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Summary

Aim. The objective of the study was to evaluate the prevalence and severity of anxiety 
and depression in patients with primary hyperparathyroidism (PHPT), and to determine a re-
lationship between the severity of these disorders and the serum calcium ion and parathyroid 
hormone level, as well as to evaluate the usefulness of self-rating scales in screening for 
depressive disorders in PHPT patients.

Method. Using the 17-item Hamilton Depression Rating Scale (HAM-D), Beck Depres-
sion Inventory-II (BDI-II) and Hospital Anxiety and Depression Scale (HADS), study was 
performed on a group of 101 patients with PHPT. A control group included 50 patients diag-
nosed with non-toxic thyroid goiter.

Results. The HAM-D indicated higher prevalence and severity of depressive symptoms 
in the whole population of patients and in women with PHPT. Such a relationship was not 
observed in men. The BDI-II indicated higher prevalence and severity of depressive symptoms 
in the whole population of patients and in women with PHPT. Such a relationship was not 
observed in men. The HADS did not show significant differences in the prevalence of depres-
sive and anxiety symptoms between the study and control groups in the whole population and 
after taking into account the gender division.

Conclusions. A relationship between PHPT and depression was confirmed. Such a re-
lationship was not confirmed for anxiety. A relationship between the severity of depres-
sion and the serum calcium ion and parathyroid hormone level was also not confirmed. 
A statistically significant negative correlation between the severity of anxiety and the 
serum calcium ion level in the whole population of patients, and an additional positive 
correlation between the serum parathyroid hormone level and the severity of anxiety in 
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women were confirmed. Self-rating tests are not sufficient for screening for depressive 
disorders in PHPT patients.
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Introduction

Parathyroid glands are small glands that are typically located on the back of the 
thyroid gland. They can also be located in the thyroid parenchyma, thymus, pericar-
dium and anterior or posterior mediastinum [1–3]. The basic function of parathyroid 
glands is to maintain the calcium homeostasis in the extracellular fluid and blood 
serum by secreting parathyroid hormone (PTH), which is the main regulator of the 
calcium balance [4].

Primary hyperparathyroidism (PHPT) is characterized by excessive secretion of 
parathyroid hormone which is caused by overproduction of PTH which is insensitive 
or poorly sensitive to the suppressive effect of hypercalcemia. Primary hyperparathy-
roidism is one of the most common endocrine disorders [1]. It is believed that only 
diabetes, thyroid diseases and polycystic ovary syndrome are more common than 
PHPT [1, 5]. The incidence rate depends on gender, with PHPT occurring much more 
often in women [6, 7].

Typical symptoms of primary hyperparathyroidism result from skeletal lesions, 
such as subperiosteal bone resorption, acroosteolysis, brown tumor and osteoporosis, 
as well as renal disorders, such as bilateral, recurrent kidney stone disease [8, 9]. 
Full-blown PHPT occurs only in 20% of cases; the remaining 80% is of subclinical 
(asymptomatic) course [8–13]. In this form of PHPT, the symptoms take the form of 
the so-called masks: nephrological, rheumatological, gastroenterological, endocrino-
logical, cardiological, and hematological one [3, 5, 14].

In the course of PHPT, somatic symptoms can be accompanied by psychopatho-
logical symptoms [3, 5]. At the early stage of PHPT patients rarely report any somatic 
symptoms, while complaining of apathy, weakness, malaise, sleep disorders, lack of ap-
petite, cognitive disorders (especially memory deterioration), and affective and anxiety 
disorders [7, 15, 16]. The most common psychopathological symptoms that occur in the 
course of PHPT are depressed mood, sleep disorders, emotional lability, neurasthenic 
symptoms, irritability, cognitive disorders and deterioration in daily activities [6–8, 
10, 11, 15, 17–26]. More severe forms of PHPT involve psychotic symptoms, such as 
delusions, hallucinations and disorders of consciousness [24].

A relationship between the severity of psychopathological symptoms and the 
level of calcium in serum has already been described. However, what must be taken 
into account is that sensitivity to hypercalcemia varies significantly from patient to 
patient [15, 27]. According to another theory, the severity of mental disorders in 
PHPT is not associated with the level of calcium ions, but rather may result from 
other factors, such as personality traits before the illness occurred or social and 
cultural factors [20].
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The occurrence of depressive and anxiety disorders in PHPT patients is the subject 
of studies published in recent years. Most of these studies focused on evaluating the 
severity of these disorders in patients before and after parathyroidectomy. The results 
generally indicate higher occurrence of depressive and anxiety disorders in PHPT 
patients, and alleviation of symptoms after the surgical procedure [28–37]. Still, the 
etiology of mental disorders in PHPT patients remains unclear. A handful of studies 
show there is a relationship between the severity of anxiety disorders and the level 
of parathyroid hormone [38], and between the level of calcium ions in serum and the 
severity of neuropsychological symptoms [30]. A detailed overview of sources touch-
ing upon this issue is provided in a separate publication [14].

Aim of the study

We predetermined the following study aims:
(1) Evaluate the prevalence and severity of anxiety and depressive disorders in 

PHPT patients.
(2) Determine a potential relationship between the severity of these disorders and 

the level of calcium ions and parathyroid hormone in serum.

Self-rating depression scales (which are less time-consuming [39–43]) are gener-
ally considered useful in screening tests in patients with somatic illnesses, thus we 
predetermined the third aim — namely evaluating the Beck Depression Inventory – II 
(BDI-II) and the Hospital Anxiety and Depression Scale (HADS) as suitable tools for 
screening of depressive disorders in PHPT patients. The choice of tools was based 
mainly on their availability for physicians rather than for psychiatrists.

Material and methods

The study was conducted from 1 March 2014 to 30 March 2016 at the Chair and 
Department of General Surgery, Medical University of Silesia, Bytom. During this 
period 130 patients were admitted in order to undergo parathyroidectomy. 29 of them 
were excluded due to lack of consent or meeting the exclusion criteria: renal failure, 
bipolar disorder, schizophrenia, schizotypal and delusional disorders, mental impair-
ment, dementia or cognitive disorders that would prevent an individual from filling 
out questionnaires, and taking psychotropic medications at the time of the study and 
3 months preceding it. Eventually 101 patients diagnosed with PHPT were screened. 
The control group consisted of 50 patients who were hospitalized during the same 
period due to a non-toxic thyroid goiter.

After giving consent to take part in the study, all patients filled out a personal ques-
tionnaire and underwent a basic psychiatric assessment. Then the 17-item Hamilton 
Depression Rating Scale (HAM-D) was used to evaluate depressive symptoms. After 
the assessment, each participant filled the Beck Depression Inventory – II (BDI-II) 



Łukasz Kunert et al.1094

and the Hospital Anxiety and Depression Scale (HADS) on their own. Diagnosis of 
depression or anxiety disorders was confirmed on the basis of ICD-10 criteria [44].

Next stage involved the analysis of correlation between the results obtained through 
HAM-D, BDI and HADS methods and the laboratory test results – measuring the level 
of calcium and parathyroid hormone in serum. Evaluation of calcium and parathyroid 
hormone levels in serum was based on data obtained from hospital records. No ad-
ditional laboratory tests were performed.

The Bioethics Committee at the Medical University of Silesia decided that 
conducting the study entitled Evaluation of mental state in patients diagnosed with 
hyperparathyroidism does not require the Committee’s approval.

Statistical analysis

Among the results features marked for the treatment and the control group, only the 
age variable is represented in the ratio scale. Hence the normality test was performed 
for this particular feature. The result of the Shapiro–Wilk test showed a significant 
deviation from the normal distribution. The results obtained using the HAM-D, BDI 
and HADS scales are represented in the ordinal scale. Considering the deviation from 
the normal age distribution in both groups, the values of median and quartile 1 and 3, 
as well as an interquartile range were determined for each variable. The nonparametric 
Mann–Whitney U test was used to compare both groups.

In terms of gender and normative values both groups were compared using the 
test of independence, which was complemented by Fisher’s exact test in cases where 
sample size was small. For data gathered from the treatment group the Spearman’s rank 
correlation coefficient was calculated along with a significance test for this coefficient. 
The reason for choosing the Spearman’s rank correlation coefficient was that in each 
case one of the correlated features is represented in the ordinal scale.

Results

The study involved 101 patients in the treatment group and 50 patients in the control 
group. Both groups were similar in terms of age and gender. A detailed characteristics 
of both groups is provided in Table 1.

Table 1. Group characteristics

Parameters Treatment group Control group
Women 85 16
Men 42 8
Age range 20–86 years of age 25–75 years of age
Median age 60.0 58.0



1095Depressive and anxiety disorders in patients with primary hyperparathyroidism

p<0.001

6

70

60

50

40

Nu
mb

er
 of

 pa
tie

nts

44

40

61

30

20

10

0

No depression Depression

Treatment group

Control group

Figure 1. The comparison of groups in terms of the number of people showing 
the presence of depressive disorders in the study using the Hamilton Depression Rating 

Scale (HAM-D)

Depressive and anxiety disorders

The Hamilton Depression Rating Scale (HAM-D) was used to evaluate the preva-
lence and severity of depressive symptoms. The cut-off point was set at 7 points.

The analysis of the obtained results showed a significantly higher prevalence 
and severity of depressive symptoms in the group of patients diagnosed with PHPT 
(Figure 1).

Similar results were observed in women (p < 0.001) (Figure 2).
Such dependence was not observed in men (p > 0.05). Detailed results are pro-

vided in Table 2.
Table 2. Results in the Hamilton Depression Rating Scale (HAM-D)

Hamilton Depression Rating Scale Treatment group Control group Statistical significance
Median 9 2 p < 0.001
Presence of disorders 61 (101) 6 (50) p < 0.001
Median (women) 9 2 p < 0.001
Presence of disorders (women) 53 (85) 4 (42) p < 0.001
Median (men) 2.5 4 p > 0.05
Presence of disorders (men) 5 (16) 2 (8) p > 0.05
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Figure 2. The comparison of groups in terms of the number of people showing the presence 
of depressive disorders in the study using the Hamilton Depression Rating Scale (HAM-D) 

(women)
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Figure 3. Severity of depressive symptoms in the Hamilton Depression Rating Scale

The treatment group showed higher severity of depressive symptoms than the 
control group (p < 0.001) (Figure 3).

Similar results were observed in women (p < 0.001) (Figure 4).
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Figure 4. Severity of depressive symptoms in the Hamilton Depression Rating Scale (women)

Such dependence was not observed in men (p > 0.05).
Table 3 illustrates the distribution of the severity of depressive symptoms taking 

into account the division of the groups. Interpretation of the results was as follows: 
8–13 points indicating mild symptoms, 14–18 points indicating moderate symptoms, 
19–22 points indicating severe symptoms, 22 points and more indicating very severe 
depressive symptoms.

Table 3. The size of groups, including the division into severity of symptoms based 
on the results obtained on the Hamilton Depression Rating Scale (HAM-D)

Severity of depressive symptoms
Treatment group (n) Control group (n)

Women Men Total Women Men Total

Ha
mi

lto
n D

ep
re

ss
ion

 
Ra

tin
g S

ca
le

no depression 32 11 43 38 6 44
mild 30 4 34 4 2 6
moderate 16 1 17 0 0 0
severe 7 0 7 0 0 0
very severe 0 0 0 0 0 0

The results of the Beck Depression Inventory – II-based test (BDI-II) were also 
statistically compared. The cut-off point was set at 13 points. The analysis of the results 
showed a significantly more frequent exceeding of the cut-off point and higher sever-
ity of depressive symptoms in the group of patients diagnosed with PHPT (Figure 5).

Similar results were observed in women (p < 0.05) (Figure 6).
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Figure 5. The comparison of groups in terms of the number of people showing the presence 
of depressive disorders in the study using the Beck Depression Inventory – II (BDI-II)

Table 4. Results of the Beck Depression Inventory – II (BDI-II)

Beck Depression Inventory Treatment group Control group Statistical significance
Median 10 5.5 p < 0.01
Presence of disorders 37 (101) 9 (50) p < 0.05
Median (women) 10 5 p < 0.01
Presence of disorders (women) 33 (85) 7 (42) p < 0.05
Median (men) 2.5 4 p > 0.05
Presence of disorders (men) 3 (16) 2 (8) p > 0.05

The next analysis involved disorder severity measured using the BDI-II. The treat-
ment group showed higher severity of depressive symptoms than the control group 
(p < 0.05) (Figure 7).

Similar results were observed in women (p < 0.05) (Figure 8).
Such dependence was not observed in men (p > 0.05).
Table 5 illustrates the distribution of the severity of depressive symptoms taking 

into account the division into groups. Following interpretation of the results was used: 
14–19 points: mild symptoms, 20–28 points: moderate symptoms, 29 points and more: 
severe symptoms.

Such dependence was not observed in men (p > 0.05).
Detailed data concerning the number of patients is provided in Table 4.
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Figure 6. The comparison of groups in terms of the number of people showing 
the presence of depressive disorders in the study using the Beck Depression 

Inventory – II (BDI-II) (women)
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Figure 7. Depressive symptoms severity in the Beck Depression Inventory – II
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table continued on the next page
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Figure 8. Depressive symptoms severity in the Beck Depression Inventory – II (BDI-II) 
(women)

Table 5. The size of groups, including the division into severity of symptoms based 
on the results obtained in the Beck Depression Inventory – II (BDI-II)

Severity of depressive symptoms
Treatment group (n) Control group (n)

Women Men Total Women Men Total

Be
ck

De
pr

es
sio

n 
Inv

en
tor

y

no depression 52 13 65 35 6 41

mild 23 2 25 4 1 5

moderate 10 1 11 3 1 4

severe 0 0 0 0 0 0

In order to compare both groups in terms of the occurrence of depressive and 
anxiety symptoms, the Hospital Anxiety and Depression Scale (HADS) was also used. 
The cut-off point was set at 7 points for both the depressive and anxiety symptoms 
subscales. Detailed results are provided in Tables 6 and 7.

Table 6. Results obtained in the HADS-D subscale

HADS-D scale Treatment group Control group Statistical 
significance

Median 5 2 p < 0.01

Presence of disorders 21 (101) 6 (50) p > 0.05
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Median (women) 5 2.5 p < 0.01

Presence of disorders (women) 19 (85) 5 (42) p > 0.05

Median (men) 4 2 p > 0.05

Presence of disorders (men) 2 (16) 1 (8) p > 0.05

Table 7. Results obtained in the HADS-A subscale

HADS-A scale Treatment group Control group Statistical significance

Median 6 6 p > 0.05

Presence of disorders 39 (101) 17 (50) p > 0.05

Median (women) 7 6 p > 0.05

Presence of disorders (women) 36 (85) 15 (42) p > 0.05

Median (men) 5 6 p > 0.05

Presence of disorders (men) 3 (16) 2 (8) p > 0.05

Correlations

The results were analyzed with the use of Spearman’s correlation coefficient. 
Statistically significant correlation between the severity of depression symptoms 
(HAM-D, BDI-II, HADS) and the serum calcium and parathyroid hormone level was 
not observed in the group of all examined patients, also after taking into considera-
tion the division into groups according to sex. However, it was proved there is a slight 
negative correlation between the severity of anxiety symptoms evaluated using the 
HADS and the level of calcium ions in serum in patients diagnosed with primary hy-
perparathyroidism (rs = – 0.1863; p < 0.05). If gender division is taken into account, 
in the group of women such relationship was also confirmed (rs = – 0.2404; p < 0.05) 
together with a positive correlation between the severity of anxiety symptoms and 
the level of parathyroid hormone (rs = 0.1797; p < 0.05). In the group of men, a rela-
tionship between the severity of anxiety symptoms and the level of calcium ions and 
parathyroid hormone in serum was not confirmed.

Discussion

So far there are not many studies that analyze the occurrence of depressive and 
anxiety disorders in the population in question. Most of these studies involve small 
study groups (we have managed to find only one study that involved a group that was 
bigger than our own) with researchers focusing typically on comparing mental state 
before and after the surgical procedure. Only White et al. [38] conducted a similar study 
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and failed to find significant differences between the PHPT patients and the control 
group in terms of the severity of depressive and anxiety symptoms.

Control group was decided to consist of patients suffering from nontoxic goiter 
who were being prepared to operation. The reasons in favor of such choice were simi-
larities in terms of lesions location and the course of the surgical procedure, as well as 
rare cases of hormonal imbalance [45]. Similar choice of the control group was made 
by Pasieka and Parsons [46], Dotzenrath et al. [29] and Weber et al. [32]. Babińska et 
al. [31] chose patients undergoing other surgical procedures. However, it appears that 
potential differences between particular surgical procedures are substantial enough so 
that obtained results may not be completely objective.

The results obtained by our team indicate significantly more frequently occur-
rence and higher severity of depressive disorders in patients with primary hyperpar-
athyroidism when compared to general population. The HAM-D-based test showed 
higher prevalence and severity of depressive symptoms both in the whole population 
and in women who underwent the examination. The difference was highly statistically 
significant. The analysis of the results obtained by male participants did not show sig-
nificant differences in both groups. However, this group was much smaller. Although 
it is in accordance with the prevalence of PHPT in general population [6, 7], it might 
have affected the results. The question of whether statistical significance would be 
obtained after enlarging the male group remains open, but the literature review shows 
that studying a larger group is difficult.

Results obtained from the BDI-based examination also showed a considerably 
higher prevalence of depressive symptoms and their higher severity both in the whole 
population and in the group of female patients with primary hyperparathyroidism 
when compared with the control group. However, the significance level was substan-
tially lower than in the case of results obtained using the HAM-D scale. The analysis 
involving male participants did not show a statistically significant difference in terms 
of prevalence and severity of depressive symptoms in the treatment group and the 
control group.

The analysis of results of the HADS-based evaluation of depressive disorders did 
not show significant differences in the prevalence of depressive symptoms between 
the treatment group and the control group – both in the whole evaluated population 
and after gender division. However, the median amount of points scored by PHPT 
patients was significantly higher than in the control group – both in female and male 
participants and for the whole evaluated population.

The second aim of the study was to compare the sensitivity of commonly used 
self-rating depression scales (BDI-II, HADS) with the objective scale (i.e., the HAM-D 
scale) in the population of PHPT patients. The difference between the results obtained 
through the self-rating scales and those from the objective scale indicates higher sensi-
tivity of the latter. It suggests that using self-rating scales for screening of depressive 
disorders in PHPT patients may be insufficient. Moreover, the study results indicate 
the need for performing thorough, depressive disorder-oriented routine diagnostic 
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procedures in PHPT patients, and in many cases providing those patients with full 
psychiatric care.

The analysis of the results concerning anxiety disorders did not show any sig-
nificant differences between the treatment group and the control group both for the 
whole population and by gender division. However, the study circumstances need to 
be taken into account. Patients from both the treatment group and the control group 
awaited for the surgical procedure, which could intensify anxiety and thus distort the 
results. Another factor that could affect the results was the fact that anxiety disorders 
were evaluated only using the self-rating scale. This calls for conducting a study 
on anxiety disorders in PHPT patients using the objective scale. This is where the 
analogy to the interlinkages of mental disorders in cardiovascular diseases overlaps. 
The negative impact of depression on the prognosis of the cardiovascular diseases 
was clearly confirmed, however, the impact of anxiety on the course of these diseases 
is still questionable [47].

In the study we failed to find a statistically significant correlation between the oc-
currence and severity of depressive disorders and the parameters routinely evaluated in 
PHPT. The analysis of publications showed that there was lack of convincing evidence 
of significant relationship between the severity of depressive symptoms and biological 
indicators of the disease, and the summary is in the consensus of experts presented by 
Bilezikian in 2014 [29, 31, 48, 49]. In the PubMed and MEDLINE databases, no later 
reports were found that would significantly change this view. This indicates the need for 
conducting further studies concerning this population of patients in order to determine 
a possible relationship between PHPT and the occurrence of depressive disorders.

Statistically significant slight negative correlation was found between the sever-
ity of anxiety symptoms and the serum calcium ions level. In the group of women, it 
was also found that the serum parathyroid hormone level correlated positively with 
the severity of anxiety symptoms, what was in agreement with earlier researches [8, 
30, 38, 50]. We failed to find similar relationships in men. This suggests the need 
for conducting further studies on the population of PHPT patients, and indicates the 
direction of such studies.

Conclusions

1. Significant relationship between primary hyperparathyroidism and depressive 
symptoms were found in the research. Such relationship was not proved for anxi-
ety symptoms.

2. Significant relationship between the severity of depressive symptoms and the serum 
calcium ions and parathyroid hormone level was not observed. Slight significant 
negative correlation was found between the severity of anxiety symptoms and 
the serum calcium ions level. In the group of women, it was also found that the 
serum parathyroid hormone level correlated positively with the severity of anxi-
ety symptoms.
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3. Self-rating tests are not sufficient for screening of depressive disorders in PHPT 
patients. Evaluation has to be conducted using the objective scale.

Practical conclusion: PHPT patients should be screened for depressive and anxi-
ety disorders.

References

1. Pietkiewicz M, Nienartowicz E, Sokołowska-Dąbek D, Zaleska-Dorobisz U, Gamian A, Pietk-
iewicz J. Nadczynność przytarczyc: podstawy molekularne zaburzeń, diagnostyka i możliwości 
terapeutyczne. Postepy Hig. Med. Dosw. 2010; 64: 555−567.

2. Phitayakorn R, McHenry CR. Parathyroidectomy: Overview of the anatomic basis and surgi-
cal strategies for parathyroid operations. Clin. Rev. Bone Miner. Metab. 2007; 5(2): 89–102.

3. Kokot F, Franek E. Choroby przytarczyc. In: Szczeklik A, editor. Choroby wewnętrzne. Krakow: 
Medycyna Praktyczna Publishing House; 2005. P. 1088−1090.

4. Saliba W, El-Haddad B. Secondary hyperparathyroidism: Pathophysiology and treatment. J. 
Am. Board Fam. Med. 2009; 22(5): 574–581.

5. Śliwa K, Marciniak I, Obołończyk Ł, Wiśniewski P, Sworczak K. Epidemiologia pierwotnej 
nadczynności przytarczyc w populacji osób w wieku 55 lat i więcej. Probl. Hig. Epidemiol. 
2010; 91(2): 248−255.

6. Krysiak R, Okopień B, Herman ZS. Pierwotna nadczynność przytarczyc. Pol. Arch. Med. Wewn. 
2005; 114: 1016–1024.

7. Coker LH, Rorie K, Cantley L, Kirkland K, Stump D, Burbank N et al. Primary åhyperpar-
athyroidism, cognition, and health-related quality of life. Ann. Surg. 2005; 242(5): 642−650.

8. Chudziński W, Nawrot I. Obraz kliniczny i diagnostyka nadczynności przytarczyc. Med. Sci. 
Rev. Chir. Endokrynol. 2006; 1: 27−33.

9. Ljunghall S, Hellman P, Rastad J, Åkerström G. Primary hyperparathyroidism: Epidemiology, 
diagnosis and clinical picture. World J. Surg. 1991; 15(6): 681−687.

10. Taniegra E. Hyperparathyroidism. Am. Fam. Physician. 2004; 69(2): 333−339.

11. Conroy S, Moulias S, Wassif WS. Primary hyperparathyroidism in the older person. Age Age-
ing. 2003; 32(6): 571−578.

12. Niedźwiecki S, Kuzdak K, Kaczka K, Pomorski L. Prospektywna ocena częstości występowania 
pierwotnej nadczynności przytarczyc u chorych z wolem guzowatym. Pol. Merkuriusz Lek. 
2006; 21: 469−473.

13. Niedźwiecki S, Kuzdak K, Kaczka K, Pomorski L. Normocalcemic, subclinical, asymptomatic 
primary hyperparathyroidism in patients with goiter or papillary thyroid cancer – preliminary 
report. Wiad. Lek. 2007; 5−6: 228−230.

14. Kunert Ł, Sołtysik M, Buła G, Gawrychowski J, Pudlo R. Zaburzenia psychiczne u chorych 
z pierwotną nadczynnością przytarczyc. Psychiatria. 2016; 13(2): 105−115.

15. Pudlo R, Jarząb M. Zaburzenia psychiczne w chorobach przytarczyc. In: Gawrychowski J, Jarząb B, 
editors. Choroby tarczycy i przytarczyc. Diagnostyka i leczenie. Warsaw: MediPage; 2014. P. 334−336.



1105Depressive and anxiety disorders in patients with primary hyperparathyroidism

16. Walker MD, Rubin M, Silverberg SJ. Nontraditional manifestations of primary hyperparathy-
roidism. J. Clin. Densitom. 2013; 16(1): 40−47.

17. Clark OH, Grant CS, Hodgson SF, Irvin GL, Kleerekoper M, Pasieka JL et al. The American 
Association of Clinical Endocrinologists and the American Association of Endocrine Surgeons 
Position Statement on the diagnosis and management of primary hyperparathyroidism. Endocr. 
Pract. 2005; 11(1): 49−54.

18. Mihai R, Wass JAH, Sadler GP. Asymptomatic hyperparathyroidism – Need for multicentre 
studies. Clin. Endocrinol. (Oxf.). 2008; 68(2): 155−164.

19. Pasieka JL, Parsons LL. Prospective surgical outcome study of relief of symptoms following 
surgery in patients with primary hyperparathyroidism. World J. Surg. 1998; 22(6): 513−519.

20. Alarcon RD, Franceschini JA. Hyperparathyroidism and paranoid psychosis case report and 
review of the literature. Br. J. Psychiatry. 1984; 145: 477−486.

21. Watson LC, Marx CE. New onset of neuropsychiatric symptoms in the elderly: Possible primary 
hyperparathyroidism. Psychosomatics. 2002; 43(5): 413−417.

22. Boonen S, Vanderschueren D, Pelemans W, Bouillon R. Primary hyperparathyroidism: Diagnosis 
and management in the older individual. Eur. J. Endocrinol. 2004; 151(3): 297−304.

23. Agras S, Oliveau DC. Primary hyperparathyroidism and psychosis. Can. Med. Assoc. J. 1964; 
91(26): 1366−1367.

24. Okamoto T, Kamo T, Obara T. Outcome study of psychological distress and nonspecific symp-
toms in patients with mild primary hyperparathyroidism. Arch. Surg. 2002; 137(7): 779−783.

25. Wilhelm SM, Lee J, Prinz RA. Major depression due to primary hyperparathyroidism: A frequent 
and correctable disorder. Am. Surg. 2004; 70(2): 175−179.

26. Tsukahara K, Sugitani I, Fujimoto Y, Kawabata K. Surgery did not improve the subjective 
neuropsychological symptoms of patients with incidentally detected mild primary hyperpar-
athyroidism. Eur. Arch. Otorhinolaryngol. 2008; 265(5): 565–569.

27. Velasco PJ, Manshadi M, Breen K, Lippmann S. Psychiatric aspects of parathyroid disease. 
Psychosomatics. 1999; 40(6): 486−490.

28. Roman SA, Sosa JA, Mayes L, Desmond E, Boudourakis L, Lin R et al. Parathyroidectomy 
improves neurocognitive deficits in patients with primary hyperparathyroidism. Surgery. 2005; 
138(6): 1121−1128.

29. Dotzenrath CM, Kaetsch AK, Pfingsten H, Cupisti K, Weyerbrock N, Vossough A et al. Neu-
ropsychiatric and cognitive changes after surgery for primary hyperparathyroidism. World J. 
Surg. 2006; 30(5): 680−685.

30. Weber T, Keller M, Hense I, Pietsch A, Hinz U, Schilling T et al. Effect of parathyroidectomy 
on quality of life and neuropsychological symptoms in primary hyperparathyroidism. World J. 
Surg. 2007; 31(6): 1202–1209.

31. Babińska D, Barczyński M, Stefaniak T, Osęka T, Babińska A, Babiński D et al. Evaluation of 
selected cognitive functions before and after surgery for primary hyperparathyroidism. Lan-
genbecks Arch. Surg. 2012; 397(5): 825−831.

32. Weber T, Eberle J, Messelhäuser U, Schiffmann L, Nies C, Schabram J et al. Parathyroidectomy, 
elevated depression scores, and suicidal ideation in patients with primary hyperparathyroidism. 
JAMA Surg. 2013; 148(2): 109−115.



Łukasz Kunert et al.1106

33. Zanocco K, Butt Z, Kaltman D, Elaraj D, Cella D, Holl JL et al. Improvement in patient-reported 
physical and mental health after parathyroidectomy for primary hyperparathyroidism. Surgery. 
2015; 158(3): 837−845.

34. Trombetti A, Christ ER, Henzen C, Gold G, Brändle M, Herrmann FR et al. Clinical presentation 
and management of patients with primary hyperparathyroidism of the Swiss Primary Hyper-
parathyroidism Cohort: A focus on neuro-behavioral and cognitive symptoms. J. Endocrinol. 
Invest. 2016; 39(5): 567−576.

35. Liu JY, Saunders ND, Chen A, Weber CJ, Sharma J. Neuropsychological changes in primary 
hyperparathyroidism after parathyroidectomy. Am. Surg. 2016; 82(9): 839−845.

36. Bilezikian JP, Cusano NE, Khan AA, Liu JM, Marcocci C, Bandeira F. Primary hyperparathy-
roidism. Nat. Rev. Dis. Primers. 2016; 2: 16033.

37. Shah-Becker S, Derr J, Oberman BS, Baker A, Saunders B, Carr MM et al. Early neurocognitive 
improvements following parathyroidectomy for primary hyperparathyroidism. Laryngoscope. 
2018; 128(3): 775−780. Doi: 10.1002/lary.26617. Epub 2017 May 16.

38. White RE, Pickering A, Spathis GS. Mood disorder and chronic hypercalcemia. J. Psychosom. 
Res. 1996; 41(4): 343−347.

39. Toledano-Toledano F, Contreras-Valdez JA. Validity and reliability of the Beck Depression Inventory 
II (BDI-II) in family caregivers of children with chronic diseases. PLoS One. 2018; 13(11): e0206917.

40. von Glischinski M, von Brachel R, Hirschfeld G. How depressed is “depressed”? A systematic 
review and diagnostic meta-analysis of optimal cut points for the Beck Depression Inventory 
revised (BDI-II). Qual. Life Res. 2019; 28(5): 1111–1118.

41. Wormser GP, Park K, Madison C, Rozenberg J, McKenna D, Scavarda C et al. Evaluation of 
Prospectively Followed Adult Patients with Erythema Migrans Using the Beck Depression 
Inventory Second Edition. Am. J. Med. 2019; 132(4): 519–524.

42. García-Batista ZE, Guerra-Peña K, Cano-Vindel A, Herrera-Martínez SX, Medrano LA. Validity 
and reliability of the Beck Depression Inventory (BDI-II) in general and hospital population of 
Dominican Republic. PLoS One. 2018; 13(6): e0199750.

43. Wichowicz HM, Wieczorek D. Screening post-stroke depression using the Hospital Anxiety and 
Depression Scale. Psychiatr. Pol. 2011; 45(4): 505−514.

44. Klasyfikacja zaburzeń psychicznych i zaburzeń zachowania w ICD-10. Badawcze kryteria diag-
nostyczne. Pużyński S, Wciórka J, editors. Krakow−Warsaw: University Medical Publishing 
House “Vesalius”, Institute of Psychiatry and Neurology; 1998. P. 82−85, 92−95.

45. Cooper DS, Greenspan FS, Ladenson PW. Gruczoł tarczowy. In: Gardner DG, Shoback D, edi-
tors. Endokrynologia ogólna i kliniczna. Lublin: Czelej Sp. z o.o.; 2011. P. 278−281.

46. Pasieka JL, Parsons LL, Demeure MJ, Wilson S, Malycha P, Jones J et al. Patient-based surgical 
outcome tool demonstrating alleviation of symptoms following parathyroidectomy in patients 
with primary hyperparathyroidism. World J. Surg. 2002; 26(8): 942–949.

47. Miloyan B, Bulley A, Bandeen-Roche K, Eaton WW, Gonçalves-Bradley DC. Anxiety disor-
ders and all-cause mortality: Systematic review and meta-analysis. Soc. Psychiatry Psychiatr. 
Epidemiol. 2016; 51(11): 1467–1475.

48. Walker MD, McMahon DJ, Inabnet WB, Lazar RM, Brown I, Vardy S et al. Neuropsychologi-
cal features in primary hyperparathyroidism: A prospective study. J. Clin. Endocrinol. Metab. 
2009; 94(6): 1951−1958.



1107Depressive and anxiety disorders in patients with primary hyperparathyroidism

49. Bilezikian JP, Brandi ML, Eastell R, Silverberg SJ, Udelsman R, Marcocci C et al. Guidelines 
for the Management of Asymptomatic Primary Hyperparathyroidism: Summary Statement from 
the Fourth International Workshop. J. Clin. Endocrinol. Metab. 2014; 99(10): 3561–3569.

50. Quiros RM, Alef MJ, Wilhelm SM, Djuricin G, Loviscek K, Prinz RA. Health-related quality 
of life in hyperparathyroidism measurably improves after parathyroidectomy. Surgery. 2003; 
134(4): 675–681.

Address: Łukasz Kunert
Chair and Department of Psychiatry
School of Medicine with the Division of Dentistry in Zabrze
Medical University of Silesia in Katowice
42-612 Tarnowskie Góry, Pyskowicka Street 49
e-mail: lkunert@sum.edu.pl


