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Giant Parathyroid Adenoma in the Posterior
Mediastinum

Soo-Hee Kim, M.D., Jandee Lee, M.D., Ji Sup Yun, M.D.,
Chi-Young Lim, M.D., Kee-Hyun Nam, M.D., Hang-Seok
Chang, M.D., Woong Youn Chung, M.D. and Cheong Soo
Park, M.D.

An ectopic hyperfunctioning parathyroid gland is a well-
known cause of failure of an initial surgical procedure for
primary hyperparathyroidism. Primary hyperparathyroidism,
which is usually asymptomatic, occasionally presents with a
hyper-parathyroid crisis. Techniques for preoperative locali-
zation are of great importance to prevent or minimize ne-
gative exploration and the possible need for future additional
exploratory surgery. Surgical resection is the only way of
managing mediastinal parathyroid adenoma. Without removal
of the involved parathyroid glands, severe hypercalcemia will
progress to multisystem organ failure affecting the gastro-
intestinal, cardiac, renal and cerebral functions, with the mor-
tality rate approaching 100%. We describe a patient with hy-
perparathyroidism that was caused by a large posterior me-
diastinal parathyroid adenoma. (Korean J Endocrine Surg
2006;6:42-45)

Key Words: Primary hyperparathyroidism, Giant parathyroid
adenoma
S4 chof: A FZMM |

=
AN M=

or
0ol

S, A F4

Department of Surgery, Yonsei University College of Medicine,
Seoul, Korea

AYAAL G, A2 ANET AEF 134
120752, QAL o) Fef s} o] 2}stud
Tel: 02-2228-2100, Fax: 02-313-8289
E-mail: ysurg@yumc.yonsei.ac.kr
1 Al&<19 1 20069 79 18Y
S8 20059 5¢€ thhe] sty FA Sl EAE T
0} f‘)‘],

X

Bl iz
rir

oo

0z a0
3 14
PSEXCINETEES
N =

g R AERAFE RAAd s2Re A
U2 Q18] op/lHm g EF Ale BAFH AEol
oAEA P 5RAFe GEE TRl Ay
Avg 1058F2 Bole FuolAw, A At
2 A4 Zau 4247 2L BAE 9o & Atk
BAA A%l 9@ A BRA N5PAFY 22
A ARE Pavh g FAFA 9H AAo .
% ¥ ABEYZF] AT BASAY, DA Holr Yy
o JRATLQ)

A BAPEAT o A st F19 W o5 7
27h A2 g2 245 A et 4 B e
BE SAAEE 4R A FE F3F 13 2909 9
ou, & B HHE FARRE FABAA e
§ R0l BADLE) G FAF BAHE 27

-

(4,5 EEA %4537l & (mediastinal exploration)©]
5

AAEE A2 QB4 BRAA A5 RAF BAA B
3 A BAA A 192 AP
H

0l
o

ionized Ca™ 62 mg/dl (B4 45~52)8 A540AS
i, 771912 15 mygdl (B4 25~452 A A4S BY

b 3 RN T EELS 705 pgml (B4 15~65 pg/ml,
Radio-immunometric assay)Z #A e 715 RYTE 19,
g3 gZetel TA9EA 91 UL (B4 38.0~115.0),
BUN 10.1 mg/dl (373; 5.0~25.0), Zd°}Eld 0.8 mg/dl (%
2 05~13) 2 ¥4 4.1 mmol/L (B4 35~55) 5 &



/N
y%

HUl et 84F 101 43

o
]

9 : FEHSH LM

ST o

o
4t

Btk B 253 gt A Solad
2+ 270 (*™Tc Sestamibi scan)o Al &
2ol HEHJHFig. 1A). T3 FH
T 22 fAA A 29 TS
2x12 cm 27)¢] 237} B2 chEg 1B).
T AX S R ol dAlEH 5 24
P AAlES AldE AT FE AR 9
o] AA 7 WEetal guto] P o] e oF 11.0x
35x1.7 em 2719 F37F Ak FH FF4TA BEE
AUTHFig. 24). T = FAHF 24d0] gldem vrgjrt =
Ho] ¢xg A7} 7bs st ATh(Fig. 2B). Ml 237 HAMY
T AFo g SAHAGEg. 3). FA= T F 7Y

N
9
%
>
[>

N

az

Fig. 1. (A) Chest CT shows that about 12 cm sized elongated mass
is noted at the periesophageal and posterior mediastinum
(arrow). (B) MIBI scan shows abnormal uptake in the
posterior mediastinum (arrow head).
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Fig. 2. (A) Operative findings shows well-circumscribed parathyroid tumors located in the posterior mediastinum (arrow). (B) Surgical
specimen revealed the mass was approximately 12.5%3.5x1.7 cm in size.



Fig. 3. (A) Sheet like proliferation of monotnoous cohesive cells with uniform nuclei punctated by loose edematous vascular stroma (H&E
x100). (B) Immunochemical staining with chromaffin also sholwed discoloration.
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