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level (or ‘low energy’) trauma.6 Because
of increased bone loss after the
menopause in women, and age-related
bone loss in both women and men, the
prevalence of osteoporosis increases
markedly with age, from 2% at 50 years
to > 25% at 80 years in women. As the
longevity of the population increases, so
will the incidence of osteoporosis and
fragility fracture.

Osteoporotic fragility fractures can
cause substantial pain and severe
disability, often leading to a reduced
quality of life, and hip and vertebral
fractures are associated with decreased
life expectancy. Hip fracture nearly
always requires hospitalisation, is fatal in
20% of cases and permanently disables
50% of those affected; only 30% of
patients fully recover.7 

What  are the
treatment 
options?

How should risk
assessment be
carried out?

How should
diagnosis be
confirmed?

OSTEOPOROSIS IS DEFINED
BY THE WORLD HEALTH
ORGANIZATION (WHO) AS
PROGRESSIVE SYSTEMIC

skeletal disease characterised by low
bone mass and microarchitectural
deterioration of bone tissue, with a
consequent increase in bone fragility
and susceptibility to fracture.2

Osteoporosis leads to nearly 9 million
fractures annually worldwide,3 and more
than 300,000 patients present with
fragility fractures to hospitals in the UK
each year.4

More than one-third of adult women
and one in five men will sustain one or
more fragility fractures in their lifetime.5

Fragility fractures result from
mechanical forces that would not
ordinarily cause fracture, known as low
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RISK FACTORS 
Risk factors for osteoporosis include: 8,9,10

• Age ≥50 years
• White or Asian ethnicity 
• Genetic factors, such as a family
history of osteoporosis 
• Thin build or small stature (e.g. body
weight < 127 lb) 
• Amenorrhoea 
• Late menarche 
• Early menopause 
• Postmenopausal state 
• Physical inactivity or immobilisation11

• Use of certain drugs (e.g. systemic
steroids, anticonvulsants, thyroid
supplements, heparin,
chemotherapeutic agents, insulin) 
• Alcohol and tobacco use 
• Oestrogen deficiency of any cause
• Calcium deficiency 
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FIGURE 1
Algorithm for
monitoring
long-term
bisphosphonate
therapy in
postmenopausal
women
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Advise 3-5 years* treatment
(Follow-up at 3/12 to discuss
treatment issues)

Below NOGG intervention
threshold and hip 
BMD T-score > -2.5

Above NOGG intervention
threshold or hip
BMD T-score ≤ -2.5

FRAX + BMD after 3-5* years

No fracture

*3 years for zoledronic acid 
5 years for other bisphosphonates

** In patients taking oral
bisphosphonates, consider
continuation if:
• Age >75 years
• Previous hip fracture
• Current oral glucocorticoid
therapy ≥ 7.5 mg/d prednisolone

NOGG = National Osteoporosis Guideline Group
BMD = Bone mineral density

Check adherence 
Exclude secondary causes
Re-evaluate treatment choice
Continue treatment

Consider drug holiday
Repeat FRAX + BMD 
in 1.5-3 years

Recurrent fractures(s)
Prevalent vertebral fracture(s)**
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