
The traditional treatment for Primary Hyperparathyroidism is 
parathyroidectomy. However, many patients are not surgical 
candidates. Cinacalcet has been approved for the treatment of 
signi�cant hypercalcemia in these patients. Multiple studies 
have reported that Cinacalcet is a highly e�ective in reducing 
serum calcium. We report a case where Cinacalcet use was 
associated with an exacerbation of hypercalcemia. 
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Background

Despite an initial response, the subsequent failure of Cinacalcet 
to control hypercalcemia is intriguing. Increasing the dose of 
Cinacalcet did not improve serum calcium levels. Reasons for 
the deterioration in this patient may be related to a decline in 
his renal function or possibly his advanced age. While we 
cannot directly attribute the deterioration of his condition to 
Cinacalcet use, the temporal relationship to the use of 
Cinacalcet raises the possibility that an escape phenomenon 
may occur resulting in rebound hypercalcemia. Clinicians 
should consider discontinuing the Cinacalcet and use 
appropriate alternate medications to control hypercalcemia. 
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An 88 year-old male with a past medical history signi�cant for 
vitamin D de�ciency, chronic renal disease, and atrial �brillation 
was found to have a calcium level of 11.5 mg/dL[8.4-10.2], a 
parathyroid hormone [PTH] of 173pg/mL[15-65], BUN 31[9-21], 
Cr 1.7[0.7-1.3], a phosphorus level at 3.0 [2.7-4.5], and albumin 
4.6g/dL[3.5-5.0]. His medications were amiodarone, warfarin, 
amlodipine, aspart insulin, omeprazole, pravastatin, and 
terazosin. He had no family history of thyroid or parathyroid 
disorders, and no known history of head and/or neck radiation. 
Physical examination was essentially normal apart from a mild 
elevation in blood pressure at 141/65.

Case

Due to the patients advanced age, as well as, multiple medical 
co-morbidities, he was not a surgical candidate. His calcium 
levels remained elevated but stable for the next three years. At 
that time, his calcium levels reached 11.7mg/dL[8.4-10.2], 
albumin 3.7g/dL[3.5-5.0], intact PTH 344 pg/mL[15-65] and 
urine calcium 279.5mg/24hrs [100-300]. Parathyroid scan was 
normal. Medical management with Cinacalcet 30 mg daily was 
initiated. Cinacalcet resulted in a calcium value of minimal value 
of 9.4mg/dL[8.4-10.2] and a corresponding PTH value of 
445pg/mL[15-65].

Three months after initiation of Cinacalcet, the patient was 
hospitalized with pronounced hypercalcemia. His calcium level 
on admission was 13.4mg/dL[8.4-10.2], with an albumin of 4.9 
g/dL[3.5-5.0], PTH 435pg/mL[15-65], BUN 52[9-21], Cr 
3.2[0.7-1.3], magnesium 2.2[1.7-2.2], and phosphorus 
4.1[2.7-4.5]. Despite increasing the Cinacalcet dose to 30mg 
twice daily, intravenous normal saline, and treatment with 
calcitonin, his calcium level remained elevated, his condition 
deteriorated, and he ultimately expired. 

Case


