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Information for Primary Care: Management of Hypophosphataemia

Hypophosphataemia (<0.8 mmol/L) ]
Mild Moderate Severe
(0.60-0.80 mmol/L) (0.32-0.59 mmol/L) (<0.32 mmol/L)
Repeat on a fasting sample. Confirmed? Repeat on a fasting sample. Confirmed? 4 N\
YES NO NO YES
- N Admit patient via AMU
) for consideration of intravenous
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N ST EEE OR unlikely to absorb/tolerate
oral replacement?
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a Note: low phosphate is often accompanied
Phosphate-Sandoz by other electrolyte abnormalities.
e Usually 1-2 tablets, three times daily. Tailor dose according to individual need. Hypocalcaemia should be corrected
o Inform patient that diarrhoea is a common side effect. Advise to take plenty of water. May need dose before replacing phosphate to prevent

reduction.
o |f end stage kidney disease, renal transplant or eGFR <45 mL/min/1.73m2discuss with nephrology
via advice & quidance BEFORE prescribing Phosphate-Sandoz or adjusting oral phosphate binders
\_ J

further hypocalcaemia.
DO NOT give phosphate supplements in
the presence of hypercalcaemia

Box 1. Causes of low phosphate. Common causes are listed in bold.

Redistribution into cells G |n'test|nal Increased urinary excretion
absorption

e Post-prandial e Vitamin D deficiency e Alcohol
o Respiratory alkalosis (hyperventilation) e Chronic diarrhoea e Hyperparathyroidism and/or hypercalcaemia
e Refeeding syndrome e Steatorrhoea e Disorders of vitamin D metabolism
e Recovery from DKA e Malabsorption e Post kidney transplant
e Medications (insulin) e Malnutrition or severe e Renal tubular defects, incl. Fanconi syndrome (rare)
e Sepsis dietary phosphate e Paraproteinaemia
e Malignancy, particularly haematological restriction e Acidosis
e Hungry bone syndrome (post e Phosphate binders in e Extensive burns

parathyroidectomy) ESKD/CKD patients e Medications (diuretics, acetazolamide, iron infusions, certain

e Antacid abuse chemotherapy drugs e.g. cisplatin, antivirals, aminoglycoside
antibiotics anticonvulsants and other CYP450-inducing agents)
e FGF-23 dependent causes (rare)
Box 2. Further Investigations
Urea & Electrolytes Adjusted Calcium Magnesium Vitamin D PTH

TmP/GFR (Rarely required: refer to https://tinyurl.com/BiochemInfo for further information)

Box 3. Symptoms associated with phosphate depletion
Note symptoms are uncommon except in severe phosphate depletion or at the very low end of the moderate range.

Musculoskeletal Respiratory Cardiovascular Neurological Other
Bone pain, rpyopathy, el Arrhythmia, IrritabilitY, confusion, Fatigue, I(.etha.rgy, ar‘1aemia,
rhabdomyolysis, weakness cardiomyopathy convulsions, coma bleeding, infections
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