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Part 1 
REFERRAL TO ENDOCRINE TEAM 
 
Medical staff who identify a patient at risk of, or suffering from, post-operative or chronic 
hypocalcaemia should refer to the Endocrine Team for ongoing management.  

Referral details should include 
 

• Hospital Registration Number 
• Surname 
• Forename 
• Date of Birth 
• Diagnosis and treatment already received/date of surgery 
• Corrected calcium levels, PTH, PO4-, total Vitamin D and creatinine levels 

 
 
 
 
Part 2 
ENDOCRINE TEAM AND SURGICAL TEAM PERFORMING 
THYROID/NECK SURGERY  
(see part 3 for additional guidance in intentional parathyroidectomy) 
 
Management of acute hypocalcaemia  
 

• Risk factors for post-operative hypocalcaemia to be considered pre-operatively include planned total 
thyroidectomy, hyperthyroidism, large goitres, pre-operative low serum total vitamin D (low sunlight, 
alcoholism etc), planned level 6 neck dissection and extensive cancer.   

• Serum calcium concentration and PTH level should be checked immediately post-operatively.  The 
half-life of PTH is short, therefore if the post-operative PTH level is normal on this sample usually 
patients do not require calcium supplementation.  Occasionally a short term drop in calcium may be 
seen, which usually corrects by the following day and does not require treatment.  

• Serum calcium concentration and PTH level should be repeated on the morning following surgery.  If 
the calcium and PTH level are normal, and stable on this sample then monitoring can discontinue.  If 
hypocalcaemia is present, or serum calcium levels are declining, monitoring should continue daily 
until hypocalcaemia improves and the serum calcium stabilises.3  A decline in serum calcium 
concentration in the first 24 hours after surgery is predictive of the need for calcium 
supplementation.3   

• Serum calcium should also be checked in the days following surgery if the patient develops 
symptoms of hypocalcaemia. 

• Checking the serum PTH whilst the patient is hypocalcaemic, before commencing treatment, is 
advisable as it may help to predict those patients who will require long term treatment for 
hypoparathyroidism and those who will be able to discontinue treatment in the long term. 

• Initial treatment for acute hypocalcaemia is shown in the table on page 3. 
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Withdrawing treatment for hypocalcaemia 
 

• After total thyroidectomy, approximately 30% of patients will need calcium supplementation with or 
without alfacalcidol.3  Hypoparathyroidism is often transient.  A predictor of recovery is an elevated 
(or upper normal range) serum PTH concentration at the time of hypocalcaemia.3  By 3 months after 
total thyroidectomy less than 10% of patients will still require supplementation.3  The majority of 
those on calcium/alfacalcidol or calcitriol supplements can therefore have the treatment withdrawn.  
Supplements should be slowly and gradually reduced and serum calcium monitored every few 
months whilst supplements are withdrawn and eucalcaemia is restored.3  The combined effects of 
hypocalcaemia and hypothyroidism are poorly tolerated and patients should therefore be euthyroid 
when dose reduction occurs.3   

• Patients who become hypocalcaemic on withdrawal of treatment will need to continue treatment long 
term and should be managed as per the guideline below for management of chronic hypocalcaemia 
secondary to hypoparathyroidism. 
 
 

Part 3 
ENDOCRINE TEAM AND SURGICAL TEAM PERFORMING 
PARATHYROID SURGERY 
 

• Close monitoring of serum calcium and PTH levels is required, as for patients in part 2 of this 
guideline. 

• Supplementation with alfacalcidol and elemental calcium is often needed, potentially in high doses 
initially. 

• Symptoms of hypocalcaemia should be treated irrespective of the measured serum calcium level as 
these patients can become symptomatic, with seizures, due to sudden declines in serum calcium 
levels though the measured serum calcium may still be within (or above) normal laboratory 
reference ranges.  The rate of decline in serum calcium level should be taken into account in these 
patients. 

• Parathryroidectomy for hyperparathyroidism can be associated with the development of ‘hungry 
bone syndrome’.  This relatively uncommon but serious adverse effect of parathyroidectomy for 
hyperparathyroidism refers to a rapid, profound and prolonged hypocalcaemia associated with 
hypophosphataemia and hypomagnesaemia.  It is thought to be due to an increased influx of 
calcium into bone following the sudden removal of the effect of high PTH levels on osteoclastic bone 
resorption.4  Vitamin D deficiency is believed to be a risk factor for its development and should be 
identified pre-operatively, and usually treated [see separate guidance on safe vitamin D replacement 
in primary hyperparathyroidism, ‘Vitamin D deficiency in adults’].  

• In patients with secondary hyperparathyroidism undergoing total parathyroidectomy, alfacalcidol 
should be administered for four days pre-operatively, with careful monitoring of serum calcium 
levels, to pre-load prior to surgery.    
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Part 4 
ENDOCRINE TEAM ONLY  
 
Management of chronic hypocalcaemia 
 

• In a patient with hypocalcaemia the presence of a low, or normal PTH concentration implies a failure 
of PTH secretion [in cases of mild hypocalcaemia with mild hypoparathyroidism a diagnosis of an 
autoimmune hypoparathyroidism (autoimmune polyendocrine syndrome type 1 – due to mutations 
or deletions in AIRE gene) and familial hypocalcaemic hypercalciuria should be considered]. 
 

• The goals of treatment in chronic hypoparathyroidism are as follows2 & 5  
• to control the patient’s symptoms (if present) 
• to maintain the serum calcium in the low normal range (2.0-2.12 mmol/L) 
• to maintain the serum phosphate and serum magnesium in the normal range 
• to reduce the risk of hypercalciuria, renal stones & nephrocalcinosis 
• to  monitor & reduce risk of CKD (chronic kidney disease) 

 
• Hypomagnesaemia can result in a failure of PTH secretion and should be corrected if present. 
• Commence alfacalcidol at a dose of 1mcg/day (or 0.5mcg/day in the elderly). 
• Titrate the dose, guided by serum calcium monitoring, every 4 to 7 days until a low normal serum 

calcium (2.0-2.12 mmol/L) is achieved.2 
• If calcitriol is to be used, the starting dose is 0.5mcg/day.2 Calcitriol is more potent than alfacalcidol2, 

making close monitoring of serum calcium essential during dose titration.  Special care, and reduced 
dosing, should be used in the elderly. 

• It is also routinely recommended that patients with permanent hypoparathyroidism are co-prescribed 
cholecalciferol Vitamin D maintenance (e.g. 400-800 IU/day) in addition to their activated Vitamin D 
analogues (target total Vitamin D >50nmol/l).6 

• Serum calcium, phosphate and creatinine should be checked every week to month during initial 
dose titration.2 

• Once the treatment dose is stable, calcium, phosphate, magnesium and creatinine should be 
monitored regularly (e.g. 3-6 monthly).2,6 

• An adequate dietary intake of calcium should be maintained. Elemental calcium supplements may 
be required if dietary calcium intake is insufficient. 

• If hypoparathyroidism is permanent the lowest dose of supplements should be used to maintain the 
serum calcium at the lower end of the normal range, while aiming to avoid hypercalciuria.  In stable 
cases annual measurement of calcium, phosphate, magnesium and creatinine is recommended.3  

• 24hr urinary calcium should be measured at intervals (e.g. 2 yearly) and should be within the 
reference range.5 If hypercalciuria is present, then reducing calcium and sodium intake in the diet 
and/or a thiazide diuretic may be considered.6 

• If there is a drop in eGFR then medications should be reviewed along with a renal ultrasound to 
exclude renal calculi. 
 
 
 
 

 






