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Key Clinical Message

Parathyroid lipoadenoma is a rare type of parathyroid adenoma, described as a
single parathyroid adenoma with more than 50% fat on histologic examination
and an unknown etiology, which is one of the rare causes of primary hyperpar-
athyroidism. The difficulty of parathyroid lipoadenoma is mainly diagnosed by
preoperative imaging localization. We hope to arouse attention to the parathy-
roid adenoma which is difficult to locate through our case report. The patient
was a middle-aged male with a body mass index of 38.4kg/m?* who admitted to
our hospital with a 40-day history of an untreated thyroid nodule. We inciden-
tally discovered parathyroid lipoadenoma in his thyroid surgery. His prognosis
was good, and there were no signs of recurrence at his 12-month follow-up ap-
pointment. We believe that parathyroid lipoadenoma needs to rely on paraffin
pathology to make a final diagnosis. This case report serves as a reminder that
parathyroid lipoadenomas are also possible in patients who do not have primary
hyperparathyroidism preoperatively and who have negative imaging. Clinicians
must carefully examine the adipose tissue for the presence of parathyroid lipoad-
enomas during thyroid surgery to avoid postoperative hypoparathyroidism and
persistent hypocalcaemia.
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1 | INTRODUCTION

Parathyroid lipoadenoma, one of the rare causes of pri-
mary hyperparathyroidism, is an uncommon type of
parathyroid adenoma, described as a single parathy-
roid adenoma with more than 50% fat on histologic

examination and an unknown etiology.' In this paper,
using “parathyroid lipoadenoma” and “parathyroid lipo-
thymoadenoma” as search terms, the number of cases of
parathyroid lipoadenoma reported on PubMed from 1962
to date was 64. We present a case that supplements and
supports the rare literature data concerning the clinical
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and therapeutic aspects of occasional parathyroid lipoad-
enoma in thyroid cancer surgery in our treatment center
and review the relevant literature.

2 | CASE DESCRIPTION

The patient was a middle-aged male with a body mass
index (BMI) of 38.4kg/m” who visited the hospital 40 days
following the identification of the thyroid nodule. The
patient had no significant positive history, family his-
tory, and past medical and surgical history. Physical ex-
amination (Figure 1) showed that the thyroid gland had a
firm texture and no detectable swelling; ultrasonography
showed normal thyroid gland size, heterogeneous glandu-
lar echoes, patchy hypoechoic areas, the larger one was lo-
cated in the right lobe, with a range of about 2.7 x1.09 cm,
a hypoechoic nodule was observed in the lower deep layer
of the right lobe, with a size of about 0.61 X 0.60 cm, aspect
ratio> 1, regular borders, and punctate hyperechogenic-
ity was observed; an anechoic nodule was observed in the
middle superficial layer, with a size of about 0.28x0.34,
aspect ratio <1, regular borders, and no significant focal
hyperechogenicity was observed; a solid hypoechoic nod-
ule was observed in the lower grade of the left lobe, with
a size of about 0.54 X 1.01 cm, aspect ratio < 1, regular bor-
ders, and no significant focal hyperechogenicity was ob-
served. No significant abnormal enlarged lymph nodes
were found in bilateral neck. Cytological examination of
the right thyroid lobe nodule showed atypical cells sugges-
tive of papillary thyroid carcinoma. Thyroid function tests:
thyroid stimulating hormone TSH 0.862mIU/L (normal

reference value 0.372-4.94 mIU/L); parathyroid hormone
PTH 64.62pg/mL (normal reference value 15-56 pg/mL);
and serum calcium Ca 2.42mmol/L (normal reference
value 2.2-2.65mmol/L). The patient was admitted to hos-
pital without any abnormal results from renal function
tests, and no indicators for vitamin D were assessed.
Resection of the right lobe and isthmus of the thyroid
gland and central lymph node dissection were planned,
during which the right lobe and isthmus of the thyroid
gland were first removed, and grayish white nodules were
observed in the right lobe of the thyroid gland by dissec-
tion, about 0.4cm in diameter, and the remaining sec-
tions were grayish red and soft. During the resection, two
masses measuring 1.5xX0.8x0.7cm and 2.5X1.5X0.5cm
were found in the dorsal and lateral aspects of the middle
and upper parts of the right lobe, respectively. The texture
was firm, the surface was smooth, and the boundary was
clear. The possibility of parathyroid gland mass was con-
sidered, so the tissue for intraoperative pathological exam-
ination was removed. The results showed that round cells
were scattered in the fibroadipose tissue of the middle and
upper dorsa of the right lobe, not excluding the mass of
parathyroid gland origin; most of the tissues submitted to
the lateral aspect of the middle and lower parts of the right
lobe were fat, in which a few round cells were scattered.
At the same time, the left thyroid gland was dissected to
explore the tracheoesophageal groove of the lower pole
of the thyroid gland in its dorsal pole, and no abnormal
hyperplastic parathyroid tissue was observed. PTH values
were 29.68 pg/mL and 35.71 pg/mL at 15 and 30 min after
tumor resection, respectively, and serum calcium was
2.30mmol/L on the first day after surgery. Postoperative

FIGURE 1
the thyroid gland. Horizontal scan (A),

Ultrasonography of

superficial longitudinal scan (B), deep
longitudinal scanning (C), and lower left
lobe of the thyroid gland (D).
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paraffin pathology (Figure 2) revealed that the superior
dorsal mass and the middle and lower lateral mass in
the right lobe were consistent with parathyroid lipoade-
noma, and immunohistochemistry (Figure 3) revealed
PTH (+); CgA (+); SyN (=); CD56 (—); TTF-1 (-); Tg (-);
Ki-67 (<1% +), and the right lobe of the thyroid gland was
papillary thyroid carcinoma 0.4 cm in diameter; there was
one lymph node metastasis in the central group, and the
diameter of the metastasis was 0.05cm; the isthmus was
nodular goiter. Euthyrox (50 ug) was orally administered
daily after surgery.

One month later, the patient came to our hospital for
reexamination, without perioral numbness or numb-
ness of extremities, TSH 1.30000mIU/L; PTH 28.51pg/
mL; Ca 2.59mmol/L, which were within normal range.
The patient's prognosis was good, exhibiting no evidence
of relapse or discomfort during the 12-month follow-up
appointment.

3 | DISCUSSION

Parathyroid lipoadenomas are rare and are incidentally
detected during thyroid cancer surgery in this case. The
article reports 40 cases of parathyroid lipoadenoma re-
ported in PubMed from 1962 to date using the search
terms “parathyroid lipoadenoma” and “parathyroid
lipoadenoma”,"**>7*2 of which 65 cases of parathyroid
lipoadenoma were reported (including this case). After
excluding 18 cases with missing clinical data, 47 cases had

A) : {B)

complete clinical data, including 30 females and 17 males,
with a female-to-male ratio of about 1.8:1, that is, para-
thyroid lipoadenoma accounted for a higher proportion in
females than in males. In addition, it has been reported
in the literature that parathyroid lipoadenoma may ac-
count for a higher proportion in males than parathyroid
adenoma.” The age of onset of parathyroid lipoadenomas
varies from 24 to 88years, mostly located in the neck, but
up to 15% of parathyroid lipoadenomas are ectopic or lo-
cated in the mediastinum, much higher than common
parathyroid adenomas.?

In 1958, Ober and Kaiser* first described parathyroid
lipoadenoma in a middle-aged man with a gradually en-
larging neck mass that was painless and without man-
ifestations of hyperparathyroidism. A large lipoma was
found under the sternum on neck exploration. Because
the tumor was nonfunctional, they named it “parathy-
roid hamartoma.”The concept of “parathyroid lipoad-
enoma” was first introduced in 1962 by Abul Haj et al.!
Parathyroid lipoadenoma is a rare type of parathyroid
adenoma with an incidence of 0.5%-1.6% of primary hy-
perparathyroidism and contains fat, principal cells, and
eosinophils, of which fat content is >50%, unlike adeno-
mas with fatty infiltration, and the fat component is an
integral part of parathyroid lipoadenoma.’ In 2022, the
World Health Organization defined parathyroid lipoade-
noma as “a tumor with simultaneous increases in parathy-
roid parenchyma and adipose tissue, and more than 50%
of the glandular volume consists of adipose tissue.”® In the
currently reported cases of parathyroid lipoadenoma, the

(€)

FIGURE 2 Parathyroid lipoadenoma. Hematoxylin—-eosin staining magnification x20 (A), x40 (B), and x100 (C).

FIGURE 3
sections of parathyroid lipoma
demonstrating positive parathyroid
hormone in the cytoplasm, magnified
%100 (A) and %200 (B).

Immunohistochemical
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Positive
Preoperative imaging localization Cases cases
Ultrasonography 24 14
CT 12 9
Technicium-99 m sestamibi scintigraphy 15 8
X-ray 1 1
PET 6 3

origin of the adipose tissue component is unknown, and
most of them are small brown lesions with the largest re-
ported weight of 480g. Some researchers have speculated
that the factors of increased fat composition may be the
same as those of increased parathyroid chief cells.”® It has
been suggested that fat may be present in adenomas by
high BMI, and some speculations suggest that some adi-
pogenic factors may be produced by epithelial cells or stro-
mal cells in adenomas, which in turn stimulate adipocyte
proliferation.” Christofer Juhlin proposed that parathyroid
lipoadenomas may be associated with hypertension.’

Parathyroid lipoadenomas can be categorized as either
functional or non-functional. Of the cases previously re-
ported, the majority (64%) were symptomatic, with 28%
being asymptomatic and 7% displaying suspicious symp-
toms.'>"* Additionally, another four cases of parathyroid
lipoadenomas were uncovered during autopsy, with the
ability to determine their functionality unclear. Functional
parathyroid lipoadenomas exhibit clinical features and
laboratory investigations similar to those of parathyroid
adenomas. Patients typically experience recurrent urinary
stones and hip or shoulder fractures; however, the eleva-
tion of parathyroid hormone and blood calcium caused by
them may not be as prominent as in the case of parathy-
roid adenomas. A small number of patients may present
with asymptomatic hypercalcemia.

The difficulty of parathyroid lipoadenoma is mainly
diagnosed by preoperative imaging localization. 29 of 64
patients (45%) had lesions localized using imaging stud-
ies. Ultrasonography was performed in 24 cases, and le-
sions or suspected lesions were found in 14 (58%) of them.
Computed tomography (CT) was reported in 12 cases,
of which lesions were detected or suspected in 9 (75%).
Technicium-99 m-sestamibi scintigraphy was reported in
15 cases, of which 8 (53%) reported detection or suspicion
of lesions. In one of them, an X-ray was performed and the
tumor was found to be located in the mediastinal cavity.
Positron emission tomography (PET) scans were used in
six cases, of which three (50%) were reported as lesions
(chart 1). Because of the high adipose tissue content, li-
pomas tend not to be detected by preoperative imaging
techniques. On ultrasound, typical parathyroid adenomas
are homogeneous hypoechoic lesions, however, fat-rich
variants of parathyroid adenomas sometimes present as

CHART 1 Imaging examination of

B ) parathyroid lipoadenoma.

58
75
53
100
50

hyperechoic lesions,’ resulting in reduced accuracy, and
ultrasonography could not show parathyroid lesions in
this patient; they can be localized as lipomatous masses
on CT, and Johnson et al.'? reported cases in which CT
scans of parathyroid lipoadenomas had CT values of —60
to —90 HU, consistent with lipoma density, proposing the
possibility of parathyroid lipoadenomas on such CT scans
in similar cases of non-local primary HPT. However, CT
may also be confused with lipomas, lymph nodes, or other
fat-rich lesions; the accuracy of dual-phase sestamibi
scanning of the parathyroid depends on the proportion of
parathyroid chief cells, which are more than 50% fat in
parathyroid lipoadenomas and have less principal cell con-
tent than normal parathyroid tissue, resulting in reduced
accuracy of sestamibi scanning; however, there are cases’
indicating the usefulness of using 99Tcm-MIBI imaging
in localizing the diagnosis, reoperation, and persistent hy-
perparathyroidism, and they propose speculation that the
lesion may be shown based on the space-occupying ap-
pearance, or that the target may have a low signal ratio to
the background. Cases showed a good target-background
signal ratio in Tc-99m sestamibi imaging, which may be
due to the relatively large size of the lesion, as well as the
fact that the main part of the lesion consists of parathyroid
chief cells; for the same reasons outlined earlier, SPECT
demonstrates notably lower sensitivity in detecting para-
thyroid lipoadenomas.'? However, Sabri et al." concluded
that although SPECT is not as effective as parathyroid ade-
noma in the diagnosis of parathyroid lipoadenoma, it may
be superior to ultrasound. Cholinergic PET-CT imaging is
superior to ultrasound and CT in the localization of para-
thyroid adenoma, but there is no relevant report for para-
thyroid lipoadenoma.

Primary hyperparathyroidism is most commonly
caused by solitary parathyroid adenomas, accounting
for more than 80%-85%; less commonly, parathyroid hy-
perplasia, parathyroid carcinoma, and multiple parathy-
roid adenomas.® Parathyroid lipoadenoma is a very rare
cause of primary hyperparathyroidism with an incidence
of 0.5%-1.6% of primary hyperparathyroidism. In para-
thyroid lipoadenomas, the sensitivity of imaging is sig-
nificantly reduced by low parathyroid cell concentration
and excessive fat content. The presence of adipocytes in
parathyroid tissue is observed in the following conditions:
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normal tissue, adipose hyperplasia, adipose adenoma, and
carcinoma infiltrating the surrounding adipose tissue.
Differentiating between these diagnoses using intraopera-
tive rapid frozen sections is challenging. Therefore, defini-
tive diagnosis of parathyroid lipoadenoma should include
pathologic diagnosis of parathyroid hyperplasia within ad-
ipose tissue, as well as a significant decrease in hormone
following intraoperative removal of the parathyroid gland.
Increases in parathyroid gland weight (>40-60mg) may
also represent parathyroid lipoadenomas in appropriate
morphologic and clinical settings.® Parathyroid lipoade-
nomas should be considered when no lesions are reported
on ultrasound but clearly identified by CT or SPECT.
Parathyroid carcinoma infiltrating in adipose tissue may
be misdiagnosed as parathyroid lipoadenoma, so careful
pathological examination is still required for differential
diagnosis.

A mass was discovered in the thyroid bed region during
thyroid surgery in this case. It was excised and subjected
to pathological examination, which revealed it to be a
parathyroid lipoadenoma. If preoperative testing identi-
fies the presence of a parathyroid adenoma or parathyroid
lipoadenoma that is not linked to hyperfunction or other
symptoms, we recommend periodic monitoring.

4 | CONCLUSIONS

The high fat content present in parathyroid lipoadenomas
poses a challenge for their preoperative localization and
diagnosis. Therefore, we suggest that parathyroid lipoad-
enomas should be diagnosed based on paraffin pathology
as the final and reliable diagnosis. This case report serves
as a reminder that parathyroid lipoadenomas are also pos-
sible in patients who do not have primary hyperparathy-
roidism preoperatively and who have negative imaging.
Clinicians must carefully examine the adipose tissue for
the presence of parathyroid lipoadenomas during thyroid
surgery to avoid postoperative hypoparathyroidism and
persistent hypocalcaemia.

AUTHOR CONTRIBUTIONS

Yihan Wang: Conceptualization; data curation; investi-
gation; methodology; writing — review and editing. Yan
Chen: Data curation; investigation; writing — review and
editing. Yantao Fu: Conceptualization; data curation;
project administration; writing — review and editing.

ACKNOWLEDGMENTS

This research did not receive any specific grant from fund-
ing agencies in the public, commercial, or not-for-profit
sectors. Dr. Zhehui Wang (Department of Pathology,

N 50f7
Clinical Case Reports —Wl LEY

China-Japan Union Hospital of Jilin University, China) is
acknowledged for providing pathological images.

FUNDING INFORMATION
None.

CONFLICT OF INTEREST STATEMENT
The authors have no conflicts of interest to declare.

DATA AVAILABILITY STATEMENT

In this paper, 40 literatures with “parathyroid lipoad-
emona” as search term on PubMed and 65 cases of para-
thyroid lipoadenoma (including this case) were counted.
This case comes from the Department of Thyroid Surgery,
China-Japan Union Hospital of Jilin University, The au-
thors do not wish to share the data for the sake of patient
privacy protection principles.

ETHICS STATEMENT

The authors are accountable for all aspects of the work in
ensuring that questions related to the accuracy or integ-
rity of any part of the work are appropriately investigated
and resolved. All procedures performed in this study were
in accordance with the ethical standards of the institu-
tional and/or national research committee(s) and with
the Helsinki Declaration (as revised in 2013). Written
informed consent was obtained from the patient for the
publication of this case report and accompanying images.
A copy of the written consent is available for review by the
editorial office of this journal.

CONSENT
Written patient consent has been signed and collected in
accordance with the journal's patient consent policy.

ORCID
Yantao Fu @ https://orcid.org/0009-0005-2742-1467
REFERENCES

1. Abul-Haj SK, Conklin H, Hewitt WC. Functioning lipoadenoma
of the parathyroid gland. Report of a unique case. N EnglJ Med.
1962;18(266):121-123. d0i:10.1056/NEIM196201182660304

2. Ozden S, Giiresci S, Saylam B, Daglar G. A rare cause of primary
hyperparathyroidism: parathyroid lipoadenoma. Auris Nasus
Larynx. 2018;45(6):1245-1248. doi:10.1016/j.an1.2018.05.001

3. Vidal-Suarez A, Roca-Rodriguez MDM, Torres-Barea I.
Mediastinal parathyroid lipoadenoma as cause of primary
hyperparathyroidism. Med Clin (Barc). 2021;156(7):365-366.
doi:10.1016/j.medcli.2020.01.015

4. Ober WB, Kaiser GA. Hamartoma of the parathyroid. Cancer.
1958;11(3):601-606. doi:10.1002/1097-0142(195805/06)11

5. Juhlin CC, Falhammar H, Zedenius J, Nilsson IL, H66g A.
Lipoadenoma of the parathyroid gland: characterization


https://orcid.org/0009-0005-2742-1467
https://orcid.org/0009-0005-2742-1467
https://doi.org//10.1056/NEJM196201182660304
https://doi.org//10.1016/j.anl.2018.05.001
https://doi.org//10.1016/j.medcli.2020.01.015
https://doi.org//10.1002/1097-0142(195805/06)11

6of 7 ..
linical R
_I_Wl LEY_C inical Case Reports ~

10.
11.
12.

13.
14.
15.

16.

17.

18.

19.

20.

21.

22.

‘WANG ET AL.

of an institutional series spanning 28years. Endocr Pathol.
2020;31(2):156-165. doi:10.1007/s12022-020-09616-3

Erickson LA, Mete O, Juhlin CC, Perren A, Gill AJ. Overview
of the 2022 WHO classification of parathyroid tumors. Endocr
Pathol. 2022;33(1):64-89. d0i:10.1007/512022-022-09709-1
Ogrin C. A rare case of double parathyroid lipoadenoma with
hyperparathyroidism. Am J Med Sci. 2013;346(5):432-434.
doi:10.1097/MAJ.0b013e31829bce2e

Aggarwal A, Wadhwa R, Aggarwal V. Parathyroid Lipoadenoma:
a rare entity. Indian. J Endocrinol Metab. 2018;22(1):174-176.
doi:10.4103/ijem.IJEM_273_17

Hyrcza MD, Sargin P, Mete O. Parathyroid Lipoadenoma: a
clinicopathological diagnosis and possible trap for the unaware
pathologist. Endocr Pathol. 2016;27(1):34-41. doi:10.1007/
$12022-015-9404-5

Rastogi A, Jain M, Agarawal T, Mishra AK, Gupta S, Agarwal A.
Parathyroid lipoadenoma: case report and review of the litera-
ture. Indian J Pathol Microbiol. 2006;49(3):404-406.

Weiland LH, Garrison RC, ReMine WH, Scholz DA.
Lipoadenoma of the parathyroid gland. Am J Surg Pathol.
1978;2(1):3-7. doi:10.1097/00000478-197803000-00001

Johnson N, Serpell JW, Johnson WR, Thomson K. Parathyroid
lipoadenoma. ANZ J Surg. 2015;85(6):489-490. doi:10.1111/
ans.12443

Meng Z, Zhang M, Tan J, Zhang Y, Jia Q, Zhang F. Tc-99m
sestamibi parathyroid imaging in a rare case of parathyroid li-
poadenoma. Ann Nucl Med. 2009;23(3):317-320. do0i:10.1007/
$12149-009-0249-1

Mennouni Mohamed A, Oukessou Y, El Bouhmadi K, Rouadi
S, Abada RL, Mahtar M. Parathyroid lipoadenoma: the par-
ticularities of a rare entity a case report and review of the lit-
erature. Int J Surg Case Rep. 2021;79:455-458. doi:10.1016/].
ijscr.2021.01.091
Triviio A, Varela J,
roid Lipoadenoma. Arch Bronconeumol.
doi:10.1016/j.arbres.2019.04.016

Fujisawa S, Inagaki K, Wada J. Parathyroid Lipoadenoma: a pit-
fall in preoperative localization. Intern Med. 2019;58(8):1183-
1184. doi:10.2169/internalmedicine.1249-18

Cammarata F, Yakushkina A, Pennacchi L, et al. Atypical pri-
mary hyperparathyroidism due to parathyroid lipoadenoma: a
case report. J Surg Case Rep. 2021;23(7):rjab308. doi:10.1093/
jscr/rjab308

Sanei MH, Naimi A, Tabatabaei SA. Ectopic lipoadenoma of
parathyroid. J Res Med Sci. 2012;17(10):983-984.

Fischer I, Wieczorek R, Sidhu GS, Pei Z, West B, Lee P. Myxoid
lipoadenoma of parathyroid gland: a case report and literature
review. Ann Diagn Pathol. 2006;10(5):294-296. doi:10.1016/j.
anndiagpath.2005.09.005

Bansal R, Trivedi P, Sarin J, Parikh B. Lipoadenoma of the
parathyroid gland - a rare cause of hyperparathyroidism. Gulf J
Oncolog. 2012;11:63-65.

Turner WJ, Baergen RN, Pellitteri PK, Orloff LA. Parathyroid
lipoadenoma: case report and review of the literature.
Otolaryngol Head Neck Surg. 1996;114(2):313-316. doi:10.1016/
S0194-59989670193-6

Yoon V, Treat K, Maalouf NM. Ectopic atypical para-
thyroid lipoadenoma: a rare cause of severe primary

Ayllon S. Mediastinal parathy-
2020;56(5):323.

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

hyperparathyroidism. J Bone Miner Metab. 2013;31(5):595-600.
doi:10.1007/s00774-012-0416-7

Bleiweiss 1J, Harpaz N, Strauchen JA, Wagner R, Biller HF.
Functioning lipoadenoma of the parathyroid: case report and
literature review. Mt Sinai J Med. 1989;56(2):114-117.

Lee AY, Wang BY, Heller KS. Importance of intraoperative para-
thyroid hormone measurement in the diagnosis of parathyroid
lipoadenoma. Head Neck. 2011;33(6):917-919. doi:10.1002/
hed.21339

Cetani F, Torregrossa L, Marcocci C. A large functioning
parathyroid lipoadenoma. Endocrine. 2016;53(2):615-616.
doi:10.1007/s12020-015-0703-x

de Leacy EA, Axelsen RA, Kleinman DS, Kunze HE.
Functioning lipoadenoma of the parathyroid gland. Pathology.
1988;20(4):377-380. d0i:10.3109/00313028809085223

Obara T, Fujimoto Y, Ito Y, et al. Functioning parathyroid li-
poadenoma—report of four cases: clinicopathological and ul-
trasonographic features. Endocrinol Jpn. 1989;36(1):135-145.
doi:10.1507/endocrj1954.36.135

Chow LS, Erickson LA, Abu-Lebdeh HS, Wermers RA.
Parathyroid lipoadenomas: a rare cause of primary hyperpara-
thyroidism. Endocr Pract. 2006;12(2):131-136. doi:10.4158/
EP.12.2.131

Seethala RR, Yim JH, Hunt JL. Pathology quiz case 2.
Parathyroid lipoadenoma. Arch Otolaryngol Head Neck Surg.
2006;132(12):1391-1393. doi:10.1001/archotol.132.12.1391
Daroca PJJr, Landau RL, Reed RJ, Kappelman MD. Functioning
lipoadenoma of the parathyroid gland. Arch Pathol Lab Med.
1977;101(1):28-29.

Straus FH II, Kaplan EL, Nishiyama RH, Bigos ST. Five cases of
parathyroid lipohyperplasia. Surgery. 1983;94(6):901-905.
Udén P, Berglund J, Zederfeldt B, Aspelin P, Ljungberg
O. Parathyroid lipoadenoma: a rare cause of primary
hyperparathyroidism. Case report. Acta Chir Scand.
1987;153(10):635-639.

Seethala RR, Ogilvie JB, Carty SE, Barnes EL, Yim JH.
Parathyroid lipoadenomas and lipohyperplasias: clinicopath-
ologic correlations. Am J Surg Pathol. 2008;32(12):1854-1867.
doi:10.1097/PAS.0b013e31817a8ef7

Auriol M, Malki B, Koulibaly M, Delcourt A, Chomette G.
Lipoadénome et hyperplasie lipomateuse parathyroidiens.
Trois Observations [Parathyroid Lipoadenoma and Lipomatous
Hyperplasia. 3 Cases|. Arch Anat Cytol Pathol. 1985;33(4):205-208.
Gabbert H, Rothmund M, H6hn P. Myxoid lipoadenoma of
the parathyroid gland. Pathol Res Pract. 1980;170(4):420-425.
doi:10.1016/s0344-0338(80)80046-x

van Hoeven KH, Brennan MF. Lipothymoadenoma of the para-
thyroid. Arch Pathol Lab Med. 1993;117(3):312-314.

Ducatman BS, Wilkerson SY, Brown JA. Functioning parathy-
roid lipoadenoma. Report of a case diagnosed by intraoperative
touch preparations. Arch Pathol Lab Med. 1986;110(7):645-647.
Coen G, Bondatti F, de Matteis A, et al. Severe vitamin D de-
ficiency in a case of primary hyperparathyroidism caused by
parathyroid lipoadenoma, effect of 250HD3 treatment. Miner
Electrolyte Metab. 1989;15(6):332-337.

Wolff M, Goodman EN. Functioning lipoadenoma of a super-
numerary parathyroid gland in the mediastinum. Head Neck
Surg. 1980;2(4):302-307. d0i:10.1002/hed.2890020408


https://doi.org//10.1007/s12022-020-09616-3
https://doi.org//10.1007/s12022-022-09709-1
https://doi.org//10.1097/MAJ.0b013e31829bce2e
https://doi.org//10.4103/ijem.IJEM_273_17
https://doi.org//10.1007/s12022-015-9404-5
https://doi.org//10.1007/s12022-015-9404-5
https://doi.org//10.1097/00000478-197803000-00001
https://doi.org//10.1111/ans.12443
https://doi.org//10.1111/ans.12443
https://doi.org//10.1007/s12149-009-0249-1
https://doi.org//10.1007/s12149-009-0249-1
https://doi.org//10.1016/j.ijscr.2021.01.091
https://doi.org//10.1016/j.ijscr.2021.01.091
https://doi.org//10.1016/j.arbres.2019.04.016
https://doi.org//10.2169/internalmedicine.1249-18
https://doi.org//10.1093/jscr/rjab308
https://doi.org//10.1093/jscr/rjab308
https://doi.org//10.1016/j.anndiagpath.2005.09.005
https://doi.org//10.1016/j.anndiagpath.2005.09.005
https://doi.org//10.1016/S0194-59989670193-6
https://doi.org//10.1016/S0194-59989670193-6
https://doi.org//10.1007/s00774-012-0416-7
https://doi.org//10.1002/hed.21339
https://doi.org//10.1002/hed.21339
https://doi.org//10.1007/s12020-015-0703-x
https://doi.org//10.3109/00313028809085223
https://doi.org//10.1507/endocrj1954.36.135
https://doi.org//10.4158/EP.12.2.131
https://doi.org//10.4158/EP.12.2.131
https://doi.org//10.1001/archotol.132.12.1391
https://doi.org//10.1097/PAS.0b013e31817a8ef7
https://doi.org//10.1016/s0344-0338(80)80046-x
https://doi.org//10.1002/hed.2890020408

‘WANG ET AL.

40.

41.

42.

Frennby B, Nyman U, Aspelin P, Udén P, Ljungberg O. CT
of a parathyroid lipoadenoma. Case report. Acta Radiol.
1993;34(4):369-371.

Hargreaves HK, Wright TC Jr. A large functioning parathyroid
lipoadenoma found in the posterior mediastinum. Am J Clin
Pathol. 1981;76(1):89-93. d0i:10.1093/ajcp/76.1.89

Sheikh SS, Massloom HS. Lipoadenoma:isitarising from thyroid
or parathyroid? A diagnostic dilemma. ORL J Otorhinolaryngol
Relat Spec. 2002;64(6):448-450. doi:10.1159/000067574

.. 70f7
Clinical Case Reports e — W LEYJ_

How to cite this article: Wang Y, Chen Y, Fu Y.
Incidentally discovered parathyroid lipoadenoma
in thyroid surgery: A case report and review of the
literature. Clin Case Rep. 2023;11:e8251.
doi:10.1002/ccr3.8251



https://doi.org//10.1093/ajcp/76.1.89
https://doi.org//10.1159/000067574
https://doi.org/10.1002/ccr3.8251

	Incidentally discovered parathyroid lipoadenoma in thyroid surgery: A case report and review of the literature
	Key Clinical Message
	1|INTRODUCTION
	2|CASE DESCRIPTION
	3|DISCUSSION
	4|CONCLUSIONS
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST STATEMENT
	DATA AVAILABILITY STATEMENT

	ETHICS STATEMENT
	CONSENT
	REFERENCES


