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INTRODUCTION Clinical Risk Factors

Osteoporosis is a metabolic bone disease caused by osteoclastic
bone resorption that is not balanced by osteoblastic bone
formation. The result is weak bones that are susceptible to fracture.
In general, the gradual loss of skeletal mass begins in the 4th
decade of life for women and in the 5th or 6th decade of life for
men. According to the CDC, the prevalence of osteoporosis in
women > 50 years of age is 18.8%. In men > 50 years of age, it is
4.2%. Approximately 11 million Americans have osteoporosis in the
US. About 50% of them will experience an osteoporosis-related

fracture in their lifetime.

SCREENING

* Advancing Age

* Previous Fracture

* Glucocorticoid therapy

* Parental history of hip fracture

* Low body weight

* Current cigarette smoking

* Excessive alcohol consumption

* Inflammatory conditions (rheumatoid arthritis,
inflammatory bowel disease, etc.)

* Secondary osteoporosis (chronic liver disease,
malabsorption, etc.)

Screening for osteoporosis should occur for:

factors for fracture

HEALTHY BONE

OSTEOPOROSIS

Women > 65 years of age and men > 70 years of age
Younger postmenopausal and perimenopausal women and men 50-69 years of age with clinical risk

DIAGNOSIS

A diagnosis of osteoporosis is made when any of the following criteria
are met:

The presence of a hip or vertebral fracture

A T-score <-2.5 at the femoral neck or spine after appropriate
evaluation to exclude secondary causes

A low bone mass (T-score between -1.0 and -2.5 at the femoral
neck or spine) and a 10-year probability of a hip fracture > 3% or a
10-year probability of a major osteoporosis-related fracture > 20%.

Non-Pharmacologic Treatments

Education on fall prevention

Smoking cessation
Avoidance of heavy alcohol use

Adequate weight-bearing exercise

Avoidance of drugs that increase bone loss

e Adaily intake of 1000 IU of Vitamin D through a
combination of diet and supplement
A daily intake of 1200 mg of calcium through a

combination of diet and supplement




PHARMACOLOGICAL TREATMENTS

There are two main types of osteoporosis medications: antiresorptive agents and anabolic agents. The first
line therapy are bisphosphonates which are a type of antiresorptive therapy. The most commonly used are
oral alendronate, residronate, and ibandronate. Zoledronate and ibandronate can be given intravenously if
indicated. Other medications used for osteoporosis can be used when bisphosphonates are contraindicated.
They are commonly prescribed by an osteoporosis specialist rather than a general practitioner. You can
refer to the following table for the different types of medications available.

Medical Therapies for Osteoporosis

Antiresorptive Agents Anabolic Therapies
Bisphosphonates PTH analogues (teriparatide, abaloparatide)
RANKL Antibodies (Denosumab) Antisclerostin Inhibitors

Calcitonin
Selective Estrogen Receptor Modulators (SERMs)

Treating Osteoporosis

S First Line Therapy
Monitoring Response to Therapy

There is no general consensus.
However, most clinicians agree
that it may be prudent to repeat a
DEXA scan 1-2 years after
initiating therapy and then every 2
years thereafter.

Bisphosphonates (ie. Alendronate)

Osteonecrosis of the jaw

Atypical fractures following long term therapy
Pill esophagitis

Infrequent bone, joint and/or muscle pain
Toxicity with renal impairment

Any side effects?

No Yes

+ Continue for 5 yrs if you have a low risk of fracture Discuss the risks and benefits
= Continue for 10 yrs if you have a high risk for fracture of treatment with your doctor

BOTTOM LINE

Osteoporosis leads to thin and weak bones that are at risk for fracture.

It is important to screen for osteoporosis in those at risk given its effects on morbidity and mortality.
Treatment includes medications such as bisphosphonates which are first line therapy, as well as
exercise/physical therapy.
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