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Fresh Look
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Denmark

Abstract

Chronic Kidney Disease Mineral and Bone Disorder (CKD-MBD) is a result 
of metabolic changes that occur in patients with chronic kidney disease.  The 
consequences are renal osteodystrophy and vascular calcifications, especially seen 
in the more advanced stages of chronic renal failure. Different treatment regimens 
including dietary phosphate restriction, oral phosphate binders and active vitamin D 
supplementation have been used during the last 30 years.  Alfacalcidol (1a(OH)D3) is 
an analog of vitamin D3, a pro-drug of 1,25(OH)2D3, which is hydroxylated at position 
number 1 and therefore bypasses the impaired 1a-hydroxylation in the diseased 
kidneys of patients with chronic renal failure.  Alfacalcidol was the first vitamin D 
analog produced in the 1970’s, available for treatment of renal osteodystrophy in all 
stages of CKD. It has been used in most European countries since then, either alone or in 
combination with calcimimetics or bisphosphonates and shown to attenuate all aspects 
of CKD-MBD.

During the last 20 years, new vitamin D analogs with a potentially less effect 
on plasma calcium and phosphate and a more positive effect on the cardiovascular 
system have been on the market. None have demonstrated superiority compared to 
alfacalcidol. Based on the available clinical data, alfacalcidol can still be prescribed 
for treatment of secondary hyperparathyroidism in both early and late stages of 
CKD, besides being affordable to many patients, which is an important factor in many 
countries.

Hopefully, new drugs will be available in the future, which have positive effects on 
mortality and cardiovascular morbidity in CKD.
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ABBREVIATIONS 
BMD: Bone Mineral Density; CKD: Chronic Kidney Disease; 

CKD-MBD: Chronic Kidney Disease-Mineral and Bone Disorder; 
CVD: Cardiovascular Disease; FGF-23: Fibroblast Growth Factor 
23; HPT: Hyperparathyroidism; HR-pQCT: High Resolution 
peripheral Quantitative Computed Tomography; KDIGO: 
Kidney Disease Improving Global Outcomes; PTH: Parathyroid 
Hormone; SHPT: Secondary Hyperparathyroidism; VDR: Vitamin 
D Receptor; VDRA: Vitamin D Receptor Activator; Wnt: Wingless-
related Integration site

INTRODUCTION
Chronic Kidney Disease Mineral and Bone Disorder (CKD-

MBD) is a result of metabolic changes that occur in patients 
with chronic kidney disease (CKD).  The consequences are renal 
osteodystrophy and vascular calcifications, especially seen in 
the more advanced stages of CKD.  Different treatment regimens 
including dietary phosphate restriction, oral phosphate binders 
and active vitamin D supplementation have been used for the last 
30 years, and during the last 15 years calcimimetics have also 

become a part of the armamentarium [1].Current understanding 
of CKD-MBD suggests that calcium, phosphate, parathyroid 
hormone (PTH), fibroblast growth factor 23 (FGF-23) and vitamin 
D are key players in regulating mineral and bone metabolism. 
The factors are interrelated and their major target organs are the 
parathyroid glands, the kidneys, bone and the gastrointestinal 
tract (Figure 1). The increased levels of phosphate, PTH and 
FGF-23 contribute to the increased cardiovascular disease (CVD) 
in CKD [2,3]. Recent data has focused on the loss of klotho and 
crosstalk between bone and vessels as triggers for increased 
vascular calcification in CKD. The hypothesis is that bone affected 
by CKD predisposes to accelerated vascular calcification through 
the Wingless-related integration site pathway expressed by 
changes in sclerostin, osteocalcin, Dickkopf-related protein 
1and activin A [4-6]. In patients with CKD stage 5D and elevated 
or rising PTH, the KDIGO guidelines recommend: “calcitriol, 
or vitamin D analogs, or calcimimetics, or a combination of 
calcimimetics and calcitriol or vitamin D analogs to lower 
PTH”. In patients with CKD stage 3-5 not on dialysis, the KDIGO 
guidelines recommend: “in whom serum PTH is progressively 
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rising and remains persistently above the upper limit of normal 
for the assay despite correction of modifiable factors, we suggest 
treatment with calcitriol or vitamin D analogs” [7]. Repletion of 
25-hydroxy vitamin D (25-OH-D3) in patients with advanced CKD 
is still recommend, despite evidence for this being controversial 
[7-10].

The pro-drug alfacalcidol lisa analog of vitamin D, which is 
hydroxylated at position number 1 (Figure 2). Alfacalcidolhas 
the advantage of requiring only hydroxylation at the 25-position 
in the liver and in part locally in other tissues (e.g. bone) to 
become 1,25-hydroxy vitamin D (1,25(OH)2D3). Administration 
of alfacalcidol therefore bypasses the impaired 1α-hydroxylation 
in the diseased kidneys in patients with CKD [11].

Alfacalcidol was produced by LEO Pharma in 1973 as an oral 
formulation, which was convenient, stable and inexpensive [12]. 
Preliminary reports showed a therapeutic effect of alfacalcidol 
already in 1973 in rats and human [12] and the drug became 
available in Denmark in 1974 as the first and only vitamin D 
analog for clinical use. Since then, it has been the most used active 
vitamin D analog in Denmark and in most countries worldwide 
for prophylaxis and treatment of secondary hyperparathyroidism 
(SHPT) and renal osteodystrophy. Alfacalcidolis also approved 
for treatment of renal bone disease, different forms of 
osteomalacia and postmenopausal, glucocorticoid-induced and 
senile osteoporosis in most countries worldwide. 

The present article will focus on new knowledge about the 
pathogenesis of CKD-MBD and clinical use of alfacalcidol in CKD 
stage 3-5 and 5D, and whether newer vitamin D analogs provide 
further advantages in treatment of CKD-MBD compared to 
alfacalcidol.

REVIEW CRITERIA
A search for articles published between 2008 and 2016 

focusing on alfacalcidol was performed in PubMed. The search 

terms used were “alfacalcidol”, “one-alpha” “vitamin D analogs”, 
“PTH”, “FGF23”, “phosphate”, “secondary hyperparathyroidism”, 
“CKD” and “human”, alone and in combination. All articles 
identified were English language, full-text papers. Reference 
lists of identified articles were also searched for further relevant 
papers.

CLINICAL USES OF ALFACALCIDOL
Many different (mainly small) studies demonstrate an effect 

of alfacalcidol on both PTH level, bone and vessels. The effects 
of alfacalcidolas treatment and prophylaxis of SHPT in CKD 
patients on chronic dialysis are well documented [13,14]. Brandi 
et al., demonstrated that it was possible with both intravenous 
and oral administration of alfacalcidolto suppress PTH without 
inducing hypercalcemia, when plasma calcium was closely 
monitored and dose of alfacalcidolcarefully adjusted [13]. 
Gonzalez et al., demonstrated that intravenous administration 
of alfacalcidolsuppressed PTH at all levels of PTH in patients 
on chronic hemodialysis. The effect was greater at mild to 
moderate levels of PTH and therefore, initiation of therapy 
should be in the early stages of the SHPT [15]. Oral alfacalcidol 
also effectively suppressed PTH in children [16]. In 1995, the 
effect of oral alfacalcidol on bone was clearly demonstrated in a 
randomized controlled trial in CKD stage 3-4, by improving bone 
histology and preventing increases in alkaline phosphatases 
(Figure 3) [17]. In 2004, Rix et al., demonstrated that alfacalcidol 
improved Bone Mineral Density (BMD) and decreased PTH, 
osteocalcin and alkaline phosphatases (Figure 4) [18]. Further, 
in kidney transplant recipients, alfacalcidol in combination with 
bisphosphonate produced a superior effect on BMD compared 
the either of the two drugs alone [19]. In another study, Brandi et 
al., demonstrated an increase in BMD in dialysis patients treated 
within travenous alfacalcidol [13].

The main cause of mortality in CKD patients is CVD [20]. 
Therapies with active vitamin D and analogues, independent of 

Figure 1 Pathogenesis of secondary hyperparathyroidism in Chronic Kidney Disease – role of vitamin D.
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Figure 2 The chemical structure of the vitamin D analog alfacalcidol. 
Position 1 is marked with an arrow.

drug type, are associated with reduced mortality in CKD patients 
[21], in particular, those suffering from SHPT. These results, 
based on observational evidence, are supportive of prescribing 
vitamin D therapies to CKD patients, while respecting good 
practice guidelines [21]. In a large cohort of hemodialysis patient 
treatment with vitamin D receptor activators(VDRA), (type 
not further specified), the use of VDRAs was associated with a 
lower risk of incident CVD, but not with death from CVD [22]. As 
the vitamin D receptor (VDR) is expressed on cardiomyocytes, 
direct actions of vitamin D in the heart as a target organ are 
expected and demonstrated [23]. A retrospective study showed 
that oral administration of alfacalcidol for patients with CKD 
stage 3-5,was associated with reduced risk of CVD [24], similar 
to results presented in 2004 [25]. In CKD, low plasma levels 
of 1,25(OH)2D3 increases renal renin production. Activation 
of the renin-angiotensin-aldosterone system, in turn, reduces 
renal expression of klotho. The resulting high FGF-23 levels 
suppress 1-alpha hydroxylase and further lower1,25(OH)2D3 
[26]. In a retrospective study, treatment with alfacalcidol for 
SHPT reduced albuminuria by 16% in patients with CKD stage 
3-5 [27], probably by inhibition of the renin-angiotensin system. 
The combination of olmesartan and alfacalcidol inhibited the 
progression of renal damage in 5/6 nephrectomized rats through 
astrong antihypertensive effect as well as upregulation of klotho 
[28].

Figure 3 In a randomized clinical trial Hamdy et al., demonstrated 
that treatment with alfacalcidol corrects abnormal bone histology 
in mild to moderate renal failure [17]. Data kindly provided by LEO 
Pharma, Denmark.

Figure 4 In a randomized clinical trial Rix et al., demonstrated that 
treatment with alfacalcidol preserved bone mass in the spine and 
femur in mild to moderate renal failure [18]. Data kindly provided by 
LEO Pharma, Denmark.

In a hemodialysis population, treatment with alfacalcidol was 
associated with reduced development of vascular calcification as 
assessed by chest-x-ray [29]. 

Also, an open-label randomized clinical trial of alfacalcidol 
versus to no active vitamin D treatment in dialysis patients 
demonstrated that treatment with alfacalcidol had no effect 
on microvascular endothelial function in diabetic patients, but 
significantly improved central systolic blood pressure with trends 
toward improvement in arterial stiffness and peripheral blood 
pressure [30]. In  another study, intravenous administration 
of alfacalcidol reduced left ventricular mass index, but 
simultaneously left ventricular function became hyperdynamic 
and less effective [31]. In a single-center retrospective 
observational study, pharmacological doses of alfacalcidol were 
associated with accelerated progression of aortic stiffness. This 
study suggests that the vascular safety of active vitamin D may 
need to be specifically addressed in the treatment of CKD [32]. 
Another study of hemodialysis patients, the prescription of 
alfacalcidol was associated with lower pulse wave velocity [33]. 

PLEIOTROPIC EFFECTS OF ALFACALCIDOL
Vitamin D plays a role in the crosstalk between the innate and 

the adaptive immunity. The paracrine response of 1,25(OH)2D3 
seems to have an effect on monocytes and immature dendritic 
cells. The local production of1,25(OH)2D3is assumed to enhance 
a tolerogenic immune response and possess immunosuppressive 
properties[34]. Therefore alfacalcidol could be interesting in 
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treatment of autoimmune diseases. A recent randomized clinical 
trial demonstrated a positive effect of alfacalcidol on multiple 
sclerosis-related fatigue compared to placebo. The kidney 
function was not described [35].

Further, increased insulin sensitivity in CKD and reduced 
need for erythropoietin stimulating agents (ESA)are reported 
with alfacalcidol [34]. Some older studies are also available 
regarding alfacalcidol and effects related to ESA treatment [36], 
immunity [37] and insulin resistance  [38] in CKD. 

ANALOGS
The dose limiting factors regarding active vitamin D 

for treatment of SHPT in CKD are hyperphosphatemia and 
hypercalcemia [1]. In a direct single-dose comparative set-
up, there was no difference in the PTH suppressive effect of 
alfacalcidol and 1,25(OH)2D3 following administration of 4 μg 
of the two drugs, while a smaller effect for alfacalcidol than 
1,25(OH)2D3 was seen following administration of 10 μg. The 
hypercalcemic effect was higher for 1,25(OH)2D3 than alfacalcidol 
[13]. The smaller clinical effect per dose was underlined in another 
more recent study [39]. The main reason for developing new 
vitamin D analogs was initially to produce drugs that suppressed 
PTH sufficiently, but with less development of hypercalcemia 
and hyperphosphatemia. Focus later expanded to all parts of 
the CKD-MBD syndrome such as renal osteodystrophy, vascular 
calcification and also non-classical vitamin D effects, especially 
in oncology and dermatology [40].  Paricalcitol was the first 
analog on the market with a suspected lower calcemic effect than 
1,25(OH)2D3. That drug nearly replaced 1,25(OH)2D3 in USA and 
other parts of the world and has been used intensively for the 
last 10 years [41]. A recent meta-analysis  between  paricalcitol 
and other active non-selective vitamin D receptors (including 
alfacalcidol) concluded that it was not possible to demonstrate 
any superiority of  paricalcitol [42]. In a randomized clinical trial 
set-up between alfacalcidol and 19-nor-D2the two drugs were 
equal for treatment of disturbances in mineral metabolism in 
hemodialysis patients. There was no difference regarding effect 
on PTH or safety profile [43]. Recently clinical data from a new 
vitamin D3 analog, 2 MD (a 19-nor-D3 analog), has been published 
[44,45]. Promising results are demonstrated, but a study including 
a control group treated with another active vitamin D analog is 
needed. An eight-week direct comparison between alfacalcidol 
and falecalcitriol has been performed in 1998. In that study, 
falecalcitriol was superior to alfacalcidol regarding suppression 
of PTH [46]. In a later study directly comparing falecalcitriol 
with calcitriol, no difference was found [47]. Vitamin D analogs 
available for use in CKD are described in Table (1).

DIFFERENT ROUTES OF ADMINISTRATION  
Most active vitamin D analogs are available both as oral 

and intravenous formulation. The intravenous formulation of 
alfacalcidol was developed in the 1980’s. The first intravenous 
formulation of active vitamin D on the market was 1,25(OH)2D3. 
The intension was to enhance the delivery of the drug directly 
to the target, improve the effect and reduce side-effect such 
as hypercalcemia and hyperphosphatemia compared to oral 
administration [48]. To characterize the intravenous formulation 
of alfacalcidol, pharmacokinetic studies were performed. 
The plasma concentration of 1,25(OH)2D3 was higher after 
intravenous than oral administration of alfacalcidol [13,49], but 
not as high as after intravenous administration of 1,25(OH)2D3 
[13]. The long-term effect of intravenous administration of 
alfacalcidol has been intensively investigated. The suppressive 
effect on PTH was marked, with manageable effects on plasma 
calcium and phosphate [13]. The intravenous formulation is only 
useful for the hemodialysis patients, where it is administered at 
the end of each dialysis session. A single study compared daily 
oral alfacalcidol with intermittent intravenous alfacalcidol, 
and found that the effect of intermittent alfacalcidol on PTH 
suppression was faster in all patients and also greater in those 
patients with PTH between 200 and 500 pg/ml compared 
to higher levels [50]. Another group has tested regime with 
intravenous administration 1,2 or 3 times weekly and found no 
difference in the effect on PTH [51].  The dosing regime thereafter 
changed from daily to intermittent. During the recent years, direct 
comparative studies have been performed between intravenous 
and oral administration in patients on chronic hemodialysis of 
both alfacalcidol [13,52,53] and doxercalciferol (1-alpha-(OH)
D2) [54]. The effects on PTH, calcium and phosphate were similar. 
Based on the available pharmacological and clinical data, the 
intravenous formulation is likely to be superior only in a highly 
selected group. 

From the patients perspective, the intravenous formulation 
could have a huge advantage.  Patients with CKD have an 
extremely high pill burden [55] and it is clearly documented that 
the adherence to medication decreases as the number of pills 
increases[55]. Poor compliance will presumably result in worse 
clinical outcomes. In this situation, intravenous administration 
easily overcomes the problem with adherence.  

FUTURE PERSPECTIVES
Since vitamin D was introduced on the therapeutic arena in 

CKD, it has successfully been supplemented with calcimimetics 
for better control of SHPT [56,57]. An intravenous formulation 
of a new calcimimetic drug has been developed and is now FDA 
approved [58,59].  

Renal osteodystrophy is associated with 2- to 14-fold 
increased fracture risk compared to the general population 
[60]. Risk of fractures is also increased in kidney transplant 

Table 1: Native vitamin D and Vitamin D analogs available for clinical use in CKD.

Native vitamin D Non-selective VDRA Non-selective VDRA Selective VDRA Selective VDRA

D2–Ergocalciferol Doxercalciferol
1α(OH)D2

Paricalcitol
19-nor-D2

D3- Cholecalciferol Alphacalcidol
1α(OH)D3

Calcitriol
1,25(OH)2D3

Maxacalcitol
22-oxa-D3
Falecalcitriol
26,27-F6-1,25(OH)2D3

2 MD
(19-nor-D3)
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recipients [61]. Proper screening and management of CKD bone 
complications is critical to improving clinical outcomes. Methods 
to establish the severity of osteoporosis in non-CKD patients are 
analysis of BMD. This method alone has not been of use in CKD 
and new promising methods are being explored. One of these is 
high-resolution peripheral quantitative computed tomography 
(HR-pQCT) [62], an imaging method that provides detailed 
images of bone geometry and microarchitecture. Bisphosphonate 
in combination with active vitamin D (including alfacalcidol) is 
standard treatment of osteoporosis in patients with normal 
kidney function, CKD stages 1-3, and kidney transplant 
recipients [61,63]. Due to the risk of a dynamic bone disease, 
bisphosphonate are not recommended in CKD stage 4-5 [63]. 
Newer anti-osteoporotic medications such as RANKL-ligands are 
currently under investigation.  A recent retrospective study in 
non-CKD patients with osteoporosis demonstrated a significantly 
higher increase in BMD of the femoral neck and distal forearm 
in patients treated by denosumab and alfacalcidol compared 
to denosumab and inactive vitamin D [64]. In prospective non-
randomized study in hemodialysis patients, it was found that 
the combination of denosumab and 1,25(OH)2D3 decreased PTH 
secretion and allowed supraphysiological doses of 1,25(OH)2D3 

[65]. In a “letter to editor”, experience, also in a hemodialysis 
population are published.  An increase in PTH has also been 
described with denosumab in combination with different active 
vitamin D analogs (including alfacalcidol) in hemodialysis 
patients, perhaps in response to calcium lowering by denosumab 
[66]. Further studies are awaited.

The usefulness of biomarkers in clinical studies has been 
unclear and the findings so far remain inconclusive. Biochemical 
markers that might be valuable in evaluation of both vascular 
calcification and bone in CKD are now tested [4-6]. Sclerostin, 
a protein suppressing osteoblast activity and inhibiting bone 
formation, is associated with plasma level of 25-hydroxy 
vitamin Din patient both with normal kidney function and 
CKD. In hemodialysis patients with low PTH levels, sclerostin 
is associated with phosphate and FGF-23. New data is available 
for sclerostin on vascular stiffness [67] and fracture risk [68]. 
The influence of vitamin D treatment on the plasma levels of 
sclerostin is unknown.

CONCLUSION
Alfacalcidol was the first vitamin D analog available for 

treatment of renal osteodystrophy, a pioneer in the arena in the 
1970’s. In the CKD population the indication expanded to include 
treatment of SHPT and post-transplant osteoporosis. Further, 
it has been shown to attenuate both bone and vessel disease. 
More new vitamin D analogs are on the market today. This has 
increased the understanding of CKD-MBD and the role of vitamin 
D in this context. None of these new vitamin D analogs have been 
shown to have different effects than alfacalcidol in randomized 
clinical trials. Based on the available clinical data, alfacalcidol 
can still be prescribed for treatment of SHPT in both early and 
late stages of CKD.Because the drug is old and inexpensive, it is 
affordable to many patients in many countries. Hopefully, in the 
future newer drugs with effects on mortality and cardiovascular 
morbidity in CKD will be available.

REFERENCES
1. Salam SN, Khwaja A, Wilkie ME. Pharmacological Management of 

Secondary Hyperparathyroidism in Patients with Chronic Kidney 
Disease. Drugs. 2016; 76: 841-852.

2. Silver J, Naveh-Many T. FGF-23 and secondary hyperparathyroidism 
in chronic kidney disease. Nat Rev Nephrol. 2013; 9: 641-649.

3. Yamada S, Giachelli CM. Vascular calcification in CKD-MBD: Roles for 
phosphate, FGF23, and Klotho. Bone. 2016. 

4. Vervloet MG, Massy ZA, Brandenburg VM, Mazzaferro S, Cozzolino 
M, Ureña-Torres P, et al. Bone: a new endocrine organ at the heart 
of chronic kidney disease and mineral and bone disorders. Lancet 
Diabetes Endocrinol. 2014; 2: 427-436.

5. Brandenburg VM, D’Haese P, Deck A, Mekahli D, Meijers B, Neven E, et 
al. From skeletal to cardiovascular disease in 12 steps-the evolution 
of sclerostin as a major player in CKD-MBD. Pediatr Nephrol. 2016; 
31: 195-206.

6. Hruska KA, Seifert M, Sugatani T. Pathophysiology of the chronic 
kidney disease-mineral bone disorder. Curr Opin Nephrol Hypertens. 
2015; 24: 303-309.

7.  Kidney Disease: Improving Global Outcomes (KDIGO) CKD-MBD 
Work Group. KDIGO Clinical Practice Guideline for the diagnosis, 
Evaluation, Prevention, and Treatment of Chronic Kidney Disease-
Mineral and Bone Disorder (CKD-MBD). Kidney Int. 2009; 113. 

8. Kramer H, Berns JS, Choi MJ, Martin K, Rocco MV. 25-Hydroxyvitamin 
D testing and supplementation in CKD: an NKF-KDOQI controversies 
report. Am J Kidney Dis. 2014; 64: 499-509.

9. Galassi A, Bellasi A, Auricchio S, Papagni S, Cozzolino M. Which vitamin 
D in CKD-MBD? The time of burning questions. Biomed Res Int. 2013; 
2013: 864012. 

10. Ennis JL, Worcester EM, Coe FL, Sprague SM. Current recommended 
25-hydroxyvitamin D targets for chronic kidney disease management 
may be too low. J Nephrol. 2016; 29: 63-70.

11. Saarem K, Pedersen JI. 25-Hydroxylation of 1 alpha-hydroxyvitamin 
D-3 in rat and human liver. Biochim Biophys Acta. 1985; 840: 117-
126.

12. Holick MF, Semmler EJ, Schnoes HK, DeLuca HF. 1 -Hydroxy derivative 
of vitamin D 3 : a highly potent analog of 1,25-dihydroxyvitamin D 3 . 
Science. 1973; 180: 190-191.

13. Brandi L. 1alpha(OH)D3 One-alpha-hydroxy-cholecalciferol--an 
active vitamin D analog. Clinical studies on prophylaxis and treatment 
of secondary hyperparathy. Dan Med Bull. 2008; 55: 186-210.

14. Vervloet M. Clinical uses of 1-alpha-hydroxycholecalciferol. Curr Vasc 
Pharmacol. 2014; 12: 300-305.

15. González MT, Torregrosa JV, Colomé E, Mendia A, Pavesi M. 
Efficacy of intravenous alfacalcidol in the treatment of secondary 
hyperparathyroidism in patients on hemodialysis. Nephron Clin Pract. 
2008; 108: 141-147.

16. Eke FU, Winterborn MH. Effect of low dose 1 alpha-
hydroxycholecalciferol on glomerular filtration rate in moderate renal 
failure. Arch Dis Child. 1983; 58: 810-813.

17. Hamdy NA, Kanis JA, Beneton MN, Brown CB, Juttmann JR, Jordans JG, 
et al. Effect of alfacalcidol on natural course of renal bone disease in 
mild to moderate renal failure. BMJ. 1995; 310: 358-363.

18. Rix M, Eskildsen P, Olgaard K. Effect of 18 months of treatment with 
alfacalcidol on bone in patients with mild to moderate chronic renal 
failure. Nephrol Dial Transplant. 2004; 19: 870-876. 

http://www.ncbi.nlm.nih.gov/pubmed/27142279
http://www.ncbi.nlm.nih.gov/pubmed/27142279
http://www.ncbi.nlm.nih.gov/pubmed/27142279
http://www.ncbi.nlm.nih.gov/pubmed/23877588
http://www.ncbi.nlm.nih.gov/pubmed/23877588
http://www.ncbi.nlm.nih.gov/pubmed/27847254
http://www.ncbi.nlm.nih.gov/pubmed/27847254
http://www.ncbi.nlm.nih.gov/pubmed/24795256
http://www.ncbi.nlm.nih.gov/pubmed/24795256
http://www.ncbi.nlm.nih.gov/pubmed/24795256
http://www.ncbi.nlm.nih.gov/pubmed/24795256
http://www.ncbi.nlm.nih.gov/pubmed/25735207
http://www.ncbi.nlm.nih.gov/pubmed/25735207
http://www.ncbi.nlm.nih.gov/pubmed/25735207
http://www.ncbi.nlm.nih.gov/pubmed/25735207
http://www.ncbi.nlm.nih.gov/pubmed/26050115
http://www.ncbi.nlm.nih.gov/pubmed/26050115
http://www.ncbi.nlm.nih.gov/pubmed/26050115
http://www.kdigo.org/pdf/KDIGO CKD-MBD GL KI Suppl 113.pdf
http://www.kdigo.org/pdf/KDIGO CKD-MBD GL KI Suppl 113.pdf
http://www.kdigo.org/pdf/KDIGO CKD-MBD GL KI Suppl 113.pdf
http://www.kdigo.org/pdf/KDIGO CKD-MBD GL KI Suppl 113.pdf
http://www.ncbi.nlm.nih.gov/pubmed/25082101
http://www.ncbi.nlm.nih.gov/pubmed/25082101
http://www.ncbi.nlm.nih.gov/pubmed/25082101
http://www.ncbi.nlm.nih.gov/pubmed/23991423
http://www.ncbi.nlm.nih.gov/pubmed/23991423
http://www.ncbi.nlm.nih.gov/pubmed/23991423
http://www.ncbi.nlm.nih.gov/pubmed/25736620
http://www.ncbi.nlm.nih.gov/pubmed/25736620
http://www.ncbi.nlm.nih.gov/pubmed/25736620
http://www.ncbi.nlm.nih.gov/pubmed/3995079
http://www.ncbi.nlm.nih.gov/pubmed/3995079
http://www.ncbi.nlm.nih.gov/pubmed/3995079
http://www.ncbi.nlm.nih.gov/pubmed/4348463
http://www.ncbi.nlm.nih.gov/pubmed/4348463
http://www.ncbi.nlm.nih.gov/pubmed/4348463
http://www.ncbi.nlm.nih.gov/pubmed/19232159
http://www.ncbi.nlm.nih.gov/pubmed/19232159
http://www.ncbi.nlm.nih.gov/pubmed/19232159
http://www.ncbi.nlm.nih.gov/pubmed/23713871
http://www.ncbi.nlm.nih.gov/pubmed/23713871
http://www.ncbi.nlm.nih.gov/pubmed/18259100
http://www.ncbi.nlm.nih.gov/pubmed/18259100
http://www.ncbi.nlm.nih.gov/pubmed/18259100
http://www.ncbi.nlm.nih.gov/pubmed/18259100
http://www.ncbi.nlm.nih.gov/pubmed/6357106
http://www.ncbi.nlm.nih.gov/pubmed/6357106
http://www.ncbi.nlm.nih.gov/pubmed/6357106
http://www.ncbi.nlm.nih.gov/pubmed/7677827
http://www.ncbi.nlm.nih.gov/pubmed/7677827
http://www.ncbi.nlm.nih.gov/pubmed/7677827
https://www.ncbi.nlm.nih.gov/pubmed/15031343
https://www.ncbi.nlm.nih.gov/pubmed/15031343
https://www.ncbi.nlm.nih.gov/pubmed/15031343


Central
Bringing Excellence in Open Access





Brandi (2017)
Email:  

J Clin Nephrol Res 4(2): 1061 (2017) 6/7

19. Trabulus S, Altiparmak MR, Apaydin S, Serdengecti K, Sariyar M. 
Treatment of renal transplant recipients with low bone mineral 
density: a randomized prospective trial of alendronate, alfacalcidol, 
and alendronate combined with alfacalcidol. Transplant Proc. 2008; 
40: 160-166. 

20. Webster AC, Nagler E V, Morton RL, Masson P. Chronic Kidney Disease. 
Lancet. 2016. 

21. Duranton F, Rodriguez-Ortiz ME, Duny Y, Rodriguez M, Daurès JP, 
Argilés A. Vitamin D treatment and mortality in chronic kidney 
disease: a systematic review and meta-analysis. Am J Nephrol. 2013; 
37: 239-248.

22. Shoji T, Marubayashi S, Shigematsu T, Iseki K, Tsubakihara Y, 
Committee of Renal Data Registry; Japanese Society for Dialysis 
Therapy. Use of vitamin D receptor activator, incident cardiovascular 
disease and death in a cohort of hemodialysis patients. Ther Apher 
Dial. 2015; 19: 235-244.

23. Brandenburg VM, Vervloet MG, Marx N. The role of vitamin D in 
cardiovascular disease: from present evidence to future perspectives. 
Atherosclerosis. 2012; 225: 253-263.

24. Sugiura S, Inaguma D, Kitagawa A, Murata M, Kamimura Y, Sendo S, et 
al. Administration of alfacalcidol for patients with predialysis chronic 
kidney disease may reduce cardiovascular disease events. Clin Exp 
Nephrol. 2010; 14: 43-50. 

25. Shoji T, Shinohara K, Kimoto E, Emoto M, Tahara H, Koyama H, et 
al. Lower risk for cardiovascular mortality in oral 1alpha-hydroxy 
vitamin D3 users in a haemodialysis population. Nephrol Dial 
Transplant. 2004; 19: 179-184.

26. de Borst MH, Vervloet MG, ter Wee PM, Navis G. Cross talk between the 
renin-angiotensin-aldosterone system and vitamin D-FGF-23-klotho 
in chronic kidney disease. J Am Soc Nephrol. 2011; 22: 1603-1609.

27. Jørgensen HS, Winther S, Povlsen JV, Ivarsen P. Effect of vitamin-D 
analogue on albuminuria in patients with non-dialysed chronic kidney 
disease stage 4-5: a retrospective single center study. BMC Nephrol. 
2012; 13: 102. 

28. Fukui T, Munemura C, Maeta S, Ishida C, Murawaki Y. The Effects of 
Olmesartan and Alfacalcidol on Renoprotection and klotho Gene 
Expression in 5/6 Nephrectomized Spontaneously Hypertensive Rats. 
Yonago Acta Med. 2011; 54: 49-58.

29. Ogawa T, Ishida H, Akamatsu M, Matsuda N, Fujiu A, Ito K, et al. 
Relation of oral 1alpha-hydroxy vitamin D3 to the progression of 
aortic arch calcification in hemodialysis patients. Heart Vessels. 2010; 
25: 1-6.

30. Munisamy S, Daud KM, Mokhtar SS, Rasool AHG. Effects of 1a-Calcidol 
(Alfacalcidol) on Microvascular Endothelial Function, Arterial 
Stiffness, and Blood Pressure in Type II Diabetic Nephropathy 
Patients. Microcirculation 2016; 23: 53-61. 

31. Ivarsen P, Povlsen JV, Christensen KL. Effect of alfacalcidol on cardiac 
function in patients with chronic kidney disease stage 4 and secondary 
hyperparathyroidism: a pilot study. Scand J Urol Nephrol. 2012; 46: 
381-388. 

32. Fortier C, Mac-Way F, De Serres SA, Marquis K, Douville P, Desmeules 
S, et al. Active vitamin D and accelerated progression of aortic stiffness 
in hemodialysis patients: a longitudinal observational study. Am J 
Hypertens. 2014; 27: 1346-1354. 

33. Charitaki E, Davenport A. Aortic pulse wave velocity in haemodialysis 
patients is associated with the prescription of active vitamin D 
analogues. J Nephrol. 2014; 27: 431-437.

34. Liu WC, Wu CC, Hung YM, Liao MT, Shyu JF, Lin YF, et al. Pleiotropic 

effects of vitamin D in chronic kidney disease. Clin Chim Acta. 2016; 
453: 1-12.

35. Achiron A, Givon U, Magalashvili D, Dolev M, Liraz Zaltzman S, Kalron 
A, et al. Effect of Alfacalcidol on multiple sclerosis-related fatigue: 
A randomized, double-blind placebo-controlled study. Mult Scler J. 
2015; 21: 767-775. 

36. Albitar S, Genin R, Fen-Chong M, Serveaux MO, Schohn D, Chuet C. 
High-dose alfacalcidol improves anaemia in patients on haemodialysis. 
Nephrol Dial Transplant. 1997; 12: 514-518.

37. Tabata T, Suzuki R, Kikunami K, Matsushita Y, Inoue T, Inoue T, et al. 
The effect of 1 alpha-hydroxyvitamin D3 on cell-mediated immunity 
in hemodialyzed patients. J Clin Endocrinol Metab. 1986; 63: 1218-
1221.

38. Günal AI, Celiker H, Celebi H, Ustündağ B, Günal SY. Intravenous 
alfacalcidol improves insulin resistance in hemodialysis patients. Clin 
Nephrol. 1997; 48: 109-113.

39. Kiattisunthorn K, Wutyam K, Indranoi A, Vasuvattakul S. Randomized 
trial comparing pulse calcitriol and alfacalcidol for the treatment 
of secondary hyperparathyroidism in haemodialysis patients. 
Nephrology (Carlton). 2011; 16: 277-284. 

40. Leyssens C, Verlinden L, Verstuyf A. The future of vitamin D analogs. 
Front Physiol. 2014; 5: 122. 

41. Beaubrun AC, Brookhart MA, Sleath B, Wang L, Kshirsagar AV. Trends 
and variations in intravenous vitamin D use among hemodialysis 
patients in the United States. Ren Fail. 2013; 35: 1-8.

42. Cai P, Tang X, Qin W, Ji L, Li Z. Comparison between paricalcitol and 
active non-selective vitamin D receptor activator for secondary 
hyperparathyroidism in chronic kidney disease: a systematic review 
and meta-analysis of randomized controlled trials. Int Urol Nephrol 
2016; 48: 571-584.

43. Hansen D. A randomised clinical study of alfacalcidol and paricalcitol. 
Dan Med J. 2012; 59: B4400.

44. Pandey R, Zella J, Clagett-Dame M, Plum LA, DeLuca HF, Coyne DW. 
Use of 2MD, a Novel Oral Calcitriol Analog, in Hemodialysis Patients 
with Secondary Hyperparathyroidism. Am J Nephrol. 2016; 43: 213-
220.

45. Thadhani R, Zella JB, Knutson DC, Blaser WJ, Plum LA, Clagett-Dame M, 
et al. 2MD (DP001), a Single Agent in the Management of Hemodialysis 
Patients: A Randomized Trial. Am J Nephrol. 2017; 45: 40-48.

46. Akiba T, Marumo F, Owada A, Kurihara S, Inoue A, Chida Y, et al. 
Controlled trial of falecalcitriol versus alfacalcidol in suppression 
of parathyroid hormone in hemodialysis patients with secondary 
hyperparathyroidism. Am J Kidney Dis. 1998; 32: 238-246. 

47. Ito H, Ogata H, Yamamoto M, Takahashi K, Shishido K, Takahashi 
J, et al. Comparison of oral falecalcitriol and intravenous calcitriol 
in hemodialysis patients with secondary hyperparathyroidism: a 
randomized, crossover trial. Clin Nephrol 2009; 71: 660-668.

48. Slatopolsky E, Weerts C, Thielan J, Horst R, Harter H, Martin KJ. Marked 
suppression of secondary hyperparathyroidism by intravenous 
administration of 1,25-dihydroxy-cholecalciferol in uremic patients. 
J Clin Invest. 1984; 74: 2136-2143. 

49. Joffe P, Cintin C, Ladefoged SD, Rasmussen SN. Pharmacokinetics of 
1 alpha-hydroxycholecalciferol after intraperitoneal, intravenous 
and oral administration in patients undergoing peritoneal dia. Clin 
Nephrol. 1994; 41: 364-369.

50. Gu Y, Ding F, Chen N, Mei C, Qian J, Wang X, et al. Comparisons between 
oral pulse alfacalcidol therapy and daily therapy in maintenance 
hemodialysis patients with secondary hyperparathyroidism: a 

https://www.ncbi.nlm.nih.gov/pubmed/18261575
https://www.ncbi.nlm.nih.gov/pubmed/18261575
https://www.ncbi.nlm.nih.gov/pubmed/18261575
https://www.ncbi.nlm.nih.gov/pubmed/18261575
https://www.ncbi.nlm.nih.gov/pubmed/18261575
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(16)32064-5/abstract
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(16)32064-5/abstract
http://www.ncbi.nlm.nih.gov/pubmed/23467111
http://www.ncbi.nlm.nih.gov/pubmed/23467111
http://www.ncbi.nlm.nih.gov/pubmed/23467111
http://www.ncbi.nlm.nih.gov/pubmed/23467111
http://www.ncbi.nlm.nih.gov/pubmed/25530222
http://www.ncbi.nlm.nih.gov/pubmed/25530222
http://www.ncbi.nlm.nih.gov/pubmed/25530222
http://www.ncbi.nlm.nih.gov/pubmed/25530222
http://www.ncbi.nlm.nih.gov/pubmed/25530222
http://www.ncbi.nlm.nih.gov/pubmed/22921424
http://www.ncbi.nlm.nih.gov/pubmed/22921424
http://www.ncbi.nlm.nih.gov/pubmed/22921424
https://www.ncbi.nlm.nih.gov/pubmed/19882205
https://www.ncbi.nlm.nih.gov/pubmed/19882205
https://www.ncbi.nlm.nih.gov/pubmed/19882205
https://www.ncbi.nlm.nih.gov/pubmed/19882205
http://www.ncbi.nlm.nih.gov/pubmed/14671054
http://www.ncbi.nlm.nih.gov/pubmed/14671054
http://www.ncbi.nlm.nih.gov/pubmed/14671054
http://www.ncbi.nlm.nih.gov/pubmed/14671054
http://www.ncbi.nlm.nih.gov/pubmed/21852584
http://www.ncbi.nlm.nih.gov/pubmed/21852584
http://www.ncbi.nlm.nih.gov/pubmed/21852584
http://www.ncbi.nlm.nih.gov/pubmed/22958603
http://www.ncbi.nlm.nih.gov/pubmed/22958603
http://www.ncbi.nlm.nih.gov/pubmed/22958603
http://www.ncbi.nlm.nih.gov/pubmed/22958603
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3763788/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3763788/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3763788/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3763788/
http://www.ncbi.nlm.nih.gov/pubmed/20091391
http://www.ncbi.nlm.nih.gov/pubmed/20091391
http://www.ncbi.nlm.nih.gov/pubmed/20091391
http://www.ncbi.nlm.nih.gov/pubmed/20091391
https://www.ncbi.nlm.nih.gov/pubmed/26749451
https://www.ncbi.nlm.nih.gov/pubmed/26749451
https://www.ncbi.nlm.nih.gov/pubmed/26749451
https://www.ncbi.nlm.nih.gov/pubmed/26749451
https://www.ncbi.nlm.nih.gov/pubmed/22724916
https://www.ncbi.nlm.nih.gov/pubmed/22724916
https://www.ncbi.nlm.nih.gov/pubmed/22724916
https://www.ncbi.nlm.nih.gov/pubmed/22724916
https://www.ncbi.nlm.nih.gov/pubmed/24695980
https://www.ncbi.nlm.nih.gov/pubmed/24695980
https://www.ncbi.nlm.nih.gov/pubmed/24695980
https://www.ncbi.nlm.nih.gov/pubmed/24695980
http://www.ncbi.nlm.nih.gov/pubmed/24473732
http://www.ncbi.nlm.nih.gov/pubmed/24473732
http://www.ncbi.nlm.nih.gov/pubmed/24473732
http://www.ncbi.nlm.nih.gov/pubmed/26656443
http://www.ncbi.nlm.nih.gov/pubmed/26656443
http://www.ncbi.nlm.nih.gov/pubmed/26656443
https://www.ncbi.nlm.nih.gov/pubmed/25344375
https://www.ncbi.nlm.nih.gov/pubmed/25344375
https://www.ncbi.nlm.nih.gov/pubmed/25344375
https://www.ncbi.nlm.nih.gov/pubmed/25344375
http://www.ncbi.nlm.nih.gov/pubmed/9075133
http://www.ncbi.nlm.nih.gov/pubmed/9075133
http://www.ncbi.nlm.nih.gov/pubmed/9075133
http://www.ncbi.nlm.nih.gov/pubmed/3489729
http://www.ncbi.nlm.nih.gov/pubmed/3489729
http://www.ncbi.nlm.nih.gov/pubmed/3489729
http://www.ncbi.nlm.nih.gov/pubmed/3489729
http://www.ncbi.nlm.nih.gov/pubmed/9285148
http://www.ncbi.nlm.nih.gov/pubmed/9285148
http://www.ncbi.nlm.nih.gov/pubmed/9285148
https://www.ncbi.nlm.nih.gov/pubmed/21342321
https://www.ncbi.nlm.nih.gov/pubmed/21342321
https://www.ncbi.nlm.nih.gov/pubmed/21342321
https://www.ncbi.nlm.nih.gov/pubmed/21342321
http://www.ncbi.nlm.nih.gov/pubmed/24772087
http://www.ncbi.nlm.nih.gov/pubmed/24772087
http://www.ncbi.nlm.nih.gov/pubmed/23088380
http://www.ncbi.nlm.nih.gov/pubmed/23088380
http://www.ncbi.nlm.nih.gov/pubmed/23088380
https://www.ncbi.nlm.nih.gov/pubmed/26748501
https://www.ncbi.nlm.nih.gov/pubmed/26748501
https://www.ncbi.nlm.nih.gov/pubmed/26748501
https://www.ncbi.nlm.nih.gov/pubmed/26748501
https://www.ncbi.nlm.nih.gov/pubmed/26748501
http://www.ncbi.nlm.nih.gov/pubmed/22293059
http://www.ncbi.nlm.nih.gov/pubmed/22293059
http://www.ncbi.nlm.nih.gov/pubmed/27096733
http://www.ncbi.nlm.nih.gov/pubmed/27096733
http://www.ncbi.nlm.nih.gov/pubmed/27096733
http://www.ncbi.nlm.nih.gov/pubmed/27096733
http://www.ncbi.nlm.nih.gov/pubmed/27880946
http://www.ncbi.nlm.nih.gov/pubmed/27880946
http://www.ncbi.nlm.nih.gov/pubmed/27880946
http://www.ajkd.org/article/S0272-6386(98)00205-4/abstract
http://www.ajkd.org/article/S0272-6386(98)00205-4/abstract
http://www.ajkd.org/article/S0272-6386(98)00205-4/abstract
http://www.ajkd.org/article/S0272-6386(98)00205-4/abstract
https://www.ncbi.nlm.nih.gov/pubmed/19473635
https://www.ncbi.nlm.nih.gov/pubmed/19473635
https://www.ncbi.nlm.nih.gov/pubmed/19473635
https://www.ncbi.nlm.nih.gov/pubmed/19473635
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC425405/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC425405/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC425405/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC425405/
http://www.ncbi.nlm.nih.gov/pubmed/8076440
http://www.ncbi.nlm.nih.gov/pubmed/8076440
http://www.ncbi.nlm.nih.gov/pubmed/8076440
http://www.ncbi.nlm.nih.gov/pubmed/8076440
https://www.ncbi.nlm.nih.gov/pubmed/15807187
https://www.ncbi.nlm.nih.gov/pubmed/15807187
https://www.ncbi.nlm.nih.gov/pubmed/15807187


Central
Bringing Excellence in Open Access





Brandi (2017)
Email:  

J Clin Nephrol Res 4(2): 1061 (2017) 7/7

Brandi L (2017) Alfacalcidol in CKD-MBD - A Fresh Look. J Clin Nephrol Res 4(2): 1061.

Cite this article

randomized, controlled, and multicenter study. Ren Fail 2005; 27: 
205-212.

51. Alghareeb A, Sabry A, Bawadekji H, Alsaran K. Intravenous alfacalcidol 
once versus twice or thrice weekly in hemodialysis patients. Ther 
Apher Dial. 2013; 17: 30-34.

52. Mitwalli AH, Alam AA. Intermittent oral versus intravenous alfacalcidol 
in dialysis patients. Saudi J Kidney Dis Transpl. 2000; 11: 174-180.

53. Lessard M, Ouimet D, Leblanc M, Nadeau-Fredette AC, Bell R, Lafrance 
JP, et al. Comparison of oral and intravenous alfacalcidol in chronic 
hemodialysis patients. BMC Nephrol. 2014; 15: 27. 

54. Maung HM, Elangovan L, Frazão JM, Bower JD, Kelley BJ, Acchiardo 
SR, et al. Efficacy and side effects of intermittent intravenous and oral 
doxercalciferol (1alpha-hydroxyvitamin D(2)) in dialysis patients 
with secondary hyp. Am J Kidney Dis. 2001; 37: 532-543.

55. Parker K, Nikam M, Jayanti A, Mitra S. Medication burden in CKD-5D: 
impact of dialysis modality and setting. Clin Kidney J. 2014; 7: 557-
561.

56. Raggi P, Chertow GM, Torres PU, Csiky B, Naso A, Nossuli K, et al. 
The ADVANCE study: A randomized study to evaluate the effects of 
cinacalcet plus low-dose vitamin D on vascular calcification in patients 
on hemodialysis. Nephrol Dial Transplant. 2011; 26: 1327-1339. 

57. EVOLVE Trial Investigators, Chertow GM, Block GA, Correa-Rotter 
R, Drüeke TB, Floege J, et al. Effect of Cinacalcet on Cardiovascular 
Disease in Patients Undergoing Dialysis. N Engl J Med. 2012; 367: 
2482-2494. 

58. Bell G, Huang S, Martin KJ, Block GA. A randomized, double-blind, 
phase 2 study evaluating the safety and efficacy of AMG 416 for 
the treatment of secondary hyperparathyroidism in hemodialysis 
patients. Curr Med Res Opin. 2015; 31: 943-952. 

59. Block GA, Bushinsky DA, Cheng S, Cunningham J, Dehmel B, Drueke 
TB, et al. Effect of Etelcalcetide vs Cinacalcet on Serum Parathyroid 

Hormone in Patients Receiving Hemodialysis with Secondary 
Hyperparathyroidism. JAMA. 2017; 317: 156. 

60. Hansen D, Olesen JB, Gislason GH, Abrahamsen B, Hommel K. Risk of 
fracture in adults on renal replacement therapy: a Danish national 
cohort study. Nephrol Dial Transplant. 2016; 31: 1654-1662.

61. Dounousi E, Leivaditis K, Eleftheriadis T, Liakopoulos V. Osteoporosis 
after renal transplantation. Int Urol Nephrol. 2015; 47: 503-511.

62. Jamal SA, Nickolas TL. Bone imaging and fracture risk assessment in 
kidney disease. Curr Osteoporos Rep. 2015; 13: 166-172.

63. Ott SM. Pharmacology of Bisphosphonates in Patients with Chronic 
Kidney Disease. Semin Dial. 2015; 28: 363-369.

64. Ebina K, Kashii M, Hirao M, Hashimoto J, Noguchi T, Koizumi K, et al. 
Comparison of the effects of denosumab between a native vitamin D 
combination and an active vitamin D combination in patients with 
postmenopausal osteoporosis. J Bone Miner Metab. 2016. 

65. Chen CL, Chen NC, Liang HL, Hsu CY, Chou KJ, Fang HC, et al. Effects of 
Denosumab and Calcitriol on Severe Secondary Hyperparathyroidism 
in Dialysis Patients With Low Bone Mass. J Clin Endocrinol Metab. 
2015; 100: 2784-2792.

66. Hiramatsu R, Ubara Y, Sawa N, Hoshino J, Hasegawa E, Kawada 
M, et al. Denosumab for low bone mass in hemodialysis patients: a 
noncontrolled trial. Am J Kidney Dis. 2015; 66: 175-177.

67. Jin S, Zhu M, Yan J, Fang Y, Lu R, Zhang W, et al. Serum sclerostin level 
might be a potential biomarker for arterial stiffness in prevalent 
hemodialysis patients. Biomark Med 2016; 10: 689-699. 

68. Atteritano M, Di Mauro E, Canale V, Bruzzese AM, Ricciardi CA, Cernaro 
V, et al. Higher serum sclerostin levels and insufficiency of vitamin 
D are strongly associated with vertebral fractures in hemodialysis 
patients: a case control study. Osteoporos Int. 2016. 

https://www.ncbi.nlm.nih.gov/pubmed/15807187
https://www.ncbi.nlm.nih.gov/pubmed/15807187
http://www.ncbi.nlm.nih.gov/pubmed/23379490
http://www.ncbi.nlm.nih.gov/pubmed/23379490
http://www.ncbi.nlm.nih.gov/pubmed/23379490
http://www.ncbi.nlm.nih.gov/pubmed/18209310
http://www.ncbi.nlm.nih.gov/pubmed/18209310
http://www.ncbi.nlm.nih.gov/pubmed/24495277
http://www.ncbi.nlm.nih.gov/pubmed/24495277
http://www.ncbi.nlm.nih.gov/pubmed/24495277
http://www.ncbi.nlm.nih.gov/pubmed/11228177
http://www.ncbi.nlm.nih.gov/pubmed/11228177
http://www.ncbi.nlm.nih.gov/pubmed/11228177
http://www.ncbi.nlm.nih.gov/pubmed/11228177
http://www.ncbi.nlm.nih.gov/pubmed/25859372
http://www.ncbi.nlm.nih.gov/pubmed/25859372
http://www.ncbi.nlm.nih.gov/pubmed/25859372
https://www.ncbi.nlm.nih.gov/pubmed/21148030
https://www.ncbi.nlm.nih.gov/pubmed/21148030
https://www.ncbi.nlm.nih.gov/pubmed/21148030
https://www.ncbi.nlm.nih.gov/pubmed/21148030
http://www.nejm.org/doi/full/10.1056/NEJMoa1205624#t=article
http://www.nejm.org/doi/full/10.1056/NEJMoa1205624#t=article
http://www.nejm.org/doi/full/10.1056/NEJMoa1205624#t=article
http://www.nejm.org/doi/full/10.1056/NEJMoa1205624#t=article
https://www.ncbi.nlm.nih.gov/pubmed/25786369
https://www.ncbi.nlm.nih.gov/pubmed/25786369
https://www.ncbi.nlm.nih.gov/pubmed/25786369
https://www.ncbi.nlm.nih.gov/pubmed/25786369
https://www.ncbi.nlm.nih.gov/pubmed/28097356
https://www.ncbi.nlm.nih.gov/pubmed/28097356
https://www.ncbi.nlm.nih.gov/pubmed/28097356
https://www.ncbi.nlm.nih.gov/pubmed/28097356
http://www.ncbi.nlm.nih.gov/pubmed/27190324
http://www.ncbi.nlm.nih.gov/pubmed/27190324
http://www.ncbi.nlm.nih.gov/pubmed/27190324
http://www.ncbi.nlm.nih.gov/pubmed/25384432
http://www.ncbi.nlm.nih.gov/pubmed/25384432
http://www.ncbi.nlm.nih.gov/pubmed/25744703
http://www.ncbi.nlm.nih.gov/pubmed/25744703
http://www.ncbi.nlm.nih.gov/pubmed/25940768
http://www.ncbi.nlm.nih.gov/pubmed/25940768
https://www.ncbi.nlm.nih.gov/labs/articles/27830384/
https://www.ncbi.nlm.nih.gov/labs/articles/27830384/
https://www.ncbi.nlm.nih.gov/labs/articles/27830384/
https://www.ncbi.nlm.nih.gov/labs/articles/27830384/
http://www.ncbi.nlm.nih.gov/pubmed/25955225
http://www.ncbi.nlm.nih.gov/pubmed/25955225
http://www.ncbi.nlm.nih.gov/pubmed/25955225
http://www.ncbi.nlm.nih.gov/pubmed/25955225
http://www.ncbi.nlm.nih.gov/pubmed/25979349
http://www.ncbi.nlm.nih.gov/pubmed/25979349
http://www.ncbi.nlm.nih.gov/pubmed/25979349
https://www.ncbi.nlm.nih.gov/pubmed/27347702
https://www.ncbi.nlm.nih.gov/pubmed/27347702
https://www.ncbi.nlm.nih.gov/pubmed/27347702
https://www.ncbi.nlm.nih.gov/labs/articles/27682249/
https://www.ncbi.nlm.nih.gov/labs/articles/27682249/
https://www.ncbi.nlm.nih.gov/labs/articles/27682249/
https://www.ncbi.nlm.nih.gov/labs/articles/27682249/

	Alfacalcidol in CKD-MBD - A Fresh Look
	Abstract
	Abbreviations 
	Introduction
	Review Criteria 
	Clinical Uses of Alfacalcidol 
	Pleiotropic Effects of Alfacalcidol 
	Analogs
	Different Routes of Administration   
	Future Perspectives 
	Conclusion
	References
	Figure 1
	Figure 2
	Figure 3
	Figure 4
	Table 1

