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Presentations 1930-1970 1970-2000

Nephrolithiasis 51-57% 17-37%

(most common symptom)

Hypercalciuria 36% 40%

Overt skeletal disease 10-23% 1.4-14%
(rare)

Asymptomatic 0.6-18% 22-80%

(most common presentation)
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- Neuromuscular dysfunction : proximal muscle weakness
- Psychiatric symptoms :depression, dementia, confusion,anxiety, stupor
- Constitutional complaints : weakness, easy fatigability, intellectual weakness
- Cardiovascular involvement : hypertension,left ventricular hypertrophy, carotid initimal medial
thickness
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immunoradiometric assay@alnasialdTA11nF10-60 pg/mL°
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Primary hyperparathyroidism (sporadic)

Familial
MEN1 and -2a, FHH, Familial isolated hyperparathyroidism

Tertiary hyperparathyroidism (renal failure)

Hy percalcemia of malignancy
Vitamin D intoxication
Chronic granulomatous disorders
Medications
Thiazide diuretics, Lithium, excessive vitamin A, Theophylline toxicity
Miscellaneous

Hyperthyroidism, Acromegaly, Pheochromocytoma , Adrenal insufficiency,

Immobilization, Parenteral nutrition, Milk alkali syndrome
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Familial hypocalciuric hypercalcemia (FHH)- Lﬁﬂ@’mﬁinactivating mutation 284 calcium-
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Diseases iPTH Serum U.Ca Ca/Cr 25 OH-

Ca clearance vit.D
(pg/ml) (mg/24hrs) (ng/ml)
PHPT high- (1) normal or 0.01-0.05 normal or
normal or (1) low-
() (>0.02) normal
Malignancy (V) (™) (1) depends on
patient’s
(<20) condition
FHH Normal (1) (V) (V) normal
or
mild(1") <100 <0.01
PHPT with vit.D (T) normal or low-normal (V)
deficiency (1) or (V) <200
<20
Normocalcemic (T) normal  normal normal
PHPT
2°HPTdueto (1) normal (V) (V)
Vit.D deficiency or(V) 250
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(8n19eia iPTH: intact parathyroid hormone; PHPT: primary hyperparathyroidism; FHH: familial

hypocalciuric hypercalcemia; 250HD: 25-hydroxyvitamin D; Ca/Cr: calcium/creatinine)
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Measurement 4" international workshop 2013 criterias

Serum Ca 1.0 mg/dL (0.25 mmol/L)

(> upper limit of normal)

Skeletal A. BMD by DXA : T-score < -2.5 at lumbar spine, total hip, femoral neck, or
distal 1/3 radius
B.Vertebral fracture by x-ray, CT, MRI, or VFA

Renal A.Creatinine clearance < 60 cc/min
B.24-h urine for Ca >400 mg/dL (>10mmol/d) and increased stone risk by
biochemical stone risk analysis
C.Presence of nephrolithiasis or nephrocalcinosis by x-ray, ultrasound , or CT

Age (year) <50

;131994 uansdiarisiaainisendinparathyroidectomy lugilagl asymptomatic PHPT

(8n19eia BMD: bone mineral density, DXA: dual-energy x-ray absorptiometry, VFA: vertebral fracture

assesment )
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syndrome, FHH, nephrolithiasis, premature osteoporosis, hypercalcemia in childhood
or young adulthood
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Investigations

Recommendations for the evaluation of patients with asymptomatic PHPT'

Recommended

Biochemistry : Ca, PO,, ALP, BUN, Cr, 25(OH)D, iPTH by 2™ or 3°-generation immunoassay
BMD by DXA : lumbar spine, hip, and distal 1/3 radius for cortical bone evaluation

Vertebral spine assesment : X-ray or VFA by DXA for trabecular bone evaluation

24-urine for : Ca, Cr, Cr clearance, stone risk profile

Renal imaging : x-ray, ultrasound, or CT scan to evaluate KUB stones

Optional

HRpQCT, TBS by DXA, Bone turnover markers(191 bone-specific alkaline phosphatase activity)
Fractional excretion of Ca on timed urine sample

DNA testing if genetic basis for PHPT is suspected

P95 wanINImsALRFL Tt idememalufitlon asymptomatic PHPT'
(8nu9eia ALP: alkaline phosphatase, BUN: blood urea nitrogen, HRpQCT: high-resolution
peripheral quantitative computed tomography, TBS: trabecular bone score)
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RadnAtiailuduiuminimally invasive parathyroidectomy#isa focused parathyroid
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Abstract

Management of primary hyperparathyroidism

Wilairat Prasert, M.D., F.R.C.S.T

Department of Surgery, Faculty of Medicine, Thammasat University

Primary hyperparathyroidism(PHPT) is increasingly diagnosed with incidental

hypercalcemia and further work up show hyperparathyroidism. There are more patients present

with asymptomatic PHPT, One-third of these patients will develop more features of the disease

by15 years. Parathyroidectomy is the most effective treatment of PHPT with high cure rates,

low complication rates, improving bone density and reducing kideny stone recurrent. Patients

who meet surgical criteria should be adviced to have operation. Bilateral cervical exploration is

the standard approach with high success rate. Recently, with improvements of preoperative

localization studies and intraoperative parathyroid hormone(PTH) monitoring, focused

parathyroid exploration has gained popularity. To get the good outcome, parathyroidectomy

should be performed by highly experienced surgeon. Asymptomatic patients who do not meet

surgical criterias should be monitored yearly with serum Ca, Cr and BMD every 1-2 years.

Medications can be used in PHPT with specific indications such as cinacalcet for

hypercalcemia correction and bisphosphonate for improvement of the BMD.
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