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Summary and Conclusion

Hyperparathyroidism 1is a serious metabolic
disorder, The incidence of hyperparathyroidism is about
one in 20.000 people. The incidence of
hyperparathyroidism has increased substantially, largely
as a result of routine blood calcium measurement.
Primary hyperparathyroidism is usually a disease of
adults, most cases occur in the fifties or later in life, it is
more common Iin women than in men, and most
prevalent in postmenopausal women. Of all patients
with PHPT, approximately 87% have a single adenoma
while only 9% have four-gland hyperplasia, 3% have
double adenomas, and 1% have parathyroid carcinoma ,
Although most patients with Primary
Hyperparathyroidism have sporadic disease, some
Patients have primary hyperpara-thyoidism associated
with familial endocrinopathies, including multiple
endocrine neoplasia type 1 (MEN1), multiple endocrine
neoplasia type 2 (MEN 2), familial hyperparathyroidism
without other endo-crinepathies and neonatal

hyperparathyroidism.

The most common presentation of PHPT is the
detection of unsuspected asymptomatic hypercalcemia

by routine biochemical screening diagnosis of
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Introduction

Hyperparathyroidism is a serious metabolic
disorder, The incidence of hyperparathyroidism is about
one in 20.000 people. It's fairly uncommon-actually sort
of rare. Thus, most surgeons only see one patient with
this disease per Year or two, It occurs in women more
often than men , and the average age is about 58 years
old , but people of any age can get it , The types of
hyperparathyroidism is primary, secondary and tertiary
hyperparathyroidism [Gordon , 2006].

The most common cause of excess hormone
production (hyperparathyroidism) is the development of
a benign tumor in one of the parathyroid glands. This
enlargement of one parathyroid gland is called
parathyroid adenoma which accounts for about 90% of
all patients with primary hyperparathyroidism.
Approximately 9% of all patients with primary
hyperparathyroidism will have an enlargement of all
four parathyroid glands, a term called parathyroid
hyperplasia. In about 1% of  primary
hyperparathyroidism the cause may be due to cancer
[Ray Sahclian, 2006].



Selective unilateral neck exploration guided by
preoperative sestamibi (SM) scanning, is an effective
surgical approach for the management of primary

hyperparathyroidism [Baliski et al., 2005].

Since the initiation of maintenance dialysis and
renal transplantation, the lives of patients with chronic
renal failure have been prolonged, secondary
hyperparathyroidism develops as a result of the
metabolic alterations occurring in chronic renal failure,
phosphate retention and hyperparathyroidism in
conjunction with a decrease in the renal production of
vitamin D3 reduce the serum calcium producing
secondary hyperparathyroidism. Also, aluminum present
in the dialysate water and in oral phosphate binder
medications accumulates in bone and contributes
substantially to the osteomalacia component of the

disease.

Therapy should be directed toward controlling
the serum phosphate level by dietary restriction, Tertiary
hyperparathyroidism is a further stage in the
development of reactive hyperplasia, where autonomy
occurs, as the parathyroid no longer respond to

physiological stimuli [Koop, 2006].



Accurate preoperative localization benefit both
the patient and the surgeon by limiting exploration,
thereby reducing the risk of complication such as
damage to laryngeal nerve and normal adjacent
parathyroid glands. So a reliable method for a
preoperative localization of a parathyroid gland has long
been sought to increase the cure rate of surgical
treatment [Kaplan, 1989].

Surgical management of primary

hyperparathyroidism is a very effective method.

Complications are infrequent and mortality is very
low [Libansky et al., 2004].

Owing to Spectacular growth and the advances in
the trends of localization and management of parathyroid
disease we decided to put the subject again into light
through a concise review demonstrating the current

trends and advances in management.



Aim of The work,

The aim of this work_is to spotlight the recent
trends in management of fyperparathyroidism
regarding recent preoperative investigations
and localization studies and new surgical and
non-surgical methods of treatment



Chapter 1

Anatomy of
Parathyroid Glands



