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Abstract: Background & aims

Phosphate is the main intracellular anion essential for numerous biological processes.
Symptoms of hypophosphatemia are non-specific, yet potentially life-threatening. This
systematic review process was initiated to gain a global insight into
hypophosphatemia, associated morbidity and treatments.

Methods

A systematic review was conducted (PROSPERO CRD42020163191). Nine clinically
relevant questions were generated, seven for adult and two for paediatric critically ill
patients, and prevalence of hypophosphatemia was assessed in both of these groups.
We identified trials through systematic searches of Medline, EMBASE, Scopus,
Cochrane Central Register of Controlled Trials, CINAHL, and Web of Science. Quality
assessment was performed using the Cochrane risk of bias tool for randomized
controlled trials and the Newcastle-Ottawa Scale for observational studies.

Results

Powered by Editorial Manager® and ProduXion Manager® from Aries Systems Corporation



For all research questions, we identified 2727 titles in total, assessed 399 full texts, and
retained 82 full texts for evidence synthesis, with 20 of them identified for several
research questions. Only 3 randomized controlled trials were identified with two of
them published only in abstract form, as well as 28 prospective and 31 retrospective
studies, and 20 case reports. Relevant risk of bias regarding selection and
comparability was identified for most of the studies. No meta-analysis could be
performed. The prevalence of hypophosphatemia varied substantially in critically ill
adults and children, but no study assessed consecutive admissions to intensive care.

In both critically ill adults and children, several studies report that hypophosphatemia is
associated with worse outcome (prolonged length of stay and the need for respiratory
support, and higher mortality). However, there was insufficient evidence regarding the
optimal threshold upon which hypophosphatemia becomes critical and requires
treatment. We found no studies regarding the optimal frequency of phosphate
measurements, and regarding the time window to correct hypophosphatemia. In
adults, nutrient restriction on top of phosphate repletion in patients with refeeding
syndrome may improve survival, although evidence is weak.

Conclusions

Evidence on the definition, outcome and treatment of clinically relevant
hypophosphatemia in critically ill adults and children is scarce and does not allow
answering clinically relevant questions. High quality clinical research is crucial for the
development of respective guidelines.
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Abstract 

Background & aims: Phosphate is the main intracellular anion essential for 

numerous biological processes. Symptoms of hypophosphatemia are non-specific, 

yet potentially life-threatening. This systematic review process was initiated to gain a 

global insight into hypophosphatemia, associated morbidity and treatments.  

Methods: A systematic review was conducted (PROSPERO CRD42020163191). 

Nine clinically relevant questions were generated, seven for adult and two for 

pediatric critically ill patients, and prevalence of hypophosphatemia was assessed in 

both groups. We identified trials through systematic searches of Medline, EMBASE, 

Scopus, Cochrane Central Register of Controlled Trials, CINAHL, and Web of 

Science. Quality assessment was performed using the Cochrane risk of bias tool for 

randomized controlled trials and the Newcastle-Ottawa Scale for observational 

studies. 

Results:  For all research questions, we identified 2727 titles in total, assessed 399 

full texts, and retained 82 full texts for evidence synthesis, with 20 of them identified 

for several research questions. Only 3 randomized controlled trials were identified 

with two of them published only in abstract form, as well as 28 prospective and 31 

retrospective studies, and 20 case reports. Relevant risk of bias regarding selection 

and comparability was identified for most of the studies. No meta-analysis could be 

performed. The prevalence of hypophosphatemia varied substantially in critically ill 

adults and children, but no study assessed consecutive admissions to intensive care. 

In both critically ill adults and children, several studies report that hypophosphatemia 

is associated with worse outcome (prolonged length of stay and the need for 

respiratory support, and higher mortality). However, there was insufficient evidence 

regarding the optimal threshold upon which hypophosphatemia becomes critical and 
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requires treatment. We found no studies regarding the optimal frequency of 

phosphate measurements, and regarding the time window to correct 

hypophosphatemia. In adults, nutrient restriction on top of phosphate repletion in 

patients with refeeding syndrome may improve survival, although evidence is weak.  

Conclusions: Evidence on the definition, outcome and treatment of clinically relevant 

hypophosphatemia in critically ill adults and children is scarce and does not allow 

answering clinically relevant questions. High quality clinical research is crucial for the 

development of respective guidelines. 

 

 

Key words: phosphate, hypophosphatemia, critical illness, refeeding syndrome, 

prevalence, outcome   
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Introduction 

Phosphate is the main intracellular anion of the human body and it is indispensable 

for numerous essential biological processes. Indeed, energy derived from food or 

endogenous catabolism is stored as energy-rich phosphate bonds (e.g. adenosine 

triphosphate, creatine phosphate). Phosphate is an essential component of DNA and 

RNA, the cell membrane, signaling molecules, 2,3-diphosphoglycerate in red blood 

cells, and hydroxyapatite in the bone. Besides that, phosphorylation and 

dephosphorylation through the activities of numerous kinases, respectively 

phosphatases are important in regulating protein function, as well as in carbohydrate 

metabolism [1]. The kidney is a major regulator of phosphate homeostasis, normally 

80-90% of filtered phosphorus is reabsorbed and the rest is excreted in the urine [2, 

3]. 

Hypophosphatemia does not necessarily indicate phosphorus depletion [2] as only 

about 1% of phosphorus is present in the extracellular compartment, mainly in form of 

inorganic phosphate that can be measured from serum/plasma (Pi). However, 

hypophosphatemia often reflects a whole body deficiency and may mirror a 

dysfunction of homeostasis and thus potentially severe illness. Hypophosphatemia 

may result from decreased intake and absorption, increased losses, or transcellular 

redistribution caused by an increased cellular uptake of phosphate [4, 5]. Several risk 

factors for hypophosphatemia commonly occur in critically ill patients, including 

anorexia, feeding intolerance, pre-existing nutritional deficits, increased cellular 

phosphate uptake by refeeding, insulin therapy and acute respiratory alkalosis, and 

increased losses through diuretics, continuous renal replacement therapy [1, 4] and 

antacids. Symptoms of hypophosphatemia are non-specific, yet potentially life-

threatening, and include muscle weakness, impaired myocardial contractility and 
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ventricular arrhythmias, respiratory failure, rhabdomyolysis, ileus, immune 

dysfunction, encephalopathy, and hypercalciuria [1, 5]. Despite the presumed 

importance of maintaining normal phosphate concentration in both health and disease 

states, and the common presence of risk factors of hypophosphatemia, several recent 

surveys have indicated that routine phosphate monitoring is not widespread in 

patients admitted to intensive care units (ICU) and that hypophosphatemia is often 

not corrected [6, 7].  

In this context, there is an urgent need for a better understanding of the morbidity and 

treatment of hypophosphatemia. As a first step, we performed a systematic review. 

The aim was to summarize the existing evidence regarding hypophosphatemia, its 

association with outcome, as well as the clinical impact of correcting 

hypophosphatemia in critically ill adults and children. 

 

Methods  

The project was initiated by a group of intensivists within the Section of Metabolism, 

Endocrinology and Nutrition (MEN) of the European Society of Intensive Care 

Medicine (ESICM), and received ESICM endorsement. We registered the study 

protocol at PROSPERO (CRD42020163191). Our specific research questions (Q) in 

PICO (Population/Indicator/Comparator/Outcome) format are presented in Table 1. 

 

Study selection 

We identified studies through systematic searches of Medline, EMBASE, Scopus, 

Cochrane Central Register of Controlled Trials (CENTRAL), Cumulative Index to 

Nursing and Allied Health Literature (CINAHL), and Web of Science. The literature 

searches were updated in February 2020, for Q4 search strategy was adjusted after 
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initial assessment and the last search performed in June 2020. We did not impose 

restrictions on publication date, language or publication status. We included 

observational studies (both prospectively and retrospectively collected data; cohort 

studies; case-control studies), case reports, and randomized controlled trials (RCTs) 

in critically ill adults and children. We excluded non-clinical studies and studies not 

related to critical illness. 

 

We imported citations from each database into the reference management software 

Endnote (Version X9) and removed duplicates. For each question, two authors 

independently screened the titles and abstracts and coded them as ’retrieve’ (eligible 

or potentially eligible/unclear) or ’do not retrieve’. Thereafter, two authors 

independently screened the full text and identified studies for inclusion in evidence 

synthesis. In cases of disagreement, a third author arbitrated. We assessed reference 

lists of all studies and matching review articles and used the related articles feature of 

Medline to identify additional references. We completed PRISMA (Preferred 

Reporting Items for Systematic Reviews and Meta-Analyses) flow diagrams for each 

research question (Supplement 1). 

All identified papers were assessed for reporting of prevalence of hypophosphatemia. 

 

Data extraction and management 

Data extraction for all studies retrieved for full text assessment was performed by at 

least two authors for each research question. Studies relevant for evidence synthesis 

were selected during this process and the reason for exclusion documented for the 

remaining studies. Predefined outcomes of interest included mortality (ICU mortality, 

and at latest time-point reported), ICU-dependency, ICU length of stay, hospital 
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length of stay, duration of mechanical ventilation, frequency and type of arrhythmias, 

infections, acute kidney injury, renal replacement therapy, dynamic Sequential Organ 

Failure Assessment (SOFA) (sub)scores, rhabdomyolysis, muscle weakness and 

gastric residual volumes. Definitions for each outcome were assessed as reported by 

the study authors in the respective publications. 

 

Risk of bias assessment 

Quality assessment was performed using the Cochrane risk of bias tool for RCTs [8] 

and the Newcastle-Ottawa Scale for observational studies [9, 10]. Risk of bias 

assessment was performed only for cohort and case-control studies that included at 

least 10 patients. 

 

Data analysis and report 

Anticipating the underlying limited quality of the evidence, we did not intend to 

perform meta-analyses a priori, but assessed identified evidence for respective 

possibility. We summarized our results in form of a scoping review. Per research 

question, we reported the number of studies retrieved, the summary of the main 

findings in these studies, and a concise summary of the topic. 

 

Results 

Study selection 

During the search process, we merged the initial questions regarding association of 

hypophosphatemia with impaired outcome and with organ failures (questions 1 and 2 

addressing critically ill adults and questions 8 and 9 addressing critically ill children). 

The PRISMA flow diagrams are presented in Supplement 1. Aggregating all research 
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questions, we identified 82 papers used for evidence synthesis, with 20 of them 

selected for several questions. Studies addressing prevalence of hypophosphatemia 

in adults are presented in Supplement Table S1 and are included for each research 

question separately (Tables S2 to S6).   

 

Risk of bias assessment 

Of 82 papers selected for evidence synthesis, 24 included less than 10 patients. 

Accordingly, risk of bias assessment was performed for 58 studies, consisting of 3 

RCTs, 24 prospective and 31 retrospective observational studies. Risk of bias 

evaluation for observational studies showed high risk of bias in all studies in 

comparability domain, resulting in overall rating as ’poor’ according to AHRQ (Agency 

for Healthcare Research and Quality) standards. Rating in selection domain was  t3 

stars in 58%. In outcome/exposure domain 76% of studies were rated with three 

stars. The risk of bias assessment separated per research question is presented in 

Supplement 2. 

 

General considerations 

During the review process, it became obvious that there was no uniform definition of 

clinically relevant hypophosphatemia for ICU patients, whether adult or pediatric. 

Different authors have proposed to distinguish between moderate (serum/plasma 

phosphate level – Pi<0.65 mmol/l) and severe (Pi<0.32 mmol/l) hypophosphatemia 

[1]. However, these cut-offs are based on old studies in hospitalized patients, and not 

ion ICU patients [11, 12], or are defined by clinical chemistry laboratories [13]. In ICU 

patients, phosphate level might change faster than in non-ICU population, with 

consequences being potentially more severe. A recent point-prevalence survey in 
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ICU patients defined severe hypophosphatemia as Pi<0.65 mmol/l [14]. Hereafter, the 

values will be reported according to the authors’ definitions in respective studies. 

 

Prevalence of hypophosphatemia in adult critically ill patients  

The majority of data on prevalence originate from prospective or retrospective 

observational small-size studies in specific pathologies. Variability is related to case-

mix and to sampling time point. We did not identify any study evaluating consecutive 

ICU admissions (Supplement, Table S1). In one large retrospective cohort study 

covering a 4-years period and 2730 unselected ICU patients – 20% presented with at 

least one episode of hypophosphatemia (Pi<0.6 mmol/l) [15].  

Hypophosphatemia in ICU results from phosphate internal redistribution and renal 

losses [1, 4]. Initiation of nutrition is only one of the causes of hypophosphatemia in 

critically ill patients. Not only the refeeding hypophosphatemia, but glucose-insulin 

therapy, respiratory alkalosis and catecholamines may cause cellular redistribution-

related hypophosphatemia. Hypophosphatemia caused by renal losses occurs due to 

diuretics, corticosteroids and continuous renal replacement therapy (CRRT) [16]. In 

290 mixed ICU patients – excluding patients on CRRT – the prevalence of all-cause 

hypophosphatemia, prospectively evaluated on Days (D) 1, 3, 5 and 7, was 24%, and 

1.4% for severe hypophosphatemia [16], 80% being attributed to effluent losses. The 

prevalence of hypophosphatemia in patients with acute kidney injury (AKI) on RRT 

was highly variable from 11 to 85% in a recent review [4]. In a recent retrospective 

cohort-study hypophosphatemia occurred in 63% of patients within mean 34h after 

starting CRRT despite systematic phosphate administration [17].  

The secondary analysis of an RCT comparing mortality in low-intensity versus a high-

intensity CRRT in 1441 ICU patients [18] revealed that 32.1% (462 patients) 
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developed hypophosphatemia (Pi<0.6 mmol/L) with a peak on D3 and D4: 39% of 

patients presented more than one episode of hypophosphatemia. Among them, 3% 

presented with severe hypophosphatemia (Pi<0.2 mmol/L).   

Some studies reported prevalence of hypophosphatemia up to 60% in unselected 

[19-21] and in selected cohorts (e.g. in severe brain injury [22] and post cardiac 

surgery [23]. At the opposite, a retrospective study identified hypophosphatemia ‘only’ 

in 16% of 68 critically ill patients with anorexia nervosa included from 11 ICUs out 30 

participating ICUs [24]. A small prospective study including 41 patients with 

phosphate determination reported hypophosphatemia (Pi<0.8 mmol/l) on admission 

in 29%, with 33% of them presenting severe hypophosphatemia (Pi<0.3 mmol/l) [25].  

Several studies have focused on the relationship between hypophosphatemia and 

nutrition support. In 109 adult ICU patients, not suffering renal failure, nor severe 

hypophosphatemia upon admission, staying at least 48 hours and receiving enteral 

nutrition, hypophosphatemia occurred in 40% of patients, with 4% qualified as severe. 

Yet, all patients received systematic daily intravenous phosphate complements [26]. 

Likewise, in medical ICU patients with multiple comorbidities, receiving nutritional 

support for ≥4 days, hypophosphatemia (Pi<0.77 mmol/l) occurred during the first 7 

days in ICU in 53% of patients (10% with Pi<0.32 mmol/l), with no difference between 

those receiving enteral or parenteral nutrition [20]. Hypophosphatemia (Pi<0.7 mmol/l 

or a decrease t0.5 mmol/l from baseline) occurred in 31% of 926 adult general-ICU 

patients in a retrospective cohort, mostly within the first three ICU days [19]. In 213 

surgical critically-ill patients receiving enteral nutrition for at least 72 hours, a 

prevalence of 59% hypophosphatemia (Pi<0.65 mmol/l) and 7% severe (Pi<0.3 

mmol/l) was retrospectively observed [21]. In the retrospective study by Olthof et al  
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hypophosphatemia occurred in 37% of 337 patients (discussed in detail under Q5) 

[27].  

 

In summary, data on the prevalence of hypophosphatemia in adult ICU patients are 

limited and reported very variable numbers. A recent review proposes that 

hypophosphatemia occurs in one third of ICU patients without new evidence [28], this 

appreciation being a recitation of several earlier narrative reviews [29, 30] and based 

on two studies from 1990s [31, 32]. Reports vary due to subjectively selected cohorts, 

different studied causes of hypophosphatemia, variability in phosphate 

supplementation and inconsistency in cut-off for defining hypophosphatemia. 

Nevertheless, hypophosphatemia appears a common complication occurring 

particularly during the first days of critical illness, occurring also in absence of artificial 

nutrition. 

 

Individual research questions 

Q1+2: Is hypophosphatemia associated with development of organ failures and 

impaired outcome in adult ICU patients? 

We identified 810 records from the search and two additionally, of which 604 were 

excluded based on title and abstract (Supplement 1). During full text assessment, 173 

records were excluded subsequently, finally resulting in 35 relevant publications, 

consisting of one RCT, two post-hoc analyses of RCTs and 32 observational studies 

(Supplement, Table S2).  

In general, subjects with a more severe illness are more likely to present with 

hypophosphatemia at admission [19, 33]. However, hypophosphatemia at admission 

has also been shown to be an independent risk factor for 28-day mortality [34]. 
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Similarly, it is commonly observed that postoperative hypophosphatemia after elective 

surgery is related to magnitude or difficulty of the surgical procedure, to comorbidities, 

and to severity of underlying disease [33, 35-37]. 

To evaluate the potential impact on outcome, it is important to know at what time 

point the sample was taken, and to describe the study group and corrective actions. 

Hypophosphatemia at admission or occurring independent of CRRT or nutrition is 

associated with a higher mortality risk in several retrospective series [19, 20, 38-40], 

although not in all [26, 27, 41-44]. In contrast, hypophosphatemia secondary to CRRT 

has limited clinical consequences in most retrospective studies [19, 45-48] (possibly 

related to “preventive” phosphate administration [49]), but not in all [34, 48, 50]. 

Associations have been observed between hypophosphatemia and respiratory failure, 

need of mechanical ventilation or failure of weaning [48, 51-55], circulatory failure 

[56], and neurological failure [57]. Moreover, phosphate repletion was associated with 

improved organ function and survival in several studies [32, 58, 59]. One study 

observed better outcome associated with phosphate repletion [60]. 

 

The picture for hypophosphatemia related to nutrition as a feature of the refeeding 

syndrome, is more complicated; the importance of nutrient restriction is addressed 

under Q5. Several observational reports, and one RCT, indicate refeeding 

hypophosphatemia as a mortality and morbidity risk [27, 31, 61]. In this perspective 

the aggressiveness of the nutritional start and hypophosphatemia occurring before or 

after initiation of feeding should be considered. Restoration of phosphate level might 

be sufficient to abolish a negative effect [21], but combination with a withholding of 

50% of nutrition for 3-5 days was associated with improved survival and morbidity in a 

RCT [61]. 
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In summary, it remains unanswered whether the association of hypophosphatemia 

with organ failure and mortality can be generalized, or is subgroup- or context-

specific, and whether there is a causal relation, or a reflection of disease severity. 

Likewise, the pathophysiological mechanisms behind these phenomena remain to be 

clarified [15].  

 

 

 

Q3: In adult ICU patients with hypophosphatemia, should we aim to normalize 

serum phosphate levels within 24 hours? 

We identified 199 records (198 via direct search, and 1 additional during assessment 

of identified papers). We excluded 180 records based on title and abstract and 

assessed the full text of 19 papers. No comparative study evaluating phosphate 

repletion versus no (or insufficient) administration with relevant clinical outcomes 

could be identified (Supplement 1). Strikingly, several studies had been published as 

an abstract, but no full papers followed within the next 2-8 years. Consequently, there 

is no evidence to answer this study question.  

One paper suggested for full text assessment did not fulfil the criteria (i.e. correction 

within 24hrs), but may be valuable for practice and needing integration in future RCTs 

[62]. This small (n=47) but well documented RCT, tested rapid (2-3 hours) versus 

gradual (4-6 hours) correction of moderate or severe hypophosphatemia. Both 

regimes showed to be effective and safe with regard to short-term adverse outcomes 

[62].  
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Q4: Is hypophosphatemia associated with muscle weakness in adult ICU 

patients?  

We identified 835 records (826 from search and 9 additional), of which 781 were 

excluded based on title and abstract (Supplement 1). Subsequently, 19 records were 

excluded, finally resulting in 35 relevant publications, consisting of one RCT, one 

clinical experimental study, 17 observational studies, and 16 case reports 

(Supplement, Table S3).  

 

All the studies on muscle weakness did not focus on skeletal muscle but rather on 

respiratory muscle weakness, estimated by weaning failure, duration of mechanical 

ventilation or change in trans-diaphragmatic pressure. None of the studies specifically 

investigated skeletal muscle weakness.  

 

In a per protocol analysis of the only RCT addressing Q4, phosphate administration 

compared to none decreased the number of days on mechanical ventilation (19.5 vs. 

15.9 days, p<0.05), decreased reintubation rate (10.5% vs 8.2%, p<0.05), and 

increased negative inspiratory force (16.5 vs 23.0 cm H2O, p<0.05). This RCT 

(published only in abstract form), however, was limited due to 28.9% (n=44) of the 

152 critically ill patients on mechanical ventilation being excluded from analysis [63]. 

 

Phosphate administration increased trans-diaphragmatic pressure upon phrenic 

stimulation in a small clinical experimental study in 8 hypophosphatemic mechanically 

ventilated critically ill patients [64].  
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Eight prospective and 8 retrospective observational studies included a median of 190 

participants (range 60-2730) [15, 19, 31, 34, 36, 40, 48, 51-55, 65-68] . Source of bias 

(Supplement 2), other than retrospective design [15, 19, 34, 52, 54, 65, 68], included 

a selection bias due to the inclusion being based on availability of phosphate 

measurements [19, 34, 36, 54, 67, 68]. Hypophosphatemia as compared to normo-

phosphatemia was associated with weaning failure in five [52, 53, 55, 65, 67] out of 

six studies in patients with AKI [67], exacerbation of COPD [52, 55, 65] and mixed 

ICU-populations [53, 54]. Association between hypophosphatemia and prolonged 

mechanical ventilation was shown in six out of eight studies [19, 31, 34, 36, 40, 48]. 

Duration of mechanical ventilation was longer in the normo-phosphatemic group in a 

study of septic patients [59], and one mixed-ICU study did not find an independent 

association of hypophosphatemia with mechanical-ventilation free days [15]. 

In a single-center, prospective, observational study of 100 patients with multiple 

trauma admitted to the ICU who needed mechanical ventilation the best cut-off point 

for serum phosphate to predict longer duration of mechanical ventilation was 0.99 

mmol/L [51], being within the normal range. The last observational study described 

worsening of respiratory function in two patients due to severe hypophosphatemia 

and more frequent occurrence of increased muscle enzymes in the 

hypophosphatemic group [68]. 

 

Sixteen case reports reported symptoms of muscle weakness in hypophosphatemic 

patients. Serum phosphate levels varying between 0.1-0.6 mmol/l were associated 

with general weakness [69-73], decreased muscle tone and muscle strength [74, 75], 

paralysis [76], flaccid quadriparesis [77, 78], absent tendon reflexes [74, 76], 

rhabdomyolysis [79], ataxia [69], dyspnea [71, 80], decreased vital capacity [70] and 
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acute respiratory failure [69, 70, 72-79, 81-84] in 16 case reports in toto. Clinical 

improvement was related to phosphate repletion in all cases. 

In summary, based on weak evidence, hypophosphatemia appears to be associated 

with muscle weakness in critically ill adult patients. 

 

Q5: Should we aim to caloric restriction in adult ICU patients who develop 

hypophosphatemia after initiation of feeding?  

We identified 288 records (279 directly via search and 9 additional from other 

research questions) of which 263 were excluded based on title and abstract. During 

full text assessment 22 were excluded (Supplement 1), finally resulting in 3 relevant 

publications (Supplement, Table S4).  

In patients developing hypophosphatemia (Pi<0.65 mmol/l with change >0.16 mmol/l) 

within the first 3 days, nutrient restriction improved hospital, 60- and 90-day survival 

[61]. Nutrient restriction consisted in a decrease in caloric intake to 20 kcal/kg for two 

days followed by a progressive increase to target if there was no more need for 

additional phosphate. In case of new hypophosphatemia during the escalation of 

caloric intake, the protocol started again with two days of reduced caloric intake. Most 

of the increased mortality in the standard care group occurred after ICU discharge 

around day 10. Standard care increased glycemia and lactatemia and provoked 

excess pulmonary and overall infections rate. The RCT included 339 patients over a 

period of 3.5 years in 13 hospitals (7 patients per ICU year) in exclusively in Australia 

and New Zealand, cautioning external international validity.  Nevertheless, one 

observational study in patients ventilated for >7 days found that a lower caloric intake 

during the first 3 days in ICU was associated with a better survival in the subgroup 

that developed hypophosphatemia [27]. This observation is remarkable because the 
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group with feeding-associated hypophosphatemia already had a trend for a lower 

caloric intake during the first 3 days  [27]. Additionally, one RCT, published only in 

abstract form, observed more hypophosphatemia in isocaloric vs calorie-restricted 

group [85].  

 

All reviews recommend a gradual increase in caloric intake in critically ill patients at 

risk for refeeding syndrome [86]. Most studies in a previous systematic review agree 

with the National Institute for Health and Care Excellence (NICE) criteria as risk 

factors, but the identification of this risk group does not appear to be very precise [87]. 

The ASPEN refeeding recommendations balances the concept of gradual increase in 

caloric intake against the desire to achieve a fast weight gain in anorexia nervosa 

patients [88]. This is certainly not applicable in ICU patients where rapid weight gain 

in not an objective. 

In summary, prevention or attenuation of hypophosphatemia related to artificial 

nutrition is probably possible with a gradual increase in calories over the first days in 

ICU. In patients with Pi<0.65 mmol/l a decrease of caloric intake until phosphate level 

is normalized, appears to be associated with improved outcome.  

 

Q6: Should we assess serum phosphate at least three times a week in adult ICU 

patients?  

We identified 78 records, of which 70 were excluded based on title and abstract 

(Supplement 1). Remaining 8 references were excluded after full text assessment. In 

4 references, the search question was not addressed. The other 4 appeared to be 

just a study protocol. Full text assessment did not reveal any additional references. 
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Accordingly, we could not identify any relevant paper addressing the sampling 

frequency and based on the current evidence, this question cannot be answered. 

 

Q7: Should we target serum phosphate levels of 0.8 mmol/L versus lower in 

adult ICU patients? 

 

We identified 351 records (336 via search directly and 15 additional titles during 

assessment of identified papers), of which 309 were excluded based on title and 

abstract (Supplement 1). During full text assessment, 27 records were excluded 

subsequently, finally resulting in 15 relevant publications, consisting of one RCT, 12 

observational studies and 2 case reports.  

Studies included relatively few patients (median 24, range 1-152), and were 

characterized by a substantial heterogeneity (Supplement, Table S5) and did not 

compare directly a phosphate target of 0.8 mmol/L versus a lower repletion target. 

In a RCT (published only in abstract form, see details in Q4) in 152 critically ill 

patients, the intervention reportedly facilitated weaning from mechanical ventilation, 

with no difference in ICU length of stay [63].  

We identified three observational studies in which a cohort with more intensive 

phosphate administration was compared to a historical control group with less or no 

phosphate administration. Two studies attributed clinical benefit to the phosphate 

repletion protocol, with less need for antiarrhythmic treatment [58], and fewer 

complications in ICU, defined as a combination of new infections, new-onset 

arrhythmias and myocardial infarction [89]. A third study did not attribute adverse 

reactions to phosphate repletion but did not report clinical outcomes in both groups 
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[90]. Several potential sources of bias are present in the three studies, including the 

retrospective design [89, 90], the use of a historical control group with potentially 

other changes in treatment over time [58, 89, 90], insufficient data regarding baseline 

risk factors [58, 89], inadequate phosphate repletion in a subset of patients [90], no 

data regarding achieved phosphate concentrations after repletion [58], and post hoc 

exclusion of potentially treated patients [58]. 

 

Nine observational studies and two case reports reported divergent clinical effects 

occurring after phosphate administration to patients [32, 56, 91-99]. Three 

observational studies and one case report found increased cardiac index and/or left 

ventricular stroke work (index) immediately after infusion of an intravenous phosphate 

supplement to patients with hypophosphatemia (with different cut-offs, albeit always 

<0.65 mmol/l) [32, 56, 95, 97]. A case report attributed resolution of hemolytic anemia 

and related encephalopathy to correction of extreme hypophosphatemia 

(Pi=0.03 mmol/l) [96]. Five observational studies reported no change in creatinine 

(clearance), urea concentrations, urinary output, or tendon reflexes 6 to 48 hours after 

infusion of a phosphate supplement for hypophosphatemia [91-93, 98, 99]. One 

observational study reported no arrhythmias during infusion of potassium phosphate 

to correct hypophosphatemia [94]. Numerous sources of bias include the short follow-

up period in all studies, exclusion of potentially treated patients in retrospective 

studies [91, 92], uncertainty regarding adequacy of phosphate administration [56, 91-

94, 96, 97, 99], selective reporting [98], potential selection bias [32], and the use of 

CRRT as confounder of spontaneous changes in urea and creatinine concentrations 

[99]. 
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In summary, we found no studies investigating which phosphate repletion target 

would be optimal in adult ICU patients. We found several studies and case reports 

attributing clinical benefit to phosphate administration in patients developing 

hypophosphatemia, with varying targets and protocols for repletion. However, all 

studies were relatively small and suffered high risk of bias in several assessed 

components (Supplement 2). 

 

Q8+Q9: Is hypophosphatemia associated with development of organ failures 

and impaired outcome in critically ill children? 

We identified 164 records about hypophosphatemia in critically ill pediatric patients 

(149 directly via search and 15 additionally), of which 121 were excluded after 

abstracts reading. We assessed 43 full texts, and subsequently excluded 29 records, 

finally resulting in 14 relevant publications, consisting of 7 observational prospective 

studies, 5 retrospective studies and two case reports (Supplement, Table S6).  

 

Definition of hypophosphatemia in children depends on age [100-110]. In a 

monocentric retrospective study including 235‘980 hospitalized children (6 months to 

18 years old), severe hypophosphatemia was defined as a serum Pi�0.38 mmol/l, 

based on need for transfer to pediatric high-dependency (HDU) or pediatric intensive 

care units (PICU) as a surrogate for adverse outcome [111]. Based on a more 

conservative cut-off of 0.8 mmol/l, hypophosphatemia on admission to PICU, would 

occur in 5% to 50% of admitted patients [100, 108, 109, 112-114], even in countries 

with low prevalence of malnourished children [115]. Moreover, hypophosphatemia 

occurs during the first 3 to 7 days in PICU in 30% to 76% of stays [102, 104, 105, 

107, 113]. Risk factors on admission or during PICU-stay are: malnutrition like 
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kwashiorkor, rickets, anorexia nervosa [101, 108], refeeding syndrome [112], diabetic 

ketoacidosis [106], sepsis [100, 115], hemofiltration [116], and total parenteral 

nutrition [117]. 

Only a few studies have addressed the association of hypophosphatemia with 

duration of mechanical ventilation, length of stay and mortality in PICU [100, 101, 

108, 110, 113-115, 118-120]. 

In Kenyan PICUs, hypophosphatemia was rare on admission (<7%) in a cohort of 346 

patients admitted with severe malaria, but increased to 30% after 24 hours in 56 

children with electrolytes determination [102]. In multivariate analysis, development of 

hypophosphatemia was not a risk factor of fatal outcome. 

An Indian PICU-cohort including 162 critically ill children out of 369 admissions 

(exclusion of expected abnormality involving phosphate homeostasis) [108], 

hypophosphatemia occurred at least once during the first 10 days in 111 patients 

(72%): it was associated with prolonged PICU length of stay, but not with duration of 

mechanical ventilation and mortality. It is important to notice that the high overall 

mortality of 40% reported in this PICU could limit the external validity of the results. 

The four retrospective studies conducted in Brazil, France and Turkey, reported 269 

patients (range: 32-128) in total with hypophosphatemia from 851 children admitted to 

PICU (range: 42-613) with at least one measurement of serum phosphorus. 

Prevalence and association with clinical outcomes were highly variable between 

studies [100, 110, 112, 115]. 

Additionally, hypophosphatemia has been associated with gastro-intestinal 

complications [121], tonico-clonic seizures [122], muscle weakness, rhabdomyolysis 

and thrombocytopenia [123]. 
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To summarize, hypophosphatemia is frequently reported in retrospective and cohort 

studies in critically ill children admitted to PICU, especially with malnutrition, diabetic 

ketoacidosis, or sepsis. In addition, hypophosphatemia may develop during the first 

days in PICU in case of severe burns, refeeding syndrome, hemofiltration, or total 

parenteral nutrition.  

Hypophosphatemia appears to associate with the PICU length of stay, without 

modifying the duration of mechanical ventilation. Whether it could have impact on the 

mortality of critically ill pediatric patients remains unknown. Unfortunately, high level 

of evidence studying the impact of hypophosphatemia on clinical outcome of critically 

ill children is lacking. 

 

Discussion 

While the numerous studies showed that low phosphate values were frequent in 

critically ill adults and children, this systematic review also shows the paucity of solid 

evidence regarding hypophosphatemia. The prevalence varies depending on the 

case-mix, the timing, and treatments such as enteral/parenteral nutrition or CRRT. 

While clinical chemistry laboratories propose clear reference ranges [13, 111], clinical 

relevant hypophosphatemia requiring treatment is a poorly defined entity, i.e. without 

a standardized definition or clear treatment goals. In addition, the optimal practices for 

measurement, and correction of hypophosphatemia remain unclear. 

Case reports commonly describe fast development of hypophosphatemia in critically 

ill patients with harmful consequences [124], whereas larger studies do not seem to 

capture the most severe cases. Therefore, and because multiple factors contributing 

to hypophosphatemia are commonly present in critically ill, the rationale to 
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recommend measuring phosphate levels daily seems appropriate. However, strong 

supportive evidence is lacking. The limited number of prospective studies indicates 

that research is required to fill the evidence gaps demonstrated in this systematic 

review. Considering the severity of the reported manifestations, recommendations for 

systematic monitoring should be developed. 

Currently it remains unclear whether hypophosphatemia caused by different 

mechanisms and developing with the different speed plays a role in determining the 

outcome: hypophosphatemia might just be a biomarker of the different diseases. 

Whether simply correcting serum phosphate levels solves the problem remains 

uncertain as large RCTs are lacking. In this regard, the mechanism causing 

hypophosphatemia is likely important as deducted from the available scarce evidence 

on refeeding hypophosphatemia.  

The limitations of our systematic review are related to the studies that were included: 

scarce data, variable definitions and variable practices preclude objective 

comparisons and clear conclusions for our research questions. Furthermore, an 

important proportion of the reported information comes from retrospective reviews, 

observational studies and case reports. The overall sample size was small and two 

out of three identified RCTs were available only in abstract form. Targeted research is 

needed to identify the optimal strategy for phosphate monitoring and repletion.  

 

Conclusions 

Evidence to answer the pre-defined questions was insufficient. It is likely that 

hypophosphatemia affects several organ systems and impairs outcome in critically ill 

adults and children. However, the exact cut-off of serum/plasma phosphate level and 
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magnitude of the clinical impact remain unclear: the optimal frequency of 

measurements, target serum phosphate, and repletion strategy are also uncertain. 

When hypophosphatemia occurs in the context of refeeding syndrome, restriction of 

the caloric intake progression probably attenuates the magnitude of 

hypophosphatemia and may improve survival. Prospective interventional trials are 

required as are guidelines for management.
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Supplements 

 

Supplement 1. PRISMA flow diagrams 

This file presents flow diagrams for each research question. 

 

Supplement 2. Risk of bias assessment 

This file presents results of risk of bias assessment for research questions where the 

assessment was applicable. 

 

Supplement 3. PRISMA checklist 

This file includes PRISMA (Preferred Reporting Items for Systematic reviews and 

Meta-Analyses) checklist. 

 

 
  

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



29 
 

References 
1. Geerse D. A., Bindels A. J., Kuiper M. A., Roos A. N., Spronk P. E., Schultz M. J. 

Treatment of hypophosphatemia in the intensive care unit: a review. Crit Care 
2010; 14:R147. 

2. Knochel J. P. The pathophysiology and clinical characteristics of severe 
hypophosphatemia. Arch Intern Med 1977; 137:203-20. 

3. Choi N. W. Kidney and phosphate metabolism. Electrolyte Blood Press 2008; 6:77-
85. 

4. Pistolesi V., Zeppilli L., Fiaccadori E., Regolisti G., Tritapepe L., Morabito S. 
Hypophosphatemia in critically ill patients with acute kidney injury on renal 
replacement therapies. J Nephrol 2019; 32:895-908. 

5. Imel E. A., Econs M. J. Approach to the hypophosphatemic patient. J Clin Endocrinol 
Metab 2012; 97:696-706. 

6. Vankrunkelsven W, Gunst J, Amrein K, Bear DE, Berger MM, Christopher KB et al. 
Monitoring and parenteral administration of micronutrients, phosphate and 
magnesium in critically ill patients: the VITA-TRACE survey. Clin Nutr 2020; 
online 14 June 2020:https://doi.org/10.1016/j.clnu.2020.06.005. 

7. MM Berger, O Appelberg, A Reintam-Blaser, C Ichai, O Joannes-Boyau, M Casaer et 
al. Prevalence of Hypophosphatemia in the ICU – preliminary results of an 
international one-day point prevalence survey. Intesnive Care Med 2020; e-pub: 

8. Higgins J. P., Altman D. G., Gotzsche P. C., Juni P., Moher D., Oxman A. D. et al. The 
Cochrane Collaboration's tool for assessing risk of bias in randomised trials. BMJ 
2011; 343:d5928. 

9. Wells GA, Shea B, O’Connell D, Peterson J, Welch V, Losos M et al. An evaluation of 
the Newcastle Ottawa Scale: an assessment tool for evaluating the quality of 
nonrandomized studies. In: XI International Cochrane Colloquium Book of 
Abstracts. Edited by Hospitals TO: Barcelona, Spain; 2003: 26. 

10. Lo CK, Mertz D, Loeb M. Newcastle-Ottawa Scale: comparing reviewers' to 
authors' assessments. BMC Med Res Methodol 2014; 14:45. 

11. Betro MG, Pain RW. Hypophosphataemia and hyperphosphataemia in a hospital 
population. Br Med J 1972; 1:273–76. 

12. Larsson L., Rebel K., Sorbo B. Severe hypophosphatemia--a hospital survey. Acta 
Med Scand 1983; 214:221-3. 

13. Burtis CA, Ashwood ER, Bruns DE. Tietz textbook of clinical chemistry and 
molecular diagnostics, vol. 5th Ed. e-book: Saunders; 2012. 

14. Berger MM, Appelberg O, Reintam-Blaser A, Ichai C, Joannes-Boyau O, Casaer M et 
al. Prevalence of Hypophosphatemia in the ICU – results of an international one-
day point prevalence survey. in preparation?? 

15. Suzuki S, Egi M, Schneider A.G., Bellomo R., Hart G.K., Hegarty C. 
Hypophosphatemia in critically ill patients. J Crit Care 2013; 28:536.e9-19. 

16. Bech A., Blans M., Telting D., de Boer H. Incidence and aetiology of renal 
phosphate loss in patients with hypophosphatemia in the intensive care unit. 
Intensive Care Med 2013; 39:1785-91. 

17. Hendrix R.J., Hastings M.C., Samarin M., Hudson J. Q. Predictors of 
Hypophosphatemia and Outcomes during Continuous Renal Replacement 
Therapy. Blood Purif 2020; e-pub 2020 Apr 22:doi: 10.1159/000507421. 

18. Bellomo R., Cass A., Cole L., Finfer S., Gallagher M., Kim I. et al. The relationship 
between hypophosphataemia and outcomes during low-intensity and high-

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



30 
 

intensity continuous renal replacement therapy. Crit Care Resusc 2014; 16:34‐
41. 

19. Broman M., Wilsson A.M.J., Hansson F., Klarin B. Analysis of Hypo- and 
Hyperphosphatemia in an Intensive Care Unit Cohort. Anesth Analg 2017; 
124:1897-905. 

20. Coskun R., Gundogan K., Baldane S., Guven M., Sungur M. Refeeding 
hypophosphatemia: a potentially fatal danger in the intensive care unit. Turk J 
Med Sci 2014; 44:369-74. 

21. Fuentes E., Yeh D. D., Quraishi S. A., Johnson E. A., Kaafarani H., Lee J. et al. 
Hypophosphatemia in Enterally Fed Patients in the Surgical Intensive Care Unit. 
Nutr Clin Pract 2017; 32:252-57. 

22. Polderman K. H., Bloemers F. W., Peerdeman S. M., Girbes A. R. Hypomagnesemia 
and hypophosphatemia at admission in patients with severe head injury. Crit Care 
Med 2000; 28:2022-5. 

23. Polderman K.H., Girbes A.R.J. Severe electrolyte disorders following cardiac 
surgery: a prospective controlled observational study. Crit Care 2004; 8:R459-
R66. 

24. Vignaud M., Constantin J. M., Ruivard M., Villemeyre-Plane M., Futier E., Bazin J. E. 
et al. Refeeding syndrome influences outcome of anorexia nervosa patients in 
intensive care unit: an observational study. Crit Care 2010; 14:R172. 

25. Mat Nor MB, Janttul AJ, Md Ralib A, Abdul Hadi A. Hypophosphatemia in the 
intensive care unit: incidence, predictors and management. Int Med J Malaysia 
2012; 11:31-6. 

26. Md Ralib A., Mat Nor M. B. Refeeding hypophosphataemia after enteral nutrition 
in a Malaysian intensive care unit: risk factors and outcome. Asia Pac J Clin Nutr 
2018; 27:329-35. 

27. Olthof L.E., Koekkoek W.A.C.K., van Setten C., Kars J. C. N., van Blokland D., van 
Zanten A. R. H. Impact of caloric intake in critically ill patients with, and without, 
refeeding syndrome: A retrospective study. Clin Nutr 2018; 37:1609-17. 

28. Florenzano P., Cipriani C., Roszko K. L., Fukumoto S., Collins M. T., Minisola S. et al. 
Approach to patients with hypophosphataemia. Lancet Diabetes Endocrinol 2020; 
8:163-74. 

29. Brunelli S. M., Goldfarb S. Hypophosphatemia: clinical consequences and 
management. J Am Soc Nephrol 2007; 18:1999‐2003. 

30. Gaasbeek A., Meinders A. E. Hypophosphatemia: An update on its etiology and 
treatment. Am J Med 2005; 118:1094-101. 

31. Marik P.E., Bedigian M.K. Refeeding hypophosphatemia in critically ill patients in 
an intensive care unit - A prospective study. Arch Surg 1996; 131:1043-47. 

32. Zazzo J. F., Troche G., Ruel P., Maintenant J. High-incidence of hypophosphatemia 
in surgical intensive-care patients – efficacy of phosphorus therapy on myocardial 
function. Intensive Care Med 1995; 21:826-31. 

33. Combes A., Brechot N., Amour J., Cozic N., Lebreton G., Guidon C. et al. Early High-
Volume Hemofiltration versus Standard Care for Post-Cardiac Surgery Shock. The 
HEROICS Study. Am J Respir Crit Care Med 2015; 192:1179-90. 

34. Wang H., Bai Z. H., Lv J. H., Sun J. L., Shi Y., Zhang Z. L. et al. The relationship and 
threshold of serum phosphate with regard to the 28-day mortality risk in sepsis 
patients undergoing continuous renal replacement therapy. J Int Med Res 
2019300060519831896. 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



31 
 

35. Buell J. F., Berger A. C., Plotkin J. S., Kuo P. C., Johnson L. B. The clinical 
implications of hypophosphatemia following major hepatic resection or 
cryosurgery. Arch Surg 1998; 133:757-61. 

36. Cohen J., Kogan A., Sahar G., Lev S., Vidne B., Singer P. Hypophosphatemia 
following open heart surgery: incidence and consequences. Eur J Cardiothorac 
Surg 2004; 26:306-10. 

37. Giovannini I., Chiarla C., Nuzzo G. Pathophysiologic and clinical correlates of 
hypophosphatemia and the relationship with sepsis and outcome in 
postoperative patients after hepatectomy. Shock 2002; 18:111-5. 

38. Brotfain E., Schwartz A., Boniel A., Koyfman L., Boyko M., Kutz R. et al. Clinical 
outcome of critically ill patients with thrombocytopenia and hypophosphatemia 
in the early stage of sepsis. Anaesthesiol Intensive Ther 2016; 48:294-99. 

39. El-Sayed I., El-Dosouky M., Mashhour K., Fawzy S. The prognostic value of 
hypophosphatemia in acute exacerbation of chronic obstructive pulmonary 
disease (COPD). Egypt J Crit Care Med 2017; 5:57-60. 

40. Farah R., Khamisy-farah R., Arraf Z., Jacobson L., Makhoul N. Hypophosphatemia 
as a prognostic value in acute exacerbation of COPD. Clin Respir J 2013; 7:407-15. 

41. Ardehali S. H., Dehghan S., Baghestani A. R., Velayati A., Vahdat Shariatpanahi Z. 
Association of admission serum levels of vitamin D, calcium, Phosphate, 
magnesium and parathormone with clinical outcomes in neurosurgical ICU 
patients. Sci Rep 2018; 8:2965. 

42. Tazmini K., Nymo S. H., Louch W. E., Ranhoff A. H., Oie E. Electrolyte imbalances in 
an unselected population in an emergency department: A retrospective cohort 
study. Plos One 2019; 14:14. 

43. Junttila E., Koskenkari J., Ala-Kokko T. Hypophosphatemia after nontraumatic 
intracranial hemorrhage. Acta Anaesthesiol Scand 2017; 61:641-49. 

44. Lemon S. J., Zack S. D., Voils S. A. No difference in mechanical ventilation-free 
hours in critically ill patients who received intravenous, oral, or enteral 
phosphate replacement. J Crit Care 2017; 39:31-35. 

45. Wang L., Xiao C., Chen L., Zhang X., Kou Q. Impact of hypophosphatemia on 
outcome of patients in intensive care unit: a retrospective cohort study. BMC 
Anesthesiol 2019; 19:86. 

46. Jung S., Jhee J., Park J., Yoo T., Kang S., Kim D. et al. Electrolyte and mineral 
disturbances in septic acute kidney injury patients undergoing continuous renal 
replacement therapy. Nephrology 2016; 21:66. 

47. Kim S. Y., Kim Y. N., Shin H. S., Jung Y., Rim H. The influence of hypophosphatemia 
on outcomes of low- and high-intensity continuous renal replacement therapy in 
critically ill patients with acute kidney injury. Kidney Res Clin Pract 2017; 36:240-
49. 

48. Lim C., Tan H. K., Kaushik M. Hypophosphatemia in critically ill patients with 
acute kidney injury treated with hemodialysis is associated with adverse events. 
Clin Kidney J 2017; 10:341-47. 

49. Broman M., Carlsson O., Friberg H., Wieslander A., Godaly G. Phosphate-containing 
dialysis solution prevents hypophosphatemia during continuous renal 
replacement therapy. Acta Anaesth Scand 2011; 55:39-45. 

50. Yang Y., Zhang P., Cui Y., Lang X., Yuan J., Jiang H. et al. Hypophosphatemia during 
continuous veno-venous hemofiltration is associated with mortality in critically ill 
patients with acute kidney injury. Crit Care 2013; 17:R205. 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



32 
 

51. Talakoub R., Bahrami M., Honarmand A., Abbasi S., Gerami H. The Predicting 
Ability of Serum Phosphorus to Assess the Duration of Mechanical Ventilation in 
Critically Ill Patients. Adv Biomed Res 2017; 6:51. 

52. Zhao Y., Li Z., Shi Y., Cao G., Meng F., Zhu W. et al. Effect of hypophosphatemia on 
the withdrawal of mechanical ventilation in patients with acute exacerbations of 
chronic obstructive pulmonary disease. Biomed Rep 2016; 4:413-16. 

53. Alsumrain M. H., Jawad S. A., Imran N. B., Riar S., DeBari V. A., Adelman M. 
Association of hypophosphatemia with failure-to-wean from mechanical 
ventilation. Ann Clin Lab Sci 2010; 40:144-8. 

54. Federspiel C.K., Itenov T.S., Thormar K., Liu K.D., Bestle M. H. Hypophosphatemia 
and duration of respiratory failure and mortality in critically ill patients. Acta 
Anaesthiol Scand 2018; online 2018 Apr 23:DOI: 10.1111/aas.13136. 

55. Ghoneim A.H.A., El-Komy H.M.A., Gad D.M., Abbas A.M.M. Assessment of weaning 
failure in chronic obstructive pulmonary disease patients under mechanical 
ventilation in Zagazig University Hospitals. Egypt J Chest Dis Tuberc 2017; 66:65-
74. 

56. Bollaert P. E., Levy B., Nace L., Laterre P. F., Larcan A. Hemodynamic and 
metabolic effects of rapid correction of hypophosphatemia in patients with septic 
shock. Chest 1995; 107:1698-701. 

57. Caplan J. P., Chang G. Refeeding Syndrome as an Iatrogenic Cause of Delirium: A 
Retrospective Pilot Study. Psychosomatics 2010; 51:419-24. 

58. Schwartz A., Brotfain E., Koyfman L., Kutz R., Gruenbaum S. E., Klein M. et al. 
Association between Hypophosphatemia and Cardiac Arrhythmias in the Early 
Stage of Sepsis: Could Phosphorus Replacement Treatment Reduce the Incidence 
of Arrhythmias? Electrolyte Blood Press 2014; 12:19-25. 

59. Miller C. J., Doepker B. A., Springer A. N., Exline M. C., Phillips G., Murphy C. V. 
Impact of Serum Phosphate in Mechanically Ventilated Patients With Severe 
Sepsis and Septic Shock. J Intensive Care Med 2020; 35:485-93. 

60. Schiffl H., Lang S. M. Severe acute hypophosphatemia during renal replacement 
therapy adversely affects outcome of critically ill patients with acute kidney 
injury. Int Urol Nephrol 2013; 45:191-7. 

61. Doig G. S., Simpson F., Heighes P. T., Bellomo R., Chesher D., Caterson I. D. et al. 
Restricted versus continued standard caloric intake during the management of 
refeeding syndrome in critically ill adults: a randomised, parallel-group, 
multicentre, single-blind controlled trial. Lancet Respir Med 2015; 3:943-52. 

62. Charron T., Bernard F., Skrobik Y., Simoneau N., Gagnon N., Leblanc M. 
Intravenous phosphate in the intensive care unit: more aggressive repletion 
regimens for moderate and severe hypophosphatemia. Intensive Care Med 2003; 
29:1273-8. 

63. Vasiliu I., Mirea L., Balanescu A., Grintescu I. Phosphate supplementation in 
critical long term mechanically ventilated patients increases ventilator free days. 
Clin Nutr (Suppl) 2012; 7:251. 

64. Aubier M, Murciano D, Lecocguic Y, Viires N, Jacquens Y, Squara P et al. Effect of 
hypophosphatemia on diaphragmatic contractility in patients with acute 
respiratory failure. . N Engl J Med 1985; 313:420-4. 

65. Jih K. S., Wang M. F., Chen Y. J. COPD Patients with Acute Exacerbation Who 
Developed Refeeding Syndrome during Hospitalization Had Poor Outcome: A 
Retrospective Cohort Study. Int J Gerontol 2018; 12:62-66. 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



33 
 

66. Erkilinç A, Gü rcü  ME, Balkanay OO, Hami̇d R , Gü zelmeri̇ç F, Baysal PK et al. The 
neglected value of phosphate ion for respiratory functions in cardiac surgery. In: 
Trace Elements and Electrolytes. Edited by Verlag D, vol. 33; 2016: 139 - 43. 

67. Demirjian S., Teo B. W., Guzman J. A., Heyka R. J., Paganini E. P., Fissell W. H. et al. 
Hypophosphatemia during continuous hemodialysis is associated with prolonged 
respiratory failure in patients with acute kidney injury. Nephrol Dial Transplant 
2011; 26:3508-14. 

68. Fisher J, Magid N, Kallman C, Fanucchi M, Klein L, McCarthy D et al. Respiratory 
illness and hypophosphatemia. Chest 1983; 83(3):504-8: 

69. Hu C. Y., Lee B. J., Cheng H. F., Wang C. Y. Acetazolamide-related life-threatening 
hypophosphatemia in a glaucoma patient. J Glaucoma 2015; 24:e31-3. 

70. Liu P. Y., Jeng C. Y. Severe hypophosphatemia in a patient with diabetic 
ketoacidosis and acute respiratory failure. J Chin Med Assoc 2004; 67:355-9. 

71. Soyoral Y., Aslan M., Ebinc S., Dirik Y., Demir C. Life-threatening 
hypophosphatemia and/or phosphate depletion in a patient with acute 
lymphoblastic leukemia: a rare case report. Am J Emerg Med 2014; 32:1437 e3-5. 

72. Harchelroad F., Ort J., Nesbitt C. Delayed respiratory failure with 
hypophosphatemia and hypokalemia in a toluene abuser. Clinical Toxicology 
2011; 49:522. 

73. Weir D., Rali P., Fleischman W. Was it something i ate? A case of the refeeding 
syndrome as a cause of neurologic and respiratory failure. J Gen Int Med 2013; 
28:S420. 

74. Agusti A. G., Torres A., Estopa R., Agustividal A. Hypophosphatemia as a cause of 
failed weaning: the importance of metabolic factors. Crit Care Med 1984; 12:142-
3. 

75. Kanta R, Ramachandran L, Omatsone M. Respiratory Failure in DKA Patient Due 
to Hypophosphatemia. Endocrine Reviews 2017; 38:3. 

76. Newman J. H., Neff T. A., Ziporin P. Acute respiratory failure associated with 
hypophosphatemia. N Engl J Med 1977; 296:1101-3. 

77. Naik V. M., Saifuddin M. S., Nair A. S., Rayani B. K. Acute onset quadriparesis 
following oesophagectomy due to isolated hypophosphataemia. Indian J Anaesth 
2019; 63:498-99. 

78. Aziz F., Chaudhary K. Life threatening nutritional deficiencies in a dialysis patient. 
Hemodial Int 2017; 21:E50-E53. 

79. Meisterling L., Chawla L. S., Seneff M. G. Treatment of addison disease and 
subsequent hypophosphatemic respiratory failure. J Intensive Care Med 2012; 
27:319-21. 

80. Oud L. Transient hypoxic respiratory failure in a patient with severe 
hypophosphatemia. Med Sci Monit 2009; 15:CS49-53. 

81. Gustavsson C. G., Eriksson L. Acute respiratory failure in anorexia nervosa with 
hypophosphataemia. J Intern Med 1989; 225:63-4. 

82. Hasselstrom L., Wimberley P. D., Nielsen V. G. Hypophosphatemia and acute 
respiratory failure in a diabetic patient. Intensive Care Med 1986; 12:429-31. 

83. Lewis J. F., Hodsman A. B., Driedger A. A., Thompson R. T., McFadden R. G. 
Hypophosphatemia and respiratory failure: prolonged abnormal energy 
metabolism demonstrated by nuclear magnetic resonance spectroscopy. Am J Med 
1987; 83:1139-43. 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



34 
 

84. Patel U., Sriram K. Acute respiratory failure due to refeeding syndrome and 
hypophosphatemia induced by hypocaloric enteral nutrition. Nutrition 2009; 
25:364-67. 

85. Wewalka M., Kitzberger R., Fuhrmann V., Schneeweiss B., Zauner C. Isocaloric 
artificial nutrition right from the beginning causes no increase of nutritional 
related side effects in critically ill medical patients. Wien Klin Wochenschr 2010; 
122:A19. 

86. Friedli N., Stanga Z., Culkin A., Crook M., Laviano A., Sobotka L. et al. Management 
and prevention of refeeding syndrome in medical inpatients: An evidence-based 
and consensus-supported algorithm. Nutrition 2018; 47:13-20. 

87. Friedli N., Stanga Z., Sobotka L., Culkin A., Kondrup J., Laviano A. et al. Revisiting 
the refeeding syndrome: Results of a systematic review. Nutrition 2017; 35:151-
60. 

88. da Silva JSV, Seres DS, Sabino K, Adams SC, Berdeahla GJ, Wolfe Citty S et al. 
ASPEN Consensus Recommendations for Refeeding syndrome. Nut Clin Pract 
2020; 35:178-95. 

89. Kahn S. A., Bell D. E., Stassen N. A., Lentz C. W. Prevention of hypophosphatemia 
after burn injury with a protocol for continuous, preemptive repletion. J Burn Care 
Res 2015; 36:e220-5. 

90. Owen P., Monahan M. F., MacLaren R. Implementing and assessing an evidence-
based electrolyte dosing order form in the medical ICU. Intensive Crit Care Nurs 
2008; 24:8-19. 

91. Brown K. A., Dickerson R. N., Morgan L. M., Alexander K. H., Minard G., Brown R. O. 
A new graduated dosing regimen for phosphorus replacement in patients 
receiving nutrition support. JPEN J Parenter Enteral Nutr 2006; 30:209-14. 

92. Engwerda E., van den Berg M., Blans M., Bech A., de Boer H. Efficacy and safety of a 
phosphate replacement strategy for severe hypophosphatemia in the ICU. Neth J 
Med 2018; 76:437-41. 

93. French C., Bellomo R. A rapid intravenous phosphate replacement protocol for 
critically ill patients. Crit Care Resusc 2004; 6:175-9. 

94. Perreault M. M., Ostrop N. J., Tierney M. G. Efficacy and safety of intravenous 
phosphate replacement in critically ill patients. Ann Pharmacother 1997; 31:683-
8. 

95. Heames R. M., Cope R. A. Hypophosphataemia causing profound cardiac failure 
after cardiac surgery. Anaesthesia 2006; 61:1211-13. 

96. Jacob H. S., Amsden T. Acute hemolytic anemia with rigid red cells in 
hypophosphatemia. N Engl J Med 1971; 285:1446-50. 

97. O'Connor L. R., Wheeler W. S., Bethune J. E. Effect of hypophosphatemia on 
myocardial performance in man. N Engl J Med 1977; 297:901-3. 

98. Rosen G. H., Boullata J. I., O'Rangers E. A., Enow N. B., Shin B. Intravenous 
phosphate repletion regimen for critically ill patients with moderate 
hypophosphatemia. Crit Care Med 1995; 23:1204-10. 

99. Agarwal K., Kolammunage-Dona R., Steele T., Toh C. H., Downey C., Welters I. D. 
Low serum phosphate levels in critical illness. Intensive Care Med 2014; 40:S178. 

100. Kilic O., Demirkol D., Ucsel R., Citak A., Karabocuoglu M. Hypophosphatemia and 
its clinical implications in critically ill children: a retrospective study. J Crit Care 
2012; 27:474-9. 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



35 
 

101. de Menezes F. S., Leite H. P., Fernandez J., Benzecry S. G., de Carvalho W. B. 
Hypophosphatemia in critically ill children. Rev Hosp Clin Fac Med Sao Paulo 
2004; 59:306-11. 

102. Maitland K., Pamba A., Fegan G., Njuguna P., Nadel S., Newton Crjc et al. 
Perturbations in electrolyte levels in Kenyan children with severe malaria 
complicated by acidosis. Clin Infect Dis 2005; 40:9-16. 

103. Hoffmann M., Zemlin A. E., Meyer W. P., Erasmus R. T. Hypophosphataemia at a 
large academic hospital in South Africa. J Clin Pathol 2008; 61:1104-7. 

104. Santiago M.J., Lopez-Herce J., Urbano J., Bellon J.M., del Castillo J., Carrillo A. 
Hypophosphatemia and phosphate supplementation during continuous renal 
replacement therapy in children. Kidney Int 2009; 75:312-16. 

105. Lodha R., Shah S., Irshad M., Gupta N., Kabra S. Hypophosphatemia in critically ill 
children. Pediatr Crit Care Med 2014; 15:60. 

106. Moulik N. R., Jayashree M., Singhi S., Bhalla A. K., Attri S. Nutritional status and 
complications in children with diabetic ketoacidosis. Pediatr Crit Care Med 2012; 
13:e227-e33. 

107. Santana E, JF Meneses, Leite H. P., De Carvalho WB, Lopes E. Hypophosphatemia 
in critically ill children: Prevalence and associated risk factors. Pediatr Crit Care 
Med 2009; 10:234-38. 

108. Shah S. K., Irshad M., Gupta N., Kabra S. K., Lodha R. Hypophosphatemia in 
Critically Ill Children: Risk Factors, Outcome and Mechanism. Indian J Pediatr 
2016; 83:1379-85. 

109. Şan E.S., Erdoğan S., Boşnak M., Şan M. Hypophosphatemia associated risk factors 
in pediatric intensive care patients. Turkish J Ped 2017; 59:35-41. 

110. Leite H. P., Pinheiro Nogueira L. A., Teodosio A.H.C. Incidence and Clinical 
Outcome of Hypophosphatemia in Pediatric Burn Patients. J Burn Care Res 2017; 
38:78-84. 

111. Du H., Markus C., Metz M., Feng M. L., Loh T. P. Derivation of Outcome-Based 
Pediatric Critical Values. Am J Clin Pathol 2018; 149:324-31. 

112. de Menezes F. S., Leite H. P., Fernandez J., Benzecry S. G., de Carvalho W. B. 
Hypophosphatemia in children hospitalized within an intensive care unit. J 
Intensive Care Med 2006; 21:235-9. 

113. El Beleidy A., El Sherbini S. A., Elgebaly H. F., Ahmed A. Calcium, magnesium and 
phosphorus deficiency in critically ill children. Egypt Ped Assoc Gaz 2017; 65:60-
64. 

114. El Shazly A. N., Soliman D. R., Assar E. H., Behiry E. G., Gad Ahmed Iaen. Phosphate 
disturbance in critically ill children: Incidence, associated risk factors and clinical 
outcomes. Ann Med Surg (Lond) 2017; 21:118-23. 

115. Loudenot A, Michot C, Alberti C, Armoogum P, Tsapis M, Dauger S. High 
Prevalence of Hypophosphataemia at PICU Admission in Non-Malnourished 
Children. Intensive Care Med 2010; 36:1143-4. 

116. Santiago M. J., Lopez-Herce J., Urbano J., Solana M. J., del Castillo J., Ballestero Y. et 
al. Complications of continuous renal replacement therapy in critically ill 
children: a prospective observational evaluation study. Crit Care 2009; 13:R184. 

117. Perez-Navero J. L., Dorao Martinez-Romillo P., Lopez-Herce Cid J., Ibarra de la 
Rosa I., Pujol Jover M., Hermana Tezanos M. T. [Artificial nutrition in pediatric 
intensive care units]. An Pediatr (Barc) 2005; 62:105-12. 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



36 
 

118. Akbas Y., Koker A., Erkek N. Are We Aware that Hyperphosphatemia Affects 
Mortality and Morbidity as much as Hypophosphatemia in Pediatric Intensive 
Care Patients? Pediatr Endocrinol Rev PER 2019; 17:35-40. 

119. Manary M. J., Brewster D. R. Intensive nursing care of kwashiorkor in Malawi. Acta 
paediatrica 2000; 89:203‐07. 

120. Ruiz Magro P., Aparicio Lopez C., Lopez-Herce Cid J., Martinez Campos M., Sancho 
Perez L. [Metabolic changes in critically ill children]. An Esp Pediatr 1999; 51:143-
8. 

121. Lopez-Herce J., Santiago M. J., Sanchez C., Mencia S., Carrillo A., Vigil D. Risk factors 
for gastrointestinal complications in critically ill children with transpyloric 
enteral nutrition. Eur J Clin Nutr 2008; 62:395-400. 

122. de Oliveira Iglesias S. B., Pons Leite H., de Carvalho W. B. Hypophosphatemia-
induced seizure in a child with diabetic ketoacidosis. Pediatr Emerg Care 2009; 
25:859-61. 

123. Ganapathy VP, Palaniswamy VA, Vinod P, Narayanan L, Sahoo T, Das RR. Severe 
symptomatic hypophosphatemia with thrombocytopenia in a child with diabetic 
ketoacidosis. J Compr Ped 2015; 6:e28020. 

124. Skipper A. Refeeding Syndrome or Refeeding Hypophosphatemia: A Systematic 
Review of Cases. Nutr Clin Pract 2012; 27:34-40. 

 

 1 
 2 
 3 
 4 
 5 
 6 
 7 
 8 
 9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
38 
39 
40 
41 
42 
43 
44 
45 
46 
47 
48 
49 
50 
51 
52 
53 
54 
55 
56 
57 
58 
59 
60 
61 
62 
63 
64 
65 



37 
  

Table 1. Research questions and search form
ulas 

 1. Is hypophosphatem
ia associated w

ith im
paired outcom

e in adult ICU patients? 

Search formula 
PICO components 

Population 
Indicator 

Comparator 
Outcome(s) 

 

Adult ICU patients *§ 
Hypophosphatemia in ICU, at 
least one measurement with 
Serum phosphate level <0.8 
mmol/L 

Serum phosphate level 
0.8…

1.3 mmol/L 
Mortality 
Length of ICU stay  
New infections 
Duration of MV 

#1 intensive care unit OR ICU OR critical care 
OR critical illness OR critically ill 
#2 hypophosphatem

ia OR hypophosphatemic 
OR hypophosphataemia OR serum phosphate* 
OR S phosphate OR S-phosphate 
#3 #1 AND #2 

2. Is hypophosphatem
ia associated w

ith developm
ent of organ failures in adult ICU patients? 

PICO components 

Population 
Indicator 

Comparator 
Outcome(s) 

Adult ICU patients *§ 
Hypophosphatemia in ICU, at 
least one measurement with 
Serum phosphate level <0.8 
mmol/l 

Serum phosphate level 
0.8…

1.3 mmol/l 
 

AKI stages, RRT, 
Dynamics in SOFA (sub)scores,  
Arrhythmias 
Rhabdomyolysis 
Gastric residual volumes 

3. In adult ICU patients w
ith hypophosphatem

ia, should w
e aim

 to norm
alize serum

 phosphate levels w
ithin 24 hours? 

PICO components 
Search formula 

Population 
Intervention 

Comparator 
Outcome(s) 

#1 as above 
#2 as above 
#3 phosphate replacement OR phosphate* 
replace* OR phosphate substitution OR 
phosphate substitute* OR phosphate admission 
#4 #1 AND #2 AND #3 

Adult ICU patients with 
hypophos-phatemia 
 

Phosphate replacement 
(intravenous or enteral) aimed to  
Serum phosphate level ≥0.8 
within 24 hours 

No replacement, or ineffective 
replacement (Serum phosphate 
level <0.8 for next 24 hrs) 

Mortality 
Length of ICU stay  
Muscle weakness 
New infections 
Duration of MV 
Dynamics in SOFA (sub)scores 
Arrhythmias 
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4. Is hypophosphatem
ia associated w

ith m
uscle w

eakness in adult ICU patients? 

PICO components 
Search formula 

Population 
Indicator 

Comparator 
Outcome(s) 

#1 as above 
#2 as above 
#3 muscle weakness [MeSH Terms] OR 
Respiratory insufficiency [MeSH] 
#4 muscle weakness OR Respiratory failure OR 
respiratory weakness 
 #5 #3 OR #4 
 #6 #1 AND #2 AND #5 

Adult ICU patients in whom 
development of muscle 
weakness was assessed 

Hypophosphatemia (Serum 
phosphate level <0.8) 
 

No hypophosphatemia (Serum 
phosphate level  ≥0.8) 
 

Mortality 
Length of MV 
Successful weaning  
of MV 
Muscle weakness  

5. Should w
e aim

 at caloric restriction in adult ICU patients w
ho develop hypophosphatem

ia after initiation of feeding? 

PICO components 
Search formula 

Population 
Intervention 

Comparator 
Outcome(s) 

#1 as above 
#2 refeeding syndrome OR re-feeding syndrome 
OR refeeding 
#3 #1 AND #2 

Adult ICU patients who 
develop hypo-
phosphatemia after initiation 
of feeding (EN, PN or 
combined) 

Caloric restriction additionally to 
phosphate substitution  

No caloric restriction, just 
phosphate substitution 

Mortality, 
Length of ICU stay  
Organ failures 
Infections 
Muscle weakness 
Arrhythmias 

6. Should w
e assess serum

 phosphate at least 3 tim
es a w

eek in adult ICU patients? 

PICO components 
Search formula 

Population 
Intervention 

Comparator 
Outcome(s) 

#1 as above 
#2 serum phosphate assessment OR s 
phosphate assessment OR s-phosphate 
assessment OR serum phosphate* assessment* 
OR s phosphate* assessment OR s-phosphate* 
assessment 
#3 #1 AND #2 

Adult ICU patients  *§ 
 

Serum phosphate assessment 
at least 3 times a week  
 

No serum phosphate 
assessment, or less than 3 
times a week  

Incidence of hypophosphatemia  
Incidence of hyperphosphatemia 
Mortality 
Length of ICU stay  
Organ failures 
Muscle weakness 
New infections 
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7. In adult ICU patients, should w
e target serum

-P levels of 0.8 m
m

ol/l vs. low
er? 

PICO components 
Search formula 

Population 
Intervention 

Comparator 
Outcome(s) 

#1 as above 
#2 phosphate replacement OR phosphate* 
replace* OR phosphate substitution OR 
phosphate substitute* OR phosphate admission 
#3 #1 AND #2 

Adult ICU patients * 
 

Phosphate replacement with 
target of daily Serum phosphate 
level ≥0,8  
 

No phosphate replacement, 
or target Serum phosphate 
level <0.8 mmol/l  

Mortality 
Length of ICU stay 
Organ failures  
Muscle weakness 
Rhabdomyolysis 
New infections 
Arrhythmias 

QUESTIONS IN CHILDREN 

8. Is hypophosphatem
ia associated w

ith im
paired outcom

e in critically ill children? 
Search formula 

PICO components 

Population 
Indicator 

Comparator 
Outcome(s) 

#1 as above 
#2 hypophosphatem

ia OR hypophosphatemic 
OR hypophosphatemia OR serum phosphate* 
OR S phosphate OR S-phosphate 
#3 child >MeSH@  
#4 children OR child* OR child OR adolescent 
OR juvenile OR infant OR child, preschool 
#5 #3 OR #4 
#6 #1 AND #2 AND #5 

Critically ill children *§ 
Hypophosphatemia in ICU, at 
least one measurement with 
Serum phosphate level <0.8 
mmol/l 

Serum phosphate level 
0.8…

1.3 mmol/l 
 

Mortality 
Length of ICU stay  
New infections 
Duration of MV 

9. Is hypophosphatem
ia associated w

ith developm
ent of organ failures in critically ill children? 

PICO components 

Population 
Indicator 

Comparator 
Outcome(s) 

Critically ill children *§ 
Hypophosphatemia in ICU, at 
least one measurement with 
Serum phosphate level <0.8 
mmol/l 

Serum phosphate level 
0.8…

1.3 mmol/l 
 

AKI stages, renal replacement therapy 
Dynamics in SOFA (sub)scores 
Gastric residual volumes  
Arrhythmias 
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 Legend: 
Predefined patient subgroups: 
* Mechanical ventilation; Vasopressors; Sepsis; RRT; Parenteral nutrition only; EN only or combined with PN; Cardiac surgery. 
§ Severity of hypophosphatemia (mild, moderate, severe). 
≠ High vs low illness severity scores (APACHE II - Acute Physiology And Chronic Health Evaluation, SAPS II - Simplified Acute Physiology Score). 
Abbreviations: AKI: acute kidney injury; EN: enteral nutrition; ICU: intensive care unit; MV: mechanical ventilation; PN: parenteral nutrition; RRT: renal replacement 
therapy; SOFA: Sequential Organ Failure Assessment  
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Supplement 1. PRISMA flow diagrams 

 
Flow diagram SQ 1,2: Is hypophosphatemia associate 
with impaired outcome in adult ICU patients? 
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Flow diagram SQ 3: In adult ICU patients with 
hypophosphatemia, should we aim to normalize 
serum phosphate levels within 24 hours? 
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Flow diagram SQ 4: Is hypophosphatemia associated 
with muscle weakness in adult ICU patients? 
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Flow diagram SQ 5: Should we aim at caloric 
restriction in adult ICU patients who develop 
hypophosphatemia after initiation of feeding? 
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Flow diagram SQ 6: Should we assess serum 
phosphate at least 3 times a week in adult ICU 
patients? 
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Flow diagram SQ 7: In adult ICU patients, should we 
target serum-P levels of 0.8 mmol/l vs. lower? 
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Flow diagram SQ 8,9: Is hypophosphatemia associated 
with impaired outcome in critically ill children? 
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Title  
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AB
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Protocol and registration  
5 

Indicate if a review
 protocol exists, if and w

here it can be accessed (e.g., W
eb address), and, if available, provide 

registration inform
ation including registration num

ber.  
A

bstract; 
P

age 7 
Eligibility criteria  

6 
Specify study characteristics (e.g., P

IC
O

S, length of follow
-up) and report characteristics (e.g., years considered, 

language, publication status) used as criteria for eligibility, giving rationale.  
P

age 7-8 

Inform
ation sources  

7 
D

escribe all inform
ation sources (e.g., databases w

ith dates of coverage, contact w
ith study authors to identify 

additional studies) in the search and date last searched.  
P

age 7 

Search  
8 

Present full electronic search strategy for at least one database, including any lim
its used, such that it could be 

repeated.  
Table 1 

Study selection  
9 

State the process for selecting studies (i.e., screening, eligibility, included in system
atic review

, and, if applicable, 
included in the m

eta-analysis).  
P

age 7-8 

D
ata collection process  

10 
D

escribe m
ethod of data extraction from

 reports (e.g., piloted form
s, independently, in duplicate) and any processes 

for obtaining and confirm
ing data from

 investigators.  
P

age 7-8 

D
ata item

s  
11 

List and define all variables for w
hich data w

ere sought (e.g., PIC
O

S, funding sources) and any assum
ptions and 

sim
plifications m

ade.  
P

age 8-9, 
Table 1 

R
isk of bias in individual 

studies  
12 

D
escribe m

ethods used for assessing risk of bias of individual studies (including specification of w
hether this w

as 
done at the study or outcom

e level), and how
 this inform

ation is to be used in any data synthesis.  
P

age 9 

Sum
m

ary m
easures  

13 
State the principal sum

m
ary m

easures (e.g., risk ratio, difference in m
eans).  

P
age 9 

S
ynthesis of results  

14 
D

escribe the m
ethods of handling data and com

bining results of studies, if done, including m
easures of consistency 

(e.g., I 2) for each m
eta-analysis.  

P
age 9 

 

PR
ISM

 checklist



P
R

IS
M

A
 2

0
0

9
 C

h
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P
age 1 of 2  

Section/topic  
# 

Checklist item
  

Reported on 
page #  

R
isk of bias across studies  

15 
Specify any assessm

ent of risk of bias that m
ay affect the cum

ulative evidence (e.g., publication bias, selective 
reporting w

ithin studies).  
P

age 9 

Additional analyses  
16 

D
escribe m

ethods of additional analyses (e.g., sensitivity or subgroup analyses, m
eta-regression), if done, 

indicating w
hich w

ere pre-specified.  
N

A
 

RESULTS  
 

Study selection  
17 

G
ive num

bers of studies screened, assessed for eligibility, and included in the review
, w

ith reasons for exclusions 
at each stage, ideally w

ith a flow
 diagram

.  
A

bstract; 
P

age 9-10; 
S

upplem
ent 

Study characteristics  
18 

For each study, present characteristics for w
hich data w

ere extracted (e.g., study size, PIC
O

S, follow
-up period) 

and provide the citations.  
S

upplem
ent: 

Tables S1 to 
S

6 
R

isk of bias w
ithin studies  

19 
Present data on risk of bias of each study and, if available, any outcom

e level assessm
ent (see item

 12).  
S

upplem
ent; 

P
age 10 

R
esults of individual studies  

20 
For all outcom

es considered (benefits or harm
s), present, for each study: (a) sim

ple sum
m

ary data for each 
intervention group (b) effect estim

ates and confidence intervals, ideally w
ith a forest plot.  

S
upplem

ent: 
Tables S1 to 
S

6; Page 
11-26 

S
ynthesis of results  

21 
Present results of each m

eta-analysis done, including confidence intervals and m
easures of consistency.  

N
A

 
R

isk of bias across studies  
22 

Present results of any assessm
ent of risk of bias across studies (see Item

 15).  
P

age 10 
Additional analysis  

23 
G

ive results of additional analyses, if done (e.g., sensitivity or subgroup analyses, m
eta-regression [see Item

 16]).  
N

A
 

DISCUSSIO
N  

 
Sum

m
ary of evidence  

24 
Sum

m
arize the m

ain findings including the strength of evidence for each m
ain outcom

e; consider their relevance 
to key groups (e.g., healthcare providers, users, and policy m

akers).  
P

age 11-26 

Lim
itations  

25 
D

iscuss lim
itations at study and outcom

e level (e.g., risk of bias), and at review
-level (e.g., incom

plete retrieval of 
identified research, reporting bias).  

P
age 25 

C
onclusions  

26 
Provide a general interpretation of the results in the context of other evidence, and im

plications for future research.  
P

age 25-26 

FUNDING
  

 
Funding  

27 
D

escribe sources of funding for the system
atic review

 and other support (e.g., supply of data); role of funders for 
the system

atic review
.  

P
age 27 



P
R
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M

A
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0
0

9
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h
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 From
:  M

oher D
, Liberati A, Tetzlaff J, Altm

an D
G

, The P
R

IS
M

A
 G

roup (2009). P
referred R

eporting Item
s for S

ystem
atic R

eview
s and M

eta-A
nalyses: The P

R
IS

M
A

 S
tatem

ent. P
LoS

 M
ed 6(7): e1000097. 

doi:10.1371/journal.pm
ed1000097  

For m
ore inform

ation, visit: w
w

w
.prism

a-statem
ent.org.  

P
age 2 of 2  
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