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QUICK GUIDE: TREATMENT OF ACUTE HYPERCALCAEMIA IN ADULTS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Establish the cause of the hypercalcaemia and correct if possible (i.e. review medications) 

 

CAUSES 

• Primary hyperparathyroidism 

• Malignancy 

• Granulomatous diseases 

• Drugs- thiazide diuretics, 
lithium etc 

• Excessive intake of Vitamin  A 
and D 

• Chronic kidney disease 

• Immobility 

• Non-parathyroid endocrine 
diseases e.g. thyrotoxicosis, 
Addison's disease  

 

SIGNS & SYMPTOMS 

• Polyuria, polydipsia 

• Nausea, vomiting 

• Weight loss, anorexia 

• Muscle weakness 

• Impaired concentration and 
memory 

• Bone pain, osteoporosis 

• Pancreatitis 

• Peptic ulcer 

• Arrhythmias 

• Coma 

 

INVESTIGATIONS 

• Bloods: FBC, U&Es, Vitamin D, 
Adjusted Calcium, Phosphate, 
Parathyroid Hormone (PTH)   

• Fluid balance status 

• ECG changes- shortened QT 
interval 

 

Severity 
 

• Mild: Adjusted Ca2+ 2.6 - 3.00 mmol/L; often asymptomatic and does not usually require urgent correction 

• Moderate: Adjusted Ca2+ 3.01 - 3.40 mmol/L; may be well tolerated if it has risen slowly, but may be 
symptomatic and prompt treatment is usually indicated 

• Severe: Adjusted Ca2+ > 3.40 mmol/L; requires urgent correction due to the risk of dysrhythmia and coma 

Rehydration: 
 

Assess hydration state clinically and according to U&Es 
 

• Commence IV fluids: 4-6L of sodium chloride 0.9% over 24 hours if dehydrated 

• Monitor for fluid overload if renally impaired or elderly or in patients at risk of cardiac failure (consider 
reduced IV fluids e.g. 1-3L over 24 hours) 

• Reassess adjusted calcium levels and if still > 3.0 after hydration, then patient will require IV bisphosphonates  

After rehydration:  
 

In renal insufficiency, measure serum creatinine and calculate creatinine clearance prior to administration of 
bisphosphonates. 
 

If CrCl > 30ml/min: Zoledronic acid 4mg over 15 mins OR Pamidronate 30 - 90 mg at 20 mg/hr 
Dose of pamidronate depends on the severity of hypercalcaemia (refer to SPC for guidance) 
 

If CrCl < 30ml/min*: Ibandronic acid 2mg over 2 hours 
 

If ibandronic acid is not available, a lower dose of zoledronic acid (2-3mg) or pamidronate (30mg) may be considered, 
provided the benefit outweighs the risk. 
 

• Patients should be well hydrated prior to and following administration of IV bisphosphonates 

• The use of zoledronic acid or pamidronate is not recommended by the manufacturers in patients CrCl < 
30ml/min). Its use in this context is off-label (refer to the note above) 

• Recheck calcium levels after 3-5 days 

• Monitor serum electrolytes, calcium, phosphate and magnesium 

• For patients in whom bisphosphonates are contraindicated or in refractory hypercalcaemia, please seek 
further advice from endocrinology for consideration of further treatment including options such as 
denosumab 

•  

*For patients with serum creatinine > 400 micromol/l, please refer to endocrinology/renal for further advice  
 


