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CASE NO 1



Patient Name : Noor 
Beghum

MOA : OPD

DOA : 29/04/25

Age/Gender: 50Y/ Female

Resident of : AttockCASE 

PRESENTATION



HISTORY

Presenting Complaint:

• Right sided facial swelling for 5 months 

History of presenting illness:

• My patient Noor Beghum, normotensive, normoglycemic, was in 
USOH 5 months back when she started having the complaint of 
right sided facial swelling , slow in onset , gradually progressive in 
size, not associated with pain, fever, nasal blockage or epistaxis. 
There were no aggravating or relieving factors associated with the 
swelling. No treatment was taken.



PAST MEDICAL /SURGICAL HISTORY : Insignificant

PERSONAL HISTORY : Patient has no history of smoking or any substance abuse 

FAMILY HISTORY:No Hx of DM, IHD, Asthma, TB, Hep B & C, familial disease or 

head and neck malignancy. 
 

ALLERGY AND TRANSFUSION HISTORY : Insignificant

SOCIOECONOMIC HISTORY: Middle class



Patient of average height and lean built, sitting 
comfortably on bed, well oriented in time, place, and 
person

Vitally stable

BP: 120/85 mmHg

Pulse: 80 per minute, regular rate and rhythm 
with good volume

Resp. Rate: 16 per minute

Temp: 97.5 F

EXAMINATION



NAILS: 

No pallor, koilonychia, 
staining, brittleness.

HANDS: 

No Pallor, Palmar erythema, Fine 
tremors, palmar sweating, wasting of 

thenar or hypothenar muscles.

EYES: 

no pallor, jaundice, ptosis, 
protrusion, stye

EXAMINATION



EXAMINATION OF THE SWELLING

INSPECTION

• Diffuse swelling on Right side 

of face, about 5x4cm

• extending from right side of 

nose to middle of the cheek, 

superiorly upto orbit , inferiorly 

upto angle of mouth 

• No surface discoloration, scar 

marks, or visible veins



EXAMINATION OF THE SWELLING

PALPATION

•Non-tender, soft to firm swelling, 

on Right side of face

•Non-fluctuant

•Non-Mobile 

•Overlying skin pinchable, with no 

visible veins, scar marks or 

discoloration

•No cervical LAD



EXAMINATION OF THE ORAL CAVITY

• Poor orodental hygiene with loss of 

multiple teeth 

• Bulge on Right side of hard palate 

extending up to soft palate –non-

tender, firm, no mucosal changes or 

hyperemia

• tongue movements and gag intact

• no trismus  



EXAMINATION OF THE NOSE

• Raised floor of the nose on the right 

side

• Rest of the examination was 

unremarkable

EXAMINATION OF THE EAR

• Bilateral ear canals clear and 

Tympanic membranes intact



INVESTIGATIONS



HB

• 9.4 g/dl

TLC

• 10.9 
cells/µL

PLT

• 213,000 
/µL

PRE-OP

LAB WORKUP AND 

INVESTIGATIONS



S.Ca

• 13.5 
mg/dL

S.PO4

• 2.1 
mg/dL

PTH

• 1034 
pg/mL 

PRE-OP

LAB WORKUP AND 

INVESTIGATIONS



BIL

• 0.5mg/dl

ALT

• 16 U/L

ALP

• 126 U/L

CREATININE

• 0.9mg/dl

UREA

• 48mg/dl

BUN

• 22.9mg/dl

Na+

• 138mEq/L

K+

• 3.8mEq/L

Cl-

• 100mEq/L

LFTs

RFTs

S/E

LAB WORKUP AND 

INVESTIGATIONS



• Enlarged thyroid gland with isthmus

• Right lobe - TIRADS 4        

• Left Lobe - TIRADS 3                            

USG NECK

• Suspicion of Hemangioma
CT NECK AND 

FACE

• Parathyroid Adenoma
PARATHYROID 

SCAN



Preoperative Anesthesia 
Fitness

Consent for Surgery

parathyroidectomy under LA

Histopathological Diagnosis

MANAGEMENT 

PLAN



STEPS OF THE 

PROCEDURE



TRADITIONAL 

BILATERAL NECK 

EXPLORATION 

(BNE)
(RIGHT HEMI-THYROIDECTOMY 

AND PARATHYROIDECTOMY)



DISSECTION AND IDENTIFICATION OF STRUCTURES



IDENTIFICATION OF THE 

PARATHYROID ADENOMA 

FOLLOWED BY EXCISION





Keep NPO for 06 hours

I/V fluids over the NPO period

I/V antibiotics

I/V painkillers

Vitals monitoring

Observed for wound dehiscence

Sample sent for H/P

POSTOPERATIVE 

CARE



POST-OP

S.Ca

• 8.6mg/dl

S.PO4

• 1.8mg/dl

PTH

• 7pg/ml

WORK UP AND 

INVESTIGATIONS



HISTOPATHOLOGY 

FINDINGS



SPECIMEN ; 

ENLARGED PARATHYROID 

GLAND

FINDINGS; 

• PARATHYROID ADENOMA

• NEGATIVE FOR 

MALIGNANCY



SPECIMEN; 

NORMAL PARATHYROID 

GLAND

FINDINGS;

• UNREMARKABLE 

PARATHYROID GLAND

• NEGATIVE FOR 

HYPERPLASIA/ADENOMA 

OR MALIGNANCY



SPECIMEN ;

 RIGHT HEMITHYROID 

FINDINGS;

• SUGGESTIVE OF 

HASHIMOTOS THYROIDITIS 

• NEGATIVE FOR 

MALIGNANCY



CASE NO 2



CASE 

PRESENTATION

Patient Name: M. Saleem

Age/gender: 37/Male

Resident of: Bakhar

MOA: OPD

DOA: 04/07/2025



HISTORY

PRESENTING COMPLAINT: 

• A swelling infront of neck for 4 years

HISTORY OF PRESENTING ILLNESS:

• The patient, M.Saleem, known hypertensive, was in USOH 4 
years ago when he first developed the swelling in front of his 
neck that was slow in onset, gradually progressive in size. It was 
not associated with any fever, pain, dysphagia, or breathing 
difficulty. There were no aggravating or relieving factors, and no 
treatment was taken for the swelling before. 



HISTORY

He also had indigestion, bloating, and chronic constipation for 
which he was using GP medication, and severe mood changes

He also has a history of primary infertility for the last 6 years. 

He was diagnosed with B/L nephrolithiasis on a routine USG 
one year ago, but no intervention was done at that time.   



HISTORY

The patient also had a history of neck swelling for the last four 
years, which was not causing any discomfort for the patient. 

He also had indigestion, bloating, and chronic constipation, for 
which he was using GP medication, and severe mood changes

He also has a history of primary infertility for the last 6 years. 



HISTORY 

Last month, he developed B/L flank pain for which USG 
and CT KUB were done, which showed B/L 
nephrolithiasis and a stone in the left ureter, for which 
URS was done with no complications

On further workup, low phosphate levels and elevated 
Serum calcium and PTH levels were found, raising a 
strong suspicion of primary hyperparathyroidism. A 
parathyroid scan was subsequently advised, which 
confirmed the presence of parathyroid adenoma.



PAST MEDICAL/ SURGICAL HISTORY

• He has been a known case of HTN for the past 1 year 

and had been prescribed Tab Losartan 50 mg with which 

he is non-compliant.

• He had L4-L5 vertebral laminectomy about 5 years ago 

due to repeated complaints of lower back pain and was 

diagnosed with herniated intervertebral disc, with 

uneventful perioperative and postoperative period



HISTORY

PERSONAL HX: patient has no history of smoking or any substance abuse

FAMILY HX: Mother and Father are alive and healthy. Total four siblings with one 
brother and three sisters. 

No Hx of DM, IHD, Asthma, TB, Hep B & C, familial disease or head and neck 
malignancy. 

ALLERGY AND TRANSFUSION HX: Insignificant

SOCIOECONOMIC HX: Belongs to Upper Middle Class



EXAMINATION

Patient of average build and height as per his age, 
sitting comfortably on bed, well oriented in time, 
place, and person

Vitally stable

BP: 140/95 mmHg

Pulse: 76 per minute, regular rate and rhythm 
with good volume

Resp. Rate: 18 per minute

Temp: 97.5 F



GENERAL PHYSICAL 

EXAMINATION

NAILS: 

No pallor, koilonychia, 
staining, brittleness. 

HANDS: 

 No Pallor, Palmar erythema, Fine 
tremors, palmar sweating, wasting 
of thenar or hypothenar muscles.

EYES: 

   no pallor, jaundice, 
ptosis, protrusion, stye



NECK EXAMINATION

INSPECTION 

• Diffuse swelling on the Left side of the neck 

• Superiorly extending up to the hyoid bone, 
inferiorly to the lower border of the thyroid 
cartilage, laterally up to the anterior border of the 
Sternocleidomastoid muscle, extending up to the 
midline

• About 4x3cm - Moves with deglutition, not with 
tongue protrusion

• No surface discoloration, scar marks, or visible 
veins



PALPATION:

• Non-tender, firm, diffuse swelling, left 
side of neck

• Non-fluctuant

• In midline , more towards left side

• Mobile, with smooth surface 

• Overlying skin pinchable, with no visible 
veins, scar marks or discoloration

• No cervical LAD



EXAMINATION OF THE EARS

• Bilateral ear canals clear and Tympanic 

membranes intact

EXAMINATION OF THE NOSE

• No external nasal deformity

• No septal deviation or turbinate 

hypertrophy

• Olfactory sensation intact

EXAMINATION OF THE ORAL CAVITY / THROAT 

• Good oral hygiene with no abnormal 

findings in the oral cavity 



INVESTIGATIONS



LAB WORKUP AND 

INVESTIGATIONS

• COMPLETE BLOOD COUNT

• PT/APTT

• LFT

PT

• 10.6 sec

APTT

• 27 sec

BIL

• 0.38mg/dl

ALT

• 35U/L

ALK.P

• 183U/L

HB

• 11.5g/dl

TLC

• 8,600 
cells//µL

PLT

• 279,000 
/µL



LAB WORKUP AND 

INVESTIGATIONS

• RENAL FUNCTION TEST

• SERUM ELECTROLYTES

Na+

• 138mEq/L

K+

• 4.0mEq/L

Cl-

• 104mEq/L

CREATININE

• 1.6mg/dl

UREA

• 48mg/dl

BUN

• 22mg/dl

eGFR

• 49ml/min/1.73^2

URIC ACID

• 7mg/dl



S.Ca

• 14.6mg/dl

PTH

• 469.7pg/ml

S.PO4

• 2.1mg/dl

LAB WORKUP AND 

INVESTIGATIONS

PRE-OP



USG NECK

• Enlarged left lobe of thyroid 

showing a highly suspicous 

(TIRADS-V) nodule

• Few  benign spongiform and 

cystic nodules are also seen 

in both lobes



FNAC

• Benign cystic 

colloid nodule

• bethesda 

category: II



CT KUB



CT KUB

• Bilateral nephrolithiasis 

• left sided ureteric calculi causing 

mild upstream 

hydronephroureter 



PARATHYROID SCAN



A SINGLE 

PARATHYROID 

ADENOMA , CLOSE 

TO THE LOWER POLE 

OF THE LEFT LOBE 

ADJACENT TO LEFT 

STERNOCLAVICULAR 

JOINT.



MANAGEMENT 

PLAN

Preoperative Anesthesia 
Fitness

Consent for Surgery

Parathyroidectomy under LA

Histopathological Diagnosis





STEPS OF THE 

PROCEDURE



MINIMALLY INVASIVE  LEFT 

LOWER PARATHYROIDECTOMY 

FOR PARATHYROID ADENOMA 

UNDER SEDATION



POSITIONING, DRAPING 

AND INCISION





DISSECTION AND 

IDENTIFICATION OF 

THE TISSUE



EXCISION OF THE 

TUMOR





• Large parathyroid 

gland with cystic 

components

• located at sternal 

notch, adjacent to the 

left thyroid lower pole 

PER-OP FINDINGS



POSTOPERATIVE 

CARE

Keep NPO for 02 hours

I/V fluids over the NPO period

I/V antibiotics

I/V painkillers

Vitals monitoring

Observed for wound dehiscence

Sample sent for H/P



POST-OP

S.Ca

• 10.5mg/dl

S.PO4

• 3.5mg/dl

PTH

• 21.5pg/ml

WORKUP AND 

INVESTIGATIONS



HISTOPATHOLOGY 

REPORT

• Findings are consistent 

with parathyroid 

adenoma

• Negative for malignancy





Parathyroid glands 

• The Parathyroid glands are 

usually four in number, two 

superior and two inferior, 

embedded within the posterior 

aspect of the thyroid gland.

• Made up of 

      -Chief cells = secrete PTH

      -Oxyphil cells (degenerated 

chief cells, function unknown)



Ectopic 
sites of 

Parathyroid 
gland



Surgical Anatomy

• Superior Parathyroid gland – located at the 

level of the cricothyroid, approx. 1 cm above 

the intersection of the Recurrent laryngeal 

nerve (RLN) and the Inferior Thyroid 

artery(ITA), behind the RLN

• Inferior Parathyroid gland – located below 

the ITA and in front of the RLN, lying between 

the Inferior thyroid pole and the thymus.



Function of 
Parathyroid 

gland

8.5-10.2 

mg/dl



Types of 
Hyperparathyroidism



Symptoms of 
Hyperparathyroidism

• ~ 80% asymptomatic                                                         

• Stones (Kidneys)

    - Calcium deposition and 
nephrolithiasis

    - Urinary tract obstruction

• Bones (Osteitis Fibrosa Cystica)                              

   - Increased osteoclasts

   - Increased bone turnover

   -Reduced cortical bone density

• Moans

   - Fatigue, Depression, Confusion, 
Mood changes





LAB WORKUP



Important Consideration: 
When is S. Ca2+ too high?

Serum Ca2+ at time 

of presentation

>10.2 - <12.5 

mg/dl
>12.5 mg/dl

Primary 

Hyperparathyroidism

Hypercalcemia 

of Malignancy



What to do in 
case of 

Hypercalcemia?



RADIOLOGICAL 

INVESTIGATIONS





Neck USG showing Parathyroid 

Adenoma



99mTc-Sestamibi/123I subtraction



18F-fluorocholine PET/CT vs 99m Tc Sestamibi



MANAGEMENT





TREATMENT 
ALGORITHM



Who is a 
candidate for 

surgery?

According to the 2016 American Association of 

Endocrine Surgeons Guidelines:

Calcium >1.0 mg/dl above upper limit of normal

Bone • Bone density by DXA scan: 

T-score <-2.5

• Vertebral fracture by imaging

Kidney • Kidney stones

• Creatinine clearance < 60 ml/min

• 24-hour urine for Calcium > 400 

mg/day

Age < 50 years

Other Neurocognitive, neuropsychiatric 

symptoms



Approaches of Parathyroidectomy

Bilateral exploration (Traditional approach)

•  A transverse low collar incision is made about 

one finger wide above the clavicular head in an 

existing skin crease

Minimally Invasive Parathyroidectomy

• With preoperative localization of the abnormal 

parathyroid gland, focused parathyroidectomy 

can be performed only in the imaging-identified 

area.

•  The incision size, the extent of dissection, and 

the duration of surgery are limited.



BILATERAL 
EXPLORATION

Bilateral exploration is defined 
by a standard technique in 
which all parathyroid glands 
are identified with exploration 
of expected and, if necessary, 
ectopic cervical locations



When to 

choose 

Bilateral 

Exploration?

Planned Bilateral exploration is the 

preferred operative strategy in:

• Situations of discordant or 

nonlocalizing preoperative imaging

• High suspicion of multi-gland disease

• When Intraoperative PTH monitoring 

is not available

• In Lithium-induced pHPT

• Or at the discretion of the surgeon



Different scenarios 

Scenario Extent of 

Parathyroidectomy
• Single Parathyroid gland adenoma Removal of single gland

• 4 gland hyperplasia

• MEN 1 associated pHPT

Removal of 3 ½ glands

Remnant half gland can be left in situ or 

implanted into the sternocleidomastoid muscle

• MEN 2A associated recurrent HPT  Complete Parathyroidectomy + Forearm 

autotransplantation

• Parathyroid Carcinoma En-bloc resection of Parathyroid lesion + 

resecting all adherent tissues with grossly 

clear margins



MINIMALLY INVASIVE 
PARATHYROIDECTOMY

Defined as a focused 
dissection, MIP is ideally 
used in patients who appear 
clinically and by imaging to 
have a single parathyroid 
adenoma. 



Advantages

All minimally invasive 

parathyroidectomy techniques are 

designed to 

• limit dissection, 

• hasten recovery, 

• reduce postoperative discomfort, 

• and reduce incision length.



When to 

convert to 

Bilateral 

exploration?

• The discovery of Multi-gland 

disease, 

• the inability to identify an abnormal 

gland, 

• or the failure to achieve an 

appropriate decrease in 

Intraoperative PTH monitoring



Role of 

intraoperative 

PTH 

monitoring
MIAMI protocol

Describes biochemical cure as a 50% decrease 
in PTH levels from baseline, 10-15 minutes after 
resection of the targeted parathyroid gland





Post-operative Complications

• Bleeding <1%

• Infection <1%

• Transient Hypocalcemia 

                    Mx: Supplemental Calcium + Vit D

                           Calcitriol or IV Calcium for severe 
    symptoms

• Permanent Hypoparathyroidism <1%

• Recurrent Laryngeal Nerve Paralysis

• Failure/Recurrence

                    - Persistent Hyperparathyroidism -3%

                    -Recurrent Hyperparathyroidism -2%



Surgery isn’t the End: 
The Art of 

Postoperative Care

Immediate Post-operative plan

 (0-72 hrs)

Parameter Purpose Timing

Serum 

Calcium

Detect 

Hypocalcemia or 

‘Hungry bone 

syndrome’

6-12 hrs postop, 

then daily for 2-3 

days

Serum PTH Assess 

completeness of 

resection

Within 6-24 hrs 

postop

Serum 

Phosphate 

Monitor electrolyte 

shifts

Daily



Early follow-up (1-2 weeks post-

op):

Parameter Purpose

Serum Calcium, 

PTH

Confirm Normalization 

(Low Ca, Low PTH)

Wound check Assess healing

Medication review Adjust Ca and Vit D 

supplementation if started



Late follow-up (3-6 months post-

op):

Parameter Purpose

Calcium, PTH, 

Creatinine, Phosphate

Ensure stability

Exclude persistent disease

Bone Mineral Density 

(DEXA scan)

Check for return to baseline 

+ exclude 

osteopenia/osteoporosis if 

present previously



CONCLUSION

High index of suspicion for symptoms 
of Hyperparathyroidism

Use of Preoperative localization 
investigations to confirm location

Choosing candidates who will benefit 
from surgery

Timely execution of surgery

Use of IOPTH monitoring to confirm 
completeness of resection

Postoperative care and regular follow-
up 
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