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Arterial hypertension
induced by
pyeloureteral stenosis
in horseshoe kidney
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To the Editor,

Horseshoe kidney (HK) was first de-
scribed by Berengario da Carpo in 1552.
Thirty-three percent of cases are asymp-
tomatic and the remaining may present
with complications such as multicystic re-
nal dysplasia, obstructive uropathies, hy-
dronephrosis, lithiasis, infections and
neoplasias such as renal carcinoma and

Nefrologia 2011;31(3):358-78

Wilms’ tumour or urothelial tumour.!

We present the case of a 27-year-old
male, who came to the emergency depart-
ment for abdominal pain located in the
left flank. From his medical record, we
discovered that he had a recent history of
arterial hypertension (AHT). His blood
pressure was 160/90mm Hg in the physi-
cal examination. We performed an ab-
dominal ultrasound (not shown) in which
cystic images were observed on the supe-
rior pole of the left kidney, which present-
ed with a mild cortical atrophy. Given that
a kidney disease was suspected, a com-
puterised tomography (CT) scan was per-
formed, showing that the cystic images
corresponded to dilation of the pyelocal-
iceal system (Figure 1) in a HK (Figure
2). We performed a left pyeloplasty which
resolved the obstructive problems: the pa-
tient being asymptomatic at present.

HK is the most common type of renal fu-
sion anomaly. It appears in 1 out of every
400 births, with a higher incidence in men

Figure 1Ay B. 1A and B. Abdominal CT scan
after administering LV. contrast agent. A)
nephrogenic phase. Cystic formation in the left
kidney at the height of the hilum (arrow). B)
Excretory phase. The passage of the contrast
agent isobserved, confirming that it corresponds
to dilation of the pyelocaliceal system.
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(2:1). The isthmus is usually located an-
terior to the large abdominal vessels. Hy-
dronephrosis due to obstruction in the
pyeloureteral junction is observed in a
third of all HK, being factors which con-
tribute to the upper ureter entering the re-
nal pelvis and isthmus or blood supply
anomalies.? It has been documented that
Wilms® tumours, clear-cell, neuroen-
docrine,’ and urothelial carcinomas and
nephroblastomas can be found in HK. It
can be associated with congenital, genito-
urinary, bone, gastrointestinal,
myelomeningocele and cardiovascular
anomalies. Pyeloureteral junction steno-
sis (PJS) is the most common congenital
alteration of the upper urinary tract, and
is most associated with HK. In most cas-
es, PJS is due to a destruction of the mus-
cular fibres and an increase in the amount
of collagen in the pyeloureteral junction.
The most common clinical sign is lumbar
back pain, but for chronic obstruction, ac-
tivation of the renin-aldosterone system
would lead to vasoconstriction of the af-
ferent arteriole, with a consequent reduc-
tion in renal blood flow and AHT devel-
oping. In spite of this, given
hydronephrosis and HK, the most com-
mon cause is lithiasis, followed by PS.*
HK is diagnosed using imaging tests. CT
with modern multidetectors can perform
a multiplanar reconstruction and confirm

3D reconstruction of the

Figure 2.
previous test; horseshoe kidney with
multiple accessory arteries (arrows).
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the diagnosis given the ultrasound find-
ing, whereas renal gammagraphy is used
to find out whether the parenchyma is
functioning correctly. Treatment is per-
formed using laparoscopic and endoscop-
ic pyeloplasty in any of its variants. At
present, robotic surgery has proven its
utility in obtaining good pyeloplasty re-
sults for primary and secondary stenosis,
both for children and adults and for dif-
ferent causes.’

In summary, when a young patient pres-
ents with AHT (related or not to HK), one
should consider that it may owe to a PJS.
Abdominal CT scans are a good diagnos-
tic method for assessing this condition.

1. Andreu Garcia A, Molina Burgos R, Coronel
Sanchez B, Navio Perales J, Botella Almodévar
R Uamazares Cacha G. Carcinoma renal de
itsmo en rifién en herradura. A propésito de un
caso. Actas Urol Esp. 2008;32(2):249-52.

2. Margreiter M, Hernandez DJ, Lang EX,
Pavlovich CR Horseshoe kidney with giant
hydronephrosis secondary to ureteropelvic
junction obstruction. JUrol 2010;183(1):329.

3. BoixOrri R Mora Durban MJ, Snchez Macias J,
Ruiz Dominguez J, Bernal Salguero S, Areal
Calama J et al. Tumor neuroendocrino en el
rifdbn en herradura: riesgo relativo de
asociacion de dos entidades relacionadas. Arch
Esp Urol 2008;61(7).

4. Cruz GuerraNA, Sdenz Medina J Tarroc Banco A.
Hipertensén arterial asociada a estenoss
congénita unilateral de la unién pieloureteral. Arch
Esp Urol 2005; 58(5): 463-6.

5. Pereira Arias JG, Gamarra Quintanilla M,
Gallego Sanchez JA, Camargo Ibergaray |.
Cirugia renal robotica: pieloplastia. Arch
Esp Urol 2007;60(4):449-61.

Jd Aguilar-Garcia', A.D. Dominguez-Pérez’,
V. Nacarino-Mejias', C.l. Ruiz-Guerrero’,
M.A. Iribarren-Marin', C.J. Ortega-Seda?
" Diagnostic Radiology Department. Virgen
del Rocio University Hospital, Seville, Spain.
2Urology Department. Virgen del Rocio
University Hospital. Seville, Spain.
Correspondence: J.J. Aguilar-Garcia
Servicio de Radiodiagnéstico.

Hospitales Universitarios Virgen del Rocio.
Avda. Manuel Siurot, s/n. 41013 Sevilla.
jjag96@hotmail.com

366

Successful treatment
with sodium
thiosulfate for calcific
uraemic arteriolopathy
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To the Editor,

A dermatological manifestation of
chronic kidney disease (CKD) is calcif-
ic uraemic arteriolopathy (CUA) or cal-
ciphylaxis. It is an anatomopathological
entity characterised by necrosis of the
skin and adipose tissue due to incorrect
calcium salt deposits.! Morbidity and
mortality of calciphylaxis is high due to
the complications associated with it:
sepsis and ischaemia. Different clinical
entities can manifest calciphylaxis:
rheumatoid arthritis, inflammatory
bowel disease, neoplasias, CKD, sys-
temic lupus erythematosus or HIV in-
fection.! Its treatment has to be aggres-
sive. Sodium thiosulfate has shown
improvements in skin lesions caused by
calciphylaxis.

Our patient was a 78-year-old man
with history of high blood pressure, di-
abetes mellitus type 2, dyslipidaemia,
CKD of unknown origin treated with
haemodialysis three times a week for
3hr, mineral and bone disorder associ-
ated with CKD (MBD-CKD), auricular
fibrillation and ischaemic heart dis-
ease. His usual treatment was seve-
lamer, enalapril, aspirin, acenocumarol
and insulin.

He was admitted to hospital for painful
skin erythematous lesions with necrotic
edges on both lower limbs, measuring
5x6cm. Physical examination: good
general condition, body mass index: 23;
blood pressure 150/63mm Hg; heart
rate 64bpm; no fever. Cardiopulmonary
and abdominal auscultation: painless.
Lower limbs: normal pulse, with no
sign of deep vein thrombosis and show-
ing previously described lesions.
Analyses: parathyroid hormone (PTH):
826.3pg/ml, calcium: 8.9mg/dl; phos-
phorus; 7.40; creatinine: 9.8mg/dl; al-
bumin: 3g/dl; urea: 156mg/dl; C-reac-

tive protein; 4.3. A cervical ultrasound
and parathyroid gammagraphy were
performed showing parathyroid hyper-
plasia free of adenomas. The radiologi-
cal study (bone series and supra-aortic
trunks Doppler) showed vascular calci-
fications on the ascending and descend-
ing aorta. Given the suspected calciphy-
laxis, we performed a biopsy of one of
the lesions, with results compatible
with calciphylaxis: lesion with abun-
dant calcium deposits compared with
the walls of small vascular structures.
Swollen septa due to fibrosis (Figure 1).
No signs of necrosis are observed. Last-
ly, we performed a technetium-99 gam-
magraphy which did not show that the
calciphylaxis spread to the bones.

We considered MBD-CKD to be the
cause of calciphylaxis and intensified
the treatment for it: daily dialysis of 4hr
was started with low calcium
(2.5mEq/1) in the haemodialysis solu-
tion and high flux dialyser. The treat-
ment was intensified with calcium-free
phosphate-binders: lanthanum carbon-
ate:  750mg/8hr and  sevelamer:
1600mg/8hr, and PTH control with cal-
cimimetics: 60mg/24hr.  Aceno-
coumarol was withdrawn and treatment
was started with 80ml of sodium thio-
sulfate at 25% (20g) following
haemodialysis (three times per week).
Lesions improved 2 months later (Fig-
ure 2). Analytical parameters upon dis-
charge: P: 3.6mg/dl; total Ca: 8.9mg/dl;
PTH: 406.90pg/ml.

CUA consists of a hydroxyapatite de-
posit in the skin and soft tissues with

Figure 1. Lesion on right leg prior to
treatment with thiosulfate.
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