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glandular disease and thus can only be treated with 
BNE.

Medical therapy options for those that did not fulfill 
the criteria for surgery, those that preferred not to be 
operated on and those for whom surgery was contra 
indicated remained largely unaltered.50 Bisphospho-
nates and especially alendronate was recommended 
for increasing BMD, whereas cinacalcet was recom-
mended for lowering serum calcium.

Conclusion

Over the years, as the criteria for surgical inter-
vention have evolved, more and more patients have 
been considered eligible for parathyroid surgery, 
reflecting the rising body of evidence pointing to-
wards parathyroidectomy as the only means of cure 
in PHPT patients. Of course, some patients can be 
successfully followed without surgery, however for 
a restricted amount of time (approximately 10 years) 
and under vigorous monitoring. It has become ap-
parent that most PHPT patients will eventually pro-
ceed to surgery and, if further evidence attributes 
non-classical clinical presentations to PHPT, then 
surgery would be brought forward, since a majority 
of allegedly asymptomatic patients may actually be 
symptomatic. Despite some evidence to the contrary, 
specialists still recommend stratifying the patients to 
surgery-eligible and ineligible groups, while reinforc-
ing the monitoring process. Operative options may 
still include bilateral neck exploration and minimally 
invasive parathyroidectomy following unilateral neck 
exploration, although nowadays a predilection for 
MIP seems to be the norm, making surgery easier to 
accept for both patients and physicians.
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Table III. 2014 Indications for Operative Intervention during 
Monitoring(adapted from original)

Serum Calcium >1mg/dl above normal range

Skeletal T-score <-2.5 SDs below the mean OR BMD 
reduction > LSC
Vertebral Fracture

Renal GFR <60ml/min (Creatinine Clearance)
Clinical renal stone disease or detection  
of subclinical disease through renal imaging.


