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ABSTRACT
Background Guidelines recommend reducing elevated serum phosphate in patients with CKD.
Tenapanor, a minimally absorbed inhibitor of gastrointestinal sodium/hydrogen exchanger 3 (NHE3),
reduces paracellular phosphate transport.

Methods In this phase 3 randomized, double-blind trial, we randomly assigned patients with hyperphos-
phatemia receiving maintenance hemodialysis to receive twice-daily oral tenapanor (3, 10, or 30 mg [the
latter down-titrated, if needed]) for 8 weeks. Patients were then rerandomized 1:1 to receive either their
previously assigned dose or placebo for a 4-week ‘withdrawal’ period. We measured serum phosphate
levels over the course of the trial. The primary end point was mean change in serum phosphate over the
4-week withdrawal period for the tenapanor group (using pooled data) versus the placebo group.

Results Of 219 patients randomized, 152 completed both study phases. During the initial 8-week treat-
ment period, all three treatment groups experienced significant decreases in mean serum phosphate
(reductions of 1.00, 1.02, and 1.19 mg/dl, corresponding to the 3, 10, and 30 mg [down-titrated] dose
groups, respectively). Tenapanor also showed a significant benefit over placebo during the withdrawal
period,with amean increase of 0.85mg/dl in the placebogroup versus amean increase of 0.02mg/dl in the
pooled tenapanor group. Adverse events were largely limited to softened stool and a modest increase in
bowel movement frequency, resulting from increased stool sodium and water content, stemming from
tenapanor’s mechanism of action.

Conclusions Tenapanor significantly reduced elevated serum phosphate in patients with hyperphospha-
temia receiving maintenance hemodialysis. Adverse effects were limited to those induced by its known
mechanism of action, which increases stool sodium and water content.
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Reducing elevated serum phosphate in patients with
ESRD receivingmaintenance dialysis has been a ther-
apeutic goal for nearly three decades.1 Initial clinical
concerns were focused on the contribution of serum
phosphate to the development of secondary hyper-
parathyroidism and uremic pruritus; subsequently,
these concerns were overshadowed by consistent ob-
servations demonstrating a monotonic relationship
between serum phosphate concentration and cardio-
vascular risk in patients spanning the entire spectrum
of kidney function.2–5 Today, most nephrologists
attempt to reduce serum phosphate as part

of a comprehensive cardiovascular risk-reduction
strategy.6 Therapeutic interventions designed to ac-
complish this goal remain limited tophosphatebinders
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and reducing dietary phosphate intake. Frequent hemodialysis
improves phosphate control, yet logistic and regulatory hurdles
preclude adoption of this intervention at a population level.7

Surprisingly little is known about the physiology of phos-
phate homeostasis in patients with CKD or in healthy persons.
Serum phosphate concentration is known to be influenced by
circadian rhythmaswell as by phosphate ingestion, absorption,
and excretion.8–11 Absolute intestinal phosphate absorption is
dependent on both active transport and passive, paracellular
transport. Active phosphate transport is thought to be satu-
rated at relatively low intraluminal phosphate concentrations;
thus, the bulk of net phosphate transport is thought to be
driven by the concentration-dependent, nonsaturable, para-
cellular pathway.12

Tenapanor is aminimally systemically absorbed inhibitor of
intestinal sodium/hydrogen exchanger 3 (NHE3) that reduces
phosphate absorption in healthy persons and lowers elevated
serum phosphate concentrations in patients receiving main-
tenance hemodialysis.13–15 The effect of tenapanor on phos-
phate absorption is mediated by transiently increasing the
intracellular proton concentration in cells lining the gastroin-
testinal lumen, a result of NHE3 inhibition, which induces a
conformational change in tight junction proteins, thereby de-
creasing permeability to paracellular phosphate transport; this
action has no apparent effect on the absorption of other ions
(except sodium) or nutrients.12 A consequence of intestinal
NHE3 inhibition is that stool sodium and water content are
increased, loosening stool consistency and increasing bowel
movement frequency.15–17 We conducted this phase 3 placebo-
controlled, randomized clinical trial in patients receiving
maintenance hemodialysis with hyperphosphatemia to test
the safety and efficacy of tenapanor.

METHODS

Study Design
The trial (Clinicaltrials.gov identifierNCT02675998) was con-
ducted at 41 sites in theUnited States between January 20, 2016
and January 6, 2017 in accordance with the Declaration of
Helsinki, International Conference on Harmonization, and
GoodClinical Practice guidelines. The protocol and all amend-
ments were approved by an independent ethics committee or
institutional review board. All participants provided written
informed consent.

The trial was originally designed as a double-blind, dose-rang-
ing phase 2 study with the primary end point being the change in
serum phosphate from baseline to the end of the 8-week ran-
domized treatment period (RTP). After trial initiation, the
US Food and Drug Administration (FDA) informed the spon-
sor that a previous phase 2 study13 was sufficient for dose
range finding and proposed conversion to a phase 3 trial
incorporating a 4-week, double-blind, placebo-controlled, ran-
domized withdrawal period (RWP); the protocol was amended
onMarch 3, 2016, when 22 patients were enrolled (Figure 1). The

primary end point was amended to the between-groups (pooled
tenapanor versus placebo) difference in the mean change in se-
rum phosphate from the end of the RTP to the end of the RWP
(or the end point visit for this period) in a protocol amendment
datedMay 27, 2016, when 94 patients were enrolled. A responder
analysis of serum phosphate change in the RWPwas also reques-
ted by the FDA, which was performed among patients who
experienced at least a 1.2-mg/dl decrease in serum phosphate
during the RTP. All protocol amendments were made before
any efficacy data had been analyzed. Details of key protocol
changes are provided in the Supplemental Material.

Adults (aged 18–80 years) with ESRDwho had been onmain-
tenance hemodialysis for at least 3 months, who were receiving at
least three doses of phosphate-binding medication per day, and
who had serum phosphate concentrations of 4.0–7.0 mg/dl (in-
clusive) were eligible. Vitamin D and/or calcimimetic therapy
were required to have been stable for at least 4 weeks before
screening. After the 1–3-week washout period, patients must
have had an increase in serum phosphate of at least 1.5 mg/dl,
with an absolute value from 6.0 mg/dl to ,10.0 mg/dl, to be
eligible for randomization. Exclusion criteria included parathy-
roid hormone .1200 pg/ml, serum phosphate .10.0 mg/dl at
any time in the previous 3 months, serum bicarbonate ,18
mmol/L on two consecutive measurements, diarrhea/loose stool
($3 bowel movements/day on two or more days or any stool of
Bristol Stool FormScale [see SupplementalMaterial]18$6during
the week before randomization), and life expectancy,6months.

On day 1, eligible patients were randomly assigned to one of
three parallel tenapanor regimens—3- or 10-mg fixed dose
twice a day, or 30 mg twice a day which could be down-titrated
during the first 4 weeks of the RTP in a step-wise fashion to 20,
15, 10, or 3 mg twice a day on the basis of gastrointestinal tol-
erability—in a 1:1:1 ratio using a computer-generated random-
ization schedule and a block size of 3. Study site staff and patients
were blinded to treatment assignment. To preserve blinding, all
patients were asked about tolerability at each study visit. Tena-
panor was formulated as round, 9-mm diameter, plain, white,
film-coated tablets irrespective of dose. Patients took two tablets

Significance Statement

Phosphate binders are currently the only medications available to
reduce elevated serum phosphate in patients with ESRD receiving
hemodialysis. Tenapanor, a minimally absorbed inhibitor of gas-
trointestinal sodium/hydrogen exchanger 3 (NHE3), acts via a non–
phosphate-binding mechanism, reducing paracellular phosphate
transport in the intestine. The authors found that tenapanor sig-
nificantly lowered elevated serum phosphate in patients receiving
hemodialysis, resulting in a mean reduction of 1.0–1.2 mg/dl over 8
weeks. Tenapanor also showed a significant benefit over placebo in
patients rerandomized to either continue tenapanor treatment or
receive a placebo for 4 weeks. Adverse effects were largely limited
to softening of stool and more frequent bowel movements. By
targeting paracellular phosphate transport’s substantial contribu-
tion to net phosphate absorption in the gut, tenapanor has the
potential to improvemanagement ofmineral bone disorder in CKD.
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in the morning before breakfast and two tablets in the evening
before dinner; patients did not take tablets at the meal before
dialysis and instead took them before another meal on that day
(see Supplemental Table 1 for dosing regimens).

All randomized patients entered the 8-week RTP. At the end
of the RTP, patients were rerandomized 1:1 to either remain on
their previously assigned dose of tenapanor or to receive
matching placebo and entered a 4-week RWP. We pooled
data from all three tenapanor groups in the RWP.

Study Assessments
Study visits included a screening visit, 1–3 postwashout visits, a
randomization visit, weekly visits at weeks 1–4, and every other
week thereafter. All study assessments occurred after a short di-
alysis interval and predialysis. Serum parathyroid hormone and
fibroblast growth factor 23 (FGF23) were assessed using intact
assays (Roche Diagnostics, Indianapolis, IN and Kainos Labora-
tories, Tokyo, Japan, respectively). To assess tolerability, all pa-
tients used an electronic diary (phone) to record daily bowel
habits (frequency and stool form, using the Bristol Stool Form
Scale18) for the entire study. Safety assessments included physical
examination, vital signs, laboratory tests, 12-lead electrocardio-
grams, and adverse event recording. We assessed adherence to
study medication by pill count. Full details of study assessments
are provided in the Supplemental Material.

Study Outcomes and Statistical Analyses
SeparatesafetyanalysissetswereanalyzedintheRTPandRWP,each
ofwhich includedallpatientswhoreceivedat leastonedoseofstudy
treatment in the respective period and was used for the analysis of
all safety outcomes. The intention-to-treat (ITT) analysis set for

efficacy assessments included all patients who received at least one
dose of study treatment and had at least one postbaseline serum
phosphate assessment during the RTP. Key efficacy outcomeswere
the change in serum phosphate from baseline to the end of the
8-week RTP for each tenapanor group (the original primary end
point) and the change in serumphosphate from theendof theRTP
to the endof theRWP(or the endpoint visit for this period) for the
pooled tenapanor and placebo groups (the revised primary end
point). The proportion of patients with serum phosphate ,5.5
mg/dl at eachvisit during theRTPwasa secondaryefficacyoutcome.
The secondary analysis requested by the FDA, change in serum
phosphate from the end of the RTP to the end of the RWP among
responders, was assessed using an efficacy analysis set composed of
all patientswhocompleted theRTPandachievedat least a 1.2-mg/dl
reduction in serum phosphate from baseline to the end of the RTP.

Continuous efficacy variables were assessed using an anal-
ysis of covariance model with investigator site and treatment
group as fixed factors and baseline value as a covariate, with
change from baseline to each assessment as the dependent
variable. We log-transformed FGF23 data before inference
testing owing to the highly skewed distribution and, as such,
we report ratios of the geometric means to aid interpretability.

Furtherdetails of the studyoutcomemeasures and statistical
analyses are provided in the Supplemental Material.

RESULTS

Patient Disposition and Baseline Characteristics
Of 673 patients screened, 219 patients were randomized to one
of three tenapanor treatment groups (Figure 2). A total of 164

Tenapanor 3 mg b.i.d. (n=74)

Randomized treatment period
Randomized

withdrawal periodc

1–3 weeks

Tenapanor 10 mg b.i.d. (n=73)

Cessation of
existing

phosphate
binders

Screening
(N=673)

Pooled tenapanor
(n=82)

Placebo (n=82)

Randomization
(n=219)

Re-randomization
(n=164)

End of
treatment

Tenapanor 30 mg b.i.d. titrationa (n=72)b

Washout

8 weeks 4 weeks

Figure 1. Study design. aPatients initially receiving tenapanor 30 mg twice a day were allowed to down-titrate weekly (stepwise 30 →
20 → 15 → 10 → 3 mg twice a day) during the first 4 weeks of the RTP, on the basis of gastrointestinal tolerability. Mean final dose of
tenapanor in this group at the end of the RTP was 24.4 mg twice a day for the safety and ITT analysis sets, and 22.8 mg twice a day for
the secondary efficacy analysis set. bOne patient did not receive any dose of study drug and was excluded from analyses. cThe study
was initiated on January 20, 2016 as an 8-week randomized dose range–finding study; the RWP was added to the protocol in an
amendment dated March 3, 2016, when 22 patients were enrolled. Patients randomized to tenapanor in the RWP remained on their
previous dose from the RTP. Mean exposure during the RTP was 48 days in all three treatment groups, and during the RWP was 26 days
for patients receiving placebo and 27 days for patients receiving tenapanor. bid, twice daily.
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Safety and ITT
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Figure 2. Patient flow. aOne patient discontinued before receiving a dose of study drug and was excluded from the analyses. bid,
twice daily; GI, gastrointestinal.
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patients (75%) completed the RTP, of whom 152 (93%) com-
pleted the 4-week RWP. The proportions of patients not com-
pleting the RTP were approximately equal in all three tenapanor
dose groups (23%, 26%, and 26% in the 3, 10, and30mg [down-
titration] twice a day groups, respectively). During the RWP,
10% of patients randomized to placebo and 4%–6% of patients
randomized to tenapanor withdrew before completion. The ITT
and safety analysis sets for the RTP included 218 patients, be-
cause one patient withdrew before receiving study drug, and for
the RWP included 164 patients (82 pooled tenapanor, 82 pla-
cebo). The secondary (FDA-requested) efficacy analysis set in-
cluded 80 patients (37 placebo, 43 pooled tenapanor).

Baseline characteristics were similar in all randomized
groups (Table 1). Mean adherence to study drug was .92%
in all three treatment groups during the RTP and.95% dur-
ing the RWP.Mean final dose of tenapanor in the 30mg twice a
day down-titration group at the end of the RTP was 24.4 mg
twice a day for the safety and ITT analysis sets.

Efficacy
Serum Phosphate
In theRTP, therewere significantdecreases in serumphosphate
in all three tenapanor groups; mean6SD serum phosphate in
the ITT set decreased by 1.0061.73, 1.0261.66, and 1.196
1.82 mg/dl in patients assigned to tenapanor 3, 10, and 30 mg
twice a day down-titration, respectively, from postwashout
baseline to week 8 (Figure 3A). There was no clear dose-
response relationship during the RTP. The proportion of pa-
tients with serum phosphate ,5.5 mg/dl at each visit during
the RTP was 28.8%–37.7%, 24.6%–41.1%, and 25.0%–40.7%

for the tenapanor 3, 10, and 30 mg twice a day down-titration
groups, respectively (Supplemental Table 2).

In the RWP, the difference in serum phosphate change be-
tween the pooled tenapanor group and the placebo group was
significant (mean6SD increase of 0.8561.68 mg/dl with pla-
cebo versus 0.0261.63 mg/dl with tenapanor; least squares
mean difference, 20.72 mg/dl; 95% confidence interval,
21.19 to 20.25 mg/dl; P=0.003; Figure 3A).

Eighty of 164 patients in the RTP were deemed responders
(mean6SD serum phosphate reduction, 2.5661.10 mg/dl)
after 8 weeks’ treatment. In the RWP, the difference in serum
phosphate change between pooled tenapanor and placebo
among responders was statistically significant (Figure 3A).

Other Biochemical End Points
Meanchanges frombaseline to theendof theRTPinmeanserum
parathyroid hormone concentration were small in magnitude
(least squares mean change, +1.0, +7.3, and 224.6 pmol/L in
the 3, 10, and 30 mg twice a day down-titration groups, respec-
tively) and none were statistically significant.

Mean FGF23 was reduced from baseline to the end of the
RTP in all three treatment groups, with a significant reduction
observed in the 3 and 30mg twice a day down-titration groups
(Supplemental Table 3).

Safety and Tolerability
Stool Form and Frequency
Mean bowel movement frequency remained in the normal
range for healthy individuals19 in all groups throughout the
study (Figure 4). At the end of the RTP, mean stool frequency

Table 1. Baseline characteristics for patients entering the RTP and RWP

Characteristic

RTP RWP

Tenapanor

Placebo,
n=82

Pooled
Tenapanor,

n=82
3 mg Twice
Daily, n=74

10 mg Twice
Daily, n=73

30 mg Twice
Daily Titration,

n=71

Age, yr 55.7611.5 57.4610.8 54.2610.9 55.8611.8 55.2610.4
Men, n (%) 46 (62.2) 34 (46.6) 48 (67.6) 44 (53.7) 52 (63.4)
Race, n (%)
White 30 (40.5) 25 (34.2) 30 (42.3) 26 (31.7) 29 (35.4)
Black 40 (54.1) 45 (61.6) 40 (56.3) 51 (62.2) 51 (62.2)
Asian 2 (2.7) 0 (0.0) 0 (0.0) 2 (2.4) 0 (0.0)
Native American or Alaskan native 1 (1.4) 2 (2.7) 1 (1.4) 2 (2.4) 2 (2.4)
Other 1 (1.4) 1 (1.4) 0 (0.0) 1 (1.2) 0 (0.0)

Ethnicity, n (%)
Hispanic or Latino 13 (17.6) 8 (11.0) 18 (25.4) 12 (14.6) 16 (19.5)

Baseline BMI, kg/m2 32.568.5 33.668.5 33.468.1 33.067.9 34.368.2
Duration since first hemodialysis, mo 58.1663.1 62.0653.1 57.1657.1 55.7652.2 57.9651.7
Kt/V valuea NA 1.6260.38 1.6160.28 1.6360.32 1.6160.34
Serum phosphate, mg/dlb 7.4061.57 7.4661.69 7.6261.43 NA NA
PTH value before study entry, pg/ml 4716268 3936237 4336213 4056206 4436241

Data are mean6SD unless otherwise stated. BMI, body mass index; Kt/V, a marker of dialysis adequacy, where K is dialyzer clearance of urea, t is dialysis time, and
V is volume distribution of urea (approximately equal to the participant’s total body water); NA, not applicable/available; PTH, parathyroid hormone.
aData for 3 mg twice a day group not included due to a recording error.
bOn day 1, i.e., postwashout of phosphate binders.
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increased by 2.8/wk (equivalent to 0.4/d or one incremental
movement every 2.5 days) from baseline. During the RWP, the
mean bowel movement frequency was 0.822.7 movements
per week higher in patients receiving tenapanor versus those
receiving placebo. The mean Bristol Stool Form Scale score
increased by 0.8 from baseline during the RTP and was 0.4–0.9
points higher in tenapanor- versus placebo-treated patients
during the RWP.

Adverse Events and Other Assessments
The most common adverse events were gastrointestinal in na-
ture and were largely confined to diarrhea, as defined by any
change in stool form or frequency (Tables 2 and 3, Supple-
mental Tables 4 and 5). During the RTP, diarrhea prompted
drug discontinuation in 18 patients (8.3%). No patients dis-
continued treatment owing to diarrhea during the RWP. Very
few serious adverse events occurred during the RTP and no
patients receiving tenapanor had a serious adverse event dur-
ing the RWP. One patient receiving tenapanor 3mg twice a day
died from sudden cardiac death, a finding assessed as unre-
lated to study treatment. Hyperphosphatemia was reported in
12 patients during the RTP. No clinically meaningful changes
from baseline were observed in other laboratory parameters
(Supplemental Table 6), including serum bicarbonate, or in
vital signs, 12-lead electrocardiograms, or physical examina-
tion findings.

DISCUSSION

In this phase 3 placebo-controlled trial with anRWP, treatment
with tenapanor, a minimally absorbed specific inhibitor of
NHE3 that neither binds phosphate nor inhibits active phos-
phate transport, resulted in a significant reduction in serum
phosphate among patients receiving maintenance hemodial-
ysis with elevated serum phosphate concentrations. Adverse
effects were uncommon; there was an expected modest in-
crease in the frequency of bowel movements (on average one
additional movement every 2.5 days) and a detectable, modest
softening of the stool by a conventional criterion (the Bristol
Stool Form Scale).

Tenapanor is aminimally absorbed compound with detect-
able levels in serumonly rarely being described,15–17 a potential

advantage given the continued concern with inadvertent sys-
temic accumulation of cations from phosphate binders in-
cluding those containing aluminum, lanthanum, iron, and
calcium. Indeed, on the basis of several rigorous calcium bal-
ance studies in patients with CKD and from observational data
and randomized clinical trials demonstrating higher mortality
related to the use of calcium-based phosphate binders,20–23

the 2017 Kidney Disease Improving Global Outcomes guide-
lines update recommends limiting calcium exposure from
phosphate binders in all patients with CKD.24 Also relevant
is the form and method of administration of tenapanor. One
9-mm-diameter tablet taken twice daily represents a dramatic
reduction in pill burdenwhen compared with commonly used
doses of phosphate binders (often 9–12 or more tablets or
capsules per day). However, the design of this trial precludes
any accurate prediction of the proportion of individuals that
might be treated successfully with tenapanor monotherapy.

Contrary to conventional belief, serum phosphate concen-
tration is not simply the net result of phosphate ingestion,
absorption, and excretion. Elegant work has demonstrated
that the nicotinamide phosphoribosyl transferase (Nampt)/
(NAD+) intracellular pathway plays a fundamentally impor-
tant role in the expression of renal and intestinal phosphate
transporters (NaPi-2a, NaPi-2b, andNaPi-2c), and likely plays
an additional role in the transcellular shifts from other organs
that occur independent of oral phosphate ingestion, and
which determine diurnal variation in serum phosphate con-
centration.25–27 Even our understanding of what constitutes a
“phosphate-restricted diet” is now known to be on the basis of
basic misunderstandings about the relative contribution of
animal- versus plant- versus additive-based phosphate expo-
sure.9,28 Our findings here indicate a clear and substantial
contribution of paracellular phosphate transport to net phos-
phate absorption. One conclusion from this body of work is
the erroneous and pejorative labeling of patients as “noncom-
pliant” when their serum phosphate fails to conform to clin-
ical expectations despite prescribed phosphate-restricted
dietary limits and phosphate binders. The nearly universal
finding that phosphate binders provide a maximal serum
phosphate reduction of approximately 2.0 mg/dl at their high-
est dose suggests that novel mechanisms will be required
to achieve further improvements in population phosphate
control.29–31 Other interventions that target renal, intestinal,

Figure 3. Tenapanor significantly decreased serum phosphate levels in patients with hyperphosphatemia receiving maintenance
hemodialysis. Data presented are for the change in serum phosphate during the RTP and the RWP for (A) the ITT analysis set and (B) the
efficacy (responder) analysis set. Line graph data are mean6SD. Bar chart data are LSM change (95% CI) in serum phosphate con-
centration and error bars show SEM, from an analysis of covariance with treatment and pooled investigator sites as factors and baseline
(left) or end of 8-week RTP (right) serum phosphate concentration as a covariate. Data in (B) are shown for the responder population,
defined as all patients with a reduction in serum phosphate concentration of at least 1.2 mg/dl during the RTP. The analyses used a
patient’s last study center visit as the end point visit; there may be apparent discrepancies in patient numbers between figure panels if
patients did not visit the study center after the first visit of each period (i.e., had no end point visit for the RTP/RWP). *P,0.001 versus
baseline. bid, twice daily; 95% CI, 95% confidence interval; LSM, least squares mean.
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or cell membrane active phosphate transport (expression or
function), or alternatively tight junction protein function,
might provide additional novel pathways.

Tenapanor, which increases stool sodium and water content
through its effects onNHE3, resulted insofter stooland increased

frequency of bowel movements, as we expected. Diarrhea was
experienced by approximately 40% of patients receiving tenapa-
nor during the RTP, although by only one patient receiving te-
napanor and two patients receiving placebo during the RWP.
Interestingly, although we chose to classify any increase in stool
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Table 2. Summary of AEs

AE category

Tenapanor
Placebo,
n=82

Tenapanor

3 mg Twice
Daily, n=74

10 mg Twice
Daily, n=73

30 mg Twice
Daily Titration, n=71

3 mg Twice
Daily, n=25

10 mg Twice
Daily, n=23

30 mg Twice
Daily Titration, n=34

RTP
Any AE 39 (52.7) 51 (69.9) 49 (69.0)
Treatment-related AE 24 (32.4) 38 (52.1) 33 (46.5)
AE leading to study discontinuation 8 (10.8) 16 (21.9) 11 (15.5)
AE leading to death 1 (1.4) 0 (0.0) 0 (0.0)
SAE 11 (14.9) 5 (6.8) 5 (7.0)

AEs by system organ classa

Gastrointestinal disorders 24 (32.4) 35 (47.9) 40 (56.3)
Infections and infestations 11 (14.9) 5 (6.8) 8 (11.3)
Metabolism and nutrition disorders 4 (5.4) 10 (13.7) 9 (12.7)
Injury, poisoning, and procedural complications 5 (6.8) 11 (15.1) 5 (7.0)
General disorders and administration site conditions 7 (9.5) 5 (6.8) 3 (4.2)
Respiratory, thoracic, and mediastinal disorders 3 (4.1) 3 (4.1) 5 (7.0)
Skin and subcutaneous tissue disorders 3 (4.1) 4 (5.5) 2 (2.8)
Cardiac disorders 3 (4.1) 2 (2.7) 3 (4.2)
Vascular disorders 0 (0.0) 4 (5.5) 3 (4.2)
Investigations 3 (4.1) 2 (2.7) 1 (1.4)
Nervous system disorders 4 (5.4) 1 (1.4) 1 (1.4)
Musculoskeletal and connective tissue disorders 2 (2.7) 1 (1.4) 2 (2.8)
Blood and lymphatic system disorders 2 (2.7) 2 (2.7) 0 (0.0)
Renal and urinary disorders 2 (2.7) 1 (1.4) 1 (1.4)

RWP
Any AE 21 (25.6) 4 (16.0) 7 (30.4) 12 (35.3)
Treatment-related AE 5 (6.1) 0 (0.0) 1 (4.3) 0 (0.0)
AE leading to study discontinuation 5 (6.1) 0 (0.0) 1 (4.3) 1 (2.9)
AE leading to death 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)
SAE 4 (4.9) 0 (0.0) 0 (0.0) 0 (0.0)

AEs by system organ classa

Metabolism and nutrition disorders 7 (8.5) 0 (0.0) 1 (4.3) 3 (8.8)
Injury, poisoning, and procedural complications 4 (4.9) 2 (8.0) 0 (0.0) 2 (5.9)
Infections and infestations 2 (2.4) 2 (8.0) 1 (4.3) 2 (5.9)
Gastrointestinal disorders 4 (4.9) 0 (0.0) 0 (0.0) 2 (5.9)
Investigations 2 (2.4) 1 (4.0) 0 (0.0) 2 (5.9)
Respiratory, thoracic, and mediastinal disorders 1 (1.2) 1 (4.0) 3 (13.0) 0 (0.0)
General disorders and administration site conditions 1 (1.2) 0 (0.0) 0 (0.0) 2 (5.9)
Skin and subcutaneous tissue disorders 2 (2.4) 0 (0.0) 1 (4.3) 0 (0.0)
Cardiac disorders 2 (2.4) 0 (0.0) 0 (0.0) 0 (0.0)

Data are number of patients experiencing AE (%). AE, adverse event; SAE, serious adverse event.
aData shown for system organ classes for which two or more patients in any group experienced an AE.
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Table 3. Gastrointestinal AEs

AE category

Tenapanor

Placebo, n=82

Tenapanor

3 mg Twice
Daily, n=74

10 mg Twice
Daily, n=73

30 mg Twice
Daily Titration, n=71

3 mg Twice
Daily, n=25

10 mg Twice
Daily, n=23

30 mg Twice
Daily Titration, n=34

RTP
Gastrointestinal disorders 24 (32.4) 35 (47.9) 40 (56.3)
Gastrointestinal disorders by preferred terma

Diarrhea 22 (29.7) 30 (41.1) 34 (47.9)
Mild 9 (12.2) 11 (15.1) 14 (19.7)
Moderate 12 (16.2) 16 (21.9) 17 (23.9)
Severe 1 (1.4) 3 (4.1) 3 (4.2)

Vomiting 2 (2.7) 3 (4.1) 3 (4.2)
Flatulence 2 (2.7) 3 (4.1) 2 (2.8)
Abdominal discomfort 1 (1.4) 4 (5.5) 1 (1.4)
Abdominal distension 0 (0.0) 1 (1.4) 2 (2.8)
Abdominal pain 0 (0.0) 3 (4.1) 0 (0.0)
Abdominal pain upper 2 (2.7) 1 (1.4) 0 (0.0)
Frequent bowel movements 0 (0.0) 3 (4.1) 0 (0.0)
Nausea 2 (2.7) 1 (1.4) 0 (0.0)
Defecation urgency 0 (0.0) 2 (2.7) 0 (0.0)

RWP
Gastrointestinal disorders 4 (4.9) 0 (0.0) 0 (0.0) 2 (5.9)
Gastrointestinal disorders by preferred terma

Diarrhea 2 (2.4) 0 (0.0) 0 (0.0) 1 (2.9)
Mild 1 (1.2) 0 (0.0) 0 (0.0) 1 (2.9)
Moderate 1 (1.2) 0 (0.0) 0 (0.0) 0 (0.0)
Severe 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0)

Abdominal pain 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9)
Food poisoning 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9)

Data are number of patients experiencing AE (%). AE, adverse event.
aData shown for AEs that were experienced by .2% of patients in any group.
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softness or frequency as “diarrhea,” patients themselves only
rarely discontinued study drug as a result—only 18 patients after
8 weeks of exposure in the RTP. It is plausible to speculate that
the acute effect on stool sodium and water content may become
the “new normal,” with patients becoming accustomed to the
effect. Alternatively, the constipating effect of most phosphate
binders may allow for some individuals to prefer more frequent
and slightly softer, yet still formed, stool.

We did not observe a dose-response relationship in the RTP
of our study. We had previously conducted a dose-ranging
study13 and chose two doses that were deemed efficacious,
along with a down-titration arm, recognizing that the effects
of tenapanor on stool frequency and consistency were not
necessarily dose related. The trial design precluded any ability
to titrate the dose of tenapanor to a particular phosphate target
or to match tenapanor dose to those requiring the highest
amount of phosphate binder at baseline. An ongoing phase
3 trial of tenapanor includes a 26-week, open-label treatment
period followed by a 12-week, placebo-controlled RWP, and
includes the capacity to titrate tenapanor dose to patient re-
sponse32; this design should be more capable of robustly esti-
mating the dose response over the longer term. The mean 2.56
mg/dl reduction in serum phosphate observed in the re-
sponder population suggests the possibility of improving
phosphate control relative to historical or current standard
of care. Studies using tenapanor in combination with intesti-
nal phosphate binders would also be informative.

This trial has two key limitations. First, the protocol was
modified after the trial was launched, at the request of the FDA.
Thus, the primary outcome was changed from the original
(change in serum phosphate relative to baseline at completion
of the RTP) to the revised (change in serum phosphate relative
to end ofRTPat completionof theRWP) version. The FDAalso
requested a secondary analysis examining the change in serum
phosphate during the RWP among “responders,” defined as
patients with a reduction in serum phosphate during the RTP
of at least 1.2 mg/dl (the efficacy analysis set). For transpar-
ency, we present all three results, although we consider the
analysis in responders as secondary; because only responders
were included, any conclusions drawn from this analysis have
limited generalizability. Second, the primary efficacy end
point—the mean change in serum phosphate—is a surrogate.
Ideally, a long-term, randomized, placebo-controlled trial
would be conducted examining the effects of tenapanor on
mortality, cardiovascular events, and fractures. However,
many experts are concerned about the risks of untreated hy-
perphosphatemia for periods longer than 4–6 weeks.
Alternatively, a trial could be conducted comparing the effects
of tenapanor with those of phosphate binders, or a placebo-
controlled trial of tenapanor in patients who remain hyper-
phosphatemic on fixed doses of phosphate binders. Blinding
of such trials would be difficult, given the disparate effects of
tenapanor and phosphate binders on the gastrointestinal tract.

Our trial has several strengths as well. The population was
diverse in termsof age, sex, race/ethnicity, andprimary causeof

kidneydisease.On the basis of experience froman earlier phase
2 trial, we carefully evaluated the effects of tenapanor on stool
form and the frequencyof bowelmovements, and patientswho
started on the highest dose of tenapanor (30 mg twice a day)
could be titrated down if there were untoward gastrointestinal
effects. Adherence to tenapanor dosing was excellent.

In conclusion, we demonstrate the relative safety and effi-
cacy of tenapanor in lowering serum phosphate through the
inhibition of paracellular phosphate transport. Adverse effects
were limited to those expected by its mechanism of action,
which increases stool sodium and water content.
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Key Protocol Amendments 

The original protocol was dated November 24, 2015.  

• The primary objective was to show the effect of tenapanor on the change in serum 

phosphate levels from baseline to the end of 8-weeks of treatment in 

hyperphosphatemic ESRD-HD subjects. 

• The primary efficacy variable was serum phosphate measured as change from baseline 

to the last week of the 8-week randomized treatment period (RTP). 

 

Protocol Edition No. 2 was dated March 3, 2016. The key changes are summarized below. 

• The primary efficacy variable was modified to include “the difference in the change in 

serum phosphate from the end of the 8-week RTP to the end of the randomized 

withdrawal period (RWP) between treatment and placebo” (for the 4-week RWP), in 

addition to “serum phosphate measured as change from baseline to the last week of the 

8-week RTP” (for the 8-week RTP). 

• The efficacy analysis set was defined as follows: “All subjects who are randomized into 

the RWP and have at least one serum phosphate assessment will be members of this 

analysis set. The efficacy analysis set will be the primary analysis set for efficacy 

analysis of the 4-week RWP”. 

 

Protocol Edition No. 3 was dated May 27, 2016. The key changes are summarized below. 

• The primary objective was changed from “to show the effect of tenapanor on the change 

in serum phosphate levels from baseline to the end of 8-weeks of treatment in 

hyperphosphatemic ESRD-HD subjects” to “to compare the effect of tenapanor versus 

placebo by comparing the difference in the change in serum phosphate from the end of 
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the 8-week RTP to the end of the 4-week RWP or the end point visit for this period, 

between the pooled tenapanor treatments and placebo”. 

• The first secondary objective was changed from “to compare the effect of tenapanor 

versus placebo in phosphate-lowering treatment by comparing serum phosphate levels 

between groups from the end of the 8-week RTP to the end of the 4-week RWP” to “to 

show the effect of tenapanor on the change in serum phosphate levels from baseline to 

the end of 8 weeks of treatment”. 

• The number of sites was changed from 25 to 35 to 35 to 45. 

• The sample size was changed from 150 male and female participants to 200 male and 

female participants, and the power calculation was updated accordingly. 

• The primary efficacy variable was changed from “For the 8-week treatment period, the 

primary efficacy variables will be serum phosphate measured as change from baseline 

to the last week of the 8-week RTP. For the 4-week placebo-controlled RWP, the 

primary efficacy variable will be the difference in the change in serum phosphate from 

the end of the 8-week RTP to the end of the RWP between treatment and placebo” to 

“The primary efficacy variable will be the change in serum phosphate from the end of the 

8-week RTP to the end of the 4-week RWP or the end point visit for this period. The 

primary efficacy analysis will be based on the difference between the pooled tenapanor 

treatment and placebo treatment groups”. 

• The efficacy analysis set was changed from “All subjects who are randomized into the 

RWP and have at least one serum phosphate assessment” to “All subjects who meet the 

study entry inclusion and exclusion criteria, complete the 8-week treatment period, and 

subjects who achieve at least a 1.2 mg/dL reduction in serum phosphate from baseline 

to the end of the 8-week RTP”. 
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Study Outcome Measures 

The primary objective of this study was to compare the effect of tenapanor versus placebo on 

serum phosphate by comparing the difference in the change in serum phosphate from the end 

of the 8-week randomized treatment period (RTP) to the end of the 4-week randomized 

withdrawal period (RWP), or the end point visit for this period, between the pooled tenapanor 

treatments and placebo. 

The secondary objectives of this study were: 

• to show the effect of tenapanor on the change in serum phosphate levels from baseline 

to the end of 8 weeks of treatment 

• to compare the effect of different tenapanor dosing regimens on the number of 

participants reaching serum phosphate goal levels defined as <5.5 mg/dL during 8 

weeks of treatment 

• to evaluate the safety and tolerability of tenapanor as assessed by adverse event 

recording, stool form and frequency, vital signs, 12-lead electrocardiogram, physical 

examination, and clinical laboratory tests. 

The exploratory objectives of this study included: 

• to compare the effect of tenapanor on serum parathyroid hormone (PTH) levels during 8 

weeks of treatment 

• to compare the effect of tenapanor on intact serum fibroblast growth factor 23 (FGF23) 

levels during 8 weeks of treatment. 
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Study Assessments 

Study drug exposure and adherence 

Days of exposure to study drug were summarized with descriptive statistics by study period and 

treatment group for each of the analysis sets. Summary statistics were also presented for 

adherence to study drug in each treatment period by treatment group for each of the analysis 

sets. The percentage adherence to study drug was calculated as the total number of tablets 

dispensed minus the total number of tablets returned divided by two times the number of days 

during the treatment period, then multiplied by 100. 

 

Serum intact FGF23 assay 

Intact FGF23 in serum was assessed using the Kainos Laboratories (Tokyo, Japan) FGF23 

ELISA kit. This is a two-site enzyme-linked immunosorbent assay, with two specific murine 

monoclonal antibodies that bind to full-length FGF23. One antibody is immobilized onto a 

microtiter plate well for capture, and the other antibody is conjugated to horseradish peroxidase 

for detection. A sandwich complex is formed after the addition of the horseradish peroxidase-

labelled antibody. Tetramethylbenzidine substrate is added to the wells and then measured on a 

Tecan Sunrise microplate reader at 450 nm. The enzymatic activity of the complex bound to the 

well is directly proportional to the amount of FGF23 in the sample. 

 

Serum intact PTH assay 

Intact PTH in serum was assessed using the Roche Diagnostics (Indianapolis, Indiana) Elecsys 

assay. The assay employs a sandwich test principle, in which a biotinylated monoclonal 

antibody reacts with the N-terminal fragment (1–37) of PTH and a monoclonal antibody labeled 

with a ruthenium complex reacts with the C-terminal fragment (38–84) of PTH. 
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Stool frequency and consistency  

Participants called into a phone diary every day between 17:00 and 23:59 (local time) from the 

screening visit through to the last visit at the end of the study. They answered questions about 

stool form for each bowel movement, according to the Bristol Stool Form Scale (Lewis SJ, 

Heaton KW. Scand J Gastroenterol 32: 920–924, 1997) shown below and the number of bowel 

movements they have each day. Any increase in bowel movement frequency or loosening of the 

stool, regardless of the magnitude of the effect, was classified as an adverse event of ‘diarrhea’. 

 

Adverse event (AE) recording 

Treatment-emergent AEs are presented. AEs were considered to be treatment-emergent during 

the RTP if the start date of the event was on or after the day of first dose of study drug through 

the completion of the RTP. Any AE considered drug-related regardless of the start date of the 

event, or any event that was present at baseline but worsened in severity or was subsequently 
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considered drug-related by the investigator, was also considered to be a treatment-emergent 

AE. AEs were considered treatment-emergent during the RWP if the start date of the event was 

on or after the day of first dose of study drug in the RWP through the final visit of the study. Any 

AE considered drug-related regardless of the start date of the event, or any event that was 

present at screening/washout/baseline and/or the 8-week RTP but worsened in severity 

(compared with both screening/washout/baseline and the 8-week RTP if applicable) in the RWP 

or was subsequently considered drug-related by the investigator, was also considered to be a 

treatment-emergent AE. If a participant had more than one occurrence of the same treatment-

emergent AE, he/she was counted only once within the system organ class and preferred term. 

Statistical Analyses 

Sample size calculation 

A sample size of 39 participants in the pooled tenapanor treatment and placebo groups would 

have 90% power to detect a difference in the change in mean serum phosphate from the end of 

the 8-week RTP to the end of the 4-week RWP with at least a 75% effect size; this effect size 

was based on a minimum 1.5 mg/dL difference between placebo and pooled tenapanor 

treatment with a standard deviation no greater than 2.0 mg/dl. A target enrollment of 200 

participants allowed for a 20% dropout rate and a 50% responder rate (≥1.2 mg/dL serum 

phosphate reduction from baseline to end of RTP). 

 

Other 

The efficacy analyses utilized a patient’s last study center visit as the endpoint visit. All 

statistical analyses were conducted using SAS (version 9.1.3 or higher; SAS institute, Inc, Cary, 

North Carolina). 
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Supplemental Table 1. Tenapanor dosing regimens 

Tenapanor Regimen Morning Evening Total Daily Dose 

0 mg (RWP only) 0 + 0 mg 0 + 0 mg 0 mg 

3 mg b.i.d. 3 + 0 mg 3 + 0 mg 6 mg 

10 mg b.i.d. 10 + 0 mg 10 + 0 mg 20 mg 

15 mg b.i.d. 15 + 0 mg 15 + 0 mg 30 mg 

20 mg b.i.d. 10 + 10 mg 10 + 10 mg 40 mg 

30 mg b.i.d. 30 + 0 mg 30 + 0 mg 60 mg 

b.i.d., twice daily; RWP, randomized withdrawal period. 
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Supplemental Table 2. Proportion of patients with serum phosphate below 5.5 mg/dL during 

the randomized treatment period (RTP) (intention-to-treat analysis set) 

 Tenapanor 

 3 mg b.i.d., 

n = 74 

10 mg b.i.d., 

n = 73 

30 mg b.i.d. 

titration, n = 71 

Week 1    

Proportion 20/66 19/70 16/61 

Percentage (%) 30.3 27.1 26.2 

95% CI (%) (19.6, 42.9) (17.2, 39.1) (15.8, 39.1) 

Week 2    

Proportion 19/66 16/65 16/64 

Percentage (%) 28.8 24.6 25.0 

95% CI (%) (18.3, 41.3) (14.8, 36.9) (15.0, 37.4) 

Week 3    

Proportion 22/64 21/61 15/58 

Percentage (%) 34.4 34.4 25.9 

95% CI (%) (22.9, 47.3) (22.7, 47.7) (15.3, 39.0) 

Week 4    

Proportion 23/61 21/60 15/56 

Percentage (%) 37.7 35.0 26.8 

95% CI (%) (25.6, 51.0) (23.1, 48.4) (15.8, 40.3) 

Week 6    

Proportion 20/58 23/56 22/54 

Percentage (%) 34.5 41.1 40.7 

95% CI (%) (22.5, 48.1) (28.1, 55.0) (27.6, 55.0) 

Week 8    

Proportion 24/70 22/69 18/65 

Percentage (%) 34.3 31.9 27.7 

95% CI (%) (23.3, 46.6) (21.2, 44.2) (17.3, 40.2) 

End of RTP    

Proportion 24/74 23/72 20/69 

Percentage (%) 32.4 31.9 29.0 

95% CI (%) (22.0, 44.3) (21.4, 44.0) (18.7, 41.2) 

b.i.d., twice daily; CI, confidence interval; RTP, randomized treatment period. 
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Supplemental Table 3. Change in serum FGF23 from baseline to the end of the randomized 

treatment period (RTP) (intention-to-treat analysis set) 

 Tenapanor 

 3 mg b.i.d., 

n = 74 

10 mg b.i.d., 

n = 73 

30 mg b.i.d. 

titration, n = 71 

Baseline    

n 59 57 54 

Mean ± SD 8137 ± 13 178 10 467 ± 22 682 10 994 ± 11 498 

Geo. mean ± geo. CV 3455 ± 253 4112 ± 261 6089 ± 182 

End of RTP    

n 57 57 54 

Mean ± SD 6586 ± 11 245 9244 ± 13 883 8161 ± 8199 

Geo. mean ± geo. CV 2489 ± 300 3682 ± 283 4558 ± 183 

Change from baseline to end of RTP    

n 57 57 54 

Mean ± SD  −102 ± 3890 −1223 ± 13 554 −2833 ± 8187 

Ratio of geo. means (95% CI) 0.768 

(0.656, 0.899) 

0.887 

(0.759, 1.037) 

0.767 

(0.652, 0.902) 

FGF23 data are pg/mL. 

Geo. means, geo. CVs, and 95% CIs are from an ANCOVA model with treatment and pooled investigator 

site as fixed factors, and baseline FGF23 (log-transformed) as a covariate. 

ANCOVA, analysis of covariance; b.i.d., twice daily; CI, confidence interval; FGF23, fibroblast growth 

factor 23; geo. CV, geometric coefficient of variation (%); geo. mean, geometric mean; RTP, randomized 

treatment period. 
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Supplemental Table 4. AEs occurring in at least 2% of patients in any treatment group 

Randomized treatment period 

 Tenapanor 

3 mg b.i.d., 

n = 74 

10 mg b.i.d., 

n = 73 

30 mg b.i.d. 

titration, 

n = 71 

Participants with any AE 39 (52.7) 51 (69.9) 49 (69.0) 

Gastrointestinal disorders 24 (32.4) 35 (47.9) 40 (56.3) 

Diarrhea 22 (29.7) 30 (41.1) 34 (47.9) 

Vomiting 2 (2.7) 3 (4.1) 3 (4.2) 

Flatulence 2 (2.7) 3 (4.1) 2 (2.8) 

Abdominal discomfort 1 (1.4) 4 (5.5) 1 (1.4) 

Abdominal distension 0 (0.0) 1 (1.4) 2 (2.8) 

Abdominal pain 0 (0.0) 3 (4.1) 0 (0.0) 

Abdominal pain upper 2 (2.7) 1 (1.4) 0 (0.0) 

Frequent bowel 

movements   

0 (0.0) 3 (4.1) 0 (0.0) 

Nausea   2 (2.7) 1 (1.4) 0 (0.0) 

Defecation urgency  0 (0.0) 2 (2.7) 0 (0.0) 

Infections and infestations 11 (14.9) 5 (6.8) 8 (11.3) 

Cellulitis 3 (4.1) 2 (2.7) 1 (1.4) 

Nasopharyngitis 1 (1.4) 1 (1.4) 2 (2.8) 

Pneumonia 2 (2.7) 1 (1.4) 0 (0.0) 

Upper respiratory tract 

infection  

1 (1.4) 0 (0.0) 2 (2.8) 

Metabolism and nutrition 

disorders 

4 (5.4) 10 (13.7) 9 (12.7) 

Hyperphosphatemia 3 (4.1) 5 (6.8) 4 (5.6) 

Fluid overload 1 (1.4) 1 (1.4) 2 (2.8) 

Hypocalcemia 0 (0.0) 1 (1.4) 2 (2.8) 

Injury, poisoning, and 

procedural complications 

5 (6.8) 11 (15.1) 5 (7.0) 

Arteriovenous fistula site 

complication 

0 (0.0) 2 (2.7) 2 (2.8) 

Vascular graft complication 0 (0.0) 3 (4.1) 1 (1.4) 

Wound 1 (1.4) 2 (2.7) 0 (0.0) 
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Arteriovenous fistula 

thrombosis  

2 (2.7) 0 (0.0) 0 (0.0) 

General disorders and 

administration site 

conditions 

7 (9.5) 5 (6.8) 3 (4.2) 

Non-cardiac chest pain 2 (2.7) 0 (0.0) 0 (0.0) 

Skin and subcutaneous tissue 

disorders 

3 (4.1) 4 (5.5) 2 (2.8) 

Pruritus 1 (1.4) 2 (2.7) 1 (1.4) 

Cardiac disorders 3 (4.2) 2 (2.7) 3 (4.2) 

Tachycardia 2 (2.7) 1 (1.4) 0 (0.0) 

Randomized withdrawal period 

 Placebo, 

n = 82 

Tenapanor 

3 mg b.i.d., 

n = 25 

10 mg b.i.d., 

n = 23 

30 mg b.i.d. 

titration, 

n = 34 

Participants with any AE 21 (25.6) 4 (16.0) 7 (30.4) 12 (35.3) 

Metabolism and nutrition 

disorders 

7 (8.5) 0 (0.0) 1 (4.3) 3 (8.8) 

Hyperphosphatemia 3 (3.7) 0 (0.0) 1 (4.3) 0 (0.0) 

Hyperkalemia 0 (0.0) 0 (0.0) 1 (4.3) 2 (5.9) 

Fluid overload 2 (2.4) 0 (0.0) 0 (0.0) 0 (0.0) 

Hypermagnesemia 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Injury, poisoning, and 

procedural complications 

4 (4.9) 2 (8.0) 0 (0.0) 2 (5.9) 

Arteriovenous fistula site 

complication 

1 (1.2) 1 (4.0) 0 (0.0) 0 (0.0) 

Contusion 1 (1.2) 0 (0.0) 0 (0.0) 1 (2.9) 

Arteriovenous fistula site 

hemorrhage 

0 (0.0) 1 (4.0) 0 (0.0) 0 (0.0) 

Vascular graft thrombosis 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Infections and infestations 2 (2.4) 2 (8.0) 1 (4.3) 2 (5.9) 

Sinusitis 0 (0.0) 1 (4.0) 0 (0.0) 1 (2.9) 

Fungal skin infection 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Gastrointestinal viral 

infection 

0 (0.0) 0 (0.0) 1 (4.3) 0 (0.0) 
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Upper respiratory tract 

infection 

0 (0.0) 1 (4.0) 0 (0.0) 0 (0.0)  

Gastrointestinal disorders 4 (4.9) 0 (0.0) 0 (0.0) 2 (5.9) 

Diarrhea 2 (2.4) 0 (0.0) 0 (0.0) 1 (2.9) 

Abdominal pain 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Food poisoning 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Investigations 2 (2.4) 1 (4.0) 0 (0.0) 2 (5.9) 

Anticoagulation drug level 

above therapeutic 

0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Blood urea increased 0 (0.0) 0 (0.0) 0 (0.0) 1 (2.9) 

Venous pressure 

increased 

0 (0.0) 1 (4.0) 0 (0.0) 0 (0.0) 

Respiratory, thoracic, and 

mediastinal disorders 

1 (1.2) 1 (4.0) 3 (13.0) 0 (0.0) 

Asthma 0 (0.0) 0 (0.0) 1 (4.3) 0 (0.0) 

Rales 0 (0.0) 0 (0.0) 1 (4.3) 0 (0.0) 

Rhinorrhea 0 (0.0) 1 (4.0) 0 (0.0) 0 (0.0) 

Throat irritation 0 (0.0) 0 (0.0) 1 (4.3) 0 (0.0) 

Data are number of patients experiencing AE (%) by system organ class and preferred term. 

AE, adverse event; b.i.d., twice daily.  
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Supplemental Table 5. Treatment-related AEs occurring in at least 2% of patients in any 

treatment group 

Randomized treatment period 

 Tenapanor 

3 mg b.i.d., 

n = 74 

10 mg b.i.d., 

n = 73 

30 mg b.i.d. 

titration, 

n = 71 

Participants with any 

treatment-related AE 

24 (32.4) 38 (52.1) 33 (46.5) 

Gastrointestinal disorders 21 (28.4) 34 (46.6) 31 (43.7) 

Diarrhea 19 (25.7) 30 (41.1) 28 (39.4) 

Flatulence 1 (1.4) 3 (4.1) 2 (2.8) 

Abdominal discomfort 0 (0.0) 3 (4.1) 1 (1.4) 

Abdominal distension 0 (0.0) 1 (1.4) 2 (2.8) 

Abdominal pain 0 (0.0) 3 (4.1) 0 (0.0) 

Frequent bowel 

movements   

0 (0.0) 3 (4.1) 0 (0.0) 

Abdominal pain upper 2 (2.7) 0 (0.0) 0 (0.0) 

Defecation urgency  0 (0.0) 2 (2.7) 0 (0.0) 

Metabolism and nutrition 

disorders 

1 (1.4) 6 (8.2) 2 (2.8) 

Hyperphosphatemia 1 (1.4) 4 (5.5) 1 (1.4) 

Randomized withdrawal period 

 Placebo, 

n = 82 

Tenapanor 

3 mg b.i.d., 

n = 25 

10 mg b.i.d., 

n = 23 

30 mg b.i.d. 

titration, 

n = 34 

Participants with any 

treatment-related AE 

5 (6.1) 0 (0.0) 1 (4.3) 0 (0.0) 

Metabolism and nutrition 

disorders 

3 (3.7) 0 (0.0) 1 (4.3) 0 (0.0) 

Hyperphosphatemia 2 (2.4) 0 (0.0) 1 (4.3) 0 (0.0) 

Data are number of patients experiencing AE (%) by system organ class and preferred term. 

AE, adverse event; b.i.d., twice daily.  
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Supplemental Table 6. Serum chemistry and hematology values 

Randomized Treatment Period 

  Tenapanor  

 3 mg b.i.d., 

n = 74 

10 mg b.i.d., 

n = 73 

30 mg b.i.d. titration, 

n = 71 

Albumin, g/dl    

Baseline 3.90 ± 0.33 3.89 ± 0.27 3.94 ± 0.28 

End of period 3.92 ± 0.34                   3.84 ± 0.25 3.90 ± 0.27 

Bicarbonate, mmol/L    

Baseline 24.5 ± 3.2 24.2 ± 3.0 23.9 ± 2.6 

End of period 23.9 ± 3.2                   24.0 ± 3.5 23.7 ± 2.8 

Calcium, mg/dl    

Baseline 8.68 ± 0.90                    8.69 ± 0.72 8.59 ± 0.77 

End of period 8.77 ± 0.73                                 8.71 ± 0.74 8.57 ± 0.93 

Chloride, mmol/L    

Baseline 96.6 ± 3.3                                  96.9 ± 3.5 96.8 ± 3.4 

End of period 97.0 ± 3.3                                   96.9 ± 3.2 97.3 ± 3.5 

Glucose, mg/dl    

Baseline 156.4 ± 80.3                          154.2 ± 65.2 157.4 ± 109.7 

End of period 150.2 ± 78.7                                   165.4 ± 70.1 153.2 ± 71.0 

Hemoglobin, g/dl    

Baseline 11.11 ± 1.45 10.75 ± 1.37 10.77 ± 1.32 

End of period 11.16 ± 1.60                                               10.96 ± 1.22 11.15 ± 1.26 

Potassium, mmol/L    

Baseline 4.62 ± 0.65   4.72 ± 0.61 4.74 ± 0.69 

End of period 4.72 ± 0.66            4.65 ± 0.67 4.82 ± 0.83 

Sodium, mmol/L    

Baseline 136.1 ± 2.6              136.3 ± 2.8 136.6 ± 3.2 

End of period 136.1 ± 2.3               135.8 ± 3.0 136.1 ± 2.5 

Randomized Withdrawal Period 

 Placebo,  

n = 82 

 Tenapanor  

 3 mg b.i.d., 

n = 25 

10 mg b.i.d., 

n = 23 

30 mg b.i.d. 

titration, n = 34 

Albumin, g/dl     

Baseline 3.91 ± 0.34                                                   3.87 ± 0.32 3.92 ± 0.28 3.97 ± 0.22 

End of period 3.88 ± 0.29                                                                  3.97 ± 0.34 3.89 ± 0.23 3.97 ± 0.28 
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Bicarbonate, mmol/L     

Baseline 24.5 ± 2.7                                                 24.0 ± 3.2 23.6 ± 3.2 24.0 ± 3.0 

End of period 24.0 ± 2.7                                                         23.1 ± 2.2 23.3 ± 2.6 23.4 ± 3.0 

Calcium, mg/dl     

Baseline 8.67 ± 0.78                                                     8.68 ± 0.94 8.68 ± 0.81 8.47 ± 0.80 

End of period 8.63 ± 0.73                                   8.65 ± 0.74 8.80 ± 0.64 8.74 ± 0.86 

Chloride, mmol/L     

Baseline 97.2 ± 3.4                                  96.1 ± 3.2 97.2 ± 3.2 96.5 ± 3.1 

End of period 97.3 ± 3.4                                    95.7 ± 3.9 97.8 ± 3.7 97.2 ± 3.5 

Glucose, mg/dl     

Baseline 145.4 ± 58.4                              189.2 ± 105.1 145.7 ± 60.9 159.8 ± 82.1 

End of period 152.4 ± 84.7                                                              164.3 ± 83.9 160.0 ± 89.2 155.5 ± 74.0 

Hemoglobin, g/dl     

Baseline 11.00 ± 1.40                                                                             11.33 ± 1.59 10.56 ± 1.44 10.72 ± 1.35 

End of period 10.96 ± 1.19                                                                             11.77 ± 1.90 10.73 ± 1.34 11.09 ± 1.57 

Potassium, mmol/L     

Baseline 4.60 ± 0.56                                     4.66 ± 0.59 4.80 ± 0.67 4.85 ± 0.81 

End of period 4.59 ± 0.68                                                    4.54 ± 0.48 4.80 ± 0.69 4.90 ± 0.81 

Sodium, mmol/L     

Baseline 136.4 ± 2.6                                             136.0 ± 2.6 136.6 ± 2.6 136.6 ± 3.1 

End of period 136.3 ± 3.3                                     135.6 ± 2.5 136.3 ± 3.1 136.1 ± 2.8 

Data are mean ± SD. Baseline is the pre-dose value on day 1. 

b.i.d., twice daily. 

 


