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Case Report
Hypercalcemia Associated With Severe Dysphagia in a Patient With
Parathyroid Adenoma and Significant Cervical Spondylophytes
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Background/Objective: Severe dysphagia is a rare presenting symptom of primary hyperparathy-
roidism, whereas the most common hypercalcemia-related causes include gastrointestinal symp-
toms, such as anorexia, constipation, and pancreatitis. This case presentation aimed to describe
swallowing difficulty as a leading symptom of hypercalcemia.
Case Report: A 62-year-old man experienced vomiting, dysphagia bordering with aphagia, and 20-kg
weight loss in a 2-month period. The parathyroid hormone and serum calcium levels were 102 pmol/
L (reference range, 1.8-7.9 pmol/L) and 4.12 mmol/L (reference range, 2.14-2.53 mmol/L), respectively.
Ultrasound-guided exploration of the neck revealed a large, rounded hypoechoic mass inferior to the
left thyroid lobe, which contained parathyroid tissue on fine-needle aspiration cytology examination.
Contrast-enhanced neck computed tomography revealed a mass measuring 3.6 � 2.6 � 2.5 cm
behind the left thyroid lobe, alongside massive ventral spondylophytes of the cervical spine at the
level of the postcricoid segment of the hypopharynx. Magnetic resonance imaging confirmed ventral
tissue displacement due to spondylophyte size and location. Surgical exploration of the left side of
the neck was performed, and the left lower parathyroid gland weighing 9.07 g was excised. Path-
ohistologic findings verified a parathyroid gland adenoma. The postoperative values showed para-
thyroid hormone and serum calcium levels at 4.54 pmol/L and 2.25 mmol/L, respectively.
Discussion: The pathophysiology of dysphagia in hypercalcemia is not fully elucidated. In this case,
the patient’s improvement after surgery implies a plausible connection between hypercalcemia and
dysphagia, suggesting a causal relationship.
Conclusion: Although aphagia is not a typical presenting symptom of parathyroid adenoma, it should
be noted in the differential diagnosis.
© 2024 AACE. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license

(http://creativecommons.org/licenses/by-nc-nd/4.0/).
Introduction

Hypercalcemia, primarily attributed to single parathyroid ade-
nomas, is a well-recognized manifestation of primary hyperpara-
thyroidism, accounting for approximately 90% of cases. An
overabundance of parathyroid hormone (PTH), disturbs the body’s
ment of Otorhinolaryngology
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normal calcium balance. However, aphagia/dysphagia is seldom
associated with hypercalcemia. Instead, hypercalcemia frequently
causes gastrointestinal symptoms, such as anorexia, constipation,
and pancreatitis. Nevertheless, primary hyperparathyroidism is
usually asymptomatic.1-4 Here, we report a patient with aphagia
and weight loss over 2 months.
Case Report

A 62-year-old man was admitted to our hospital with a 2-
month history of weakness, periodic vomiting, and involuntary
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Highlights

� Primary hyperparathyroidism, often caused by a parathyroid
adenoma, is the most common cause of hypercalcemia

� Dysphagia/aphagia can be caused by hypercalcemia
� Surgical removal of adenoma result in normalization of the
serum calcium levels

� Severe dysphagia is not a typical presenting symptom of
parathyroid adenoma; however, it should be noted in the
differential diagnosis

Clinical Relevance

The learning point of this case report would be to establish a
connection betweenmetabolic disorders and aphagia. Although
severe dysphagia is not a typical presenting symptom of para-
thyroid adenoma, it should be noted in the differential diagnosis.
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weight loss of >20 kg due to severe dysphagia progressing to
aphagia, complete inability to swallow liquids or solids in the
last 2 days before admission. His medical history included hip
arthroplasty performed 4 months earlier in another institution,
with no mention of hypercalcemia in perioperative laboratory
findings. The initial otorhinolaryngologic examination did not
show abnormalities, and endoscopic findings showed normal
vocal cord motility without salivary retention in the hypo-
pharynx. Esophagogastroduodenoscopy verified a small hiatal
hernia without any obstructive mass in the esophagus and
during the procedure, and a nasogastric tube was placed
because of aphagia. Contrast-enhanced neck computed tomog-
raphy showed massive ventral spondylophytes of the cervical
spine at the level of the postcricoid segment of the hypo-
pharynx, pushing the prevertebral structures ventrally, which
were considered as the primary cause of dysphagia. An addi-
tional finding was a mass measuring 3.6 � 2.6 � 2.5 cm behind
the left thyroid lobe, shown to be hypoechoic by neck ultra-
sonography (Fig. 1). The PTH, serum calcium, and ionized cal-
cium levels were 102 pmol/L (reference range, 1.8-7.9 pmol/L),
4.12 mmol/L (2.14-2.53 mmol/L), and 2.13 mmol/L (1.18-1.32
mmol/L), respectively, and the serum albumin level was within
the normal range. An intense technetium-99m sestamibi up-
take score was observed on scintigraphy at the same localiza-
tion, which was consistent with a hyperfunctional parathyroid
gland. Ultrasound-guided fine aspiration cytology examination
verified a parathyroid adenoma. Transcervical minimally inva-
sive left inferior parathyroidectomy was performed without
exposition of the 3 normal parathyroid glands, leading to a
decrease in the PTH level from 74.60 pmol/L at the start of
surgery to 12.80 pmol/L within 15 minutes after parathyroid
gland removal. Pathohistologic findings verified a parathyroid
gland adenoma. The postoperative course was uncomplicated,
showing stable PTH and serum calcium levels of 4.54 pmol/L
and 2.25 mmol/L, respectively, and no systemic or wound-
related complications. The patient’s dysphagia resolved within
the first 3 postoperative days, and the nasogastric tube was
removed. Follow-up magnetic resonance imaging confirmed
ventral displacement of the hypopharynx with cervical spon-
dylophytes; however, further surgical treatment was halted
because of complete disappearance of the patient’s symptoms
during the 1-year follow-up period (Fig. 2). The long-term
follow-up showed normal calcium serum levels without any
signs of hungry bone syndrome.
Discussion

Severe dysphagia is a rare initial presentation of hypercal-
cemia.5 The differential diagnosis of severe dysphagia should
rule out a physical structure displacing the esophagus, such as
a tumor mass, diverticulum, or vertebral spondylophytes.
However, a systemic metabolic disorder, such as hypercalcemia
due to a primary parathyroid adenoma, may also impair
esophageal mobility as a silent underlying cause. Because the
nasogastric tube was removed on the first postoperative day
due to complete resolution of symptoms, a plausible connec-
tion between hypercalcemia and dysphagia in our case may be
assumed.

The pathophysiologic mechanism of hypercalcemia-induced
severe dysphagia may be explained by the calcium ion imbal-
ance impacting esophageal neuromuscular transmission and
90
muscular contraction. Rapid influx of calcium ions into the
neuromuscular synapse leads to excessive release of acetylcho-
line, paralyzing the musculature. On the other hand, a case may
be made for the increase in the intracellular calcium levels
stimulating muscular contractions due to consequent in-
teractions between actin and myosin up to a certain level of
serum calcium. When the serum calcium level increases signif-
icantly in the long term, it causes depression in the nervous and
gastrointestinal systems, manifesting with reduced contractility
of smooth muscles due to their higher content of calcium-
dependent channels than in the skeletal muscles. The esophagus
is histologically divided into the following 2 areas: (1) the upper
third consists of the skeletal muscles, and (2) the lower part
consists of the smooth muscles. Therefore, the main patho-
physiologic explanation of dysphagia ranging to aphagia may be
reduced smooth muscle contractions in the lower two thirds of
the esophagus.6-9

It is unknown why dysphagia is not present in all patients with
severe hypercalcemia, especially in light of such a symptom being
rarely reported in hypercalcemia caused by other benign
conditions.

When considering other forms of parathyroid pathology, such as
parathyroid cysts or spontaneous parathyroid hematomas due to
internal bleeding, both may present with varying severity of
dysphagia but not hypercalcemia.9

This case shows that dysphagia may be considered as an addi-
tional adverse effect of primary parathyroid adenoma, especially
prior to performing invasive diagnostic procedures, such as
repeated endoscopy or esophageal manometry.10
Conclusion

In this case, severe dysphagia was evidently caused by hy-
percalcemia. A parathyroid adenoma was responsible for such an
unusual symptom complex, whereas surgical removal of ade-
noma resulted in normalization of the serum calcium levels and
disappearance of dysphagia within 24 hours. The learning point
of this case report would be to establish a connection between
metabolic disorders and dysphagia relevant in the differential
diagnosis of patients presenting with dysphagia and electrolyte
imbalance.



Fig. 2. Sagittal T1- and T2-weighted magnetic resonance imaging revealed disc degeneration at C5 to C6 and C6 to C7 with cervical spondylosis and ventral osteophyte formation.
Massive cervical osteophytes at C6 to C7 caused indentation of the posterior pharyngeal wall.

Fig. 1. Computed tomography revealed an oval, well-circumscribed solid mass located posterior to the left lobe of the thyroid gland (short white arrows). The mass showed less
enhancement compared with the thyroid gland. Massive anterior osteophytes of the cervical spine at the C6 to C7 vertebral levels were noted, impinging on the posterior wall of the
hypopharynx (long white arrows).
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