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Treatment of Recurrent Secondary Hyperparathyroidism with
Forearm Autotransplanted Parathyroidectomy
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Introduction: Secondary hyperparathyroidism isasignificant disorder and is often found in patients with renal failure. Refractory or intolerant to med-
ical therapy require parathyroidectomy and autotransplantation. We present case report of recurred secondary hyperparathyroidism treated surgically.
Case: A 58yearold women presented with both hip pain for 6 months. She was diagnosed ERSD due to tuberculosis of kidney in 1996. Subsequently,
she was maintained on HD. In 2007, she presented both hip pain, with an increased level of calcium, markedly increased level of ALPand PTH, A diag-
nosis of secondary hyperparathyroidism was established. in 2009, the patient had been submitted to the total parathyroidectomy and parathyroid gland
autotransplantation to left forearm. On admission, diagnostic tests revedled a markedly elevated intact PTH. Serum phosphorus was elevated and ion-
ized calcium was normal. Radionuclide scanning is performed, There is tracer accumulation in the left forearm interpreted parathyroid hyperplasia or
adenoma. Extremity ultrasonography reveded a lobulated hypoechoic mass at the subcutaneous layer of ventral aspect of left forearm with hyper-
vascularity, interpreted as implanted parathyroid tissue with hyperplasia or adenoma. She underwent with a subtotal forearm parathyriod excision, re-
veded parathyroid hyperplasia. Discussion: Subtotal and total parathyroidectomy with or without forearm autograft arose as a treatment option in the
1990s. the recurrence or persistence of secondary hyperparathyroidism caused by many reasons. Therefore, more recently total parathyroidectomy with-
out autotransplantation has been proposed. Petients with significant and ongoing symptoms and signs including a markedly elevated serum calcium lev-
d, recurrent nephrolithiasis, or ongoing bone loss will require reoperation. Reoperation is facilitated by pre operative localization. 99mTc sestamibi
scintigraphy of the neck, mediastinum, or forearm is advantageous in this case because only asingle hyperfunctioning focus remains.
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