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ABSTRACT

Background. Bone fragility fractures are associated with high morbidity and mortality. This study analysed the association between
the current biochemical parameters of chronic kidney disease-mineral and bone disorders (CKD-MBD) and bone fragility fractures in
the COSMOS (Current management Of Secondary hyperparathyroidism: a Multicentre Observational Study) project.

Methods. COSMOS is a 3-year, multicentre, open cohort, prospective, observational study carried out in 6797 haemodialysis patients
(227 centres from 20 European countries). The association of bone fragility fractures (outcome) with serum calcium, phosphate and
parathyroid hormone (PTH) (exposure), was assessed using standard Cox proportional hazards regression and Cox proportional haz-
ards regression for recurrent events. Additional analyses were performed considering all-cause mortality as a competitive event for
bone fragility fracture occurrence. Multivariable models were used in all strategies, with the fully adjusted model including a total of
24 variables.

Results. During a median follow-up of 24 months, 252 (4%) patients experienced at least one bone fragility fracture (incident bone
fragility fracture rate 28.5 per 1000 patient-years). In the fractured and non-fractured patients, the percentage of men was 43.7% and
61.4%, mean age 68.1 and 63.8 years and a haemodialysis vintage of 55.9 and 38.3 months, respectively. Baseline serum phosphate
>6.1 mg/dL (reference value 4.3-6.1 mg/dL) was significantly associated with a higher bone fragility fracture risk in both regression
models {hazard ratio (HR) 1.53 [95% confidence interval (CI) 1.10-2.13] and HR 1.44 (95% CI 1.02-2.05)}. The significant association
persisted after competitive risk analysis [subHR 1.42 (95% CI 1.02-1.98)] but the finding was not confirmed when serum phosphate
was considered as a continuous variable. Baseline serum calcium showed no association with bone fragility fracture risk in any
regression model. Baseline serum PTH >800 pg/mL was significantly associated with a higher bone fragility fracture risk in both
regression models, but the association disappeared after a competitive risk analysis.

Conclusions. Hyperphosphatemia was independently and consistently associated with an increased bone fracture risk, suggesting
serum phosphate could be a novel risk factor for bone fractures in haemodialysis patients.

Keywords: bone fragility fractures, CKD, chronic kidney disease-mineral and bone disorders (CKD-MBD), haemodialysis, serum
phosphate
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KEY LEARNING POINTS

What was known:

high morbidity and mortality.

This study adds:

fractures in haemodialysis patients.

Potential impact:

e Bone fragility fractures are a frequent clinical disorder among chronic kidney disease (CKD) patients and are associated with

e Bone fragility fracture risk factors in CKD patients are the same as those in the general population but they may also include
other specific factors such as serum phosphate, calcium and parathyroid hormone disorders.

e Hyperphosphatemia has been suggested as a risk factor for bone fragility fracture. However, to date, there is no solid published
evidence of the association between high serum phosphate and bone fractures in haemodialysis patients.

e The present large study is the first to describe an association between high serum phosphate and the risk of incident bone

e Hyperphosphatemia is a prevalent and treatable condition among haemodialysis patients. The identification of the association
between elevated serum phosphate and bone fractures emphasizes the importance of prospective studies to identify whether
lowering phosphate towards the normal range reduces fracture risk.

INTRODUCTION

Bone fragility fractures, a major health problem and economic
burden for public health systems [1, 2], have been related to
high morbidity and mortality in the general population and more
recently in chronic kidney disease (CKD) patients [3-6]. Bone
fragility fracture is an important component of the CKD-mineral
and bone disorders (CKD-MBD) constellation. The age-dependent
low bone mass, the abnormalities of bone turnover and microar-
chitecture found in the progression of CKD are the main factors
responsible for the decrease in bone quality and strength leading
to high bone fragility.

In CKD patients, long-term disturbances in the main classical
factors involved in the regulation of bone turnover, bone mass,
bone quality and strength, namely serum calcium, phosphate,
parathyroid hormone (PTH) and alkaline phosphatase, have been
individually and collectively implicated, along with ageing, as re-
sponsible for the increased bone fragility [1, 7]. Maintained expo-
sure to secondary hyperparathyroidism in CKD patients is a well-
established risk factor for reduced bone resistance and increased
fracture susceptibility. The relationship between serum PTH and
bone fractures appears to be U-shaped in haemodialysis patients:
lower PTH levels are also associated with higher fracture risk, pos-
sibly because of its association with poorer nutritional status and
inflammation [8].

Serum PTH has been reported to discriminate between low
and non-low ‘bone-formation rate/bone surface’ patterns of bone
turnover among haemodialysis patients [9]. Other factors such as
serum phosphate and serum calcium have not been well anal-
ysed as risk factors for bone fragility fractures in haemodialysis
patients.

This study aimed to investigate the association between
serum phosphate, calcium and PTH, and bone fragility frac-
tures in a large pan-European multinational prospective cohort
of haemodialysis patients.

MATERIALS AND METHODS

Study design and population

COSMOS (Current management Of Secondary hyperparathy-
roidism: a Multicentre Observational Study) is a 3-year, multi-
centre, open cohort, prospective, observational study including
data from adult patients on haemodialysis, not previously trans-

planted, from 227 centres in 20 European countries. The num-
ber of patients recruited per country was proportional to the
haemodialysis population. Centres were randomly selected from
a full list of haemodialysis centres across the participating coun-
tries. Within each centre, 20 patients were randomly selected to
obtain a sample of 4500 patients who were followed for 3 years. To
maintain a stable number of patients during follow-up, 2297 ad-
ditional patients with a dialysis vintage <1 year were recruited to
replace those leaving the study for any reason. The total number
of recruited patients was 6797.

The study was approved by the Ethics Committee of
University Hospital Doctor Peset (Approval number 05/054,
Valencia, Spain). All patients provided informed consent for
participation in the study, which was conducted thoroughly fol-
lowing the principles of the Declaration of Helsinki. Recruitment
began in February 2005 and finished in July 2007; data collection
ended in July 2010. Details on the design of the study and data
collection were already published elsewhere [10-13]. At baseline
and every 6 months, a patient-specific form was completed
following study protocol, including demographics, comorbidities,
treatments and monthly biochemical parameters of the previous
6 months, including serum phosphate, PTH, calcium, albumin
and haemoglobin. Laboratory values were obtained from medical
records [10]. Mean values of the previous 6 months were cal-
culated for each biochemical parameter at baseline and every
6 months. The presence of symptomatic, non-traumatic and non-
metastatic bone fractures was collected from medical records
in the previous 12 months at baseline (previous fractures) and
every 6 months (incident fractures) during the whole period of
follow-up. The site of bone fracture was also collected (vertebral,
hip, radial and others).

Statistical analysis

A descriptive analysis compared patients who suffered at least
one bone fracture during follow-up with those who did not frac-
ture. Numerical variables were compared using Student’s t-test
or the Mann-Witney U-test for normal and non-normal distribu-
tion, respectively. Chi-squared test was used to compare categor-
ical variables.

Two distinct strategies were implemented to assess the consis-
tency of the association between bone fractures (outcome) and
serum phosphate, calcium and PTH (exposure): (i) standard Cox
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proportional hazards regression—the dependent variable was the
time to first bone fracture, each individual considered at risk until
first bone fracture occurrence; and (ii) Cox proportional hazards
regression for recurrent events—the dependent variable was the
time to bone fracture (and refracture), each individual considered
at risk during the whole follow-up period.

In both strategies, the exposure was the baseline values of
serum calcium, phosphate or PTH which were categorized as fol-
lows; serum calcium: <8.6, 8.6-9.5 and >9.5 mg/dL; serum phos-
phate: <4.3,4.3-6.1 and >6.1 mg/dL; and serum PTH: <300, 300-
800 and >800 pg/mL. Serum PTH cut-off values were selected
according to previous publications assessing the association be-
tween bone fractures and serum PTH [6, 14]. Serum calcium and
phosphate values were separated into quartiles, and quartile 1
(low values) and quartile 4 (high values) were compared with the
combined quartiles 2 and 3 (reference).

Time-dependent values of serum phosphate, calcium and PTH
were also analysed using the same categories. Competitive risk
analyses were additionally performed as a sensitivity analysis
considering all-cause mortality as a competitive event for bone
fracture occurrence.

Univariate and progressive multivariable models were used in
all strategies for adjustments with different covariates. A total of
27 variables were collected in COSMOS [10]. Some of them, such as
the dose of the drugs used, were notincluded in multivariate anal-
yses. Every other variable was included in the fully adjusted mod-
els, with no selection of variables. Model 1 included demographic
variables and comorbidities (11 variables): age, sex, body mass in-
dex, aetiology of CKD, time on haemodialysis, smoking habit, dia-
betes, cardiovascular disease history, bone fracture history in the
previous 12 months, and vascular or valvular calcification and
parathyroidectomy. Model 2 included variables from Model 1 plus
treatments (eight variables): dialysis type, calcium concentra-
tion in the dialysate, hours of haemodialysis per week, treatment
with erythropoietin-stimulating agents, prescription of vitamin
D metabolites/analogues (calcitriol, alfacalcidol or paricalcitol),
native vitamin D or calcidiol, phosphate-binding agents (calcium-
containing, sevelamer, aluminium-containing, lanthanum car-
bonate or other) and calcimimetics. Model 3 included all previ-
ous variables plus five biochemical parameters: haemoglobin, al-
bumin, serum calcium, PTH and phosphate. The fully adjusted
model included 24 variables: the variable under study plus 23
additional covariates.

Additional analyses were conducted separately for vertebral
and non-vertebral fractures, as well as considering serum PTH,
calcium and phosphorus as continuous variables.

All the statistical analyses were performed using R software for
statistical computing and graphics (version 4.2.2, R Foundation for
Statistical Computing, Vienna, Austria).

RESULTS

The present study included 6274 patients (92.3% of the COSMOS
cohort) with follow-up data and non-missing information regard-
ing bone fractures at baseline and during follow-up, of whom 252
(4%) suffered at least one bone fracture during the 3-year follow-
up period, making a total of 350 bone fractures: 110 (31.4%) clini-
cal vertebral, 86 (24.6%) hip, 29 (8.3%) radius and 125 (35.7%) oth-
ers. The incident rate for bone fracture was 28.5 bone fractures
of any type per 1000 patient-years: 8.9 clinical vertebral fractures
per 1000 patient-years, 7 hip fractures per 1000 patient-years, 2.4
radius fractures per 1000 patient-years and 10.2 bone fractures
of other types per 1000 patient-years. Among fractured patients,

196 (77.7%) suffered only one incident fracture; 41 (16.3%) suffered
two; 12 (4.8%) suffered three; and 3 patients (1.2%) suffered four or
more bone fractures. A total of 2581 patients were lost to follow-up
(87 fractured and 2494 non-fractured): 1632 died (69 fractured and
1563 non-fractured), 639 were transplanted (4 fractured and 635
non-fractured), 236 were referred to other haemodialysis units (12
fractured and 224 non-fractured), 23 changed to peritoneal dial-
ysis (0 fractured and 23 non-fractured) and 51 left the study for
other reasons (2 fractured and 49 non-fractured). The mean time
of follow-up was 23.5 (median 24) months.

Table 1 depicts the baseline characteristics of the patients who
fractured and did not fracture during the follow-up. Patients who
suffered at least one bone fracture during follow-up (fractured),
showed a higher prevalence of previous fractures, a higher per-
centage of women, older age, more background of cardiovascu-
lar disease, longer time on dialysis, lower haemodialysis dose per
week, higher serum calcium and lower serum albumin, among
others. Supplementary data, Table S1 depicts the baseline char-
acteristics of the patients who fractured and not fractured in the
12 months before the start of follow-up.

Multivariate Cox regression showed that bone fractures in the
previous 12 months {hazard ratio (HR) 7.33 [95% confidence in-
terval (CI) 4.78-11.24], P < .001}, female sex [HR 1.57 (95% CI 1.18-
2.10), P =.002], age [HR 1.03 (95% CI 1.02-1.04), P < .001, per 1 year],
haemodialysis vintage [HR 1.00 (95% CI 1.00-1.01), P = .029, per
1month] and serum albumin [HR 0.66 (95% CI 0.49-0.89), P < .007]
were associated with a higher incidence of bone fractures.

No association was found between baseline serum calcium
>9.5 mg/dL and the incidence of bone fractures after full adjust-
ment (Model 3) in any of the two regression models used (stan-
dard Cox proportional hazards regression and Cox proportional
hazards regression for recurrent events) [HR 1.14 (95% CI 0.83—
1.57) and HR 1.10 (95% CI 0.78-1.55); Fig. 1]. Baseline serum PTH
>800 pg/mL was associated with a higher risk of bone fractures
(reference 300-800 pg/mL) in both regression models [HR 1.61
(95% CI 1.01-2.58) and HR 2.01 (95% CI 1.23-3.29); Fig. 2].

Baseline serum phosphate >6.1 mg/dL was significantly associ-
ated with a higher risk of bone fractures, using as reference serum
phosphate levels between 4.3 and 6.1 mg/dL (Fig. 3) in both regres-
sion models in the fully adjusted analysis [HR 1.53 (95% CI 1.01-
2.13) and HR 1.44 (95% CI 1.02-2.05), respectively; Fig. 3].

Additional analyses were performed including adjustment in
the Cox regression models by the individual phosphate binder
type (calcium, magnesium, lanthanum, polyanionic gels, alu-
minium and others) instead of the phosphate binder use (as a
dichotomic variable). None of the phosphate binder types was sig-
nificantly associated with the incidence of bone fractures. The
HR (95% CI) for calcium-containing phosphate binders was 0.85
(0.63-1.14) in the fully adjusted model. The association between
serum phosphate >6.1 mg/dL and the incidence of bone fractures
remained statistically significant in this model [HR 1.57 (95% CI
1.13-2.19)].

The percentage of patients treated with phosphate binders in-
creased according to the serum phosphate level increase: 73.4%
of patients with baseline serum phosphate <4.3 mg/dL, 85.9% of
patients with baseline serum phosphate 4.3-6.1 mg/dL and 94.0%
of patients with baseline serum phosphate >6.1 mg/dL (P < .001).
For the treatment with vitamin D receptor activators, the percent-
ages are as follows: 44.3%, 49.2% and 48.3% for serum phosphate
<4.3,4.3-6.1 and >6.1 mg/dL, respectively (P < .01).

The fully adjusted model found no significant association be-
tween baseline serum phosphate <4.3 mg/dL and bone fractures
during the follow-up.


https://academic.oup.com/ndt/article-lookup/doi/10.1093/ndt/gfad190#supplementary-data

P. Barrera-Baenaetal. | 621

Table 1: Baseline characteristics of fractured and non-fractured patients during follow-up.

All patients Non-fractured Fractured
(N = 6274) (N = 6022) (N = 252) P-value
Previous fractures = yes (%) 128 (2.0) 92 (1.5) 36 (14.3) <.001
Sex = male (%) 3810 (60.7) 3700 (61.4) 110 (43.7) <.001
Age (years) [mean (SD)] 64.0 (14.4) 63.8 (14.4) 68.1 (12.9) <.001
BMI (kg/m?) [mean (SD)] 253 (5.1) 25.3 (5.0) 24.9 (5.6) 197
Current smoker = yes (%) 872 (13.9) 838 (13.9) 34 (13.5) 922
Diabetes = yes (%) 1925 (30.7) 1852 (30.8) 73 (29.0) 594
CVD history = yes (%) 4520 (72.0) 4320 (71.7) 200 (79.4) .010
Parathyroidectomy = yes (%) 307 (4.9) 291 (4.8) 16 (6.3) .345
Months on HD [mean (SD)] 39.0 (49.6) 38.3 (48.8) 55.9 (64.0) <.001
Hours of dialysis per week [mean (SD)] 12.0 (2.1) 12.0 (2.1) 11.7 (1.9) 012
Dialysis technique (%) .889
Low-flux 3387 (54.0) 3250 (54.0) 137 (54.4)
High-flux 2336 (37.2) 2241 (37.2) 95 (37.7)
Others 551 (8.8) 531 (8.8) 20 (7.9)
Calcium concentration in dialysate (%) 482
2.5 mEq/L 1670 (29.8) 1600 (29.7) 70 (32.4)
3.0 mEqg/L 2848 (50.8) 2747 (50.9) 101 (46.8)
3.5 mEq/L 1091 (19.5) 1046 (19.4) 45 (20.8)
Patients prescribed PBAs = yes (%) 5336 (85.1) 5132 (85.3) 204 (81.0) 071
Patients prescribed VDRAs = yes (%) 2979 (47.5) 2860 (47.5) 119 (47.2) .970
Patients prescribed calcimimetics = yes (%) 384 (6.2) 363 (6.1) (8.3) 184
Patients treated with ESAs = yes (%) 5576 (90.6) 5348 (90.6) 228 (91.6) .681
Calcium (mg/dL) [mean (SD)] 9.1(0.7) 9.1(0.7) (0.8) .099
PTH (pg/mL) [median (IQR)] 210.0 (108.0, 209.3 (107.9, 373.1) 228.5 (114.7, .025
375.0) 431.0)
Phosphorus (mg/dL) [mean (SD)] 5.4 (1.4) 5.4 (1.4) (1.5) 071
Albumin (g/dL) [mean (SD)] 3.8 (0.5) 3.8 (0.5) (0.5) 004
Haemoglobin (g/dL) [mean (SD)] 11.4 (1.4) 11.4 (1.4) 11.4 (1.3) 841

Biochemical parameters (PTH, calcium, phosphorus, albumin and haemoglobin) are expressed as the mean of the last 6 months before the start of the follow-up

period.

BMI: body mass index; CVD: cardiovascular disease; HD: haemodialysis; PBAs: phosphate-binding agents; VDRAs: vitamin D receptor activators; ESAs:

erythropoietin-stimulating agent; SD: standard deviation; IQR: interquartile range.

Time-dependent serum calcium values >9.5 mg/dL and phos-
phate >6.1 mg/dL did not correlate with bone fracture risk in
the two Cox regression models (Supplementary data, Tables S2
and S4). However, time-dependent serum PTH >800 pg/mL was
associated with a higher incidence of bone fractures in both,
standard Cox regression and Cox regression for recurrent events
(Supplementary data, Table S3).

After competitive risk analysis, the association between the in-
cidence of bone fractures and phosphate >6.1 mg/dL remained
statistically significant in the fully adjusted model [subHR 1.42
(95% CI 1.02-1.98)]. However, serum calcium above 9.5 mg/dL
and serum PTH >800 pg/mL were not significant [subHR 1.06
(95% CI 0.77-1.46) and 1.49 (95% CI 0.94-2.34), respectively;
Supplementary data, Table S5].

Baseline serum phosphate >6.1 mg/dL was significantly associ-
ated with an increased relative risk in non-vertebral fractures [HR
1.76 (95% CI 1.22-2.53)] but not in symptomatic vertebral fractures
[HR1.01 (95% CI 0.50-2.04)] in the fully adjusted Cox regression
model.

In the linear approach analysis, only serum PTH showed a sig-
nificant association with the incidence of bone fractures [HR 1.04
(95% CI 1.01-1.08) per 100 pg/mL].

DISCUSSION

In haemodialysis patients, bone fragility fractures are frequent
adverse events associated with increased morbidity and mortal-
ity. Prospective studies evaluating bone fractures in this popula-

tion are scarce and have agreed to describe an association be-
tween its occurrence and elevated serum alkaline phosphatase
[15, 16]. In the present study, in addition to the well-known clas-
sical risk factors for bone fractures, high serum phosphate was
consistently associated with increased risk for bone fractures, re-
gardless of other factors such as previous fractures, age, sex, time
on haemodialysis, serum calcium and PTH.

Among the known risk factors for bone fractures, an important
finding of the present study was the strong association between
a previous bone fracture in the 12 months before the start of the
study and the incidence of new fractures [HR 7.33 (95% CI 4.78-
11.24)], a phenomenon also described both in the general popula-
tion and in haemodialysis patients, allowing us to speculate that
appropriate preventive measures should be initiated in a timely
manner to prevent new fractures after the first event [17-20].

The relationship between the incidence of bone fractures and
serum calcium or PTH is worth mentioning. The evidence in this
area is scarce [21]. A previous study of haemodialysis patients
from the Dialysis Outcomes and Practice Patterns Study (DOPPS),
found that serum calcium >10.2 mg/dL showed increased odds
of previous hip fracture [20]. Nevertheless, in line with the re-
sults described in the present study, no association was found be-
tween serum calcium and the risk of new fractures of any type
in adjusted logistic regression models. Similarly, in the Dialysis
Morbidity and Mortality Study (DMMS) waves 1 to 4, no associ-
ation between serum calcium and bone fractures was found in
dialysis patients after adjustment by several covariates [14]. The
same study together with a more recent retrospective study from
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SERUM CALCIUM AND BONE FRACTURES
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Figure 1: Association between serum calcium and the incidence of bone fractures. Multivariate adjustments; Model 1: age, sex, body mass index,
aetiology of CKD, time on haemodialysis, smoking habit, diabetes, cardiovascular disease history, bone fracture history in the previous 12 months,
vascular or valvular calcification, and parathyroidectomy. Model 2: Model 1 plus dialysis type, calcium concentration in the dialysate, hours of
haemodialysis per week, treatment with erythropoietin-stimulating agents (ESAs), prescription of vitamin D metabolites/analogues, native vitamin D
or calcidiol, phosphate-binding agents. Model 3: Model 2 plus haemoglobin, albumin, phosphate and PTH.

SERUM PTH AND BONE FRACTURES
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Figure 2: Association between serum PTH and the incidence of bone fractures. Multivariate adjustments; Model 1: age, sex, body mass index, aetiology
of CKD, time on haemodialysis, smoking habit, diabetes, cardiovascular disease history, bone fracture history in the previous 12 months, vascular or
valvular calcification, and parathyroidectomy. Model 2: Model 1 plus dialysis type, calcium concentration in the dialysate, hours of haemodialysis per
week, treatment with erythropoietin-stimulating agents (ESAs), prescription of vitamin D metabolites/analogues, native vitamin D or calcidol,
phosphate-binding agents. Model 3: Model 2 plus haemoglobin, albumin, phosphate and calcium.

Matias et al. including 341 dialysis patients reported a U-shaped
association between bone fracture risk and serum PTH [6]. In both
studies, a serum PTH <300 pg/mL or >800 pg/mL showed an asso-
ciation with bone fractures after multivariate adjustment. These
data partially agree with the present study, where values of PTH
>800 pg/mL were associated with higher fracture risk, but not
serum PTH <300 pg/mL.

It is well known that serum phosphate increases in the late
stages of CKD, and it has been associated with a higher mortality

risk [22]. However, the possible causal relationship between hyper-
phosphatemia and the increased incidence of bone fractures has
scarcely been evaluated [23, 24].

The possible relationship between serum phosphate and bone
fractures in haemodialysis was described several years ago [22];
it was reported that the relative risk of fracture-related hospital-
ization increased by 12% per mg/dL increase in serum phosphate
after adjustment for a total of 15 potentially confounding vari-
ables including age, gender, ethnicity and serum albumin, among
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Figure 3: Association between serum phosphate and the incidence of bone fractures. Multivariate adjustments; Model 1: age, sex, body mass index,
aetiology of CKD, time on haemodialysis, smoking habit, diabetes, cardiovascular disease history, bone fracture history in the previous 12 months,
vascular or valvular calcification, and parathyroidectomy. Model 2: Model 1 plus dialysis type, calcium concentration in the dialysate, hours of
haemodialysis per week, treatment with erythropoietin-stimulating agents (ESAs), prescription of vitamin D metabolites/analogues, native vitamin D
or calcidiol, phosphate-binding agents. Model 3: Model 2 plus haemoglobin, albumin, PTH and calcium.

others. However, unlike in the present study, only fractures re-
quiring hospitalization were included in the analysis. A more re-
cent study found that high serum phosphate was associated with
bone fracture risk in the general population and men with CKD
(glomerular filtration rate <58 mL/min/1.73 m?) [24]. The associa-
tion between serum phosphate and bone fractures persisted after
adjustment for several potential confounders [including fibrob-
last growth factor 23 (FGF-23) and PTH], which agrees with the
present study, suggesting that the effect of hyperphosphatemia is
at least partially independent of other underlying hormonal ab-
normalities.

The association between serum PTH >800 pg/mL and bone
fractures observed in this study during the follow-up is worth
mentioning, but not novel. Despite the known relationship be-
tween serum phosphate and PTH, the association between serum
phosphate >6.1 mg/dL and bone fractures was independent of
serum PTH, as the latter was included in the multivariate mod-
els as a covariate.

Hyperphosphatemia treatment regimens have also been as-
sociated with bone fracture occurrence among haemodialysis
patients. For example, a recent observational study including
13 427 dialysis patients showed that patients not treated with
phosphate-binding agents presented a 20% higher fracture risk
compared with those treated with phosphate binders [25].

Sevelamer (non-calcium-containing phosphate binder) treat-
ment has been associated with higher vertebral fracture risk
among haemodialysis patients with total bone Gla proteins (or os-
teocalcin) <150 pg/L [26]. Oral calcitriol use has been associated
with lower vertebral fracture risk among haemodialysis patients
without increased vascular calcification [27].

Another study from DOPPS in haemodialysis patients found no
association between serum phosphate and the risk of new frac-
tures [20]. The discrepancy between the latter and the present
study could be attributed to the fact that COSMOS is a study
specifically designed to represent the European dialysis popula-
tion, and its results may not be applicable to other populations.

To our knowledge, the present study is the first to describe an
association between high serum phosphate and the risk of inci-
dent bone fractures in a large population of haemodialysis pa-
tients. Such association was consistently found across the differ-
ent statistical strategies used (Cox regression, Cox regression for
recurrent events and competitive risk regression).

The time-dependent analysis did not show an association be-
tween serum phosphate and the incidence of bone fractures. A
time-dependent Cox analysis may address relatively short-term
effects, meanwhile a traditional Cox analysis using baseline risk
factors addresses the relatively long-term effects [28]. In the cur-
rent study, the outcome of interest is bone fracture, which can
occur as result of the effect of many factors that negatively affect
the process of bone remodelling which may take several months.
In healthy adults, the complete turnover of the skeleton may take
between 7 and 10 years. Therefore, it is expected that any risk fac-
tor for bone fracture would be of a long-term nature, such as the
case of serum phosphate.

Vertebral fractures are especially prevalent among haemodial-
ysis patients. Unlike peripheral fractures, vertebral fractures are
asymptomatic in a high percentage of patients, but a study as-
sessing them by quantitative morphometry described a preva-
lence as high as 55.3% in a sample of 387 haemodialysis patients
[28]. Vertebral fractures have been associated with increased vas-
cular calcification among haemodialysis patients and increased
mortality among CKD patients, whether in haemodialysis or
not [28, 29].

Considering bone fracture localization, high serum phosphate
was significantly associated selectively with an increased risk of
peripheral bone fractures during follow-up, but not with verte-
bral fractures. It is described that secondary hyperparathyroidism
in CKD patients preferentially affects the cortical bone compart-
ment associated with peripheral bone fracture occurrence [8].
Nonetheless, like in previous studies, the association between
serum phosphate and peripheral bone fractures persisted af-
ter adjustment for potential confounders such as serum PTH
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and serum calcium [24]. These results suggest that high serum
phosphate is associated with cortical bone compartment com-
promise and peripheral bone fractures at least partially indepen-
dently of underlying serum PTH abnormalities. Our results con-
front others describing an association between lower serum phos-
phate levels and prevalent vertebral fractures in non-dialysis-
dependent (stages 3-5) CKD patients [28]. It is also worth men-
tioning that an underpower of our results evaluating vertebral
fractures cannot be ruled out due to the lack of systematic
radiological screening for non-symptomatic fractures. This lim-
itation would affect vertebral and non-vertebral (peripheral)
fractures differently since the latter are rarely asymptomatic or
undiagnosed.

Bone fracture was not significantly associated with serum
phosphate when it was considered a continuous variable (lin-
ear relationship). Figure 3 shows higher HRs for both low and
high serum phosphate compared with the reference values (4.3—
6.1 mg/dL), although the differences were not significant for
low levels of serum phosphate (<4.3 mg/dL). This suggests that
the relationship between serum phosphate and bone fracture
may not be linear (U-shaped) and would explain the lack of
association when serum phosphate is used as a continuous
variable.

Direct and indirect mechanisms have been hypothesized to ex-
plain the link between serum phosphate and fractures, but the
findings of epidemiological studies are controversial [20, 22, 25,
30]. The possible mechanisms by which serum phosphate may
affect bone quality and strength are based on in vitro experi-
ments. Phosphate may affect both bone formation and resorption.
Regarding bone formation, inorganic phosphate may stimulate
several regulatory molecules (fos-related antigen 1, osteopontin,
insulin-like growth factor-I and sclerostin), which would inhibit
Wnt/Beta-catenin and osteoblast proliferation [31-33]. Inorganic
phosphate also affects bone resorption by limiting osteoclast sur-
vival and differentiation, inducing changes in the expression of
RANKL, miR-223 and osteoprotegerin [34-38].

The main limitation of the present study is its observational
nature which does not allow causality to be established. Despite
the different statistical approaches implemented and multivari-
ate adjustments, residual confounding cannot be discarded. An-
other limitation is that the COSMOS data were collected more
than 12 years ago and may not fully reflect the current situation
of haemodialysis patients. Also, the COSMOS population is con-
sidered representative of European haemodialysis patients and
results may not be extrapolated to other populations. In addition,
other biochemical markers and drugs related to bone metabolism,
such as FGF-23, alkaline phosphatase and vitamin D metabolites,
oral anticoagulants or proton pump inhibitors, were not available
for the adjustments. Finally, no systematic radiological screening
for non-symptomatic fractures was carried out during follow-up,
leading to a plausible underpower of the results. Undetected in-
cident fractures may have occurred during follow-up, especially
considering vertebral fractures, as they are asymptomatic in a
high percentage of patients. The prevalence of asymptomatic ver-
tebral fractures among CKD patients has been estimated between
2% and 28%; a study assessing them by quantitative morphome-
try described a prevalence of 55.3% among haemodialysis patients
(39, 40].

The strengths of the study are the large size of the population
(6274 patients) and its randomized prospective design represen-
tative of the European haemodialysis population.

In summary, high serum phosphate was independently and
consistently associated with an increased risk of bone fragility
fractures in haemodialysis patients, suggesting that serum phos-
phate might be a novel risk factor or a marker for bone fractures in
this population [41]. Randomized long-term clinical trials are nec-
essary to confirm the role of phosphate in the incidence of bone
fractures. There is a registered ongoing clinical trial to study the
effect of phosphate binder treatment on incident bone fractures
that may shed some additional light on the relationship between
phosphate and bone fractures [42].

SUPPLEMENTARY DATA

Supplementary data are available at ndt online.

ACKNOWLEDGEMENTS

We acknowledge the COSMOS participating centres and the group
of persons who have collaborated at any stage in COSMOS: par-
ticularly, José Luis Motellén, Matthew Turner, Julien Chaussy, Bart
Molemans, Wal Zani, Dylan Rosser, Bastian Dehmel, Bruno Fou-
queray, Brian Bradbury, John Acquavella, Jennifer Hollowell, David
Calle, Francesca Pieraccini, the Biostatistics and Epidemiology
Platform of the Instituto de Investigacién Sanitaria del Principado
de Asturias (ISPA) and the Asociacién para la Lucha Contra las
Enfermedades Renales del Principado de Asturias (ALCER).

COSMOS participating centres are listed in the Supplementary
Appendix.

FUNDING

COSMOS 1is sponsored by the Bone and Mineral Research Unit
(Hospital Universitario Central de Asturias), SAFIM (Sociedad As-
turiana Fomento Investigaciones Oseas), the European Renal As-
sociation. This study has been funded by Instituto de Salud
Carlos III (ISCIII), the ISCIII Retic REDInREN (RD06/0016/1013,
RD12/0021/0023 and RD16/0009/0017), the ISCII Red de In-
vestigacién Cooperativa Orientada a Resultados en Salud RI-
CORS2040 (RD21/0005/0001 and RD21/0005/0019, Next Genera-
tion EU; Recovery, Transformation and Resilience Plan), the ISCIII
(ICI14/00107, PI17/00384 and PI120/00633, co-funded by the Euro-
pean Union), Plan Estatal de I + D + I 2013-2016, Plan de Ciencia,
Tecnologia e Innovacién 2013-2017 y 2018-2022 del Principado de
Asturias (GRUPIN14-028, IDI-2018-000152, IDI/2021/000080), Fun-
dacién Renal Iiigo Alvarez de Toledo (FRIAT) and the Spanish
Society of Nephrology (Estudio Estratégico de la SEN). Logistics
(meetings, secretarial help, printing of materials, development of
website for data entry, etc.) have been financially supported by
an unrestricted grant from AMGEN Europe and Fundacién Renal
ffiigo Alvarez de Toledo (FRIAT).

AUTHORS’ CONTRIBUTIONS

Conception and study design: M.R.-G., C.Z,FEL., M.C.-S., JF, M.A.F,,
MK, GML, JL.G.-T, JB.C.-A. and JL.E-M.; analysis design: P.B.-
B,CZ,EL,M.C-S,JE, MAF, MK, GM.L,,JL.G.-T,, ES.-A., CA.-
M., JB.C.-A. and J.L.E-M,; statistical analysis: P.B.-B., ER.-R., L.G.-
L, BM.-C.,, CA.-M. and JL.FE-M.; interpretation of results: PB.-B.,
M.R.-G,,ER.-R,,L.G.-L.,, A.O,, CZ.,FL, M.C.-S.,, M. A.H.-S., JM.E.-G.,
C.A.-M.,]B.C.-A. and J.L.F.-M.; draft writing: P.B.-B., C.G.-A., J.B.C.-A.


https://academic.oup.com/ndt/article-lookup/doi/10.1093/ndt/gfad190#supplementary-data

P. Barrera-Baenaetal. | 625

andJ.L.F.-M.; manuscript revision: all authors; acquisition of fund-
ing: CA.-M.,JB.C.-A. and JL.E-M.

DATA AVAILABILITY STATEMENT

The data underlying this article will be shared on reasonable
request to the corresponding author.

CONFLICT OF INTEREST STATEMENT

FL. is a member of an advisory board and speaker at meet-
ings supported by Amgen. A.O. has received grants from Sanofi
and consultancy or speaker fees or travel support from Advic-
ciene, Astellas, AstraZeneca, Amicus, Amgen, Fresenius Medical
Care, GSK, Bayer, Sanofi-Genzyme, Menarini, Mundipharma, Ky-
owa Kirin, Alexion, Freeline, Idorsia, Chiesi, Otsuka, Novo-Nordisk,
Sysmex and Vifor Fresenius Medical Care Renal Pharma, and is
Director of the Catedra Mundipharma-UAM of diabetic kidney
disease and the Catedra Astrazeneca-UAM of chronic kidney dis-
ease and electrolytes. J.F. has received honoraria from Amgen, As-
traZeneca, Bayer, Boehringer, Fresenius, Novartis and Vifor, and
serves on the data safety monitoring board of Novo Nordisk and
Visterra. J.B.C.-A. has received grants or consultancy, speaker fees
and travel support from Amgen, Kyowa Kirin and Vifor Fresenius
Medical Care Renal Pharma. The remaining authors declare no
conflict of interest concerning the work. The results presented in
this paper have not been published previously in whole or part,
except in abstract format. The authors are not aware of any ad-
ditional relationships, funding or financial holdings that might be
perceived as affecting the objectivity of this study.

REFERENCES

1. Pimentel A, Urefia-Torres P, Bover J et al. Bone fragility fractures
in CKD patients. Calcif Tissue Int 2021;108:539-50. https://doi.org/
10.1007/500223-020-00779-2

2. KanisJA, Norton N, Harvey NC et al. SCOPE 2021: a new scorecard
for osteoporosis in Europe. Arch Osteoporos 2021;16:82. https://
doi.org/10.1007/s11657-020-00871-9

3. Brunerova L, Lazanské R, Kasalicky P et al. Predictors of bone
fractures in a single-centre cohort of hemodialysis patients: a
2-year follow-up study. Int Urol Nephrol 2018;50:1721-8. https://
doi.org/10.1007/s11255-018-1958-y

4. Mandai S, Sato H, limori S et al. Nationwide in-hospital mor-
tality following major fractures among hemodialysis patients
and the general population: an observational cohort study. Bone
2020;130:115122. https://doi.org/10.1016/j.bone.2019.115122

S. Naylor KL, Garg AX, Zou G et al. Comparison of fracture risk
prediction among individuals with reduced and normal kidney
function. Clin ] Am Soc Nephrol 2015;10:646-53. https://doi.org/
10.2215/CJN.06040614

6. Matias PJ, Laranjinha I, Azevedo A et al. Bone fracture risk
factors in prevalent hemodialysis patients. ] Bone Miner Metab
2020;38:205-12. https://doi.org/10.1007/s00774-019-01041-9

7. Haarhaus M, Cianciolo G, Barbuto S et al. Alkaline phosphatase:
an old friend as treatment target for cardiovascular and mineral
bone disorders in chronic kidney disease. Nutrients 2022;14:2124.
https://doi.org/10.3390/nu14102124

8. Jgrgensen HS, David K, Salam S et al. Traditional and non-
traditional risk factors for osteoporosis in CKD. Calcif Tissue Int
2021;108:496-511. https://doi.org/10.1007/500223-020-00786-0

9. Sprague SM, Bellorin-Font E, Jorgetti V et al. Diagnostic accuracy
of bone turnover markers and bone histology in patients with

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

CKD treated by dialysis. AmJ Kidney Dis 2016;67:559-66. https://
doi.org/10.1053/.ajkd.2015.06.023

Cannata-Andia JB, Fernandez-Martin JL, Zoccali C et al. Current
Management of Secondary Hyperparathyroidism: a Multicenter
Observational Study (COSMOS). ] Nephrol 2008;21:290-8.
Fernandez-Martin JL, Martinez-Camblor P, Dionisi MP et al. Im-
provement of mineral and bone metabolism markers is asso-
ciated with better survival in haemodialysis patients: the COS-
MOS study. Nephrol Dial Transplant 2015;30:1542-51. https://doi.
org/10.1093/ndt/gfv099

Fernandez-Martin JL, Dusso A, Martinez-Camblor P et al. Serum
phosphate optimal timing and range associated with patients
survival in haemodialysis: the COSMOS study. Nephrol Dial Trans-
plant 2019;34:673-81. https://doi.org/10.1093/ndt/gfy093
Fernandez-Martin JL, Carrero JJ, Benedik M et al. COSMOS: the
dialysis scenario of CKD-MBD in Europe. Nephrol Dial Transplant
2013;28:1922-35. https://doi.org/10.1093/ndt/gfs418

Danese MD, Kim ], Doan QV et al. PTH and the risks for hip,
vertebral, and pelvic fractures among patients on dialysis. Am
J Kidney Dis 2006;47:149-56. https://doi.org/10.1053/j.ajkd.2005.
09.024

Maruyama Y, Taniguchi M, Kazama JJ et al. A higher serum alka-
line phosphatase is associated with the incidence of hip fracture
and mortality among patients receiving hemodialysis in Japan.
Nephrol Dial Transplant 2014;29:1532-8. https://doi.org/10.1093/
ndt/gfu055

limori S, Mori Y, Akita W et al. Diagnostic usefulness of bone
mineral density and biochemical markers of bone turnover in
predicting fracture in CKD stage 5D patients-a single-center co-
hort study. Nephrol Dial Transplant 2012;27:345-51. https://doi.
org/10.1093/ndt/gfr317

Johansson H, Siggeirsdottir K, Harvey NC et al. Imminent risk of
fracture after fracture. Osteoporos Int 2017;28:775-80. https://doi.
0rg/10.1007/500198-016-3868-0

Evenepoel P, Cunningham J, Ferrari S et al. European Consensus
Statement on the diagnosis and management of osteoporosis
in chronic kidney disease stages G4-G5D. Nephrol Dial Transplant
2021;36:42-59. https://doi.org/10.1093/ndt/gfaa192

Mitterbauer C, Kramar R, Oberbauer R. Age and sex are sufficient
for predicting fractures occurring within 1 year of hemodialysis
treatment. Bone 2007;40:516-21. https://doi.org/10.1016/j.bone.
2006.09.017

Jadoul M, Albert JM, Akiba T et al. Incidence and risk factors
for hip or other bone fractures among hemodialysis patients in
the Dialysis Outcomes and Practice Patterns Study. Kidney Int
2006;70:1358-66. https://doi.org/10.1038/sj.ki.5001754

Messa P. Skeletal fractures in patients on renal replacement
therapy: how large still is the knowledge gap? Nephrol Dial Trans-
plant 2016;31:1554-6. https://doi.org/10.1093/ndt/gfw055

Block GA, Klassen PS, Lazarus JM et al. Mineral metabolism,
mortality, and morbidity in maintenance hemodialysis. ] Am
Soc Nephrol 2004;15:2208-18. https://doi.org/10.1097/01.ASN.
0000133041.27682.A2

Meleti Z, Shapiro IM, Adams CS. Inorganic phosphate induces
apoptosis of osteoblast-like cells in culture. Bone 2000;27:359-
66. https://doi.org/10.1016/S8756-3282(00)00346-X
Campos-Obando N, Koek WNH, Hooker ER et al. Serum phos-
phate is associated with fracture risk: the Rotterdam Study and
MrOS. ] Bone Miner Res 2017;32:1182-93. https://doi.org/10.1002/
jbmr.3094

Kwon YE, Choi HY, Kim S et al. Fracture risk in chronic kidney
disease: a Korean population-based cohort study. Kidney Res Clin
Pract 2019;38:220-8. https://doi.org/10.23876/j krcp.18.0099


https://doi.org/10.1007/s00223-020-00779-z
https://doi.org/10.1007/s11657-020-00871-9
https://doi.org/10.1007/s11255-018-1958-y
https://doi.org/10.1016/j.bone.2019.115122
https://doi.org/10.2215/CJN.06040614
https://doi.org/10.1007/s00774-019-01041-9
https://doi.org/10.3390/nu14102124
https://doi.org/10.1007/s00223-020-00786-0
https://doi.org/10.1053/j.ajkd.2015.06.023
https://doi.org/10.1093/ndt/gfv099
https://doi.org/10.1093/ndt/gfy093
https://doi.org/10.1093/ndt/gfs418
https://doi.org/10.1053/j.ajkd.2005.09.024
https://doi.org/10.1093/ndt/gfu055
https://doi.org/10.1093/ndt/gfr317
https://doi.org/10.1007/s00198-016-3868-0
https://doi.org/10.1093/ndt/gfaa192
https://doi.org/10.1016/j.bone.2006.09.017
https://doi.org/10.1038/sj.ki.5001754
https://doi.org/10.1093/ndt/gfw055
https://doi.org/10.1097/01.ASN.0000133041.27682.A2
https://doi.org/10.1016/S8756-3282(00)00346-X
https://doi.org/10.1002/jbmr.3094
https://doi.org/10.23876/j.krcp.18.0099

626

| Nephrol Dial Transplant, 2024, Vol. 39, No. 4

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

Fusaro M, Cozzolino M, Plebani M et al. sevelamer use, vita-
min K levels, vascular calcifications, and vertebral fractures in
hemodialysis patients: results from the VIKI study. ] Bone Miner
Res 2021;36:500-9. https://doi.org/10.1002/jbmr.4214

Fusaro M, Cianciolo G, Tripepi G et al. Oral calcitriol use, verte-
bral fractures, and vitamin K in hemodialysis patients: a cross-
sectional study.J Bone Miner Res 2021;36:2361-70. https://doi.org/
10.1002/jbmr.4440

Castro-Alonso C, D'Marco L, Pomes J et al. Prevalence of verte-
bral fractures and their prognostic significance in the survival in
patients with chronic kidney disease stages 3-5 not on dialysis.
J Clin Med 2020;9:1-11. https://doi.org/10.3390/jcm9051604
Rodriguez-Garcifa M, Gémez-Alonso C, Naves-Diaz M et al.
Vascular calcifications, vertebral fractures and mortality in
haemodialysis patients. Nephrol Dial Transplant 2009;24:239-46.
https://doi.org/10.1093/ndt/gfn466

Fusaro M, Holden R, Lok C et al. Phosphate and bone fracture
risk in chronic kidney disease patients. Nephrol Dial Transplant
2021;36:405-12.

Kanatani M, Sugimoto T, Kano J et al. IGF-I mediates the stim-
ulatory effect of high phosphate concentration on osteoblastic
cell proliferation. J Cell Physiol 2002;190:306-12. https://doi.org/
10.1002/jcp.10067

Zhang R, Lu Y, Ye L et al. Unique roles of phosphorus in endo-
chondral bone formation and osteocyte maturation. ] Bone Miner
Res 2011;26:1047-56. https://doi.org/10.1002/jbmr.294

Beck GR, Zerler B, Moran E. Phosphate is a specific signal for in-
duction of osteopontin gene expression. Proc Natl Acad Sci USA
2000;97:8352-7. https://doi.org/10.1073/pnas.140021997

Gupta A, Guo XL, Alvarez UM et al. Regulation of sodium-
dependent phosphate transport in osteoclasts. J Clin Invest
1997;100:538-49. https://doi.org/10.1172/JCI1119563

Kanatani M, Sugimoto T, Kano J et al. Effect of high phosphate
concentration on osteoclast differentiation as well as bone-

36.

37.

38.

39.

40.

41.

42.

resorbing activity. J Cell Physiol 2003;196:180-9. https://doi.org/
10.1002/jcp.10270

Koyama Y, Rittling SR, Tsuji K et al. Osteopontin deficiency sup-
presses high phosphate load-induced bone loss via specific mod-
ulation of osteoclasts. Endocrinology 2006;147:3040-9. https://doi.
0rg/10.1210/en.2005-0671

Yates AJ, Oreffo ROC, Mayor K et al. Inhibition of bone resorp-
tion by inorganic phosphate is mediated by both reduced osteo-
clast formation and decreased activity of mature osteoclasts.
J Bone Miner Res 1991;6:473-8. https://doi.org/10.1002/jbmr.
5650060508

M’'Baya-Moutoula E, Louvet L, Metzinger-Le Meuth V et al. High
inorganic phosphate concentration inhibits osteoclastogenesis
by modulating miR-223. Biochim Biophys Acta 2015;1852:2202-12.
https://doi.org/10.1016/j.bbadis.2015.08.003

Fusaro M, Tripepi G, Noale M et al. High prevalence of ver-
tebral fractures assessed by quantitative morphometry in
hemodialysis patients, strongly associated with vascular calci-
fications. Calcif Tissue Int 2013;93:39-47. https://doi.org/10.1007/
500223-013-9722-x

Bucur RC, Panjwani DD, Turner L et al. Low bone mineral den-
sity and fractures in stages 3-5 CKD: an updated systematic re-
view and meta-analysis. Osteoporos Int 2015;26:449-58. https://
doi.org/10.1007/s00198-014-2813-3

Gonzalez-Parra E, Bover J, Herrero ] et al. Control of phos-
phorus and prevention of fractures in the kidney patient.
Nefrologia 2021;41:7-14. https://doi.org/10.1016/j.nefro.2020.05.
015

Bhargava R, Kalra PA, Brenchley P et al. A study to inform the
design of a national multicentre randomised controlled trial
to evaluate if reducing serum phosphate to normal levels im-
proves clinical outcomes including mortality, cardiovascular
events, bone pain, or fracture in patients on dialysis. Int ] Nephrol
2015;2015:579434.

Received: January 11, 2023; Editorial decision: August 25, 2023
© The Author(s) 2023. Published by Oxford University Press on behalf of the ERA. This is an Open Access article distributed under the terms of the Creative
Commons Attribution-NonCommercial License (https://creativecommons.org/licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and
reproduction in any medium, provided the original work is properly cited. For commercial re-use, please contact journals.permissions@oup.com


https://doi.org/10.1002/jbmr.4214
https://doi.org/10.1002/jbmr.4440
https://doi.org/10.3390/jcm9051604
https://doi.org/10.1093/ndt/gfn466
https://doi.org/10.1002/jcp.10067
https://doi.org/10.1002/jbmr.294
https://doi.org/10.1073/pnas.140021997
https://doi.org/10.1172/JCI119563
https://doi.org/10.1002/jcp.10270
https://doi.org/10.1210/en.2005-0671
https://doi.org/10.1002/jbmr.5650060508
https://doi.org/10.1016/j.bbadis.2015.08.003
https://doi.org/10.1007/s00223-013-9722-x
https://doi.org/10.1007/s00198-014-2813-3
https://doi.org/10.1016/j.nefro.2020.05.015
https://creativecommons.org/licenses/by-nc/4.0/
mailto:journals.permissions@oup.com

	INTRODUCTION
	MATERIALS AND METHODS
	Study design and population
	Statistical analysis

	RESULTS
	DISCUSSION
	SUPPLEMENTARY DATA
	ACKNOWLEDGEMENTS
	FUNDING
	AUTHORS’ CONTRIBUTIONS
	DATA AVAILABILITY STATEMENT
	CONFLICT OF INTEREST STATEMENT
	REFERENCES

