
Hypoparathyroidism 



Primary hypoparathyroidism is a rare cause of 
hypocalcaemia in newborn .
the diagnosis confirmed by absent or low parathormone 
level in presence of hyperphosphatemia , hypomagnesmia 
and low alkaline phosphatase 
Sporadic cases but most have genetic basis ,usually x 
linked recessive but recessive and dominant form have 
been described 



� Aplasia  or hypoplasia of the parathyroid gland 
(DiGeorge/velocardiofacial syndrome).

� Autosomal recessive hypoparathrodism with 
dysmorphic features

� Hypoparathyrodism , sensorinural deafness and renal 
anomaly syndrome 

ETIOLOGY



� HYPOPARATHYROIDISM ASSOCIATED WITH 
MITOCHONDRIAL DISORDERS Mitochondrial 
DNA mutations in Kearns-Sayre syndrome, MELAS 
(myopathy, encephalopathy, lactic acidosis, and 
stroke-like episodes) syndrome.

� SUPPRESSION OF NEONATAL PARATHYROID
HORMONE SECRETION BECAUSE OF MATERNAL 
HYPERPARATHYROIDISM







� Muscular pain and cramps are early manifestations; they 
progress to numbness, stiffness, and tingling of the hands 
and feet. 

� There may be only a positive Chvostek or Trousseau sign or 
laryngeal and carpopedal spasms. 

� Convulsions with or without loss of consciousness can 
occur at intervals of days, weeks, or months

� These episodes can begin with abdominal pain, followed by 
tonic rigidity, retraction of the head, and cyanosis

Clinical Manifestations



� In patients with long-standing hypocalcemia, the teeth erupt 
late and irregularly. Enamel formation is irregular. 

� The skin may be dry and scaly, and the nails might have 
horizontal lines. 

� Mucocutaneous candidiasis,; the candidal infection most 
often involves the nails, the oral mucosa, the angles of the 
mouth, and less often, the skin;

� Cataracts in patients with long-standing untreated disease 
are a direct consequence of hypoparathyroidism;



� The serum calcium level is low (5-7 mg/dL),
� phosphorus level is elevated (7-12 mg/dL). 
� Blood levels of ionized calcium (usually approximately 

45% of the total) more nearly reflect physiologic adequacy 
but also are low. 

� alkaline phosphatase is normal or low, 
� 1,25(OH)2D3 is low, but high levels have been found in 

some children with severe hypocalcemia. 
� The level of magnesium is normal but should always be 

checked in hypocalcemic patients. 
� Levels of PTH are low when measured by immunometric 

assay.

Laboratory Findings



� Radiographs or CT scans of the skull can reveal 
calcifications in the basal ganglia. There is a 
prolongation of the QT interval on the 
electrocardiogram, which disappears when the 
hypocalcemia is corrected. 

� The electroencephalogram usually reveals widespread 
slow activity



� Emergency treatment of neonatal tetany consists of 
intravenous injections of 5-10 mL or 1-3 mg/kg of a 10% 
solution of calcium gluconate (elemental calcium 9.3 
mg/mL) at the rate of 0.5-1.0 mL/min while the heart rate is 
monitored and a total dose not to exceed 20 mg of elemental 
calcium/kg. 

� Additionally, 1,25-dihydroxycholecalciferol (calcitriol) 
should be given. The initial dosage is 0.25 μg/24 hr; the 
maintenance dosage ranges from 0.01-0.10 μg/kg/24 hr to a 
maximum of 1-2 μg/24 hr.

Treatment



Supplemental calcium can be given in the form of 
calcium gluconate or calcium glubionate to provide 800 
mg of elemental calcium daily, but it is rarely essential.
 Foods with high phosphorus content such as milk, eggs, 
and cheese should be reduced in the diet






