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Introduction

Primary hyperparathyroidism (PHPT) commonly goes unrecognized due
to the physiological changes of pregnancy. Hypoalbuminemia, calcium
transport across the placenta, and an increased glomerular filtration rate
all contribute to the appearance of lower calcium levels In the pregnant
patient. In addition, estrogen Is thought to inhibit parathyroid hormone
(PTH)-mediated bone resorption, causing a dose-related reduction In
serum  calcium IN pregnancy.PHPT Is rarely diagnhosed
during pregnancy but Is associated with significant maternal and fetal
morbidity and mortality. Gestational age and the severity of
hypercalcemia should be taken into account when assessing the risk-
benefit balance of a conservative approach  versus parathyroid
surgery.Subcutaneous calcitonin is also utilized and has a category C
rating. Current evidence supports parathyroidectomy Is the main
treatment, performed preferably during the second trimester, when the
serum calcium Is above 11 mg/dL. We report the clinical course of a
woman with newly diagnosed gestational PHPT who refused minimally
iInvasive parathyroidectomy during and after pregnancy.

Case report

A 23 -year-old primigravida woman presented during her 35th week of
gestation with a two day history of severe nausea and vomiting.She
denied any history of abdominal pain, constipation, polydipsia, polyuria,
weight loss, muscle weakness. She had no history of calcium disorders,
kidney stones, fractures, osteoporosis. She was not taking any drugs
which could Iinfluence her calcium status . Admission laboratory tests
revealed several hypercalcemia with a adjusted calcium level 18.43
mg/dL, phosphorus 2.39 mg\dl and parathyroid hormone(PTH) 775 pg/mil
serum alkaline phosphatase(ALP) 157iu/L wurinary calcium level
903 mg/24 hr. hr Other blood electrolytes, including magnesium and
ium ,1,25-dihydroxycholecalciferol, ECG, and corrected QT
are all within normal limits .Ultrasound examination of her neck
nicious parathyroid enlargement at the inferior pole of
g 1/x13 x11 mm. Severe hypercalcemia was

allne infusion, calcitonin,diuretic and
lve parathyroidectomy during
aedevel of 13.5
mg\dl, cesaran section was performed. The baby was healthy and
normocalcemic with a calcium level of 9.8 mg/dL and a PTH level of
121 pg/mL on day 1. After pregnancy she again refused
parathyroidectomy and medical treatment and the mother and baby were
discharged home on the six day after delivery.

Discussion

Hypercalcemia during pregnancy Is uncommon and mostly associated
with PHPT. Because of up to 80% gravid patients with PHPT are
asymptomatic, diagnosis is more difficult. Complications associated with
PHP In pregnancy have been reported to occur in up to 67% of mothers
and 80% of fetuses. Hyperemesis gravidarum, preeclampsia, urinary tract
Infections, muscle weakness, mental status changes can be seen

There are elevated miscarriage rate.Reportedjfetal complications
iInclude intrauterine growth retardation, pretermpdelivery, intrauterin
fetal demise, postpartum neonatal tetany. Hyper@alcemia during the
pregnancy Is a life threatening condition for botg@mother and fetus.
If asymptomatic moderate hypercalcemia (<12 dl) Is present, It IS
appropriate to follow a conservative policy. al hydration and
decrement of dietary calcium intake with are pmmended. The
patient can be followed up to the end of first t ter as long as
calcium level Is kept below 12 mg/dl (1). Beside Jjuate hydration
and diuresis, calcitonin Is the other medical ent options.
Emergent parathyroidectomy should be consic f the clinical
stabilization and control of hypercalcemia can n omplished.
Parathyroidectomy iIs recommended during th ] trimester
when the risk of anesthesia-induced preterm de west and
organogenesis Is complete (2,3). The minimally lrgery or
bilateral neck exploration can be preferred (4,5). Ing the
third trimester classically has a higher risk of p arella
and Gossain reviewed 38 women who underwe DMy
/ women during first trimester, 18 during second d
trimester. A 58% perinatal complication rate was
trimester parathyroidectomy (3). At the sa
uncomplicated third trimester have been reporte
presentation blood calcium level Is greater t
denied minimally invasive parathyroidectomy d
When her serum calcium level dropped the levs
medication, caesarean section was performe
healthy and normocalcemic with a calcium leve
PTH level of 121 pg/mL on day 1.

Conclusions

Timely recognition and effective management o
IS Important because it represents a preventable
maternal morbidity and mortality.Although our ce
both maternal and fetal outcomes was exc
Intervention.
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