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Primary hyperparathyroidism. A case report 
of a 33-year-old female patient with parathyroid adenoma
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AbstrAct:   Introduction: arathyroid hyperactivity is the state of over production of PTH secretion [1]. The most common cause of primary 
hyperparathyroidism is parathyroid adenoma – about 80% of cases, the remaining are parathyroid hyperplasia around 
15% of cases [2, 3], and in 1–5% of cases, cancer [2–5]. The disease is diagnosed in about 40 per 100.000 persons [3, 5–7]. The 
most common cause of adenoma is mutation in gene MEN 1. Less than 5% of cases are chronic hyperparathyroidism, which 
is a component of the MEN 1 MEN 2a endocrine adenocarcinoma syndrome [1]. Excess path in the body leads to increased 
mobilization of calcium from the bones, and hence increased osteolysis, which also increases the absorption of calcium from 
the digestive system, as well as an increased amount of phosphate excretion in the urine. The clinical picture of the disease 
is polymorphic and often runs in a latent form. Most often the disease occurs in the form of osteoporosis, chronic recurrent 
kidney stones, pyelonephritis associated with urolithiasis is also common. The disease may be accompanied by dysphagia, 
abdominal pain, metallic taste in the mouth, persistent constipation. Symptoms from the system nervous include dizziness 
and headaches, disorders of consciousness. Arrhythmia in the form of additional contractions and paroxysmal tachycardia. 
Osteolysis, osteoporosis and pathological fractures [1]. 

  Aim: The purpose of this article is to introduce a case of a 33-year-oldwoman with primary hyperparathyroidism secondar 
 to adenoma.
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A 33-year-old patient was admitted to the Department of Gen-
eral Surgery to remove parathyroid adenoma. The patient strug-
gled with recurrent kidney stones (first episode of renal colic in 
2014). Since November 2017, the patient reports nausea, drowsi-
ness, dizziness, she also noticed polyuria. An outpatient diagnosis 
showed increased concentration of parathyroid hormone 360 pg/ml 
(normal valuebetween 10 and 60 pg/ml), hypercalcemia – cal-
cium level 12.6 m/dl (normal value between 8.5 and 10.5 mg/dl) 
and hypophosphatemia1.5 mg/dl (normal value between 3.0 and 
4.5 mg/dl). For this reason, in April 2018 the patient was referred 
to the Department of Endocrinology, Diabetology and Isotope 
Therapy in Wroclaw, where ultrasound of the thyroid and para-
thyroid glands was performed. The ultrasound revealed a hy-
poechoic massmeasuring 35 x 23 x 14 mm within the lowerleft 
lobe of thyroid gland, which may correspond to an enlarged lower 
left part of thyroid gland. The whole clinical presentation corre-
sponded to primary hyperparathyroidism. Furthermore, the pa-
tient underwent parathyroid scintigraphy. Plenary test using two 
markers after extraction and SPECT/CT acquisition. The above-
mentioned scintigraphy with 99 mTc showed a thyroid with a slight-
ly enlarged right lobe and reduced uptake of markerin the lower 
pole of the left lobe. After administration of the 99mTc + MINI 
complex, the high-uptake area in the lower pole of the left lobe 
as well as another region of this additional uptake located below 
the lower pole of the left thyroid were visualised. Both of these re-
gionsremained in communication with each other and this is the 
localisation of the left parathyroid adenoma confirmed by bio-
chemical tests and the patient’s clinical condition. The area de-
scribed in scintigraphic examination measures of 12 x 32 x 11.5 mm 
and was located 46 mm above the left sternoclavicular joint and lay 

at a depth of 26 mm from the surface of the skin. It also matched 
the results of the thyroid and parathyroid ultrasound examination.

surgIcAl technIque

After obtaining an adequate level of general anaesthesia, the pa-
tient was placed on her back with the shoulders pushed forward. 
After cleaning the operating field, the base of the neck and sub-
cutaneous tissue were incised, followed by dissection of the short 
muscles and reaching the lower pole of the left part of thyroid lobe; 
after gently pulling the skin away from the zygomatic fossa, thetu-
morous lesion was excised. After evaporation, parathyroid glands 
were obtained from the lower left region. A drain was inserted into 
the tumour of parathyroid bed and removed 24 hours after surgery 
in the first postoperative day. The patient was discharged from the 
Department in good condition with recommendations of further 
follow up at the surgical outpatient clinic. The intraoperative and 
postoperative course was uneventful.

In the fourth postoperative day, the result of histopathological ex-
amination was obtained:

•	 excision of the zygomatic fossa tumour: persistent thymus 
with parathyroid adenoma;

•	 lower left part of parathyroid gland: parathyroid adenoma.

dIscussIon

Primary hyperparathyroidism is the fourth endocrine disease in 
terms of prevalence after diabetes, thyroid disease and polycystic 
ovary syndrome [2, 3, 8, 9], and its most common cause is a single 
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group of women constitutes an additional impediment in making a 
diagnosis, because osteoporosis, which is the most common symp-
tom, is mistaken for a physiological condition. Otherwise matter is 
to children and young adults, where it is an obvious pathology. In 
this case, the time needed to make a diagnosis from the onset of the 
first symptoms was 1 to 24 months (an average of 11), respectively, 
for primary hyperparathyroidism. However, in situations where the 
disease takes on a nephrological mask, it was from 0.5 to 11 months 
(an average of 4) [13]. In our patient’s case it was 3 years. Extreme 
cases available in the literature describe even up to 10 years with-
out proper diagnosis [11].

conclusIons

Nonspecific symptoms and insufficient diagnosis of the disease, as 
well as low awareness of its prevalence may lead toa delayed diagnosis, 
and thus to the appearance of severe and long-lasting effects.

parathyroid adenoma. The disease affects mostly women in the fifth 
to seventh decades of life, i.e. after menopause. The course of disease 
varies from asymptomatic to oligosymptomaticto severe damage 
to many systems persistingfor several years that may cause disabil-
ity [10, 11]. The basis for diagnosis is increased blood calcium and 
parathyroid hormone levels. In some patients with primary hyper-
parathyroidism, serum calcium concentration need not exceed the 
upper limit of normal, therefore frequent serum calcium measure-
ments are recommended [2, 3]. In the case of PTH determination, 
cases of hypercalcemia with low parathyroid hormone values have 
been described [12]. Therefore, it is fully justified to perform imag-
ing tests, i.e. ultrasound of the neck and scintigraphy to confirm the 
diagnosis. Furthermore, imaging tests allow to locate the adenoma 
before commencing the procedure, which facilitates surgical excision 
of adenoma and reduces the occurrence of relapses. Due to the lack 
of characteristic symptoms, the existence of an oligosymptomatic 
form and deviations in laboratory tests, it may be difficult to make a 
diagnosis.  Moreover, the most frequentprevalence in a specific age 
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Fig. 1.  Intraoperative picture – dissection of parathyroid tumour. Fig. 2.  Intraoperative picture – parathyroid adenoma.
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