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[Abstract] With the aging of population,diabetes and osteoporosis are on the rise, which are often coex-
ist and affected by aging. Diabetes and osteoporosis may bring about adverse outcomes such as falls and frac-
tures, which seriously affect the life quality and expectancy of patients. Patients with coexisting diabetes and
osteoporosis should be managed in an optimal way. In the past,diabetes and osteoporosis were considered as
separate diseases,but the latest research shows that there may be a complex pathophysiological interaction be-
tween them. It is important to understand the relationship between the two diseases and to master the effec-
tive method of osteoporosis fracture risk assessment. In this study,we systematically review the international
and domestic research regarding interrelationships,pathophysiological mechanisms between diabetes and oste-
oporosis,and fracture risk assessment,to provide a better understanding and treatment of these two diseases.
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