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We report the case of a 42-year-old housewife patient whowasadmitted 

for impairedrenalfunction at 1246 μmmol/l with a clearance of 

3.07ml/min/1.73m2, with the aim of to show a rare case of 

adynamicosteopathy with review of the literature. The clinical 

examination on admission hadfound a patient altered, impotent, pain in 

bothlowerlimbs, dehydrated, pale, BP=170/90mmhg, temperature at 

36°7, heart rate at 100bts/min. Biologically:anemiawasfound at 7.2 

g/dl. Hyperleukocytosis at 15400/mm3. Creatininewas 1246 µmol/l, 

urea 49mmol/l, uricacid 850umol/l, parathormone 58.4 pg/l and vitamin 

D 16 ng/l. The reprovedcalcemiawas at 2.73 mmol/l, the phosphorus at 

2.69 mmol/l, the bicarbonateemia at 13 mmol/l. Blood sugarwas 

6.1mmol/l, ferritinemia 1800 ng/ml, Na+=137mmol/l, K+=4.3 mmol/l, 

Cl-=106 mmol/l, proteinuria 6.8g/24 hours ,leucocyturia at 

40000/mm3, withouthaematuria, an E.coliurinary tract infection 

whichwas sensitive to ciprofloxacin. Our patient had a heterozygous 

AC sickle cell profile, and wascarrying an evolving single-

fetalpregnancy of 15 weeks +5 days on ultrasound. On the cerebral 

scanner, wefound a semi-recentischemic stroke in the deepterritory of 

the left middle cerebralartery. The patient alsounderwent five 

hemodialysis sessions. A biological control aftertwomonths of 

treatment hadfoundserumcreatinine at 212 µmol/l, urea at 40.3 mmol/l, 

sodium at 132.9 mmol/l, serum potassium at 5.2 mmol/, bloodchloride 

at 91.6 mmol/l, Magnesium at 1.1mmol/l, serum calcium=3.1mmol/l, 

CRP at 21mg/l, White Blood Cells at 1200/mm3, Hemoglobinlevel at 

6.6 g/dl. The VS was at 90-100 mm.Urinary volume at 680ml. 

Adynamic osteopathyis a rare and fatal pathologythatrequiresearly 

treatment. 

 
Copy Right, IJAR, 2023,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Adynamic osteopathyischaracterized by a decrease in the production of bone tissue, both in terms of its formation 

and itsresorption (destruction of the old tissue which must bereplaced by new). Bone involvement, referred to as 
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“Mineral and Bone Disorders in ChronicKidney Disease,” isconsistentlypresent to somedegree in any patient with 

chronickidney disease. It persists and tends to worsenduringdialysis treatment [1]. Osteopathies are complications in 

patients on long-termdialysis [2]. Calcium and phosphate play a major rolein bonemineralization, theyalso have 

multiple functions in the body. Althoughtightlyregulated, serum phosphate concentrations varythroughout life 

according to physiologicalneeds. On the other hand, ionizedcalcemiaismaintainedwithin a verynarrow range of 

values thanks to the combined action of two hormones, parathyroid hormone (PTH) and calcitriol, an active 

metabolite of vitamin D [3]. Chronickidney disease (CRD) inducesmineralmetabolismdisordersleading to 

bonelesions and vascular calcifications which affect its vital and functionalprognosis [4]. The aim of ourworkwas to 

show a rare case of adynamicosteopathy with review of the literature in the therapeutic management of 

thispathology. 

 

Observation:-  
We report the case of a 42-year-old patient, housewifewhowasadmitted for impairedrenalfunction at 1246 µmmol/l 

with a clearance of 3.07ml/l. The clinical examination on admission hadfound a patient altered, impotent, pain in 

bothlowerlimbs, dehydrated, pale, BP=170/90mmhg, temperature at 36°7, heart rate at 100bts/min. Biologically: 

anemiawasfound at 7.2 g/dl. Hyperleukocytosis at 15400mm3, leukocyturiawithouthematuria. Creatininewas 1246 

umol/l, urea 49mmol/l, uricacid 850 umol/l, parathormone 58.4pg/ml and vitamin D 16 ng/ml. Calcium was 2.73 

mmol/l, ferritin 1800 ng/ml, phosphorus 2.69 mmol//l, bicarbonate 13 mmol/l. Blood sugarwas 6.1 mmol/l; 

Na+=137 mmol/l, K+=4.3 mmol/l, Cl-=106 mmol/l, proteinuria at 6.8g/24 hours, withouthematuria, an E.coliurinary 

infection thatwas sensitive to ciprofloxacin . (Table 1) 

 

Table I:- Biologicalassessmentcarried out on admission. 
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Our patient had a heterozygous AC sickle cell profile, and wascarrying an evolving single-fetalpregnancy of 15 

weeks +5 daysaccording to an ultrasoundperformed. (Figure 1) 

 
Figure 1 (A and B):- Ultrasound image of an evolvingintrauterinemonofetalpregnancyestimated at 15 WA + 5 days 

(weeks of amenorrhea). 

 

On the abdominal ultrasound, bilateralrenal pain wasfoundwithoutabnormalities in the liver, spleen and 

gallbladder(Figure 2) 

 

 
Figure 2:- Ultrasound image of bothkidneysshowingechogenickidneys with loss of its cortico-sinus differentiation 

suggestive of bilateralrenalsuffering. 

 

On the cerebral scanner, wefound a semi-recentischemic stroke in the deepterritory of the left middle cerebralartery. 

(Figure 3) 
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Figure 3:- Cerebral CT (A) with agiographic acquisition (B) showinglacunarleftlenticularhypodensity suggestive of 

an ischemiclesion of the territory of the deep middle cerebralartery. 

 

A biological control aftertwomonths of treatment hadfoundserumcreatinine at 212 µmol/l, urea at 40.3 mmol/l, 

sodium at 132.9 mmol/l, serum potassium at 5.2 mmol/, bloodchloride at 91.6 mmol/l, Magnesium at 1.1mmol/l, 

serum calcium=3.1mmol/l, bicarbonatemia at 19 mmol/l, CRP at 21mg/l, White Blood Cells at 1200/mm3, 

Hemoglobinlevel at 6.6 g/dl. Proteinuria for 24 hourshadreturned to 0.42 g/24 hours with normal urinarysediment 

and diuresismaintained at 950 ml per 24 hours. (Table II) 

 

Table II:- Biologicalassessmentcarried out after 2 months of treatment. 
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Discussion:- 
A-Pathopathologicalmechanism: 

Calcium and phosphates togetherform hydroxyapatite crystalswhich, deposited on the collagen matrix, ensure the 

texture of the bone tissue of vertebrates. Divalent calcium Ca++ isinvolved in nerve conduction, muscle contraction, 

coagulation, cell differentiation and intracellularsignaling[1]. The phosphate anion plays a role in energy exchanges, 

certain enzymaticactivities, the synthesis of nucleicacids, the acid-base balance and the intracellular signal. 

Phosphocalcicregulationiscarried out by calcitonin, vitamin D and parathyroid hormone. Thesethree hormones have 

their point of impact in the intestines, kidneys and bonesthuscontrolling the entry, the exit, the stores of calcium and 

phosphorus[3]. The onlyregulatory signal perceivedis the variation in serum calcium [1,5].Surgery and non-calcium 

derivatives are involved in the treatment of secondaryhyperparathyroidism[6]. 

 

B-Adynamic Osteopathy (Adynamic Bone) 

Defined by a decrease in the rate of bone formation. There is a decrease in the formation of osteoid substance and 

mineralization. The osteoidborders are of normal or lowthickness[7,8]. It ispresentin 15 to 50% of patients 

depending on the series. The main etiologywas, a few yearsago, aluminumosteopathy (aplasticbone), linked to bone 

intoxication with inhibition of calcium deposits on the osteoid matrix. It was due to the presence of aluminum in the 

hemodialysis baths or the use of alumina gels [9].Poisoningiscurrently rare since the introduction of non-aluminum 

calcium and non-calcium phosphorussequestrants. The accumulation of iron in the bonesisresponsible for a lowbone 

focus and a lowparathyroid hormone. The risk factors for adynamicosteopathy are currentlyage, 

corticosteroidtherapy, diabetes, peritonealdialysis, excessive suppression of parathormone secretion by calcium 

salts, 1-alpha hydroxylderivatives of vitamin D and severephosphorus restriction.Adynamic osteopathyisassociated 

with an increasedrisk of hypercalcemia and calcificationVascular. Histologically, the mineralized surfaces are 

collapsed, the rate ofmineralizationis normal or low, withoutanyincrease in osteoid surfaces, 

whichdifferentiatesitfromosteomalacia. There are few or no osteoblastsalong the bonytrabeculae and 

osteoclasticreabsorptionisalsoreduced or absent. This idiopathicadynamicosteopathy[10], like 

aluminumadynamicosteopathy, isaccompanied by normal alkalinephosphatemia and sometimes a tendency to 

hypercalcemiaundervitamin drifts or high doses of calcium carbonate. It isobserved in patients who have a normal or 

lowlevel of circulatingparathyroid hormone [11]. Bone ironoverload can beassociated with 

adynamicbone[12].Diabetes and hypogonadism are othercontributing factors. Our patient diedfollowing a 

multiparametricattack and slow treatment. 

 

C-Imaging: 

In imaging, dual-photon absorptiometry (DXA) assessesbonemineraldensity (BMD). The National Institute of 

Health (NIH) defined, in 2000, new diagnostic criteria for osteoporosis, introducingbonequalitycriteria 

(microarchitecture, geometry and mineralization) in addition to the quantitative criterionrepresented by BMD [7, 8].. 

New bone imaging techniques have therefore been developed, with the aim of exploringbonequality. Can wehope 

for an improvement in the therapeutic management of patients with CKD with these new tools and betterprediction 

of fracture risk, knowingthat 50% of hemodialysis patients will have at least one fracture [7,9]. 

 

Conclusion:- 
Disorders of mineral and bonemetabolism are associated with a high risk of mortality and an increasedrisk of 

fracture in a context of reversible clinical and paraclinicaldisturbances. However, treatmentsexist, such as calcium 

salts, active derivatives of vitamin D, surgery and more recentlycalcimimeticswhichmakeit possible to control 

parathormoneemia. However, itis important to rememberthat excessive parathyroid hormone suppression 

shouldbeavoided in dialysis and predialysis patients, so as not to promote the development of adynamicosteopathy. 
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