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Abstract:

We describe a case of administration of fleet enema in a patient for whom such treatment is hazardous.
Contraindications to fleet enema use, complications, and management are reviewed.
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Case:

Fleet enema is widely used in Israel for
constipation.  Each bottle contains sodium
biphosphate 16 G and sodium phosphate 6 G per
100cc (1). The prescribing leaflet and the Israeli
index of drugs, Medic, do not contain any clear
warning or contra-indication about its use in
renal failure. The product is approved for use by
the Ministry of Health in Israel.

In this case, a 67 year old hemodialysis patient
was hospitalized for abdominal pain and
constipation. ~ Plain abdominal x-rays and
abdominal CT scan did not reveal signs of
intestinal obstruction. Saline enemas did not
work. During one evening shift a senior surgeon

examined the patient and ordered the nurse to
give 2 fleet enemas. The surgeon and the nurse
knew that the patient had renal failure but the
surgeon thought that this single dose would do
no harm. Both the physician and the nurse were
unaware that fleet enema contained a phosphate
compound.

Three hours later the patient complained of
malaise, and few hours later she became
somnolent and her blood pressure dropped to
80/40 mmHg. The consultant nephrologist who
was  called immediately  thought  of
hyperphosphatemia as the cause of her condition
and serum phosphorus level was 19 mg/dL (N=
2.5-4.5 mg/dL). The patient was treated with
dopamine infusion and hemodialysis. Her
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condition improved gradually and she survived
this serious adverse event.

Discussion

Inorganic phosphate salts are readily absorbed
from the gastrointestinal tract and can cause
hyperphosphatemia even in individuals with
normal functioning kidneys. Severe hyperphos-
phatemia results in acute hypocalcemia and
hypomagnesemia. Tetany, seizures, bradycardia,
prolonged QT interval, dysrhythmias, coma, and
cardiac arrest are the serious consequences (2-
10).

Fleet enema is also used in the pediatric EDs for
treating constipation in children, and reports on
hyperphosphatemia and cardiovascular
decompensation have been published in the
pediatric literature (11-18).  Harrington and
Schuh suggested guidelines for use of fleet
enema in the pediatric ED (19).

Treatment of severe hyperphosphatemia includes
fluid administration, vasoactive drugs infusion,
correction of hypocalcemia and
hypomagnesemia and dialysis. One must
carefully weigh the risk of hyperphosphatemia
before ordering a fleet enema to the patient.
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