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Progress in the Diagnosis and Treatment

of Primary Hyperparathyroidism

Yu-Wei Chen1, Ko-Tien Lin2, Chih-Jen Wu1,3,4, Yi-Chou Chen1, and Han-Hsiang Chen1,4,5

Primary hyperparathyroidism, an often overlooked disease, is complicated by a past history of conditions

such as urolithiasis and osteoporosis. Due to a high incidence of urolithiasis in Taiwan, primary hyperparathy-

roidism should be considered in patients with hypercalcemia and recurrent urolithiasis. The recent introduction

of routine screening of serum calcium and intact parathyroid hormone evaluation is useful in the early detection

of this disease. Parathyroid ultrasonography and technetium-sestamibi scans have provided effective preopera-

tive localization of this disease. In patients with equivocal sonographic findings, compared to the abovementioned

techniques, ultrasound-guided fine-needle aspiration of the suspected gland is a more specific technique to con-

firm whether the suspected lesion is of parathyroid origin. Computed tomography and magnetic resonance imag-

ing are generally reserved in cases of unsuccessful initial surgical treatment or recurrent hyperparathyroidism.

Parathyroidectomy remains the only definitive therapy for this disease. The development of minimally invasive

radioguided parathyroidectomy has enabled a quick and safe approach to this therapy. Medical management is

reserved for treating asymptomatic and normal calcemic hyperparathyroidism. Ethanol injection therapy could be

an alternative treatment in patients with surgical risk factors or those who are not surgical candidates.  ( J Intern

Med Taiwan 2008; 19: 238-247 )
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