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recovery of infused peritoneal fluid.

Over 50% of catheter dysfunctions

are related to constipation, and at ti-

mes this necessitates intensive laxa-

tive treatment.2 Constipation is also

an issue in the development of her-

nias and complications from pressu-

re on the abdominal wall, and can

even facilitate the passage of bacte-

ria from the intestinal lumen, leading

to peritonitis.3

Constipation can be associated with

several different factors, such as a

certain degree of intestinal paresis,

insufficient mobility, and a diet low

in fibre, which is often the result of

diets that restrict the intake of fruits,

and frequently is a result of the me-

dications administered for concomi-

tant problems. Several treatments ad-

ministered to dialysis patients can

generate or aggravate this situation,

such as the resins used for hypercal-

caemia and phosphate binders. Lan-

thanum carbonate is a phosphate bin-

der, without calcium or aluminium,

which is effective in controlling

hyperphosphataemia, and being a ra-

diopaque compound, results in very

characteristic radiological images.4

However, as is the case in other che-

lating agents, it can produce consti-

pation that is difficult to treat using

conventional measures.5 A peritoneo-

graphy can aid in the diagnosis of

this type of mechanical issue.

We present the case of a patient in

which the administration of lantha-

num carbonate produced severe cons-

tipation and displacement of the ca-

theter to the point where peritoneal

dialysis treatment became impossible.

Ours was a 47 year-old patient with

chronic renal failure from interstitial

nephropathy secondary to reflux,

who had been on haemodialysis sin-

ce 1990. He underwent his first kid-

ney transplant in 1991, which was

then removed due to chronic

dysfunction, and underwent a second

transplant in 1999, which was again

lost to the same reasons. He returned

to haemodialysis in 2010. Due to in-
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To the Editor,

Clinicians are frequently faced

with relatively banal issues that be-

come factors of diagnostic confu-

sion or can even trigger more seve-

re complications.

In patients treated with peritoneal

dialysis, constipation can become a

very difficult problem, and can even

reach the point of completely impe-

ding the drainage function of the pe-

ritoneal catheter.1 This is the result of

displacement of the catheter towards

the upper abdomen and the fact that,

even with a properly positioned ca-

theter, a rigid intestine hinders the

tolerance to the second kidney, the

patient underwent graft embolisation.

He was receiving lanthanum carbona-

te at 750mg/8 hours due to secondary

hyperparathyroidism and hyperphos-

phataemia. Due to several failed vas-

cular accesses, it was suggested that

the patient be transferred to peritone-

al dialysis, and a straight, double-cuff

Tenckhoff catheter was implanted.

During training, we detected catheter

malfunction with incomplete draina-

ge, so we performed abdominal x-

rays (Figure 1) and peritoneography

(Figure 2). In addition to the rem-

nants of the radio-opaque material

from the graft embolisation, we ob-

served a large quantity of faecal mat-

ter throughout the large intestine,

with radiolucent images indicating

the presence of lanthanum carbonate.

The peritoneal catheter was poorly

positioned towards the hepatic flexu-

re of the colon, and the peritoneo-

graphy dye was completely restricted

between the transverse colon and the

lower edge of the liver, which was

clearly outlined, without dissemina-

ting into the rest of the abdominal ca-

vity. Suspension of the lanthanum

and intensive laxative treatment pro-

gressively resolved the constipation

and dye restriction, although it did

Figure 1. Simple abdominal x-ray 

Remnants of graft embolisation. Poorly

positioned catheter and severe constipation

caused by lanthanum carbonate use in

radiolucent images.
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To the Editor,

Here we present the case of a 64 year-

old male with a history of obesity, ar-

terial hypertension, diabetes mellitus,

and chronic atrial fibrillation, under

treatment with oral anti-platelet drugs,

who had had pain in the right lumbar

fossa radiating to the groin for more

than 24 hours, nausea and vomiting.

The patient was without fever and had

a blood pressure of 140/90mm Hg.

Heart auscultation revealed systolic

murmur. The patient’s abdomen was

soft and depressible, with pain in the

left flank and hypochondrium and no

succussion splash. The rest of the

physical examination did not reveal

any relevant findings.

Complementary tests also produced

notable results including atrial fibril-

lation in the electrocardiogram,

leukocytosis, elevated plasma creati-

nine, a marked increase in lactate-de-

hydrogenase (LDH) with normal

transaminase levels,1-3 and micro-

haematuria. The urine culture test was

negative, as well as parameters for

autoimmune disease, immunoglobu-

lins, and complement.

Due to the persistent abdominal pain

and lack of concordance with diges-

not resolve the poor positioning of the

catheter, which had to be relocated.

The radiological images presented

show the mechanism of action and the

mechanical consequences.
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tive diseases, we performed an ab-

dominal axial computed tomography

that revealed segmental bilateral hy-

podense areas (Figure 1) with no lithi-

asis or dilation of the urinary tract.

Together with the rest of the findings

from examining the patient, this was

suggestive of multiple renal infarc-

tions, probably of an embolic origin.1

We then performed an echocardio-

gram that revealed dilated cardiomy-

opathy of an unknown cause and aor-

tic stenosis.

After the evaluation, we started the

patient on conservative treatment,

maintaining therapeutic anti-coagula-

tion,1-3 statins, and blood pressure

control.

The patient’s clinical and biochemical

progression was favourable.

Our final diagnosis was of cardio-em-

bolic renal ischaemia in a patient with

previous anti-coagulation treatment.
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Figure 1. Abdominal axial computed

tomography.   

Abdominal axial computed tomography

with intravenous contrast showing coronal

(upper images) and sagittal (lower images)

reconstructions. Observe several hypodense

areas in both kidneys, a larger area in the

right kidney and more focal area in the left

one, with slightly altered peri-renal fat,

indicating bilateral renal infarctions.

Figure 2.. Peritoneography.

The dye is encapsulated and contained

between the intestine and lower edge of

the liver, trapped by a large volume of

faeces with residual lanthanum chelating

agent.


