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Background:  Primary hyperparathyroidism is considered 
rare in pregnancy, and only about 200 cases have so 
far been reported in world literature. Severe adverse 
effects can occur to both the mother and fetus if left 
untreated. Parathyroidectomy remains the definit ive 
treatment. We present a  diagnosed  case of primary  
hyperparathyroidism who underwent a  minimally invasive 
parathyroidectomy with intraoperative PTH monitoring in 
the third trimester of pregnancy.

Case: A 38 year old female consulted our clinic due to a 
history of recurrent Urinary Tract Infection (UTI) and bilateral 
nephrolithiasis. Investigation  revealed an ionized calcium 
level of 1.59 mg/dl (normal value 1.05-1.25 mg/dl), and an 
intact PTH of 257 pg/ml. A parathyroid scintigraphy using 
Tc99m-sestamibi was done revealing a focal radioavid 
mass lesion immediately inferior to the left thyroid fossa, 
consistent with a parathyroid adenoma, approximately 
measuring 1.6cm x 1.1cm. She was advised surgical 
excision but opted to postpone surgery and medical 
therapy instead. After eight months, she followed up in 
our clinic, 30 weeks pregnant, with symptoms of nausea, 
vomiting and recurrent UTI. With recent ionized calcium of  
1.6 mg/dl, she agreed to the removal of the parathyroid 
tumor. Prior to her scheduled surgery, hydration was 
done and IV glucocorticoids were given to mature the 

lung surfactant of the fetus in case of premature labor 
induced by parathyroidectomy. At 34 weeks of gestation, 
patient underwent minimally invasive parathyroidectomy 
which revealed a parathyroid adenoma. Before the 
excision, intact PTH level  was 877 pg/ml and 10 minutes 
after excision, the intact PTH dropped to 48.8 pg/ml. 
When the ionized calcium level dropped to 1.03 mg/dl 
post-operatively, the patient experienced mild transient 
abdominal contractions and with slight tingling sensation 
over the face. Calcium supplementation was given which 
normalized calcium levels. The patient subsequently 
had an uneventful postoperative recovery and had an 
uneventful antenatal course.

Conclusion:  Surgeries  for hyperparathyroidism in pregnant 
women are usually performed in the second trimester 
of pregnancy, on the other hand there is an ongoing 
debate regarding the safety performed during the third 
trimester of pregnancy. We presented a case that was 
successfully performed during the third trimester with 
minimally invasive parathyroidectomy.  We also present 
this case due to its rare occurrence and discussed the 
preoperative management of pregnant  patients with 
primary hyperparathyroidism.
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Abstract

Case Report

 A 38 year old female with no known co-morbidities 
presented with fever and chills. She was diagnosed to 
have UTI and was given antibiotics. Because of  strong 
history of recurrent UTI, ultrasound of the kidney, ureters 
and bladder tests was performed showing multiple bilateral 
nephrolithiases. Initial  blood tests done revealed an 
elevated ionized calcium level at 1.59 mg/dl (nv 1.05-1.25 
mg/dl). She was then referred to an endocrinologist. Intact 
PTH was requested and was also found to be elevated. On 
further work-up  a parathyroid  sestamibi scan was performed 
revealing an abnormal gland at the inferior pole. Patient 
was then advised surgical  removal but she didn’t comply. 

A month later, patient became pregnant with her fourth 
child.
 At gravida 4 para 3, (G4 P3) patient considered her 
fourth pregnancy uneventful except for occasional nausea 
and vomiting during the first trimester which she attributed to 
normal pregnancy. At 30 weeks AOG, she again developed 
UTI. Enterobacter  species was cultured in her urine. She was 
given appropriate antibiotics. Antepartum fetal  ultrasound 
showed biometric parameters of the fetus were below 
normal for age of gestation. Patient then decided to follow-
up with her endocrinologist. Ionized calcium went up to 
1.6 mg/dl. Surgery was again advised and this time patient 
agreed.
 Patient underwent left inferior parathyroidectomy at 
34 weeks  age  of gestation under cervical block. Intra-op  
intact  PTH assay was done. Before the excision, iPTH level 
was 877 p/ml. Ten minutes after excision, iPTH dropped to 48.8 
pg/ml. Histopathologic findings of the excised parathyroid 
gland  confirmed a parathyroid adenoma.
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 Patient complained of mild tingling  sensation over the 
face  around  eight hours post-op when  her  ionized  calcium 
level was 1.03. She was given oral calcium tablets. Her 
ionized calcium remained within normal range thereafter. 
Fetal  heart  rate post-operatively ranged from 160-180 
beats/min. Patient  did well  and  had  an uneventful 
antenatal course thereafter.

Discussion

 Primary  hyperparathyroidism  is  quite rare  in  pregnancy. 
Until 2002, less than 200 cases of such condition identified 
during pregnancy were reported in medical literature. 1 It 
is estimated that primary hyperparathyroidism occurs at 
approximately eight per 100,000  population year. 2

 Despite  its  rare  occurrence, primary hyperparathyroidism 
in pregnancy can lead to increased risk of maternal and 
perinatal mortality if left untreated.4 PTH, Vitamin D3, 
calcitonin, and various factors  are  involved  in the calcium 
homeostasis during pregnancy. Physiologic adjustments 
intended  to  maintain maternal calcium levels  occur despite  
the increasing  calcium requirements for fetal skeletal 
development. 3 There is active transport of calcium to the 
fetus to maintain the fetal requirement. At birth, the abrupt 
loss of the placental source of calcium leads to a drop in 
fetal calcium concentrations. Prolonged hypercalcemia in 
the infant may lead to abnormal  parathyroid development, 
or the absence of parathyroid formation. 2 After birth, the 
neonate would not be able to regulate its own calcium 
metabolism causing  hypocalcemia and  tetany. Delmonico 
et al4  reported a 20-30 percent  incidence of fetal  
or neonatal death and 50-60 percent incidence of 
complications during pregnancy. It is therefore important 
to emphasize early recognition since such condition can 
be treated, which significantly improves maternal and fetal 
outcomes.
 In  the above case,  the pat ient was cl in ical ly 
asymptomatic with the finding of bilateral nephrolithiases, 
which possibly caused her recurrent UTI, and an elevated 
ionized calcium on rout ine blood works.  Typical ly , 
hypercalcemia affects many organs. Some patients may 
present with nonspecific symptoms such as lethargy, thirst, 
polyuria, muscle weakness, vomiting, anorexia, insomnia, 
depression  or emotional lability. 5 However in most advanced 
cases, patients may present with weight loss, bone pain, 
pathologic fractures, pancreatitis, urinary tract infection or 
hypertension. The occurrence of a  generalized seizures  may 
mimic eclampsia.6 In pregnant women, fetal complications 
include intrauterine growth retardation, low birth weight, 
preterm delivery, intrauterine fetal demise, postpartum 
neonatal tetany and permanent hypoparathyroidism.7

 Persistent  hypercalcemia and an elevated serum  PTH 
level confirm  the diagnosis of primary hyperparathyroidism.8 
All serum calcium concentrations should be corrected 
to the prevailing serum albumin concentration. Ionized 
calcium levels are unaffected by serum albumin levels.9 
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Intact PTH can be measured by immunoradiometric or 
immunochemical assay. In about 10 percent of patients, 
the PTH level is not elevated but is in the upper one half of 
normal range.10

 Parathyroidectomy  is the definitive treatment for 
pr imary hyperparathyroidism.11 When performed by 
experienced endocrine surgeons, this  procedure has 
reported success rates of 90 to 95 percent with low 
complication rates. In pregnant women, it is preferable 
to perform  parathyroidectomy after the first trimester. 
Second trimester  is  recommended  as the optimum time 
for surgery, after  all fetal systems  have developed and the 
fetus has time to allow for recovery of  his own parathyroids.12 
In our case, the patient underwent parathyroidectomy 
on the third trimester. Although only few reports mention 
parathyroidectomy in the third tr imester,  there was 
no mention of increased risk of maternal or neonatal 
complications.13

Conclusion

 It is therefore remarkably important to recognize 
hyperparathyroidism  early and consider hypercalcemia in 
the differential diagnoses in case of nephrolithiasis  since 
early recognition can significantly improve maternal and 
fetal outcomes.
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