
Abstract. – Ectopic parathyroid adenomas
represent a diagnostic challenge, since they are
quite rare in clinical practice. We present a case
of a 61 years old man with symptomatic hyper-
calcemia due to an ectopic parathyroid adenoma
in the upper-anterior mediastinum that was not
localized by the scintigraphy. Ultrasonography
identified a nodule on the left upper-superior
lobe of the thyroid gland, consistent with a
parathyroid adenoma; scintigraphy showed two
focuses of abnormal tracer uptake, one on the
left upper-superior lobe of the gland and the oth-
er on the right inferior lobe of the gland. Patient
underwent surgery to remove the adenoma on
the left side, but postoperatively PTH and serum
calcium level were still elevated. CT scan
showed a mass of 27 x 22 mm in the upper ante-
rior mediastinum, in front of the right emisoma
of D2.The final surgery allowed us to remove the
adenoma with a laterocervical approach. The
histopathology was consistent with parathyroid
adenoma.
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Introduction

Primary hyperparathyroidism is commonly
caused by either a parathyroid adenoma or
parathyroid hyperplasia. The embryological ori-
gin of parathyroid glands is the endoderma of the
third and fourth pharyngeal pouches. From there,
these glands migrate to their usual position be-
hind the thyroid gland. It is well known that
parathyroid glands can be found in aberrant loca-
tions, mainly in the thyroid parenchyma or in the
mediastinum1. Ectopic locations are related to the
migratory pathways of embriologic parathyroid
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tissue to the adult positions. Primary hyper-
parathyroidism due to ectopic parathyroid adeno-
mas can pose diagnostic and management chal-
lenges, especially when imaging studies have lo-
calized lesions to different sites2; localization is
highly important to guide surgery, and to reduce
morbidity and rate of recurrent hyperparathy-
roidism3. The presence of ectopic lesions should
be evaluated based on an understanding of the
developmental mechanisms of parathyroid glands
and the frequency with which ectopic lesions
have been found in specific locations. Some ac-
curate preoperative imaging studies, even if ex-
pensive, are recommended in order to minimize
the frequency with which ectopic lesions are
missed during clinical care and maximize their
accurate localization4,5.

Presentation of the Case
We present the case of a 61 years old male pa-

tient who, during a Day Hospital for chronic al-
cohol abuse, presented hypercalcemia. The pa-
tient has history of hypertension, COPD, is-
chemic heart disease, partial hearing loss and he-
patic steatosis. He had intact PTH of 206.7
pg/mL with hypercalcemia (14 mg/dL) and hy-
percalciuria; thyroid hormones were normal.
Neck US showed a normal thyroid gland and a
mass on the left superior lobe (4.6 x 3.4 mm pat-
tern II). A technetium-99m pertechnetate
methoxy-isobutyl-isonitrite (99mTc MIBI) scan re-
vealed two focus of abnormal tracer uptake in the
superior left lobe and inferior right lobe of the
thyroid gland. An additional US of the right thy-
roid lobe didn’t confirm the double localization.
Spinal radiographs with vertebral morphometry
masurements showed that D6, D7 and D8 were
wedge-shaped. He was diagnosed with primary
hyperparathyroidism.
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Treatment
The patient underwent monolateral cervical ex-

ploration to remove the left adenoma. It proved to
be a lymph node, histologically normal. His post-
operative PTH and ionized serum calcium re-
mained elevated. The patient underwent CT that
showed a mass in the upper-anterior mediastinum
(27 × 22 mm) below the right lobe of the thyroid
gland, in front of D2 (Figure 1); the mass showed
contrast uptake and was fluid with an intralesional
solid part. He underwent a second surgery, with
lateral cervicotomic approach (Figure 2); the mass
was removed (Figure 3) and the histological evalu-
ation confirmed the diagnosis of parathyroid ade-
noma, described the invasiveness of the mass to-
ward the fibrous capsule and the presence of
parathyroid cells in the paratumoral tissue. An ad-
dictional hystological examination confirmed the
presence of a thick fibrous capsule surrounding
the tumor, the capsule was infiltrated. Patient pre-
sented tracheitis and disphagia due to the two
surgeries that had occurred both within a month;
we we suggested the use of inhalatory steroids in-
stead of oral administration, as it is well known
that the inhalatory steroids are not able to modify
the concentrations of the endogenous corticos-
teroids, androgens and of their metabolites, with
respect to steroids orally administered6. At the last
follow-up, the patient resulted free of all symp-
toms and PTH and ionized serum calcium has re-
mained normal within the observation period.

Discussion

The peculiarity of the case is in the fact that
imaging (scintigraphy and US) were not consis-
tent in the precise preoperative localization and

that only CT scan after the first surgery showed
it. If there are two dissenting exams it is appro-
priate to use a superior technique to avoid reoper-
ations. Imaging is mandatory before reoperation,
and scintigraphy results should be confirmed
with a second imaging technique (usually US for
a neck focus, CT or MRI for a mediastinal
focus)7-8. We experienced a case of hyperparathy-
roidism in which both the scintigraphy and the
US indicated the wrong localization of the ade-
noma, leading to a first neck exploration that was
inconclusive. CT scan finally allowed us to lo-
cate the mass and to have it removed through a
lateral approach; surgery was performed in the
Thoracic Surgery Department. It is important to
consider the possibility of an addictional local-
ization of the adenoma in order to achieve the
right diagnosis and avoid inappropriate treat-
ments 9. This case emphasizes the fact that some-
times further preoperative imaging screening,
even if more expensive, are necessary to avoid
surgical mistakes, as in other diseases10.
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Figure 1. CT scan showing the mass in front of D2.

Figure 2. Lateral cervicotomic approach to remove the
mass.

Figure 3. The mass removed during the second surgery.
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