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An 82-year-old man with end-stage renal
disease, who had been receiving he -
modialysis for five years, presented with

a three-month history of erythematous patches on
his legs. Clinical examination showed multiple
painful cutaneous ulcerations coated with dark
eschar, surrounded by indurated, violaceous
plaques (Figure 1). An important laboratory find-
ing was a markedly elevated phosphate concentra-
tion (1.95 [normal 0.87–1.45] mmol/L), associ-
ated with normal concentrations of calcium and
parathyroid hormone. Histopathologic evaluation
showed intramural deposition of calcium in sev-
eral subcutaneous arterioles (Appendix 1, avail-
able at www.cmaj .ca/lookup/suppl/doi:10.1503
/cmaj .110046 /-/DC1). Radiologic examination
showed calcification of the large arteries of the leg
(Appendix 2, available at www.cmaj.ca/lookup
/suppl/doi:10.1503/cmaj.110046/-/DC1). Calci-
phylaxis was diagnosed. Surgical débridement
was performed, and the patient was given culture-
directed intravenous antibiotic therapy, resulting
in an improvement in the skin lesions. However,
his general condition worsened, and he eventually
died of septicemia.
Calciphylaxis, also known as calcific uremic

arteriolopathy, is a microvascular occlusion syn-
drome with mural calcification of arterioles lead-
ing to severe ischemia of the tissue. It occurs in
up to 4% of patients undergoing long-term dialy-
sis, but sporadic instances in patients with nor-
mal renal function have also been reported.1,2 In
addition to kidney failure, other risk factors
include obesity, female sex, white race, liver dis-
ease, use of systemic corticosteroids, decreased
albumin levels and elevated calcium–phosphorus
products.2,3 Parathyroid hormone is often found
to be abnormal. Mortality associated with calci-
phylaxis is high, with an estimated one-year rate
of survival of 45%.3

The pathogenesis of calciphylaxis may be
linked to an imbalance of homeostasis in the
bones.3 Excisional biopsy should be done to con-
firm the diagnosis. The main differential diag-
noses include pyoderma gangrenosum, coagu-
lopathies and arteriosclerotic ulcers. Although

there are no guidelines on therapy, treatment usu-
ally consists of surgical débridement of necrotic
lesions of the skin and identification and correc-
tion of the underlying metabolic disturbances.3

Promising results have been reported after treat-
ment with cinacalcet and sodium thiosulfate.2
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Figure 1: Leg of an 82-year-old man with end-stage
renal disease showing ulceration with thick eschar,
surrounded by indurated, violaceous, retiform
plaques.


