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Bisphosphonate prescribing guidelines – Is everyone a loser?

McCloskey, M C,  Smyth, J,  Marshall,W,  Leonard, N,
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Aims:Osteoporotic fractures are 3 to 4 times more likely in persons with chronic kidney disease (CKD).  Early menopause, previous exposure to steroids and increased risk of falls are all contributory factors.1, 2
National Institute of Clinical Excellence (NICE) guidelines on the treatment of osteoporosis do not extend to the CKD population3 and current manufacturer guidelines do not recommend the use of bisphosphantes (BPs) in those patients with an eGFR < 30ml/min.4 

We aimed to assess compliance with precribing guidelines and to determine if BPs are underutilized across the entire spectrum of CKD.

Methods: Data was collected from Emed, a computerised data base, for six-hundred and thirty seven patients with CKD currently attending our Renal Unit. 

Results:6.3% (40/637) of the CKD population were prescribed a BP, 50% (20/40) of whom had an eGFR < 30ml/min. 

4.4% (28/637) had a documented diagnosis of  osteoporosis (OP) or OP related fracture. However, of those with eGFR > 30 ml/min and thus eligible for BP therapy, only one third (3/9) were actually prescribed a BP. 

9.4% (60/637) of the total population were receiving long term steroid therapy but only 50% (15/28) of those with eGFR >30 ml/min, and thus eligible, were prescribed a BP. 

Discussion:This study demonstrates non-adherence to bisphosphonate prescribing guidelines in persons with eGFR <30 ml/min. However, and perhaps more importantly, we have highlighted an underutilisation of BP therapy in those with eGFR >30 ml/min.

BPs have established efficacy in the treatment of OP and OP related fracture in the general population.1,2  The underutilisation of BPs in CKD observed in this study, endorsed by both national and manufacturers’ guidelines, may be explained in part by the absence of supportive data in CKD, theorotical concerns of inducing low bone turnover states, and previous reports of acute tubular necrosis with intravenous preparations.1,2  

This study generates the following questions: Should we be extrapolating data from the general population, should we extrapolate the data and adjust the dosage, or should we wait for randomised controlled trials on BPs in CKD.

As previous authors have suggested, extrapolation of data with dose adjustment seems the most practical and safe approach for the short term.
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