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Abstract

Background: Radiological localization imaging aids in the identification of abnormal parathyroid glands
resulting in primary hyperparathyroidism (PHPT), thereby facilitating minimally invasive parathyroid
surgery. Sometimes initial imaging may fail to identify the abnormal gland and imaging may therefore be
repeated. This study explored patient outcomes of repeated parathyroid localization imaging, after initial
negative gland localization, at a United Kingdom institution.

Methodology: Data was retrospectively collected and analyzed for patients with PHPT undergoing repeated
imaging during a five-year period (2015-2020). The total number of episodes of scanning, types of scans
performed, the time interval between scans and the imaging success of gland localization were recorded. We
explored the reasons for repeated imaging and attempted to identify any factors that might predict
subsequent positive radiological localization.

Results: A total of 45 patients were identified who underwent repeated localizing imaging after first
localizing imaging was negative. Of these, 39 did not undergo surgery despite repeat imaging being
undertaken; 11 out of these 39 patients (28%) had subsequent positive localization scans. Again, a large
proportion of patients were managed conservatively, despite the repeated sets of imaging being done.
Patients undergoing three or four sets of repetitive imaging did not have imaging or surgical success.

Conclusion: A streamlined parathyroid pathway should be followed whereby patients should be triaged for
suitability for surgery prior to repeated imaging. A second set of scans should be offered when patients are
unsuitable for conservative management and are willing and fit to undergo surgery. There is no merit to
repeating imaging more than twice.

Categories: Otolaryngology, Radiology
Keywords: preoperative localization, primary hyperparathyroidism (phpt), sestamibi scan, spect-ct, ultrasound

Introduction

Primary hyperparathyroidism (PHPT) is the commonest cause of hypercalcemia and is most often due to a
single parathyroid adenoma (80%) [1]. Surgical parathyroidectomy is the recommended treatment for this
condition and is indicated if the patient is symptomatic (thirst, frequent or excessive urination or
constipation), has end-organ disease (renal stones, fragility fractures or osteoporosis), or has an albumin
adjusted calcium level of 2.85 mmol/L or higher [2]. For chosen surgical candidates, the traditional
management of PHPT is bilateral neck exploration (BNE), with inspection of all four parathyroid glands and
identification and removal of the one(s) that are abnormal [3]. However, in modern practice, improved
radiological imaging techniques have allowed for an increased accuracy of localization of a single
parathyroid adenoma, allowing the minimally invasive parathyroidectomy (MIP) technique targeted removal
of the abnormal parathyroid gland(s) should radiological imaging be positive or concordant (with at least
one type of imaging identifying the offending gland). Repeated imaging is discouraged if radiological
imaging is discordant (when different imaging modalities show different offending glands) or negative (none
of the imaging modalities showing localization). In these cases, patients may be recommended a BNE instead

12].

At our institution East Sussex Healthcare Trust, in 2014, a parathyroid multidisciplinary meeting (MDM) was
set up to improve and streamline services for patients [4]. If strict referral criteria are met, patient cases are
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discussed in order to confirm diagnosis, with access to radiological imaging and coordination of care
between experts of different specialties [4]. This helps to come to the most appropriate recommendations
regarding further investigations (including further radiological imaging) and whether patient management
should be conservative, medical or surgical. This innovative meeting format helps timely and accurate
decision making and patient management, with our institution undertaking approximately 40-50
parathyroidectomies a year.

The current study sought to find the outcomes for patients who underwent repeated parathyroid localization
imaging, after an initial first set of diagnostic imaging scans that was unsuccessful at localization. We
explored the reasons for repeated imaging and attempted to identify any factors that might predict
subsequent positive radiological localization. From these findings, the study proposes an optimized
management pathway for similar patients. As far as we are aware, this is the first time that the patient
outcomes after repeated parathyroid imaging have been explored in detail.

Materials And Methods

From a prospectively recorded database (from records kept at the MDM), details were obtained of adult
patients with primary hyperparathyroidism, who had two or more parathyroid localizing sets of scans within
a five-year period (2015-2020), after an initial set of negative localization scans, at a single trust (with two
district general hospitals, Eastbourne Hospital and Conquest Hospital). Radiological imaging and reports
were gathered from the picture archiving and communication system (PACS) and histological reports and
biochemical results were gathered from the hospital pathology database. Ethical approval was not required
for this study due to its retrospective nature and because it was a service evaluation.

The types of initial localization scans undertaken were a triple combination of ultrasound, technetium-99-
labeled sestamibi and single-photon emission computed tomography (SPECT-CT) as is the protocol at our
institution. Hyperfunctioning parathyroid glands can be identified on ultrasound as they may be larger in
size, hypoechoic, contain fluid or have undergone cystic degeneration [5]. The key parameter indicating the
identification of an abnormal gland for a sestamibi scan is increased or sustained uptake on a delayed image
as compared to an earlier image [5]. The combination of sestamibi with SPECT-CT can more precisely show
the offending gland’s exact anatomical location as compared to planar images [5]. All imaging was performed
and reported by specialist head and neck radiologists with expertise in parathyroid imaging, as is the
protocol at our institution. Patients were excluded if any components of their records were missing. The
total number of episodes of scanning, types of scans performed, the time interval between scans and the
imaging success of gland localization were recorded. For gland localization to be defined as negative, two
types of imaging needed to be negative. The study explored whether the patients underwent surgery, and if
not, the reasons behind the decision.

Studies suggest that a lower body mass index (BMI) and large gland size correlate with positive gland
localization [6,7]. Therefore, patients’ BMI, alongside their corrected serum calcium and parathyroid
hormone (PTH) levels (the latter two as surrogate markers for gland size [7,8]), at the time of the imaging
episodes, were recorded to see whether these variables might be associated with positive gland localization.
Patients’ ages were also compared and time intervals between scans were also measured. This data was
analyzed by a medical statistician. The study looked at age, corrected calcium, PTH, BMI, and interval
between scans as possible predictors of gland localization success and compared means using a two-sided t-
test for independent groups. A flow chart demonstrating the methodology can be seen in Figure /.

2023 Karunaratne et al. Cureus 15(8): e42889. DOI 10.7759/cureus.42889 20f9


javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)

Cureus

METHODOLOGY

Patients with:

< Primary
hyperparathyroidism who
++ Between 2015 and 2020
+* Underwent two sets of
localisation imaging

N =65
Exclusion criteria:
Inclusion criteria: . "
+ First set of scans positive (n=20)
“+ First set of scans negative #+ Missing notes (n=0)

N=45 N =20

Documentation of:

“+ Scans
o Total number
o Radiological modality
o Time interval between scans
o Localisation success
4 Patient factors
o BMI
o Corrected calcium
o PTH
o Age
4+ Surgical outcomes
o Conservative or surgical
management and reasons
o Type of surgery
o Successful or unsuccessful outcome

FIGURE 1: A flow chart showing methodology

BMI, body mass index; PTH, parathyroid hormone

Results

A total of 45 patients were found to have repeated imaging performed after a negative set of first localizing
scans (all patients underwent ultrasound scan, sestamibi and SPECT-CT). All these patients had a
biochemical diagnosis of primary hyperparathyroidism and all were deemed to be potential surgical
candidates. Out of 45 patients, 38 had an ultrasound scan, sestamibi and SPECT-CT repeated, six had only
sestamibi and SPECT-CT and one had SPECT-CT and contrast MRI of the neck. These particular patients’
outcomes form the basis for the results and analysis. There are differences in the type of repeat imaging
performed because in some of these patients, sonographic accessibility might have been considered
restricted following the initial ultrasound examination and repeating was not thought beneficial. MRI was
used in selected patients as a problem-solving tool.

Out of these 45 patients, 38 were female (84.4%) and 7 were male (15.6%). Age ranges of these patients were
from 28 to 81; 38 (84.4%) of these 45 patients underwent two sets of localizing scans, 5 (11.1%) had three
sets of localizing scans and 2 (4.4%) had four sets of localizing scans.

Of these 45 patients, 6 (13.3%) underwent unsuccessful BNE surgery after the scans and had another set of
localization scans that were negative, and thereafter, four were managed conservatively and two underwent
successful repeat BNE. However, 39 (86.7%) of the 45 patients did not undergo surgery for a variety of
reasons; 21 (53.8%) did not actually have a clear surgical indication, 8 (20.5%) declined BNE surgery
although surgical indications were present and in the remaining 10 (25.6%), in whom surgical indications
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were present, an MDM decision was taken to repeat imaging to facilitate MIP. This is summarized in Figure
2.

Reasons for Not Undergoing Surgery After Initial
Negative Localisation
(39 patients)

8, 20%
® No true surgical indication
= MDM recommendation for further

21, 54% i i
’
m Patient declined surgery

10, 26%

FIGURE 2: Reasons for why patients who had initial negative
localization scans did not undergo surgery

MDM, multidisciplinary meeting

All these 39 patients (who did not undergo surgery) then underwent a second set of localizing scans at
various time intervals (10 patients on the recommendation of the MDM, as per Figure I). A total of 27 out of
39 patients had developed clear surgical indications at the time of repeat imaging; 2 out of 39 patients
expressed a personal choice to have surgery over medical management (Figure 3).
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39 out of 45 patients (86.7%)

Did not undergo surgery after a 1st set
of negative localising scans

10 out of 39 patients recommended repeat imaging by MDM
27 out of 39 patients developed surgical indications

2 out of 39 patients expressed choice for surgery

2" set of
localisation
scans

11 out of 39 patients (28.2%)

Had positive localisation on 2™ set of
scans

1 out of 11 patients
(9.1%)

Declined surgery

9 out of 11 patients (81.8%)

Underwent successful surgery
(8 MIP and 1 BNE)

1 out of 11 patients
{9.1%)

For conservative
management

FIGURE 3: Pathway of patients who had an initial negative localizing

scan who did not undergo surgery and had a subsequent positive scan

MDM, multidisciplinary meeting; MIP, minimally invasive parathyroidectomy; BNE, bilateral neck exploration

Of these 39 patients, 11 (28.2%) had a positive localization on the second set of scans. Of these, 8 (72.7%)
patients underwent successful MIP surgery and 1 (9.1%) underwent successful BNE surgery (intraoperative

conversion to BNE from MIP). Furthermore, 1 (9.1%) patient declined surgery and 1 (9.1%) patient was

managed conservatively as serum calcium levels dropped and remained stable. This is illustrated in Figure 3.

This leaves 28 out of 39 patients (71.8%) who had an initial negative scan, no surgery and subsequently, a
second negative scan. Their outcomes are listed in Table /, which shows there were 17 (60.7%) patients who
were decided for conservative management (unfit or declined surgery). Furthermore, 2 (7.1%) patients had
been diagnosed with familial hypocalciuric hypercalcemia (FHH) with genetic testing and were managed

medically.
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Number of patients

Outcome (%)
Patient declined surgery (for conservative management) 8 (28.6%)
Patient unfit for surgery (for conversative management) 9 (32.1%)
Successful surgery (BNE) 6 (21.4%)
Diagnosed with familial hypocalciuric hypocalcemia (FHH) 2 (7.1%)
Patient was a potential surgical candidate and was advised to have repeat imaging, by the MDM (to facilitate MIP 3 (10.7%)
rather than BNE)

Total number of patients 28 (100%)

TABLE 1: Patient outcomes for those who did not have surgery after a first set of negative scans,
but went on to have a second set of scans that were also negative

MDM, multidisciplinary meeting; MIP, minimally invasive parathyroidectomy; BNE, bilateral neck exploration; FHH, familial hypocalciuric hypercalcemia

The patient demographics of the 11 patients who had a first negative localizing scan, no surgery and then a
subsequent positive localizing scan were analysed to see whether any patient factor could be predictive of
subsequent gland localization success. There was no difference between the groups when comparing the
mean average of corrected calcium (p=0.77), BMI (p=0.80), age (p=0.56) and interval between the two scans
(p=0.45). However, the 11 patients who had a subsequent positive localizing scan had a higher mean average
PTH level (119 pg/mL) compared to the 28 patients with a subsequent negative localizing scan (96.4 pg/mL),
but this was not statistically significant (p=0.26), shown in Table 2.

Mean average

BMI A PTH

Group 9e Corrected calcium Time interval between
(kg/m?),  (vears), s pm077 PYM s (months), p=0.45
p=0.8 p=0.56 9/eh). p=2 p=0.26 LA

Negative first set of scans, did not undergo surgery,
" ) 27.9 63 2.8 119.0 18
positive second set of scans (11 patients)

Negative first set of scans, did not undergo surgery,
) ) 28.4 66 2.8 96.4 16
negative second set of scans (28 patients)

TABLE 2: Comparisons between patients who had two sets of scans and did not undergo surgery

BMI, body mass index; PTH, parathyroid hormone

Five patients underwent three sets of localizing scans; three of these patients had negative localization in all
three sets of scans and none underwent surgery, all being managed conservatively (unsuitable for BNE due
to medical co-morbidity or declined surgery). The remaining two patients had initial negative scanning and
a subsequent positive scan. One of these patients opted for conservative treatment, but later became
symptomatic and had another set of up-to-date scans that were negative. The other patient initially
declined surgery despite being symptomatic and then later changed their mind and had another set of up-
to-date scans that were negative. Both these patients then underwent a fourth set of scans that were
negative. Both later underwent successful BNE.

Discussion

Before the use of minimally invasive techniques, BNE was the reference standard for initial surgery for
patients with PTPH [3]. This involves identification of all the parathyroid glands and inspection of common
ectopic sites [9], but commits the patient to a less cosmetically favorable incision, higher risk of recurrent
laryngeal nerve injury and persistent hypocalcemia [10], alongside the need for inpatient hospital stay,
possible requirement of a post-operative drain and failure of the procedure. In modern practice, pre-
operative radiological parathyroid localizing techniques have facilitated the use of minimally invasive
surgery. This technique is associated with smaller incisions, reduced operative time, quicker patient recovery
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with reduced post-operative patient complications and comparable outcomes to neck exploration [9].
Therefore, of the two, MIP is the preferred technique.

A variety of imaging modalities are routinely used to localize parathyroid adenomata [11]. Imaging
modalities are used in combination, as this is shown to increase the overall sensitivity of gland identification
versus when a single imaging modality is used [7,12,13]. The precise combination of imaging modalities for
gland localization differs from center to center owing to resource availability and local expertise and is
beyond the scope of this paper, but may contribute to different detection rates [14]. At our institution, a
triple combination of ultrasound, technetium-99-labeled sestamibi with single-photon emission computed
tomography is used in the localization of parathyroid adenomata [4]. As aforementioned, the repeat imaging
offered to patients did vary, and this could have affected localization and treatment outcomes.

Multiple factors influence gland localization success. The inferior parathyroid glands tend to have more
variable anatomical or ectopic locations [15]. Other causes of failed gland localization may include having a
higher or lower number of glands, multiple gland hyperplasia [16] or morphological changes in the thyroid
[17]. A specific limitation of ultrasound, often the first-line radiological investigation, is that it is operator
dependent and difficult to use in patients with a high BMI, possibly due to increased neck circumference
[18]. Localization failure can also occur with parathyroid scintigraphy with early washout of sestamibi from
the offending parathyroid gland [9]. Similar factors also apply for the localization failure of SPECT-CT, with
differential uptake and retention of the radiotracer within the abnormal parathyroid gland or due to the
retention of the tracer within a multinodular thyroid [9].

Some studies show that specific patient characteristics, such as gland size, predict the imaging accuracy of
parathyroid localization, with smaller glands correlating with lower success of gland identification [6,7]. It is
also demonstrated that the smaller the gland size, the lower the serum calcium level [7,8] and the lower the
parathyroid hormone level [8], which may be an important pre-imaging predictor for gland size and hence is
a predictor of localization success . Furthermore, a lower BMI significantly correlates with more accurate
localization of glands [7].

There is very little literature regarding the success of repeated parathyroid imaging in patients in whom
initial scans have failed to localize. However, there are two studies that cite success rates of 41% [19] and
60% [20] on a repeated sestamibi scan following an initial negative scan. The first study included 49 patients
and found that factors associated with subsequent positive scans were serum calcium (non-corrected) levels
>10.5 mg/dL and PTH >65 pg/mL, and undertaking the second scan with iodine subtraction [19]. The second
study included 40 patients, with no discussion of factors influencing localization success [20]. Although both
studies cited higher rates of success compared to the present study and have similar numbers of patients,
direct comparisons cannot be made owing to the very different modalities of imaging utilized, between the
studies and our practice. However, the initial positive localization rate of the present study (20/45, 44%, see
Figure /) might have impacted subsequent localization success and may partly explain why the repeat
positive rate in the present study was lower. These two studies did not explore how a subsequent scan
impacted patient management.

Our institution was one of the first in the UK to develop a dedicated, innovative parathyroid MDM, which
has proved valuable in the triaging of patients for investigations, discussion of radiological findings, and
discussion around the optimum management plan for patients [4]. This includes whether repeat imaging is
required and whether a conservative, medical or surgical approach is most prudent. However, the study
results show that despite having a dedicated parathyroid MDM, there are some patients who are not true
surgical candidates, having imaging repeatedly and then having medical management anyway. A significant
proportion of patients also decline surgery. Although reasons for this were not fully documented, it may be
that the more invasive BNE option was unacceptable to patients or that the anesthetic and surgical risk
posed by major surgery outweighed the benefits, particularly in comorbid patients. Further to this, some of
the patients who had undergone repeated imaging were diagnosed with FHH. In these cases, imaging was
inappropriate as FHH is a condition managed medically rather than surgically. These results have led to the
development of a new primary hyperparathyroidism pathway within our institution, with clear guidance on
what medical investigations a patient should undergo and an emphasis on localization imaging being
reserved for true surgical candidates only. This new pathway combines the latest National Institute for
Health and Care Excellence (NICE) guidelines [2] and an MDM approach, to both optimize the decision-
making process and streamline the patient journey (Figure 4) [2,4].
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PRIMARY HYPERPARATHYROIDISM PATHWAY

PRIMARY CARE ENDOCRINOLOGY. Y RP, IDISM
. = e e . MULTIDISCIPLINARY TEAM MEETING
Refer to endocrinology if: eck results from primary care: et
= Adjusted calcium >2.6mmol/L on two Adjusted calcium, phosphate, PTH, urea and
occasions electrolytes
* Adjusted calcium >2.5mmol/L on two Request The patient should referred for discussion if
occasions AND PTH level above midpoint any of the following surgical indications are
of normal AND symptoms of primary = Non contrast renal CT, DEXA scan present
hyperparathyroidism = 24 hour urinary calcium and creatinine and

Symptomatic despite treatment
End organ disease (eGFR <60, renal

i fractional excretion of calcium

«  Adjusted cakium Exclude other causes - e.g. familial hypocalciuric caleuli or osteoporasis)

* PTHlevel e o Adjusted calcium > 2.85mmol/L or 24

* Urea and electrolytes Ensure vitamin D is within normal range - if not, hour ur inary calcium >10 mmols

* Phosphate level arrange supplementation with cholecalciferal 3200 4 E“"““"_‘“'"q‘" fee.ls that surgery is

*  Thyroid function tests units per day for 3 months and long-term appropriate in particular case

= Vitamin D level supplementation thereafter Localisation imaging should be requested

1 [\ 2 / [3] /
PRIMARY CARE ENDOCRINOLOGY PARATHYROID MDM

Appointment with primary care physician and - Review with endocrinologist to confirm or ‘ To confirm elibility for surgery
assessment of patient with hypercalcaemia refute diagnosis

T -
|+ |
To review with ENT surgeon to

confirm suitability for surgery
El CONSERVATIVE MANAGEMENT
If patient is unfit for surgery or

declines surgery

FIGURE 4: New proposed primary hyperparathyroidism management
pathway

DEXA, dual x-ray absorptiometry; eGFR, estimated glomerular filtration rate; BMI, body mass index; PTH,
parathyroid hormone

This study demonstrates that some patients (28.2%) with initial negative imaging and no surgery had
successful localization on the second set of scans; however, patient factors such as age, BMI, calcium level
and time interval between scans had no statistically significant correlation in localization success. Although
the mean average PTH levels were (non-significantly) higher in the group with a second set of positive
localization scans, the standard deviation was high (47.7 pg/mL). This indicates a high variability of values
situated around the true mean and therefore limits the usefulness of triaging imaging based upon PTH levels
on an individual basis. Although in some patients, the MDM had recommended repeat imaging after an
initial discordant set of scans (to help facilitate MIP over BNE), this data shows that it is difficult to predict
which type of patient may have a successful second localization scan and is suitable for repeated imaging.
Repeat imaging also needs to be balanced against the radiation exposure risk, estimated to be 5.6 mSv for a
sestamibi scan and 12.4 mSv for SPECT-CT [21]. One could tentatively suggest that a second set of
localization scans could be considered, but only if patients are true surgical candidates, where FHH has been
definitively excluded and patients were both willing and fit enough to undergo surgery. However, there does
not appear to be additional benefit to further sets of imaging (three or four) accepting that patient numbers
are small in our study.

The strengths of this study include the availability of high-quality imaging and the use of triple imaging
modalities undertaken and reported by staff with expertise in head and neck radiology. There are also some
limitations present such as the small sample size and patients originating from a small geographical area,
which reduces external validity and may prevent generalization of the study findings to the wider
population.

Conclusions

Despite the improvements made to the patient pathway and triaging of patients for appropriate imaging by
the dedicated parathyroid MDM, this study has demonstrated that some patients undergo repeat parathyroid
imaging without adequate work-up or assessment for suitability for surgery. The new recommended
parathyroid pathway aims to streamline the patient journey, by ensuring correct work-up is carried out for
primary hyperparathyroidism, reserving parathyroid localization imaging for true surgical candidates only.
This pathway is of value to other institutions undertaking parathyroid surgery, by reducing the number of
imaging investigations and hence reducing costs and workload within the department and exposure of
patients to investigations that do not add value to or change their management.

Additional Information
Disclosures

2023 Karunaratne et al. Cureus 15(8): e42889. DOI 10.7759/cureus.42889 8 of 9


https://assets.cureus.com/uploads/figure/file/693557/lightbox_d4331220265011ee82cfaf52e631438d-cureus-Fig-4.png
javascript:void(0)

Cureus

Human subjects: Consent was obtained or waived by all participants in this study. Animal subjects: All
authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements

We thank Dr Ashref Bdiri, consultant endocrinologist; Dr Umesh Dashora, consultant endocrinologist; Dr
Koshy Jacob, consultant endocrinologist; and Dr Nidhin Jacob, junior doctor, for their help, assistance and
advice. We are also thankful to Dr Gwyn Jones for undertaking statistical analysis.

References

1.  Walker MD, Silverberg SJ: Primary hyperparathyroidism. Nat Rev Endocrinol. 2018, 14:115-25.
10.1038/nrendo.2017.104

2. Hyperparathyroidism (primary): diagnosis, assessment and initial management. NICE guideline (NG132) .
(2019). Accessed: July 19, 2023:
https://www.nice.org.uk/guidance/ng132/chapter/Recommendations#referral-for-surgery.

3. Laird AM, Libutti SK: Minimally invasive parathyroidectomy versus bilateral neck exploration for primary
hyperparathyroidism. Surg Oncol Clin N Am. 2016, 25:103-18.

4. Hancox SH, Sinnott JD, Kirkland P, Lipscomb D, Owens E, Howlett DC: Setting up a parathyroid
multidisciplinary team meeting: one year's experience, outcomes and learning points. ] Laryngol Otol. 2018,
132:252-6. 10.1017/S002221511800018X

5. Petranovi¢ Ovcaricek P, Giovanella L, Carri6 Gasset I, et al.: The EANM practice guidelines for parathyroid
imaging. Eur ] Nucl Med Mol Imaging. 2021, 48:2801-22. 10.1007/s00259-021-05334-y

6. Pons F, Torregrosa JV, Fuster D: Biological factors influencing parathyroid localization . Nucl Med Commun.
2003, 24:121-4. 10.1097/00006231-200302000-00003

7. Berber E, Parikh RT, Ballem N, Garner CN, Milas M, Siperstein AE: Factors contributing to negative
parathyroid localization: an analysis of 1000 patients. Surgery. 2008, 144:74-9. 10.1016/j.surg.2008.03.019

8. Suter K], Johnson W, Yeung M, Serpell ], Lee JC, Grodski S: Surgery for parathyroid microadenomas: patient
characteristics, localization success and operative cures. ANZ ] Surg. 2018, 88:E21-4. 10.1111/ans.13654

9. Johnson NA, Carty SE, Tublin ME: Parathyroid imaging. Radiol Clin North Am. 2011, 49:489-509, vi.

10. Walsh NJ, Sullivan BT, Duke WS, Terris DJ: Routine bilateral neck exploration and four-gland dissection
remains unnecessary in modern parathyroid surgery. Laryngoscope Investig Otolaryngol. 2019, 4:188-92.
10.1002/1i02.223

11. Itani M, Middleton WD: Endocrine Imaging. Radiologic Clinics of North America . Lockhart ME (ed): Elsevier,
Philadelphia; 2020.

12.  Lumachi F, Zucchetta P, Marzola MC, et al.: Advantages of combined technetium-99m-sestamibi
scintigraphy and high-resolution ultrasonography in parathyroid localization: comparative study in 91
patients with primary hyperparathyroidism. Eur ] Endocrinol. 2000, 143:755-60. 10.1530/eje.0.1430755

13.  Solorzano CC, Carneiro-Pla DM, Irvin GL III: Surgeon-performed ultrasonography as the initial and only
localizing study in sporadic primary hyperparathyroidism. ] Am Coll Surg. 2006, 202:18-24.
10.1016/j.jamcollsurg.2005.08.014

14. Korwar V, Yuen Chang F, Teasdale E, Suchett-Kaye I, Edwards A, Morgan J: Stepwise approach for
parathyroid localisation in primary hyperparathyroidism. World ] Surg. 2020, 44:803-9. 10.1007/500268-019-
05269-4

15.  Scattergood S, Marsden M, Kyrimi E, Ishii H, Doddi S, Sinha P: Combined ultrasound and sestamibi
scintigraphy provides accurate preoperative localisation for patients with primary hyperparathyroidism.
Ann R Coll Surg Engl. 2019, 101:97-102. 10.1308/rcsann.2018.0158

16. Hiramitsu T, Tomosugi T, Okada M, et al.: Pre-operative localisation of the parathyroid glands in secondary
hyperparathyroidism: a retrospective cohort study. Sci Rep. 2019, 9:14634. 10.1038/s41598-019-51265-y

17. Botushanova AD, Botushanov NP, Yaneva MP: Nuclear medicine methods for evaluation of abnormal
parathyroid glands in patients with primary and secondary hyperparathyroidism. Folia Med (Plovdiv). 2017,
59:396-404. 10.1515/folmed-2017-0054

18. Ben-Noun L, Sohar E, Laor A: Neck circumference as a simple screening measure for identifying overweight
and obese patients. Obes Res. 2001, 9:470-7. 10.1038/0by.2001.61

19. Krishnamurthy VD, Sound S, Okoh AK, et al.: The utility of repeat sestamibi scans in patients with primary
hyperparathyroidism after an initial negative scan. Surgery. 2017, 161:1651-8. 10.1016/j.surg.2016.11.019

20. Altinyay M, Al Shehri S, Dakkar M, et al.: The impact of repeat parathyroid scan in patients diagnosed with
primary hyperparathyroidism. ] Nucl Med. 2014, 55:1941.

21. Czarnecki CA, Einsiedel PF, Phal PM, Miller JA, Lichtenstein M, Stella DL: Dynamic CT for parathyroid
adenoma detection: how does radiation dose compare with nuclear medicine?. AJR Am ] Roentgenol. 2018,
210:1118-22. 10.2214/AJR.17.18674

2023 Karunaratne et al. Cureus 15(8): e42889. DOI 10.7759/cureus.42889 90f9


https://dx.doi.org/10.1038/nrendo.2017.104
https://dx.doi.org/10.1038/nrendo.2017.104
https://www.nice.org.uk/guidance/ng132/chapter/Recommendations#referral-for-surgery
https://www.nice.org.uk/guidance/ng132/chapter/Recommendations#referral-for-surgery
https://pubmed.ncbi.nlm.nih.gov/26610777/
https://dx.doi.org/10.1017/S002221511800018X
https://dx.doi.org/10.1017/S002221511800018X
https://dx.doi.org/10.1007/s00259-021-05334-y
https://dx.doi.org/10.1007/s00259-021-05334-y
https://dx.doi.org/10.1097/00006231-200302000-00003
https://dx.doi.org/10.1097/00006231-200302000-00003
https://dx.doi.org/10.1016/j.surg.2008.03.019
https://dx.doi.org/10.1016/j.surg.2008.03.019
https://dx.doi.org/10.1111/ans.13654
https://dx.doi.org/10.1111/ans.13654
https://pubmed.ncbi.nlm.nih.gov/21569907/
https://dx.doi.org/10.1002/lio2.223
https://dx.doi.org/10.1002/lio2.223
https://shop.elsevier.com/books/endocrine-imaging-an-issue-of-radiologic-clinics-of-north-america/unknown/978-0-323-72072-4
https://dx.doi.org/10.1530/eje.0.1430755
https://dx.doi.org/10.1530/eje.0.1430755
https://dx.doi.org/10.1016/j.jamcollsurg.2005.08.014
https://dx.doi.org/10.1016/j.jamcollsurg.2005.08.014
https://dx.doi.org/10.1007/s00268-019-05269-4
https://dx.doi.org/10.1007/s00268-019-05269-4
https://dx.doi.org/10.1308/rcsann.2018.0158
https://dx.doi.org/10.1308/rcsann.2018.0158
https://dx.doi.org/10.1038/s41598-019-51265-y
https://dx.doi.org/10.1038/s41598-019-51265-y
https://dx.doi.org/10.1515/folmed-2017-0054
https://dx.doi.org/10.1515/folmed-2017-0054
https://dx.doi.org/10.1038/oby.2001.61
https://dx.doi.org/10.1038/oby.2001.61
https://dx.doi.org/10.1016/j.surg.2016.11.019
https://dx.doi.org/10.1016/j.surg.2016.11.019
https://jnm.snmjournals.org/content/55/supplement_1/1941
https://dx.doi.org/10.2214/AJR.17.18674
https://dx.doi.org/10.2214/AJR.17.18674

	Primary Hyperparathyroidism: Outcomes of Repeated Imaging After Initial Negative Radiological Localization
	Abstract
	Introduction
	Materials And Methods
	FIGURE 1: A flow chart showing methodology

	Results
	FIGURE 2: Reasons for why patients who had initial negative localization scans did not undergo surgery
	FIGURE 3: Pathway of patients who had an initial negative localizing scan who did not undergo surgery and had a subsequent positive scan
	TABLE 1: Patient outcomes for those who did not have surgery after a first set of negative scans, but went on to have a second set of scans that were also negative
	TABLE 2: Comparisons between patients who had two sets of scans and did not undergo surgery

	Discussion
	FIGURE 4: New proposed primary hyperparathyroidism management pathway

	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


