Osteoporosis

Our panel of specialists

answers your questions

« An otherwise healthy postmenopausal woman

with nsteoporosis complies with her prescribed
bisphosphonate, calcium and vitamin D therapy. Her
one-year follow-up bone mineral densitometry reports
‘no significant change compared to (ast year. s this an
acceptable and sufficient result, ar should we expect
an actual increase in bona density (i.e. improved
T-score)?”
—Dr. Howard Rudner, Toronto, ON

Dr. David Hanley answers: In using bone densitometry to
follow response to therapy, we should not be discouraged
by “no significanc change compared to last year,” if the
patient is otherwise doing well. Although bone mineral
density (BMD) measurement by dual energy X-ray
absorpriometry (DXA) is bighly accurate in diagnosing
osteoporosis, the least amounr of change that can be
derected is 2-2.5% in the spine and 3-5% in the femocal
neck. The BMD change we can expect with currently
available cherapies is often within the margin of exvor of
the measurement, and is thercfore reporrted as “no signifi-
canr change.” The lumbar spine is much more likely co
show a significant change than the hip.

For the vast majority of patients, BMD does not need
to be performed annually. Two gencral points should be
made concerning the approach recommended by the
Osteoporosis Society of Canada (Osteoporosis Update,
Summer 1999, Vol. 3, No. 3):

* Once a new osteoporosis therapy has been initiated, a

follow-up BMD after ane year could be used to make

certain the patient is not losing bone at a rapid rate. 1€ ¢¢
there is continued significant loss of bone while raking

an approved effective therapy, the physician should

consider secondary causes of osteoporosis, and make

sure the patient is taking the cherapy properly. Pacients

lpsing bone density at one year should have anorher

BMD measurement one year fater. If bone loss contin-

ucs through ewo BMD measurements, therapy should
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probably be changed. If the pavent’s BMD shows no
change or improvement, the next one could be done
two 10 three years later, or when the treatmenc is being
changed (to p{ovidc a new baseline measurement).
Special ciscumistances, such as parients taking glucocor-
ticoids, mxght irequire follow-up BMD measurements
on a yearly basis.

When following changes in BMD, one should not use
T-scores for comparison purposes, The manufacturers of
BMD instruments can change their reference normal
population, so that from year to year a T-score could alter
significantly without any acrual change in bone densiry.
For comparing BMD mcasurements, it is imporeant 1o
look at the actual measured value (g/cm?).

We do not have the equivalent of a blood pressure cuff
in following paticnis’ response to osteoporosis therapies.
Our main locus should be on adherence to therapy, rather
than on improvement in BMD. Currently approved thera-
pies slow down the process of bone remodeling and prevenc
bone resorpeion, resulting, ac best, in modest gains in
BMD. In the future, when bone-forming agents become
available, more dramatic changes in BMD mighe be expect-
ed. Buc for now, we should advise our patients thac the aim
is to prevent fracrures by reducing further bone loss.
ln a patient with gignificant osteopenia at the peri-

menopausal stage, would it be reasonable to use
raloxifene if hormone replacement therapy was con-
traindicated?” -
—An FP in Nelson, BC

Dr. Allya Khan replles: The perimenopause is defined as
the time period immediaccly prior to menopause cheough
to one year alver the-cessation of periods. During this ume
serun cstrogen levels begin to fluctuace and decrease. The
rate of bone loss before menopause is approximately 1%
per year and ¢an increase to 3-3% per year afterwards.
Perimenopausal symiproms such as changes in the frequen-
cy and duration of cycles as well s che development of hot
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flashes and nighr sweats respond well to hormone replace-
ment therapy (HRT). Escragen replacemenc preveats che
increase in bone resorption associated with estrogen defi-
ciency and hales progressive bone loss for most women.

HRT is of significant benefit in the perimenopausal
woman with osteopenia due to its effects on menopausal
and urogenital symproms. In individuals in whom HRT is
contraindicated — such as in cases of unexplained vaginal
bleeding prior o investigation, acuee liver disease, active
thromboembolic disease or previous history of thrombosis,
risk of breast cancer recurrence — there is currenty no
approved alternauve.

Raloxifene is only.approved for postmenopausal women
and should noc be used before menopause. Bisphosphonates
arc also not recommended as fiont-line thecapies in pre-
menopausal women, with the exceprion of women being
teeated for sceroid-induced osteoporosis.

In a perimenopausal female with significantly decreased
bone density, it is important to complete a thorough his-
tory and physical. Supplement chis with additional bio-
chemical evaluation in order to exclude secondary causes
of asteopenia or other factors which may have contribured
to the decrease, especially since the condition is unusual
in this group. K
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HOW 1S THE CHECKLIST APPLIED?
To make che checklist uscful, the risks have heen catego-
“rized in the typical scquence of clinical evaluation. As
each pare of clinical assessment progresses for a patient,
the relaced items on the checklist can be incorporated and
evaluated. Any risk facror that is pesitive is checked off.
If any one of the items in Columin A of the checklist is
positive for a patient, then that person should be sent for
bone densitometry. Two positive findihgs in Column B
similarly mean thac the patient should undergo bone mass
" measurement.

If convenicnt, photocopy Table 1 and use it to evaluate
individual patients as part of their routine clinical evalua-
tion. The checklist can be administered in a modest
amount of cime, and it lends itself to inclusion in the
periadic or annual health assessment.

BONE DENSITOMETRY

Ideally, clinical risk factors could be used by themselves to
identify paticnts with osteoporosis. Flowever, they simply
do not have adequate accuracy.* Clinical risk factors
help us identify individuals ac risk of osteoporosis, but we
must still rely upon the gold standard evalvation method
of bone densitometry to make the definirive diagnosis in
the absence of fragility fractures. _

The most widely available and best-validated bone
densitometry methnd is dual-cneegy X-ray absaepdomenry
(DXA). Any patients meeting the criteria defined in che
checklist should be sent for DXA evaluation. DXA results
form che basis for overall fracture risk evaluation of an
individual pacient and are ceucial in determining the clin-
ical approach, including choice of therapy and monitor-

ing the efficacy of any incerventions.
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RISK FACTOR ASSESSMENT IN
OSTEOPOROSIS CARE

Over the last 10 years,' we have witnessed a revolution in
the field of osteoporasis. DXA has entered into wide-
spread use, allowing us to find low bone density before it
leads to broken bones. Our osteoporosis treatment arma-
meavarium has expanded manyfold and we aow have
excellent drug therapios that have been proven ro reduce
fracture occurrence.

As part of the paracligm shift thac has occurred in the
past decade, we now approach the identification of osteo-
porasis patients in a differenc way. Not so long ago, patients
with osteoporosis were usually derected only after having
experienced fractures, and they were ofien dready suffering
substantial impairment in quality of life. Our goal now is ro
identify people with osteoporosis either before they have
fracrured, ot very early in the course of fracturing, when the
disease has not yer compromised cheir health or enjoyment
of life. Routine evaluation of key osteoporosis risk factors in
individual paticnrs is the cornerstone of this approach,
through which we can expect to identify cascs of osreoporo-
sis at carly stages. This allows us 1o work with the patient o
institute lifestyle, nurritional and drug therapies that will
significantly reduce the mortaliry and morbidity that
accompanies untreated osteoporosis.
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