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1. Introduction 
 
Many patients with kidney disease require long term or intermittent treatment with corticosteroids with 

the attendant risk of osteoporosis. This guidance has been drawn up in conjunction with experts from 

the metabolic bone clinic to help guide clinicians minimise this risk. 

 
2. Scope 

 
This guidance is intended for clinical staff who are responsible for nephrology patients requiring 

long-term corticosteroids (i.e. > 3 months). 

 

Clinical guidelines are ‘guidelines’ only. The interpretation and application of clinical guidelines will 
remain the responsibility of the individual practitioner. If in doubt, consult a senior colleague or expert. 

 

Please see the Leicestershire Osteoporosis Guidelines for further recommendations and guidance.  

 

3. Recommendations, Standards and Procedural Statements 
 

3.1 General measures 
 

 Minimise the dose and duration of oral corticosteroids as much as possible, consider an 

alternative route of glucocorticoid administration, and consider steroid sparing therapy 

where possible 

 Encourage regular weight bearing exercise, tailored according to the individual’s needs and 

abilities  

 Advise on smoking cessation, alcohol intake, ideal weight management and balanced diet 

 Advise a daily intake of Calcium between 700-1200 mg and vitamin D of 800-2000 IU, either 

from diet or through supplements. A diet rich in calcium may include 2 out of 3 of milk (at 

least half a pint/day), cheese and yoghurt. 

 Vitamin D supplementation should be considered in those at risk of or with evidence of Vitamin D 

insufficiency. 

 Manage renal bone disease if relevant 

 Manage the risk of falls, and refer if appropriate according to the falls pathway 

 
3.2 When to use Bisphosphonates (see Appendix 1) 

 
If Glucocorticoids are being started, with the possibility of lasting > 3 months: 
 
Start a bisphosphonate in the following high-risk groups:  
 

 There has been a previous fragility fracture 

 or Prednisolone dose ≥ 7.5 mg/day or equivalent 

 or Men or Women aged ≥ 70 years 
 
Other individuals (e.g. if prednisolone dose >2.5mg/day or equivalent) > 40 years old should have a 
FRAX assessment with adjustment for glucocorticoid dose, to determine if bisphosphonate treatment 
is indicated. See https://www.sheffield.ac.uk/FRAX/  

 
 

 
Alendronate and risedronate are first line treatment options. If these are contraindicated or not 

https://www.sheffield.ac.uk/FRAX/
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tolerated, zoledronic acid or denosumab are alternative options. 

 

Refer to bone clinic (metabolic or rheumatology) if the patient does not fit any of the above especially if: 
 

• younger patients (< 40 years where FRAX tool cannot be used) 
 

• pre-menopausal women who develop a fracture 
 
 
3.3 Bisphosphonates and CKD 

 
• Oral and IV bisphosphonates are not licensed for patients with eGFR ≤30 ml/min. However, for 

patients with high risk of fractures they may be used with monitoring of serum calcium, alkaline 
phosphatase and PTH. These patients should be discussed with the bone clinic. 
 

• Bisphosphonates may worsen adynamic bone disease so in patients with renal bone disease 
careful discussion of risk/benefit is required. Patients may benefit from referral to the bone clinic. 

 
• Denosumab can be used in patients with eGFR ≤30ml/min. It carries a risk of severe 

hypocalcaemia particularly in patients with CKD stages 4 and 5 and patients receiving 
haemodialysis. 

 
 
3.4 Pregnancy 

 
Use of bisphosphonates in women of childbearing potential should be based on assessment of 
potential risk vs. benefit – these patients should be discussed with the bone clinic.  
 
Denosumab has been shown to be teratogenic in animal studies, and is contraindicated in 
women of childbearing potential. 

 
 
3.5 Managing patients on bisphosphonates 

 
3.5.1 Bisphosphonate drug holiday. 

 
• Treatment review should be performed after 5 years of oral bisphosphate treatment (and after 3 

years, for zoledronic acid). 
 

• If bisphosphonate is still indicated and fracture risk is low, consider a drug holiday of 2-3 
years depending on bisphosphonate e.g. risedronate and alendronate 12-18 months, 
Zolendronate 2-3 years as half-life is longer. 

 
• If bisphosphonate is still indicated and fracture risk is high, continue treatment for longer. 

The length of time depends on the type of bisphosphonate - for example IV 
bisphosphonates are recommended for maximum of 6 years before a drug holiday is 
indicated and oral bisphosphonates could be given for a maximum of 10 years (National 
Osteoporosis Group Guidelines, NOGG). 

 
• Serum PINP and Plasma CTX (bone turnover markers) can be measured in addition to other 

risk stratification tools e.g. age, T-Score to guide decisions on drug holiday. Please refer to 
bone clinic if there is uncertainty about the need for a drug holiday, and see Leicestershire 
Osteoporosis Guidelines. 
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3.6 Use of DEXA scans as monitoring tool 
 
There is no definitive evidence about the indications for repeat use of DEXA scanning. Suggested 
guideline based on available literature is:- 

 
• For patients < 65 years, baseline DEXA then repeat scan can be between 3 – 5 years guided 

by the baseline DEXA levels. 
 

• For patients >65 years who remain on glucocorticoids, no further DEXA scans indicated and 
preventative treatment should continue 

 
• In all patients where steroids are stopped, if baseline BMD was satisfactory and no fragility 

fractures, re-assess all the risk including using FRAX tool to decide whether to continue 
bisphosphonates. If baseline BMD not satisfactory or fragility fracture, repeat DEXA to guide 
further management. 
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Appendix 1: 
 

 
From Leicestershire Osteoporosis Guideline 
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4. Education and Training 
 

No specific training is associated with this guideline. 
 

 
5. Monitoring and Audit Criteria 

 

 
Key Performance Indicator Method of Assessment Frequency Lead 

Audit of adherence to 

guidelines 

Audit Ad hoc Chee Kay 

Cheung 

    

    

    

 
6. Legal Liability Guideline Statement 

 

See section 6.4 of the UHL Policy for Policies for details of the Trust Legal Liability statement for 

Guidance documents 
 

 
7. Supporting Documents and Key References 

 
 
 

8. Key Words 
 
 

Osteoporosis, bisphosphonate, renal disease, corticosteroids 
 

 
This line signifies the end of the document 

 
 
 
 

DEVELOPMENT AND APPROVAL RECORD FOR THIS DOCUMENT 

Author / Lead 

Officer: 
Reem Al-Jayyousi Job Title: Consultant 

Nephrologist 

Reviewed by:  

Approved by:  Date Approved: 

REVIEW RECORD 

Date Issue 

Number 

Reviewed By Description Of Changes (If Any) 

Jan 2017 2 Reem Al-Jayyousi Updated and transferred to new UHL template 

Feb 2020 3 Chee Kay Cheung Updated according to NOGG guidelines July 2018 

    
DISTRIBUTION  RECORD: 

Date Name Dept Received 

    
    
    
    

 


