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than combined therapy and the latter
is usually recommended. Adherence
can be a problem, largely due to the
calcium component. Several
preparations are now available to aid
patient choice and compliance.

Combined therapy has been shown
to reduce hip fracture risk in the frail
elderly and should be considered in all
older patients who are housebound or
in residential care. 

If adherence is poor, vitamin D only
preparations are available to ensure
that vitamin D deficiency is adequately
treated with recommendations to
increase dietary calcium intake. 

In patients at higher risk of fracture,
the combination should be used as
adjunctive therapy together with
another osteoporosis agent.  

Bisphosphonates
Alendronate and risedronate are
available as once-weekly preparations
with evidence for significant
reductions in vertebral and non-
vertebral fractures. These drugs have
largely replaced the use of cyclical
etidronate. 

Ibandronate, available as a 
once-monthly tablet or a 3-monthly
intravenous slow injection reduces
vertebral fractures with indirect
evidence for a reduction in non-
vertebral fractures. 

Zoledronate is available as a 
once-yearly short infusion with good
evidence of anti-fracture efficacy at 
all sites. 

NICE recommends the use of
generic bisphosphonates as first-line
therapy, though these may not be
suitable for, or tolerated by, all. Poor
absorption of these agents means
they should be taken on an empty
stomach, 30-60 minutes before
breakfast. The availability of weekly or
monthly dosing regimens has
improved convenience and adherence.

Denosumab
The most potent inhibitor of
osteoclastic bone resorption,
denosumab is a fully humanised
monoclonal antibody against receptor
activator of nuclear factor kappaB
ligand (RANKL), a major regulator of
osteoclast development and activity. 

It is approved for the treatment of
osteoporosis in postmenopausal
women at increased risk of fractures
and is given as a subcutaneous
injection of 60 mg once every six
months. It has been demonstrated to
reduce the incidence of vertebral, 

calcium intake and avoidance of
smoking and excessive alcohol
consumption.

In some patients, particularly those
with recent vertebral fractures,
additional approaches should aim to
reduce pain and improve mobility.
Good pain relief is frequently achieved
with analgesics, but physical measures
such as hydrotherapy or transcutaneous
nerve stimulation may be useful. 

While acute pain usually resolves
within a few weeks or months, patients
with vertebral fractures may need to
be given long-term analgesia because
of secondary degenerative disease.
Techniques such as vertebroplasty and
kyphoplasty are now available for use
in selected patients with recent
vertebral fractures and persistent or
severe pain.

PREVENTING FALLS
As the majority of non-vertebral
fragility fractures are caused by falls, it
is important that all patients with an
osteoporotic fracture and those
deemed to be at high risk of fracture
are assessed for falls risk. Predisposing
factors, such as postural hypotension
or drowsiness caused by drugs, should
be eliminated where possible.

International guidelines recommend
asking older people annually about
falls and carrying out a simple
assessment of gait/balance to direct
subsequent specialist falls assessment
and address modifiable risk factors.13

Patients may benefit from physical
and/or occupational therapy to
improve their balance and reflexes and
to provide appropriate walking aids.

An environmental assessment
should be made to eliminate hazards
and an assessment of vision with
appropriate treatment is also
important. Hip protectors have a
limited role to play. It may not be
possible to prevent falls completely,
but it is possible to reduce the
frequency.

BONE TARGETED THERAPIES 
The evidence base for some therapies
is not strong in older people, such as
the selective oestrogen receptor
modulator raloxifene. With other
treatments, such as HRT, the side-
effect profile outweighs potential
skeletal benefits. The mainstays of
treatment in the older person are
described below.14

Vitamin D and calcium
Calcium alone probably has a less
marked effect on fracture reduction
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While fractures at the spine, wrist and hip are regarded
as classical osteoporotic fractures, all fragility fractures in
the elderly should be considered as osteoporotic once
pathological fracture (e.g. metastatic disease) has been
excluded. Management of osteoporosis used to be
centred around diagnostic thresholds based on bone
mineral density (BMD) measured at the spine or hip by
DXA. However, the presence of several of the risk factors
used to trigger a BMD test is associated with a fracture
risk greater than can be accounted for by BMD alone.
Thus, assessment of fracture risk should also take account
of specific risk factors in addition to BMD.

The WHO has produced FRAX, a well validated tool that
estimates the probability of a major osteoporotic fracture
in the next 10 years. The algorithm, specifically designed
for primary care, incorporates BMD as an additional,
measurable risk factor along with information gleaned
from clinical risk factors. A history of prior low trauma
fracture in adult life is an important risk factor to identify.
More than two-thirds of vertebral fractures are relatively
asymptomatic but may be suspected from height loss
and kyphosis. After age and prior fragility fracture, BMD is
the next major determinant of fracture risk. Rather than
scanning all individuals with a risk factor, measurements
should be targeted to those individuals whose probability
of fracture lies close to the interventional threshold where
knowledge of BMD will influence management. 

Individuals with a low trauma vertebral fracture or low
BMD for age should be investigated for underlying causes
of osteoporosis. Secondary causes account for up to 40%
of cases of osteoporosis in women and 60% in men.

The goal of osteoporosis management is to reduce the 
future risk of fracture. Lifestyle modification includes
measures to reduce falls risk and bone loss such as
exercise, adequate dietary calcium and avoidance of
smoking and excessive alcohol consumption. Patients
with vertebral fractures may need long-term analgesia
because of secondary degenerative disease. As most
non-vertebral fragility fractures are caused by a fall, it is
important that all patients with an osteoporotic fracture
and those deemed to be at high risk of fracture are
assessed for falls risk. International guidelines recommend
asking older people annually about falls and carrying out
a simple assessment of gait/balance to direct subsequent
specialist falls assessment and address risk factors.

Combined therapy, with calcium and vitamin D, 
has been shown to reduce hip fracture risk in the frail
elderly and should be considered in all older patients who
are housebound or in residential care. Alendronate and
risedronate are available as once-weekly preparations
with evidence for significant reductions in vertebral and
non-vertebral fractures. Denosumab is approved for
osteoporosis in postmenopausal women at increased risk
of fractures. Strontium ranelate has been shown to reduce
fracture risk significantly in postmenopausal women.




