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INTRODUCTION
Various complications consequent on disordered calcium and 

phosphate homeostasis occur frequently in chronic kidney 

disease (CKD) patients. Particularly, vascular calcification has 

high morbidity and mortality rates. 

RESULTS

Male patient, 64 years old, diagnosed with myocarditis when he was 31, diagnosed with diabetes

mellitus type 2 in 50, arterial hypertension since he was 51, presented with nephrotic syndrome

when he was 56. Secondary causes were rolled out, and kidney biopsy was performed.

Pathological finding showed IgA nephropathy. He developed CKD despite therapy in the next few

years. First he was in chronic hemodialysis program for one year, before he was treated with

kidney transplantation from deceased donor. He was on cyclosporine, MMF and steroid

'immunosupressive regimen, with preserved heart function in preparation for transplantation. Six

years after kidney transplantation he was presented with acute heart failure and de novo atrial

fibrillation. Ultrasound of the heart indicated moderate mitral regurgitation, with rupture of the

chorda for the anterior mitral cusp, left ventricular hypertrophy, enlarged both atria, moderate

pulmonary hypertension. Acute coronary syndrome was ruled out, left ventricular ejection fraction

was 35%. MRI of the heart indicated diffuse calcifications of the valvular apparatus and fibrous

changes as results of previous myocarditis and long-standing secondary hyperparathyroidism.

Although he was monitored and treated for secondary hyperparathyroidism for years in all stages

of the disease, the consequences in terms of vascular calcifications and calcifications of the

valvular apparatus were still manifested. Shortly thereafter, the patient developed chronic

cardiorenal syndrome and terminal graft dysfunction, and began a chronic hemodialysis program

again.

CONCLUSION

In a long-term perspective, the management of disorders of mineral-bone metabolism 

has the greatest impact on the survival and cardiovascular complications of patients in 

all stages of chronic renal failure and regardless of which form of RRT they were 

treated with.


