Case Report

iMedPub Journals

http://www.imedpub.com/

DOI: 10.21767/2471-8041.100052

2017

Vol.3 No.2:17

A Parathyroid Adenoma Dorsal of the Esophagus, An Ectopic Localization
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A 65-year-old female was analyzed because of obstipation
and hypercalcaemia, which was the result of primary
hyperparathyroidism. The parathyroid adenoma was
ectopically located. Initial physical examination was
performed, followed by subsequent laboratory and
ultrasound examination, tc-99m sestamibi scintigraphy
and computed tomography. It revealed a parathyroid
gland with an ectopic localization dorsally of the
esophagus. The ectopic parathyroid adenoma was
surgically removed, and her complaints disappeared.
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Introduction

Parathyroid adenomas are benign tumors of the parathyroid
gland, which often cause hyperparathyroidism. The
parathyroid glands are generally located on behind the thyroid
gland in the neck. In general, humans have four pea-sized
parathyroid glands. Since less than 0.1% of the inferior
parathyroid glands are located ectopically [1]. Our case
represents a rare finding. It is important to identify all possible
locations of abberant pararthyroid locations in order to aid
physicians in  future diagnostic dilemma’s regarding
hyperparathyroidism.

Case Presentation

A 65-year-old female was admitted to the department of
Internal Medicine, because of hypercalcaemia. She presented
with obstipation, abdominal pain, and muscle ache, loss of
energy, dizziness and joint pain in shoulders, hands, knees, and

feet. Her medical history included a uterus myomatosus,
uterus prolapse, adnexa extirpation and sterilization,
appendectomy, hypertension, tuberculosis and a transient
ischemic attack.

Physical examination did not reveal any abnormalities.
Laboratory tests showed an increased calcium of 3.60
(2.20-2.65 mmol/L), increased parathyroid hormone (PTH) of
72 (1.6-6.8 pmol/L) and increased vitamin D 1.25 of 430
(43-168 pmol/L).

Due to a suspected primary hyperparathyroidism, additional
imaging was performed. No abnormalities were seen on a
ultrasound of the neck and (para)thyroid glands. A Tc-99m
sestamibi scintigraphy showed no lesions in the neck; however
it did reveal a lesion suspected for an ectopical parathyroid
adenoma paratracheal on the dorsal left side.

The patient was initially treated for hypercalcaemia with
aminopropylidine diphosphonate (APD) infusion and Mimpara.
Mimpara is a calcimimetic which activates the calcium-sensing
receptor. This inhibits PTH secretion and lowers serum calcium
levels. However, due to symptoms of hypocalcaemia the
patient stopped using Mimpara after a while. The serum
calcium levels normalised, although PTH remained elevated at
73 pmol/L.

During time, her calcium levels increased slowly, after the
Mimpara was stopped. Because she did not want to use
medication, she was referred to the surgical outpatient clinic.
At 7 months after initial presentation, a CT-scan of her neck
was performed to determine the exact location of the
suspected ectopic parathyroid adenoma. The CT-scan showed
the presence of a sharp defined lesion of 2.0 x 1.1 x 0.5 cm
ventral to the vertebral corpus of thoracic vertebra 1 and left
dorsal to the oesophagus, corresponding to the lesion on the
Tc-99m sestamibi scintigraphy (Figure 1). A resection of the
suspected adenoma was planned.
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Figure 1 Computed tomography of the ectopic parathyroid adenoma in a 65-year-old female.

During surgery (a minimal invasive adenectomy) complete without complications. Figure 2 shows the ectopic parathyroid
excision of the ectopic parathyroid adenoma was achieved adenoma during surgery.

Figure 2 Excised ectopic parathyroid adenoma in a 65-year-old female.

warranted. In this case, there were no familiar endocrine

tumors.
In this case, the diagnosis was primary hyperparathyroidism

due to a parathyroid adenoma with an ectopic localization.

Primary hyperparathyroidism can be present in patient with

multiple endocrine neoplasia (MEN-syndrome). In case of Symptomatic hyperparathyroidism (nephrolithiasis,

endocrine tumors in family history, further diagnostics are symptomatic hypercalcemia) is always an indication for
treatment. In asymptomatic hyperparathyroidism, indications
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for treatment are listed in the guidelines from the Fourth
International  Workshop on  Asymptomatic  Primary
Hyperparathyroidism [2-9].

Only definitive care in primary hyperparathyroidism consists
of surgical excision of the parathyroid adenoma(s). Medical
treatment is reserved for patients who are poor surgical
candidates. Hypercalcaemia can be treated with Mimpara.
Bisphosphonates can increase bone mineral density.

Surgical excision of the ectopic parathyroid adenoma was
achieved without complications. Histological analysis
concluded a parathyroid adenoma with a weight of 0.99 gram.

During follow-up at the outpatient clinic there were no
symptoms of hyperparathyroidism. At 2 months after surgery
the calcium levels remained normal (2.46 mmol/L) and the
PTH level normalised (5.5 pmol/L).

Discussion

In general, the parathyroid glands are located on the thyroid
gland in the neck. In 85% of humans, four pea-sized
parathyroid glands are present. The parathyroid glands
produce PTH which regulates calcium and phosphate
homeostasis. In case of PTH overproduction serum calcium
levels are increased through enhanced bone resorption,
increased intestinal calcium absorption and decreased urinary
excretion [1].

As mentioned before, primary hyperparathyroidism is in
90% the cases caused by a solitary parathyroid adenoma [2-5].
The other 10% is caused by multiple adenomas, parathyroid
hyperplasia of a very rare parathyroid carcinoma. Since only
less than 0.1% of the inferior parathyroid glands are located
ectopically, our case presents a rare finding [1].

After diagnosing primary hyperparathyroidism through
biochemical evaluation, preoperative parathyroid localization
studies are used to localize a parathyroid adenoma. In case of
a single adenoma an excision by minimally invasive surgery is
the preferred course of treatment. Patients suitable for a
minimally invasive surgical approach require concordant
localizing studies [6-10]. If imaging is not concordant,
exploration with intra-operative PTH measurements is
indicated.

The most common cause of persistent hyperparathyroidism
is @ missed parathyroid adenoma [11]. The most common site
of missed adenomas is the tracheal-oesophageal groove in the
posterior superior mediastinum (27%). In case of a missing
gland it is important to distinguish between superior and
inferior glands, which can be established based upon e.g. their
migration pattern [12]. Superior glands in general migrate
minimally caudally towards the dorsal surface of the thyroid
gland. Inferior glands in general migrate caudally and medially
and thus can be localized anywhere between the pericardium
and jaw [12,13]. Ectopic parathyroid adenomas are
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predominantly located in the thymus (38%), followed by the
retro-oesophageal region (31%) and intrathyroidal (18%) [14].

Postoperative complications after parathyoidectomy are
rare. Complications which could occur are among others:
operative failure, wound infection, hematoma, postoperative
mild or severe hypocalcaemia, recurrent laryngeal nerve injury,
and permanent hypoparathyroidism.

Postoperative hypocalcaemia is an important complication,
which occurs within the first 24 to 48 hours after surgery. For
this reason, calcium and serum PTH should be monitored.
Distinction between mild and severe hypocalcaemia can be
made postoperative. Hypocalcaemia can be characterized by
tetany, seizures, paraesthesia’s, anxiety, depression,
hypotension, bradycardia and papilledema.

Mild hypocalcaemia is generally treated through a short
period of daily 1500-2000 mg oral calcium suppletion due to
calcium carbonate or citrate. Patients with severe
hypocalcaemia should be treated with oral and intravenous
calcium supplementation. Thereby concomitant
hypomagnesemia should be corrected [15].

In this case, the patient did not suffer from hypocalcaemia.
In summary, we report a case of an ectopic parathyroid
adenoma located dorsal of the oesophagus in a 65-year-old
female. Less than 0.1% of the inferior parathyroid glands are
located ectopically.

Conclusion and Learning Points

Primary hyperparathyroidism is usually caused by a solitary
parathyroid adenoma.

Less than 0.1% of the inferior parathyroid glands are located
ectopically.

In case of suspected ectopic parathyroid adenoma
additional CT-scanning is advantageous to localize the
adenoma and establish anatomical relations.
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