BERERKZZFE 2022 £ 47 55 11 # (Journal of Chongqing Medical University 2022.Vol.47 No.11 ) — 1373 —

AV AR IR K
28 % Pk AR 55 ik S fre Lt T A6 7 1 BLAR B alk i

WK E R, A E
(B 75 2 B A2 KPR S B L PR B AR, TR 40042)

DOI:10.13406/j.cnki.cyxb.003120

[#  Z )12 MBS (chronic kidney disease, CKD ) £ F T30 24 28 D Gl = AR I A0 s 85 10098 0098 , % 2 A i e P IR
IR BE T (secondary hyperparathyroidism, SHPT) , JL-T- it 5 CKD & 7ETF 4B M1 e 2 8 th B A B . SHPT 21844 1 5
wy A R EE MR A . HETZ5Wi0 T s s AR, 28 1 U 52, S BUR B B AR T ARIRYT . SHPT FARE M T
PRI R B X SHPT, ELRG (% 8625 % LIRS IR SR K. SHPT 0 7 st RS Ik 2 WO A RS
R AP bk+ B AR R R S5 AR A VIBR A (0]l R SOZ 67 SHPT B e (B 8E A il . SHPT & &t WAIAR G I LA,
FI AT AT R FH I 2R v 5 S AR e HAR 25 IR e 32 i TR 3 . B2, SHPT R % iy HL U 22 , AEAMEHAYT 7 T
WA VF 2 [ A T iE— LR .

[ SR 118 1k B T e el s Ak & M IR S5 R Th R T i ; FARIBYT

[FESZEES]R581.9 [xEtiREmE]A [ ks B #7]2022-09-14

Current situation and progress of surgical treatment for secondary
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[ Abstract]Secondary hyperparathyroidism (SHPT) often occurs in patients with chronic renal disease (CKD) due to long—term vitamin
D deficiency, hypocalcemia and hyperphosphatemia. Almost all CKD patients gradually develop this situation after dialysis. SHPT is
the leading cause of death in patients with chronic renal failure. However, drug therapy is gradually tolerated with the development of
the disease, leading to the need for surgical treatment. Surgery for SHPT is suitable for patients with refractory SHPT that cannot be
controlled by medical drugs and whose parathyroid glands are significantly enlarged on imaging examination. The surgical methods
include subtotal parathyroidectomy, total parathyroidectomy with autotransplantation, and total parathyroidectomy. However, the best
choice for SHPT remains controversial. Recurrence of SHPT is the most common postoperative complication , Intraoperative imaging of
indocyanine green and intraoperative para—thyroid hormone assay can be used to improve the surgery. In a word , SHPT has a high
incidence and poor prognosis. There are still many problems in surgical treatment that need further study.
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