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Introduction. Definition

✔ Persistent hypocalcemia and 

inappropriately low or 

inappropriately normal PTH levels

✔ More than 12 months duration 

following neck surgery

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78. 



Introduction. Two main ideas

.Rethinking Hypoparathyroidism: From Dichotomy to Continuum



Introduction. Two main ideas.

Functionally, HypoPTH represents a dual hormonal deficiency, as level of activated 

vitamin D are reduced due to absent PTH stimulation of renal 1-alpha-hydroxylase.

Brandi et al. Trends in Endocrinology & Metabolism, April, 2026. 

Rigid dosing schedule on a highly fluid, homeostatic system.



 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



Conventional treatment

R.3.3 We recommend treatment with vitamin D.

● R.3.3.1 We recommend treatment with activated vitamin D analogue

● R.3.3.2 If not available, we suggest treatment with supraphysiological 
doses of calciferol

● R.3.3.3 We recommend titration of vitamin D analogue doses aiming at 
calcium levels within the target range with patients being free of 
symptomatic hypocalcaemia and biomarkers within the target range. 

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



Conventional treatment

R.3.4 We recommend assuring an adequate 
calcium intake.

● R.3.4.1 We suggest a dietary calcium intake of 800-1000 mg/day

● R.3.4.2 We suggest calcium supplements if calcium levels in the target 

range cannot be achieved with activated vitamin D + dietary calcium 
intake. 

● R.3.4.3 We recommend that elemental calcium supplementation >500 

mg daily should be taken in smaller doses + spread throughout the day.

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



Conventional treatment

  Primary targets :    

✔ No symptoms of hypocalcaemia 

✔ Ca_c or iCa in the lower half of the 

reference range or slightly below

  Secondary targets : 

✔ No impairment in QoL. 

✔ No hypercalciuria.

✔ No hyperphosphataemia. 

✔ No hypomagnesaemia. 

✔ Stable eGFR. 

✔ 25(OH)D over 75 nmol/L (30 ng/mL)

Active vitamin D + dietary elemental calcium intake +/- calcium supplements



Optimization of conventional therapy

● R.3.6 In the presence of hypercalciuria*, we suggest:
○ Decreased dose of oral calcium and/or activated vitamin D

○ A low sodium chloride intake (< 6 g NaCl or < 2.4 g Na/day) 

○ Addition of treatment with a thiazide diuretic. 

● R.3.7 In the presence of hyperphosphataemia, we suggest 
○ Dietary interventions 

○ Adjustment of treatment with calcium supplements and vitamin D. 
Calcium supplements (together with a meal) 

○ Following changes, 24-hour urinary calcium should be measured. 
* >7.5 mmol/24h [300 mg/24h] in men, > 6.25 mmol/24h in women [250 mg/24h]

 or > 0.1 mmol/kg/24h [4 mg/kg/24h] in both sexes

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



Optimization of conventional therapy

● R.3.8 In a patient with hypomagnesaemia, we suggest 
○ Consider other causes of hypomagnesaemia (diuretics and PPIs) 

○ A diet rich in magnesium

○ Consider treatment with magnesium supplements or amiloride.

● R.3.9 Ensure replete levels of vitamin D by using a daily 
supplement (cholecalciferol/ergocalciferol) 800-2000 IU
o Consider circulating 25(OH)D level ≥ 75 nmol/L (30 ng/mL)

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



From Karpf DB et al. A Randomized Double-Blind Placebo-Controlled First-In-Human Phase 

1 Trial of TransCon PTH in Healthy Adults. J Bone Miner Res. 2020 Aug;35(8):1430-1440

PTH replacement therapy

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78



PTH replacement therapy

● R.3.5 We recommend PTH replacement therapy in patients who 
continue to have signs or symptoms of HypoPT despite 
treatment with activated vitaminD + adequate calcium intake. 

● R.3.5.2 We suggest to consider PTH replacement therapy in 
patients with one of the following despite optimized treatment.
○ Frequent fluctuations in calcium, or symptomatic hypocalcaemia
○ Impaired quality of life attributable to chronic HypoPT
○ Reduced kidney function (eGFR < 60 mL/min per 1.73m²)
○ Hypercalciuria
○ Hyperphosphataemia

 Bollerslev J, et al. Eur J Endocrinol. 2025;193(5):G49-G78





24-hour profile of Ca_c in 
palopegteriparatide treated participants. 

J. Endocr. Soc., Volume 10, Issue 7, July 2026, bvag098. 

PTH replacement therapy
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What is next?



Thank you for your attention


