
Letters to the Editor

Indian Journal of Endocrinology and Metabolism / Mar-Apr 2013 / Vol 17 | Issue 2358

due to physiological increase in estrogen in comparison 
to testosterone. The factors responsible for this altered 
sex hormone ratio are increase in sex hormone binding 
globulin, increased peripheral aromatization of  androgens, 
increased glandular secretion of  estrogens, and elevated 
LH.[3] Other associated etiologies like hyperprolactinemia 
and hypogonadism also contribute toward gynecomastia 
in thyrotoxicosis.[4] The gynecomastia resolves completely 
after control of  thyrotoxicosis, with complete reversal of  
histological changes. Our case highlights the uncommon 
presentation of  a common disease, and highlights the 
need to screen for thyrotoxicosis in all cases of  bilateral 
gynecomastia.
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Polymyalgia rheumatica 
as the first presentation 
of parathyroid carcinoma
Sir,
Parathyroid carcinoma is a rare neoplasm. Parathyroid 

carcinoma accounted for only 0.005% of  cases reported 
to the National Cancer Database between 1985 and 
1995.[1] Polymyalgia rheumatica is infrequently the initial 
manifestation of  underlying malignancy.[2]

A 57‑year‑old female patient presented with weakness and 
a 2 months history of  progressive pain, stiffness involving 
her bilateral shoulders. She had morning stiffness. Physical 
examination was unremarkable, except for restriction of  
shoulder and hip movement due to pain. The patient’s 
laboratory results showed erythrocyte sedimentation 
rate (ESR) value of  102 mm/h, C‑reactive peptide (CRP) 
value of  12 mg/dl (reference range 0‑4 mg/dl), serum 
calcium (Ca) value of  12.4 mg/dl (reference range 
8.4‑10.2 mg/dl). Serum parathormone (PTH) was 
reported as 848 pg/ml (reference range 15‑65 pg/ml), 
and the patient’s condition was concluded to be primary 
hyperparathyroidism. Her parathyroid ultrasonography 
revealed a well‑defined lesion localized at the right lobe 
inferior pole posterior sized 28 × 22 mm with regularly 
contour. In parathyroid scintigraphy, the late images 
taken 2 hours after the injection of  25mCi Tc‑99m 
MIBI revealed focal sestamibi retention in the zone 
corresponding to the thyroid right lobe lower pole 
inferior. In the surgical material, sized 6 × 2 × 0.7 cm 
weighing 4 g, tumor cell clusters penetrating into the 
capsule and within extracapsular blood vessels were 
identified. The pathology result was considered as a 
parathyroid carcinoma. Initially, patient’s shoulder pain 
was thought to be associated with metastatic disease. 
But, metastasis wasn’t detected. The reasons suggesting 
PMR: First, the patient’s age is > 50 years, second, pain 
and limitation in bilateral shoulder girdle, third, ESR 
value of >50 mm/h and CRP elevation, also duration 
of  the symptoms longer than 2 weeks.[3] 16 mg/day 
methylprednisolone therapy was initiated. Patient’s 
complaints were prominently regressed after the second 
day of  treatment. In the second month of  PMR therapy, 
the patient had no complaints and ESR; CRP values were 
within the normal range. Serum calcium level was value 
of  9.5 mg/dl, PTH level was value of  62 pg/ml in the 
twelfth month postoperative follow‑up. Prednisolone 
treatment was discontinued beginning from twelfth 
month, reducing the dose. At sixth month of  follow‑up 
after treatment, symptoms and signs related to PMR did 
not repeated.

Most patients with parathyroid carcinoma (90%) 
present with symptoms, including severe hypercalcemia, 
an elevated serum PTH level, nephrolithiasis or 
nephrocalcinosis, osteopenia, osteoporosis, pathologic 
fractures, bone pain, gastrointestinal disturbances, 
depression, fatigue, or memory disturbance.[1] Polymyalgia 
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rheumatica is a clinical syndrome characterized by 
pain and stiffness in the neck, shoulders, and hips, 
fatigue, weight loss and low‑grade fever and also rarely 
presented as a paraneoplastic manifestation. There are 
no specific diagnostic tests for PMR.[3] Cancer‑associated 
rheumatic disorders may represent a paraneoplastic 
phenomenon, i.e., occur at a distance from the primary 
tumor or metastases and be induced by the malignancy 
through mediators such as hormones, peptides, and 
antibodies. Case reports present a possible association of  
polymyalgia rheumatica with breast cancer, colon cancer, 
lymphoma, acute myeloid leukemia, prostate cancer.[2,4,5] 
Association between parathyroid cancer and PMR has 
not been reported in the literature previously. We want 
to emphasize that PMR may present as the first sign of  
parathyroid carcinoma.
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Dual ectopic thyroid – 
noninvasive diagnosis 
on radionuclide thyroid 
scan with SPECT/
CT correlation: A case 
report and brief review of 
literature
Sir,
Ectopic thyroid tissue (ETT) is a rare congenital anomaly 
defined as thyroid tissue not located anterolaterally from 
the second to the fourth tracheal cartilage. ETT may occur 
anywhere along the path of  descent of  the thyroid. It is 
very unusual for two distinct foci of  ETT to be present 
simultaneously.[1] 

An 8‑year‑old boy presented to his physician with 
complaints of  constipation and generalized weakness. 
Parents also complained about his stunted growth. His 
academic performance was average. Considering his 
history complete hormonal profile was ordered, which 
showed thyroid stimulating hormone value of  131 µIU/
ml (Normal 0.5‑5.0 µIU/ml), T3 – 110 ng/ml (Normal 
80‑230 ng/dl), T4 – 6.4 mcg/dl (Normal 7‑14 mcg/
dl). Rest of  the hormonal profile was unremarkable. 
Neck sonography failed to reveal thyroid tissue in the 
pretracheal region. With this information, thyroid ectopia 
was suspected and so patient was referred for thyroid 
scan. His planar scan [Figure 1] demonstrated two 
foci of  increased tracer uptake, one at the base of  
tongue (white arrow) and other in submandibular region 

Figure 1: Tc‑99m pertechnetate scan of an 8‑year‑old boy, with suspected 
thyroid ectopia. His planar scan (Figure 1) demonstrated two foci of 
increased tracer uptake, one at the base of tongue (white arrow) and other 
in submandibular region (red arrow). There was no tracer uptake in the 
thyroid bed. These features were highly suggestive of dual ectopic thyroid.
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