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CC:  hypercalcemia 
 
HPI:  73yo M found to have 
elevated Ca to 11.7 in 
outpatient setting. Pt told to 
increase water intake and 
stop  HCT and come back 1 
week later for labs. 10 days 
after, Ca was 12.8, Cr 2.7, Hb 
14.7. No other sx. Reports 
some constipation and 
malaise. No fever, chills, 
night sweats, or abd pain.

Vitals: wnl Exam: dry mucous membranes, rest of exam wnl 

Notable Labs & Imaging: Sent to ED
Hematology: WBC: 8.3 (normal diff) Hgb: 14.5 Plt: 245
Chemistry: Na: 136 K: 3.8 Cl: 104 CO2: 18 BUN: 48 Cr: 2.8 (baseline 1.6) Ca: 12.9 
Phos: 4.1 Mag: 1.8, AST: 36 ALT: 42 Alk-P: 96 T. protein: 7.2 Albumin: 4.2, INR 1.1 
Imaging: CXR: multifocal interstitial opacities 
EKG: sinus rhythm, 1st degree AV block (new) last EKG 4 years ago
CT chest w/o contrast: diffuse b/l symmetric perilymphatic nodules. Mediastinal 
LAD. Upper abd: numerous hypodense liver lesions, not fully characterized 
Further work-up: Labs: PTH low (2.8), serum free light chain kappa: 37.9 (high), 
lambda 31.5 (high), ratio kappa/lambda: 1.2 wnl 
SPEP: no paraprotein, UPEP: no protein
MR abdomen w & w/o contrast: innumerable T2 hyperintense lesions scattered in 
liver w/ lesions in spleen. Upper abdominal LAD. Multiple enhancing vertebral 
lumbar lesions
Labs: 25 vitamin D: normal, 1, 25-vitamin D: high 
Endobronchial ultrasound: FNA of mediastinal lymph nodes showed non-caseating 
granulomas. Fungal stains showed no organisms
Infectious work-up: negative AFB smears, neg PCR, neg histo urine antigen and 
coccy serum studies
Liver biopsy: non-caseating granulomas 
Clinical update: asymptomatic bradycardia, mobitz type II > 3rd degree AV block
PET CT: multiple areas of periportal lymph nodes (lung, liver), vertebral lesions also 
lit up 
Biopsy of vertebral lesions: low grade CD5 positive lymphoproliferative disorder 
(25%)
Flow cytometry: compatible w/ marginal zone (Non-Hodgkin) lymphoma 
Clinical course: over months, had fluctuating renal function
Renal biopsy: non-hodgkin lymphoma of kidney 

Final diagnosis: Extranodal marginal zone (non-Hodgkin) lymphoma complicated 
by sarcoid-like reaction 

Patient update: doing well after chemo for lymphoma

Problem Representation: 73yoM with PMH significant for HTN,HLD, and stage 2 CKD p/w 
hypercalcemia. Found to have multifocal interstitial opacities on CXR and symmetric perilymphatic 
nodules on chest CT. Labs revealed low PTH. 

Teaching Points (Debora, Seyma and Samy <3):
● Hypercalcemia: PTH dependency and hypothyroidism and independency. 

Systemic context is different as the center of gravity. Malignancy → metastatic advanced disease, 
chronic symptoms (e.g.: cachexia).

● CKD: Impaired 1a-Hydroxylation → Hypocalcemia, Phosph binds Calcium → tertiary 
hyperparathyroidism → increase Ca and lower Phosph

● Hypercalcemia → Nephrogenic DI, hypovolemia → AKI, hemoconcentration. 
● 1,25-Vit D: granulomatous (e.g. Sarcoidosis, Tb, endemic mycoses, berylliosis), exogenous VitD 

(also 25-VitD ↑), lymphoma,  hyperparathyroidism.
● Milk alkali syndrome → is a high level of calcium in the body. Causes: too much calcium 

supplement usually in the form of calcium carbonate, high vitamin D and calcium deposits in the 
kidney.

● Ingestion of Calciumbircarb (Antacids) & met. alcalosis (Milk-Alkali-Syndrome)
● Cl-/PO4-Ratio: can help early on differentiating between PTH/PTHrP-related causes of 

hypercalcemia vs. others (e.g. lysis, Vit. D-excess). >33 in PTH-mediated process. 
CKD can cause a falsely low ratio due to hyperphosphatemia! 

● Multiple Myeloma CRAB (actually BARC): Bone lesions → Anemia → Renal →  hypercalcemia  
● Multifocal interstitial opacities: cancer, EKG helps to narrow down the dx.
● Impaired renal function leads to increased serum light chains due to impaired excretion and 

should have a normal kappa/lambda ratio. 
● Lymphadenopathy + Hypercalcemia → malignancy like Lymphoma that can cause pulmonary 

nodules and happen without cytopenias. Mimik: granulomatous dz e.g. fungal like 
histoplasmosis.

● Pulmonary nodules (Schema: Lung nodules): Hematogenous (miliary Tb, Fungal), perilymphatic 
(e.g.: First: Sarcoidosis, Lymphoma and Rare: metastasis tumor), peribronchial (entry/spread 
through bronchial system, e.g. viruses, bacteria)

● Sarcoid normally involves the heart (is more aggressive) far compared to lymphoma (e.g. 
Hodgkin). Steroids improve and improve → Sarcoid! If they improve and then dont → not 
sarcoid!  FINAL Pearl: Lymphoma can trigger a sarcoid-like reaction!
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