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Abstract
Background. Calciphylaxis and calcinosis can both cause
severe morbidity and mortality in patients with systemic lu-
pus erythematosus (SLE). Haematopoietic stem cell trans-
plantation (HSCT) has been successfully used to treat pa-
tients with refractory SLE. It was hypothesized that in cal-
ciphylaxis and calcinosis, ongoing inflammatory activity
contributes to the calcium deposition in the media of small
arteries, as well as perivascular and periarticular tissues.
We report three patients whose soft-tissue calcification syn-
dromes dramatically resolved after undergoing HSCT.
Methods. Three patients referred for refractory SLE under-
went HSCT at a tertiary care medical center. SLE serologies
and clinical features before and after HSCT were recorded.
Results. Despite receiving >6 months of intravenous cy-
clophosphamide (CYC), three SLE patients showed signs
of persistent lupus activity, including severe soft-tissue cal-
cification. The first patient was on haemodialysis and de-
veloped severe calciphylaxis with large ulcers and tissue
necrosis. The second patient had calcinosis, with palpable
crystals extruding from ulcers. The third patient had calci-
nosis characterized by subcutaneous nodules and plaques.
Because prior conventional therapies had failed, the three
were treated with high-dose CYC, anti-thymocyte globu-
lin and HSCT. They have been followed post-HSCT for
26–38 months, with excellent clinical responses, including
sustained resolution of skin abnormalities.
Conclusions. The successful treatment of advanced cal-
cium deposition by aggressive immune ablation under-
scores the contribution of SLE-mediated inflammation to
soft-tissue calcification syndromes.
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Introduction

Deposition of calcium and phosphate salts in extra-skeletal
locations is associated with a number of metabolic and
inflammatory disorders [1]. The types of soft-tissue calci-
fication that occur most commonly are calciphylaxis and
calcinosis. Both conditions are difficult to treat, and are
associated with significant morbidity and mortality.

Calciphylaxis is a disorder that predominantly occurs in
end-stage renal disease (ESRD). The incidence of calciphy-
laxis in haemodialysis patients has been reported as ∼4%
[2]. Patients develop painful skin lesions with ulceration
and necrosis [3]. Histologically, the medial elastic lamina
of small arteries becomes calcified, resulting in ischaemia
[4,5]. The lesions begin as painful, bland or violaceous ar-
eas in the extremities, then enlarge, ulcerate and necrose.
These lesions are associated with high morbidity and mor-
tality due to infection [3].

The term ‘calciphylaxis’ was coined to describe an ex-
perimental animal model of soft-tissue calcification, thus
implying a systemic immune-mediated mechanism under-
lying the mineral deposition [6]. The term calciphylaxis
was applied to humans on dialysis with arterial calcifica-
tion, in part because chronic inflammation is often present.
However, the animal model is not ideal, since the animals do
not develop the arterial calcification that is characteristic of
the human disorder. As a result, some have suggested that
a better term for calciphylaxis would be calcific uraemic
arteriopathy [7]. Despite its limitations, calciphylaxis is the
term we use in this report because its use is so widespread.

Calcinosis, also known as dystrophic calcification, is
a distinct type of extra-skeletal calcification, which has
been described in inflammatory connective-tissue diseases,
including SLE, scleroderma and dermatomyositis [8]. In
contrast to calciphylaxis, calcinosis is usually not asso-
ciated with calcium and phosphorus abnormalities or an
ischeaemic process. Calcinosis typically occurs in the ex-
tremities, and may range from limited, small subcuta-
neous nodules to widespread deeper deposits that are often
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Table 1. Summary data of three SLE patients with soft-tissue calcification. All laboratory results were taken at the time of HSCT

Duration Type of Ca/P C3/C4
Patient of SLEa Location of calcification Renal function calcification Indications for HSCT (mg/dl) (mg/dl) PTH (pg/ml)

Patient 1 6 years Bilateral proximal and distal ESRD Calciphylaxis Calciphylaxis 9.0/4.7 63/11 230
upper and lower extremities

Patient 2 7 years Bilateral calves, upper arms GN WHO III Calcinosis Cutaneous vasculitis 8.6/4.1 60/15 31
and shoulders GFR >100 and cerebritis

Patient 3 13 years Bilateral arms, legs, buttocks, GN–GFR >100 Calcinosis Cutaneous vasculitis 9.4/3.8 166/34 Not available
and thighs

aYears between diagnosis and HSCT.

periarticular [8]. While there is a temporal correlation be-
tween the chronic inflammatory state and soft-tissue cal-
cification in SLE, it is not known why some SLE patients
develop calcinosis and others do not.

In treating patients with severe and refractory manifesta-
tions of manifestations of SLE with HSCT at Northwestern
University [9–11], we included one patient with calciphy-
laxis and two with calcinosis (Table 1). All three patients
were previously treated with intravenous CYC and pred-
nisone with some clinical improvement, but had persistent
and severe soft-tissue calcification, as well as active lupus
in other organ systems. Despite standard measures such
as controlling serum calcium, phosphorus and PTH, the
calciphylaxis lesions on the first patient did not improve.
Given the large areas of soft-tissue calcifications in all three
patients, surgical resection was not an option.

HSCT has been successfully used to treat refractory SLE
[9–11]. Aggressive leukocyte depletion and infusion of au-
tologous haematopoietic stem cells allow repopulation of
the bone marrow with naı̈ve stem cells, and subsequent
expansion of normal lymphocyte clonal diversity and re-
mission of lupus in a majority of patients [10]. Since cal-
cinosis in the setting of lupus appears to be promoted and
maintained by a leukocyte-mediated inflammatory state,
we hypothesized that controlling the activity of underlying
SLE would help arrest or reverse the tissue calcification.
We report here that each of the three SLE patients with
disabling and life-threatening calcifications had successful
resolution of these lesions after HSCT.

Methods

Three patients with soft-tissue calcification fulfilled the
following inclusion criteria prior to HSCT [9,10]: (1) at
least 4 of 11 American College of Rheumatology (ACR)
criteria for SLE; (2) failure to sustain SLE remission af-
ter monthly IV pulse CYC and corticosteroids; (3) failure
of IV CYC to control CNS, pulmonary, cardiac or mu-
cocutaneous manifestations. Each patient signed a Food
and Drug Administration (FDA) and Investigational Re-
view Board (IRB)-approved consent form in order to enter
this single-arm Phase II trial. During the haematopoietic
stem cell procurement phase, the peripheral blood stem
cells were mobilized with CYC and subcutaneous G-CSF.
Following the successful harvest of peripheral stem cells,
the patients were admitted to the transplant unit and CYC
50 mg/kg/day × 4 days and ATG 30 mg/day × 3 days
were then infused as the conditioning regimen. All patients

received prophylactic antibacterial, antiviral and antifungal
therapy during and after HSCT. The details of the protocol
have been previously published [9].

Results

Patient 1

Patient 1 presented with inflammatory polyarthritis at age
15. She was diagnosed with SLE and treated with pred-
nisone and hydroxychloroquine. The following year she de-
veloped diffuse proliferative lupus nephritis. This prompted
initiation of monthly IV CYC, which was continued for 18
months. When CYC was discontinued, it was followed by
four additional months of mycophenolate mofetil (MMF).
Despite appropriate therapy including MMF, in the third
year of disease her lupus flared and renal function declined.
She received two additional months of IV CYC without sig-
nificant effect. The patient was admitted to hospital with a
dilated cardiomyopathy, a left ventricular ejection fraction
of 15%, fluid overload and pulmonary hypertension. An
echocardiogram showed a large thrombus in the left ven-
tricle. Blood testing revealed the presence of antiphospho-
lipid antibodies. The patient initiated both warfarin therapy
and haemodialysis during this admission. Her cardiomy-
opathy improved over time with medical management, and
the thrombus resolved on warfarin. Six months later she
began peritoneal dialysis. Poor compliance with phosphate
binders and relatively poor clearance resulted in hyperphos-
phataemia and severe hyperparathyroidism. After 3 months
of peritoneal dialysis, she returned to haemodialysis.

On haemodialysis, calcium, phosphorous and PTH of
Patient 1 markedly improved. Nevertheless, 5 months later,
she developed severe burning pain in both thighs and these
areas became violaceous. Despite early initiation of wound
care and antibiotics, over several weeks her legs developed
large and deep ulcerations with central necrosis. A punch
biopsy of a thigh lesion revealed panniculitis with asso-
ciated calcification of small and medium sized arteries,
consistent with calciphylaxis (Figure 1). These ulcerative
lesions caused recurrent fevers and required prolonged hos-
pitalizations. Despite discontinuation of warfarin and initi-
ation of hyperbaric oxygen treatment, the ulcerations con-
tinued to widen and deepen, causing escalating IV narcotic
requirements over the ensuing 8 weeks. She was referred
for hospice care.

Because standard therapies failed, the patient’s nephrolo-
gist referred her for HSCT and she had an excellent clinical
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Fig. 1. Biopsy of Patient 1 revealing medial calcium deposition.

Fig. 2. Patient 1 before (A) and 18 months after (B) stem cell transplant.

and serological response. Photographs of her leg lesions
before and 18 months after stem cell transplant are shown
in Figure 2. Patient 1’s dsDNA titers before and after HSCT
are shown in Figure 3A. She was discharged from the hos-
pital on a tapering dose of prednisone and continued wound
care, and she came off prednisone entirely after 8 months.
Twelve months after HSCT, she underwent kidney trans-
plantation from a sibling donor. Two years later, her only
immunosuppression is tacrolimus. She has residual scars,
but no ulcerations or wounds at the sites of prior calciphy-
laxis. She requires no narcotic analgesia and has a normal
performance status.

Patient 2

Patient 2 presented at age 35 with a decline in neuro-
cognitive function, profound fatigue, myalgias and pro-
gressive exercise intolerance. Serological testing confirmed
SLE. She was managed with hydroxychloroquine, gluco-
corticoids and azathioprine. Despite these therapies, over
the following 4 years she experienced recurrent fevers,
musculo-skeletal pain and fluctuations in mental status,
leading to disability. The following year she developed
acute pneumonitis and increasing proteinuria. She next de-
veloped diffuse ulcerations on both of her calves, associated
with painful crystal deposition within the ulcerations. She
became confused and lethargic and was hospitalized with
nephrotic range proteinuria. She was started on monthly

Fig. 3. SLE serologies before and after HSCT. (A) Anti-dsDNA titer of
Patient 1. (B) Anti-dsDNA titer of Patient 2. (C) ANA titer of Patient 3
(anti-dsDNA undetectable at all time points).

intravenous CYC, and over the next 6 months her mental
status improved, but the areas of skin ulceration remained
open and exudative. Over the next several months, she expe-
rienced worsening proteinuria (8.1 g/24 h). A kidney biopsy
revealed diffuse proliferative glomerulonephritis and ultra-
sound revealed renal calculi.

She was self-referred for stem cell transplantation. The
ulcerative calcinosis was treated for 4 weeks with topical
medications and whirlpool baths, to facilitate removal of
crystals from the ulcers. The crystals in her wounds were
found to be 100% calcium phosphate with no nidus. Wounds
were culture negative. In anticipation of undergoing HSCT,
she received a mobilization dose of CYC (2 g/m2). Despite
developing neutropaenia, her wounds improved and granu-
lated. On Day 20 following HSCT, she was discharged. She
was tapered off prednisone over the following 10 months.
Photographs of her wounds at the time of diagnosis, and 1
year post-HSCT are shown in Figure 4. Patient 2’s dsDNA
titers in response to HSCT are shown in Figure 3B.

Patient 3

Patient 3 presented at age 17 with cutaneous lupus vasculi-
tis, cerebritis and myocarditis. Initially, she was treated with
glucocorticoids, hydroxychloroquine and azathioprine. Her
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Fig. 4. Patient 2’s right medial calf before (A) and 1 year after (B) HSCT.

Fig. 5. Patient 3’s biopsy of calcinosis universalis, showing dermal
calcium deposition (A), without vessel deposition (inset B).

symptoms progressed, however, and she began to take daily
oral CYC. Her myalgias and cutaneous vasculitis were re-
sistant to therapy. By age 25, despite taking 1 mg/kg of pred-
nisone and oral CYC daily, she developed large, coalescent
areas of subcutaneous calcium deposition. Calcifications
were mostly bilateral, on the thighs, arms and flanks. She
began monthly intravenous CYC, and after 6 months, the
calcinosis improved dramatically. However, within 1 year of
discontinuing IV CYC, the cutaneous disease again wors-
ened. Many of the areas of calcification were ∼1 cm in size,
and when exposed dermis healed, hyperpigmented scars re-
mained. However, larger calcium deposits were 12–16 cm
in diameter, and were painful and disfiguring. Periartic-
ular nodules ranging from 1 to 5 cm emerged along the
upper arms, lower legs, buttocks and thighs. SLE34 was
self-referred for HSCT therapy. A biopsy of her tumoural
calcinosis is shown in Figure 5.

The patient experienced a marked improvement in sev-
eral areas of calcinosis after receiving the mobilization dose
of CYC (2 g/m2). A large area of indurated calcium depo-
sition measuring 10 × 12 cm at the right flank completely
resolved over the following 4 weeks. She completed her
conditioning regimen and HSCT without bacteraemia or
significant toxicity. Figure 6 shows her right arm before
and 1 year after HSCT. Patient 3’s ANA titers in response
to HSCT are shown in Figure 3C. She has been tapered off
all immune suppressive medications 1 year post-HSCT. She
underwent surgical resection of the only large, remaining
area of calcium deposition and has remained free of any
new depositions in the post-transplant period.

Discussion

SLE patients have multi-organ involvement related to their
chronic inflammatory, autoimmune disease. Calciphylaxis
and calcinosis are manifestations of SLE that may be
associated with significant morbidity and mortality. Fea-
tures that distinguish calciphylaxis include the violaceous,
painful presentation of lesions, skin necrosis, the pres-
ence of intact distal pulses and the characteristic arteriolar
medial calcification [4,5]. Risk factors for the develop-
ment of calciphylaxis include hyperparathyroidism, hyper-
phosphataemia, high calcium–phosphate product, hypoal-
buminaemia and obesity [3,12,13]. In contrast, calcinosis

Fig. 6. Patient 3: right arm with calcinosis universalis before (A), and 1 year after (B) HSCT. Discoloration persisted, but many tumoural calcinoses
resorbed and no new lesions developed.
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occurs in the absence of altered mineral metabolism, in
areas of cutaneous inflammation or damaged tissues, and
histologically shows calcium deposits with dermal infiltra-
tion of lymphocytes [14,15]. Calcinosis is disfiguring and
painful, but it is not associated with tissue ischaemia or
gangrene.

Despite differences in clinical presentation and histology
between calciphylaxis and calcinosis, abnormalities in the
regulation of tissue mineralization have been implicated in
both conditions. Patients with calciphylaxis commonly have
an elevated calcium–phosphate product and some degree of
uraemia [16,17]. In response to elevated calcium and phos-
phate levels, vascular smooth muscles cells (VSMC) un-
dergo phenotypic changes that promote matrix mineraliza-
tion. In response to uraemia, VSMCs secrete the osteoblast
differentiation factor Cbfa1 as well as alkaline phosphatase,
type I collagen and osteopontin [18]. Thus, VSMCs trans-
form into osteoblast-like cells and increase the mineraliza-
tion of tissues and vessels. Matrix gamma carboxyglutamic
acid protein (Gla protein), also synthesized by VSMCs, is a
major local inhibitor of vascular calcification [19,20]. Since
matrix Gla protein requires vitamin K-dependent gamma
carboxylation for biological activity, inhibition of vitamin
K by warfarin can shift the balance toward calcification.
This effect is markedly enhanced by vitamin D experimen-
tally [21]. Clinically, warfarin has been implicated in the
development of calciphylaxis [22], as may have been the
case for Patient 1.

Less is known about the pathophysiology of calcinosis.
Most calcinosis described in SLE patients occurred at sites
of prior cutaneous inflammation [23]. Tissue injury, inflam-
mation and diuretic use may produce an alkaline environ-
ment, allowing calcium precipitation and the activation of
alkaline phosphatase, which both contribute to the patho-
genesis [10,15,24]. Tissue damage is often followed by de-
position of type I collagen matrix, which can serve as a
site for further calcium precipitation [25–27]. Administra-
tion of vitamin D may worsen ectopic calcification in SLE
patients and may overburden matrix Gla protein inhibitory
activity [28–30].

Some of the extensive data demonstrating the role of
inflammation in producing atherosclerosis in the general
population and in SLE may also be relevant to understand-
ing calcinosis and calciphylaxis [31,32]. Production of cy-
tokines such as IL-6 and TNF-α can be atherogenic [33].
Subsequent vascular damage activates osteogenic cells, par-
ticularly osteoblasts, osteoclasts and chondrocytes, which
can also be atherogenic [34]. In addition, pooled B lym-
phocytes from SLE patients have been shown to induce
bone reabsorptive activity. This bone reabsorptive activity
is enhanced with IL-1 and is inhibited by antibody to IL-1,
suggesting that regional demineralization of bone may be an
important consequence of inflammation [35]. The calcium
release from bones leads to the formation of basic calcium–
phosphate product, which may also contribute to calcifica-
tion. Fetuin A (alpha 2 Schmid Heremans glycoprotein), a
systemic inhibitor of vascular calcification, facilitates the
formation of soluble calciprotein particles and limits the
formation and expansion of hydroxyapatite crystals [36].
Fetuin A is downregulated during an inflammatory pro-
cess [37]. The persistent systemic inflammatory response

observed in ESRD patients correlates with low Fetuin A
levels and associated atherosclerosis [38,39].

Conventional therapeutic options for the treatment of
calciphylaxis include lowering the calcium–phosphorus
product with non-calcium-based phosphate binders [40],
parathyroidectomy [41], cinacalcet [42] and aggressive
dialysis clearance [43]. There are some case reports of suc-
cessful resolution of calciphylaxis with sodium thiosulfate
[44] and hyperbaric oxygen therapy [45]. Treatment op-
tions for calcinosis are even more anecdotal [8]. Therapies
for both calcification syndromes are limited by the lack of
controlled clinical trials.

Clinical and experimental models of calcification syn-
dromes and atherosclerosis suggest a number of potential
mechanisms by which inflammation might contribute to
both calciphylaxis and calcinosis. A single prior report doc-
uments resolution of calcinosis in a child with autoimmune
disease treated with autologous stem cell transplantation
[46]. Although our three patients did not undergo HSCT
primarily to treat their calcifications, these mechanisms
provide plausible explanations for why their skin lesions re-
sponded so dramatically along with remission of systemic
lupus activity.

Despite the many reports of potential treatments for soft-
tissue calcification syndromes, none have high success
rates. Our data are preliminary and HSCT has too much
potential toxicity to be routinely recommended for therapy
of calciphylaxis or calcinosis. However, the high morbidity
and mortality of these SLE-related calcification syndromes
justify a continued search for improved therapies. The effi-
cacy of steroids has been questionable, possibly because of
adverse effects on wound healing and mineral metabolism,
and possibly because the immunosuppressive effects are
not sufficiently strong. However, the striking benefits of
HSCT in three patients with calcification syndromes are
consistent with an important role for inflammation in their
pathogenesis. Our results suggest that immunosuppressive
strategies may hold promise for future therapy.

Conflict of interest statement. None declared.

References

1. Whyte MP. Extraskeletal (ectopic) calcification and ossification. In:
Favus MJ (ed). Primer on the Metabolic Bone Diseases and Disorders
of Mineral Metabolism. 4th edn, Philadelphia: Lippincott Williams &
Wilkins, 1999, 427–429

2. Angelis M, Wong LL, Myers SA et al. Calciphylaxis in patients on
haemodialysis: a prevalence study. Surgery 1997; 122: 1083–1089;
discussion 1089–1090

3. Fine A, Zacharias J. Calciphylaxis is usually non-ulcerating: risk
factors, outcome and therapy. Kidney Int 2002; 61: 2210–2217

4. Au S, Crawford RI. Three-dimensional analysis of a calciphylaxis
plaque: clues to pathogenesis. J Am Acad Dermatol 2002; 47: 53–57

5. Fischer AH, Morris DJ. Pathogenesis of calciphylaxis: study of three
cases with literature review. Hum Pathol 1995; 26: 1055–1064

6. Selye H. Calciphylaxis. Chicago: University of Chicago Press, 1962
7. Rogers NM, Teubner DJ, Coates PT. Calcific uraemic arteriolopathy:

advances in pathogenesis and treatment. Semin Dial 2007; 20: 150–
157

8. Boulman N, Slobodin G, Rozenbaum M et al. Calcinosis in rheumatic
diseases. Semin Arthritis Rheum 2005; 34: 805–812

D
ow

nloaded from
 https://academ

ic.oup.com
/ndt/article-abstract/23/8/2679/1841254 by G

alter H
ealth Sciences Library user on 02 July 2019



2684 D. A. Mandelbrot et al.

9. Traynor AE, Schroeder J, Rosa RM et al. Treatment of severe systemic
lupus erythematosus with high-dose chemotherapy and haemopoietic
stem-cell transplantation: a phase I study. Lancet 2000; 356: 701–
707

10. Traynor AE, Barr WG, Rosa RM et al. Haematopoietic stem cell
transplantation for severe and refractory lupus. Analysis after five
years and fifteen patients. Arthritis Rheum 2002; 46: 2917–2923

11. Burt RK, Traynor A, Statkute L et al. Nonmyeloablative haematopoi-
etic stem cell transplantation for systemic lupus erythematosus. JAMA
2006; 295: 527–535

12. Wilmer WA, Voroshilova O, Singh I et al. Transcutaneous oxygen
tension in patients with calciphylaxis. Am J Kidney Dis 2001; 37:
797–806

13. Bleyer AJ, Choi M, Igwemezie B et al. A case control study of prox-
imal calciphylaxis. Am J Kidney Dis 1998; 32: 376–383

14. Kabir DI, Lorincz AL. Chronic disseminated lupus erythematosus and
calcinosis cutis. Arch Dermatol 1965; 92: 328–330

15. Nomura M, Okada N, Okada M et al. Large subcutaneous calcification
in systemic lupus erythematosus. Arch Dermatol 1990; 126: 1057–
1059

16. Ahmed S, O’Neill KD, Hood AF et al. Calciphylaxis is associated
with hyperphosphataemia and increased osteopontin expression by
vascular smooth muscle cells. Am J Kidney Dis 2001; 37: 1267–1276

17. Giachelli CM. Vascular calcification mechanisms. J Am Soc Nephrol
2004; 15: 2959–2964

18. Chen NX, O’Neill KD, Duan D et al. Phosphorus and uraemic serum
up-regulate osteopontin expression in vascular smooth muscle cells.
Kidney Int 2002; 62: 1724–1731

19. Luo G, Ducy P, McKee MD et al. Spontaneous calcification of arteries
and cartilage in mice lacking matrix GLA protein. Nature 1997; 386:
78–81

20. Wallin R, Cain D, Sane DC. Matrix Gla protein synthesis and gamma-
carboxylation in the aortic vessel wall and proliferating vascular
smooth muscle cells—a cell system which resembles the system in
bone cells. Thromb Haemost 1999; 82: 1764–1767

21. Price PA, June HH, Buckley JR et al. Osteoprotegerin inhibits artery
calcification induced by warfarin and by vitamin D. Arterioscler
Thromb Vasc Biol 2001; 21: 1610–1616

22. Coates T, Kirkland GS, Dymock RB et al. Cutaneous necrosis from
calcific uraemic arteriolopathy. Am J Kidney Dis 1998; 32: 384–391

23. Bundin JA, Feldman J. Soft tissue calcifications in systemic lupus
erythematosus. Am J Roentgenol Radium Ther Nucl Med 1975; 124:
358–364

24. Bhatia S, Silverberg NB, Don PC et al. Extensive calcinosis cutis in
association with systemic lupus erythematosus. Acta Derm Venereol
2001; 81: 446–447

25. Rothe MJ, Grant-Kels JM, Rothfield NF. Extensive calcinosis cutis
with systemic lupus erythematosus. Arch Dermatol 1990; 126: 1060–
1063

26. Minami A, Suda K, Kaneda K et al. Extensive subcutaneous calcifi-
cation of the forearm in systemic lupus erythematosus. J Hand Surg
[Br] 1994; 19: 638–641

27. Keats TE. The collagen diseases: a demonstration of the nonspecificity
of their extrapulmonary manifestations. Am J Roentgenol Radium
Ther Nucl Med 1961; 86: 938–943

28. Davies CA, Jeziorska M, Freemont AJ et al. Expression of osteonectin
and matrix Gla protein in scleroderma patients with and without
calcinosis. Rheumatology (Oxford) 2006; 45:1349–1355

29. Lian JB, Skinner M, Glimcher MJ et al. The presence of gamma-
carboxyglutamic acid in the proteins associated with ectopic calcifi-
cation. Biochem Biophys Res Commun 1976; 73: 349–355

30. Okada J, Nomura M, Shirataka M et al. Prevalence of soft tissue
calcifications in patients with SLE and effects of alfacarcidol. Lupus
1999; 8: 456–461

31. El-Magadmi M, Bodill H, Ahmad Y et al. Systemic lupus erythemato-
sus: an independent risk factor for endothelial dysfunction in women.
Circulation 2004; 110: 399–404

32. Asanuma Y, Oeser A, Shintani AK et al. Premature coronary-artery
atherosclerosis in systemic lupus erythematosus. N Engl J Med 2003;
349: 2407–2415

33. Stenvinkel P, Ketteler M, Johnson RJ et al. IL-10, IL-6, and TNF-
alpha: central factors in the altered cytokine network of uraemia—the
good, the bad, and the ugly. Kidney Int 2005; 67: 1216–1233

34. Doherty TM, Asotra K, Fitzpatrick LA et al. Calcification in
atherosclerosis: bone biology and chronic inflammation at the arterial
crossroads. Proc Natl Acad Sci U S A 2003; 100: 11201–11206

35. Tanaka Y, Watanabe K, Suzuki M et al. Spontaneous production of
bone-resorbing lymphokines by B cells in patients with systemic lupus
erythematosus. J Clin Immunol 1989; 9: 415–420

36. Heiss A, DuChesne A, Denecke B et al. Structural basis of calcifi-
cation inhibition by alpha 2-HS glycoprotein/fetuin-A. Formation of
colloidal calciprotein particles. J Biol Chem 2003; 278: 13333–13341

37. Lebreton JP, Joisel F, Raoult JP et al. Serum concentration of human
alpha 2 HS glycoprotein during the inflammatory process: evidence
that alpha 2 HS glycoprotein is a negative acute-phase reactant. J Clin
Invest 1979; 64: 1118–1129

38. Ketteler M, Bongartz P, Westenfeld R et al. Association of low fetuin-
A (AHSG) concentrations in serum with cardiovascular mortality in
patients on dialysis: a cross-sectional study. Lancet 2003; 361: 827–
833

39. Cozzolino M, Galassi A, Biondi ML et al. Serum fetuin-A levels
link inflammation and cardiovascular calcification in haemodialysis
patients. Am J Nephrol 2006; 26: 423–429

40. Block GA. Prevalence and clinical consequences of elevated
Ca × P product in haemodialysis patients. Clin Nephrol 2000; 54:
318–324

41. Arch-Ferrer JE, Beenken SW, Rue LW et al. Therapy for calciphylaxis:
an outcome analysis. Surgery 2003; 134: 941–944; discussion 944–
945

42. Velasco N, MacGregor MS, Innes A et al. Successful treatment of
calciphylaxis with cinacalcet—an alternative to parathyroidectomy?
Nephrol Dial Transplant 2006; 21: 1999–2004

43. Russell R, Brookshire MA, Zekonis M et al. Distal calcific uraemic
arteriolopathy in a haemodialysis patient responds to lowering of
Ca × P product and aggressive wound care. Clin Nephrol 2002; 58:
238–243

44. Cicone JS, Petronis JB, Embert CD et al. Successful treatment of
calciphylaxis with intravenous sodium thiosulfate. Am J Kidney Dis
2004; 43: 1104–1108

45. Podymow T, Wherrett C, Burns KD. Hyperbaric oxygen in the treat-
ment of calciphylaxis: a case series. Nephrol Dial Transplant 2001;
16: 2176–2180

46. Elhasid R, Rowe JM, Berkowitz D et al. Disappearance of diffuse
calcinosis following autologous stem cell transplantation in a child
with autoimmune disease. Bone Marrow Transplant 2004; 33: 1257–
1259

Received for publication: 18.11.07
Accepted in revised form: 18.1.08

D
ow

nloaded from
 https://academ

ic.oup.com
/ndt/article-abstract/23/8/2679/1841254 by G

alter H
ealth Sciences Library user on 02 July 2019


