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Figure 1: Tc-99m MDP whole-body bone scan of patient with primary 
hyperparathyroidism

A paper proposing the use of  ICO in the definition of  MS 
has been recently accepted[10] and is in press. It would be 
of  great academic interest to look at the cutoffs suggested 
for ICO in different studies, a few already published and 
others ongoing. In addition to the academic value ICO is 
very much useful in spreading a health awareness message 
among the community – “If  your waist size is more than 
half  of  your height, please consult your doctor.” For those 
at risk I would prefer a message – “Limit your waist size 
to half  of  your height.” 
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Symptomatic primary 
hyperparathyroidism in 
Indians 
Sir,
I read with interest the case report on primary 
hyperparathyroidism presenting as recurrent pancreatitis.[1] 
It serves to emphasize the symptomatic presentation of  
the condition in India in contrast to that in West. Studies 
from different parts of  the country have established that 
symptomatic predominates over asymptomatic presentation 
of  primary hyperparathyroidism.[2-5]

I want to bring to your attention a recent case of  symptomatic 
primary hyperparathyroidism which presented as bilateral 
maxillary swelling to our institution. She was a 40-year-old 
lady who had classical biochemical features of  primary 
hyperparathyroidism. Technetium (99 mTc) sestamibi scan 
localized the parathyroid adenoma to left inferior gland 
and whole-body bone scan [Figure 1] was suggestive of  
metabolic bone disease with evidence of  brown tumors 
in bilateral maxilla and left iliac bone. Parathyroidectomy 
was done and biochemical features normalized following 
treatment of  “Hungry bone syndrome.” The brown tumors 
are expected to regress with time. Myriad symptomatic 
presentations of  this condition are relatively common and 
lie undocumented in India.
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Letters to the Editor

Relationship of associated secondary hyperparathyroidism 
to serum fibroblast growth factor-23 in end-stage renal 
disease: A case control study
Hamdy Sliem, Gamal Tawfik, Fadia Moustafa1, Heba Zaki 
Departments of Internal Medicine and 1Clinical Pathology, Suez Canal University, Ismailia, Egypt

A misalignment occurred in Table 2 of  the article by Sliem et al., published in the April 2011, issue of  IJEM.[1]

The corrected table is printed below [Table 2].

Table 2: Correlation between FGF-23 and various 
parameters
Parameters FGF-23

r P-value
Age (years) - 0.2 0.09 (NS)
Hb (g / dL) - 0.6 0.03*
Serum creatinine 0.5 0.05* 
Na (mEq / L) 0.07 0.6 (NS)
K (mEq) / L 0.02 0.9 (NS)
Calcium (mg / dL) - 0.7 0.01*
Phosphorus (mg / dL) 0.9 0.001*
Urea (mg/dL) 0.6 0.03*
Ferritin (ng/mL) 0.4 0.01*
PTH (pg/mL) 0.6 0.001*

PTH: Parathyroid hormone, NS: Non-significant
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The error is regretted. 

Editor, Indian Journal of  Endocrinology and Metabolism
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