
• Calcification in arteries
• Heavy pill burden
• Elevated BMI

• Significant reduction in serum  
 phosphorus levels1

• Maintain control of phosphorus2

• Non-resin, non-calcium formulation3 

• Flexibility in administration – tablets  
 may be chewed or crushed to aid  
 in chewing3

• Low pill burden3

• Comprehensive support program

• Educational and financial support

• In and out of goal
• Marginal diet adherence
• Low GI motility

• Consistently high phosphorus
• Difficulty swallowing pills
• Loss of insurance

• High hidden phosphorus intake
• High phosphorus, low albumin
• Lack of support
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Use your FOSRENOL Patient Profile Guide to demonstrate to your nephrologists how FOSRENOL can be an effective 
binder therapy for those who need a change.

Patient  
Overview

Changing to FOSRENOL monotherapy provided effective phosphate control with a  
low tablet burden. (Hutchinson et al)6

 • After changing to FOSRENOL, 48% of patients achieved phosphorus control at week 12* 
 • 77% (out of the 48%) of controlled patients were maintained on a dose of ≤3 g/day 
 • 26% of patients uncontrolled on previous binder therapy achieved phosphorus control with FOSRENOL

*Phosphorus control was defined as K/DOQI-recommended serum phosphorus of 3.5-5.5 mg/dL.

 

 
 
Prospective 12-week, open-label trial to evaluate whether FOSRENOL >3000 mg/day improved the rate of serum phosphorus control in CKD 
Stage 5 patients receiving dialysis. Patients (N=366) discontinued their previous binder therapy during a 1- to 2- week washout phase then 
received FOSRENOL at a starting dose of 1500 mg/day. Patients were titrated up to 3000 mg/day to week 3 to reach serum phosphorus 
concentration between 3.5 and 5.5 mg/dL.

In And Out Of Goal

• Treatment-emergent adverse events 
over 12 weeks included vomiting 
(13.1%), nausea (12.3%), diarrhea 
(9.6%), nasopharyngitis (6.6%), and 
upper abdominal pain (5.2%)†

• Most common reasons for 
discontinuation (≥2% of patients) were 
adverse events (10%), patient request 
(6%), other (3.5%), and kidney 
transplant (2%).

†Treatment-emergent adverse events with an 
incidence of ≥5%.

SaNdra
In And Out Of Goal

FOSRENOL On Track™ is a FREE, comprehensive educational program designed to help your 
patients stay on their treatment plans and offer financial assistance to patients in need.

FOSRENOL On Track at a glance:

 • Engaging and easy-to-use educational tools for patients and professionals to help with everything from   
  meal planning to phosphorus-level tracking to medication reminders 
 • financial and access resources for quick coverage verification and consultations about support options, like: 
   – foSreNol on track Discount Card 
   – 80% copay assistance for commercial insurance 
   – Discounts for cash-paying customers 
   – foSreNol on track Call Center, available at (866) 470-5858  
 • Ongoing Direct-to-Patient Adherence Program

FOSRENOL can provide the maintenance of serum phosphorus control that patients like  
Helen may need.2 

 • Phosphorus reductions patients can maintain: 69% of patients (n=46) maintained phosphorus control  
  for 3 years. 

Two-year extension phase of an initial 6-month, randomized, open-label trial comparing FOSRENOL to calcium carbonate with a 6-month 
extension phase. Data are from the long-term exposure group (n=46) that received FOSRENOL throughout the entire 3-year study. 
Phosphorus control was defined as ≤5.6 mg/dL.

Flexibility of administration, be it chewed or crushed to aid in chewing, may aid adherence 

Non-Adherence

heleN
Non-Adherence

FOSRENOL has shown significant reductions in serum phosphorus levels.1

 • Significant reductions in serum phosphorus were seen as early as 1 week 
 • Mean serum phosphorus level at the end of the washout phase was 7.55 mg/dL vs 7.15 mg/dL  
  by week 1 (P<.0001) 
 • In this trial, phosphorus control was defined as serum phosphorus ≤5.9 mg/dL

Randomized, double-blind, placebo-controlled, parallel-group trial evaluating the control of serum phosphorus with FOSRENOL or placebo. 
Hemodialysis patients (N=126) with serum phosphorus >5.9 mg/dL after the pre-dosing washout phase entered a 6-week, open-label 
FOSRENOL dose-titration phase (750 mg initial daily dose divided with meals; titration up to 3000 mg in order to achieve phosphorus control 
[≤5.9 mg/dL]). Patients who entered the randomization phase were randomized to continue FOSRENOL (n=49) or received placebo (n=44) for 
4 weeks. Shown are the mean serum phosphorus levels over time (±SD). 

Mean serum phosphorus levels at the end of randomized treatment were 5.60 ± 1.59 mg/dL in the FOSRENOL arm vs. 7.46 ± 2.09 mg/dL in 
the placebo arm (per protocol population, P<.0001).

As a non-resin, non-calcium binder, FOSRENOL does not exacerbate calcium load3

 • In a 6-month, open-label, active-comparator study in dialysis patients who received FOSRENOL (n=533)   
  or calcium carbonate (n=267), the incidence of hypercalcemia was .4% and 20%, respectively. 

A study has shown that high pill burden was associated with poor adherence to therapy.4

 • There was a significant inverse relationship between adherence to phosphate binders and pill burden from  
  phosphate binders (r=-.19, P=.006)

Data from a single, cross-sectional assessment of total daily pill burden and that from phosphate binders in prevalent, chronic dialysis patients 
(N=233). HR-QOL, adherence to phosphate binders, and serum phosphorus levels were the three main outcome measures studied.
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Calcium Inappropriate

The risk of controlling serum phosphorus by dietary protein restriction may outweigh  
the benefit (Shinaberger et al).8 

 • Changes in protein intake (defined by normalized protein catabolic rate [nPCR] and serum phosphorus  
  levels) were measured in 30,152 hemodialysis patients over 6 months  
 • 3-year risk of mortality was determined for 4 different patient groups  
   – Increase in both nPCR and serum phosphorus (n=9788) 
   – Increase in nPCR, but a decrease in serum phosphorus (n=6425) 
   – Decrease in nPCR, but an increase in serum phosphorus (n=5322) 
   – Decrease in both nPCR and serum phosphorus (n=8617) 
 • A survival benefit was associated with increased protein intake and decreased serum phosphorus  
   – More attention to non-protein sources of phosphorus is warranted  
   – Mortality rate decreased with increasing nPCR (up to 1.4 g/kg/day)  
   – Mortality rate increased with serum phosphorus levels <3.5 mg/dL and >4.5 mg/dL  
 • Other methods of addressing phosphorus burden may be required  
   – Avoidance of non-protein sources of phosphate (eg, food additives or highly  processed foods) 
   – Diligent use of phosphate binders 
 • Additional clinical trials are needed to determine the treatment protocols that offer the greatest survival  
  advantage for dialysis patients and to ascertain whether non-dietary control of phosphorus or restriction  
  of sources of non-protein phosphorus are safer and more effective
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