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Osteoporosis Screening, Work-up and Management

Resource: 
Up-To-Date; www.uptodate.com
American Association of Clinical Endocrinologists (AACE); www.aace.org

A. Background
More than 10 million American have osteoporosis and more than 34 million with low bone mass.  80% are women and most are postmenopausal.  At age 60, 50% of white women have either osteopenia or osteoporosis.  

Menopause-related bone loss begins 3-5 years before the last menstrual period and continues for 3-5 years afterward at a rate of 1% to 2% per year. 

B. At Risk for Osteoporosis
	Primary Osteoporosis
	Secondary Osteoporosis

	Postmenopausal women
	Hypogonadism

	High risk population
	Premature menopause

	· Previous fracture
	Diabetes

	· Long-term glucocorticoid therapy
	Malabsorption

	· Low body weight (BMI < 20kg/m2)
	Chronic liver disease

	· Family history of hip fracture
	Inflammatory bowel disease

	· Cigarette smoking
	Hyperparathyroidism

	· Excessive alcohol intake (3+ daily)
	Drugs

	· Rheumatoid Arthritis
	· Warfarin

	· Early menopause
	· Lithium

	
	· Antiepileptic

	
	AIDS/HIV

	
	COPD

	
	Renal Insufficiency/ Failure

	
	Thalassemia



C. Work-up
1. Medical history and physical exam
a. Assess risk factors
b. Exam for height loss or kyphosis
c. Assess risk of falling
d. Laboratory (suspicious for secondary causes): CBC, CMP, iPTH, Vitamin D, TSH, free T4, Alkaline Phosphatase, 24 hour urine calcium/creatinine, and SPEP

2. DEXA scan to be considered for the following population
a. Willing to take pharmacological treatment if found low
b. All women 65 years or older
c. Younger postmenopausal women
i. With history of fractures without trauma
ii. Starting or taking long-term glucocorticoid therapy (>3 months)
iii. With documented osteopenia
iv. High risk patients (see above)
D. 
Definition
WHO Criteria for Osteopenia and Osteoporosis
	Category
	T-score

	Normal
	-1.0 or above

	Osteopenia
	Between -1.0 to -2.5

	Osteoporosis
	-2.5 or below




E. Fall Risk Assessment
FRAX Score
· Estimate the 10-year probability of hip fracture or major osteoporotic fractures for an untreated patient using femoral neck BMD
· Use country specific fracture and mortality data
· [bookmark: _GoBack]Recommend drug therapy when 10-year probability of major osteoporotic fracture exceeds 20%
· Website:  www.shef.ac.uk/FRAX
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F. Management
1. Lifestyle changes
a. Recommended Calcium with 700-800 IU/d Vitamin D
	Age
	Sex
	Daily Allowance (mg/d)

	19-50 years
	M,F
	1,000

	51-70 years
	M
	1,000

	51-70 years
	F
	1,200

	71+ years
	M,F
	1,200



b. Regular weight-bearing exercises
i. 30-40 minutes of walking
ii. Back and posture exercises
iii. Strength training
c. Avoid use of cigarettes
d. Limit alcohol consumption
e. Fall preventions
i. Anchor rugs 
ii. Minimize clutter
iii. Remove loose wires
iv. Install handrails

2. Pharmaceutical
a. Recommended for post-menopausal women
b. NOT recommended for premenopausal women with low bone mass only without fractures or secondary causes
c. Need to take cost and adherence into consideration
d. First line therapy
i. Alendronate (Fosamax)
ii. Risedronate (Actonel)
iii. Zoledronic acid (Reclast)
iv. Denosumab (Prolia)
e. Second line therapy
i. Ibandronate (Boniva)
ii. Raloxifene (Evista)
f. Third line therapy
i. Raloxifene (Evista)
ii. Calcitonin (Miacalcin, Fortical)
g. Teriparatide (Forteo) recommended for patients with very high fracture risk or in which bisphosphonate therapy has been ineffective- NOT recommended for patients with risk for osteosarcoma
h. See Table 1 for dosing recommendations



Table 1: Dosing Recommendations
	
	Postmenopausal
osteoporosis
	Glucocorticoid-induced
osteoporosis
	Risk Reduction
	Cost*
per year

	First Line Drug
	Treatment
	Treatment
	Vertebral
	Hip
	

	Alendronate# (Fosamax) in liquid and tablet forms
	10 mg PO daily or
70 mg PO weekly or
70 mg+Vit D PO weekly
	5 mg PO daily or 
10 mg PO daily
	Yes
	Yes
	$500-$800

	Risedronate 
(Actonel, Atelvia)
	5 mg PO daily or
35 mg PO weekly or
150 mg PO monthly or
	5 mg PO daily
	Yes
	Yes
	$2,400

	Zoledronic acid (Reclast)
	5 mg IV yearly
	5 mg IV yearly
	Yes
	Yes
	$1,000

	Denosumab (Prolia)
	60 mg SQ every 6 months
	
	Yes
	Yes
	$2,000

	
Second Line Drug
	Treatment
	Treatment
	Vertebral
	Hip
	

	Ibandronate (Boniva)

	150 mg PO monthly or
3 mg IV every 3 months
	
	Yes
	No effect demonstrated
	$1,600
$2,200

	Raloxifene (Evista)
	60 mg PO daily
	
	Yes
	No effect demonstrated
	$2,800

	Third Line Drug
	Treatment
	Treatment
	Vertebral
	Hip
	

	Raloxifene (Evista)
	60 mg PO daily
	
	Yes
	No effect demonstrated
	$2,800

	Calcitonin (Miacalcin, Fortical)
	200 IU intranasal qd or
100 IU SQ qod
	
	Yes
	No effect demonstrated
	$1,200
$3,700

	Last Choice Drug
	Treatment
	Treatment
	Vertebral
	Hip
	

	Teriparatide (Forteo)
	20 mcg SQ daily
	20 mcg SQ daily
	Yes
	No effect demonstrated
	$15,000


* Cost based on average wholesale price from Redbook, 2014
# Drug cost could be less expensive through larger chain stores i.e. Target, Walmart, Costco, etc. 

3. Follow-up
a. Repeat DEXA scan
	T-score
	Frequency

	-2.00 to -2.49
	Every 2 years

	-1.50 to -1.99
	Every 3-5 years

	-1.01 to -1.49
	Every 10-15 years



b. Changing Pharmaceuticals
i. DO NOT assume that patient is not responding to medication.  Poor adherence to drug regimen is common for poor response to medication
ii. GI complaints are the most common for bisphosphonates.  Recommendation is to discontinue until the symptoms are resolved and to rechallenge with the same or different bisphosphonate.  

c. Drug Holiday
i. No consensus on how long to continue bisphosphonate
ii. Stop therapy after 3-5 years of therapy is reasonable for some women
1. Stable BMD
2. No previous vertebral fractures
3. Low risk for fracture
iii. Alendronate or risedronate after 5 years
iv. Zoledronic acid after 3 years
v. Restart of bisphosphonates
1. 5% bone loss on 2 DEXA scans 2 years apart
Osteoporosis- 2014
image1.png
FRAX ™ WHO Fracture Risk Assessment Tool

Calculation Tool v PaperCharts FAaQ References English v
Asia
Welcome to FRA & FRAX Desktop Application
—  MiddieEast&Africa
Ciick here toview the
North America Canada applications avaiable

The FRAX® tool has been dev
on individual patient models tr Latin America
as bone mineral density (BMD oceania

The FRAX® models have been developed from studying
population-based cohorts from Europe, North America, Asia and
Australia. In their most sophisticated form, the FRAX® tool is.
computer-driven and is available on this site. Several simplified
paper versions, based on the number of risk factors are also
available, and can be downloaded for office use.

The FRAX® algorithms give the 10-year probabilty of fracture. The
output is a 10-year probability of hip fracture and the 10-year
probability of a major osteoporotic fracture (clinical spine, forearm,

Dr. John A Kanis hip or shoulder fracture).

Professor Emeritus,
University of
Shefield

P—

US (Black)
US (Hispanic)

US (Asian)

wwwtiofbonenealth.org

www.nof.org

v jpot.or jp

W e5¢e0.01g

FRAX available as
iPhone App

Viewin iTunes





image2.jpg
GREATER
% NEWPORT
PHYSICIANS




