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SYMPOSIUMMUSCULOSKELETAL MEDICINE
OSTEOPOROSIS

Table 2
Approaches to management
of osteoporosis
• Identify and treat co-existing diseases
where possible
• Identify drug treatments that increase
risk and modify if possible
• Advise patients to stop smoking and
reduce alcohol intake if appropriate
• Advise patients to maintain BMI > 19
• Patients should ensure that they
have adequate dietary calcium and
vitamin D intake
• Evaluate fall risk and modify risk
factors for falls where possible
• Commence anti-osteoporosis drug
treatment where appropriate
Some treatments have been found to
prevent fractures even in patients who
have not been shown to have
osteoporosis on DEXA. They include
HRT in postmenopausal women;9
intravenous zoledronic acid in elderly
patients following a hip fracture10 and
calcium and vitamin D supplements in
nursing home residents.11
Contrary to previous NICE guidance
however, there is no clinical evidence to
support the use of anti-osteoporosis
medications to prevent further fracture
in elderly patients with a history of
fragility fracture. Although some of
these patients do have osteoporosis, the
majority do not and are unlikely to
benefit from treatment.12 Indeed,
previous studies have shown that
alendronic acid does not prevent
fractures in osteopenic women13 and
that risedronate does not prevent hip
fractures in elderly patients with clinical
risk factors alone.14
Choice of treatment
Oral bisphosphonates are the first-line
treatment. The most widely used agent
is oral alendronic acid, 70 mg once a
week with calcium and vitamin D
supplements. Oral risedronate 35 mg
once a week has similar anti-fracture
efficacy.
The most common adverse effect
with oral bisphosphonates is upper
gastrointestinal upset, although many
patients who develop GI upset with
alendronate can take risedronate
perfectly well and vice versa.
Hiatus hernia, gastro-oesophageal
reflux and Barrett’s oesophagus
are not contraindications to oral
bisphosphonates.
If oral bisphosphonates are
contraindicated or not tolerated then
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parenteral therapy should be
considered. The first-line treatment is
intravenous zoledronic acid 5 mg once a
year, although denosumab 60 mg every
six months subcutaneously is equally
effective.
Parenteral therapy is usually initiated
in secondary care. It is common for
patients to experience a transient flu-like
illness for 2-3 days after the first dose of
zoledronic acid, but this does not usually
recur with subsequent infusions. There is
a risk of hypocalcaemia with both
parenteral preparations but that can be
minimised by ensuring that the patient is
given calcium and vitamin D supplements
prior to and during therapy.
Unlike bisphosphonates, denosumab
can be used in patients with renal
impairment but great care must be
exercised in this patient group because
of the high risk of hypocalcaemia which
may be serious or even fatal. These
patients are best treated in secondary
care.

‘Make sure oral
bisphosphonates
are being taken
when the patient
has fasted’
Teriparatide (the 1-34 fragment of
parathyroid hormone; TPTD) is highly
effective in the treatment of vertebral
osteoporosis and has been shown to be
superior to oral bisphosphonates in
preventing vertebral fractures, both in
randomised trials and observational
studies.15
Therapy with TPTD is usually initiated
in secondary care either as primary
treatment for severe osteoporosis or as
rescue therapy in patients who have
failed to respond to other agents.
Following a two-year course patients are
switched to antiresorptive therapy to
maintain the increase in BMD.
Duration of therapy
It is unclear how long patients should
remain on treatment. This is because
drugs such as bisphosphonates and
denosumab suppress the normal
process of bone renewal and repair.
For most drugs there is good evidence
of safety and efficacy for up to five years.
After that point the need for ongoing
therapy should be reviewed.16
If the patient still has osteoporosis or
has suffered fractures there may be
benefit in continuing therapy for another
five years in patients at high risk of

vertebral fracture.17
For zoledronic acid most centres give
a course of three years and a spell off
therapy for three years based on
research which showed no difference in
clinical fracture rates in patients treated
for three years compared with six.18
Long-term adverse events related to
oversuppression of bone turnover
include atypical subtrochanteric
fractures and osteonecrosis of the jaw,
although these are very rare and in the
vast majority of patients the benefits of
therapy outweigh the risk. There is no
evidence that ‘drug holidays’ reduce the
risk of the complications related to
oversuppression of bone turnover.
Patients who fracture while
on treatment
None of the treatments currently
available are completely effective at
preventing fractures. The results are best
for vertebral fractures, relative risk (RR)
reduction 50-75%; quite good for hip
fractures (RR reduction 40%) but
modest for non-vertebral, non-hip
fractures (RR reduction 20-25%).
Some patients may suffer fractures
while on anti-osteoporosis therapy.
If this occurs it is important to check
compliance (and with oral
bisphosphonates to make sure the
treatment is being taken when the
patient has fasted). If the medication is
being taken correctly treatment should
be continued and the patient informed
that fractures can still occur even though
the treatment is working.

‘Some patients
may suffer
fractures while on
anti-osteoporosis
therapy’
If two or more fractures occur during
therapy, then a repeat BMD
measurement should be requested
provided at least two years has elapsed
since the last scan. Measurements at
shorter intervals are seldom informative
because of limitations in the precision of
DEXA. If the repeat DEXA shows
significant bone loss (more than 4%)
then an alternative treatment should be
considered. Most often this will involve
changing from an oral to a parenteral
medication.
Special groups
The management of male osteoporosis
follows the same general strategy as for

