence of a cystic component
is a negative predictor of malignant change [8]. In the present study,
cystic PNETs were larger than solid PNETs; however, their prognosis
did not differ significantly from that of solid PNETs. Although tumor
size is currently considered themajor determinant of themalignant
potential of PNETs, malignant potential may also be associated with
presence of cystic change. Cloyd et al. reported that the proportion
of cystic components within PNETs approximately parallels the
prognosis [13]. When predicting the malignant potential of cystic
PNETs, both tumor size and proportion of cystic components should
be considered.

Cystic PNETs are reportedlymore likely to be present in a patient
with MEN1 than solid PNETS [29]. MEN1-associated PNETs are
almost always multifocal and usually distributed throughout the
pancreatic parenchyma; most of these tumors are small micro-
adenomas. In the present study, to avoid the effect of other tumors
in the same pancreas on prognosis, we included only patients with
solitary PNETs; consequently, there were no patients with MEN1 in
the study cohort. Thus, we were unable to determine the rela-
tionship between MEN1 and cystic PNETs; however, a diagnosis of
MEN1 should be considered preoperatively when assessing pa-
tients with cystic PNETs.

In the present study, a significantly higher proportion of men
had cystic than solid PNETs. A previous meta-analysis of the clini-
copathological characteristics of cystic PNETs reported the same
tendency; however, it was not significant in that study [1]. Cloyd
et al. reported that the proportion of men with cystic PNETs in-
creases in parallel with the percentage of cystic components and
that men account for 87.5% of purely cystic PNETs [13]. Male sex
hormones may affect the formation of cystic components in PNETs.

Somatostatin, an endogenous peptide hormone, inhibits cellular
proliferation and secretion of hormones. Several studies have re-
ported that positive SSTR-2 expression in PNETs is associated with
better survival [30,31]. However, in the present study, the disease-
free survival rates of patients with cystic and solid PNETs did not
differ significantly despite a significant difference in SSTR-2
expression between these two entities. Possible explanations for
this discrepancy include the fact that about 70% of solid PNETs also
expressed SSTR-2, the sample size was small, and few patients had
metastases. It may be true that disease-free survival rate does not
peptide 1 receptor (GLP-1R), and phosphorylatedmammalian target of rapamycin (p-

Hepatic metastasis

TR-2 GLP-1R p-mTOR Cystic change SSTR-2 GLP-1R p-mTOR
NA NA No hepatic metastasis
NA NA No hepatic metastasis
þ e No hepatic metastasis
þ e No hepatic metastasis
e e þ þ e þ
e e e e e e

e e e þ e þ
e e No hepatic metastasis
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differ between solid and cystic PNETs. As to the biological signifi-
cance of SSTR-2 positivity on cystic change in PNETs, this remains
unclear.

SSTR scintigraphymay bemore useful for diagnosing cystic PNETs
because of their high prevalence of positive SSTR-2 expression.
Singhi et al. reported that 43% of cystic PNETs are misdiagnosed as
intraductal papillary mucinous neoplasm, mucinous cystic
neoplasm, adenocarcinoma, or solid-pseudopapillary neoplasm by
imaging [7]. Endoscopic ultrasound (EUS)-guided fine needle aspi-
ration (FNA) cytology and immunohistochemical staining for
neuroendocrine markers can achieve diagnosis of the majority of
cystic PNETs, the reported sensitivity being 78% [32]. However, EUS-
FNA carries risks of peritoneal dissemination and seeding of tumor
cells along the needle tract [33]. SSTR scintigraphy may be more
useful for discriminating cystic PNETs without such risks.

SSTR is also a target of PNET treatment. SA has dual effects on
PNETs including antitumor and hormone-reducing effects [34]. In
addition, SSTR has been used for peptide receptor-targeted radio-
therapy [34]. Therefore, SSTR targeted therapy may also be more
useful in cystic PNETs.

Although we were unable to determine the significance of
expression of GLP-1R and p-mTOR in cystic PNETs, we found that
the pattern of expression of GLP-1R/p-mTOR often differed be-
tween primary and metastatic PNETs, including those with cystic
component. This finding indicates that PNETs can be heterogeneous
and that GLP-1R/p-mTOR, which are major molecular targets for
the diagnosis or treatment of PNETs, are not involved in the major
mechanism of cystic change in PNETs. Further investigation is
necessary to clarify the molecular-based mechanism(s) for the
cystic change in PNETs.

This study had several limitations. First, it was a retrospective
trial of a small group of patients who were treated at a single
hospital. Second, only resected PNETs were included, indicating the
possible presence of selection biases, and we were unable to
ascertain the prognosis of patients with small cystic PNETs who
were managed conservatively. Third, we did not analyze SSTR
expression by SSTR scintigraphy because this technique was not
covered by the Japanese National Health Insurance system when
the study patients’ tumors were resected.

In conclusion, although cystic PNETs are larger than solid PNETs,
their prognoses after surgical resection are similar. SSTR scintig-
raphy and SAmay bemore useful for the diagnosis and treatment of
cystic PNETs, respectively.
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