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Hypercalcemia Due to 
Hyperparathyroidism Leading to 
Acute Pancreatitis 
 
Pancreatitis is a common non bacterial inflammatory disease caused by activation, 
interstitial liberation and auto digestion of pancreas by its own enzymes.  Common 
causes of acute pancreatitis are gall stones and alcohol. Much is known about the 
causes of pancreatitis but huge experimental data available about understanding of 
its pathogenesis is still incomplete. Hyperparathyroidism and other disorders 
accompanied by hypercalcaemia are occasionally complicated by acute 
pancreatitis. It is thought that the increased calcium concentration in pancreatic 
juice resulting from hypercalcaemia may prematurely activate proteases. In this 
article a case acute pancreatitis resulting from hpercalcaeia due to parathyroid 
adenoma in a young patient is presented. Hyperparathyroidism was suspected 
when despite severe pancreatitis calcium level remained high and parathormone 
level was grossly raised  
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Introduction 

Hyperparathyroidism is one of the hormonal conditions 
that may be an etiological factor in pancreatitis. 
However the relationship of cause and effect between 
the two diseases continues to be debated in the medical 
literature. Besides, other causes of acute pancreatitis 
like gallstone disease and alcoholism are far more 
common. For this reason the appearance of a raised 
serum calcium level, in the routine biochemical profiles 
of a patient first presenting with acute pancreatitis, does 
not raise much alarm. However, the precise frequency 
with which pancreatitis occurs in association with 
hyperparathyroidism is not known. Mixter, Keynes and 
Cope (1962) found sixty-two cases of these diseases co 
existing and reported that pancreatitis occurred in 
eleven out of 155 patients with hyperparathyroidism.1 It 
appears that either the coexistence of these two 
diseases is not as common in the United Kingdom as in 
the United States of America or that pancreatitis is not 
investigated so thoroughly to exclude 
hyperparathyroidism. 

Case Report 

A 30-year-old man was admitted on 8 September 2012 
to PIMS (Pakistan Institute of Medical Sciences) 
Islamabad as an emergency with a sudden onset of 
colicky abdominal pain which radiate to his back. He 
gave no history of indigestion, vomiting, change of 
bowel habit or change in color of his stools or urine. He 
smoked fourteen cigarettes per day for ten years and 
admitted to a moderate alcohol intake. On examination 
he was an ill looking man with a pulse rate of 100/min, 
blood pressure was 110/70 mmHg, respiratory rate 
16/min, he was afebrile, and his tongue was dry and 
coated. The thyroid gland was not enlarged. The 
abdomen was non distended but there was guarding 
and tenderness across the upper abdomen. The results 
of the main investigations performed were: hemoglobin 
11.9%; white blood count 15.000 mm3; serum amylase 
700 units, lipase was 1080 units and urea and 
electrolytes were within normal limits. The serum 
calcium was 11.4mg/dl (normal range 8.5 to 10.5 mg/dl). 
An X-ray of the abdomen was normal, ultrasound of 
abdomen showed cholelithiasis and bilateral 
nephrolithiasis. C.T scan of abdomen showed absccess 
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consequence of pancreatitis. In 78% of cases, 
pancreatitis preceded the diagnosis of pHPT and that no 
pancreatitis was recorded either in the RHPT group or 
after parathyroidectomy.6 Ballon et al. (1972) described 
a case in which a parathyroid adenoma was 
incriminated as causing severe relapsing pancreatitis in 
a persistently normocalcaemic patient.7 The mechanism 
for the causation of the pancreatitis was obscure in the 
face of persistent normo calcaemia and they observed 
that the coincidental association of diseases must be 
considered. The association of hypercalcaemia or 
pancreatic calcification and pancreatitis should direct 
attention to studies diagnostic of hyperparathyroidism. 
Indeed, in acute fulminating pancreatitis, Bockus (1950) 
points out that if the blood calcium is not depressed after 
the first 2 days, hyperparathyroidism should be 
suspected.8 

Conclusion 
Acute pancreatitis is one of symptoms of primary 
hyperparathyroidism, caused by a parathyroid adenoma 
and is curable by its excision. Hypercalcemia and 
hyperparathyroidism should be scrutinized in all fresh 
cases of acute pancreatitis even though primary 
hyperparathyroidism is a rare cause. Any oversight will 
result in diagnostic delays. 

 

 

 

 

 

 

 

 

 

 

 

 

References 
1.  Cope, O., Cullver, P.J., Mixter, C.G. & Nardi, C.A. (1957) Pancreatitis, 

a diagnostic clue to hyperparathyroidism. Annals of Surgery, 145, 857. 
2.  Martin, L. & Conseka, J.D. (1947) Pancreatic calculosis. Journal of the 

American Medical Association, 135, 1055. 
3.  Bess MA, Edis AJ, von Heerden JA. Hyperparathyroidism and 

ancreatitis. Chance or a causal association? JAMA 1980; 243: 246-7. 
4.  Kelly, T.R. (1968) Relationship of hyperparathyroidism to pancreatitis. 

Archives of Surgery, 97, 267. 
5.  Sitges-Serra A, Alonso M, de Lecea C, Gores PF, Sutherland DE. 

Pancreatitis and hyperparathyroidism. Br J Surg 1988 Feb; 75 (2):158-
60. 

6.  Carnaille, B.; Oudar, c.; Pattou, F.; Combemale, F. Rocha; Proye, C. 
Pancreatitis and primary hyperparathyroidism forty cases. Aust N Z J 
St 1998 Feb; 68 (2): 117-19. 

7.  Ballon, S., Cohen, H. & Strasberg, Z. (1972) Recurrent pancreatitis 
due to parathyroid adenoma in a normocalcaemia patient. Canadian 
Medical Association Journal 106, 51. 

8.  Bockus, H.L. (1950) Recent experience in the diagnosis and treatment 
of acute pancreatitis. In: Postgraduate Gastroenterology, W.B. 
Saunders, Philadelphia.  


