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Background. The fracture pathophysiology associated with type 2 diabetes and chronic kidney disease (CKD) is incompletely
understood. We examined individual fracture predictors and prediction sets based on different pathophysiological hypotheses,
testing whether any of the sets improved prediction beyond that based on traditional osteoporotic risk factors. Methods.
Within the CREDENCE cohort with adjudicated fracture outcomes, we assessed the association of individual factors with
fracture using Cox regression models. We used the Akaike information criteria (AIC) and Schwartz Bayes Criterion (SBC) to
assess six separate variable sets based on hypothesized associations with fracture, namely, traditional osteoporosis, exploratory
general population findings, cardiovascular risk, CKD-mineral and bone disorder, diabetic osteodystrophy, and an all-inclusive
set containing all variables. Results. Fracture occurred in 135 (3.1%) participants over a median 2.35 [1.88–2.93] years.
Independent fracture predictors were older age (hazard ratio [HR] 1.04, confidence interval [CI] 1.01–1.06), female sex (HR
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2.49, CI 1.70–3.65), previous fracture (HR 2.30, CI 1.58–3.34), Asian race (HR 1.74, CI 1.09–2.78), vitamin D therapy requirement
(HR 2.05, CI 1.31–3.21), HbA1c (HR 1.14, CI 1.00–1.32), prior cardiovascular event (HR 1.60, CI 1.10–2.33), and serum albumin
(HR 0.41, CI 0.23–0.74) (lower albumin associated with greater risk). The goodness of fit of the various hypothesis sets was similar
(AIC range 1870.92–1849.51, SBC range 1875.60–1948.04). Conclusion. Independent predictors of fracture were identified in the
CREDENCE participants with type 2 diabetes and CKD. Fracture prediction was not improved by models built on alternative
pathophysiology hypotheses compared with traditional osteoporosis predictors.

1. Introduction

Minimal trauma fractures are a global health issue, with an
annual toll of 9 million fractures, 740,000 associated-deaths,
and accounting for a loss of 1.75 million disability-adjusted
life-years [1]. The concept of osteoporosis, a systemic skeletal
syndrome incorporating low bone mass, microarchitectural
distortion of bone tissue, and increased susceptibility to frac-
ture, encapsulates the understanding of pathophysiological
factors leading to minimal trauma fractures in the general
population [1–4]. Established risk factors for minimal trauma
fracture in the general population include female sex,
advanced age, some classes of medication, and a previous his-
tory of fracture [3–5]. Other more exploratory clinical associ-
ations include alterations in circulating biomarkers, including
surrogate markers of frailty and compromised nutrition
reflected by a low serum albumin concentration [6].

Fracture rates in people with chronic kidney disease
(CKD) or type 2 diabetes mellitus are up to fourfold higher
compared with the general population [7–10]. The higher
rates are consistent with hypotheses that the pathophysiol-
ogy of poor bone quality and disrupted bone architecture
is distinct in CKD and type 2 diabetes as this patient group
has a further elevated risk compared to the general popula-
tion [9, 11–14]. The concept of chronic kidney disease–min-
eral and bone disorder (CKD-MBD) incorporates the
diverse pathologies associated with CKD, including markers
of impaired bone mineralisation and altered states of bone
turnover [14]. There is, however, a wide spectrum in both
alterations of bone microarchitecture and biochemical
abnormalities observed in patients with CKD-MBD resulting
in inherent difficulties in fracture risk prediction [15]. Con-
cepts of a diabetic osteodystrophy are not as well formulated
as for CKD-MBD although recent interest has focussed on a
potential direct role of microvascular disease on bone health
[16]. In this hypothesis, alterations to bone microarchitecture
occur in people with diabetes via a plausible mechanism of
compromised vasculature, as also occurs with established
mechanisms of diabetic macrovascular disease. Markers of
macrovascular risk may also signify increased risk for micro-
vascular disease although the association of thesemarkers with
fracture has not been examined in large cohorts.

Microvascular disease could conceivably contribute to
poor bone health in CKD as well as diabetes. Like type 2 dia-
betes, CKD is also associated with vascular complications,
with rates of cardiovascular complications increasing
roughly 2.5-fold for every halving of estimated glomerular
filtration rate (eGFR) [17]. The vascular associations of
CKD are better described for macrovascular disease than
microvascular disease, but a potential microvascular patho-
logical process within bone is plausible [18]. Derangement

in metabolic parameters of mineral metabolism associated
with CKD may pose a risk of vessel calcification as well as
for poor bone mineralisation [14, 19].

SGLT-2 inhibitors are a novel class of medication that
induce glycosuria by blocking glucose resorption in the prox-
imal tubule, subsequently inducing changes to parameters of
bone mineral metabolism such as phosphate clearance, fibro-
blast growth factor 23 (FGF23), and parathyroid hormone
levels [20, 21]. A previous study in older patients with diabetes
has demonstrated that canagliflozin was associated with a
small but statistically decrease in total hip bone mineral den-
sity, over a 104-week period [22]. Despite this recognised dis-
turbance to clinical parameters, 2 previous meta-analyses have
not found an overall increased risk for this class of medication
and the occurrence of fracture [23, 24]. There was an associa-
tion in one of the two trials in the CANVAS program that also
utilised canagliflozin, although there was significant heteroge-
neity in the effects on fracture (p = 0:005) between CANVAS
(n = 4330: HR 1.55 [95% CI 1.21, 1.97]) and CANVAS-R
(n = 5812: HR 0.86 [95% CI 0.62, 1.19]), and the reasons for
the association in the CANVAS trial were not clear, possibly
representing a chance finding [25, 26].

The CREDENCE trial assessed the impact of a sodium-
glucose cotransporter-2 (SGLT2) inhibitor, canagliflozin,
on cardiovascular and kidney outcomes in participants with
known CKD and type 2 diabetes. In this trial, canagliflozin
treatment was not associated with an increased risk of frac-
ture (hazard ratio [HR] 0.98, confidence intervals [CI]
0.70-1.37) [27]. The CREDENCE participants represent a
large cohort with both established type 2 diabetes and
CKD with comprehensive follow-up. Fractures were a pre-
specified, reportable, and adjudicated event in the CRE-
DENCE trial, making this cohort ideal for examining the
relative association of markers of poor bone health.

Traditional risk factors for fracture in the general popu-
lation may not apply to this patient group, and so we sought
indirect evidence on whether other processes might be
linked to fracture risk. In this post hoc analysis, we sought
to explore the aetiology of fracture pathophysiology in peo-
ple with type 2 diabetes and CKD. We aimed to test whether
grouping risk factors according to aetiological hypothesis
sets might improve the ability to predict fracture in this
cohort: the aetiological hypothesis sets tested were composed
of specific factors associated with the disease-specific pro-
cesses of diabetes, CKD-MBD or vascular disease, or explor-
atory factors observed in the general population.

2. Material and Methods

2.1. Study Overview and Design. The CREDENCE trial was a
multicentre, randomised, double-blinded controlled trial
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designed to assess the safety and efficacy of canagliflozin in
participants with type 2 diabetes and known CKD (Clinical-
Trials.gov NCT02065791) [27].

2.2. Study Population. A total of 4401 individuals underwent
randomisation at 690 sites in 34 countries between March
2014 and May 2017. The trial recruited participants with
established type 2 diabetes of age greater than 30 years old
with no upper age limit. All participants had underlying
CKD, defined by the entry criteria of an eGFR between 30
and 90mL/min/1.73m2 and macroalbuminuria (urinary
albumin-to-creatinine ratio > 300 to 5000mg/g).

2.3. Randomisation and Conduct of the CREDENCE Trial.
Participants were randomised to canagliflozin 100mg or
matching placebo, and study treatment was continued until
commencement of dialysis, receipt of a kidney transplant,
occurrence of diabetic ketoacidosis, pregnancy, or receipt
of disallowed therapy or study conclusion. Follow-up
occurred at 3, 13, and 26 weeks, then every 13 weeks. Gly-
caemic management was at the discretion of the treating
physician and in line with applicable local guidelines. The
use of other therapies was according to best practices
followed throughout the course of the study and instituted
according to local guidelines and policies. Local institutional
ethics committees approved the trial protocols at each site.
All participants provided written informed consent. The trial
was conducted according to the principles outlined in the
Declaration of Helsinki.

2.4. Main Trial Outcomes. The primary outcome of the
CREDENCE trial was the composite of kidney failure, dou-
bling of serum creatinine or death from kidney or cardiovas-
cular causes, with additional cardiovascular and kidney
events as secondary outcomes.

2.5. Study Outcome for This Analysis. The outcome for these
analyses was the occurrence of an initial fracture during the
study period. Fracture was prespecified as a key safety out-
come and serious adverse event in the CREDENCE trial
and coded using the Medical Dictionary for Regulatory
Activities (MedDRA), from randomisation until 30 days
after the last date of blinded study medication. Information
collected included the site and type of fracture. Events were
independently adjudicated by a committee whose members
were unaware of trial group assignments. This consisted of
two independent reviewers, who confirmed the event occur-
rence and region, with a tie breaker system if the reviewers
disagreed on the outcome.

2.6. Statistical Analysis. A time to event analyses for the
occurrence of the first fracture during trial follow-up was
performed. All participants who received at least one dose
of canagliflozin or placebo through to the end of the trial
(i.e., modified intention-to-treat population) were included.

Fracture was analysed using a stratified Cox proportional
hazards regression model, with stratification according to
eGFR category at screening [1] ≥30 to <45mL/min/1.73m2

[2], 45 to <60mL/min/1.73m2, or [3] 60 to <90mL/min/
1.73m2, in accordance with previous safety analyses. Esti-

mated glomerular filtration (eGFR) was calculated using
the CKD-EPI (CKD Epidemiology Collaboration) formula.
Hazard ratios (HRs) and 95% confidence intervals (CIs)
were estimated for participants assigned to canagliflozin ver-
sus participants assigned to placebo, and annualised inci-
dence rates were calculated per 1000 patient-years.
Proportional hazard assumptions were checked by visual
assessment of the log cumulative-hazard functions and by
Kolmogorov-type supremum test.

Prior to considering all risk factors for fracture in this
trial population, the effect of canagliflozin versus placebo
according to multiple different baseline subgroups was
assessed by fitting Cox-proportional hazard models in each
of the prespecified subgroups, then fitting an interaction
term to the model to assess for heterogeneity. Subgroups
were selected according to plausible associations with the
aetiological hypothesis, including traditional and explor-
atory risk factors.

We avoided any use of model building based on auto-
matic procedures. Candidate variables for all modelling were
selected because of their association with the aetiological
hypotheses, namely:

(i) Traditional, well-established fracture risk factors of
age, sex, and self-reported history of any fracture

(ii) Exploratory general population factors of race,
serum albumin, and various medication use (proton
pump inhibitors [PPI], thyroid hormone replace-
ment, calcium supplement, vitamin D therapy
[defined by any form of vitamin D treatment, sup-
plementation or analogue use], calcium supplement
use, and beta blockers)

(iii) Associations of CKD-MBD including eGFR, urine
albumin-to-creatinine ratio, and baseline biochemi-
cal parameters associated with changes in bone and
mineral metabolism (alkaline phosphatase [ALP],
serum calcium, magnesium, phosphate, bicarbon-
ate, sodium, and urate)

(iv) Diabetic-osteodystrophy-related factors including
disease duration, baseline glycated haemoglobin
(HbA1c), baseline body mass index (BMI), retinop-
athy, neuropathy, and insulin use

(v) Established clinical associations of cardiovascular
disease including baseline systolic blood pressure,
low-density lipoprotein (LDL)-cholesterol, triglyc-
erides, history of smoking, cholesterol-lowering
statin use, and underlying history of cardiovascular
disease

Variables exhibiting collinearity on inspection of a scat-
ter plot for linear variables were excluded. These included
total cholesterol, high-density lipoprotein- (HDL-) choles-
terol, diastolic blood pressure, and geographic region, which
were excluded in favour of low-density lipoprotein- (LDL-)
cholesterol, systolic blood pressure, and race.

Only a small number of participants were taking bispho-
sphonates at baseline (n = 19), and as this violated the
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supremum proportional hazards assumption, this variable
was not included in the models. No participants were
recorded as receiving other antiresorptives such as denosu-
mab or osteoanabolics such as teriparatide, at baseline.

Univariable models were used to assess the associations
of candidate risk factors with fracture. Multivariable models
were created that firstly tested the traditional osteoporotic
set as the base-case and then tested each of the variable sets
described above in combination with the traditional osteo-
porotic set, as well as an overall set of all tested variables.

The six models were compared by examining the Akaike
information criteria (AIC) and Schwartz Bayes Criterion
(SBC). All models were adjusted for treatment group alloca-
tion. Complete case data was analysed, and where there was
data missing for candidate variables, these cases were omit-
ted. All analyses were performed with the use of SAS soft-
ware, version 7.1 (SAS Institute). A p value of less than
0.05 was deemed statistically significant for all analyses.

3. Results

3.1. Population and Fracture Incidence. Of the 4401 partici-
pants randomised in the CREDENCE trial, 4397 received at
least one dose of medication and were included in this analysis
as the on-study population. The mean age was 63 ± 9 years,
and 33.9% of the patients were women (Supplementary
Table 1) including 1201 women aged over 55. The mean
HbA1c value was 8.3%. The mean eGFR was 56.2mL/min/
1.73m2, while there were 1311 participants with an eGFR <
45mL/min/1:73m2. The cohorts were followed for a median
of 2.35 years (interquartile range [IQR] 1.88 to 2.93 years).

Overall, a total of 159 fractures occurred in 135 (3.1%)
participants. The event rate for initial fracture was 11.9 frac-
tures per 1000 patient years (Supplementary Figure 1). The
mean time to initial fracture was 483:6 ± 320:7 days. The
most common initial fracture site was the lower limb,
comprising around half of the events (64/135, 47.4%),
followed by the upper limb (39/135, 28.9%). Only 9
participants experienced a spinal fracture (6.7%)
(Supplementary Table 2).

There was no evidence of an effect of canagliflozin on
fracture, with 67 participants randomised to canagliflozin
and 68 randomised to placebo experiencing this outcome
(HR 0.98 (CI 0.70–1.37) (Supplementary Figure 1). The lack
of an effect of canagliflozin on fracture risk was generally
consistent across all studied subgroups, including subgroups
defined by the traditional fracture risk factors of age and
previous history of fracture (Supplementary Figure 2).

3.2. Risk Factors for Fracture

3.2.1. Univariable Modelling. In univariable regression
models, traditional variables associated with fracture
included age (HR 1.03, CI 1.01–1.05, p < 0:001), female sex
(HR 2.3, CI 1.64–3.23, p < 0:001), and a history of previous
fractures (HR 2.31, CI 1.60–3.33, p < 0:001). Exploratory
general population factors associated with fracture included
lower serum albumin (HR 0.49, CI 0.32–0.74, p < 0:001)
and vitamin D therapy (HR 2.1, CI 1.39–3.19, p < 0:001).

None of the CKD-MBD factors were associated with frac-
ture. In particular, there was no association with lower eGFR
(p = 0:09) or with baseline urine albumin-to-creatinine ratio
(p = 0:882). Among the diabetic osteodystrophy-related fac-
tors, a higher HbA1c was associated with an increased frac-
ture risk (HR 1.13, CI 1.00–1.28, p = 0:05) but no other
diabetes-related parameters were statistically significant.
Among risk factors for cardiovascular disease, only a history
of cardiovascular disease was associated with fracture (HR
1.51, CI 1.07–2.14, p = 0:002) (Supplementary Table 3).

3.2.2. Multivariable Modelling of Variable Sets. The multi-
variable model of traditional osteoporotic risk factors dem-
onstrated all factors were independently predictive of
fracture (Table 1(a)).

The multivariable model that included exploratory risk
factors in addition to the base-case found that all traditional
risk factors and some general exploratory factors—Asian
race (HR 1.72, CI 1.13–2.62, p = 0:012), lower serum albu-
min (HR 0.47, CI 0.30–0.72, p < 0:001), and vitamin D ther-
apy (HR 1.96, CI 1.27–3.03, p = 0:0002)—were significantly
associated with fracture (Table 1(b)).

The inclusion of CKD-MBD factors in addition to tradi-
tional osteoporosis risk factors did not yield any significant
associations with biochemical or CKD-related parameters
after accounting for the traditional factors (Table 1(c)). Sim-
ilarly, none of the diabetic-osteodystrophy-related factors
were significantly associated with fracture after accounting
for the traditional osteoporosis factors (Table 1(d)).

A history of cardiovascular disease was associated with
fracture after accounting for the traditional osteoporosis risk
factors (HR 1.45, CI 1.02–2.07, p = 0:04) but none of the car-
diovascular risk factors, including smoking history, baseline
lipid levels, or systolic blood pressure, were significantly
associated with fracture (Table 1(e)).

In the overall, all-inclusive model, results of significance
testing were largely consistent with those seen in separate
variable set testing. The traditional osteoporosis risk factors
remained significantly associated with fracture with HRs
that approximated the base model of the traditional osteopo-
rosis risk factors alone (Figure 1).

The assessments of fit of the different models did not
vary greatly. The model with the best numerical AIC fit
was the overall model which included all factors (1849.51).
The CKD-MBD model had the weakest numerical fit
(1870.92) while the base-case (traditional osteoporotic fac-
tors alone) had an intermediate fit (1863.98) although the
difference across the range of best to worst fit was marginal
(Table 2).

4. Discussion

Systematic identification and adjudication of fracture events
in the CREDENCE trial allowed a rigorous evaluation of the
rates and associations of fracture in a high-risk multicentre
population with type 2 diabetes, macroalbuminuria, and an
eGFR range between 30 and 90mL/min/1.73m2. Canagliflo-
zin had no impact on fracture rates in the overall trial pop-
ulation or across a broad range of subgroups. In this
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clinically well-characterised population with both type 2 dia-
betes and CKD, we confirmed that fracture was indepen-
dently predicted by the traditional osteoporotic risk factors
of age, female sex, and prior history of fracture, whether
tested alone or in combination with other potential risk fac-
tors. Additional variables that were independently associated
with fracture risk after accounting for traditional osteoporotic
factors included Asian race, lower serum albumin, use of a
vitamin D therapy, HbA1c, and a history of cardiovascular
disease. In all models, while a number of less established risk
factors were associated with fracture and may indicate the
presence of novel pathophysiological pathways, most or all
of the ability to predict fracture risk in this cohort was deter-
mined by well-established, traditional predictors of fracture.

The fracture rate of 3.1% in this trial of participants with
diabetic kidney disease was roughly twice as high as that
seen in other trials of SGLT2 inhibitors which were con-
ducted in people with high-risk cardiovascular disease and

underlying type 2 diabetes, and similar to that seen in the
DAPA-CKD trial that also recruited participants with
known CKD [24, 28]. Fracture rates are increased in people
with reduced kidney function, defined as an eGFR less than
60mL/min/1.73m2 [8, 29]. A recent meta-analysis also
reported an increased risk of fracture as kidney function
deteriorates, with highest rates in patients with stage 5
CKD [30]. As eGFR declines, biochemical indicators of
altered bone mineralisation, such as impaired phosphate
regulation and secondary hyperparathyroidism, are increas-
ingly common, posing an increased risk of poor bone qual-
ity. Despite this, neither eGFR nor albuminuria were
independent predictors for fracture in the CREDENCE
cohort, after accounting for the traditional osteoporotic risk
factors. Furthermore, we did not find associations with base-
line serum urate, bicarbonate, sodium, alkaline phosphatase,
calcium, or phosphate levels, all of which have been previ-
ously implicated in altering bone mineralisation or increased

HR 95% CI 
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Figure 1: Multivariable Cox-proportional model for all variables and fracture. CKD-MBD: chronic kidney disease-mineral bone disorder;
CI: confidence interval; eGFR: estimated glomerular filtration rate (note: estimated glomerular filtration was calculated using the CKD-EPI
(CKD Epidemiology Collaboration) formula); HR: hazard ratio; LDL-C: low-density lipoprotein-cholesterol.
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fracture risk [19]. It remains possible that potential factors
associated with CKD-MBD may predict fracture in popula-
tions with more advanced CKD.

This analysis provides further information regarding the
safety of canagliflozin, with no observed increase in fracture
following exposure compared to those receiving placebo,
over a mean of 2-year follow-up. This is concordant with a
recent meta-analysis of SGLT2 inhibitors that did not show
an overall risk of fracture [23]. Whilst a finding from one
trial of the CANVAS program (CANVAS) did demonstrate
an increased risk of fracture, despite extensive analysis of
trial heterogeneity and participant characteristics, no clear
explanation was found, and this may represent a chance
finding [25]. Our findings have not provided any further
insight into this observed outcome in the CANVAS program
or provided any evidence for a canagliflozin-specific effect
(within the class of SGLT2 inhibitors) on risk of fracture.

Newer hypotheses on fracture pathophysiology include
pathways mediated by diabetes, CKD, and vascular disease
(all conditions which were well represented in the CRE-
DENCE cohort). Despite this, most predictors for fracture
in this trial population are consistent with traditional risk
factors for osteoporosis, including older age, female sex,
and prior history of fracture [31]. In this analysis, some
less-established factors also proved to be independently pre-
dictive of fracture. Lower serum albumin was associated
with fracture, an association reported previously in a cohort
with underlying cardiovascular disease [6], and may repre-
sent compromised nutritional status or an increased inflam-
matory status [32]. The association between HbA1c and
fracture risk found in the CREDENCE cohort confirms a
previous report from over 20,000 participants aged over 65
with type 2 diabetes, supporting the hypothesis that
impaired glycaemic control or other associations with diabe-
tes may lead to poorer bone quality [33].

Compromised vasculature has been postulated as a
mechanism for poor bone quality in patients with type 2 dia-
betes that leads to an increased fracture risk [16, 17]. Whilst
macrovascular disease is most commonly described at coro-
nary and cerebrovascular sites, and in peripheral vascula-
ture, other potential sites of involvement such as bone are
plausible. This hypothesis provides an explanation for the
alterations to bone microarchitecture that occur in patients
with type 2 diabetes, compromising bone quality and
increasing fracture risk [11, 12]. A previous analysis of a
large prospective cohort study of individuals with high car-
diovascular risk noted an increase in hip fractures with sub-
clinical cardiovascular disease [34]. Smoking, an established
cardiovascular disease risk factor, is also considered a tradi-
tional risk factor for osteoporosis and is part of risk predic-
tion algorithms such as FRAX [35], yet was not associated
with fracture in the current analysis. Whether the associa-
tions of a history of cardiovascular disease, poor diabetes
control, and indeed low serum albumin with fracture reflect
concurrent vascular compromise in bone, or serve as indica-
tors of an overall burden of disease and frailty in these indi-
viduals, remains unclear.

Vitamin D deficiency is an extensively studied, tradi-
tional risk factor for fracture, albeit with no clear target level

for fracture prevention [36]. Supplemental vitamin D was
not found to reduce fracture risk or improve bone mineral
density in a recent meta-analysis [37]; however, vitamin D
replacement continues to be recommended for high-risk,
vitamin D deplete individuals in major guidelines [3, 38].
In this analysis, our definition of vitamin D therapy included
both calcitriol and cholecalciferol, with the former poten-
tially used for management of secondary hyperparathyroid-
ism. Indication bias may explain the association of vitamin
D therapy with fracture. Additionally, the clinical implica-
tions are that supplementation alone may not be sufficient
to reduce fracture risk and that individuals who have previ-
ously been vitamin D deficient remain at ongoing risk of
fracture despite vitamin D therapy.

This analysis has some relevant limitations. Short trial
follow-up time may have limited the power for analysis of
safety outcomes such as fracture, as sufficient time may not
have elapsed for subjects to develop this complication. The
trial population only included participants with stage 2 and
3 CKD and may not be generalisable to people with more
severe kidney impairment, who are more likely to have clin-
ical features of CKD-MBD such as secondary hyperparathy-
roidism, or to people with type 2 diabetes but no underlying
kidney impairment. Therefore, the results apply to people
with coexisting type 2 diabetes and CKD (specifically an
eGFR 30-90 and macroalbuminuria) and cannot necessarily
be generalised to other populations. The CREDENCE trial
was designed to test the effect of canagliflozin on cardiorenal
outcomes and not on fracture, although fracture was a
reportable adverse event. This trial recruited a significantly
higher proportion of male participants and therefore rela-
tively underrepresents women, a group with increased frac-
ture risk in most studies. Due to small sample size, we
were unable to compare outcomes for different sites of frac-
ture. Some potential associations with fracture could not be
assessed, including some biochemical parameters disrupted
by CKD, such as vitamin D circulating concentration level
or associated dosing, parathyroid hormone, fibroblast
growth factor 23 (FGF-23), and bone-specific alkaline phos-
phatase. Additionally, an association with fracture and the
results of bone imaging or bone mineral density assessment
was not explored in this analysis, but may be useful for
future studies. Whilst an effect of canagliflozin on fracture
cannot be excluded, all models were adjusted for treatment
group inclusion to minimise this source of bias. Strengths
of this analysis include the study population, comprising of
a cohort derived from a large randomised controlled trial,
performed to a high standard at multiple international sites.
The outcome of fracture was adjudicated by an independent
committee who was unaware of trial group allocation. We
were able to incorporate multiple components into this anal-
ysis when considering risk factors, including past medical
history, medication use and biochemical results at study
baseline, supporting a robust and comprehensive analysis.

5. Conclusion

Traditional osteoporotic risk factors predict fracture in
patients with coexisting type 2 diabetes and stage 2-3 CKD.
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Whilst some additional factors such as a history of cardio-
vascular disease and lower serum albumin levels are associ-
ated with fracture, incorporating them into models built on
alternative pathophysiology hypotheses does not meaning-
fully improve the ability to predict fracture.

Data Availability

Data from this study is available in the public domain via the
Yale University Open Data Access Project (http://yoda.yale
.edu/). This includes deidentified individual participant data,
data definition specification, annotated case report form,
protocol with amendments, and primary statistical analysis
plan.

Conflicts of Interest

TY is supported by a UPA scholarship at The George Insti-
tute for Global Health. NT has received honoraria, travel
support, and research funding from Amgen, Shire, Takeda,
and Sanofi. CA is supported by an MRFF Priority Investiga-
tor Grant and a NSW Health EMCR Grant. AES has
received speaker honoraria from Omron, Novartis, Sanofi,
Takeda, and Servier and served as consultant for Abbott.
DCW has an ongoing consultancy contract with AstraZe-
neca. He has received honoraria and/or speaker fees from
AstraZeneca, Astellas, Amgen, Bayer, Boehringer Ingelheim,
Gilead, GlaxoSmithKline, Janssen, Mundipharma, Napp,
Merck Sharp and Dohme, Vifor Fresenius, and Zydus. VP
has received fees for advisory boards, steering committee
roles, or scientific presentations from AbbVie, Astellas,
AstraZeneca, Bayer, Baxter, BMS, Boehringer Ingelheim,
Dimerix, Durect, Eli Lilly, Gilead, GSK, Janssen, Merck, Mit-
subishi Tanabe, Mundipharma, Novartis, Novo Nordisk,
Pfizer, Pharmalink, Relypsa, Retrophin, Sanofi, Servier,
Vifor, and Tricida. K.W. Mahaffey’s financial disclosures
can be viewed at: http://med.stanford.edu/profiles/kenneth-
mahaffey. RA has received research funding from GlaxoS-
mithKline; has received personal fees from Akebia, Bayer,
Johnson & Johnson, Boehringer Ingelheim, Takeda, Daiichi
Sankyo, Amgen, AstraZeneca, Sanofi, Celgene, Reata,
Relypsa, GlaxoSmithKline, Gilead, ER Squibb and Sons, Fre-
senius, Ironwood Pharmaceuticals, Otsuka, OPKO, and Eli
Lilly; and has served as associate editor of the American
Journal of Nephrology and Nephrology, Dialysis, and Trans-
plantation and as an author on UpToDate. G B has received
research funding paid to the University of Chicago for serv-
ing as principal investigator on national clinical trials for
Bayer, Janssen, and Novo Nordisk; has served as a consul-
tant for Merck, Relypsa, Novo Nordisk, and AstraZeneca;
has served on a steering committee for Vascular Dynamics;
has served as Editor of the American Journal of Nephrology
and Nephrology, Editor-in-Chief of UpToDate, and Nephrol-
ogy and Hypertension Section Editor of UpToDate; and has
served as Associate Editor of Diabetes Care, Hypertension
Research, and Nephrology, Dialysis, and Transplantation.
DMC has received fees paid by Janssen Pharmaceuticals to
the Baim Institute for work on the CREDENCE trial Steering
Committee and as scientific lead; and received salary support

from the Baim Institute for this work through October 2018.
After that time, he received consulting fees from Baim. He
has consulted for Amgen, AstraZeneca, Medtronic/Covi-
dien, ZOLL, Fresenius, Daiichi Sankyo, Douglas and Lon-
don, Eli Lilly, Merck, Gilead, GlaxoSmithKline, and Novo
Nordisk; has served on data safety and monitoring boards
for AstraZeneca; has served on a CEC for Merck and PLC
Medical; and has received research support from Amgen,
Bioporto, and Medtronic. HJLH has served as a consultant
for AbbVie, Astellas, AstraZeneca, Boehringer Ingelheim,
Chinook, Fresenius, Gilead, Janssen, Merck, Mundipharma,
Mitsubishi-Tanabe, CSL Pharma, and Retrophin and has
received grant support from AbbVie, AstraZeneca, Boehrin-
ger Ingelheim, and Janssen. AL serves as a scientific advisor
to Boehringer Ingelheim, AstraZeneca, and National Insti-
tute of Diabetes and Digestive and Kidney Diseases
(NIDDK) and is on the data safety and monitoring commit-
tee for NIDDK, Kidney Precision Medicine, and University
of Washington Kidney Research Institute Scientific Advisory
Committee. She has been funded by Canadian Institute of
Health Research and Kidney Foundation of Canada. She
has received fees for time as CREDENCE National Coordi-
nator from Janssen, which were directed to her academic
team. C. P has received honoraria for serving on advisory
boards and as a speaker for Merck Sharpe & Dohme, Astra-
Zeneca, and Boehringer Ingelheim/Eli Lilly. HZ has received
consulting and travel fees from Janssen for the role as a
member of the CREDENCE Steering Committee. MJJ is sup-
ported by a Medical Research Future Fund Next Generation
Clinical Researchers Program Career Development Fellow-
ship; is responsible for research projects that have received
unrestricted funding from Baxter, Amgen, Eli Lilly, and
Merck Sharpe Dohme; serves on a Steering Committee
sponsored by CSL; has served on advisory boards sponsored
by Akebia, Baxter, Boehringer Ingelheim, and Vifor; and has
spoken at scientific meetings sponsored by Janssen and
Amgen, with any consultancy, honoraria, or travel support
paid to her institution.

Authors’ Contributions

All authors made substantial contributions to conception
and design of the paper. TY undertook initial analysis of
data, and all authors contributed to interpretation of data.
TY drafted the original article, and all authors contributed
to revisions and final approval for publishing.

Acknowledgments

The CREDENCE trial was sponsored by Janssen Research
and Development as a collaboration between the sponsor,
an academic-led steering committee, and an academic
research organisation, George Clinical. The analyses in this
paper were supported solely by the authors’ institutions
and received no external support. The study sponsor/funder
was not involved in the design of the study; the collection,
analysis, and interpretation of data; and writing the report
and did not impose any restrictions regarding the publica-
tion of the report.

10 Journal of Diabetes Research

http://yoda.yale.edu/
http://yoda.yale.edu/
http://med.stanford.edu/profiles/kenneth-mahaffey
http://med.stanford.edu/profiles/kenneth-mahaffey


Supplementary Materials

Supplementary 1. Supplementary Figure 1: Kaplan-Meier
curve for event of fracture.

Supplementary 2. Supplementary Figure 2: fracture events
according to canagliflozin versus placebo across baseline
subgroups.

Supplementary 3. Supplementary Table 1: baseline character-
istics of participants. Supplementary Table 2: fractures
according to the skeletal site. Supplementary Table 3: uni-
variate Cox-proportional models for fracture.

References

[1] O. Johnell and J. A. Kanis, “An estimate of the worldwide prev-
alence and disability associated with osteoporotic fractures,”
Osteoporosis International, vol. 17, no. 12, pp. 1726–1733,
2006.

[2] J. E. Compston, M. R. McClung, andW. D. Leslie, “Osteoporo-
sis,” The Lancet, vol. 393, no. 10169, pp. 364–374, 2019.

[3] J. Compston, A. Cooper, C. Cooper et al., “UK clinical guide-
line for the prevention and treatment of osteoporosis,”
Archives of Osteoporosis, vol. 12, no. 1, p. 43, 2017.

[4] T. Sözen, L. Özışık, and N. Ç. Başaran, “An overview and man-
agement of osteoporosis,” European Journal of Rheumatology,
vol. 4, no. 1, pp. 46–56, 2017.

[5] J. A. Kanis, L. J. Melton Iii, C. Christiansen, C. C. Johnston,
and N. Khaltaev, “The diagnosis of osteoporosis,” Journal of
Bone and Mineral Research, vol. 9, no. 8, pp. 1137–1141, 1994.

[6] S. K. Kunutsor, A. Voutilainen, M. R. Whitehouse et al.,
“Serum albumin and future risk of hip, humeral, and wrist
fractures in Caucasian men: new findings from a prospective
cohort study,” Medical Principles and Practice, vol. 28, no. 5,
pp. 401–409, 2019.

[7] M. R. Rubin, “Skeletal fragility in diabetes,” Annals of the New
York Academy of Sciences, vol. 1402, no. 1, pp. 18–30, 2017.

[8] N. Daya, A. Voskertchian, A. L. C. Schneider et al., “Kidney
function and fracture risk: the atherosclerosis risk in commu-
nities (ARIC) study,” American Journal of Kidney Diseases,
vol. 67, no. 2, pp. 218–226, 2016.

[9] R. J. Valderrábano and M. I. Linares, “Diabetes mellitus and
bone health: epidemiology, etiology and implications for frac-
ture risk stratification,” Clinical Diabetes and Endocrinology,
vol. 4, no. 1, 2018.

[10] K. L. Naylor, E. McArthur, W. D. Leslie et al., “The three-year
incidence of fracture in chronic kidney disease,” Kidney Inter-
national, vol. 86, no. 4, pp. 810–818, 2014.

[11] W. D. Leslie, M. R. Rubin, A. V. Schwartz, and J. A. Kanis,
“Type 2 diabetes and bone,” Journal of Bone and Mineral
Research, vol. 27, no. 11, pp. 2231–2237, 2012.

[12] N. Jiang and W. Xia, “Assessment of bone quality in patients
with diabetes mellitus,” Osteoporosis International, vol. 29,
no. 8, pp. 1721–1736, 2018.

[13] C. P. Sanches, A. G. D. Vianna, and F. C. Barreto, “The impact
of type 2 diabetes on bone metabolism,” Diabetology & Meta-
bolic Syndrome, vol. 9, no. 1, 2017.

[14] M. Ketteler, G. A. Block, P. Evenepoel et al., “Diagnosis, eval-
uation, prevention, and treatment of chronic kidney disease-
mineral and bone disorder: synopsis of the kidney disease:
improving global outcomes 2017 clinical practice guideline

update,” Annals of Internal Medicine, vol. 168, no. 6,
pp. 422–430, 2018.

[15] B. Prasad, T. Ferguson, N. Tangri, C. Y. Ng, and T. L. Nickolas,
“Association of bone mineral density with fractures across the
spectrum of chronic kidney disease: the Regina CKD-MBD
study,” Canadian Journal of Kidney Health and Disease,
vol. 6, p. 205435811987053, 2019.

[16] V. V. Shanbhogue, S. Hansen, M. Frost, K. Brixen, and A. P.
Hermann, “Bone disease in diabetes: another manifestation
of microvascular disease?,” The Lancet Diabetes & Endocrinol-
ogy, vol. 5, no. 10, pp. 827–838, 2017.

[17] T. Ninomiya, V. Perkovic, B. E. de Galan et al., “Albuminuria
and kidney function independently predict cardiovascular and
renal outcomes in diabetes,” Journal of the American Society of
Nephrology, vol. 20, no. 8, pp. 1813–1821, 2009.

[18] C. Zoccali, R. Vanholder, Z. A. Massy et al., “The systemic
nature of CKD,” Nature Reviews Nephrology, vol. 13, no. 6,
pp. 344–358, 2017.

[19] A. Pimentel, P. Urena-Torres, M. C. Zillikens, J. Bover, and
M. Cohen-Solal, “Fractures in patients with CKD–diagnosis,
treatment, and prevention: a review by members of the Euro-
pean Calcified Tissue Society and the European Renal Associ-
ation of Nephrology Dialysis and Transplantation,” Kidney
International, vol. 92, no. 6, pp. 1343–1355, 2017.

[20] J. E. Blau, V. Bauman, E. M. Conway et al., “Canagliflozin trig-
gers the FGF23/1,25-dihydroxyvitamin D/PTH axis in healthy
volunteers in a randomized crossover study,” JCI Insight,
vol. 3, no. 8, article e99123, 2018.

[21] A. Masajtis-Zagajewska, T. Hołub, K. Pęczek, A. Makówka,
and M. Nowicki, “Different Effects of Empagliflozin on
Markers of Mineral-Bone Metabolism in Diabetic and Non-
Diabetic Patients with Stage 3 Chronic Kidney Disease,”Med-
icina, vol. 57, no. 12, 2021.

[22] J. P. Bilezikian, N. B. Watts, K. Usiskin et al., “Evaluation of
bone mineral density and bone biomarkers in patients with
type 2 diabetes treated with canagliflozin,” The Journal of Clin-
ical Endocrinology and Metabolism, vol. 101, no. 1, pp. 44–51,
2016.

[23] X. Li, T. Li, Y. Cheng et al., “Effects of SGLT2 inhibitors on
fractures and bone mineral density in type 2 diabetes: an
updated meta-analysis,” Diabetes/metabolism Research and
Reviews, vol. 35, no. 7, article e3170, 2019.

[24] H. L. Tang, D. D. Li, J. J. Zhang et al., “Lack of evidence for a
harmful effect of sodium-glucose co-transporter 2 (SGLT2)
inhibitors on fracture risk among type 2 diabetes patients: a
network and cumulative meta-analysis of randomized con-
trolled trials,” Diabetes, Obesity and Metabolism, vol. 18,
no. 12, pp. 1199–1206, 2016.

[25] Z. Zhou, M. Jardine, V. Perkovic et al., “Canagliflozin and frac-
ture risk in individuals with type 2 diabetes: results from the
CANVAS program,” Diabetologia, vol. 62, no. 10, pp. 1854–
1867, 2019.

[26] B. Neal, V. Perkovic, K. W. Mahaffey et al., “Canagliflozin and
cardiovascular and renal events in type 2 diabetes,” New
England Journal of Medicine, vol. 377, no. 7, pp. 644–657, 2017.

[27] V. Perkovic, M. J. Jardine, B. Neal et al., “Canagliflozin and
Renal Outcomes in Type 2 Diabetes and Nephropathy,” New
England Journal of Medicine, vol. 380, no. 24, pp. 2295–2306,
2019.

[28] D. C. Wheeler, B. V. Stefánsson, N. Jongs et al., “Effects of dap-
agliflozin on major adverse kidney and cardiovascular events

11Journal of Diabetes Research

https://downloads.hindawi.com/journals/jdr/2022/9998891.f1.jpg
https://downloads.hindawi.com/journals/jdr/2022/9998891.f2.jpg
https://downloads.hindawi.com/journals/jdr/2022/9998891.f3.docx


in patients with diabetic and non-diabetic chronic kidney dis-
ease: a prespecified analysis from the DAPA-CKD trial,” The
Lancet Diabetes & Endocrinology, vol. 9, no. 1, pp. 22–31, 2021.

[29] L. Malmgren, F. E. McGuigan, A. Christensson, and K. E.
Akesson, “Kidney function and its association to imminent,
short- and long-term fracture risk–a longitudinal study in
older women,” Osteoporosis International, vol. 31, no. 1,
pp. 97–107, 2020.

[30] N. A. Goto, A. C. G. Weststrate, F. M. Oosterlaan et al., “The
association between chronic kidney disease, falls, and frac-
tures: a systematic review and meta-analysis,” Osteoporosis
International, vol. 31, no. 1, pp. 13–29, 2020.

[31] J. P. Holm, L. Hyldstrup, and J.-E. B. Jensen, “Time trends in
osteoporosis risk factor profiles: a comparative analysis of risk
factors, comorbidities, and medications over twelve years,”
Endocrine, vol. 54, no. 1, pp. 241–255, 2016.

[32] A. Eckart, T. Struja, A. Kutz et al., “Relationship of nutritional
status, inflammation, and serum albumin levels during acute
illness: a prospective study,” The American Journal of Medi-
cine, vol. 133, no. 6, 2020.

[33] C. I. Li, C. S. Liu, W. Y. Lin et al., “Glycated hemoglobin level
and risk of hip fracture in older people with type 2 diabetes: a
competing risk analysis of Taiwan diabetes cohort study,”
Journal of Bone and Mineral Research, vol. 30, no. 7,
pp. 1338–1346, 2015.

[34] J. I. Barzilay, P. Buzkova, J. A. Cauley, J. A. Robbins, H. A.
Fink, and K. J. Mukamal, “The associations of subclinical ath-
erosclerotic cardiovascular disease with hip fracture risk and
bone mineral density in elderly adults,” Osteoporosis Interna-
tional, vol. 29, no. 10, pp. 2219–2230, 2018.

[35] H. P. Dimai, M. Chandran, and FRAX(®)Position Develop-
ment Conference Members, “Official positions for FRAX®

clinical regarding smoking,” Journal of Clinical Densitometry,
vol. 14, no. 3, pp. 190–193, 2011.

[36] N. Wang, Y. Chen, J. Ji, J. Chang, S. Yu, and B. Yu, “The rela-
tionship between serum vitamin D and fracture risk in the
elderly: a meta-analysis,” Journal of Orthopaedic Surgery and
Research, vol. 15, no. 1, p. 81, 2020.

[37] M. J. Bolland, A. Grey, and A. Avenell, “Effects of vitamin D
supplementation on musculoskeletal health: a systematic
review, meta-analysis, and trial sequential analysis,” The Lan-
cet Diabetes & Endocrinology, vol. 6, no. 11, pp. 847–858, 2018.

[38] R. Eastell, C. J. Rosen, D. M. Black, A. M. Cheung, M. H.
Murad, and D. Shoback, “Pharmacological management of
osteoporosis in postmenopausal women: an Endocrine Soci-
ety∗ clinical practice guideline,” The Journal of Clinical Endo-
crinology & Metabolism, vol. 104, no. 5, pp. 1595–1622, 2019.

12 Journal of Diabetes Research


	Risk Factors for Fracture in Patients with Coexisting Chronic Kidney Disease and Type 2 Diabetes: An Observational Analysis from the CREDENCE Trial
	1. Introduction
	2. Material and Methods
	2.1. Study Overview and Design
	2.2. Study Population
	2.3. Randomisation and Conduct of the CREDENCE Trial
	2.4. Main Trial Outcomes
	2.5. Study Outcome for This Analysis
	2.6. Statistical Analysis

	3. Results
	3.1. Population and Fracture Incidence
	3.2. Risk Factors for Fracture
	3.2.1. Univariable Modelling
	3.2.2. Multivariable Modelling of Variable Sets


	4. Discussion
	5. Conclusion
	Data Availability
	Conflicts of Interest
	Authors’ Contributions
	Acknowledgments
	Supplementary Materials

