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Editorial

Thoughts on the Management of Osteoporosis

Last few years have seen a lot of change in the
understanding of osteoporosis. From what was given as
just afew paragraphsin thetext booksitisnow finding a
lot of importance in the literature. The whole world is
seeing asea change. Both the diagnostic as well asthe
therapeutic avenueswidening with much clearer guidelines
on doing what investigation and giving which medication.
Theliteratureisadding to the knowledge year after year,
specially thelast three years have been very delineating.

Diagnosis of osteoporosisnow isnot just based on
osteopeniaseen onthe X-ray film. Authentictestsusing
nothing less than Dual Energy X-ray Absorptiometry
(DEXA) scanning with clear guidelines on when to do
thetest arenow available. Itisrecommended that DEXA
scanning should be doneto measure bonemineral density
(BMD) for all above 60 years irrespective of the risk
factors for the causation of osteoporosis and earlier if
one or more of the risk factors for the causation of
osteoporosis are present. It has been seen in practice
that many practitioners start medications other than
calcium and vitamin D even when the BMD israted as
normal. If thet-scores (comparesthe patient’'sBMD to
that of healthy young adult) iswithin -1 standard deviation
of ayoung adult (SD), it is considered normal; when the
scoresare between—1to—2.5 SD, it indicates osteopenia
and when the scores are below —2.5 SD it is called
osteoporosis. Osteoporosisisconsidered severeif there
are added fragility fracture(s) with BMD scores below
—2.5 SD. BMD should be measured atleast at two sites
tomakeadiagnosis. BMD resultsmay befallaciousdue
to sclerosis of thebonesfollowing healing of thefractures
or added osteophytosis due to degenerative changes.
Oneword of caution, however, the standards of the peak
bone density in the young adult haveto be evolvedinthe
local settings and should not be just copied from the
western figures, since the measurements are relative to
a population and cannot be accepted universally. Since
BMD measurements have become rampant it has been
found that hardly any laboratory doing this testing has
developed standardsbased onlocal population. Thisfact
must be kept in the mind and those having some say or
control over labs doing DEXA scanning should be
promoted to develop the standards for the normal
population so that the measurements become more
authentic. It need not be emphasized too strongly that in
the diagnosis of osteoporosis one should rule out other
conditions that may cause osteoporosis secondarily.
Diagnosing osteoporosisinvolvesruling out other il nesses.
Clear guidelines on the management of osteoporosisin
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children are not available.

Role of calcium and vitamin D has been through
certain controversies too. Most studies do advocate
adequate calcium and vitamin D supplements, both for
prevention and treatment of osteoporosis. In addition,
one should aways keep in mind the amount of dietary
calcium oneistaking to calcul ate the actual requirement
rather than giving supplements only. In our practice it
has been found that higher intake of calcium supplements
leads to higher incidence of urinary stones compared to
moderate intake of calcium supplements in addition to
reinforced dietary regimen to include adequate dietary
calcium. Calcium taken as citrate can be taken
independent of meals and is absorbed better compared
to the carbonate salts. Besides, care should be taken to
see how much of elemental calcium is available in a
preparation. Most preparations would contain added
vitaminD. Vitamin D initsmultivitaminformisconsdered
better for out patients use rather than the active form
specifically calcitriol, which is not considered a benign
drug though used rather indiscriminatingly.

The treatment of osteoporosis has been
revolutionized after it wasfound in the Women'sHealth
Initiative (WHI) multi-centric trial that hormonal
replacement therapy (HRT), which used to be the gold
standard for the management of osteoporosisin women,
caused more harms than the benefits. The trial, after it
was stopped without completion due to serious side
effects, initially advocated that the risks of HRT should
be discussed with the patients on which it was likely to
be started, but |ater it was announced that HRT no longer
remainsto bethetreatment of choice or the gold standard
for management of osteoporosis. However, there is a
limited role of HRT in patients having had premature
menopause or hysterectomy. In post menopausal women
Raloxifene (Selective Estrogen Receptor Modulator,
SERM) is the drug of choice. The recommended dose
of Raloxifenewas also modified from 120 mg per day to
60 mg per day, since it was found that 60 mg gives
adequate protection. In osteoporosis in men and in
secondary osteoporosis (say due to steroids) the drug of
choice remains to be Bisphosphonates. Etidronate now
is no longer considered worth considering in the
armamentarium to treat osteoporosis. Alendronate is
freely available in Indiaand is being used widely. The
recommended dose is 10 mg per day, though initialy 5
mg per day for prevention and 10 mg per day for
trestment of osteoporosiswas advocated. But gradually,
for prevention, its use has been limited and doubted by
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most. Many practitioners have been found using 35 mg
per week though 70 mg per week gives better results.
Even though adaily dose of 10 mg per day isconsidered
better and already a weekly dose of 70 mg is a
compromise, 35 mg per week does not seem to show
adequate response in most studies. The difficulty with
the daily dose being the compliance of the patient, that
reduces down keeping in view the way this drug needs
to betaken inthe morning on empty stomach while asking
the patient to avoid lying down in bed and be upright for
about 45 minutes after ingesting the medicine. In most
studies, including our experience at our institution, the
gastrictolerability of bisphosphonatesis quite acceptable,
provided it has been explained and emphasized to the
patient adequately. Some practitioners have been found
to ignore this precaution and it was found that patients,
who were bedridden and not allowed to sit, were given
this medication leading to more chances of reflux
esophagitis and epigastric discomfort. In bed-ridden
patients one should also consider increase in
demineralization resulting in hypercalciuria thereby
increasing the risk of urinary stones. The question is
whether we should give Alendronate in bed ridden
patients; it seemsimpracticable. Inany case, if literature
is searched, giving more calcium and vitamin D given
during prolonged bed rest iscounterproductive. Injectable
bi sphosphonates (Pamidronate) is less potent compared
to Alendronate, it is popular with doctors treating bony
secondaries. Careshould also betakenthat giving calcium
around the dose of Alendronate retardsits absorption, so
calcium should be staggered to another meal. Painful
vertebral fracturesare best treated with intra-nasal spray
of Calcitonin. It is rather expensive, but pain reduces
dramatically, therefore, in Indian conditions, hasaplace
provided the patient can afford it. Tetany following
Calcitonin usage has been reported if the patient does
not take adequate calcium supplements, therefore, it
should beensured. Flavonesare aso coming up but their
role is yet to be established firmly. Injectable
Parathormone may be considered the drug of choice of
thefuture, but painful injections, cost and availability are
hindrances for their usage in India. Perhaps we could
wait for the nasal spray being developed. If the cost
remains prohibitive, it might remain only afashionable
drug used by a select few patients.

How long to treat osteoporosis remains to be a
changing scene. Initidly, it wasadvocated that one should
treat for about 2 years. The changesin the bone minera
density and the markers to check the bone turnover rate
suggested that in six monthsto oneyear after theinitiation
of thetreatment with bisphosphonatesthereisno further
increase in the BMD. Besides, it was found that
bi sphosphonates stay in the bones for years, suggesting
perhaps they are not required to be given for years
together. But when treatment was stopped the studies
further showed that it was worthwhile continuing the
treatment for alonger period since BMD started to reduce
after awhile. Keeping that in mind, it is suggested that
BMD should be done at the beginning, before starting
the therapy and repeated initially after six months of
starting therapy and then yearly. Whenthe BMD returns
to the normal range, the therapy may be continued for
another six months and then stopped and preventive
measures should be continued. If the BMD falls below
thecritical level, one should not hesitate in restarting the
drug therapy.

Of coursg, it should be stressed to the patients to
follow a good dietary and exercise schedule as well as
precautions to prevent falls and thus fractures. No drug
guarantees non-occurrence of fractures. Only the chance
of occurrence of fractures reduces. If these facts are
well understood by the treating doctors as well as the
patients, confidence of the patients in following their
treatment and that of the doctors in continuing to treat
remains. Making the patient cent percent free of the
risk fractures due to osteoporosis may not be possible
despite the best treatment available on date, thisneedsto
be understood by all.

Boom in the electronic entertainment systems,
specialy television, video games and computer games
has attracted children to remain indoors. Lack of parks
for children to play and safety concerns are also factors
making children be confined to their homes and thus
reducing their engagement in exercise in general which
isoneof the most important factorsin achieving adequate
BMD, peak of which occurs around 25 years of age.
The consequences of this change are likely to be seen
when this population ages. It, therefore, becomes very
important to promote outdoor gamesin children, specidly
high impact exercisesto prevent osteoporosisintheyears
to come.
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