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Abstract Primary hyperparathyroidism is a common manifestation of parathyroid disease. Atypical parathyroid
adenoma and parathyroid carcinoma are rare causes of primary hyperparathyroidism and pathologic differentiation is
challenging. A 44-year-old Caucasian female presented with abdominal pain, nausea, and vomiting. Her serum
calcium, intact PTH, and lipase levels were elevated at presentation. Radiological assessment revealed a parathyroid
mass. After parathyroidectomy, pathology demonstrated an atypical parathyroid adenoma. We present a case of
primary hyperparathyroidism due to an atypical parathyroid adenoma associated with acute pancreatitis.
Concurrence of severe hypercalcemia in the setting of atypical parathyroid adenoma and acute pancreatitis is very
uncommon, with a small number of reported cases.
Keywords: primary hyperparathyroidism, atypical parathyroid adenoma, acute pancreatitis
Cite This Article: Luis M. Nieto, Sharon Narvaez, Sinetsehay Temesgen, Pooja Singh, and Israel Orija,
“Acute Pancreatitis in an Atypical Parathyroid Adenoma: A Rare Case of Hyperparathyroidism.” American
Journal of Medical Sciences and Medicine, vol. 10, no. 2 (2022): 40-43. doi: 10.12691/ajmsm-10-2-1.

1. Introduction
Primary hyperparathyroidism (PHPT) is a medical
condition that alters calcium metabolism. The most
common presentation of PHPT is an asymptomatic patient
with elevated serum calcium and elevated parathyroid
hormone (PTH), or inappropriately normal PTH for
elevated calcium levels. A minority of patients can present
with or be complicated by acute pancreatitis in PHPT with
a prevalence of 1.5 to 13 % [1]. Parathyroid carcinoma
(PC) and atypical parathyroid adenoma (APA) are less
frequent causes of PHPT accounting for ≤ 1% and
1.2-1.3% of PHPT cases respectively [2]. Here, we present
an uncommon case of acute pancreatitis with an atypical
parathyroid adenoma.

2. Case Presentation
A 44-year-old Caucasian female presented with a oneweek history of abdominal pain, nausea, and vomiting.
Her past medical history was significant for depression
and post-traumatic stress disorder. Four months prior to
this admission, she was evaluated for hypercalcemia (total
calcium 10.8 mg/dL [8.6-10.3 mg/dL]) and elevated PTH
levels (136 pg/mL [12-88 pg/mL]) with an abnormal
sestamibi parathyroid scan suggesting a right parathyroid

mass. Dual-energy X-ray absorptiometry scan showed left
hip osteopenia. She reported unintentional weight loss in
the past month. Physical examination did not reveal any
palpable neck mass, but her abdomen showed moderate
epigastric tenderness with deep palpation. Initial
laboratory data showed calcium (Ca) 16.9 mg/dL, intact
PTH 1,126 pg/mL, and lipase 389 U/L (11-82 U/L).
Thyroid ultrasound (US) revealed a 3.1 cm right interlobar
mixed cystic nodule, highly suggestive of a parathyroid
mass. A sestamibi parathyroid scan demonstrated the same
findings from four months prior (Figure 1). Abdominal
US showed cholelithiasis without evidence of ductal
dilation. CT scan of the upper abdomen with IV contrast
revealed peripancreatic fat stranding (Figure 2). MRCP
showed no evidence of ductal dilation or filling defect and
a normal pancreatic duct. The patient was treated with
aggressive fluid replacement, Pamidronate, Cinacalcet,
and Calcitonin. She initially refused parathyroidectomy
and was discharged on Cinacalcet. One month later, she
presented with nausea, decreased appetite, constipation,
and depression. Calcium was 14.3 mg/dL and PTH 299 pg/mL.
Patient subsequently underwent right thyroidectomy and
left inferior parathyroidectomy. Post-operatively her
serum Ca and PTH normalized, and she was discharged
on calcium and vitamin D supplementation. Pathology
revealed benign hypercellular parathyroid tissue from the
left inferior parathyroid and atypical parathyroid adenoma
versus early low-grade parathyroid carcinoma from the
right superior parathyroid (Figure 3 - Figure 4).
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Figure 1. Sestamibi parathyroid scan with focal increased radiotracer activity

Figure 2. Fat stranding surrounding the pancreas head

Figure 3. Right superior parathyroid H & E 400x; clear cells with mitotic figure
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Figure 4. Right superior parathyroid H&E 400x; clear cells & necrosis

3. Discussion
Parathyroid carcinoma (PC) and atypical parathyroid
adenoma (APA) are less frequent causes of PHPT
accounting for ≤ 1% and 1.2-1.3% of PHPT cases
respectively [2]. As in our case, patients with PHPT who
present with parathyroid crisis (a life-threatening condition
due to multiorgan dysfunction in the setting of severe
hypercalcemia) should raise a suspicion of parathyroid
carcinoma. Among atypical parathyroid adenoma and
parathyroid carcinoma, pathologic differentiation is
challenging due to the similarity of their microscopic
appearance [3]. The presence of atypical cells, areas of
increased mitotic activity, necrosis, and fibrosis are
common pathological findings in both [4]. Atypical
parathyroid adenomas lack definitive invasive features
[5,6]. Parafibromin and Ki-67 are immunohistochemical
markers common to both and are used in combination
with histopathological findings for diagnosis [7]. Both
atypical parathyroid adenoma and parathyroid carcinoma
have a higher incidence of symptomatic hypercalcemia
when compared with typical adenoma [2]. The intraoperative
findings play a key role in differentiating malignant and
benign lesions, but its usefulness is limited in differentiating
APA from PC due to their histological superimposition
[8,9]. APA has been shown to have a good surgical
response and low recurrence [4]. Even though, some
experts, based on their own experience, recommend a
close follow-up [10].
PHPT was first reported to have an association with
pancreatitis in 1903 by Erdheim after a case of pancreatitis
in a patient with parathyroid adenoma [11]. Subsequently,
multiple case reports have emerged suggesting a casual
relationship. Acute pancreatitis in the setting of
hypercalcemia resulting from PHPT has a low prevalence,
1.5-7% [12]. The general proposed mechanism of
pancreatitis related to hypercalcemia is due to deposition
of calcium in the pancreatic duct, and calcium activation
of trypsinogen to trypsin within the pancreatic
parenchyma and subsequent autodigestion [13]. The
likelihood of pancreatitis may be related to the acuity of
calcium elevation and possible additional factors as people
with chronic hypercalcemia tend to have low prevalence

of pancreatitis in comparison with people with acute
hypercalcemia [1,13]. PC usually shows more severe
hypercalcemia and more complications, but some fatal
cases of acute pancreatitis have been reported in the
setting of APA [14,15].

4. Conclusion
The objective of this case is to highlight an uncommon
presentation of a rare disease (APA). Physicians should
suspect atypical parathyroid adenoma or primary carcinoma
in symptomatic patients with concurrent marked elevation
in Ca and PTH levels. Also, to consider PHPT as the cause of
acute pancreatitis when a patient has hypercalcemia and
negative workup for the most common causes (gallstone,
alcohol, post-ERCP and hypertriglyceridemia).
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