P71


Metformin; Controversy re renal contraindications. Comparing Nephrologists and Endocrinologists Perspectives.
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Introduction: Traditional factors precluding the use of metformin in clinical practice include renal impairment, cardiac insufficiency, old age and patient tolerability. Doubts and lack of evidence persist about the pathogenetic significance of metformin in lactic acidosis.

The British National Formulary suggests metformin should be avoided in cases of mild renal impairment, specified as eGFR 20-50ml/min and creatinine 150 - 300(mol/L.

Methods: We circulated a case vignette of a 70 year old man with type 2 diabetes mellitus of 15 years duration, with renal impairment, taking metformin to all nephrology and endocrinology consultants and specialist registrars (n=89) in the Republic of Ireland.

We queried at what level of renal function, by creatinine, eGFR and stage of CKD that practitioners would discontinue metformin use. 

Results: All respondents(n=37, 22 nephrologists and 15 endocrinologists) indicated that it is their routine clinical practice to measure serum creatinine levels on all patients taking metformin. 27% of nephrologists vs 21% of endocrinologists felt an eGFR <50ml/min was an indication for stopping metformin whereas if the eGFR was <40ml/min, 40% of nephrologists vs 57% of endocrinologists would stop the drug.9% of nephrologists would not use serum a creatinine value in making their decision, whereas all endocrinologists are guided by serum creatinine values. Nephrologists offered serum creatinine values ranging from 130-220 whereas endocrinologists offered values ranging from 130 to 190 as levels below which one would consider discontinuing metformin.

40% of nephrologists would use an eGFR of <30ml/min, 9% an eGFR <50ml/min, and 9% an eGFR < 60ml/min as a cut off point for discontinuing metformin. 42% would consider an eGFR of between 40 and 60ml/min as a cut off range. 40% of nephrologists would stop metformin at CKD stage 3 and 27% at CKD stage 4. Endocrinologists were less familiar with using CKD stages as criteria for discontinuing this medication. 

Rationale for discontinuing metformin in patients with eGFR<50ml/min included: Medicolegal reasons quoting BNF guidelines(29%), risk of lactic acidosis(14%) and a perception that metformin would not be needed to achieve target HBA1c in insulin users(15%).

Reasons for continuing metformin with eGFR >50 mls/min included perceived safety at this eGFR, only mildly impaired renal function at this stage of CKD, necessity for metformin at this patients BMI, to ensure ongoing good glycaemic contro,l and absence of risk of lactic acidosis.

Conclusions: There is widespread variation amongst practitioners in deciding on the appropriate level of renal function below which metformin should be discontinued. There would also appear to be discrepancy between endocrinologists and nephrologists in making decisions on discontinuation of metformin.


