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Abstract
Introduction—Radioguided parathyroidectomy (RGP) has been shown to be effective in adult
patients with hyperparathyroidism (HPT), but the utility of RGP in pediatric patients has not been
systematically examined. It is not known if adult criteria for radioactive counts can accurately
detect hyperfunctioning parathyroid glands in pediatric patients. The purpose of our study was to
determine the utility of RGP in children with primary hyperparathyroidism.

Materials and Methods—A retrospective review of our prospectively maintained single-
institution database for patients who underwent a RGP for primary HPT identified 1694 adult and
19 pediatric patients age 19 years or younger. From the adult population, we selected a control
group matched 3 to 1 for gland weight and gender, and compared pre- and post-operative lab
values, surgical findings, pathology, and radioguidance values between this and the pediatric
group.

Results—Excised glands from pediatric patients were smaller than those in the total adult
population (437 ± 60 mg vs. 718 ± 31 mg, p=0.0004). When controlled for gland weight, ex vivo
counts as a percentage of background were lower in the pediatric group (51 ± 5% vs. 91 ± 11%,
p=0.04). However, ex vivo radionuclide counts >20% of the background were found in 100% of
pediatric patients and 95% of the adult matched control group.

Conclusions—All pediatric patients met the adult detection criteria for parathyroid tissue
removal when a RGP was performed, and 100% cure was achieved. We conclude RGP is a useful
treatment option for pediatric patients with primary hyperparathyroidism.
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Introduction
Primary hyperparathyroidism (pHPT) is a disorder caused by the hypersecretion of
parathyroid hormone (PTH), usually from a single hyperfunctioning parathyroid gland.(1–3)
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PHPT affects 28 in 100,000 people, with 100,000 new cases each year; however, the
diagnosis of pHPT is much rarer in children than in adults.(4–7) Surgical removal of the
abnormal parathyroid gland is the only effective cure. This can be accomplished with a
radioguided parathyroidectomy (RGP), which uses a gamma probe to detect increased
radionuclide counts in hyperfunctioning parathyroid tissue, allowing the surgeon to
differentiate between parathyroid adenomas and nonparathyroid tissue.(2, 7–9) This
facilitates a minimally invasive approach, which is associated with decreased operative
costs, lengths of stay, and postoperative complication rates.(1, 10–12)

Despite the success of RGP in adult patients, conventional teaching suggests that the smaller
gland size of children prevents RGP from being definitive in its detection of
hyperfunctioning parathyroid glands; however, the utility of RGP in pediatric patients has
not been definitively examined.(8) As a result, it is not known if radionuclide counts can
accurately detect hyperfunctioning glands in pediatric patients. We undertook this study to
determine the efficacy of RGP in children with primary hyperparathyroidism.

Materials and Methods
Patient Selection

We conducted a review of our prospectively collected database of all individuals who
underwent a parathyroidectomy for pHPT between January 2001and June 2012 at the
University of Wisconsin and the American Family Children's Hospital. Patients were
included in the study if their parathyroidectomy involved radioguidance with recorded
background and ex vivo radionuclide counts of the excised gland(s). Patients with secondary
or tertiary hyperparathyroidism were excluded. Individuals age 19 years or younger were
categorized as pediatric patients. University of Wisconsin Institutional Review Board
approval was obtained for data collection and data analysis. A total of 19 pediatric patients
and 1694 adult patients were identified. These groups were compared to each other,
examining pre- and post-operative lab values, surgical findings, pathology, and
radioguidance values.

Due to the large difference in population sizes, we identified a control group of adult
patients matched three to one for gland weight and gender to facilitate a more statistically
balanced analysis. This yielded a control group of 57 adult patients that was then compared
to the pediatric group of 19 patients in the same areas as above.

Patient Management
Pediatric and adult patients undergo a similar workup, including initial evaluation with
history, physical exam, baseline laboratory tests including serum calcium, PTH, and
phosphorous levels, and preoperative imaging studies. These imaging studies include a
technetium-99m sestamibi scan for all patients and a neck ultrasound for patients based on
surgeon preference. All sestamibi scans are reviewed by the operative surgeon to improve
adenoma detection rates.(13) All patients then undergo a RGP as previously described(9,
14), regardless of whether preoperative imaging positively localized an adenoma. Briefly,
patients are injected with 10–12 mCi of technetium-99m sestamibi between 30 minutes and
2 hours prior to planned incision time. After induction of anesthesia in the operating room,
an 11-mm collimated gamma probe (Neoprobe 2000; Ethicon Endo-Surgery Breast Care,
Cincinnati, OH) is used to take background counts at the level of the thyroid isthmus
through the skin. If preoperative imaging positively localized an adenoma, a minimally
invasive parathyroidectomy (MIP) is planned. This is performed through a 2–3 cm midline
incision. If both glands on the initial side appear normal and have normal radionuclide
counts, the gamma probe can be used to evaluate whether high radionuclide signal is present
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on the contralateral side. The contralateral side is then explored, converting the operation
from a unilateral to a bilateral exploration. No extension of the incision is necessary for this
conversion. If preoperative localization is negative or inconclusive, a bilateral exploration is
planned and is conducted through the same 2–3 cm midline incision.

Once an incision is made, the gamma probe is used to scan for radionuclide counts higher
than background to localize abnormal parathyroid glands. In vivo counts are recorded as
those obtained by scanning an enlarged parathyroid gland in situ. Ex vivo counts are
recorded by scanning the excised parathyroid gland placed on top of the probe and directed
away from the patient, and counts are then expressed as a percentage of background. If the
ex vivo count is >20% of background, the tissue removed is considered to be
hyperfunctioning parathyroid tissue based on the “20% rule”.(15)

Surgical cure is determined by a serum calcium level <10.2 mg/dL at 6 months
postoperatively. Recurrent disease is defined as previously normal postoperative serum
calcium levels that then exceed 10.2 mg/dL more than 6 months postoperatively, while
persistent disease is defined as serum calcium levels >10.2 mg/dL within 6 months
postoperatively. Mean duration of post-surgical follow up was 20 months for both groups
(pediatric standard error of the mean (SEM) 4.7 months, range 1–61 months; adult SEM 0.6
months, range 1–120 months).

Data Analysis
Statistical analysis was performed with Microsoft Excel 2007 (Redmond, WA) and R
version 2.13.1 (2011-07-08). Data were compared using Student's t-test, χ2 test, and Fisher's
Exact test where appropriate. Data are reported as mean ± SEM unless otherwise indicated.
A p-value of <0.05 was considered statistically significant.

Results
Patients and Outcomes

We identified 19 pediatric patients and 1694 adult patients that met inclusion criteria. The
average age of the pediatric patients was 16 ± 0.7 years and the adult patients, 61± 0.3 years
(Table 1). The percentage of females was statistically similar, 63% in the pediatric and 78%
in the adult group. In the pediatric group, the etiology of pHPT was adenoma(s) in 14 (74%)
and hyperplasia in 5 (26%); in the adult group, the etiology was adenoma(s) in 1467 (87%),
hyperplasia in 222 (13%), and parathyroid adenocarcinoma in 5 (0.3%) (Table 1). The mean
preoperative calcium and intact PTH levels in the pediatric patients were statistically higher
than in the adult population (Table 1). After RGP, these levels were within normal limits and
similar between both groups (Table 1). All of the pediatric patients were cured of
hyperparathyroidism (HPT) postoperatively, compared to 96% of the adult population
(Table 2). No complications were noted in the pediatric patients; 44/1694 (3%) of the total
adult population experienced complications, of which 19 (43%) were transient hypocalcemia
or hypoparathyroid levels and 11 (25%) were transient hoarseness.

Radioguidance Data
Patients were injected intravenously with technetium-99m sestamibi prior to operation, at a
median of 110 minutes (range 30–960 minutes) in the pediatric group and 60 minutes (range
30–300 minutes) in the adult group. When comparing the total adult group to the pediatric
group, the background and in vivo counts were statistically similar (Table 2). The raw ex
vivo counts were also similar, but as a percentage of background they were lower in the
pediatric population, though this did not meet statistical significance (Table 2). In the
pediatric group, the excised glands of 19 (100%) patients had ex vivo counts greater than
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20% of background, which was not significantly different from 1635 (97%) in the adult
group. Pathological examination showed the excised glands were significantly smaller in the
pediatric group, 437 ± 60 mg versus 718 ± 31 mg, p=0.0004 (Table 2).

Matched Control Group Comparison
In order to create a more equal comparison that considered the large difference in population
number and the difference in mean gland sizes, a 3:1 adult control group matched for gland
weight and gender was identified. These 57 adult patients were compared to the pediatric
group, and these data are reported in Table 3. The preoperative serum calcium was still
higher in the pediatric group, though preoperative PTH values were statistically similar in
the matched comparison. While the etiology of patients' pHPT was not included in the
matching criteria, the division between patients with adenomas vs. hyperplasia is statistically
similar between the groups (p=0.62). When comparing the radioguidance data, background,
in vivo, and ex vivo counts were statistically similar across both groups. However, ex vivo
counts as a percentage of background were now significantly lower in the pediatric group,
51 ± 5% versus 91 ± 11%, p=0.04. This did not affect the percentage of patients with
excised glands that met the 20% rule; 100% in the pediatric group and 95% in the control
group had ex vivo counts greater than 20% of background (Table 3). A similar percentage of
patients were cured postoperatively, with 100% in the pediatric group and 98% in the adult
group meeting criteria for cure.

Discussion
While the utility of radioguidance in parathyroidectomy has been relatively well established
in adults, its validity as an operative adjunct has not been well studied in pediatric patients.
This study compares 19 pediatric patients who underwent a radioguided parathyroidectomy
for pHPT to adults undergoing the same procedure, including a control sample matched for
gland weight. We show that, while abnormal parathyroid glands are smaller in pediatric
patients, radioguidance was able to accurately detect hyperfunctioning parathyroid tissue in
100% of these patients. This corresponded with an equal cure rates in the pediatric and adult
populations.

The utility of radioguided detection of hyperfunctioning parathyroid glands has been
demonstrated in multiple studies.(2, 15–17) Technetium-99m sestamibi radioguidance, when
used as an adjunct to minimally invasive parathyroidectomy (MIP), has been linked to a
reduction in conversion to bilateral exploration, operative time, lengths of stay, and total
operative and hospital costs.(1, 10) When initially introduced, the high avidity of
hyperfunctioning parathyroid tissue for the technetium-99m sestamibi radionuclide allowed
surgeons to accurately identify excised parathyroid tissue as such (and not thyroid, normal
parathyroid, adipose, or other) without requiring frozen sections for confirmation.(15) Since
the introduction of RGP to the surgeon's armamentarium, it has been shown to be
particularly effective in detecting remaining abnormal glands at reoperation for persistent or
recurrent disease in adults.(18, 19)

Similarly, radioguidance is useful in identifying ectopic glands, including those not always
seen in preoperative imaging studies.(9, 18, 20) This is important to keep in mind when
considering the use of this adjunct in pediatric patients, as a large series of 52 pediatric
patients with pHPT found that 10% had ectopic glands.(21) Of the 19 pediatric patients in
our study, 7 (37%) had ectopic glands identified at operation. Radioguidance was
particularly helpful in these patients, as the detection of high radionuclide signals focused
the exploration. Of the 7 ectopic glands, 4 were located in the thymus, 1 was undescended
and retroesophageal, 1 was within the thyroid capsule, and 1 was in the carotid sheath.
While all of these operations were completed through the midline neck incision,
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radioguidance prevented unnecessary dissection and thereby potential risk to vital structures
because the location of the ectopic gland was determined with the gamma probe prior to
further dissection when all four glands could not be localized in their normal positions.

RGP was also proven to be equally effective in detecting hyperfunctioning parathyroid
tissue in patients whose HPT was due to adenoma(s) or hyperplasia.(9) This had previously
been questioned due to a lower sequestration rate of the radionuclide by hyperplastic
parathyroid glands,(15, 17) though it was unclear if this was due to gland size or difference
in physiology. Of the 5 pediatric patients with hyperplasia in our series, 4/5 (80%) had a
family history of parathyroid disorders, and 3 of these patients had undergone testing for
multiple endocrine neoplasia type 1 (MEN1) and were positive. Due to the nature of MEN1-
related hyperparathyroidism with its high risk of recurrence if parathyroid tissue is left
intact, total parathyroidectomy with forearm parathyroid tissue implantation was performed
in all patients who had completed or nearly completed puberty. In patients who had not yet
completed puberty, a subtotal parathyroidectomy leaving approximately 50 mg of
parathyroid tissue in situ was performed to avoid the potential growth consequences of the
3–4 weeks hypoparathyroidism that occur after a total parathyroidectomy while the forearm
parathyroid graft develops a blood supply and begins to function. Radioguidance was used
in these cases to localize all glands more efficiently and minimize dissection, as all glands
were detected with signals above baseline in vivo.

It is possible that a concern for lack of accurate detection with smaller parathyroid glands
has prevented widespread adoption of RGP in pediatric cases. Examination of preoperative
localization imaging with technetium-99m sestamibi has indicated that smaller gland size is
correlated with higher negative sestamibi scan rates.(22, 23) However, the study of Chen, et
al., comparing radioguidance values between parathyroid single adenomas, multiple
adenomas, and hyperplastic glands goes at least part way to answer the question of whether
lower radionuclide counts are due to physiology or gland size.(9) Specifically, they
demonstrated that the mean ex vivo counts as percentage of background decreased with
increasing numbers of diseased glands, though this trend did not reach statistical
significance. In contrast, there was no significant correlation between excised gland weight
and ex vivo counts as percentage of background. These data support our findings that, while
the excised glands are significantly smaller in pediatric patients, the decreased ex vivo
counts only reach statistical significance when the compared adult group is controlled for
gland weight. More important, all of the excised parathyroid glands from pediatric patients
met criteria for detection with ex vivo counts >20% of background.

Another concern for use of RGP in the pediatric population may be the involved radiation
exposure. At our institution, the pediatric patients receive technetium-99m sestamibi doses
similar to adults preoperatively to allow for intraoperative parathyroid gland detection. This
concern of overexposure may have resulted in the reported long delays in the time between
radionuclide injection and operative incision. Two of the 19 pediatric patients had injection
times ≥960 minutes before incision. Both patients received their preoperative injection of
sestamibi radionuclide, but then their cases were delayed until the following day. Rather
than re-inject the patients with radionuclide, the surgeons elected to proceed with the case
when there was still detectable radionuclide counts at the thyroid isthmus. This resulted in
lower overall counts, but the ex vivo counts of the excised adenomas as percent of
background were not significantly different from the total population. Efforts to reduce
radiation exposure in all patients led to a series of studies with a low-dose technetium-99m
sestamibi protocol in adults.(24–26) This protocol uses a single 1 mCi dose of sestamibi
radionuclide in the operating room immediately prior to the operation. Initial findings
indicated that this protocol effectively identified parathyroid adenomas in a highly selected
group of patients, namely those who had a high probability of single adenoma disease

Burke et al. Page 5

J Surg Res. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



(including diagnosis of pHPT, positive sestamibi scan localization, absence of concomitant
thyroid disease, and no previous neck radiation). Accordingly, patients with evidence of
multi-gland disease or thyroid nodules were excluded. Long term outcomes demonstrate
durable cure rates using this protocol.(26) Since pediatric patients with pHPT and no family
history of parathyroid disease were shown to uniformly have single adenoma disease in a
study by Durkin, et al.,(6) this approach might be appropriate to evaluate in this population
in future studies. However, even with the protocol practiced at our institution, the radiation
exposure with the current dosage is quite low, equivalent to less than 0.5 rad, or 25% of the
exposure dose of one chest x-ray.

This work highlights some differences in the presentation and outcomes of primary
hyperparathyroidism between adults and children. The pediatric group had higher
preoperative serum calcium and PTH levels than adults, and even when comparisons were
matched for gland size, preoperative calcium levels were still higher in the pediatric group
(Table 2 and 3). While previous studies of pHPT in children lack a comparison to adult
patients, it is common for 89–100% of pediatric patients to present with elevated serum
calcium and with evidence of more advanced disease.(6, 21, 27) The reason for this
difference has not been definitively explained, but may be due to a combination of delay in
diagnosis (as this is a relatively rare disease in children) and factors in metabolic processing
and bone turnover in children. Another difference that has been previously highlighted is the
rate of complications in pediatric vs. adult endocrine surgery. Interestingly, although
previous studies have indicated that children have higher rates of complications with
endocrine surgeries than adults,(28) our study involved no complications in the pediatric
cohort while showing a 3% complication rate in the adult cohort, which is similar to
published adult series.(11) This difference may be due to the small size of the pediatric
cohort, as the adult matched control sample also experienced no complications. The mean
age of 16 years in the pediatric cohort also places them in the age range of adolescents, who,
according to Sosa, et al.'s study, have complication rates most similar to adults.(28)
However, it still bears noting that the complication rate in the pediatric group was not higher
than in the adult group.

The data presented in this study are subject to the limitations inherent in retrospective
reviews, including a lack of precise design for target data and minor changes in practice over
time. However, in comparison to many retrospective reviews, our data are collected
prospectively at the time of operation, thereby allowing for tracking of long-term follow up
data and limiting reviewer bias. Results in this study are arguably more affected by the fact
that pediatric parathyroid disease is exceedingly rare, and thus subject groups are limited. In
fact, our collection of 19 pediatric patients from a single institution with primary
hyperparathyroidism is one of the larger cohorts currently described in the literature.(21, 27)
In an attempt to avoid any statistical bias created by comparison of a small sample to a much
larger sample, we identified the matched control group of adult patients for definitive
comparison.

Despite these limitations, we provide convincing data that RGP is equally effective in the
surgical treatment of pediatric patients with pHPT when compared to adults. Intraoperative
detection of hyperfunctioning parathyroid tissue was effective and accurate in pediatric
patients, with 100% of excised glands meeting the adult criteria of ex vivo counts >20% of
background and 100% cure rate. We conclude that radioguidance with technetium-99m
sestamibi is a valid intraoperative adjunct to parathyroidectomy in the pediatric population.

Burke et al. Page 6

J Surg Res. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



References
1. Nagar S, Reid D, Czako P, Long G, Shanley C. Outcomes analysis of intraoperative adjuncts during

minimally invasive parathyroidectomy for primary hyperparathyroidism. Am J Surg. 2012;
203:177–181. [PubMed: 21752350]

2. Ikeda Y, Takayama J, Takami H. Minimally invasive radioguided parathyroidectomy for
hyperparathyroidism. Ann Nucl Med. 2010; 24:233–240. [PubMed: 20333484]

3. Adler JT, Sippel RS, Chen H. New trends in parathyroid surgery. Curr Probl Surg. 2010; 47:958–
1017. [PubMed: 21044730]

4. Cook MR, Pitt SC, Schaefer S, Sippel R, Chen H. A rising ioPTH level immediately after
parathyroid resection: are additional hyperfunctioning glands always present? An application of the
Wisconsin Criteria. Ann Surg. 2010; 251:1127–1130. [PubMed: 20485151]

5. Cakmak O, Ağiş ER, Teziç T, Ateş G. Primary hyperparathyroidism in infancy: a case report. J
Pediatr Surg. 1996; 31:437–438. [PubMed: 8708921]

6. Durkin ET, Nichol PF, Lund DP, Chen H, Sippel RS. What is the optimal treatment for children
with primary hyperparathyroidism? J Pediatr Surg. 2010; 45:1142–1146. [PubMed: 20620309]

7. Satchie B, Chen H. Radioguided techniques for parathyroid surgery. Asian J Surg. 2005; 28:77–81.
[PubMed: 15851357]

8. Povoski SP, Neff RL, Mojzisik CM, O'Malley DM, Hinkle GH, et al. A comprehensive overview of
radioguided surgery using gamma detection probe technology. World J Surg Oncol. 2009; 7:11.
[PubMed: 19173715]

9. Chen H, Mack E, Starling JR. Radioguided parathyroidectomy is equally effective for both
adenomatous and hyperplastic glands. Ann Surg. 2003; 238:332–337. discussion 337–338.
[PubMed: 14501499]

10. Goldstein RE, Blevins L, Delbeke D, Martin WH. Effect of minimally invasive radioguided
parathyroidectomy on efficacy, length of stay, and costs in the management of primary
hyperparathyroidism. Ann Surg. 2000; 231:732–742. [PubMed: 10767795]

11. Udelsman R, Lin Z, Donovan P. The superiority of minimally invasive parathyroidectomy based
on 1650 consecutive patients with primary hyperparathyroidism. Ann Surg. 2011; 253:585–591.
[PubMed: 21183844]

12. Bergenfelz A, Lindblom P, Tibblin S, Westerdahl J. Unilateral versus bilateral neck exploration for
primary hyperparathyroidism: a prospective randomized controlled trial. Ann Surg. 2002;
236:543–551. [PubMed: 12409657]

13. Burke JF, Naraharisetty K, Schneider DF, Sippel RS, Chen H. Early-phase technetium-99m
sestamibi scintigraphy can improve preoperative localization in primary hyperparathyroidism. Am
J Surg. 2013; 205:269–273. discussion 273. [PubMed: 23351511]

14. Pitt SC, Panneerselvan R, Sippel RS, Chen H. Radioguided parathyroidectomy for
hyperparathyroidism in the reoperative neck. Surgery. 2009; 146:592–598. discussion 598–599.
[PubMed: 19789017]

15. Murphy C, Norman J. The 20% rule: a simple, instantaneous radioactivity measurement defines
cure and allows elimination of frozen sections and hormone assays during parathyroidectomy.
Surgery. 1999; 126:1023–1028. discussion 1028–1029. [PubMed: 10598183]

16. Quillo AR, Bumpous JM, Goldstein RE, Fleming MM, Flynn MB. Minimally invasive parathyroid
surgery, the Norman 20% rule: is it valid? Am Surg. 2011; 77:484–487. [PubMed: 21679561]

17. Norman J, Politz D. Measuring individual parathyroid gland hormone production in real-time
during radioguided parathyroidectomy. Experience in over 8,000 operations. Minerva Endocrinol.
2008; 33:147–157. [PubMed: 18846022]

18. Jaskowiak NT, Sugg SL, Helke J, Koka MR, Kaplan EL. Pitfalls of intraoperative quick
parathyroid hormone monitoring and gamma probe localization in surgery for primary
hyperparathyroidism. Arch Surg. 2002; 137:659–668. discussion 668–659. [PubMed: 12049536]

19. Cayo A, Chen H. Radioguided reoperative parathyroidectomy for persistent primary
hyperparathyroidism. Clin Nucl Med. 2008; 33:668–670. [PubMed: 18806564]

Burke et al. Page 7

J Surg Res. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



20. Chen H, Sippel RS, Schaefer S. The effectiveness of radioguided parathyroidectomy in patients
with negative technetium tc 99m-sestamibi scans. Arch Surg. 2009; 144:643–648. [PubMed:
19620544]

21. Kollars J, Zarroug AE, van Heerden J, Lteif A, Stavlo P, et al. Primary hyperparathyroidism in
pediatric patients. Pediatrics. 2005; 115:974–980. [PubMed: 15805373]

22. Chiu B, Sturgeon C, Angelos P. What is the link between nonlocalizing sestamibi scans,
multigland disease, and persistent hypercalcemia? A study of 401 consecutive patients undergoing
parathyroidectomy. Surgery. 2006; 140:418–422. [PubMed: 16934604]

23. Merlino JI, Ko K, Minotti A, McHenry CR. The false negative technetium-99m-sestamibi scan in
patients with primary hyperparathyroidism: correlation with clinical factors and operative findings.
Am Surg. 2003; 69:225–229. discussion 229–230. [PubMed: 12678479]

24. Rubello D, Piotto A, Medi F, Gross MD, Shapiro B, et al. 'Low dose' 99mTc-Sestamibi for
radioguided surgery of primary hyperparathyroidism. Eur J Surg Oncol. 2005; 31:191–196.
[PubMed: 15698737]

25. Rubello D, Pelizzo MR, Boni G, Schiavo R, Vaggelli L, et al. Radioguided surgery of primary
hyperparathyroidism using the low-dose 99mTc-sestamibi protocol: multiinstitutional experience
from the Italian Study Group on Radioguided Surgery and Immunoscintigraphy (GISCRIS). J
Nucl Med. 2005; 46:220–226. [PubMed: 15695779]

26. Rubello D, Mariani G, Al-Nahhas A, Pelizzo MR. (GISCRIS) ISGoRSaI Minimally invasive
radio-guided parathyroidectomy: long-term results with the 'low 99mTc-sestamibi protocol'. Nucl
Med Commun. 2006; 27:709–713. [PubMed: 16894325]

27. Li CC, Yang C, Wang S, Zhang J, Kong XR, et al. A 10-year retrospective study of primary
hyperparathyroidism in children. Exp Clin Endocrinol Diabetes. 2012; 120:229–233. [PubMed:
22328111]

28. Sosa JA, Tuggle CT, Wang TS, Thomas DC, Boudourakis L, et al. Clinical and economic
outcomes of thyroid and parathyroid surgery in children. J Clin Endocrinol Metab. 2008; 93:3058–
3065. [PubMed: 18522977]

Burke et al. Page 8

J Surg Res. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Burke et al. Page 9

Table 1

Patient Demographics and Laboratory Data

Adult N = 1694 Pediatric N = 19 P-value

Age, yrs (range) 61 ± 0.3 (21–91) 16 ± 0.7 (10–19) <0.0001

Female (%) 1321 (78%) 12 (63%) 0.21

Preoperative Ca (mg/dL) 11.0 ± 0.0 12.2 ± 0.2 0.0002

Preoperative PTH (pg/mL) 124 ± 2 177 ± 43 0.02

Postoperative Ca (mg/dL) 9.5 ± 0.1 9.4 ± 0.1 0.58

Postoperative PTH (pg/mL) 47 ± 1 33 ± 7 0.06

Etiology (%) 0.15

Adenoma 1467 (87%) 14 (74%)

Hyperplasia 222 (13%) 5 (26%)

Adenocarcinoma 5 (0.3%) 0 (0%)

Ca=calcium, PTH =parathyroid hormone

Continuous variables are represented as the mean ± standard error of the mean unless otherwise indicated
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Table 2

Radioguided Excision Data – Total Population

Adult N = 1694 Pediatric N = 19 P-value

Gland weight (mg) 718 ± 31 437 ± 60 0.0004

Mean background counts 175 ± 3 287 ± 103 0.29

Mean in vivo counts 270 ± 4 400 ± 149 0.45

Mean ex vivo counts 144 ± 3 180 ± 91 0.70

Mean ex vivo counts (% background) 90 ± 3% 51 ± 5% 0.15

Ex vivo counts >20% background (%) 1635 (97%) 19 (100%) 1

Cure (%) 1633 (96%) 19 (100%) 1

Continuous variables are represented as the mean ± standard error of the mean unless otherwise indicated
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Table 3

Demographics and Radioguided Excision Data – Control Population

Adult N = 57 Pediatric N = 19 P-value

Age, yrs (range) 52 ± 2.4 (22–90) 16 ± 0.7 (10–19) <0.0001

Female (%) 36 (63%) 12 (63%) 1

Preoperative Ca (mg/dL) 10.9 ± 0.1 12.2 ± 0.3 <0.0001

Preoperative PTH (pg/mL) 153 ± 21 177 ± 43 0.59

Postoperative Ca (mg/dL) 9.2 ± 0.1 9.4 ± 0.1 0.43

Postoperative PTH (pg/mL) 50 ± 7 33 ± 7 0.22

Etiology (%) 0.62

Adenoma 47 (82%) 14 (74%)

Hyperplasia 10 (18%) 5 (26%)

Gland weight (mg) 455 ± 35 437 ± 60 0.80

Mean background counts 197 ± 20 287 ± 103 0.40

Mean in vivo counts 176 ± 21 400 ± 149 0.48

Mean ex vivo counts 161 ± 20 180 ± 91 0.84

Mean ex vivo counts (% background) 91 ± 11% 51 ± 5% 0.04

Ex vivo counts >20% background 54 (95%) 19 (100%) 0.57

Cure (%) 56 (98%) 19 (100%) 1

Ca=calcium, PTH=parathyroid hormone

Continuous variables are represented as the mean ± standard error of the mean unless otherwise indicated

J Surg Res. Author manuscript; available in PMC 2014 September 01.


