I OLGU SUNUMU CASE REPORTI

Narin NASIROGLU IMGA 2
Ozgiir KARAKURT
Bercem AYCICEK DOGAN,?
Zeynep KARABULUT ¢
Yasemin TUTUNCU,

Dilek BERKER,?

Biilent KOGER®

Serdar GULER?

Clinics of

aEndocrinology and Metabolism,
®Thoracic Surgery,

‘Internal Medicine,

Ankara Numune Training and
Research Hospital, Ankara

Gelis Tarihi/Received: 20.02.2015
Kabul Tarihi/Accepted: 27.04.2015

Yazisma Adresi/Correspondence:
Narin NASIROGLU IMGA
Ankara Numune Training and
Research Hospital,

Primary Hyperparathyroidism Caused by
Ectopic Adenoma Resected by
Video-Assisted Thoracic Surgery: Case Report

Ektopik Adenoma Bagli Primer Hiperparatiroidili
Olgunun Video Yardiml Torakoskopik Rezeksiyonu

ABSTRACT Primary hyperparathyroidism is characterized with excessive parathormone (PTH) se-
cretion from parathyroid gland. Ectopic parathyroid adenomas are rare. Herein we present a case
of primary hyperparathyroidism with severe long term elevated PTH levels due to ectopic parathy-
roid adenoma in mediastinal region and its successful surgical management with minimally inva-
sive techniques. Parathyroid adenomectomy was performed via left video assisted thoracoscopic
surgery (VATS). We concluded that VATS resection of an ectopic parathyroid gland in the ante-
rior mediastinum is simple and effective. This approach is less invasive than sternotomy and tho-
racotomy, and it may be first choice method for resection of ectopic parathyroid glands in the
anterior mediastinum.
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OZET Primer hiperparatiroidizm, paratiroid bezinden agir1 parathormon (PTH) salgilanmas ile ka-
rakterize bir hastaliktir. Ektopik paratiroid adenomlar1 daha nadir goriiliirler. Biz burada medias-
tinal bolge yerlesimli ektopik paratiroid adenomundan kaynaklanan ve minimal invaziv teknikler
kullanilarak bagarili bir cerrahi tedavi uygulanan asir1 yitkksek PTH diizeyleri ile seyreden primer
hiperparatiroidizm olgusunu sunmay1 amagladik. Sol mediasten yerlesimli ektopik paratiroid ade-
nomu eksizyonu amaciyla yapilan paratiroid adenomektomi sol tarafli video torakoskopik cerrahi
(VATS) yoluyla gerceklestirildi. On mediastende lokalize ektopik paratiroid adenom rezeksiyonu
i¢gin VATS yonteminin basit ve etkili olabilecegi sonucuna varildi. Bu yaklagim anterior medias-
tende lokalize ektopik paratiroid adenomlarinin rezeksiyonu i¢in sternotomi ve torakotomiye oranla
daha az invaziv oldugundan eger miimkiinse ilk yontem olarak tercih edilebilir.
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rimary hyperparathyroidism is characterized with excessive

parathormone (PTH) secretion from parathyroid gland. Laboratory

findings are hypercalcemia, hypophosphatemia and excessive bone
resorption.! Solitary parathyroid adenoma is seen in approximately 85% of
primary hyperparathyroidism cases. Parathyroid hyperplasia and parathy-
roid carcinoma account for 15% and 1% of the cases respectively.? Ectopic
parathyroid adenoma is detected in 4-16% of cases and 22% of them may be
located in the anterosuperior mediastinal region.>* Herein we present a
case of primary hyperparathyroidism with severe long term elevated PTH
levels due to ectopic parathyroid adenoma in mediastinal region and its suc-
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cessful surgical management with minimally in-
vasive technique. Video-assisted thoracoscopic
surgery (VATS) is a type of thoracic surgery per-
formed by the small ports and videoscope for vi-
sualization. When compared with thoracotomy
or sternotomy, VATS may result in less pain and
shorten recovery time.?

I CASE REPORT

A 38-year-old female admitted to our clinic with
long term complaints of severe back pain and
gait disturbance. In laboratory tests, serum cal-
cium (Ca): 11,64 mg/dL (8,5-10,5), alkaline phos-
phatase (ALP): 764 U/l (35-105), phosphorus (P):
1,51 mg/dL (2,5-4,5) and parathormone (PTH) lev-
els were 1385 pg/mL (15-65). Twenty four hour
urine calcium level was 1050 mg/day (100-321) and
also urinary calcium excretion was 2.5%. The bone
mineral density results were compatible for osteo-
porosis. Urinary ultrasonography (USG) showed
cortical millimetric calcifications in interpolar part
of left kidney. For location of parathyroid adenoma
at first parathyroid USG was performed. Parathy-
roid USG did not show any adenoma or hyperpla-
sia. Thyroid USG demonstrated microcalcification
in 5x5x8 mm irregular hypoechoic nonhemor-
rhagic nodule at infero-posterior of right thyroid
gland. Thyroid fine needle aspiration biopsy eval-
uation was reported as benign. Parathyroid single-
photon emission computed tomography (SPECT)
showed nearly a 27x48 mm lesion starting from
first costosternal joint on the left mediastinal mid-
line surrounding the aortic arch and reaching to
parasternal area (Figure 1). Thorax computed to-
mography (CT) revealed a 46x20x31 mm of hypo-
dense lesion located anterior to aortic arch in
anterior mediastinal fatty tissue. The patient was
transferred to thoracic surgery department for sur-
gical excision of the adenoma. Parathyroid adenec-
tomy was performed via left video assisted
thoracoscopic surgery (VATS) (Figure 2). After op-
eration within few hours PTH was decreased 50%
of preoperative levels. Postoperative first day both
Ca (6.79 mg/dL) and PTH (150 pg/mL) levels were
decreased and P level turned to normal range (3.1
mg/dL).

I DISCUSSION

There are four parathyroid glands. Two of them in
the bottom and other two at the top on both sides
of thyroid gland location. During embryogenesis
the upper parathyroid glands migrate with lateral
thyroid tissue and lower parathyroid glands mi-
grate with thymus. Because of the track can be re-
garded quite long, parathyroid glands may be seen
in any region from carotid bifurcation to peri-
cardium.>® The most significant laboratory finding
in primary hyperparathyroidism is hypercalcemia.
Furthermore, there may be hypophosphatemia, hy-
perchloremia, increased Alkaline phosphatase
(ALP) and excretion of urinary calcium.” In pri-
mary hyperparathyroidism, asymptomatic hyper-
calcemia is the most frequent finding. Skeletal,
urinary and gastrointestinal system symptoms may
be seen in symptomatic patients. Bone pain may be
seen in patients. Demineralization, pathologic frac-
tures, bone cysts and deformities are frequent find-
ings. Due to osteoclastic activity, osteitis fibrosa
cystica may occur.® Kidney stones, polyuria and
polydipsia may be seen.’ In our case, lytic lesions
were shown in bone graphs and in bone mineral
densitometry osteoporosis was reported. Long term
hypercalcemia and irreversible renal damage due
to precipitation of calcium into renal parenchyma
may lead to acute renal failure. However, there was
no abnormality in renal function tests of our pa-
tient.

USG, magnetic resonance imaging (MRI) and
CT are used in detection of parathyroid adenomas.
Tc-99m sestamibi SPECT is the most important im-
aging method for detection of ectopic parathyroid
adenomas.' In our case, by using Tc-99m sestamibi
scintigraphy, increased activity was observed in
mediastinum and diagnosis of ectopic parathyroid
adenoma was supported by thorax CT investiga-
tion.

The only curative treatment of primary hy-
perparathyroidism due to adenomas is surgical ex-
cision.!' Although it is rare, ectopic location of
adenoma always should be kept in mind. Intraop-
erative gamma probe during surgery is a very use-
ful device to differentiate the ectopic parathyroid
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FIGURE 1: Parathyroid SPECT of the lesion seen in the mediastinum.

adenoma from surrounding tissues for complete
surgical excision.

It is estimated that 11%-25% of all ectopic
parathyroid glands are present in the mediastinum
and 2% of these are not accessible through a cervi-
cal incision.!” These cases require sternotomy or
thoracotomy, which has a morbidity rate that ap-
proaches 20%.! In the anterior mediastinal com-
partment, VATS has been widely applied as a less
invasive procedure. It is feasible and less invasive;
the incision is small therefore the postoperative
pain is less. Parasternal mediastinotomy (Cham-
berlain procedure) may be an alternative approach

FIGURE 2: The parathyroid adenoma after the left video assisted thoraco-
scopic surgery (VATS).
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in the resection of anterior mediastinal parathyroid
adenomas. As in this case VATS performed through
two trochars with 2-3 cm of skin incisions, its cos-
metic result is superior to Chamberlain procedure.
In the literature it is recommended that ectopic
mediastinal parathyroid adenomas may be accu-
rately resected using video-assisted thoracic sur-
gery to avoid open approaches.'*

We concluded that VATS resection of an ec-
topic parathyroid gland in the anterior medi-
astinum may be simple and effective than
thoracotomy. This approach is less invasive than
sternotomy and thoracotomy, and if possible it
should be first choice method for resection of ec-
topic parathyroid glands in the anterior medi-
astinum.
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