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Parathyroid Glands

* Four glands located
behind the thyroid

* Length 6 millimeters
* Width 3 millimeters
* Thickness 2 millimeters

* Often accidentally
removed

* Normal function with at
least 2 glands




Ectopic Parathyroid tissues

In rare cases the parathyroid
thyroid glands.

Location of Ectopic glands:
Paraesophageal (28%)
Mediastinum (26%)
Intrathymic (24%)
Intrathyroidal (11%)
Carotid sheath (9%)

High cervical (2%)

glands are located within the
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NOTE

Primary
Hyperparathyroidism and
Malignancies account for 90% of
cases of

hypercalcemia










*TERTIARY HYPERPARATHYROIDISM is charac

the development of autonomous hypersecretion of
hypercalcemia.
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ETIOLOGY of PHTPp

* A single adenoma is found in 80% of patients
* Parathyroid gland hyperplasia occurs in 20% of patients.

* Primary hyperthyroidism is associated with MEN I and IT.
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PHYSICAL FINDINGS 2
PRESENTATION

* Primary hyperparathyroidism can be classified as
asymptomatic (75% to 80%) and symptomatic.

* Physical examination may be entirely normal. The
presence of signs and symptoms varies with the rapidity

of development and degree of hypercalcemia.
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Clinical Features

* Gastrointestina|: constipat

ion, anorexia, nausea
Pancreatitis, ulcers, abdo

» Vomiting,
minal pain
* Central nervous system:

confusion, anxiety, fatigue,
obtundation, psychosis,

lassitude, depression, coma

* Genitourinary: renal stones,

renal insufficiency, polyuria,
nocturia.







INVESTIGATIONS:

PTH levels

Calcium, phosphate

RFTS and serum electrolytes
Ultrasound neck

CXR (bones,lungs )

CT scan / MRI
Mammogram

ECG = short QT interval
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Radiography - HPT

* Osteopenia
* Subperiosteal resorption (diagnostic)
* Brown tumors (cystic accumulations of fibrous tissue)

* Loss of cortical definition

* Soft tissue calcification
* Metastatic calcification; eg., vascular calcification































Investigati o —

* S. Calcium and Phosphate levels
S. Albumin
RFTs (for renal disease)
PTH levels
Parathyroid antibodies (present in idiopathic
hypoparathyroidism)
Vitamin D level
Magnesium level
X-rays of metacarpals (showing short 4th metacarpals-
-- pseudo hypoparathyroidism)
ECG
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Brain Calcification




freatment chronic Hypocalcemia
Treatment is aimed at correcting the cause.

* Oral calcium supplementation (500-1,500 mg elemental Ca2+)

calcitriol 0.5-1 ug/day are generally used for patients with

hypoparathyroidism or PTH resistance, chronic kidney disease, and
osteomalacia.

* Thiazide diuretics. ( reabsorb calcium )

* Nutritional vitamin D deficiency, either cholecalciferol(effective
dose 400-1,000 U/day) or ergocalciferol (effective dose 25,000—
50,000 U three times/week)




Treatment of Hypocalcaemia ™

Severe Symptomatic:

*IV10% Calcium Gluconate 10 ml over 10 minutes

*Continuous IV infusion of Calcium Gluconate @ 0.1 mmol/kg
over 24 hours

*Continuous Cardiac monitoring for Bradycardia

Severe Asymptomatic:
Oral Calcium Supplements @ 0.2 mmol/kg (Max 10 mmols or 400

mg Ca) 4 xa day




