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Acute treatment of Hypophosphataemia Guidelines
This guidance does not override the individual responsibility of health professionals to
make appropriate decision according to the circumstances of the individual patient in
consultation with the patient and /or carer. Health care professionals must be prepared to
justify any deviation from this guidance.

Introduction
This guideline covers the treatment of hypophosphataemia for adult patients

This guideline is for use by the following staff groups :
All qualified healthcare professionals involved in prescribing or administering phosphate
supplements for adult patients.
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Keith Hinton
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Key amendments to this guideline
Date
November 2010
December 2012
17/12/2012
25/11/2014
06/04/2017
05/12/2017
March 2018
30/05/2018
May 2020

Amendment
Reformatted
Replaces WAHT-CRI-012 as applies to all patients
not just ITU
No changes – approved by Nick Hubbard
Approved by medicines safety committee
Guideline reviewed with no amendments made to
content
Document extended for 12 months as per TMC
paper –approved by Keith Hinton
Sentence added in at the request of the Coroner
Document extended for 3 months as approved by
TLG
Guideline reviewed against current evidence, with
no amendments made to content – Rhydian Power
Addition of sodium glycerophosphate injection as a
replacement option.
Statement of sodium content of the treatment
options

Approved by:
Keith Hinton
Keith Hinton
Keith Hinton
Keith Hinton

TLG

Keith Hinton

Acute treatment of hypophosphataemia guidelines
WAHT-PHA-011
Version 4
Page 2 of 10

WAHT-PHA-011
It is the responsibility of every individual to ensure this is the
latest version as published on the Trust Intranet

Acute treatment of Hypophosphataemia guidelines
Introduction
Phosphates are predominantly an intracellular anion with low tissue levels being associated
with muscle weakness which for ventilated patients may be associated with slow weaning.
Moderate hypophosphataemia has been reported to occur in 2.5 to 3.1% of hospitalised
patients. Severe hypophosphataemia has an incidence of 0.24 to 0.42%.1 The incidence of
hypophosphataemia in critically ill patients may be as high as 28%.2
Classification
Normal

Serum level (mmol/l)
0.8-1.5

Mild hypophosphataemia

0.6-0.79

Moderate hypophosphataemia

0.32-0.59

Severe hypophosphataemia

<0.32

Aetiology
There are many causes of hypophosphataemia which include intracellular shifts, increased
urinary excretion, impaired intestinal absorption and malnutrition.
The most common cause involves intracellular shift of phosphate. Conditions associated
with intracellular shift are sepsis, respiratory/metabolic alkalosis, recovery from diabetic
ketoacidosis, increased insulin during glucose administration, and recovery from anorexia
nervosa and malnutrition 6,7 (refeeding syndrome - please refer to Trust guideline WAHTNUT-006).
The average daily dietary requirement of phosphate is 0.3mmol/kg. Modest dietary
restriction of phosphate should not lead to a hypophosphataemic state. However, if the
reduction is chronic, or if intestinal absorption is inhibited by phosphate-binders (e.g. calcium
or aluminium salts) over a prolonged period, hypophosphataemia may develop.
The most common risk factors for hypophosphataemia are alcoholism, recovery from
diabetic ketoacidosis, phosphate-free total parenteral nutrition and chronic use of phosphatebinding agents. Hyperventilation is also a precipitating factor.8,9

Clinical symptoms of hypophosphataemia
Hypophosphataemia is often asymptomatic. However, it may be associated with the
following symptoms, which are attributed to tissue hypoxia and impaired cellular energy
stores. Symptoms include:









Muscle weakness and myalgia
Decreased cardiac contractility
Parasthesia
Convulsions
Tremor
Haemolysis
Impaired erythrocyte, leucocyte and thrombocyte function
Respiratory failure

Chronic hypophosphataemia can be associated with osteomalacia, bone pain, reduced
insulin sensitivity, glycosuria, hypercalciuria and hypermagnesaemia.8,10-11
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Treatment
Both serum phosphate level and the patient’s clinical condition guide treatment. In moderate
hypophosphataemia where the patient is asymptomatic, oral phosphate therapy should be
considered if dietary modification is unsuitable. The dose should be reviewed daily and
adjusted according to phosphate levels. In severe hypophosphataemia, in symptomatic
patients and when the oral route is not appropriate, intravenous phosphate therapy should
be used.

Mild to moderate asymptomatic hypophosphataemia


Phosphate-Sandoz (16.1mmol/tab) – one or two tablets three times a day adjusted
according to response (unlicensed use) NB not at same time as calcium supplements.



Or intravenously if the patient is unable to absorb oral replacement therapy. See table
below

Severe and symptomatic hypophosphataemia
Serum
phosphate
(mmol/l)

Phosphate
polyfuser dosage

Sodium glycerophosphate 21.6% usage

0.32-0.79

25mmol (250ml)
over 12 hours I.V.

20mmol (20ml) added to 250ml glucose 5%

<0.32

50mmol (500ml)
over 24 hours I.V.

40mmol (40ml) added to 500ml glucose 5%

1mmol phosphate per ml

Given over 12 hours

Given over 24 hours

Note: These doses should not be used for patients with renal impairment or hypercalcaemia.
Please contact your ward pharmacist or Medicines Information for advice (ext. 45776)

Precautions







Severe hypophosphataemia: Monitor phosphate, calcium, potassium and magnesium
every 6 hours.
Moderate hypophosphataemia: Monitor phosphate, calcium, potassium and magnesium
daily until serum phosphate concentration is back in normal range.
May cause arrhythmias, hypocalcaemia and hypotension
Do not mix phosphate injections with other injections (lack of compatibility data)
Avoid administering Phosphate-Sandoz tablets at the same time as calcium tablets
(reduced bioavailability and efficacy)
Patients with renal impairment and in conditions where a restricted sodium intake is
desired

Sodium content of phosphate replacement:
Phosphate polyfusor
81mmol in 500ml
Sodium glycerophosphate 21.6%
40mmol in 20ml
Phosphate-Sandoz
16.1mmol per tablet
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Treatment may be discontinued once the plasma phosphate level is within the normal range
(0.8-1.5mmol/l).
Doses for intravenous phosphate vary in the literature and suggested regimens have
included weight based dosing regimens of 0.2-0.5mmol/kg/day up to a maximum of 50mmol
Sodium content:
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Monitoring Tool
This should include realistic goals, timeframes and measurable outcomes.
How will monitoring be carried out?
Who will monitor compliance with the guideline?
Page/
Section of
Key
Document

Key control:

Checks to be carried out to
confirm compliance with the
policy:

How
often
the
check
will
be
carried out:

Responsible
for
carrying
out the check:

Results of check reported
to:
(Responsible
for
also
ensuring
actions
are
developed to address any
areas of non-compliance)

Frequency
of reporting:

WHAT?
Treatment of
hypophosphataemia is as per
guideline

HOW?
Audit

WHEN?
Annually

WHO?
Nutrition and
hydration
committee

WHERE?
Nutrition and
committee

WHEN?
Annually
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Supporting Document 1 - Equality Impact Assessment Tool
To be completed by the key document author and attached to key document when submitted
to the appropriate committee for consideration and approval.
Yes/No
1.

Comments

Does the policy/guidance affect one group
less or more favourably than another on the
basis of:


Race

 Ethnic origins (including gypsies and

No
No

travellers)


Nationality

No



Gender

No



Culture

No



Religion or belief

No

 Sexual orientation including lesbian,

No

gay and bisexual people


Age

No

2.

Is there any evidence that some groups are
affected differently?

No

3.

If you have identified potential
discrimination, are any exceptions valid,
legal and/or justifiable?

N/A

4.

Is the impact of the policy/guidance likely to
be negative?

No

5.

If so can the impact be avoided?

N/A

6.

What alternatives are there to achieving the
policy/guidance without the impact?

N/A

7.

Can we reduce the impact by taking
different action?

N/A

If you have identified a potential discriminatory impact of this key document, please refer it to Human
Resources, together with any suggestions as to the action required to avoid/reduce this impact.
For advice in respect of answering the above questions, please contact Human Resources.

Acute treatment of hypophosphataemia guidelines
WAHT-PHA-011
Version 4
Page 9 of 10

WAHT-PHA-011
It is the responsibility of every individual to check that this is the
latest version/copy of this document.

Supporting Document 2 – Financial Impact Assessment
To be completed by the key document author and attached to key document when submitted to the
appropriate committee for consideration and approval.
Title of document:

Yes/No

1.

Does the implementation of this document require any additional
Capital resources

No

2.

Does the implementation of this document require additional
revenue

No

3.

Does the implementation of this document require additional
manpower

No

4.

Does the implementation of this document release any
manpower costs through a change in practice

No

5.

Are there additional staff training costs associated with
implementing this document which cannot be delivered through
current training programmes or allocated training times for staff

No

Other comments:

If the response to any of the above is yes, please complete a business case and which is signed by
your Finance Manager and Directorate Manager for consideration by the Accountable Director before
progressing to the relevant committee for approval
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