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• A 47 y/o woman CKD with unknown cause admitted because of
uremic symptoms. HD was started

• Cr: 8.4 mg/dl
• Urea : 184
• K : 6.1 mg/dl
• Ca : 7.1 mg/dl
• P : 8.5 mg/dl
• PTH : 874



• 67 y/o man known case of DM admitted with hyperkalemia and
underwent maintenance HD

• Cr :6.3 mg /dl
• BUN : 104
• K : 6.9 mg/dl
• Ca : 8.2 mg /dl
• P: 6.7 mg/dl
• PTH : 118

• 27 y/o man known case of Alport syndrome admitted because of
edema and hypertension

• Cr :8.3 mg /dl
• BUN : 124
• K : 5.9 mg/dl
• Ca : 9.2 mg /dl
• P: 5.7 mg/dl
• PTH : 980
 



• 48 y/o woman known case of ADPKD referded for routine exam:
• Cr :3.3 mg /dl
• BUN : 54
• K : 4.9 mg/dl
• Ca : 9.1 mg /dl
• P: 4.5 mg/dl
• PTH : 82
• Vit D:  16
 

• The term CKD–MBD was first introduced to the field of nephrology in
exchange for the term renal osteodystrophy

• The use of the term renal osteodystrophy is limited to indicate bone
disorders in CKD–MBD

• CKD–MBD is a systemic disorder that causes cardiovascular
calcification (CVC), bone disorder, and other complications, all of
which together increase mortality

• CKD–MBD comprises the following three components: laboratory
abnormalities, bone disorders, and CVC.
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• The initial step in CKD-MBD involves decreased phosphate excretion
in the urine, followed by increased circulating concentrations of
fibroblast growth factor 23 (FGF23) and parathyroid hormone (PTH),
which increase urinary phosphate excretion

 
• FGF23 and PTH cause left ventricular hypertrophy, arrhythmia,

and cardiovascular calcification
• CKD-MBD has become one of the critical therapeutic targets for the

prevention of cardiovascular events 
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• Treatment decisions should be based on serial assessments and trends
of phosphate, calcium, and PTH levels considered together rather than
isolated values (Ungraded recommendation).

• Lowering elevated serum phosphate toward the normal range is
suggested to reduce complications (2C recommendation)

• Avoidance of hypercalcemia is emphasized due to its association with
increased mortality and cardiovascular events; mild asymptomatic
hypocalcemia can be tolerated, especially with calcimimetic therapy
(2C recommendation)

• The guideline shifts away from strict biochemical targets to a more
individualized, pragmatic approach tailored to patient preferences,
baseline values, and treatment tolerance





• Mild hypocalcemia treat with correction of Vitamin D deficiency
• Vitamin D supplement not indicated in:
• Patients with elevated serum phosphate level
• Patients with hypercalcemia
• In nondialysis CKD patients goal of PTH is > 2.3 to 3 times the upper

limit ( < 150 pg/ml )
• In nondialysis CKD patients we do not use Cinacalcet

• KDOQI guideline:
• Serum level of phoshphate should be maintained between 3.5 to 5.5

mg/dl
• Serum level of calcium should be maintained < 9.5 mg/dl
• PTH level should be maintained less than two to nine times the normal

upper limit

Kidney Disease: Improving Global Outcomes (KDIGO).



• A 47 y/o woman CKD with unknown cause admitted because of
uremic symptoms. HD was started

• Cr: 8.4 mg/dl
• Urea : 184
• K : 6.1 mg/dl
• Ca : 7.1 mg/dl
• P : 8.5 mg/dl
• PTH : 874

Calcium supplement
Phosphate binder like sevelamer
carbonate
Avoid starting calcitriol

• 67 y/o man known case of DM admitted with hyperkalemia and
underwent maintenance HD

• Cr :6.3 mg /dl
• BUN : 104
• K : 6.9 mg/dl
• Ca : 8.2 mg /dl
• P: 6.7 mg/dl
• PTH : 118

Calcium level is acceptable
Use calcium or non calcium based phosphate
binder
Avoid calcitriol or calcimimetics



• 27 y/o man known case of Alport syndrome admitted because of
edema and hypertension

• Cr :8.3 mg /dl
• BUN : 124
• K : 5.9 mg/dl
• Ca : 9.2 mg /dl
• P: 5.7 mg/dl
• PTH : 980
 
 

Best choice for treatment of PTH is
Cinacalcet in combination with non
calcium based phosphate binder

• 48 y/o woman known case of ADPKD referded for routine exam:
• Cr :3.3 mg /dl
• BUN : 54
• K : 4.9 mg/dl
• Ca : 9.1 mg /dl
• P: 4.5 mg/dl
• PTH : 82
• Vit D:  16
 

Vit D analog is the best
treatment
Avoid calcitriol



•                Thanks for your attention


