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Overview Diagnosis and Treatment of Osteoporosis

ScoPE AND TARGET POPULATION

This guideline is targeted toward identification of patients at risk for osteoporosis, as well as identifi-
cation and treatment of those patients with osteoporosis.

RE1ATED ICSI ScIENTIFIC DOCUMENTS

Another ICSI guideline whose scope and / or recommendations are closely related to the content of this
guideline is:

1. Hormone Replacement Therapy: Collaborative Decision Making and Management
Technology Assessment Reports related to the content of this guideline:
1. Report #53 "Biochemical Markers for Bone Turnover in Osteoporosis"”

2. Report #31 "Densitometry as a Diagnostic Tool for the Identification and Treatment of
Osteoporosis in Women"

CrinicAL HIGHLIGHTS FOR INDIVIDUAL CLINICIANS

1. Discuss risk factors for osteoporosis, and primary prevention with all patients presenting for
preventive health visits. (Annotations #4, 5)

2. Patients with a high pretest probability of low BMD and future fracture should have bone den-
sity testing to further define their fracture risk. (Annotations #7,8,13,15)

3. Address pharmacologic options for prevention and treatment of osteoporosis with appropriate
patients at risk for or who currently have signs and symptoms of osteoporosis. (Annotation #14)

Priority AiMs AND SUGGESTED MEASURES FOR HEALTH CARE SYSTEMS

1. Improve diagnostic and therapeutic follow-up of adults presenting with a history of low impact
fracture. (Refer to Algorithm Box 2)

Possible measures for accomplishing this aim:

a.  Percentage of adults presenting with a history of low impact fracture who have had bone
densitometry.

b.  Percentage of postmenopausal women and men with a history of low impact fracture
identified as having low bone mass offered treatment for osteoporosis.

c.  Percentage of adults with a history of low impact fracture offered treatment for osteoporo-
sis.

d.  Percentage of adults with a history of low impact fracture with documentation of discus-
sion with a health care provider of osteoporosis risk.

2. Increase the evaluation for osteoporosis risk factors in all adults presenting for a preventive visit.
Possible measures for accomplishing this aim:

a.  Percentage of patients presenting for a preventive visit with documentation of assessment
of risk factors for osteoporosis.

b.  Percentage of patients at risk for fracture who have had bone densitometry.

General Implementation July 2002 Institute for Clinical Systems Improvement
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Overview (Cont) Diagnosis and Treatment of Osteoporosis

3. Increase follow-up testing of patients on long-term hormone replacement therapy (HRT).
Possible measure for accomplishing this aim:

a.  Percentage of patients on long-term HRT who have had follow-up bone densitometry.

EVvIDENCE GRADING

Individual research reports are assigned a letter indicating the class of report based on design type:
A,B,C,D, MR X.

Key conclusions are assigned a conclusion grade: I, II, III, IV.

A full explanation of these designators is found in the Discussion and References section of the
guideline.

General Implementation July 2002 Institute for Clinical Systems Improvement
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Algorithm Annotations Diagnosis and Treatment of Osteoporosis

ALGORITHM ANNOTATIONS

1

All Patients Presenting for a Preventive Visit

Osteoporosis is the consequence of continued bone loss throughout adulthood. We recommend main-
taining peak bone mass for all patients. To achieve this, patients should have risks for osteoporosis
reviewed when they present to their provider offices. In addition to reviewing historical risk factors
(discussed in Annotation #4), it is important to record accurate serial height measurements with a
stadiometer and observe posture for kyphosis. Patients with significant acquired kyphosis and/or a
height loss of one inch should have thoracic and lumbar spine radiographs and bone density testing.

Evidence supporting this recommendation is of class: R

Patient With a Low-Impact Fracture

Discuss osteoporosis risk with any adult who has a history of a low-trauma fracture that may be
related to osteoporosis. For the purpose of this guideline, a low-impact fracture will be defined as a
fracture occurring spontaneously or from a fall at a height no greater than the patient's standing
height, including fragility fractures occurring from activities such as a cough, sneeze or abrupt move-
ment (e.g., opening a window), and patients who have vertebral compression fracture documentation
on radiographs regardless of their degree of symptoms. Many adults do not realize that having one
fracture in their adult lifetime indicates an increased risk of future fractures and may be an indication
for bone density testing. This historical risk factor provides information that may be additive to bone
mineral density information. There are three possible hypotheses to explain this increased risk. First,
risk factors for the development of one fracture are still operative to increase susceptibility to a second
and subsequent event. Second, the occurrence of a fracture, particularly in the limbs, is followed by
bone loss, not completely reversible, which could lead to an increased risk of subsequent fracture.
Finally, there may be mechanical influences caused by having had one fracture, and it may be these
mechanical effects that increase this subsequent risk.

Post-Fracture Recommendations

. Consider all adults with a history of vertebral fracture, hip fracture, or distal forearm
fracture at higher than average risk for a future fracture;

e  Review lifestyle risk factors for osteoporosis. Discuss adequacy of total calcium and vita-
min D intake. Address home safety, and fall prevention;

. Consider bone density testing in fracture patients willing to accept treatment;

. Consider all men* and postmenopausal women with low impact fracture as candidates for
osteoporosis treatment;

. Adults over age 70 with prior fracture are candidates for osteoporosis therapy even with-
out bone density testing.

* Although we have the best data on postmenopausal women, there may be a similar risk
in men and we are including men in this guideline recommendation. [Melton LJ IlI, Atkinson
EJ, O'Connor MK, et al. "Bone density and fracture risk in men." J Bone Mineral Res 13:1915-
23,1998 ]

Evidence supporting this recommendation is of classes: A, B, C,D, M, R
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Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis

3. Patient Started On or Continuing Chronic Glucocorticoid Steroid Use or

=

Transplant Recipient

Glucocorticoid Steroid Use

Osteoporosis prevention and treatment measures and bone mineral density testing should be
considered for anyone who is started on or has been on exogenous systemic glucocorticoid
therapy (at a dose of more than 7 mg of prednisone per day or equivalent per day for 3 or more
months). While it is never too late in the course of glucocorticoid therapy to prevent or treat
osteoporosis, it is preferable to start preventive measures against bone loss at the time glucocorti-
coids are commenced, because the greatest amount of bone is lost during the first several months
of glucocorticoid use. Osteoporosis prevention measures should also be considered for those
who have been or can be expected to be on daily use high-dose inhaled glucocorticoids for
several years.

Organ Transplantation

Solid organ transplantation of all types and allogeneic bone marrow transplantation are associ-
ated with rapid bone loss after transplantation. In addition, many patients develop significant

bone loss before transplantation.

Evidence supporting this recommendation is of classes: C, D

Discuss Risk Factors for Osteoporotic Fracture

The following are risk factors for osteoporotic fracture:

Female

Advanced age (greater than 65)

Body habitus (weight less than 127 pounds; or BMI < 20)

Caucasian or Asian race

Family history of osteoporosis

Hypogonadism (estrogen or testosterone deficiency)

Sedentary lifestyle

Smoking (greater than or equal to than one pack per day)

Excessive alcohol intake (greater than two drinks per day)

Diet deficient in calcium or vitamin D without adequate supplementation

Increased likelihood of falling

For a list of secondary causes of osteoporosis, please see Annotation Appendix A, “Secondary Causes
of Osteoporosis”.

Evidence supporting this recommendation is of classes: A, B, M, R
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Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis

5. Discuss Primary Prevention of Fractures
Body Habitus
Patients should be counseled that a BMI of less than 20, or weight less than 127 pounds increases their
risk of osteoporotic fractures.
Evidence supporting this recommendation is of class: B
Gonadal Hormonal Status
Patients who are deficient in estrogen or testosterone are at increased risk for fracture and should be
offered replacement therapy. For further information, please see Discussion #13, “Consider Secondary
Causes and Further Diagnostic Testing” as well as Discussion #14, “Address Options for Prevention or
Treatment of Osteoporosis”.
Exercise
Exercise is well known for its many benefits both short-term and long-term. Weight bearing and
muscle strengthening exercises have been shown to be an integral part of osteoporosis prevention as
well as a part of the treatment process.
Evidence supporting this recommendation is of classes: D, R
Smoking Cessation
Smoking cessation counseling should be done at every visit. Discussion can include helpful strategies
such as nicotine replacement therapy with patches, gum, etc. Bupropion and available smoking
cessation classes may also be discussed. For more information on smoking cessation, please consult
the ICSI Tobacco Use Prevention and Cessation guidelines.
Alcohol Restriction
Limit alcohol use to no more than two drinks per day. One drink equals 12 ounces of beer, 5 ounces of
wine or 1.5 ounces of 80-proof distilled spirits. This limit will help to protect bone health and reduce
the risk of falls.
Evidence supporting this recommendation is of class: R
Calcium
Adequate calcium intakes from food sources and supplements promote bone health. Calcium also
supports estrogen’s positive effect on bone health. When food sources do not provide enough cal-
cium, supplements can be used to meet this goal. Bioavailability of calcium in food sources and
supplements is a factor in achieving daily calcium recommendations. Calcium supplement labels
should indicate lead testing.
Daily elemental calcium recommendations for healthy individuals include:
National Academy of Sciences, Institute of Medicine (1997)

9-18 years 1300 mg.

19-50 years 1000 mg.

Over 50 years 1200 mg.

Maximum limit 2500 mg.
However, for people with established osteoporosis, glucocorticoid use, pregnant or nursing women,
or persons over the age of 65, it may be more appropriate to recommend 1500 mg.
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Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis
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Calcium slows age-related bone loss. [Conclusion Grade II: See Discussion Appendix A, Conclusion
Grading Worksheet — Annotations #4 & 5 (Calcium)]

Calcium may reduce osteoporosis fracture risk. [Conclusion Grade I1I: See Discussion Appendix A,
Conclusion Grading Worksheet — Annotations #4 & 5 (Calcium)]

Vitamin D

Adequate vitamin D intake supports calcium absorption and bone metabolism. Since sunlight expo-
sure cannot be assumed to produce needed vitamin D, dietary sources are essential. Since many
adults in northern climates are deficient in vitamin D, supplements are often needed to meet daily
requirements. The following guidelines assume no vitamin D is synthesized from sunlight exposure:

Institute of Medicine (1997)

19-50 years 200 IU/day
51-70 years 400 IU/day
over 70 years 600 IU/ day
Maximum limit 2000 IU/ day

Prevention of Falls

Preventing falls reduces fractures and fracture risk. Modifying environmental and personal risk
factors can be effective in reducing falls. Home visits may help with this. Soft hip protector pads have
been shown to reduce hip fractures in frail, elderly adults in community-based health care centers.

Evidence supporting this recommendation is of classes: A, R

Low Pre-Test Probability of Low BMD and Future Fracture

The following individuals are at low risk of low bone density and future fracture

1.  Premenopausal women who have not had a fracture with minor trauma, are not on chronic
glucocorticoid therapy, do not have secondary amenorrhea, and do not have a chronic
disease associated with bone loss

2. Eugonadal men who have not had a fracture with minor trauma, are not on glucocorticoid
therapy, and do not have another chronic disease associated with bone loss

3.  Postmenopausal women under age 65 who have been on hormone replacement therapy
since menopause and who do not have any significant additional risk factors

High Pre-Test Probability of Low BMD and Future Fracture

The following individuals are at sufficiently high risk for low bone mass and future fracture that a
bone mineral density test is justified to further define that risk. This assumes that the individual being
tested is willing to consider pharmacologic treatment for low bone mass documented on a bone
density test. The first three of these indicate individuals at particularly high risk of bone loss and
future fracture.

1. Prior fracture with minor trauma (fall from standing height or less)

2. Those who have been, or are anticipated to be on glucocorticoid therapy, for 3 or more
months at a dose equivalent to or greater than 7.5 mg prednisone per day

General Implementation July 2002 Institute for Clinical Systems Improvement
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Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis

|*

3.  Radiographic osteopenia, or vertebral deformity consistent with fracture
4. All women greater than 65 years of age
5.  Postmenopausal women less than age 65 with one of the following additional risk factors:
Body weight less than 127 Ibs or BMI < 20
b.  History of fracture after age 45 in a first degree relative
c.  Current smoker (one pack or more per day)

d. Not using hormone replacement therapy

e.  Surgical menopause, or natural menopause before age 40
f.  On hormone replacement therapy greater than 10-15 years
6.  Chronic diseases known to be associated with bone loss (see Annotation Appendix A,

"Secondary Causes of Osteoporosis")
7.  Premenopausal women with amenorrhea greater than 1 year
8.  Men with hypogonadism more than 5 years

9.  Prolonged severe loss of mobility (unable to ambulate outside of one’s dwelling without a
wheelchair for greater than one year)

10. Transplant recipient

Evidence supporting this recommendation is of classes: C, D, M, R

Recommend Bone Density Assessment

Measurements of BMD can predict fracture risk, and allow for the identification of people who are at
increased risk of fracture. Reviews of prospective cohort studies and case control studies have docu-
mented a direct relationship between decreasing BMD and increasing bone fracture risk. Additionally,
there is strong evidence that increases in BMD with therapy for osteoporosis lead to substantial reduc-
tions in fracture incidence. Therefore, densitometry offers an objective measurement of a patient's
response to treatment over time.

Current practice is to describe an individual's bone mineral density as compared to a reference normal
population. In this sense, a T-score is the number of standard deviations above or below the mean for
a young adult healthy population. A T-score is calculated from the following equation:

[(measured BMD - young adult population mean BMD) / young adult population SD]

A Z-score is the number of standard deviations above or below the mean for an age- and sex-matched
healthy population. A Z-score is calculated from the following equation:

[(measured BMD - age-matched population mean BMD) / age-matched population SD]

Normal, osteopenia, and osteoporosis are defined by the T-score, according to the World Health
Organization. Although the following classifications were originally drafted for Caucasian postmeno-
pausal women, some controversy exists as to whether the same diagnostic criteria can be applied to
other groups.

General Implementation July 2002 Institute for Clinical Systems Improvement
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Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis

I _F
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. Normal: A T-score greater than or equal to -1.
. Osteopenia: A T-score between -1 and -2.5.
. Osteoporosis: A T-score less than or equal to -2.5.

e The term "severe osteoporosis" is reserved for patients with both a fragility fracture(s) and
a T-score less than or equal to -2.5.

For patients who decline bone density testing, reinforce osteoporosis prevention, consider
gonadal hormone replacement therapy, and follow up discussion of osteoporosis at future
preventive visits.

Evidence supporting this recommendation is of classes: C, M, R

Post-Test Probability

The result of the bone mineral density test is the best single predictor of future fracture risk.

Evidence supporting this recommendation is of classes: B, C

Low Risk of Future Fracture

Low fracture risk is clinically defined by a bone mineral density T-score above -1.0 (normal bone
density by the WHO definition).

Evidence supporting this recommendation is of classes: B, R

Moderate Risk of Future Fracture

Moderate fracture risk is clinically defined by a bone mineral density T-score below -1.0 and above -2.5
(osteopenia by the WHO definition).

Evidence supporting this recommendation is of classes: B, R

High Risk of Future Fracture

High fracture risk is clinically defined by a bone mineral density T-score below -2.5 (osteoporosis
density by the WHO definition).

Evidence supporting this recommendation is of classes: B, R

Consider Secondary Causes and Further Diagnostic Testing

A minimum screening laboratory profile should be considered in all patients with osteoporosis.
Expert opinion in the literature varies regarding the degree of laboratory investigation indicated in the
osteoporotic patient with a bone density at the age-matched value, but it is agreed that a more exten-
sive evaluation is indicated to look for a potentially reversible cause of lower than expected bone
density (Z-score less than or equal to -1). See discussion section for additional information on lab
testing.

At this time there is no consensus about the routine use of serum and/or urine markers of bone
turnover in the evaluation of patients with osteoporosis. See the ICSI Technology Assessment Report
#53, Biochemical Markers for Bone Turnover in Osteoporosis, for more information.
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Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis

Certain diseases are commonly associated with bone loss. These diseases are listed in Annotation
Appendix A, "Secondary Causes of Osteoporosis.”" In broad categories, these include chronic inflam-
matory autoimmune conditions, endocrinopathies, malignancies, and malabsorptive states.

Evidence supporting this recommendation is of class: R

Address Options for Prevention and Treatment of Osteoporosis

Please see the medication tables in Annotation Appendix B, "Recommended Pharmacologic Agents"
and Discussion #14 for specific information on pharmacologic agents for treatment and prevention of
osteoporosis.

In addition to pharmacological agents for osteoporosis all patients should supplement their dietary
intake of calcium and vitamin D if it is not adequate (see Annotation #5). Physical therapy may also be
considered.

Osteoporosis Prevention

Estrogen is considered first line therapy for prevention of osteoporosis in postmenopausal women.
Other medications for prevention include bisphosphonates and raloxifene.

Osteoporosis Treatment

Bisphosphonates have the strongest data showing risk reductions in both vertebral, hip, and other
nonvertebral fractures. Other treatments include raloxifene and calcitonin.

Excellent clinical trial data supports the use of oral bisphosphonates for preventing fractures in patients
diagnosed with postmenopausal osteopenia or osteoporosis. The best clinical trials have been done with
alendronate (Fosamax®) and risedronate (Actonel®). [Conclusion Grade I: See Discussion Appendix B,
Conclusion Grading Worksheet — Annotation #14 (Bisphosphonates for Primary Osteoporosis)].

Good clinical trial data support the use of alendronate for preventing bone loss in men diagnosed with
osteoporosis. [Conclusion Grade I: See Discussion Appendix B, Conclusion Grading Worksheet — Annotation
#14 (Bisphosphonates for Primary Osteoporosis)].

Clinical trial data supports the use of oral bisphosphonates for reducing bone loss in men and women
diagnosed with glucocorticoid-induced bone loss. The best clinical trials have been done with
alendronate (Fosamax®) and risedronate (Actonel®). [Conclusion Grade II: See Discussion Appendix C,
Conclusion Grading Worksheet — Annotation #14 (Bisphosphonates for Glucocorticoid-Induced Bone Loss)].

Clinical trial data suggests that oral bisphosphonates may reduce fracture risk in men and women
diagnosed with glucocorticoid-induced bone loss. [Conclusion Grade I1I: See Discussion Appendix C,
Conclusion Grading Worksheet — Annotation #14 (Bisphosphonates for Glucocorticoid-Induced Bone Loss)].

Post-transplantation Bone Loss

Antiresorptive therapy may be effective at preventing bone density loss after transplantation. Consider-
ing the rates of bone loss after transplantation described in Annotation #3, bone mineral density testing
should be performed every 6 months until bone mineral density is shown to be stable or improving on
therapies for osteoporosis. Studies demonstrate that standard calcium and vitamin D supplementation,
with or without calcitonin, is not able to prevent bone loss after transplantation. Other studies indicate
that pharmacologic vitamin D preparations or intravenous pamidronate or oral alendronate are more
likely to prevent bone loss after transplantation.

General Implementation July 2002 Institute for Clinical Systems Improvement

11 WWW.icsi.org



Algorithm Annotations (Cont) Diagnosis and Treatment of Osteoporosis

Alternative and Complementary Agents for Prevention and Treatment of Osteoporosis

There is preliminary data on a number of non-FDA approved substances for possible use in preven-
tion and treatment of osteoporosis. These include phytoestrogens, synthetic isoflavones such as
ipriflavone, natural progesterone cream, magnesium, vitamin K and eicosopentanoic acid. There is
very limited data from randomized controlled trials of these agents for prevention or treatment of
osteoporosis. A recently reported, multicenter randomized trial of ipriflavone showed no significant
effect on bone density or risk of vertebral fractures.

Evidence supporting this recommendation is of classes: A, B, C, D, M

15. Follow-Up Testing After Pharmacologic Intervention

Sequential bone density testing may be used to monitor antiresorptive therapy. The key factor is
understanding that this tool is limited by the calculated precision of the machine and operator at a
particular body site. It is imperative that a central site (lumbar spine and/or total hip) be used for
follow-up testing to provide information about a change in BMD. There is not adequate data to recom-
mend using any peripheral site for follow-up bone density testing, including forearm DXA, calcaneal
DXA or calcaneal ultrasound. The best follow-up evaluation will be done on the same or similar bone
density machine by the same trained bone density technologist.

Despite its limitations, bone density testing with DXA, with coefficients of variation in the range of
1%-2%, remains one of the most precise measurements used in medical practice. Controversy exists as
to whether follow-up testing is necessary in all patients, but if it is performed, it should be done after
one to two years of therapy. In patients at particularly high risk for accelerated bone loss, such as the
glucocorticoid-treated patient or a woman in early menopause who is not using estrogen replacement,
follow-up bone density testing may be indicated annually.

Evidence supporting this recommendation is of classes: A, C, D, M, R
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Algorithm Annotations Appendix A —
Secondary Causes of Osteoporosis

Diagnosis and Treatment of Osteoporosis

The chronic conditions most commonly seen in clinical practice have been printed in bold type and
underlined.

Secondary Causes of Osteoporosis

I. Endocrine Disorders

A.
B.

T O m YN

Cushing’s syndrome
Male or female hypogonadism

Hyperprolactinemia

Turner’s syndrome

1

2

3. Klinefelter’s syndrome
4 Surgical menopause

5

Other causes of hypogonadism

Hyperthyroidism

Primary hyperparathyroidism
Type 1 diabetes mellitus

Growth hormone deficiency
Addison’s disease

Acromegaly

II. Rheumatologic Disorders

A.
B.
C.
D.

Rheumatoid arthritis

Systemic lupus erythematosus

Ankylosing spondylitis

Juvenile polyarticular arthritis

III.  Malignancy

A.

B.

C.

Multiple myeloma
Leukemia

Systemic mastocytosis

IV. Pharmacotherapy

A.

B.

C.

Glucocorticoid excess

L-thyroxine over-replacement

Anticonvulsants (phenytoin or phenobarbital)
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Algorithm Annotations Appendix A —
Secondary Causes of OSteoporOSiS (Cont) Diagnosis and Treatment of Osteoporosis

2

Intravenous heparin

Drugs causing hypogonadism

1.  Chemotherapy (methotrexate or other antimetabolites)

2. Gonadotropin-releasing hormone (GnRH) agonists (buserelin, leuprolide, nafarelin)
3.  Depot progesterone injections

Chronic lithium therapy

Chronic phosphate binding (aluminum-containing) antacids

Extended tetracycline use, diuretics causing hypercalciuria, phenothiazine derivatives,
cyclosporin A, or tacrolimus (FK506) may be associated with decreased bone density in
humans, and are known to be toxic to bone in animals or to induce calciuria and/or cal-
cium malabsorption in humans

V. Chronic obstructive liver disease:

A.

(Primary biliary cirrhosis)

VI. Gastrointestinal disease

A.

B.
C.

D.

Inflammatory bowel disease (Crohn’s disease in particular)

Celiac disease
Gastrectomy or intestinal bypass surgery

Pernicious anemia

VII. Renal insufficiency or failure

VIII. Miscellaneous causes

I'—i

S

L 6= = 0gn s »

Vitamin D deficiency of any cause
Alcohol abuse

Anorexia nervosa

Movement disorders (Parkinson’s disease)

Chronic obstructive pulmonary disease
Sarcoidosis

Amyloidosis

Hemophilia

Hemochromatosis

Idiopathic scoliosis

Pregnancy and lactation (reversible)
Endometriosis

Epidermolysis bullosa
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Algorithm Annotations Appendix A -
Secondary Causes of OSteoporOSiS (Cont) Diagnosis and Treatment of Osteoporosis

IX.

N. Prolonged parenteral nutrition

O. Lactose intolerance

P.  Lacto-Vegetarian dieting

Immobilization

A. Spinal cord syndromes

B.  Space flight

C. Prolonged bedrest or wheelchair bound from any cause

Genetic Diseases

A. Osteogenesis imperfecta
B.  Ehlers-Danlos syndrome
C. Marfan’s syndrome
D. Homocystinuria
E. Menkes syndrome
E. Riley-Day syndrome (familial dysautonomia)
G.  Multiple sclerosis
H. Gaucher’s disease and other glycogen storage diseases
I.  Sickle-cell anemia
J. Thalassemia
K.  Hypophosphatasia
L. Congenital porphyria
M. Mitochondrial myopathies

XI. Idiopathic causes
A. Juvenile osteoporosis
B. Idiopathic osteoporosis of young adults
C. Regional osteoporosis: reflex sympathetic dystrophy, transient osteoporosis of the hip, or

regional migratory osteoporosis
General Implementation July 2002 Institute for Clinical Systems Improvement
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Algorithm Annotations Appendix B - Recommended
PharmaCOIOgiC Agents Diagnosis and Treatment of Osteoporosis

RECOMMENDED PHARMACOLOGIC AGENTS FOR (DSTEOPOROSIS

M edication Indications Dose/Administration Reduction in AWP? Cost for 30 Days

Fracture Risk?

Bisphosphonates

Alendronate TREATMENT TREATMENT Vertebral: +++ * 5mg: $70

(FosamaxU) « Postmenopatisal « 10 mg once daily or one 70 mg Nonvertebral: ++ + 10mg: $70
* 35 mg: $65 (4 tablets)

osteoporosis tablet weekly Hip: +++ . :
« Increase bone massin | * Glucocorticoid-induced 70 mg: $65 (4 tablets)
men with osteoporosis osteoporosisis 5 mg once daily.
« Glucocorticoid- For postmenopausal women not
induced osteoporosis receiving estrogen the dose is
in men and women one 10 mg once daily.
PREVENTION PREVENTION
« Postmenopatisal * Postmenopausal osteoporosisis
osteoporosis 5 mg once daily or one 35 mg
tablet weekly

To be taken in the morning on an
empty stomach (30 min before
food/ drink) with an 8 oz glass of
water. Remain upright for at least
30 min and until after thefirst
food of the day. Not to be taken at
the same time as calcium
supplementation or other

medication.
Risedronate TREATMENT TREATMENT and Vertebral: +++ * 5mg: $59
(ActonelJ) « Postmenopausal PREVENTION Nonvertebral: ++
osteoporosis « 5mg daily Hip: +++

* Glucocorticoid-
induced osteoporosis To be taken in the morning on an

empty stomach (30 min before

food/drink) with an 8 oz glass of

EREVENTION water. Remain upright for at least
+ Postmenopavisal 30 min. Not to be taken at the
0steoporosis same time as calcium
*Glucocorticoid-induced | supplementation or other
osteoporosis medication.
Selective Estrogen
Receptor
Modulator (SERM)
Raloxifene TREATMENT TREATMENT and Vertebral: ++ * 60 mg: $66
(Evistall) + Postmenopausal PREVENTION Nonvertebral: -
osteoporosis * 60 mg daily Hip: -
PREVENTION
* Postmenopausal
osteoporosis
Calcitonin
Calcitonin-saimon TREATMENT « Injection: 100 IU IM or SC Vertebral: + * Injection: $155
(MiacalcinO « Postmenopausal every other day Nonvertebral: - * Nasal spray: $64
injection and nasal osteoporosis « Nasal spray: 200 U Hip: -
spray, Calcimard intranasally daily, alternate
injection, nostrils daily
Salmoninel
injection,
Osteocalcin]
injection)
Estrogens’ Pleaserefer tothe ICSI HRT and Management of M enopause guideline for mor e brand specific information on estrogens
Estrogens PREVENTION « Varies by manufacturer Vertebral: N/A * Varies by manufacturer
* Postmenopausal Nonvertebral: N/A
osteoporosis

1 based on patient specific data
2 +++ >50% reduction; ++ 40-50% reduction; + <40% reduction; - Unable to show reduced risk; N/A No data available from RCT

3 AWP = average wholesale price (* indicates a generic is available) Prices current as of 4/02
4 Women with a uterus must also take a progestin to prevent endometrial cancer
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Algorithm Annotations Appendix B - Recommended

Pharmacologic Agents (cont)

Diagnosis and Treatment of Osteoporosis

TREATMENTS NoT FDA APPROVED FOR (OSTEOPOROSIS

Medication | Comments

Bisphosphonates
Etidronate (Didronel[d) Low oral absorption. Inconvenient dosing cycle but is the least expensive bisphosphonate.
Pamidronate (Arediall) Available only as an injectable dosage form.

Zoledronic Acid (ZometalJ)

A potent bisphosphonate indicated for hypercalcemia of malignancy.

Others

Calcitriol (Rocaltrol[])

Insufficient data.

Ergocalciferol (Calciferol])

Insufficient data. Increase in bone mineral density.

Nandrolene deconoate

Insufficient data. Adverse effects would limit use.

Parathyroid hormone (PTH)

Studies completed. Pending FDA approval.

Sodium fluoride

Mixed results from clinical trials. Monotherapy may cause osteomalacia or other bone abnormalities.

Tamoxifen (Nolvadex[1)

Insufficient data. Increases bone mineral density. Adverse effects would limit use in general population.

Testosterone (various products
available)

To treat underlying condition of hypogonadism in men.

Tibolone

A synthetic agent with progestogenic, estrogenic, and androgenic activity. Not yet an FDA approved product.

General Implementation

July 2002 Institute for Clinical Systems Improvement
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Algorithm Annotations Appendix C — Health
Education Handout: Raloxifene Diagnosis and Treatment of Osteoporosis

RALOXIFENE FOR OSTEOPOROSIS

A new group of medications, SERMs (Selective Estrogen Receptor Modulators), has been developed to
prevent osteoporosis in women after menopause. The first SERM to be approved by the FDA for this
purpose is raloxifene (Evista®).

What are the effects?

Raloxifene has estrogen-like effects in different areas of the body, but does not appear to have some of
the serious risks as estrogen. These effects include:

¢  reducing bone loss and improving bone mineral density, i.e., “bone-building
e  prevention of osteoporosis-related vertebral fractures

e  possible protection against heart disease

. decreased risk of breast cancer

e improving serum lipid profiles: decreases total and LDL (“bad”) cholesterol as well as oral
estrogen does; does not increase HDL (“good”) cholesterol, but does not increase serum
triglycerides as oral estrogen does

e Raloxifene will not treat hot flashes, and may worsen them. It is not effective to treat
vaginal atrophy or spotting.

What are the indications?

The indication for raloxifene is for the prevention and treatment of osteoporosis.

What are the contraindications?

Women should not take raloxifene if:
. they are premenopausal or perimenopausal
e they have a history of certain types of blood clots

What are the possible side effects?

Hot flashes may worsen and leg cramps are reported side effects of raloxifene. There have been no
reports of breast pain or breast enlargement.

What is the recommended dosage?

The usual dose is a 60 mg tablet of raloxifene (Evista®) to be taken every day. This tablet can be taken
at any time of the day, with or without meals. It is also recommended that all postmenopausal women
get enough calcium (1500 mg) and Vitamin D (400-800 Iu) through diet and supplements.

Please discuss individual questions with your health care staff.

General Implementation July 2002 Institute for Clinical Systems Improvement
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Discussion and References —
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In the interest of full disclosure, ICSI has adopted a policy of revealing relationships work group
members have with companies that sell products or services that are relevant to this guideline topic.

Michael Gonzalez-Campoy, MD is a consultant to Merck and Aventis and is on the speaker's bureau
for Eli Lilly, Aventis, Procter & Gamble and Merck.

John Schousboe, MD is a consultant to Procter & Gamble, receives research support from Merck,
Procter & Gamble, and Novartis, and is on the speaker's bureau for Eli Lilly.
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Merck, Eli Lilly and Procter & Gamble.
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Discussion and References —
Evidence Grading Diagnosis and Treatment of Osteoporosis

I.  CLASSES OF RESEARCH REPORTS
A. Primary Reports of New Data Collection:
Class A: Randomized, controlled trial
Class B: Cohort study

Class C: Non-randomized trial with concurrent or historical controls
Case-control study
Study of sensitivity and specificity of a diagnostic test
Population-based descriptive study

Class D: Cross-sectional study
Case series
Case report

B. Reports that Synthesize or Reflect upon Collections of Primary Reports:

Class M:  Meta-analysis
Systematic review
Decision analysis
Cost-benefit analysis
Cost-effectiveness study

Class R: Narrative review
Consensus statement
Consensus report

Class X: Medical opinion
II. CONCLUSION GRADES

Key conclusions (as determined by the work group) are supported by a conclusion grading
worksheet that summarizes the important studies pertaining to the conclusion. Individual
studies are classed according to the system defined in Section I, above, and are assigned a desig-
nator of +, -, or ¢ to reflect the study quality. Conclusion grades are determined by the work
group based on the following definitions:

Grade I: The evidence consists of results from studies of strong design for answering the
question addressed. The results are both clinically important and consistent with minor excep-
tions at most. The results are free of significant doubts about generalizability, bias, and flaws in
research design. Studies with negative results have sufficiently large samples to have adequate
statistical power.

Grade II: The evidence consists of results from studies of strong design for answering the
question addressed, but there is uncertainty attached to the conclusion because of inconsistencies
among the results from different studies or because of minor doubts about generalizability, bias,
research design flaws, or adequacy of sample size. Alternatively, the evidence consists solely of
results from weaker designs for the question addressed, but the results have been confirmed in
separate studies and are consistent with minor exceptions at most.

Grade III: The evidence consists of results from studies of strong design for answering the
question addressed, but there is substantial uncertainty attached to the conclusion because of
inconsistencies among the results from different studies or because of serious doubts about

General Implementation July 2002 Institute for Clinical Systems Improvement
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generalizability, bias, research design flaws, or adequacy of sample size. Alternatively, the
evidence consists solely of results from a limited number of studies of weak design for answer-
ing the question addressed.

Grade IV: The support for the conclusion consists solely of the statements of informed medical
commentators based on their clinical experience, unsubstantiated by the results of any research
studies.

The symbols +, -, 8, and N/A found on the conclusion grading worksheets are used to designate the
quality of the primary research reports:

+ indicates that the report has clearly addressed issues of inclusion/exclusion, bias, generalizability,
and data collection and analysis;

- indicates that these issues have not been adequately addressed;
o indicates that the report is neither exceptionally strong or exceptionally weak;

N/A indicates that the report is not a primary reference and therefore the quality has not been as-
sessed.

General Implementation July 2002 Institute for Clinical Systems Improvement
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Discussion and References Diagnosis and Treatment of Osteoporosis

1

I

All Patients Presenting for a Preventive Visit

Osteoporosis is the consequence of continued bone loss throughout adulthood. We recommend main-
taining peak bone mass for all patients. To achieve this patients should have risks for osteoporosis
reviewed when they present to their provider offices. In addition to reviewing historical risk factors
(discussed in Annotation #4), standing height should be measured using an accurate stadiometer for
initial and repeat measurements and posture should be observed for kyphosis. Patients with signifi-
cant acquired kyphosis and/or a height loss of one inch (or two inches based on patient recollection)
should have thoracic and lumbar spine radiographs and BMD testing.

“Osteoporosis prevention, diagnosis, and therapy: NIH Consensus Development Panel on Osteoporosis
Prevention, Diagnosis, and Therapy.” JAMA 285:785-95, 2001. (Class R)

Patient With a Low-Impact Fracture

It is estimated that 50% of women over age 50 will develop a fracture in their remaining lifetime and
the annualized risk increases with age. 25% of women over age 50 will experience an osteoporotic
vertebral fracture so that by age 75, more than one in three women have at least one vertebral fracture.

The presence of a vertebral compression fracture (VCF) increases the risk for subsequent fracture
beyond the risk indicated by bone density alone. Published clinical guidelines specify that patients
with the presence of a vertebral compression facture have an increased risk for subsequent fracture.

Kanis JA, Delmas P, Burckhardt P, et al on behalf of the European Foundation for Osteoporosis and Bone
Disease. “Guidelines for diagnosis and management of osteoporosis.” Osteoporos Int 7:390-406, 1997.
(Class R)

Lindsay R, Silverman SL, Cooper C, et al. "Risk of new vertebral fracture in the year following a fracture."
JAMA 285:320-23, 2001. (Class B)

National Osteoporosis Foundation. Physician’s guide to prevention and treatment of osteoporosis. Wash-
ington DC: National Osteoporosis Foundation, 1999. (Class R)

Black, et al., examined data from the Study of Osteoporotic Fractures, a prospective study of 9,704
postmenopausal women over age 65. After a mean of 3.7 years, patients with a prevalent vertebral
fracture had an increase in subsequent radiographically documented vertebral fracture, hip fractures,
and all non-vertebral fractures combined. After adjusting for age, there was not a statistically signifi-
cant increase in wrist fractures. Other studies support this observation.

Relative Risk of Fracture at Various Sites in the Presence of a
Radiographic Vertebral Compression Deformity

Site of Subsequent Fracture  Relative Risk (95% CI)
Vertebral 5.4 (4.4, 6.6)
Hip 2.8(2.3,34)
Any non-vertebral site 1.9(1.7,2.1)

Black DM, Arden NK, Palermo L, et al for the Study of Osteoporotic Fractures Research Group. “Preva-
lent vertebral deformities predict hip fractures and new vertebral deformities but not wrist fractures.” J
Bone Miner Res 14:821-28, 1999. (Class B)

Davis JW, Grove JS, Wasnich RD, Ross PD. “Spatial relationships between prevalent and incident spine
fractures.” Bone 24:261-64, 1999. (Class B)
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Huopio J, Kroger H, Honkanen R, et al. “Risk factors for perimenopausal fractures: a prospective study.”
Osteoporos Int 11:219-27, 2000. (Class B)

In 1991, Ross, et al., demonstrated that a combination of bone mineral density (BMD) and history of
vertebral fracture provided an even stronger predictive value of risk of subsequent fractures. For
example, a patient with "low" BMD and one vertebral fracture has a 25-fold higher risk for subsequent
vertebral fracture compared with a patient with "high" BMD and no fracture. Often overlooked is the
statistical finding that a patient with a "medium" BMD and an existing vertebral fracture actually has
twice the risk for a subsequent fracture compared with a patient with low BMD and no fracture.

Non-vertebral fractures can also be indicators of increased risk for subsequent fracture. Schroeder, et
al., reviewed 256 second hip fractures in 3,898 adults. 92% were contralateral and half the repeat
fractures occurred in less than three years after the index fracture. Although the risk of the first hip
fracture was 1.6 per 1,000 men and 3.6 per 1,000 women, the risk for a second hip fracture was 15 per
1,000 men and 22 per 1,0000 women.

Schroder HM, Petersen KK, Erlandsen M. “Occurrence and incidence of the second hip fracture.” Clin
Orthop 289:166-69, 1993. (Class C)

Fractures of the wrist (Colles' fractures) can also be indicators of significant risk for osteoporosis or
future fractures. The prospective study by Earnshaw, et al., reported bone densities in men and women
with a history of Colles' fracture. In patients less than 65 years, BMD was lower in the hip and non-
fractured distal radius than age-matched controls. A retrospective case-control study of patients in
Sweden who sustained non-osteoporotic fractures early in life was reported by Karlsson, et al. They
reported an odds ratio of subsequently developing an osteoporotic fracture after ankle fracture of 1.8
(range 1.3-2.7) over 14 years. The overall increase in risk from any non-osteoporotic fracture for men
was 2.3 (range 1.4-3.6) and for women 1.6 (range 1.04-2.3). Gunnes reported similar results from a
population-based, retrospective study of 29,802 postmenopausal women. Again an odds ratio for hip
fracture after ankle fracture was 1.6 (95% CI 1.1-2.3) and 3.0 (95% CI 2.4-5.0) for a previous humerus
fracture.

Earnshaw DA, Cawte SA, Worley A, Hosking DJ. “Colles’ fracture of the wrist as an indicator of underlying
osteoporosis in postmenopausal women: a prospective study of bone mineral density and bone turnover
rate.” Osteoporos Int 8:53-60, 1998. (Class D)

Gunnes M, Mellstrom D, Johnell O. “How well can a previous fracture indicate a new fracture? A ques-
tionnaire study of 29,802 postmenopausal women.” Acta Orthop Scand 69:508-12, 1998. (Class C)

Wigderowitz CA, Rowley DI, Mole PA, et al. "Bone mineral density of the radius in patients with a Colles'
fracture." J Bone Joint Surg 82:87-89, 2000. (Class C)

Women with prior fracture and low bone density are the most responsive to anti-resorptive therapy and
pharmaceutical trials suggests that women with prior fracture can reduce their risk for subsequent
fractures by 30%-50%. This has been shown for both alendronate and risedronate. The largest therapy-
induced BMD increase is observed in patients with the lowest BMD and vertebral fractures, the popula-
tion at highest risk.

Ettinger B, Black DM, Mitlak BH, et al. for the Multiple Outcomes Raloxifene Evaluation (MORE) Investiga-
tors. “Reduction of vertebral fracture risk in postmenopausal women with osteoporosis treated with
raloxifene: results from a 3-year randomized clinical trial.” JAMA 282:637-45, 1999. (Class A)

Hochberg MC, Ross PD, Black D, et al for the Fracture Intervention Trial Research Group. “Larger
increases in bone mineral density during alendronate therapy are associated with a lower risk of new
vertebral fractures in women with postmenopausal osteoporosis.” Arthritis Rheum 42:1246-54, 1999.
(Class C)
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b

Risk of Subsequent Hip Fracture

Overall, prior fracture at any site is a clear risk factor for the development of a future hip fracture
(RR=1.8:95% CI: 1.5, 2.2). Klotzbuecher performed a statistical synthesis of studies with reported
relative risk and confidence intervals to derive a summary estimate of the relative risk of future hip
fracture.

Klotzbuecher CM, Ross PD, Landsman PB, et al. “Patients with prior fractures have an increased risk of
future fractures: a summary of the literature and statistical synthesis.” J Bone Miner Res 15:721-39,
2000. (Class M)

Patient Started On or Continuing Chronic Glucocorticoid Steroid Use or
Transplant Recipient

Bone Mineral Density Loss and Fractures Associated with Oral Glucocorticoid Use

Oral glucocorticoids cause a biphasic loss of bone, with up to 15% bone loss during the initial phase
lasting a few months. This is characterized by an increase in bone resorption and a decrease in bone
formation.

After that initial phase, bone loss is slower, characterized by lower rates of bone resorption and forma-
tion. The degree of bone loss is correlated with both the average daily and total cumulative dose of
glucocorticoids used, regardless if glucocorticoids are used daily or on alternate days. Retrospective
cohort studies have shown a significant increased rate of fracture in these patients. In three studies,
11% percent of asthma patients suffered a fracture after one year of corticosteroids, 30% of patients
with giant cell arteritis after two years of treatment, and 34% of women with rheumatoid arthritis after
5 years of treatment.

Oral glucocorticoids have also been shown to be associated with reduced bone mass and vertebral
fracture in children with asthma or juvenile rheumatoid arthritis

Boot AM, Bouquet J, Krenning EP, et. al. “Bone mineral density and nutritional status in children with
inflammatory bowel disease.” Gut 42:188-94, 1998. (Class D)

Lane NE, Lukert B. “The science and therapy of glucocorticoid-induced bone loss.” Endocrinol Metab Clin
N Am 27:465-481, 1998. (Class R)

Reid IR, Heap SW. “Determinants of vertebral mineral density in patients receiving long-term glucocorti-
coid therapy.” Arch Intern Med 150:2545-48, 1990. (Class C)

Ruegsegger P, Medici TC, Anliker M. “Corticosteroid-induced bone loss. A longitudinal study of alternate
day therapy in patients with bronchial asthma using quantitative computed tomography.” Eur J Clin
Pharmacol 25:615-20, 1983. (Class D)

Sinigaglia L, Nervetti A, Mela Q. “A multicenter cross-sectional study on bone mineral density in rheuma-
toid arthritis.” J Rheumatol 27:2582-89, 2000. (Class D)

Varanos S, Ansell BM, Reeve J. “Vertebral collapse in juvenile chronic arthritis; its relationship with
glucocorticoid therapy.” Calcif Tissue Int 41:75-78, 1987. (Class C)

Bone Mineral Density Loss Associated with Inhaled Glucocorticoids

Although not as profound as with oral glucocorticoids, inhaled high-potency glucocorticoids used to
treat asthma and chronic obstructive airways disease have been shown to cause bone loss when used
over an extended time period. A recent cross-sectional study showed that cumulative exposure to
5,000 mg of beclomethasone (2,000 mcg/day for 7 years) was associated with enough loss of bone
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mineral density to double fracture risk. One three year longitudinal study of inhaled triamcinolone
therapy in chronic obstructive pulmonary disease showed significant bone loss compared to those
treated with a placebo inhaler. No studies documenting or suggesting increased rates of fracture
attributable to inhaled or nasal glucocorticoids have been done.

Lipworth BJ. “Systemic adverse effects of inhaled corticosteroid therapy. A systematic review and meta-
analysis.” Arch Int Med 159:941-55, 1999. (Class M)

Lung Health Study Research Group, The. “Effect of inhaled triamcinolone on the decline of pulmonary
function in chronic obstructive pulmonary disease.” N Engl J Med 343:1902-09, 2000. (Class A)

Wong CA, Walsh LJ, Smith JP, et. al. “Inhaled corticosteroid use and bone mineral density in patients
with asthma.” Lancet 355:1399-1403, 2000. (Class D)

Mechanisms of Bone Loss

Glucocorticoids reduce the activity of osteoblasts (cells responsible for new bone formation) resulting
in reduction of bone collagen synthesis. Up to 30% less bone is formed during the bone remodeling
cycle and osteoblasts undergo earlier programmed cell death (apoptosis). Osteoclasts (cells that resorb
bone) are more active during the early phase of glucocorticoid therapy, but the mechanisms of this are
controversial. Osteocyte apoptosis is also increased by glucocorticoids, which may impair repair of
microfractures and damage. Most investigators have found that glucocorticoids decrease intestinal
absorption of calcium, and increased urinary calcium loss. Glucocorticoids reduce testosterone levels
in men, and adrenal androgens in post-menopausal women.

The microanatomy and histomorphometry of glucocorticoid-osteoporosis differs from that of post-
menopausal osteoporosis in many respects. While a similar loss of trabecular bone occurs with both,
glucocorticoid-induced osteoporosis is associated with a greater degree of trabecular thinning and less
trabecular rupture than post-menopausal osteoporosis, and greater decreases of indices of bone
formation.

Aaron JE, Francis RM, Peacock M, Makins NM. “Contrasting microanatomy of idiopathic and corticoster-
oid-induced osteoporosis.” Clin Orthop Rel Res 243:294-305, 1989. (Class C)

Dempster DW, Arlot MA, Meunier PJ. “Mean wall thickness and formation periods of trabecular bone
packets in corticoid-induced osteoporosis.” Calcif Tissue Int 35:401-17, 1983. (Class C)

Weinstein RS, Jilka RL, Parfitt AM, Manalagos SC. “Inhibition of osteoblastogenesis and promotion of
apoptosis of osteoblasts and osteocytes by glucocorticoids.” J Clin Invest 102:274-82, 1998. (Class C)

Pretransplantation Bone Loss

Patients accepted for solid organ or allogenic bone marrow transplantation may develop significantly
decreased bone mineral density before transplantation. The decrease in bone mineral density before
transplantation is multifactorial, with contributing factors including systemic effects of end-organ
disease, hypogonadism, chronic steroid therapy, chronic anticoagulation, effects of other medications,
and relative immobilization. Atraumatic or minimally traumatic fractures may occur in patients
waiting for transplantation.

Post-transplantation Bone Loss

Solid organ and allogeneic bone marrow transplantation are associated with a rapid decrease in bone
mineral density at all skeletal sites during the first year after transplantation. The rapid decrease is
caused by multiple factors, but predominantly due to high-dose steroid therapy in the first 6 months
to 1 year after transplantation. Other factors include the effects of other immunosuppressive drugs,
particularly cyclosporine and tacrolimus, persistent hypogonadism, and immobilization early after
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4.

transplantation. Bone mineral density typically stabilizes during the second year after transplanta-
tion, and then begins to recover to some degree toward baseline during the third year after transplan-
tation. Atraumatic or mildly traumatic fractures occur fairly frequently in patients after transplanta-
tion, especially in the first few months to years after receiving a graft.

On the basis of these observations, it is recommended that all patients have a baseline bone mineral
density test at acceptance into a transplantation program, and that follow-up bone mineral density
testing be performed yearly prior to transplantation. If patients are taking high-dose steroid medica-
tion before transplantation, bone mineral density testing should be performed every 6 months until
stable.

Cardiac Transplantation

Leidig-Bruckner et al. followed 235 consecutive patients who underwent cardiac transplantation (105
patients, 88 men, 17 women) or liver transplantation (130 patients, 75 men, 55 women) for 4 years.
Vertebral fractures were assessed by spinal radiographs at baseline and yearly after transplantation.
Fifty-nine percent of the men who underwent cardiac transplantation, and 27% of the women, had
normal lumbar spine bone mineral density at baseline. Fifty-one percent of the men who underwent
liver transplantation, and 24% of the women, had normal lumbar spine bone mineral density at
baseline. Vertebral fracture analysis showed that 21% of cardiac patients, and 14% of liver patients,
had incident fractures in their first year after transplant, and that 27% of cardiac patients, and 21% of
liver patients, had incident fractures by the second year after transplant. By the end of the fourth year,
one-third of patients in both groups had one or more vertebral fractures. Non-vertebral fractures
occurred in 9 liver transplant patients and hip avascular necrosis in 3 cardiac transplant patients.
Fractures did not correlate with cumulative doses of immunosuppressive therapies. Predictors of
vertebral fracture in cardiac transplant patients included age and baseline lumbar spine bone mineral
density. The only predictor of vertebral fracture in liver transplant patients was pre-transplant verte-
bral fracture. The authors concluded that vertebral fractures are common after transplantation, and
that reliable fracture risk predictors are limited, and suggested that preventive strategies need investi-
gation.

Leidig-Bruckner G, Hosch S, Dodidou P, et al. "Frequency and predictors of osteoporotic fractures after
cardiac or liver transplantation: a follow-up study." Lancet 357:342-47, 2001. (Class B)

Shane et al. followed 70 patients (52 men, 18 women) for 3 years after cardiac transplantation. All
patients received supplementation with calcium 1,000 mg/day and vitamin D 400 IU/day. Patients
lost 7.3% = 0.9% of their lumbar spine bone mineral density and 10.5% = 1.1% of their femoral neck
bone mineral density during the first year after transplant. Lumbar spine bone mineral density
decreased rapidly during the first 6 months, without further subsequent loss from 6-12 months,
whereas femoral neck bone mineral density continued to decrease at an annualized rate of 8.2% + 1.3%
during the second half of the year. The rate of lumbar spine loss slowed to 0.9% = 0.5%, and femoral
neck to 0.1% = 1.0%, during the second year posttransplant. Lumbar spine bone mineral density
increased 2.4% = 0.8%, whereas the femoral neck remained stable, during the third year after trans-
plant. This paper describes the time course of bone loss after cardiac transplantation.

Shane E, Rivas M, McMahon DJ, et al. “Bone loss and turnover after cardiac transplantation.” J Clin
Endocrinol Metab 82:1497-1506, 1997. (Class D)

Discuss Risk Factors for Osteoporotic Fracture

Risk factors for osteoporosis and fractures are fixed or modifiable. They may or may not contribute
independently to the risk of having low bone mass and fractures and they are not necessarily cumula-
tive. They are important to know so they can be assessed and modified if possible.
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Advanced age, female gender, Caucasian and Asian race, and hypogonadal states have been shown to
be independent risk factors for osteoporosis and related fractures. The only one of these that is modi-
fiable is hypogonadism (with replacement therapy). African-American women have a decreased risk,
partly because they begin menopause with a higher bone mineral density (BMD) and have a lower
rates of bone loss after menopause.

Bohannon AD, Hanlon JT, Landerman R, Gold DT. “Association of race and other potential risk factors
with nonvertebral fractures in community-dwelling elderly women.” Am J Epidemiol 149:1002-09, 1999.
(Class B)

Hannan MT, Felson DT, Dawson-Hughes B, et al. “Risk factors for longitudinal bone loss in elderly men
and women: The Framingham Osteoporosis Study.” J Bone Miner Res 15:710-20, 2000. (Class B)

Melton LJ Ill, Atkinson EJ, Khosla S, et al. “Secondary osteoporosis and the risk of vertebral deformities in
women.” Bone 24:49-55, 1999. (Class B)

Body Habitus

Low body mass index (BMI, less than 20) or thinness (weight less than 127 pounds) has been identi-
fied as a predictor for hip fractures and other osteoporotic fractures. BMD at the lumbar spine and hip
have been correlated with weight, height, and BMI. During the Framingham Osteoporosis Study,
women who gained weight, gained BMD or had little change, while women who had a lower baseline
weight or weight loss, lost BMD. Low BMI has been classified as an independent risk factor and a
modifiable factor.

Hannan MT, Felson DT, Dawson-Hughes B, et al. “Risk factors for longitudinal bone loss in elderly men
and women: The Framingham Osteoporosis Study.” J Bone Miner Res 15:710-20, 2000. (Class B)

Melton LJ Ill, Atkinson EJ, Khosla S, et al. “Secondary osteoporosis and the risk of vertebral deformities in
women.” Bone 24:49-55, 1999. (Class B)

Ravn P, Cizza G, Bjarnason NH, et al. “Low body mass index is an important risk factor for low bone mass
and increased bone loss in early postmenopausal women.” J Bone Miner Res 14:1622-27, 1999. (Class
B)

Family History of Osteoporosis

Family studies have shown a genetic component to BMD. Family history is an independent predictor
of peak BMD and a family history of osteoporosis is related to decreased peak BMD. Maternal frac-
tures are associated with lower BMD and have been shown to be a site-specific predisposition to
fracture.

Fox KM, Cummings SR, Powell-Threets K, et al. “Family history and risk of osteoporotic fracture.”
Osteoporos Int 8:557-62, 1998. (Class B)

Omland LM, Tell GS, Ofjord S, Skag A. “Risk factors for low bone mineral density among a large group of
Norwegian women with fractures.” Eur J Epidemiol 16:223-29, 2000. (Class D)

Cigarette Smoking

Cigarette use has been identified as a risk factor for BMD and osteoporotic fracture. The rates of bone
loss are approximately one and one-half to two times greater for current smokers than for nonsmok-
ers. Smokers do not absorb dietary or supplemental calcium as efficiently as nonsmokers. While the
mechanism is not clear, there is an increase in bone remodeling markers in heavy smokers (greater
than one pack/day) suggesting decreased calcium absorption. There is also an increase in bone
resorption. Both the increased risk among current smokers and the decline in risk ten years after
smoking cessation are in part accounted for by the difference in BMI. Smoking is a modifiable risk
factor.
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Cornuz J, Feskanich D, Willett WC, Colditz GA. “Smoking, smoking cessation, and risk of hip fracture in
women.” Am J Med 106:311-14, 1999. (Class B)

Hannan MT, Felson DT, Dawson-Hughes B, et al. “Risk factors for longitudinal bone loss in elderly men
and women: The Framingham Osteoporosis Study.” J Bone Miner Res 15:710-20, 2000. (Class B)

Huopio J, Kroger H, Honkanen R, et al. “Risk factors for perimenopausal fractures: a prospective study.”
Osteoporos Int 11:219-27, 2000. (Class B)

Sedentary Lifestyle

Sedentary life-style is a risk factor for osteoporosis. The type of physical activity and what optimal
age period is most beneficial is still unclear. Studies do show that physical activity in youth was more
strongly associated with higher BMD at all sites. Lack of continued physical activity may lead to bone
loss.

Wolff's law states that stress or mechanical loading applied to the bone via the muscle and tendons
had direct effect on bone formation and remodeling. Absence of gravity, such as during space flight or
prolonged bed rest, can lead to bone loss of 0.3%-0.4% of total bone calcium per month. Meta-analysis
of several studies indicates that athletes have a 25% greater BMD than simply active people, and that
active people have a 30% higher BMD compared to inactive people. An inactive person needs to be
made aware of the increased risk to bone health.

Bemben DA. “Exercise interventions for osteoporosis prevention in postmenopausal women.” J Okla-
homa State Med Assoc 92:66-70, 1999. (Class R)

Branca F. “Physical activity, diet and skeletal health.” Public Health Nutr 2:391-96, 1999. (Class R)

Alcohol Intake

Alcohol use has been demonstrated to affect bone formation, even at moderate levels of 1-2 drinks/
day. Alcohol has a direct, antiproliferative effect on osteoblasts. It also has a dose-dependent suppres-
sive effect on osteocalcin levels. Some studies have reviewed the potential effect of alcohol on levels of
parathyroid hormone, calcitonin and vitamin D metabolites, but no clear mechanism was identified.

Klein RF. “Alcohol-induced bone disease: impact of ethanol on osteoblast proliferation.” Alcohol Clin Exp
Res 21:392-99, 1997. (Class R)

A high level of alcohol intake is associated with both decreased bone mineral density and increased
risk of hip fractures. There are conflicting data about the effects of moderate alcohol use on bone
mineral density. Studies have reported an association between alcohol intakes greater than 28-30 g.
(~ one ounce/one drink) per day and decreased bone mineral density both at the trochanter site and
in total BMD. In a four-year longitudinal evaluation of the Framingham Osteoporosis Study, this
association was found in women, but not in men. An association between high levels of alcohol use
by both men and women and hip fracture was found in a large prospective Danish study. In the
Nurses” Health Study cohort (age 35-64 years), alcohol intake (more than 25 g or one drink per day)
was associated with increased risk of hip fracture and forearm fracture when compared with non-
drinkers.

Hannan MT, Felson DT, Dawson-Hughes B, et al. “Risk factors for longitudinal bone loss in elderly men
and women: The Framingham Osteoporosis Study.” J Bone Miner Res 15:710-20, 2000. (Class B)

Hoidrup S, Gornbaek M, Gottschau A, et al. “Alcohol intake, beverage preference, and risk of hip fracture
in men and women.” Am J Epidemiol 149:993-1001, 1999. (Class B)
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Low Calcium Intake

Comprehensive reviews of the relationship of calcium intake and bone health reported that calcium
slows age-related bone loss (Conclusion Grade II) and may reduce osteoporotic fracture risk (Conclusion
Grade I11). Both dairy sources and calcium supplements are related to promoting bone health. Cal-
cium enhances therapy with antiresorptive medication, such as estrogen. [See Discussion Appendix A,
Conclusion Grading Worksheet - Annotations #4 & 5 (Calcium)]

Chapuy MC, Arlot ME, Duboeuf F, et al. “Vitamin D and calcium to prevent hip fractures in elderly women.”
N Engl J Med 327:1637-42, 1992. (Class A)

Cumming RG, Nevitt MC. “Calcium for prevention of osteoporotic fractures in postmenopausal women.” J
Bone Miner Res 12:1321-29, 1993. (Class M)

Dawson-Hughes B, Dallal GE, Krall EA, et al. “A controlled trial of the effect of calcium supplementation
on bone density in postmenopausal women.” N Engl J Med 323:878-83, 1990. (Class A)

Heaney RP. “Calcium, dairy products and osteoporosis.” J Am Coll Nutr 19(2 Suppl):83S-99S, 2000.
(Class R)

Recker RR, Hinders S, Davies KM, et al. “Correcting calcium nutritional deficiency prevents spine frac-
tures in elderly women.” J Bone Miner Res 11:1961-66, 1996. (Class A)

Riggs BL, O’'Fallon WM, Muhs J, et al. “Long-term effects of calcium supplementation on serum parathy-
roid hormone level, bone turnover, and bone loss in elderly women.” J Bone Miner Res 13:168-74, 1998.
(Class A)

Inadequate Vitamin D

Vitamin D is essential for calcium absorption and bone metabolism. Aging is associated with decreas-
ing 1,25 dihydroxyvitamin D, levels, progressive renal insufficiency, reduced sun exposure and re-
duced skin capacity for vitamin D production. Vitamin D insufficiency and overt deficiency can both
cause secondary hyperparathyroidism, which in turn leads to increased bone turnover. Studies of
combined calcium and vitamin D supplementation have demonstrated reductions in bone loss and
fractures. This supplement-induced benefit on bone mass can be lost when the calcium and vitamin D
are discontinued.

Dawson-Hughes B, Harris SS, Krall EA, Dallal GE. “Effect of calcium and vitamin D supplementation on
bone density in men and women 65 years of age or older.” N Eng J Med 337:670-76, 1997. (Class A)

LeBoff MS, Kohlmeier L, Hurwitz S, et al. “Occult vitamin D deficiency in postmenopausal US women with
acute hip fracture.” JAMA 281:1505-11, 1999. (Class C)

Increased Likelihood of Falling

Many factors increase the likelihood of falling, and falling increases fracture risk. Included in these
factors are impaired eyesight, poor health, frailty, low physical function - such as slow gait and speed
and decreased quadriceps strength - dementia, and history of past falls. Preventing falls reduces
fractures. Modifying environmental and personal risk factors can be effective in reducing falls. Home
visits have been shown to help with this. Also, soft hip protector pads have been shown to reduce hip
fractures in frail, elderly adults in community-based health care centers.

Kannus P, Parkkari J, Niemi S, et al. “Prevention of hip fracture in elderly people with use of a hip protec-
tor.” N EnglJ Med 343:1506-13, 2000. (Class A)

NHS Centre for Reviews and Dissemination. “Preventing falls and subsequent injury in older people.” Eff
Health Care 2:2-16, 1996. (Class R)
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Discuss Primary Prevention of Fractures
Body Habitus

Low BMI (less than 20) is a strong independent risk factor for osteoporosis and fracture. Weight less
than 127 pounds, associated with small bones, is a risk factor for osteoporosis. Primary prevention
should include counseling patients on achievement and maintenance of a healthy body weight (BMI
between 20 and 25). A balanced diet including dairy products and appropriate nutrition should be
discussed with patients.

5.

Hannan MT, Felson DT, Dawson-Hughes B, et al. “Risk factors for longitudinal bone loss in elderly men
and women: The Framingham Osteoporosis Study.” J Bone Miner Res 15:710-20, 2000. (Class B)

Hoidrup S, Gronbaek M, Pedersen AT, et al. “Hormone replacement therapy and hip fracture risk: Effect
modification by tobacco smoking, alcohol intake, physical activity, and body mass index.” Am J Epidemiol
150:1085-93, 1999. (Class B)

Gonadal Hormonal Status

Please see Discussion #14, "Address Options for Prevention and Treatment of Osteoporosis."
Exercise

Regular physical exercise has numerous benefits for individuals of all ages. There is strong evidence
that physical activity early in life contributes to higher peak bone mass. Physical activity during early
age periods was more strongly associated with higher BMD at all sites than was physical activity in
the past 2 years. Lifetime weight-bearing is more strongly associated with higher BMD of the total
and peripheral skeleton than is non-weight-bearing exercise. Exercise during the later years in the
presence of adequate calcium and vitamin D probably has a modest effect on slowing the decline in
BMD.

It is clear that exercise late in life, even beyond 90, can increase muscle mass and strength two-fold or
more in frail individuals. It will also improve function, delay in loss of independence, and contribute
to improved quality of life.

Ulrich CM, Georgiou CC, Gillis DE, Snow CM. “Lifetime physical activity is associated with bone mineral
density in postmenopausal women.” J Women Health 8:365-75, 1999. (Class D)

Physical activity, particularly weight-bearing exercise, is thought to provide the mechanical stimuli or
"loading" important for the maintenance and improvement of bone health. Resistance training may
have more profound site-specific effect than aerobic exercise. High intensity resistance training may
have added benefits for decreasing osteoporosis risks by improving strength and balance, and increas-
ing muscle mass.

High impact exercise (weight training) stimulates accrual of bone mineral content in the skeleton.
Lower impact exercises, such as walking, have beneficial effects on other aspects of health and func-
tion, although their effects on BMD have been minimal.

Randomized clinical trials have shown exercise to decrease the risk of falls by approximately 25%, but
there is no experimental evidence that exercise affects fracture. Those who exercise may fall differ-
ently and decrease their risks as a result. All three components of an exercise program are needed for
strong bone health: impact exercise such as jogging, brisk walking, stair climbing; strengthening
exercise with weights; and balance training such as Tai Chi or dancing.

Layne JE, Nelson ME. “The effects of progressive resistance training on bone density: a review.” Med
Sci Sports Exerc 31:25-30, 1999. (Class R)
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“Osteoporosis prevention, diagnosis, and therapy: NIH Consensus Development Panel on Osteoporosis
Prevention, Diagnosis, and Therapy.” JAMA 285:785-95, 2001. (Class R)

Weaver CM. “Calcium requirements of physically active people.” Am J Clin Nutr 72:579S-84S, 2000.
(Class R)

Our responsibility is to encourage and assist our patients in developing a lifetime program of exercise
that they will continue to do and enjoy. As a result, as they age they will be stronger, more flexible,
have improved balance, and improved quality of life.

Smoking Cessation
Please see Discussion #4, "Discuss Risk Factors for Osteoporotic Fracture."

Alcohol Restriction

Please see Discussion #4, "Discuss Risk Factors for Osteoporotic Fracture."
Calcium
Daily elemental calcium recommendations for healthy individuals include:

National Academy of Sciences, Institute of Medicine (1997)

9-18 years 1300 mg.
19-50 years 1000 mg.
Over 50 years 1200 mg.
Maximum limit 2500 mg.

However, for people with established osteoporosis, glucocorticoid use, pregnant or nursing women,
or persons over the age of 65, it may be more important to recommend 1500 mg.

Institute of Medicine. “Dietary reference intakes for calcium, phosphorus, magnesium, vitamin D and
fluoride.” Washington, DC: National Academy Press, 1997. Available at: http://www.nap.edu/books/
0309071836/html/ (Class R)

Both low fractional calcium absorption and low dietary calcium intake have been associated with
increased fracture risk. Since fractional calcium absorption is affected by multiple factors and de-
creases with age, adequate lifetime dietary calcium is an important recommendation for bone health.

“Osteoporosis prevention, diagnosis, and therapy: NIH Consensus Development Panel on Osteoporosis
Prevention, Diagnosis, and Therapy.” JAMA 285:785-95, 2001. (Class R)

Generally, calcium absorption is similar from most foods, but calcium is poorly absorbed from foods
rich in oxalic acid. An exception is soybeans. A variety of foods with calcium is recommended.

Bioavailability from calcium supplements is affected by meals, dose size and tablet disintegration. For
calcium carbonate, absorption decreases at doses greater than 600 mg, therefore supplements should
be taken with meals and in divided doses. Taking calcium supplements on an empty stomach may
increase the risk of kidney stones. A recent study suggested that calcium citrate is better absorbed
than calcium carbonate in supplement form. Lead levels in calcium supplements vary, with some
supplements exceeding the acceptable level.

Heller HJ, Stewart A, Haynes S, Pak CYC. “Pharmacokinetics of calcium absorption from two commercial
calcium supplements.” J Clin Pharmacol 39:1151-54, 1999. (Class A)

Institute of Medicine. “Dietary reference intakes for calcium, phosphorus, magnesium, vitamin D and
fluoride.” Washington, DC: National Academy Press, 1997. Available at: http://www.nap.edu/books/
0309071836/html/ (Class R)
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Ross EA, Szabo NJ, Tebbett IR. “Lead content of calcium supplements.” JAMA 284:1425-29, 2000.
(Class D)

Vitamin D

Vitamin D levels are affected by a variety of factors. Vitamin D synthesis through sunlight exposure
is significantly affected by skin pigmentation, latitude, time of day, season of the year, weather condi-
tions and the amount of skin surface covered with clothing and sunscreen. It is very difficult to
estimate or assume sunlight-mediated vitamin D synthesis. It is also unknown what level of vitamin
D may be stored in fat from spring or summer sunlight exposure or whether it is adequate.

Although milk is the only dairy source of vitamin D, studies have demonstrated highly variable levels
of vitamin D fortification in milk in both the U.S. and Canada. Other food sources of vitamin D are
affected by the time of year they are harvested.

Institute of Medicine. “Dietary reference intakes for calcium, phosphorus, magnesium, vitamin D and
fluoride.” Washington, DC: National Academy Press, 1997. Available at: http://www.nap.edu/books/
0309071836/html/ (Class R)

Prevention of Falls

Please see Discussion #4, "Discuss Risk Factors for Osteoporotic Fracture."

6. Low Pre-Test Probability of Low BMD and Future Fracture
7. High Pre-Test Probability of Low BMD and Future Fracture

In the ICSI algorithm, individuals are judged to be at high or low risk for bone loss based on their
personal and family history, and medical evaluation. This implies that those in the high risk group
will be offered a bone density test.

Defining a group of individuals at “high risk” for osteoporosis is in fact daunting, because clinical risk
factors in the absence of bone densitometry have poor sensitivity and specificity for osteoporosis.
There is, nonetheless, broad consensus that assessment of clinical risk factors should be done to deter-
mine who should have a bone density test. Similarly, there is broad consensus that mass population
screening of all individuals or even of all post-menopausal women is neither cost-effective nor appro-
priate. Many professional organizations, including the National Osteoporosis Foundation, the North
American Menopause Society, National Institute of Health and the American Association of Clinical
Endocrinologists have published their own guidelines describing whom to select for bone densitom-
etry.

The National Osteoporosis Foundation (NOF) conducted a cost-effectiveness analysis (Eddy et. al.,
1998) regarding the prevention, detection and treatment of osteoporosis. They concluded that bone
densitometry was reasonable for all women over age 65, and for post-menopausal women under age
65 with one of the following risk factors: thin body habitus, family history of fracture, and current
cigarette smoking. In the guideline that NOF published based on this study, estrogen deficiency,
lifelong low calcium intake, alcoholism, impaired eyesight, recurrent falls, inadequate physical activ-
ity, and poor health or frailty are also listed as reasons to get a bone density test for a post-menopausal
woman under age 65.

The American Association of Clinical Endocrinologists guidelines are less comprehensive than the
aforementioned ones. This guideline recommends bone densitometry for estrogen deficient women
for whom the decision as to whether or not to use hormone replacement therapy will be influenced by
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a bone density test. Prior fractures, radiographic osteopenia, glucocorticoid therapy, and primary
hyperparathyroidism are also considered to be indications for bone densitometry in this guideline.

Eddy DM, Johnston CC, Cummings SR, et al. “Osteoporosis: review of the evidence for prevention,
diagnosis, and treatment and cost-effectiveness analysis.” Osteoporos Int Suppl4:S1-S88, 1998. (Class
M)

Hodgson SF, Johnston CC Jr. “AACE Clinical practice guidelines for the prevention and treatment of
postmenopausal osteoporosis.” Endocrinol Prac 2:155-71, 1996. (Class R)

National Osteoporosis Foundation. Physician’s guide to prevention and treatment of osteoporosis. Wash-
ington DC: National Osteoporosis Foundation, 1999. (Class R)

North American Menopause Society. "Management of post menopausal osteoporosis: position statement
of the North American Menopause Society." Menopause 9:84-101, 2002. (Class R)

"Osteoporosis prevention, diagnosis and therapy: NIH consensus development panel on osteoporosis
prevention, diagnosis and therapy." JAMA 285:785-95, 2001. (Class R)

Two groups have developed simple questionnaires to determine an individual's risk for low bone
mass. The Simple Calculated Osteoporosis Risk Estimation (SCORE) of Lydick et. al. (1998) uses five
items to predict low bone density: age, weight, history of fracture, history of rheumatoid arthritis, and
use of estrogen replacement therapy to determine the likelihood of low bone mass. Cadarette et. al.
(2000) found that three factors in post-menopausal women (age, weight, and use of estrogen replace-
ment therapy) could be combined in a questionnaire (Osteoporosis Risk Assessment Instrument —
ORAI) to predict the presence or absence of low bone mass. Both of these questionnaires have high
sensitivity for detection of those with low bone mass, but low specificity. Compared to mass screening
of all post-menopausal women, the ORAI could eliminate the need for bone densitometry in almost
half of post-menopausal women, yet detect those with low bone mass with as high sensitivity as the
National Osteoporosis Foundation guidelines.

In the development and validation cohorts for both of these questionnaires, lack of estrogen replace-
ment therapy in post-menopausal women was noted to be a significant risk factor for low bone mass.
Neither of these studies found physical activity or cigarette smoking sufficiently predictive of bone
loss independent of age, body weight, and estrogen status to be included in their final model for
predicting bone mineral density.

Cadarette SM, Jaglal SB, Krieger N, et al. “Development and validation of the Osteoporosis Risk Assess-
ment Instrument to facilitate selection of women for bone densitometry.” CMAJ 162:1289-94, 2000.
(Class C)

Cadarette SM, Jaglal SB, Murray TM. “Validation of the Simple Calculated Osteoporosis Risk Estimation
(SCORE) for patient selection for bone densitometry.” Osteoporos Int 10:85-90, 1999. (Class C)

Lydick E, Cook K, Turpin J, et al. “Development and validation of a simple questionnaire to facilitate
identification of women likely to have low bone density.” Am J Manag Care 4:37-48, 1998. (Class C)

Our guideline is based on the National Osteoporosis Foundation guideline with a few modifications.
Individuals who have had a prior low-trauma fracture, who are beginning or have been on chronic
glucocorticoid therapy, or have had organ transplantation are at highest risk for future fracture.
Height loss or kyphosis per se are not indications for a bone density test, but should prompt lateral
radiographs of the thoracic and lumbar spines. Any vertebral deformity consistent with fracture found
radiographically indicates a higher risk of future fracture. We have not included risk of falls or poor
eyesight, since these are not risk factors for low bone density per se, and because the far majority of
these individuals will be over age 65 anyway. Inadequate physical activity and lifelong low calcium
intake are not included, since in other studies these have not added much predictive value for low
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bone mass to other groups of risk factors (Lydick et. al. 1998, Cadarette et. al. 2000, Bauer et. al. 1993).
Severe loss of mobility (prolonged immobilization) however, is a risk factor for osteoporosis and is
included.

Bauer DC, Browner WS, Cauley JA, et al. “Factors associated with appendicular bone mass in older
women.” Ann Intern Med 118:657-65, 1993. (Class D)

Several chronic diseases such as rheumatoid arthritis, ankylosing spondylitis, inflammatory bowel
disease, prolonged hyperthyroidism, and hyperparathyroidism are associated bone loss, and in many
of these individuals a bone density test is indicated. Heavy alcohol intake is also an indication for a
bone density test.

It should be noted that for men and pre-menopausal women, there are far fewer indications for bone
densitometry. Pre-menopausal women without amenorrhea, prior fracture or radiographic osteopenia,
glucocorticoid therapy, or another chronic illness that specifically predisposes to osteoporosis are in
fact at low risk for osteoporosis. Similarly, eugonadal men without any of these chronic illnesses,
radiographic osteopenia or prior fractures, and who are not being treated with glucocorticoids are at
low risk for osteoporosis.

Recommend Bone Density Assessment

|*

Measurements of BMD can predict fracture risk, and allow for the identification of people who are at
increased risk of fracture. Reviews of prospective cohort studies and case control studies have docu-
mented a direct relationship between decreasing BMD and increasing bone fracture risk. Additionally,
there is strong evidence that increases in BMD with therapy for osteoporosis lead to substantial reduc-
tions in fracture incidence. These data will be discussed in the treatment section.

Hailey D, Sampietro-Colom L, Marshall D, et al. “The effectiveness of bone density measurement and
associated treatments for prevention of fractures: an international collaborative review.” Int J Tech Assess
Health Care 14:237-54, 1998. (Class M)

Miller PD, Zapalowski C, Kulak CAM, Bilezikian JP. “Bone densitometry: the best way to detect o0s-
teoporosis and to monitor therapy.” J Clin Endocrin Metab 84:1867-71, 1999. (Class R)

Ringertz H, Marshall D, Johansson C, et al. “Bone density measurement: a systematic review.” J Intern
Med 241:1-60, 1997. (Class M)

Owing to a lack of standardization of techniques in the past, current practice is to describe an
individual's bone mineral density as compared to a reference normal population. In this sense, a T-
score is the number of standard deviations above or below the mean for a young adult healthy popu-
lation. A T-score is calculated from the following equation:

[(measured BMD - young adult population mean BMD) / young adult population SD]

A Z-score is the number of standard deviations above or below the mean for an age- and sex-matched
healthy population. A Z-score is calculated from the following equation:

[(measured BMD - age-matched population mean BMD) / age-matched population SD]

Normal, osteopenia, and osteoporosis are defined by the T-score, according to the World Health
Organization:

e Normal: A T-score greater than or equal to -1.

. Osteopenia: A T-score between -1 and -2.5.

General Implementation July 2002 Institute for Clinical Systems Improvement
35 WWW.icsi.org



Discussion and References (Cont) Diagnosis and Treatment of Osteoporosis

. Osteoporosis: A T-score less than or equal to -2.5.

e Severe osteoporosis: Reserved for patients with a fragility fracture(s) and a T-score less
than or equal to -2.5.

Z-scores are not used to define osteoporosis. However, a low Z-score is useful in identifying individu-
als with bone mineral densities lower than expected for age. Low Z-scores (less than

-1.0) should prompt a search for secondary causes of osteoporosis (see box #13, "Consider Secondary
Causes").

WHO Study Group. “Assessment of fracture risk and its application to screening for postmeno-
pausal osteoporosis.” Geneva, Switzerland: World Health Organization, 1994. (Class R)

Selective screening for osteoporosis, targeting populations at risk, is accepted as the standard of care.
The National Osteoporosis Foundation recommends BMD measurements for:

e All postmenopausal women under age 65 who have one or more additional risk factor for
osteoporosis.

e  All women aged 65 and older, regardless of additional risk factors.

. Postmenopausal women who present with fractures (to confirm diagnosis and determine
disease severity).

. Women who are considering therapy for osteoporosis, if BMD testing would facilitate the
decision.

e Women who have been on hormone replacement therapy for prolonged periods.

Of note, these recommendations are for white postmenopausal women only. They are not for women
of other races, women who have not yet reached menopause, or men.

National Osteoporosis Foundation. Physician’s guide to prevention and treatment of osteoporosis. Wash-
ington DC: National Osteoporosis Foundation, 1999. (Class R)

The Bone Measurement Act of 1998 broadened the selective screening by mandating coverage for
densitometry services for individuals at risk of osteoporosis as defined by the following criteria:

*  An estrogen-deficient woman at clinical risk for osteoporosis.
*  Anindividual with vertebral abnormalities.

. An individual receiving long-term glucocorticoid therapy (greater than 7.5 mg pred-
nisone/day for greater than 3 months).

e  Anindividual with primary hyperparathyroidism.

e Anindividual being monitored to assess the response to or the efficacy of a FDA-approved
drug for osteoporosis therapy.

DHHS. Medicare coverage of and payment for bone mass measurements. Federal Register
63:34320-28, 1998. Washington DC: US Government Printing Office. (Class not assignable)

There have been no scientific trials to assess the effectiveness of population-based bone density screen-
ing. The predictive power of bone density screening is low. It is estimated that a bone density screen-
ing program may lead to the prevention of 1% to 7% of fractures in elderly women. 197 women
would need to be screened to prevent one fracture. An estimate of the annual cost of a population-
based bone density screening program is 1.1 million dollars for HRT and follow-up. A routine popula-
tion-based bone screening program would be inadvisable.

General Implementation July 2002 Institute for Clinical Systems Improvement
36 WWW.IcS1.0Tg



Discussion and References (Cont) Diagnosis and Treatment of Osteoporosis

Marshall D, Johnell O, Wedel H. “Meta-analysis of how well measures of bone mineral density predict
occurrence of osteoporotic fractures.” BMJ 312:1254-59, 1996. (Class M)

“Screening for osteoporosis to prevent fractures.” Bulletin on the Effectiveness of Health Service Interven-
tions for Decision Makers. Bulletin #1, 1992. (Class R)

There are numerous techniques currently available to assess BMD. Densitometry was reviewed by
ICSI, and a technology assessment publication is available on the subject.

Osteoporosis is considered to be a systemic disease. Measurements of BMD at any site correlate
reasonably well with the BMD at other sites. However, measurement of the BMD at the site of interest
is the best predictor of the future risk of fracture at that site. Vertebral and hip fractures carry the
heaviest morbidity and mortality, and for this reason, central measurements are preferred over periph-
eral BMD measurements. DXA scanning has become the preferred method to measure BMD. Periph-
eral densitometry has not been shown to be useful or reliable in assessing the response to therapy. At
the present time, central sites will have to be measured both at baseline and thereafter if densitometry
is going to be used to monitor the response to therapy. In settings where access to central DXA scan-
ning is not possible, some assessment of bone mineral density, even if it is at a peripheral site, is better
than no assessment at all.

Genant HK, Engelke K, Fuerst T, et al. “Noninvasive assessment of bone mineral and structure: state of
the art.” J Bone Miner Res 11: 707-30, 1996. (Class R)

Institute for Clinical Systems Improvement. “Densitometry as a diagnostic tool for the identification and
treatment of osteoporosis in women.” Technology Assessment Report #31, 2000. (Class R)

Miller PD, Zapalowski C, Kulak CAM, Bilezikian JP. “Bone densitometry: the best way to detect os-
teoporosis and to monitor therapy.” J Clin Endocrin Metab 84:1867-71, 1999. (Class R)

Historically, the field of bone densitometry developed without any oversight. The International
Society of Clinical Densitometry (ISCD) was formed in 1993 to ensure uniformity in the interpretation
of bone mineral density tests. ISCD certification has become the standard of care for physicians
interpreting bone mineral density tests. Bone densitometry should not be performed by individuals
without ISCD certification. Uniformity in interpretation of densitometry results will improve patient
care. The web address for ISCD is www.iscd.org.

To emphasize the importance of appropriate training in densitometry interpretation, the Minnesota
Medical Association adopted at its September 2000 meeting, a resolution that calls for densitometry
interpretation to be done only by properly trained physicians. This should result in legislation that
removes densitometry from non-certified sites, such as drug stores, by limiting payments to certified
physicians or facilities. There will be a need for physicians who have not yet met the standards of
certification, to do so.

Limitations of Densitometry

BMD represents a continuous variable. There is overlap in BMD values between individuals with and
without fragility fractures. Thus, fracture risk is multifactorial and not solely defined by BMD.

There are other limitations to the use of T-score to diagnose osteoporosis. Each vendor of densitometry
machines uses a different young normal reference database. For this reason, the same bone mineral
density may yield T-scores that may differ between different instruments. Additionally, the database
used to determine the normal range of bone mineral densities may not reflect the population being
tested, since most data have been generated for Caucasian women. The Third National Health and
Nutrition Examination Survey (NHANES III) included hip BMD measurements for a representative
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sample of men and women aged 20 years or older. Data included non-Hispanic Whites, non-Hispanic
Blacks, and Mexican-Americans. The use of the NHANES III BMD database by all manufacturers of
densitometry equipment, should help to eliminate discrepancies based on different normative values.

The three manufacturers of dual x-ray absorptiometry (DXA) densitometers have published equations
to convert manufacturer-specific units to standardized, non-manufacturer specific units. Formulas are
available for both spine BMD and femur BMD. Using these formulas, standardized BMD ( sBMD) val-
ues obtained by scanning a patient on any one of these instruments should fall within 2%-5% (spine) or
3%-6% (total femur) of each other. sBMD use and incorporation of NHANES III BMD data into all
machines will help decrease the limitations of T-score use in the future.

Hanson J. for the International Committee for the Standards in Bone Measurement. “Standardization of
femur BMD.” J Bone Miner Res 12:1316-17, 1997. (Class not assignable)

Looker AC, Orwoll ES, Johnston CC Jr, et al. “Prevalence of low femoral bone density in older US adults
from NHANES I1I.” J Bone Miner Res 12:1761-68, 1997. (Class C)

Steiger P for the Committee for Standards in DXA. “Standardization of spine BMD measurements.” J
Bone Miner Res 10:1602-03, 2000. (Class not assignable)

Post-Test Probability

Fracture risk in an individual patient is defined as the likelihood of sustaining an osteoporotic fracture
over an interval of time. Current fracture risk is defined as the likelihood of an osteoporotic fracture
in the patient's remaining lifetime years.

Current fracture risk can be expressed in terms of absolute risk, relative risk, or incidence (annual)
risk. Absolute fracture risk is the actual risk of fracture for a given patient. Relative risk of fracture is
the ratio of the absolute risk of fracture for the patient compared to the absolute risk of fracture for a
young adult- gender-, and ethnicity-matched reference population. Relative risk of fracture is in-
creased by 1.5-3.0 times for each 1.0 standard deviation decrease in bone density below the mean for
young adults of the same gender and ethnicity. Fracture risk data in elderly postmenopausal women
suggest that fracture prediction is nearly equal regardless of the skeletal site assessed or the type of
technology used, with the exception that hip fracture risk is best predicted by proximal femoral bone
mineral density measurement. Similar data are being accumulated for men, although the numbers of
studies published so far are much smaller.

Melton LJ IlI, Atkinson EJ, O’Connor MK, et al. “Bone density and fracture risk in men.” J Bone Miner Res
13:1915-23, 1998. (Class C)

Melton LJ 111, Atkinson EJ, O’Fallon WM, et al. “Long-term fracture prediction by bone mineral assessed at
different skeletal sites.” J Bone Miner Res 8:1227-33, 1993. (Class B)

10. Low Risk of Future Fracture
11. Moderate Risk of Future Fracture
12. High Risk of Future Fracture

Risk of osteoporotic fracture depends on skeletal bone strength, and fracture risk is therefore deter-
mined by many factors that affect bone strength. These include, in the broadest sense, the genetic
influences on bone strength modified by all superimposed factors affecting bone strength during the
lifetime of the patient. Risk factors for osteoporosis and osteoporotic fracture are discussed elsewhere
in these guidelines.

General Implementation July 2002 Institute for Clinical Systems Improvement

38 WWW.icsi.org



Discussion and References (Cont) Diagnosis and Treatment of Osteoporosis

Hannan MT, Felson DT, Dawson-Hughes B, et al. “Risk factors for longitudinal bone loss in elderly men
and women: The Framingham Osteoporosis Study.” J Bone Miner Res 15:710-20, 2000. (Class B)

Ross PD. “Risk factors for osteoporotic fracture.” Endocrinol Metab Clin North Am 27:289-301, 1998.
(Class R)

Some of these risk factors are modifiable, and some are not. However, none of these factors, singly or
in combination, predict likelihood of future osteoporotic fracture as well as measurement of bone
mineral density. About 80% of the variance in bone strength and resistance to fracture in animal
models is explained by bone mineral density, and numerous studies have demonstrated that fracture
risk is predicted by bone mineral density.

Chandler JM, Zimmerman Sl, Girman CJ, et al. “Low bone mineral density and risk of fracture in white
female nursing home residents.” JAMA 284:972-77, 2000. (Class B)

Cummings SR, Nevitt MC, Browner WS, et al. “Risk factors for hip fracture in white women.” N Engl J
Med 332:767-73, 1995. (Class B)

Duppe H, Gardsell P, Nilsson B, Johnell O. “A single bone density measurement can predict fracture over
25 years.” Calcif Tissue Int 60:171-74, 1997. (Class B)

For the purposes of these guidelines, risk of fracture is mainly determined by the bone mineral density
T-score, using the World Health Organization definition.

WHO Study Group. “Assessment of fracture risk and its application to screening for postmenopausal
osteoporosis.” Geneva, Switzerland: World Health Organization, 1994. (Class R)

Low fracture risk is defined as a bone mineral density T-score above -1.0. Patients with T-scores above
-1.0 have normal bone density, and are therefore at low risk of fracture. Moderate fracture risk is
defined as a bone mineral density T-score below -1.0 and above -2.5. Patients with T-scores below -1.0
and above -2.5 have osteopenia, and are therefore at mildly increased risk of fracture. High fracture
risk is defined as a bone mineral density T-score below -2.5. Patients with T-scores below -2.5 have
osteoporosis, and are therefore at high risk of fracture. It should be noted that the normal range for T-
scores is between +1.0 and -1.0, that is, within 1.0 standard deviation above or below the mean for
young adults of the same gender and ethnicity. Technically, a T-score of -1.0 means that a patient's
bone mineral density is 1.0 standard deviation below the mean for young adults of the same gender
and ethnicity. Fracture risk increases with age for the same level of bone mineral density.

Hui SL, Slemenda CW, Johnston CC Jr. “Age and bone mass as predictors of fracture in a prospective
study.” J Clin Invest 81:1804-09, 1988. (Class B)

Despite the clinical utility of bone mineral density T-score for categorizing fracture risk, it is important
to remember that bone mineral density T-score is not the only factor determining fracture risk. Previ-
ous osteoporotic fractures sustained by the patient, history of osteoporotic fractures sustained by the
patient's family members, increased rate of bone turnover, the patient's risk of falling, and the use of
medications that predispose to falling, also help predict future fracture risk.

Garnero P, Hausherr E, Chapuy M-C, et al. “Markers of bone resorption predict hip fracture in elderly
women: The EPIDOS Prospective Study.” J Bone Miner Res 11:1531-38, 1996. (Class B)

Riis BJ, Hansen MA, Jensen AM, et al. “Low bone mass and fast rate of bone loss at menopause: equal
risk factors for future fracture: a 15-year follow-up study.” Bone 19:9-12, 1996. (Class B)

The T-score is best used in combination with other patient information to predict a given patient's
fracture risk. This is important because some patients with very low T-scores will never sustain an
osteoporotic fracture, whereas some patients with normal T-scores will have fractures. Patients who
fall infrequently are less likely to sustain osteoporotic fractures.
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Patients found to have low risk of future fracture by bone mineral density testing should not auto-
matically be assumed to remain at low risk of future fracture over their remaining lifetime years.
Patients should be periodically reassessed by reviewing risk factors for osteoporosis, evaluating
current primary prevention efforts, reviewing the clinical history for osteoporotic fractures subsequent
to the initial bone density evaluation, and measuring bone mineral density. Clinical judgment must be
used in determining the appropriate intervals between repeated measurements of bone mineral
density over time. In some patients, such as those expected to have high bone turnover and rapid
bone loss due to early postmenopausal status, initiation or continuation of steroid therapy, organ
transplantation, or other causes, it may be appropriate to remeasure bone density as soon as one to
two years after the initial measurement. In those patients not expected to have high turnover or rapid
loss, it is appropriate to remeasure bone density at an appropriate interval, such as five to ten years
after the initial measurement, in order to detect patients who lose significant bone density over time.

13. Consider Secondary Causes and Further Diagnostic Testing

Consider the following for the low risk patient: Osteoporosis but an average age-matched bone density
(Z-score >-1.0):

*  Abiochemical profile that provides information on:
- renal function
- hepatic function
- calcium (important if starting an antiresorptive agent)
e elevated in hyperparathyroidism
. decreased in malabsorption, vitamin D deficiency

- Alkaline phosphatase elevated in Paget’s Disease, prolonged immobilization, acute frac-
tures and other bone diseases

- Phosphorus decreased in osteomalacia

e A complete blood count may suggest bone marrow malignancy or infiltrative process (anemia,
low WBC, or low platelets) or malabsorption (anemia, microcytosis or macrocytosis).

¢ Anelevated sedimentation rate may indicate an inflammatory process or monoclonal
gammopathy

e TSH and thyroxine for primary hyperthyroidism which may be apathetic

e The 24-hour urinary calcium excretion on a high calcium intake screens for malabsorption and
hypercalciuria, a correctable cause of bone loss. Low 24-urine calcium suggests vitamin D
deficiency, osteomalacia or malabsorption due to small bowel diseases such as celiac sprue.

Consider adding the following tests for the high-risk patient: Osteoporosis and an age-matched bone
density that is greater than one standard deviation below age-matched controls (Z-score <-1.0): In this popu-
lation it is important to screen for treatable secondary causes of bone loss that may not be clinically
evident in patients with a lower than expected bone density or premature osteoporotic fracture. (See
Annotation Appendix A, ""'Secondary Causes of Osteoporosis' for a comprehensive list of secondary
causes of osteoporosis.)

. Testosterone (total and free) in men and estradiol in women; LH and FSH and prolactin if evi-
dence of hypogonadotropic hypogonadism
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*  Intact parathyroid hormone

. 25-hydroxycalciferol evaluates vitamin D status

. Antigliadin and endomyoseal antibodies if clinical suspicion for gluten enteropathy

. 24-hour urinary free cortisol or overnight dexamethasone suppression test if clinical suspicion of

glucocorticoid excess
. Serum and urine protein electrophoresis, with a conditional immunoelectrophoresis

Harper, KD, Weber TJ. Secondary osteoporosis, diagnostic considerations. In Endocrinology and Me-
tabolism Clinics of North America, Nelson B. Watts, editor. WB Saunders Company, Philadelphia.
27(2)325-348, 1998. (Class R)

At this time there is no consensus about the routine usefulness of serum and/or urinary markers of
bone turnover in the evaluation of patients with osteoporosis.

Institute for Clinical Systems Improvement. “Biochemical markers for bone turnover in osteoporosis.”
Technology Assessment Report #53, 2001. (Class R)

Refer to Annotation Appendix A, "Secondary Causes of Osteoporosis” for a table with the common
causes of secondary osteoporosis.

14. Address Options for Prevention and Treatment of Osteoporosis

In addition to calcium, vitamin D, physical therapy, surgical repair, and radiologic intervention as
appropriate, the following therapies may be used:

Gonadal Hormone Replacement Therapy

Female gonadal hormone replacement therapy

The use of supplemental estrogen in the immediate postmenopause has been well accepted in pre-
venting the rapid loss of bone that occurs in this interval.

Komulainen M, Tuppurainen MT, Kroger H, et al. “Vitamin D and HRT: no benefit additional to that of HRT
alone in prevention of bone loss in early postmenopausal women: a 2.5 year randomized placebo-
controlled study.” Osteoporos Int 7:126-32, 1997. (Class A)

Prince RL, Smith M, Dick IM, et al. “Prevention of postmenopausal osteoporosis: a comparative study of
exercise, calcium supplementation, and hormone-replacement therapy.” N Engl J Med 325:1189-95,
1991. (Class A)

Supplemental estrogen not only retards accelerated bone loss, but has also been shown to create a gain in
bone density. In the PEPI trial after 3 years, the women receiving hormone replacement therapy had a mean
5% gain in bone density in the spine and 2% in the hip compared to a 2% loss in the placebo group. Prelimi-
nary evidence suggests that the gain in bone mass may persist beyond the first few years. In one study,
women on estrogen-progestin therapy showed a persistent increase in density over 10 years, reaching 13%
over baseline.

Eiken P, Kolthoff N, Nielsen SP. “Effect of 10 years hormone replacement therapy on bone mineral
content in postmenopausal women.” Bone 19:191S-93S, 1996. (Class A)

Writing Group for the PEPI Trial, The. “Effects of hormone therapy on bone mineral density: results from
the Postmenopausal Estrogen/Progestin Interventions (PEPI) trial.” JAMA 276:1389-96, 1996. (Class A)
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It is generally believed that estrogen therapy is most effective when started immediately after menopause.
But estrogen therapy has also been shown to have a positive effect on bone mass long after menopause,
creating gains of bone mass of 5%-10% over baseline over 1-3 years.

Lindsay R, Tohme JF. “Estrogen treatment of patients with established postmenopausal osteoporosis.”
Obstet Gynecol 76:290-95, 1990. (Class A)

Quigley ME, Martin PL, Burnier AM, Brooks P. “Estrogen therapy arrests bone loss in elderly women.” Am
J Obstet Gynecol 156:1516-23, 1987. (Class C)

The effects of estrogen therapy on bone metabolism cannot only be documented by measurements of bone
density, but also markers of bone turnover show positive effects.

Rosen CJ, Chesnut CH lll, Mallinak NJS. “The predictive value of biochemical markers of bone turnover
for bone mineral density in early postmenopausal women treated with hormone replacement or calcium
supplementation.” J Clin Endocrinol Metab 82:1904-10, 1997. (Class A)

The protective effects of estrogen on bone density is lost quickly after estrogen is discontinued. Since most
osteoporotic related fractures occur in the 7th and 8th decades of life, it would be anticipated that long term
use of hormone replacement therapy would be necessary to protect against those fractures.

Lindsay R, MacLean A, Kraszewski A, et al. “Bone response to termination of estrogen treatment.” Lancet
7:1325-27, 1978. (Class D)

Dose response effectiveness of hormone replacement therapy on bone mass had gone under a lot of recent
scrutiny. Traditionally, estradiol blood levels of 40-60 pg/mL, provided by exogenous estrogen supplementa-
tion in the equivalent of 0.625 mg of conjugated estrogens were felt to be necessary to provide adequate
protection. It has been shown that among women 65 years or older, those who have serum estradiol levels of
5-20 pg/mL have higher bone density and fewer fractures than those whose level is below 5 pg/mL. A
clinical trial using low dosage estrogen combined with calcium and vitamin D 5 pg/mL. A clinical trial using
low dosage estrogen combined with calcium and vitamin D in women over 65 years of age could achieve
significant gains in spinal and hip bone density over 3.5 years. It is possible to expect that women with the
lowest endogenous estrogen levels might expect the best gains from exogenous estrogen therapy:.

Cummings SR, Browner WS, Bauer D, et al. “Endogenous hormones and the risk of hip and vertebral
fractures among older women: Study of Osteoporotic Fractures Research Group.” N Engl J Med 339:
733-38, 1998. (Class B)

Ettinger B, Pressman A, Sklarin P, et al. “Associations between low levels of serum estradiol, bone density
and fractures among elderly women: the study of osteoporotic fractures.” J Clin Endocrinol Metab
83:2239-43, 1998. (Class B)

Recker RR, Davies KM, Dowd RM, Heaney RD. “The effect of low-dose continuous estrogen and progest-
erone therapy with calcium and vitamin D on bone in elderly women: a randomized, controlled trial.” Ann
Intern Med 130:897-904, 1999. (Class A)

Other individual covariables may also affect which individual may expect the most advantage of
hormone replacement therapy on bone mass and future fracture risk. Several studies have shown that
hormone treatment might be most optimal in women with low body weight, are inactive, or are
smokers.

Hoidrup S, Gronbaek M, Pedersen AT, et al. “Hormone replacement therapy and hip fracture risk: Effect
modification by tobacco smoking, alcohol intake, physical activity, and body mass index.” Am J Epidemiol
150:1085-93, 1999. (Class B)

Michaelsson K, Baron JA, Johnell O, et al. “Variation in the efficacy of hormone replacement therapy in
the prevention of hip fracture.” Osteoporos Int 8:540-46, 1998. (Class C)
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The combination of estrogen with other bone protecting agents may offer more value in protection of
bone mass and future fracture risk. Even though all currently available approaches to osteoporosis
prevention suppress bone remodeling, different agents may interact at different points in the remodel-
ing cycle. Several uncontrolled trials have addressed the possibility of a synergistic effect between
calcium and estrogen on bone mass but the data thus far are inconclusive. Progestins in the C-21
family, such as medroxyprogesterone appear to have no supplemental effect on bone density com-
pared to estrogen alone in the PEPI trial. C-19 progestins, such as norethisterone acetate in combina-
tion with estrogen, have shown a more potent effect on bone mass than estrogen alone.

Christiansen C, Riis BJ. “17-Beta estradiol and continuous norethisterone: a unique treatment for estab-
lished osteoporosis in elderly women.” J Clin Endocrinol Metab 71:836-41, 1990. (Class A)

Marcus R, PEPI Trial Investigators. “Effects of hormone replacement therapies on bone mineral density
results from the Postmenopausal Estrogen/Progestin Intervention trial.” J Bone Miner Res 10:S30, 1995.
(Abstract) (Class A)

Riis BJ, Thomsen K, Christianson C. “Does calcium supplementation prevent postmenopausal bone loss?
A double-blind controlled clinical study.” N Engl J Med 316:173-77, 1987. (Class B)

Understanding the effect of estrogen on future fracture risk is complicated by a lack of published
controlled trials. Present data come mainly from observational and epidemiological trials. The lack of
randomization or placebo controls limits the usefulness of these results. Meta- and decision analysis
estimates have suggested a relative risk of hip fracture in estrogen treated women of 0.46-0.75. A long-
term controlled trial of 10 years demonstrated a 75% reduction in radiologic vertebral fracture in
oophorectomized women compared to controls. A shorter trial of one year duration revealed a 60%
reduction in the risk of vertebral fracture in women with osteoporosis using a 0.1 mg estradiol patch
and medroxyprogesterone compared to controls. Controlled trials are now underway, such as
Women's Health Initiative, that will hopefully answer these questions.

Torgerson DJ, Bell-Syer SEM. "Hormone replacement therapy and prevention of nonvertebral fractures: a
meta-analysis of randomized trials." JAMA 285:2891-97, 2001. (Class M)

Male gonadal hormone replacement therapy

The bone loss associated with male hypogonadism is reversed by testosterone replacement therapy.
Testosterone replacement therapy, although not FDA-approved for osteoporosis, seems a reasonable
first therapeutic intervention in men symptomatic with hypogonadism.

Behre HM, Kliesch S, Leifke E, et al. “Long-term effect of testosterone therapy on bone mineral density in
hypogonadal men.” J Clin Endocrinol Metab 82:2386-90, 1997. (Class D)

Katznelson L, Finkelstein JS, Schoenfeld DA, et al. “Increase in bone density and lean body mass during
testosterone administration in men with acquired hypogonadism.” J Clin Endocrinol Metab 81:4358-65,
1996. (Class C)

Bisphosphonates

Treatment and prevention of osteoporosis in postmenopausal women

Alendronate has been shown to increase bone mineral density and reduce the incidence of vertebral,
hip, and non-vertebral fractures in postmenopausal women having existing vertebral fractures, and
those with low bone mineral density (approximately 2.1 SD below peak) compared to placebo (cal-
cium and vitamin D). In the vertebral fracture arm of the Fracture Intervention Trial (FIT) 2027 post-
menopausal women with low BMD and at least one vertebral fracture at baseline were randomized to
alendronate or placebo. This arm of the study showed significant increases in BMD at the femoral
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neck, trochanter, total hip, posterior-anterior spine, lateral spine, whole body, and forearm (all p
<0.001). Treatment with alendronate produced a 47% lower risk of new radiographic vertebral frac-
tures (p <0.001). Hip fracture relative hazard for alendronate versus placebo was 0.49 (0.23-0.99) and
for the wrist it was 0.52 (0.31-0.87).

Black DM et al for the Fracture Intervention Trial Research Group. "Randomized trial of effect of
alendronate on risk of fracture in women with existing vertebral fractures." Lancet 348:1535-41, 1996.
(Class A)

Liberman VA, Weiss SR, et al. "Effect of oral alendronate on bone mineral density and the incidence of
fractures in postmenopausal osteoporosis." N Engl J Med 333:1437-43, 1995. (Class A)

Risedronate has shown a 41% risk reduction in the number of new vertebral fractures after 3 years
with risedronate 5 mg compared to placebo in the VERT trial. In the first year, a 65% risk reduction
was seen. The trial also showed 39% fewer non-vertebral fractures in the risedronate group over 3
years.

Folgelman I, Ribot C, Smith R, et al. "Risedronate reverses bone loss in postmenopausal women with low
bone mass: results from a multinational, double-blind, placebo-controlled trial." J Clin Endocrinol Metab
85:1895-1900, 2000. (Class A)

Harris ST, Watts NB, Genant HK, et al for the Vertebral Efficacy with Risedronate Therapy (VERT) study
group. "Effects of risedronate treatment on vertebral and non-vertebral fractures in women with postmeno-
pausal osteoporosis." JAMA 282:1344-52, 1999. (Class A)

McClung et al showed that risedronate reduced the risk of hip fracture in elderly women with os-
teoporosis.

McClung MR, Geusens P, Miller PD, et al. "Effect of risedronate on the risk of hip fracture in elderly
women." N Engl J Med 344:333-40, 2001. (Class A)

Excellent clinical trial data supports the use of oral bisphosphonates for preventing fractures in pa-
tients diagnosed with postmenopausal osteopenia or osteoporosis. The best clinical trials have been
done with alendronate (Fosamax®) and risedronate (Actonel®). [Conclusion Grade I: See Discussion
Appendix B, Conclusion Grading Worksheet — Annotation #14 (Bisphosphonates for Primary Osteoporosis)].

Etidronate is an oral bisphosphonate that has not achieved FDA approval in this country for the
treatment of osteoporosis. There is no prospective trial showing that etidronate reduces the risk of
vertebral or non-vertebral fracture. A meta-analysis recently published suggests there may be some
vertebral fracture reduction from etidronate, but we do not consider this evidence strong enough to
recommend its use in the treatment or prevention of osteoporosis.

Cranney A, Guyatt G, Krolicki N, et al. "A meta-analysis of etidronate for the treatment of postmenopausal
osteoporosis." Osteoporos Int 12:140-51, 2001. (Class M)

Treatment of osteoporosis in men

Alendronate has been shown to increase bone mineral density at the spine, hip, and total body and
prevents vertebral fractures and decreases in height for men with osteoporosis.

Orwoll E et al. "Alendronate for the treatment of osteoporosis in men." N Engl J Med 343:604-10, 2000.
(Class A)

Good clinical trial data support the use of alendronate for preventing bone loss in men diagnosed with
osteoporosis. [Conclusion Grade I: See Discussion Appendix B, Conclusion Grading Worksheet — Annotation
#14 (Bisphosphonates for Primary Osteoporosis)].
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Treatment and prevention of glucocorticoid-induced osteoporosis

Alendronate increases lumbar spine, femoral neck, trochanter, and total body bone mineral density in
patients who require long-term (at least one-year) glucocorticoid therapy at dosages of at least 7.5 mg
daily.

Saag KG et al. "Alendronate for the prevention and treatment of glucocorticoid-induced osteoporosis." N
Engl J Med 339:292-99, 1998. (Class A)

Risedronate has also been shown to increase bone mineral density in patients receiving glucocorticoid
therapy. Treatment with risedronate 5 mg did have a trend of reduced fracture incidence.

Cohen S, Levy RM, Keller M, et al. “Risedronate therapy prevents corticosteroid induced bone loss: a
twelve-month, multicenter, randomized, double-blind, placebo-controlled, parallel-group study.” Arthritis
Rheum 42:2309-18, 1999. (Class A)

Clinical trial data supports the use of oral bisphosphonates for reducing bone loss in men and women
diagnosed with glucocorticoid-induced bone loss. The best clinical trials have been done with
alendronate (Fosamax®) and risedronate (Actonel®). [Conclusion Grade 1I: See Discussion Appendix C,
Conclusion Grading Worksheet — Annotation # 14 (Bisphosphonates for Glucocorticoid-Induced Bone Loss)].

Clinical trial data suggests that oral bisphosphonates may reduce fracture risk in men and women
diagnosed with glucocorticoid-induced bone loss. [Conclusion Grade I1I: See Discussion Appendix C,
Conclusion Grading Worksheet — Annotation # 14 (Bisphosphonates for Glucocorticoid-Induced Bone Loss)].

Post-transplantation

Solid organ transplantation of all types and allogeneic bone marrow transplantation are associated
with rapid bone loss after transplantation. In addition, many patients develop significant bone loss
before transplantation.

Several small studies have shown that intravenous pamidronate may prevent bone loss after organ
transplantation. No studies using oral bisphosphonates in transplantation patients are available.

Aris RM, Lester GE, Renner JB, et al. "Efficacy of pamidronate for osteoporosis in patients with cystic
fibrosis following lung transplantation.” Am J Respir Crit Care Med 162:941-46, 2000. (Class A)

Shane E, Rodino MA, McMahon DJ, et al. "Prevention of bone loss after heart transplantation with
antiresorptive therapy: a pilot study." J Heart Lung Transplant 17:1089-96, 1998. (Class C)

Bisphosphonate Side Effects

Oral bisphosphonate preparations have the potential to cause upper gastrointestinal erosions and
ulcerations on rare occasions. Endoscopy trials and rechallenge trials have not shown significant
increases in esophageal ulceration relative to placebo and significantly less erosive disease than aspi-
rin when taken properly.

Lanza FL, Hunt RH, Thomson AB, et al. "Endoscopic comparison of esophageal and gastroduodenal
effects of risedronate and alendronate in postmenopausal women." Gastroenterology 119:631-38, 2000.
(Class A)

Lowe CE, Depew WT, Vanner SJ, et al. "Upper gastrointestinal toxicity of alendronate." Am J
Gastroenterol 95:634-40, 2000. (Class A)

Miller PD, Woodson G, Licata AA, et al. "Rechallenge of patients who had discontinued alendronate
therapy because of upper gastrointestinal symptoms." Clin Ther 22:1433-42, 2000. (Class A)
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Selective Estrogen Receptor Modulator (SERM)

The only SERM approved for the prevention and treatment of osteoporosis is raloxifene.
Prevention and treatment of osteoporosis in postmenopausal women

The MORE trial was a large 3-year randomized placebo controlled study in postmenopausal women
with osteoporosis. The risk of non-vertebral fractures did not differ between placebo and raloxifene.
There was an increased risk of venous thromboembolus compared with placebo (RR 3.1, 95% CI 1.5-
6.2).

Ettinger B, Black DM, Mitlak BH, et al for the Multiple Outcomes Raloxifene Evaluation (MORE) investiga-
tors. "Reduction of vertebral fracture risk in postmenopausal women with osteoporosis treated with
raloxifene." JAMA 282:637-45, 1999. (Class A)

Calcitonin
Treatment of osteoporosis in postmenopausal women

Calcitonin has shown a 33% risk reduction in new vertebral fractures with calcitonin 200 IU daily
compared with placebo (RR 0.67, 95% CI 0.47-0.97, p = 0.03). This occurred without significant effects
on BMD. BMD measurements were not blinded to investigators and 59% (744) participants withdrew
from the study early. Also, a dose response was not observed with respect to risk reduction of verte-
bral fractures.

Chesnut CH llI, Silverman S, Andriano K, et al. "A randomized trial of nasal spray salmon calcitonin in
postmenopausal women with established osteoporosis: The prevent recurrence of osteoporotic fractures
study (PROOF)." Am J Med 109:267-76, 2000. (Class A)

Post-transplantation

Several studies have shown that nasal spray calcitonin has little effect on prevention of bone loss after
organ or bone marrow transplantation.

Valimaki MJ, Kinnunen K, Volin L, et al. "A prospective study of bone loss and turnover after cardiac
transplantation: effect of calcium supplementation with or without calcitonin." Osteoporosis Int 10:128-36,
1999. (Class A)

Valimaki MJ, Kinnunen K, Volin L, et al. "A prospective study of bone loss and turnover after allogenic
bone marrow transplantation: effect of calcium supplementation with or without calcitonin." Bone Marrow
Transplant 23:355-61, 1999. (Class A)

Combination Therapy

Estrogen and alendronate

To date there have been no combination therapy studies that have shown a fracture benefit. Therefore,
it is unknown at this time whether combination therapy reduces the incidence of fractures. Most
combination therapy trials have been with estrogen and bisphosphonates. Combination therapy
would be appropriate in patients who continue to lose bone mineral density on estrogen and those
who initially present with very low bone density.

Bone HG, Greenspan SL, McKeever C, et al. "Alendronate and estrogen effects in postmenopausal
women with low bone mineral density." J Clin Endocrinol Metab 85:720-26, 2000. (Class A)

Lindsay R, Cosman F, Lobo RA, et al. "Addition of alendronate to ongoing hormone replacement therapy
in the treatment of osteoporosis: a randomized, controlled clinical trial." J Clin Endocrinol Metab 84:3076-
81, 1999. (Class A)
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Estrogen and risedronate

Harris ST, Eriksen EF, Davidson M, et al. "Effect of combined risedronate and hormone replacement
therapies on bone mineral density in postmenopausal women." J Clin Endocrinol Metab 86:1890-97,
2001. (Class A)

Comparative Trials

Alendronate vs. Intranasal Calcitonin

Alendronate 10 mg daily has been shown to significantly increase bone mineral density at the lumbar
spine (p<0.001), femoral neck (p<0.001), and trochanter (p<0.001) compared with intranasal calcitonin
200 IU daily.

Downs RW, Bell NH, Ettinger MP. "Comparison of alendronate and intranasal calcitonin for treatment of
osteoporosis in postmenopausal women." J Clin Endocrinol Metab 85:1783-88, 2000. (Class A)

Calcitriol-Vitamin D3
Post-transplantation

Stempfle et al randomized 132 patients (111 men, 21 women) with a mean age of 51 = 25 months after
cardiac transplantation to receive elemental calcium 1000 mg daily, hormone replacement (if
hypogonadal), and calcitriol 0.25 mg daily, or calcium hormone replacement, and placebo for 36 months.
They found that lumbar spine bone mineral density increased by 5.7% = 4.4% in the calcitriol group and
by 6.1% + 7.8% in the placebo group over 36 months, without a statistical difference between the groups.
Two percent of patients had incident fractures in the first year, 3.4% during the second year, and none
the third year of the trial.

Stempfle HU, Werner C, Echtler S, et al. "Prevention of osteoporosis after cardiac transplantation: a
prospective, longitudinal, randomized, double-blind trial with calcitriol." Transplantation 68:523-30, 1999.
(Class A)

Parathyroid Hormone

Daily subcutaneous injections of recombinant human PTH has been studied alone, and in combination
with other agents. It has been studied in both men and women, and in glucocorticoid-induced os-
teoporosis and postmenopausal osteoporosis. It is universally effective at building bone and decreas-
ing fractures. Its metabolic effects seem to continue even after discontinuation of the drug. The impres-
sive data backing PTH makes FDA approval seem likely in the near future. PTH is an anabolic agent,
in distinction to other antiresorptive agents.

Neer RM, Arnaud CD, Zanchetta JR, et al. "Effect of parathyroid hormone (1-34) on fractures and bone
mineral density in postmenopausal women with osteoporosis.” N Engl J Med 344:1434-41, 2001. (Class
A)

Alternative and Complementary Agents
Phytoestrogens

Phytoestrogens are naturally occurring compounds contained in foods derived from plants and
having some estrogen-like activity. Phytoestrogens derived from soy include the isoflavones daidzein
and genistein. Other plants containing phytoestrogens include black cohosh, dong quai, red clover,
alfalfa, and licorice root. A small number of short-term trials in postmenopausal women treated with
soy protein extracts have conflicting results.

Alekel DL, St Germain A, Peterson CT, et al. “Isoflavone-rich soy protein isolate attenuates bone loss in
the lumbar spine of perimenopausal women.” Am J Clin Nutr 72:844-52, 2000. (Class A)
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Horiuchi T, Onouchi T, Takahashi M, et al. “Effect of soy protein on bone metabolism in postmenopausal
Japanese women.” Osteoporos Int 11:721-24, 2000. (Class D)

Potter SM, Baum JA, Teng H, et al. “Soy protein and isoflavones: their effects on blood lipids and bone
density in postmenopausal women.” Am J Clin Nutr 68(suppl):1375S-79S, 1998. (Class A)

Ipriflavone

Ipriflavone is a synthetic isoflavone derivative, currently available as a dietary supplement. Over 60
human studies, involving a total of 2,769 patients, have been conducted in Italy, Japan, and Hungary.

A multicenter European study, in which 474 postmenopausal women aged 45-75 were randomly
assigned to treatment with ipriflavone 200 mg t.i.d. plus calcium versus placebo plus calcium over
three years, found no statistically significant difference in bone loss, biochemical markers of bone
metabolism or number of vertebral factures, between the two groups. Women treated with ipriflavone
had a significant decrease in blood lymphocyte concentrations, in some cases to the point of subclini-
cal lymphopenia.

Alexandersen P, Toussaint A, Christiansen, et al for the Ipriflavone Multicenter European Fracture Study.
“Ipriflavone in the treatment of postmenopausal osteoporosis: a randomized controlled trial.” JAMA
285:1482-88, 2001. (Class A)

Natural Progesterone

In 1999, a one-year, randomized placebo-controlled trial by Leonetti showed no protective effect of
transdermal progesterone on bone density. The study included 102 postmenopausal women.

Leonetti HB, Longo S, Anasti JN. “Transdermal progesterone cream for vasomotor symptoms and post-
menopausal bone loss.” Obstet Gynecol 94:225-28, 1999. (Class A)

Magnesium

Some epidemiologic studies have correlated increasing levels of dietary magnesium with higher bone
density. There are very few data available on the effects of magnesium supplementation in osteoporo-

sis.
Stendig-Lindberg GS, Tepper R, Leichter |, et al. “Trabecular bone density in a two-year controlled trial of
peroral magnesium in osteoporosis.” Magnesium Res 6:155-63, 1993. (Class C)

Vitamin K

A prospective analysis of the Nurses' Health Study found that women in the lowest group, based on
vitamin K consumption, had the highest risk of hip fractures during the 10-year follow-up.

Feskanich D, Weber P, Willett WC, et al. “Vitamin K intake and hip fractures in women: a prospective
study.” Am J Clin Nutr 69:74-79, 1999. (Class B)

Shiraki M, Shiraki Y, Aoki C, Miura M. “Vitamin K2 (menatetrenone) effectively prevents fractures and
sustains lumbar bone mineral density in osteoporosis.” J Bone Miner Res 15:515-21, 2000. (Class A)

Eicosapentaenoic and Gamma-Linolenic Acid Supplementation

EPA (eicosapentaenoic acid) and GLA (gamma-linolenic acid) have beneficial effects on calcium
absorption and bone mineralization in animal models.

Kruger MC, Coetzer H, de Winter R, et al. “Calcium, gamma-linolenic acid and eicosapentaenoic acid
supplementation in senile osteoporosis.” Aging Clin Exp Res 10:385-94, 1998. (Class A)
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Kampo Formulae

In China and Japan, Kampo formulae (derived from plants) are used for the treatment of osteoporosis.
Studies are underway to isolate their active components and characterize their biologic activity.

Li H, Miyahara T, Tezuka Y, et al. “The effect of Kampo formulae on bone resorption in vitro and in vivo. |I.
Active constituents of Tsu-kan-gan.” Biol Pharm Bull 21:1322-26, 1998. (Class C)

15. Follow-Up Testing After Pharmacologic Intervention

Understanding that the spine, which is primarily trabecular bone, will demonstrate response to
antiresorptive therapy earlier than the more cortical site of the hip, we can develop realistic expecta-
tions for change in bone density due to therapy. In a patient with a measurable spine, i.e., no prior
lumbar vertebral fracture or significant dystrophic calcifications, a follow-up AP lumbar spine scan
should be done using the greatest number of lumbar vertebrae. In general, the precision of the AP
spine is at least as great as any other skeletal site using DXA. A bone density change that is 2.6 times
the precision error of the instrument used is necessary to be sure the change observed is real. If you
are uncertain if a change is significant, you should request the precision error at the center performing
bone density testing. Typically a change of 3-5% is statistically significant.

Bonnick SL. Bone Densitometry in Clinical Medicine. Chapter 9: Clinical Indications for Bone Densitom-
etry, Totowa NJ: Humana Press, 1998, pp 197-210. (Class R)

Faulkner KG, VonStetten E, Miller P. “Discordance in patient classification using T-scores.” J Clin Densi-
tometry 2:343-50, 1999. (Class C)

Miller PD, Bonnick SL. “Clinical application of bone densitometry.” In Primer on the metabolic bone
diseases and disorders of mineral metabolism. Philadelphia: Lippincott Williams and Wilkins, 1999: pp
152-59. (Class R)

Follow-up DXA at the hip site should use the total hip value, which affords the least precision error
because of its larger area than the femoral neck. An anti-resorptive agent may not demonstrate a
statistically significant change in hip bone density for two to three or more years at this more cortical,
less metabolically active site. Lack of bone density response at the hip should not be interpreted as a
failure of therapy if done one to two years after therapy is started.

Bonnick SL. Bone Densitometry in Clinical Medicine. Chapter 9: Clinical Indications for Bone Densitom-
etry, Totowa NJ: Humana Press, 1998, pp 197-210. (Class R)

There has been considerable controversy about the necessity of follow-up bone density testing in
patients on specific osteoporosis therapy. Although the science of bone densitometry is imperfect and
we are limited by technologic deficiencies, operator error and bone biology that is not completely
understood, follow-up bone density testing can be useful in clinical practice. If we understand that
bone density at all sites decreases with aging and this decrease in bone density is associated with an
increased risk for fracture in populations studied, we have an implied but not proven causal relation-

ship.

Miller PD, Zapalowski C, Kulak CAM, Bilezikian JP. “Bone densitometry: the best way to detect os-
teoporosis and to monitor therapy.” J Clin Endocrin Metab 84:1867-71, 1999. (Class R)

Evaluating this relationship from the direction of post-treatment, Drs. Wasnich and Miller looked at
increasing bone density with antiresorptive therapy and its correlation with reduced risk for fracture.
They pooled data from the 13 randomized, placebo-controlled trials of antiresorptive agents
(alendronate, calcitonin, estrogen, etidronate and tiludronate) and performed a Poisson regression to
examine this association. Although the confidence intervals for this relationship are large for indi-
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vidual trials, the studies that reported greater increases in BMD tended to report greater reductions in
vertebral fracture risk. In this model, treatments that increased spine bone density 8% would reduce
risk of vertebral fracture 54%. There remained a small effect of treatment that was unexplained by
BMD that might be related to technology limitations, measurement errors or bias. For hip BMD, the
model suggests an increase of 5% predicts a 50% risk reduction of vertebral fracture.

Wasnich RD, Miller PD. “Antifracture efficacy of antiresorptive agents are related to changes in bone
density.” J Clin Endocrinol Metab 85:231-36, 2000. (Class M)

Looking at the Fracture Intervention Trial, Hochberg found a similar relationship with the sub-popula-
tion of patients experiencing the greatest bone density improvement having the greatest fracture risk
reduction.

Hochberg MC, Ross PD, Black D, et al for the Fracture Intervention Trial Research Group. “Larger
increases in bone mineral density during alendronate therapy are associated with a lower risk of new
vertebral fractures in women with postmenopausal osteoporosis.” Arthritis Rheum 42:1246-54, 1999.
(Class C)

As noted above, although improvement with bone density is the greatest indicator of fracture risk
reduction, there is an element of fracture risk reduction that cannot be quantitated by densitometry.
This intercept in the regression model is estimated to be about 20% from the Wasnick and Miller
analysis. This is most evident when fracture risk reduction is related to bone density response from
raloxifene in the MORE trial and nasal calcitonin in the PROOF trial. Bone turnover response may
afford an additional and independent fracture risk reduction and unmeasurable effects related to
lifestyle changes that may accompany a patient’s pharmacological therapy.

Chesnut CH llI, Silverman S, Andriano K, et al. “A randomized trial of nasal spray salmon calcitonin in
postmenopausal women with established osteoporosis: The prevent recurrence of osteoporotic fractures
study (PROOF).” Am J Med 109:267-76, 2000. (Class A)

Ettinger B, Black DM, Mitlak BH, et al. for the Multiple Outcomes Raloxifene Evaluation (MORE) Investiga-
tors. “Reduction of vertebral fracture risk in postmenopausal women with osteoporosis treated with
raloxifene: results from a 3-year randomized clinical trial.” JAMA 282:637-45, 1999. (Class A)

Miller PD, Zapalowski C, Kulak CAM, Bilezikian JP. “Bone densitometry: the best way to detect os-
teoporosis and to monitor therapy.” J Clin Endocrin Metab 84:1867-71, 1999. (Class R)

Other considerations include skeletal fragility and aging which can increase the slope of the fracture
relationship curve increasing fracture risk for a given decrease in bone density. The fracture risk
relationship may not be bi-directional (a phenomenon known as "hysteresis").

*Hysteresis is the phenomenon defined by an alteration in response on a reversal of the effect. It is often
applied in engineering systems to the force/deformation relationship, which may depend on the direction of
the testing (tension or compression).

Faulkner KG. “Bone matters: are density increases necessary to reduce fracture risk?” J Bone Miner
Res 15:183-87, 2000. (Class R)

Controversy has been raised about applying the statistical phenomenon of ‘regression toward the
mean’ to individuals being tested serially with DXA, rather than to populations. This law states that
the further a patient’s bone density value is from the mean of the population, the more likely subse-
quent examinations will tend toward the population mean. Cummings et al reported that patients in
the Fracture Intervention Trial who lost bone on therapy initially were statistically more likely to
improve on subsequent testing and vice versa. Since almost all patients will eventually have im-
proved bone densities on alendronate therapy, the need for sequential bone density testing was chal-
lenged.
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Cummings SR, Palermo L, Browner W, et al. for the Fracture Intervention Trial Research Group. “Monitor-
ing osteoporosis therapy with bone densitometry: misleading changes and regression to the mean.”
JAMA 283:1318-21, 2000. (Class D)

The counter-argument by Bonnick, in an eloquent editorial, is that “regression to the mean relates to
the experience of the whole group and not to any defined individual”. It is the precision of the instru-
ment, whether it is a densitometer or sphygmomanometer that is of statistical importance. Bonnick
further points out that if we applied Cummings’ argument to other areas in medicine, we would not
repeat any test in clinical practice and this would be a disservice to our patients.

Bonnick SL. “Monitoring osteoporosis therapy with bone densitometry: a vital tool or regression toward
mediocrity?” J Clin Endocrinol Metab 85:3493-95, 2000. (Class R)

It is the conclusion of this work group that follow-up bone density testing with central DXA may be
considered after two years* to monitor the response to antiresorptive therapy. Certain conditions of
particularly high rates of bone loss, such as patients receiving glucocorticoids, patients on suppressive
doses of thyroid hormone, women in early menopause, or women who have discontinued estrogen
replacement and are not on another antiresorptive agent, may warrant more frequent testing. It is
important that follow-up densitometry be performed on the same machine with the same technologist
to achieve the least precision error and greatest accuracy in predicting significance of change. It is
difficult to decide if a second agent should be used on the basis of a follow-up bone density because
there is currently no fracture data available demonstrating reduced fractures with dual antiresorptive
therapy although modest bone density increases have been shown.

*Medicare provides coverage for bone densitometry with central DXA every two years to monitor osteoporosis
therapy.

General Implementation July 2002 Institute for Clinical Systems Improvement
51 WWW.icsi.org



Diagnosis and Treatment of Osteoporosis

paJoqruous 2ouv1dutod ‘pajiodad vipp a.4nj
-on.4f ou ‘sdno.3qns Jo uostiwduiod au1jasnq
ou ‘S1sAjpup 10a.43-03-uonuaiul Apnis pujq
-2]qnop ‘uoyvuilsa az1s a]dus Jo uoynIIp
-u1 ou ‘sdno.3 | 10f a|npayos UoPAL2SGO
2UIDS ‘SA22]UNJOA PIULISP DIIDILLD UOIST]D
-Xa/UOISNJOU] SJUSWULO)) S, ANO.AL) Y404

uonejuow[ddns
UTWEIA OU 04,86 sem oouerdwod :SHILON

‘uoneuow

-o1ddns oyidsop aurds ay3 3 QNG 150] Inq
snipel pue diy oy e qING poulejuIewl Soye)
-ur A1e391p 19yS1y M uswom [esnedouow
-3s0d 91e] ‘snIpel pue }oou [BIOWJ Y} WOIJ
sso[ auoq pajuoaald syuowsddns wnroes
yroq ‘ourds oy} woij sso] duoq payudAald
Q)e[eU 9JLI)IO WINIO[ED ‘SAYeIUl AIEJIP MO[
yim uowom Jesnedouounsod ojef uf “snipel
9y} WOIJ SSO[ U0 PAINPAI YHIM PIJEIO0SSE
sem 9YBIUI WNId[ed AIe)dIp 1oysiy e ‘oqaoeld
PaA12221 oym uowom [esnedousunsod 1]
Suowry wmniofed Sw ()()S YIM UOIBIUIW
-o1ddns Aq pe3oazje Jou sem duids oy woy

oyejul WNIO[Ed J1aMO] ym dnoid

0qooe]d ur AJuo parnodo (sI4 g 18 9,9°7<) snipel
pue (SI£ 7 18 %} 7<) 309U [BIOWQ) WOIJ SSO] dU0q
JueoIyTUSIS (9)e[eU 9JBNIO WINIO[ED SUIAIOOAI S¥ejul
wniofed moj 3dooxd sdnoid [[e ur paa1asqo sem (SIK
7 18 9%9°1<) suids oy) w01y SSO] du0q JUBdYIUIIS-
s

Aue Je SO0UQIQJJIP OU 2IM I} eIUl AIR)RIp JaY3IY
ym udwom ut (so'0>d [e ‘dnoid sreuoqred wnio
-[ed "sA snipel je pue dnoi3 9je[ew 9JenI0 WNIO[ed

‘SA snIpel pue “yodu [erowd) ‘Qurds je) dnoid oqooerd

ul SIA 7 18 (A Ul SOSBAI09p 19183 9ejul Wwniofed
AI)2IP JOMO] )IM USWIOM UI :9YBJUl WNIo[ed Ag-
dnoi3 oqooerd ur Apueoyyiugis paseao

-op QN Yodu [e1owoy ¢ sdnoid 1oy3o ur Appuedijiu
-31s pasearoop (QING oulds ays Aue 18 (NG JO SSO[
jueoiyIugis ou pey dnoi3 oje[ew 9Jen10 WNIO[R)-
(691=u) udwo) [esnedoudumysod e

dnoi3 juownyean Aue 103 Apueoyrusdis d3ueyo Jou
PIP SNIPeI pue Joou [BIOW] sIedk 7 Aq (durdseq ‘sa
10°0>d) auids 1€ su0q 3s0] sdnoi3 Jusunean ¢ [vy-
(L9=u) udwop [esnedoudunsoq Aprey

SISA[RUR WOIJ PIPN[IXI AIOM ] (ApPn)s

sowr 9 A19A9 dn-moj]03-

(o3yeyuI [ENSN AQ payneLS)
d)e[eul 9JeNI0 WNIO[RD Fw

006 10 ‘9JeU0qIed WNIo[Rd Jw
00§ ‘0qade[d 0} paziwopuey-
SIA G< 9SOy} pue I9I[Ied SIA

¢> osnedouawr auoJIopun pey
oym asoy A[oyeredos pazATeuy-
UBOW PAyojet-ofe Mo|

-0q (S ¢< Jo qIAg outds ‘amy
-oelJ uoIssaIdwod JO 90USPIAD
<1£ 1sed ur wsijoqelow auoq 10
wnIo[ed J09JJe Jey) SUoneoIpow
JI9U30 1O ‘Sp1021310000n[3 ‘U3
-01)$9 pasn <WSI[0qeloUW dU0q
10 WNIO[Ed [BULIOUQE 1M PIje
-100SSE SIOPIOSIP [eunsauUIONsed
‘orredoy ‘Teual ‘ormyoely onew
-nenuou Jo AI0JS1y :poOpNJoXH-
(Kep/Sw 676-899 JO aYeul yLm
L papnjout ose) p/Sw 0$9-00%
Jo yejut pey Jey ‘p/Sw 004>
oYejul wnIod[ed Jensn pey JjeH-
§1S9) QB[ SUTUOIOS PUL WEXD
[eo1sAyd JewrIou ‘sasuow }se|
90UIS SOW 9 JsBI] Je ‘Uole[NquIE
[ewIou ‘yi[edy [eroudd pood

(0661)

‘Te 19 ‘say3nH

$so[ auoq ‘uowom [esnedousunsod A[1es ug- | 1K g Suump no paddoip (%¢1) 94 ‘poziwopuel 79¢- pIO SIA £ 0} O S93e USWO M - 0 104 -uosme(
(3831} 0) PIPIIU JdqUINU ‘OL)RI POOY o' —"+
(pazioyvy1) spuawiwo)) s,dno.n) yioy | -1 ‘ONeI SPPO NSLI JAIR[AI ‘TRAIIUI JOUIPHUOI A adAL,
/suoisnjouo) sioyny | ‘onjea-d ©3-9) synsoy/(s)onsedjy swodn( Arewnq | 9zig ojdweg/parpmig uonendod | -fend) udisog Ieg & /Ioyny

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
52

Conclusion Grading Worksheet

Discussion Appendix A —

III :dperIH uoIsnpuo)

“S1I 2Injoe1j s15010d09)S0 90NpaI Aew WINIO[E)) :WOISA[PUO,) S,dN0I5) SI0AL

II :3peiH uorsnpuo))

"SSO[ QU0 Paje[21-05. SMO[S WNIO[E)) :WOISAOU0,) S,dN0ID) JI0AY

(wNRB)) S 2 p# SUOIBIOUUY — JIIYSHIOA\ SUIPBIL) UOISN[IUO))

General Implementation



Diagnosis and Treatment of Osteoporosis

dno.a3 yona ur [pMpAPYIIN 0409 % Pa.ao]

-1uow 2oupyduiod pajioda. DIPP 2.0
‘2u1jasnq v 2]qvanduiod sdno.s ‘sasdjpup
JD2.43-01-UOIJUDIUL PUD X] dALJOD PaPUl]q d.49M
s40Ip31ps24uU1 f1 Ava[oUN ‘UonvuSa az1s ajd
-wps pip (NG 40f uauiom 9¢ fo dno.3qns
1daoxa) sdno.3 Jjp .10 a|npayos uovALSqO
2UIDS ‘SA22TUNJOA PIULJIP DLID]LLD UOISN]D
-Xa/UOISNJOU] :SJUUULO)) S, dNO.1D) Y404

931e] sem ozis ojdwes ayj pue

‘SuONIPUOd IAYI0 Aq pajedrjdwios 9q ued sAel
-X Jo uonejaidigur ‘onewojdwAse are Auew
9SNEI3Q PAIPNIS JOU SAINJOBIJ [RIQILIIA JO el
(S9SATeUE 18OI1)-0)-UOUIUI PUE JUIWIBAT) JAT)
-0B {pajo01op 2q PInod el aanjoely-diy [enuue
ur 9,0¢ JO UONoNpal uo paseq azis o[duwes
‘oouerdwod amnsud 0) osInu Jo douasard

ul uoye) syuounean ‘osnedousw Ioyye uog
-0I)S9 PIAIIIAI %, > O[qISI[O 9IOM SOTRINIP
opizeny) 10 uagonsd Surye) 91om I0 UONE) ey
oym Jo sarmyoely sed yum uowom SHLON

"9yes a1om syuowd[d

-dns oy, ‘uowom Apropre ur nwoj rewrxord
) Jo ING Y} paseaIoul pue saInjoelj
[2IGO}IOA-UOU Y30 pue d1mjoelj diy Jo JSLI

JUQWIBAI) JO UOT)ENUNIUOD
-s1p 03 p9] 1y} swordwAs [eunsajuionses pey dnoid
0qooe[d ur gz pue dnoi3 wWNIO[BI+E( A UL (-
(100°0>d) dnoi3 oqooed ur 9,94 paseard

-op pue dnoid wnIo[BI+E( HA UL 9/ 7 PISeaIoul
NG Telowoy ewrxolid [ejo ‘dnoiSqns qINg Ul-
(sammoery [eIqOIA

-uou [[e 10} 600" 0=d ‘sermoesy diy 10} 200 0=d) sow
8T & 2IMIOBIJ JO ISUI Poje[eI-o5e paonpal JUouneal] -
(I'T¥'T 1D%S6) ¥ T=40 S2IoeIy [2IqLIoA

-uou 10J ‘dno13 wnroreo+£( 1A ‘sa dnoid oqaoerd ur
saxmoely diy 10§ (8°2-0'T {1D%S6) L' [=OUel SpPO-
(+00°0=d)

saimoeyy diy 1omaJ 9%/.7 (100°0>d) sainoely
[BIQ21IOA-UOU JOMIJ 9,67 :SISATRUE JBd)-0}-UONU)U]-
(¥0°0=d) sexmoey dry 10mdJ %[ ¢

{(z0'0=d) se1nmoely [BIqOLIOA-UOU JOMIJ 9,87 :(own)
Jo sy3ud] SulkIeA 103 JudwIRAI) SISA[RUE X) JATOY-
(0gooed "sa) dnoi3 wniofeo+£ NA

oy ut (40°0=d) semmoey diy 10ma5 % ¢t (70'0=d)
SOINJOBIJ [BIQAIIOA-UOU JOMIJ %7€ 1G9/ T 9SO} 10,1-
sdnoi3 z ur e[rurs sojer yno

-doip ‘sows §[ 10} PaMO[[0J pue pa1edn (S9LT) %PS-
Kep/N1 €21 e pojewt

-1S9 ayeul YA {(Aep/3uwI €]G JO UBOW) MO[ Sem
wniofed A1ejdIp {Apnis 210Joq SYIUOW ¢ Ul [[B) [<
M 9, JO WNId[ed ATBIOIp I Im ‘OFe Ul SOOUIJJIP

syjuowr g % aul[aseq je QNG
PeY 9¢ JO 19sqns ‘SouW 9 AI9Ad
29 JuI[dseq Je SISAJeUR WNIJS
PBY Z] JO 19sqns ‘sow [
‘21 ‘9 18 SaINIORIJ IO PISSASSY-
s[[e} Jo Aouanbaiy pue oxejur
WINIOEd JO JUSWISSISSE dUI[dsed-
oqaoeld 10

((a na N1 008 ‘wnioed 3 7'1)
WNIO[BO+E(T JTA 0} PIZIWOPURY-
sIA ¢ ised ur 14 [< 10} 1O

sowr 9 jsed ur wnIoed I0 (I 1A
‘sowr ¢< 10 sjfes opLionyj ‘reak
jsed ur wisijoqejow duoq 19}

-Te 0} umouy| sSnIp papnOXg-
sowr

{1< Aouejoadxa 9J1 ‘suonIpuod
[eoIpaW SNOLIAS ou ‘AJ0jenquie

(z661)

o poonpas syuswa[ddns wnio[ed+£g NA- | ou ‘0qaderd ur 9¢97 dnoiS wnio[eo+£ A UL €91~ | P[0 SIA 9 03 69 SOTe UOWO A - 0 A% 1D¥ | ‘1810 ‘Andey)n
(J831) 0] PIPIdU JdqUINU ‘OljRI POOY o' —"+
(paz1o1py1) spuauio)) S,dno.n) y.104( | -1[I] ‘O1BI SPPO “YSLI DANB[AI [BAIIUI dOUIPIUOD A adA]g,
J/suoisnjouo)) sioyiny | ‘onjea-d <3-9) synsay/(s)amsedjy swonn( Arewd | 9zi§ ojdweg/parpmg uonendod | -rend | sseyD | udisog Ieg & /Joyny

Conclusion Grading Worksheet (cont)

Discussion Appendix A —

(Quo0d) (WNB)) S 2 p# sUONEBIOUUY — JIIYSYI0A\ SUIPL.IL) UOISN[IUO0))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
53

General Implementation



Diagnosis and Treatment of Osteoporosis

pa.Loj1uou
2oun1jduiod ‘pajioda. viop 2.4mpv4f {(STION
2as) s1sjpup va.13-03-uonuul ‘Apnis puijq
-2]qnop ‘uoyvuilsa azis ajduns fo uonvI1p
-ut ou ‘sdno.3 | 10f 2|npayds UOVALISGO
UIDS [SADDJUNJOA [PIULDP DIIDILID UOIST]D
-X2/U01SNJOU] SIUIUULOY) S, dNO.AD) Y104

uonejuowo[ddns (1 urweyia ou (sisA[eue
1821)-0)-UONUIUI 0] POUIL]AI) UOL)BZIUIOPURI
Ioye Juounean} paudisse 1dedoe 03 pasnjor
dnoi3 yoea Jo 9,6 ‘949 douerdwos uerpaw
‘snye)s a1yoelj Aq parjIjens J0u UOBZIWIOp
-uel {(UoneAIasqo Jo IK [ >) SISA[eue WoIj
PopnIoxa a10wW §¢ £(%05) 9010y [euostod

10 (%0S) Aep/31< 93eIUI WNIJ[ED JO ISNBIdq
[101U3 3, UPIP 661 ‘PAUAISS 05 ‘SHLON

"s189K 1 1SBI[ JE I0J SSO[ dU0q

9[qBINSEOW S}[BY PUE SOINJORIJ YILM ISOY)

ur SaINIoB1y uIds 9OUSPIOUL JO JSLI A} SIINP
-01 SYBIUL WNIJ[BD PAJI[IS-J[OS MO] YIIM

(¢0'0=d) dnoi3
oqooerd JdN uey) dnoid oqooerd jq ur 193e013 SSO[
Juoq jo 9ajel {(z'0>d) dnoi3 J4N 10u 1nq (100 0>d)

dnoi3 g4 ur sso] auoq pajyuaaald wnrofe)-

(O rentur 10y paysnlpe 074~ 1:10%56

Gy 7=yH) 2INjorIJ JUSPIOUI JO JSLI YIIM PI)RIOOSSE
S9SBY I JO JUSWILAI)-UOU :SISATRUR OJBLIBAINIA-
QIN}0BIJ [2IGOIA JUIPIOUI J0J SI0)OR]

SLI JUBDYIUSIS 010M (L8 1-01" 1:1D%S6 ‘€' [=4H)
OINE [enTul 19Mo] pue (81°¢-#1'1:1D%S6 6" =01
-By] plezeH) 2Imoely jud[eadld :SISA[eUE SJRLIBATU()-
(z00'0=d)

dnoi3 oqooerd JdN uveyy dnoi3 oqaoeld 4 ur
saigoely a1ow {dnoid 4N 1ou Ing (70 0=d) dnoi3
gd UT SeINjoeIj JUSPIOUL JO 9JBI o) PIONPAI WNIO[R))-
SOT)TULIO]

-Op BIQLI9A JUIPIOUI ¢S ey dnoid JdN Ul 7 ‘san
-IWLIOJAP [BIQUIA JuapIoul 9§ pey dnoid jq ur 9¢-
(200 0>d) sdnoi3

AdN Ut DINE 12y31y ‘oxejur winid[ed pue d3e ul
Jurjaseq je Jeqrwis sdnoi3qns  {(0qaoe(d pue wnio

sIedA ¢'f Jo dn-moj[o] uedIN-
IK K19A9 sAe1-x ourdg-

(VdS) sow 9 A10A9 snipel Jo
(DINEG) u2u09 [BISUIW dUOg-
oqaoerd 10 (qIg Sw

009) WNIO[ED 0} POZIUOPUBY-
UO0JI[YS J09JJ € 1Y) SIUSUBaT)
10 SosougeIp I9I0 :popnoxX-
(ddN) moyym

asoys 2 (Jd) seamoeyy sulds
juoreadld yum asoyy :sdnoig g-
Kep/3 1> 1e parews

-13$9 Ul Winided (Apuapuad
-opur 3urAl] {Aiojenquue (s
['LFS €L ueaw) sik ()9 S199)

(9661)

uawom AJ10p[2 ul wniofed [euswaddng- -1B0 yum yoea SIdN €01 ‘Ad $6) SIsA[eue ut /6]- -UnjoA UdWOM AIYM Ay}[eoH- - v 10¥ Te 10 “10300Y
(3891} 01 PIPIAU IdqUINU ‘ON)RI POOY o' —"+
(pazionyvy1) spuawiwio)) s,dno.n) yio4 | -1 ‘ONLI SPPO NSLI JAR[AI TRAIIUI JOUIPHUOI A adAL,
/suoisnjouo)) sioymny | ‘onea-d ©3-9) synsoy/(s)amsedjy swodin( Arewnd | ozig ojdweg/parpmig uonendod | -rend) | ssed | udisoq Ieg & /IOyny

Conclusion Grading Worksheet (cont)

Discussion Appendix A —

(Qu0d) (WNB)) S 29 p# SUONIBIOUUY — JIIYSHIOA\ SUIPLBIL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
54

General Implementation



Diagnosis and Treatment of Osteoporosis

paaoquous 20unjduiod ‘pajioda.d vipp a.4nj
-ov.4f [S1SA1pup J0a.43-03-uoyuaIUl Apnis puijq
- ajqnop ‘uonvuilisa azis ajduips fo uonvIIp
-u1 ou :sdno.3 Jjp 10f 2|npayos uoyPAL2Sqo
2UIDS ‘SAIJUNJOA PIULIP DIIILIO UOISN]D
-Xa/UOISNJOUT SJUIUIUIO)) S, ANO.LL) Y10 4

uonejuowoddns q urweyia

ou ‘Aep/3uw (o, INOQE Sem OYeIUI WNIO[LD
K1eyo1p a3eroae (dnoid wniofes jo ¢/1 noqe
Ul PaseaINdp sem 9sop ay} Aep/Fwr OG¢>

Je wINId[ed ATRULIn urejurew o) :SHILON

“PoJeIS[0}-[[oM PUE JJes
d10Mm syuowo(ddns wnio(ed oy, "ssof auoq
JO 911 3]} SOsBAIOP pue uondiosar auoq
pue suowioy proiAyjered ur sasearour pajefar

SQINSEaU [BJIWAYJ0Iq pue (TN { 10F
sjpnsax efruars paonpoid Apnys jo sik  Sunejdwoo
350y} JO sIsAJeue pue SISA[eUE J821)-0)-UONUIU]-

s1k ¢ ye sdnoi3

usamiaq pargip (100 0=d) surjourpuid 231y 29 wnro
-[eo Axeunm pue (40" 0=d) uro[e0093so 2 (100 0=d)
suountoy proifyyered ‘(100 0>d) wniofed wnisg-
(20 0>d y10q) dnoi3 usomy

-9q pa1dyIp Apoq [e101 pue mnwoj jeunxoid AJuo s1A
¥ 18 {(€00°0>d [18) £poq [B10} pUe ‘Inwdy [ewrxold
‘ourds requin| 10j 1894 | e sdnoiS usIMIq JUISPIP
ApueoyIugdis a1om uIdseq wWoly (NG Ul saduey)-
dnoi3 1oy310 10§

Aprys Jo 9SIn0d J9A0 WNIo[ed AIejaIp ul 93ueyd ou
‘p/3w g1 sem dnoid x3 ur wWNIO[EO JO 9SOP UBIIA-
S2INJoRI} MOU [€)0} 10 {(0q90

-e1d ur g1 ‘dnoid wniofes ul [ 1) saInjoel) [BIqo}IoA
-uou mou 10 ‘(oqoaoeld ur § ‘dnoi3 wniofes ur g)
SOINJORIJ [BIQALIOA MAU JO SIOQUUNU UT OUSISIFIP ON-
(0oqooerd 9 ‘wmiofed (1)

S1091J9 OpIS JO asNeJ9q PANUNUOISIP 9] ¢(0qaoe[d 68
‘wniofes 8g) Apnis Jo sIK  papolduiod (%SL) LLIT-

Apmis Jo pud pue

QuI[aseq Je SABI-X ‘Sow 7] AI9AQ
WIS ‘sow 9 AI19AQ PajoJ[[0d
ouun ‘sow 9 1049 (qING ‘SIA
 10J sowl 9 A19A9 dn-mo[[o,]-
0qaoe[d Jo wnioed

Kep/3w ()09 03 pazrwopuey-
wsIjoqe)aw

wnIo[ed 10 dU0q J99Jj 0} UMOuY
9seasIp ‘eLmIo[eo1odAy ‘eruoo
-[eo1odAy ‘uonouny jeuar pasred
-WwI ‘SISeIY}I] [RUSI :POpN[OXH-
sojeuoydsoydsiq 1o opLiony

Jo 9sn Jo A103S1Y OU ‘ou0q J09)JE
jey} s3nIp 19430 10 (p/Sw )0S<)
wnio[es 10 (p/N1 008<) d Ha Jo
sasop a31e] ‘uaSonss unye) Jou
19puad pue o3e 10J N E [eW
-IOU :9INJOBIJ [RIQILIDA JO 0UIP
-1A9 AeI-X JO sarmoel) onjotod
-09]50 Jo A103SIY OU ‘S1K ()] <

-03® $9SBAI09P SIBAA {7 10 USWIOM A[ISP[O 0} ourpaseq Je sdnoiS usamioq saouaIHIp ou {(0goo | 1oy [esnedousunsod ‘K1oje[nquuie (8661)
wniofed Jo Jw ()9 [ JO uonensuIwpe A[req- -e[d /1] ‘wnIofes g1 [) poZIWOpULBI UdWOM 9¢Z- | PJO SIK (0L 01 [9 SOFe USWOM - [ v 10Y ‘Ie 19 s33ry
(38013 03 PAPaduU Joquunu ‘Ol pooy o' —"+
(pazioypy1) spuauiuo)) s,dno.n) 104 | -1131 ‘OneI SPPO SLI OANB[OI ‘EAIOIUT QOUSPIJUOD A adAL,
Jsuorsnjouo)) soymny | ‘onfea-d <3-9) synsoy/(s)ainsedjy swodn( Arewnld | 9z1§ sjdweg/parpmyg uonemndod | -rend) | sse;n | ulisoq Ied A /IOyiny

Conclusion Grading Worksheet (cont)

Discussion Appendix A —

(3u0d) (WNE)) S 2 p# SUOHBIOUUY — JIIYSHIOAA SUIPE.IS) UOISN[IU0))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
55

General Implementation



Diagnosis and Treatment of Osteoporosis

paiioda. Jou sdnoi3
JuauINa.4] YjM 20up1]duiod parioda. pipp | 0gedeld pue JuSUEAN UT S[qeIedwWod S1991J0 ISIAPY-
2.4nov.if ‘aujasnq v a1qu.ivduiod sdno.s (%96 "sa juoweal) Jo sik ¢ 2 ‘7

‘wa.p-03-uonuagul Aq sisAipun ‘Apnis puq
-a]qnop ‘uoyvuiysa az1s ajduns Jo uoyvd
-1pu1 ou sAnoas juauiina.y yoq 1of ajnpayos
UODALISGO JUDS [S.122)UNjoA 2q 0] paavad
-dp syjuanpd ‘paufop A14pajo v14231.40 UOISN]O
-Xa/UOISN]IU] SJUDUIULO)) S, ANO.LL) YAOH

Apnis Jo 1K 1< pa3o[dwod g ‘poziwop

-UBl $66 3w G 03 payaims dnoid Sw (g
yum Aderay) purjq-9[qnop anunuod o) pewr
SeM UOISIOOp SYIUOUI ;T 10Joq Inq 1edk ¢
ul [oqe[-uado aq 03 papuajul AJeuISLIO sem
Apmys {(pauuerd sem Furjood) sarpnis 193U
-DNW [edNUSpL ¢ WOolJ erep pajood -SHLON

*asop
[ewndo oy} ‘210J2I9Y]} ‘SI pue ‘pajeIs[o} [[om
sem ‘Aoudro1yJo Tewrxew papraoid Aep 1od
SwQ] yum juduear) snonunguo)) ‘sisorod
-09)50 y3m uswom [esnedousursod ur ssoy
JYS19Y pue ‘SanIULIOJOp [BIGILIAA JO UOISSAIT
-o01d oy ‘aInjoely [BIGOMIOA JO YSLI Y} SIINP
-o1juoweal], ‘sisorododyso resnedousunsod
yJim uowom ul Apoq [e10} pue ‘diy ‘ourds
oY) JO (QINE UI SOSBAIOUI UT PJNSAI SIBAA

UaUWOoM JO 9%,6"/) dnoi3 jusunean ur 10maJ pIemo)
PUSL] SUSWIOM €g UI PALINOJ0 SAINJORIJ [BIGILIOA-UON-
(s00°0=d) ogooe[d ur wwg 'y pue dnoid seuoip
-U9[e Ul WIlI() ¢ SBM SOW 9¢ I JYSIAY JO SSO| UBIA-
(€0°0=d) dnoi3 oqgooe|d jo 9,14 pue dnoi3 syeuoip
-UQJ. JO 9%, ¢ ¢ Ul PIseaIoul Xopu] Ajruiojo(q surds-
sdnoi3 ojeuorpuore ur sam

-oely o[dnnw 10maJ (9Injoely [8Iqa}IdA Sno1Adld 1o
93e Aq paljIiens UM PIAISQO NSLI PISBAIIAP (S6°0
-87°0 “ID%S6 TS 0= TuduwedN) PIM) Apmys

A Surmp IRy [BIGALIA Mau [ < pey sdnoid
jusuean) Jo 9,z ¢ pue dnoi3 ogoaoeyd jo 94z'9-
(100°0>d) say1s [ 3e oqaoejd

uey) QN g 191ea13 Apuesyiugdis pey dnoid Sw (-
3w ¢ £q pamor[oy Sw ()7 S 2A1NIy

-JO Se pue (SIS [[B) S0P SW G UeL[} 9AJOYJ dIoW
Apueolrugis sem 9sop Sw ()] (SIS [[B I8 PISLAIO
-op Apueoyugis dnoid oqaoeld sow 9¢ Je Apoq
[€101 pue ‘193uBYO0L Noou [erowd) ‘Quids Jo NG
pasearout Appueojiugdis pey sdnoid juowyedn [[v-
ANg ‘xopu] Aruiiog

-9 Quldg ‘SanIULIOJOP [BIQILIOA OU M 9, ‘SoIn}
-0BIJ [BIQOMOA YIIM 9, “XOpUI ssew-Apoq ‘osnedousw
JouIs s1BAA ‘95 Ul durjdseq Je Je[uis sdnoin-
(pourquios sdnoi3 ojeuoipudfe ur 9z ‘dnoid

‘1 Ioye pue JUI[dseq Je SaINJoRI)
[8IQaLIRA JOF swly aulds [e1o)e]-
VXA s £poq [e30

puUR ‘WLIBAI0J “IQJURYD0L) YU
Jerowd) ‘ourds requiny Jo (QING-
Kep/wniofes Sw (0S

PAAIRDQI [[E ‘SW G 0} PAYIIIMS
10/ Sw ()7 SUIAIQOI USWOM
183K weut ‘s1e2A 7 103 Aep 1od
JreuoIpudle Sw (g 10 ‘0] ‘G Io
0qooe[d 9A10001 0) pazIopuey-
P1012)S d1jOqRUR

JO ‘OprIonyy ‘uruoliofed ‘I YH
ynm (sypuowr 7| Ise[) juduw
-jean Joud ‘sojeuoydsoydsiq
s judunean Joud fomyoery diy
Jo A10381y quowaInsesw qNg
Surpnyoaid surds sequn| fewiou
-qe ‘uonouny onedoy JewIouqe
‘WISI[0qEeIOW [RISUIW 29 SUOQ

JO s10pI0SIp 1910 (s1so10dod)
-S0 JO SOSNED IOYJ0 :PapN[oOXy-
uowom [esnedousward 10§ ueow
Mo[oq s §'7< aINg outds
Iequnj ‘esnedousunsod sIk ¢<

(s661)

€ JOJ 9JBUOIPUI[E [RIO PIM Juduneas) Are- | oqooerd ur ¢g¢) uowom [8g Jo swiyiy oulds parmed- [ ‘pJo SIBIA ()8-G SOTe USWIO M - 0 v IDY | Te 10 ‘uBUIIOqIT
(3821} 0) PAPIAU IdqUINU “OTIRI POOY [
(pazionvy1) spudwiuio)) S,dno.rn) 3404, -T[YI] ‘O1RI SPPO “MSLI QANR[I ‘[BAIIIUL dIUIPIJUOD An adAL,
/suorsnjouo)) sioymy | ‘onfea-d “3-0) synsay/(s)aInsed]\ swodn( Arewnlq | 9zig ojdweg/porpmyg uonemndog | -1end) | ssejn | udisoq I A /10Uy

Conclusion Grading Worksheet

Discussion Appendix B -

1 :9pei5) uosnpuo)

*s15010d093S0 1M PosouJeIp usw ul ssof duoq Sunuaaaid 10J sjeuoIpudle Jo asn oy oddns ejep [e1n [eOIUI[O POOL) :UWOISNOUO,) S,dN0ID) YI0AN

1 :9pei5) uosnpuo)

*([oU010V) 9JUOIPISLI pUE (XBWESO,{) SJEUOIPUI[E [IIM SUOP Ud( JABY S[BLI [BITUI[D 3S9q Y], ‘S1s010d01so 10 eruadoalso [esnedousunsod
s pasouserp sjuoned ur sarmoely Sunuoaaid 10y sejeuoydsoydsiq [e1o Jo asn oy} syproddns eiep [eLn) [BOTUI[D JUS[[99XH :UWOISNOUO)) §,dN0ID) JI0AN

(s15010d033s() Aaewirid J10j sajeuoydsoydsig) $] # uonejouUy — JOIYSHIOAN SUIPRIL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
56

General Implementation



Diagnosis and Treatment of Osteoporosis

pa.ojruout 20un1jduiod ‘pajioda. vipp
2.4mpov.4f ‘au1jasnq v 2]qv.apduiod sdno.s
va.g-03-uonuajul Aq sisppup ‘Apnis puijq
-2]gqnop ‘uoypuilysa 2z1s ajdus pip ‘sdno.s
JUUIDAAY YJOq A0 dINPIYDIS UODAIISGO
2ups Apnjs 40f paaajunjoa 2avy 0y pa.ivad
-dp sjuanvd ‘pautfop A14pajd D142)149 UOISN]O
-Xa/UO0ISNIIU SIUUUIO)) S, dNO.LD) .10 4

S9)B)S PANUN

U} UI SIS [ JB PIJONPU0d sem Apnjs
UBISBONE)) 2I0M PI[[OIUS USWOM JO %/ 6
{S0IMoRIy JO JoqUINU URY) JOYJe SOIorly
)M USWOM JO SIOQUINU UO PASeq Sem SIS
-Areue {(s1£ ¢’z 03) SIK [°( JO oFe1oAe ue £q
pauoyioys sem porrdd dn-moj[oy oy ‘synsar
aAnIsod Jo 9sNEOq (oUSPIOUI [ENUUE 9,6 9
Surwnsse (uononpal o,z ¢ 19939p 03 Jomod
%06) SOINIOBIJ [BIQILIOA JO SLI U UOONPaI
%01 © 10930p 03 Jomod 9,66 9ALY 0) pouSIsop
sem Apmys {Kep/3wr ()0 > oIl JI WNIO[ED
rerusworddns Jw )G PIAISAI [[B :SHLON

"PAIRIINO) [[oM

Sem 9SOp 9JeUuOIpUd[e Y[, "0qdoe[d POAIOal
OoUM UWIOM URL[} SaIMoRIy JO sad4) [e10A9S
JO 90UDPIOUT JOMO] B PRy 9JBUOIPUS[E PIAID

Je[IUWIS QI0M S)OJJQ ASIOAPE JO ISNBI9q JUSUIEdI) Pan
-uruodsIp Apudueunrod oym uswom Jo suortodord-
sdnoi3 om) oy} J0J Je[IWIS dIOM

swd[qoad [D-19ddn Suniodar uswom jo suontodoid-
(100°0>d ‘ww ¢'¢ "sa ww [°9) dnoi3 sjeuoipuo

-[e Ul JoMO] SeM SYIUOW 9¢ UI SSO[ JYSI1oY 9FeIoAY-
dnoi3 oyeuoipuore ur 1omo[ Appueoyrugis orom
soimoely 3stm Jo diy yym suontodoid earyenun)-
(TL'0-LT0TD%S6

‘S 0=PIezZBH [9Y %S "SA %) SOINjoRI

[81G9}10A [eoTur[o pey dnoiS 9JeuoIPUS[e Ul JOM,-
(2TT0-50'0:1D%S6 01°0=a)

paonpar os[e sem sarnjoely spdnnu Jo 1 £(89°0
-1 0'1D%S6 ‘€S 0=ay) dnoisS ojeuorpusye ur Jomof
0L SeM 9INJORIJ [RIGOIIOA MU JO ISII {SOINJORI}
Mmau orowr 10 | pey dnoig ojeuoIpudfe Jo o,G1 pue
dnoi3 oqooed Jo 94,8 ‘sAe1-x dn-mo[[0J pey 961 -
(100°0>d 11® ‘0qooe]d 01 9A1JR[OT) WLIBAIOJ 29

‘Apoq aoym ‘ourds [e1are] ‘Quids requinj JOLIOJUB-IOLI
-91s0d “diy 18303 “I93UBYOOM NOQU [BIOW] B 0qdoe[d
0} 9A1IR[aI QNG Paseatour pey dnoi3 21euoIpud]y-

saImoeIj [eo
-TUI[O OS[B SOW 9¢ pue ‘SOUl {7
‘ourfaseq Je sAel-x duids [e1e]-
(2,07 ur wrearoy snid) Apoq
sjoym 2 ‘durds ‘diy yo qQNG-
(31s1A Yuuow-¢

je Sw ()] 03 pasearour Aep/Sw

G JO 9SOp [BnIUl) AJBUOIPUD

-[ 10 0gaoe]d 0} pazruopuey-
opuon(j 1o sojeuoydsoydsiq

Jo osn Joud ‘sowr g jsed ur
UIuoIIo[ed 10 ueSoIsd ‘uonouny
proifyyered 10 proify) paqrmsip
‘eur3ue o[qejsun ‘sowr g jsed

ur [N ‘uorsudirodAy pajjonuod
-un ‘owoIpuds uondiosqejewr
210A9s ‘swd[qo1d [esIpow

Jofew ‘uopouny [eULI [BULIOUQE
9uowear) urnmbar eisdodsAp
‘oseasp 19o[n-ondod :papnjoxg-
Qul[askq Je AINJORI) [BIGOMOA

1 1se9] Je {(>jead mo[aq sgs 1°¢
noqe) wo/389°0> N Joou

-0 OUM 2IM)oRI) [RIGAMAA Sunsixe-oid pue | ourjaseq je ojqeredwod arom sdnoid {(dnoid oqaserd | Terowd) siA < 10y [esnedouow (9661)
dING M0[ yim udwom [esnedousunsod- | ur go0°] ‘dnoi3 djeuospudfe ur zzO‘[) udwom /z0z- | -1sod pjo sik |8 03 GG USWOM - + A% 104 ‘Te 19 Yoerg
(38311 0) PAPISU IdqUINU ‘ORI POOY [
(pazionyvy1) spuouiuio)) s,dno.n yioy | -1 ‘01l SPPO “SLI JANL[AI ‘[RAIUI IUIPIJUOD An adA L,
/suoisnouo)) sioyny [ ‘onyea-d <3-9) synsay/(s)onseay awonQ Arewnld | ozi§ ojdweg/parpng uonendod | -rend | sse;y | udisaq Ied A /Ioyiny

Conclusion Grading Worksheet (cont)

Discussion Appendix B -

(3u0d) (s15010d03)s() Aaewiri] 10J sajeuoydsoydsiq) 1 # uoneOUUY — JIIYSHIOAA SUIPL.IL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
57

General Implementation



Diagnosis and Treatment of Osteoporosis

uoypUiIISa 2718 2]dwins

ui 10f pauuvyd sppmvapyn fo uoiiodo.id
23.p] ‘pa.dojruous 2ounijduiod pajiodaa vipp
2.4mpov.4f ‘au1jasnq v a]quanduiod sdno.s
gva.g-o3-uonuayul Aq sisdjpup ‘Apnys puijq
-2]gqnop ‘uoypuiljsa 2z1s ajdwws pip ‘sdno.s
Ju2UIID2.4] Y10q A0f 2INPAYIS UODALISGO
2ups Apnys 10f pa.1aajunjoa a4y o} pa.ivad
-dp sjuanvd ‘pautfop £]apajd v1423149 UOISN]O
-X2/U01SNIoU] SIUUULOY) S, ANO.AD) 104

BOLIOWY [LON Ul SIUAD Apmys

011 Y8 Palonpuod sem Apnjs ‘9)Iym d1om
s300[qns Jo 9,96 ‘(ponunuoossip dnoid) oan
-00JJ9 SSO] 9s0p SuI G POIEOIPUI UOTJEULIO]
-ur mou ‘uedoq Aprys Ioyye ¢(9)el [eMBIPYIIM
9,06 dwmnsse) dnoi3 oqaserd ur 9,01 Jo 9ousp
-10UT QINJOBI] MOU [ENUUER Y)IM JSLI INJOBIJ
[BIQOMISA UI UOTIONPAI %, 19930p 03 Jomod
%06< dAeY 0) paugIsop Apms :SHLON

‘0qooe[d 03 Jeqiwis sem o1joid A)aes [[e
-IOA0 U, "SQUS [€1]9Ys Jueprodwr A[fesrur[o
je SYIuoW Z1-9 UM pasearoul sem NG
"SIBIA ¢ UIIIM SOINJORIJ [BIQALIOA-UOU pUE

sdnoi3

JUSWILAI) SSOIOR JB[IWIS SBM SJUIAD ISIQAPER 10J
S[EMBIPYIM PUE SJUOAQ ISIOAPE JO dOUIPIIUI [[BIDAQ-
(s0°0>d [18) 0qooe[d ueyy 101213 ApjueoyIusIs sem
9IS yoea Je A PUB I9)UBYDIOI] [BIOWSJ PUB “YOdU
Jerowdy ‘ourds Jequiny Je (TN UI[ASEq WO} SISLAID
-ur JueoyIugis paousLiadxs dnoid syeuolposu 3w G-
(zo'0=d)

0qooe]d ‘sa dnoi3 Sw ¢ oy ur 9,6¢ Aq Jomo]

Sem SoINjoRIj [BIGOIIOA-UOU JO SOUIPIOUT dATR[NUIN))-
(€00°0=d) 0qaoed

‘sA dnoi3 9JeuoIpasLI Sw ¢ Ul 9INJORIJ MU JO JSLI Ul
UOIONPAI 94 [ - SIA € JOAO {(BIQIUIDA [BULIOU A[SNO
-1A01d) aImyoely MoU | ISBI] & pey Apnys ) SuLmp
SOIMIBIJ [BIQILIOA PAJUSLIAAXD OYM 9SOY) JO 2498-
juaunean Jo sredk ¢ pajojdwod

dnoi3 3w g Jo 9,09 pue dnoi3 oqooe[d Jo 9;,66-
(uonezIwopuel 191J& PJed) 10U

S[BAISIUT YIUOTT
9 PUB JUI[OSEq B JOU [RIOWSJ
pue auids Jequnj Jo QNg-
A[renu

-Ue pue duIjoseq Je sAel-x aurds
Jequin| pue J19eIoy) [INE -
[2A9] dur[aseq Mol Ji (/NI

00S 03 dn) ( urweya pue (p/Sur
0001) WNIO[ED PIAIDAI [[B
‘oqoaoerd 1o (p/Sw ¢z 1o p/Sw
G) QJBUOIPISLI 0} PIZIUOPURY-
sypuowt 9 jsed ur uoSonsd
SNOJUEBINIQNS IO ‘OPLION[J ‘Sareu
-oydsoydsiq ¢sypuowr ¢ 3sed
urym sunsagoid 1o ‘uo3onsd
‘sp1o19)s orjoqeue <yjuou jsed
Ul WISI[0gejow auoq 199J€ 0}
uMOUY SSNIP PIATIIAI {SSO] dUOq
Teurds Jo "[BAd YIIM dI9FIOIUT
YSIW JeY) UONIPUOD :PIPNJOXT-
(ueoaw jnpe SunoA mof

-39 8dS 7) QNG duids requny
MO] PUB 2INJBIJ [RIQILIOA |

10 ABI-X UO S2IMOR]] [BIGOMAA 7<

Ieok | UM SQINJORIJ [BIQOLIOA JO Q0UOPIOUL 61 yuam dnoi3 Sw g 03 ¢18§ ‘dnoi3 Sw G’z 03 118 Joypre ‘[esnedouounsod sif ¢< (6661)
o) paseardap Aderoy) oyeuoipasi [e1o Ajre- | ‘dnoi3 ogooerd ur G1g) PojoIUd 21oM USWOM §GH7- | (SIK 68 = uowom AJoje[nquuy- 0 v 10Y ‘Te 12 ‘sueH
(3831} 03 PIPIAU IdqUINU ‘OI)RI POOY o' —"+
(pazionvy1) spuawuio)) s,dno.r) 104 | -1191] ‘O1eI SPPO SLI ANB[AI ‘[RAIIUI JOUIPIJUOD A adAL,
/suoisnjouo)) sioymy | ‘onjea-d “3-9) synsoy/(s)amsedjy swoinQ Arewnd | 9zig ojdweg/parpmig uonendod | -rend) | ssed [ udisoq Ieg & /Ioyny

Conclusion Grading Worksheet (cont)

Discussion Appendix B -

(3u0d) (s150.10d03)s Arewiri J10J sdjeuoydsoydsig) ] # UonELIOUUY — JOIYSHI0A\ SUIPRIL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
58

General Implementation



Diagnosis and Treatment of Osteoporosis

DIDP pua.4j - 241300.4f pajioda.d jou 2ouvyd
-ul02 2u1jasvq v 2]qp.ipduiod sdno.3 ‘Jpa.ay
-oj-uonuajul Aq s1sAjpun ‘Apnjs puijq-ajq
-nop ‘(23unyd N g) uonvuilysa azis ajduns
pip ‘sdno.d juaunva.y yjoq 10f 2npayds uouy
-DALDSGO DS {APNJS L0f Pa.aaajunjoa aavy o}
paavaddp sjuaynd ‘paurfap v142)140 UOISN]O
-Xa/UOISNJOU] :SJUUIULIOY) S, dNO.LD) Y404

odomng

Ul SISO ¢ I8 PAIoNpuod Aprys fsoamny
-OBIJ U0 S)OdJJ 109)ap 03 paromod jou Apnys
‘romod 9406 UIM SYIUOW 7 0} dUI[aseq
woly (A Ul 23ueyd ul sdnoi3d 2JeuoIpasLI
pue 0qaoe[d uUsMI0q IURIIJIP 9%,9 B J0930P
0} papaau dnoi3 1od syuoned 081 :SHLON

“PAJBID0]-[[9M SBM JJBUOIPISTY

'SIA G uey} SS9 10 Apmys oy} ojul AU 910
-0q SIA ¢ uey) a1ow snedousu paoudLIAdxd
PEY USWOM JU} JOYIOUM TB[IWIS dI0M SOTueyd
QUL "SSeuW ouoq MO[ UM udwom [esned
-oudursod Ul IOJURYO0I) [BIOW) PUB NooU
[elowd) ‘ourds requuny oy Je QNG PIsea1d

SJUOAQ ISIOADE

0] NP S[EMBIPYIM UI UIPIP ou ‘sdnoi3 Fuowe
SIUOAQ 9SIDAPE JO JOUIPIOUI [[BISAO UT 9OUDIRJJIP ON-
dnoi3 Sw g Jo o,/ sa dnoi3 0qoo

-e[d ur snyejs axmoely umowy Yum syuaned Jo o 4]
ur JuosaId 919M SOINJORIJ [BIQALIDA ‘SYIUOW §7 V-
(sdnoi3 usomiaq 100 0>d)

dnoi3 ogooed ur 9,9'(— Aq pasea1dop pue dnoi3

Sw ¢ ur 9,/ 7 Aq paseaIour I9jueyo01 Jo qINg-
(sdnoi3 usamiaq 100 0>d) dnoi3

oqooerd ur o1 Aq paseardop pue dnoid Sw ¢ ur

SO {7 18 9%¢'] AQ paseaIour odu [erowo Jo (ING-
SIK G< 10 sIK ¢S Tesnedousunsod sdnoi3qns ur surds
Jequnj Jo (JING ul aseasour 9jqeredwoo {(sdnoil
U99M19q OUIYIP 10J 100 0>d) dnoi3 oqaoerd

ur o3ueyd ou 'sA dnoi3 Sw ¢ Ul SYIUOW 7 I8 %t
Kq ourjeseq wo1y paseaour aurds requing Jo qING-
aurjaseq Je ojqeredwos arom sdnoin-

(91U0IpasLI SW G €] ‘[PANUNUOISIP [090)

-01d] oyeuoipasu 3w Gz ¢/ ‘©0qadeld ¢f[) Juowiean
Jo sows 47 pare[dwos ¢¢ (o1euoipasii Sw G 6/ |

Apm3s Jo pud

pue aurfaseq je sAei-x aurdg-
sow g % ‘81 T1 9

‘QUIaSeq JB I9JUBYO0I) PUB Y0odU
Jerowdy ‘ourds requunj Jo qING-
wniofes p/3| PIAISdAl [[e ‘ejep
IoYJO UO PIseq oIS €1 JO 6

e panunuodsIp sem dnoid p/Su
G 7 ‘0qooerd 10 (p/3w ¢ 10 p/Sw
G"7) 21BUOIPISLI 0) PIZIWOPUERY-
sow 71-9 jsed ur wsijoqejow
2U0q 199JJE 0] UMOUY| JUSWET)
‘dINg 2uids Jequin| Jo juowr
-0INSBAW IIM 919Ul P[nom
JeU) SOII[EUWLIOUqE {I90UED JO
K103s1y <14 3sed urgum eroefewt
-00)s0 ‘wWSIPIoIAYIIdAY ‘st
-proiAyperediodAy :papnjoxd-
7-> JO 2100s-], oulds 1eq

-wn] £ 1< 10§ [esnedousunsod

(0002) 'Te

-u1 A[JuedlTuSIs 91eUOIPISLI JO Sw AAL]- | ‘areuorpasit Swi 'z $8] ‘0qaoe[d 0Q]) P2[[OIUD €G- p1o sIK (g 01 dn udwo M - 0 v 104 10 ‘uew[a80
(38313 0) PIPAAU JdqUINU ‘ORI POOY o' —"+
(pazionvy1) spuawuio)) s,dnosn) Yo | -1[931] ‘O1yel SPPO SLI JAIR[AI ‘[BAIOIUL OOUIPIJUOD An odA1
/suorsnjouo)) sioyny | ‘onjea-d ©3-9) synsoy/(s)oinsedjy swodn Arewn | ozig ojdweg/parpmg uonendod | -fend) | ssed | udisoq Ieg & /Ioyny

Conclusion Grading Worksheet (cont)

Discussion Appendix B -

(3u0)) (s15010d0d)s() ArewiLL] 10} sdyvuoydsoydsig) 1 # uoneIoUUY — JIIYSHIOAA SUIPL.IL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
59

General Implementation



Diagnosis and Treatment of Osteoporosis

(quduipna.y pa3a]duiod 94()§) pa.ojruout
2oupduwiod ‘pajioda. vipp 2.4mO0.4f 2uj2sDG
10 2]qp.ivduiod sdno.s3 (S ION 225) a.4]
-o1-uonuaul Aq sisipuv ‘Apns puijq-ajgnop
J1 4p2po Jou ‘uonpuiisa azis ajduivs fo uoyvd
-1put ou SAno.s Juauiiva.ij Jjp 40f 2npayos
UONPAI2SqO 2US ‘g dnoan fo 949¢ puv
dno.ny Jo 9469 40f vivp dn-mojjof 239]duioo
‘vipp QNG duijaspq poy g dnoin o 951§
Auo ‘dpnys 10f pasaajunjod aavy o3 paivad
-dp spuanvd ‘pautfop A1upajd D1I2ILID UOISN]O
-Xa/UO0ISNIIU] STUUUIO)) S, ANO.LD) Y10 4

opImMplIoM
SOJIS €8] 1B PAIONPUOO Sem APnIs (ojIym dIoMm
USWOM Y} JO %86 ‘(JUSWI[[OIUD IoYe SIA

€ 1 19)u0d Apnys 0} uInjaI 0} paysonbar orom
JUSUIIEDI) PANUNUOISIP OYM ISOT[}) JUSWEI}
JO 9SOp QU0 }SBI] JB PIAIDOAI OYM SO}
papnjour SIsAJeue jeax}-o}-uonuul :STLON

‘(g dnouasy - s15010d02)s0 A[LIESS903U JoU
nq) axoey diy 10} S10)08] MSLI [ROIUI[D YIIM
asoy} ur jou Inq (v dnoao - qNg mo[ © £q

PajedIpUl SB) S1S010d031S0 pey oym udwom

SOIN)ORIy [BIqI}IOA-UOU J0F JOJJJO JUSUEBAT} ON[-

NG JO sSI[PIe321 (T'1-9°0:10%S6 ‘8°0=")
2INJOBIJ JO SOUIPIOUT UO JOJJJO OU PEY SJBUOIPISTY-
(yuounean pare[dwods [667) erep dn-mog

-[0j @101dwod pey 67 g “dnoid s1k 08< Ul 988°¢ JO-
(1032 YsLI | < yim pjo si£ 08<) g dnoun

dnoag3 ayeuospasitr Jurroaey (10°0=d {60
-G'0:1D%S6) L 0=2{¥ SeINoeI] [BIGIIIOA-UOU IO -
(T1-€°0 “TD%S6) 9°0=¥ 2ul[oskq Je dImoely Jeiq
-ay10A ou yM {(€00°0=d :8°0-7'0:10%S6) +'0=4d
QUIaSeq J& dINJORIJ [BIGIMIIA )M USWOM IO
1(600°0=d :6'0-7"0:10%S6 *9'0=¥¥) sermoey diy
pey dnoi3 0qooe[d Jo 9,7 ¢ pue 9JBUOIPISLL JO %6 -
(quounean pajordwos 9gp‘c) erep

dn-mopjoy a10[dwod pey §9.°¢ ‘paI[01Ud SH°S JO-
(s1s0.10d033s0 Y)IM PO SIL GL-0L) V dnoan
sdnoid juowr

-JeaI) [[€ UI JE[IWIS oIoMm ([EMEIPYIIM SUISNED JUIAD
UE JO JUOAQ SNOLIAS B JUIAD AUR) SJUIAD ISIQAPY-
(€0°0=d :0'T-L'0:10%S6 ‘8°0=¥¥) 0qadeld

I0J %7 1T 'SA dnoI3 0JeUoIPasII UI 94" G Sem SoIN)
-0klj [eIqalI9A-UOU Jo douaproul {(dnoid oqooerd jo
%6°€ pue dnoi3 9JeUOIPasLI JO 9,8°7) Apms SuLmnp
sainjoely diy pey geg ‘Apnis ur uowom [€¢°6 JO-
SIK ¢z sem dn-morjoy

uedw ‘ourfaseq Je ojqeredwod a1om sdnoi3 oqaoerd
pue 9)eu0IpasI ‘sdnoid juswjoIud urym sisAjeue
10} pauIquod a1aMm sdnoid Sw ¢ pue ¢z 3nip Apnis

(soys Apnis 1

Je) S[eAIdIUI YJuow-9 18 qING-
Kel-x Aq pauwy

-U0d 1oM Apnys Surmp sarnjoely
‘ourfaseq e auids Jo skeil-X-

({ UIe)A ‘PIpadu JI

‘pue wNId[ed W )OO POAIAIAI
11 ‘oqaoerd 10 (p/Sw g 10 p/Sw
G'7) 91BUOIPISLI 0) PIZIWOPULY-
saimoely diy [e1ele[iq jo K10y
-s1y ‘sojeuoydsoydsiq 03 AS10]
-& ‘auoq 199jj€ 0} UMOUY SInIp
JO 9sn Ju2dAI s1S9) Qe[ SUN

-no1 JO sj[nsal [ewrouqe ‘I jsed
UT 9SBISIP U0 JI[0qEeIOW ISI0
-ue ‘ssouf[r Jofew :papn[oxyg-
wo [°11< Jo p3ugf sixe-diy
M ¢- UBY) JOMO] 9I00S-T IO
‘p— UBT) JOMO] JO 9I00S-], 00U
[eIOWIdY ‘I0JOBY SSII [LII[ad[SUOU
1 1sB9] Je (sIA 0g< :g dnoan
(ermoe1y diy 10§ 10308 YSLI
[E10[3SUOU [< YNM YNM €- JO
9109S-], IO JIMO] IO §- JO 9I00S
-1 dNg Yo4u [eiowd)) sisorod
-09)s0 ‘p1o SIL /-0, 1V dnoao
uswom [esnedousunsod

(1002)

ur armoely diy pajuasaid 2JeUOIPISHY- JO 9SOpP [ < PIAIDOAI pUR PI[[OIUD [ €€ JO T8I0 L - | A103e[nquue Jo sdnoag [orered z- 0 A 109 | Te 10 ‘Bunjpony
(38311 0) PAPISU IdqUINU ‘ORI POOY [
(pazionyvy1) spuouiuio)) s,dno.n yioy | -1 ‘01l SPPO “SLI JANL[AI ‘[RAIUI IUIPIJUOD An adA L,
/suoisnouo)) sioyny [ ‘onyea-d <3-9) synsay/(s)onseay awonQ Arewnld | ozi§ ojdweg/parpng uonendod | -rend | sse;y | udisaq Ied X /104y

Conclusion Grading Worksheet (cont)

Discussion Appendix B -

(3u0d) (s15010d03)s() Aaewiri] 10J sajeuoydsoydsiq) 1 # uoneOUUY — JIIYSHIOAA SUIPL.IL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
60

General Implementation



Diagnosis and Treatment of Osteoporosis

pairioda. jou

20upduwiod ‘pajioda. vipp 2.4mO0.4f 2uj2sDG
10 2]qp.ivduiod sdno.s3 (S ION 225) a4}
-o1-uonuaul Aq sisypuv ‘Apnis puijq-a;q
-nop uonpuilysa azis ajdus Jo uoyvIIpul
ou ‘sdno43 juawna.y y10q 10f ajnpayds uou
-DALDSGO DS ‘Apnis L0 pa.aajunjoa 2avy 0}
paavaddp sjuarvd pauifop v1id]LLD UOISN]O
-Xa/U0ISNIIU SIUUUIO)) S, dNO.LD) Y10 4

OPIMPIOM SIOJUAD ()T I8 POIONPUOD Sem
Apmys ¢dn-mo[[0J 0} 1SO[ 9I0M G PUE SUOSEOI
Jeuosiod 10J MOIPYIM {] ‘SIO0JJO 9SIOAPE I0]
S[eMBIPY)IM ] O} UOLIPPE UL ‘OJIYM OIoM
uow Jo 2,86 xoxdde ‘(uoneziwopuel 1o}y
90UO }SBI[ J& puE SUI[OSE] JB (JINY UMM UdW
[1®) 1ean-o3-uonuadjur £q sisAfeue :STLON

"poIeId[0) [[oM A[[eIouad

sem )] JYSIoy Ul SOSBAIOap pojudAald pue
SOINJOBIJ [BIQIJIOA JO QOUDPIOUI O} PIONpal
9JEUOIPUQ[Y 'SUOHBIIUSIUOD [OIPENSI IO dUO
-10)S0)$9) 9OL-WINISS duI[eseq Jo juspuadapur
Q10M $309JJ9 o], "Apoq 303 pue ‘diy ‘ourds

(20°0=d) $1093J2 9SIOADE JO 3SNEIAq MAIPYIM

dnoi3 ayeuorpusye Jo o, ¢ pue dnos3 oqaoeld Jo 941 1-
SOINJOBIJ [BIGOIA-UOU JO IULINII0 UT OUIIYJIP

ou (g0 0=d) dnoi3 ajeuoipudye jo 9,80 pue dnoi3d
0ga9e[d JO 91"/ Ul PA1INOOO SAINJORIJ [BIQIMDA -
Apmys oy3 SuLmp saanjoel) [BIGOMIA MU

(IIM 9SOU[} Ul 19)eaI3 sem JY31oy ur asearodp {(sdnosd
U9M12q 9OUIYIP 10} 7('0=d) dnoid syeuospuore ur
9°0 ‘sa dnoi3 oqaoeld ur wiwy, g paseIdIp JYSIOH-
93e Jo Juopuadopur sem 2JBUOIPUI[E JO 10JIH-
SUOIBIUIOUOI [OIpe)

-S9 WINIAS JO SSO[PIe3al pue SUOIBIUIIUOD AUO0II)SO)
-$9] 921J-WNIAS JO SSO[PIEFAI TB[IWIS AI0M JUSUIIBAT)
djeuOoIpUL[e YUM (NG 2ulds Jequn| ur souey)-
0qooe[d ‘sA pue aulaseq ‘sa 100 0>d,

%%0'C %¥°0 Apoq [e10],

*%1°€ %90 dig

%Y %¢E’1 ISJURYOOI],

*%S'C %]1°0- 3[O0U [BIOWD, |

*% 'L %81 ourds requiny
Q1BUOIPUS[Y 0qaoe[d

:s180A 7 B ourfeseq woij soSueyo qNg-

Aprys o pajejdwos dnoid oyeuoIpusfe Jo 9498

pue dnoi3 oqaoerd Jo 9,¢g (sermorry sjdnnw ym
2,67) SUI[OSEq JB SOINJOR] [BIqIMOA PRy %06 "Xoidde
{SUOIEIIUIOUOD JUO0II)S0)S} IJ-WUNIOS MO] PEY %9€

sow ¢ %

‘81 ‘T1 ‘9 pue suljaseq e AING-
STBOA

7 pue ourjoseq je sAel-x ourdg-
(P/N1 0S#-00%)  ureyA

pue (p/Sw (OS) WNId[BD PIAIDD
-a11e {(Z:€) 0qooeld 10 djeu
-oIpude Sw ()] 0} pIzIwopuey-
s15010d02)s0 10§ JUdU)EAN

JO AJO)SIY ‘sanIeurIouqe [ed
-Zeydosa ‘oseasip [eaSeydoso 1o
10010 ondod Jo AI103S1Y JU00I ‘130
-ued Jo AIO0}SIY ‘OSBasIp JBIPILd
QIOAQS ‘OSBISIP [eUAI ‘AOUIOIJIP
( UIWEJIA ‘S9SBISIP 2U0q IoY)0
‘SUONEIUIOUOD SUOIIS0IS) 921)
wnids Mof 3daoxa s1s010dodyso
JO sasned AIepuodas :papn[oxy-
amyoe1y o1o1odod)so Jo

K101S1Y B 10 AJIUIOJOP [BIGOMOA
[ ISE9] J& pUB UBSW MO[oq PS [<
NG S[0°U [BIOWSJ IO UBAW MO[

-9 S 1< Ng duids requng
pue usw FUnoA [ewLIOU J0J Uedw

o) JO QNG PoseaIoul s1eak g 10J 9jeuoIp dnoi3 yoeo ur ‘ourjeseq je sjqeredwos axom sdnoid MO[0q SOS 7< NG odu [el (0002)
-uofe Jo p/Sw (] ‘s1s010do9)so YIIM UdW UJ- ‘dnoi3 oqooerd ur gg ‘dnoi3 ojeuoIpudre ul 94 - [ -owoy s18IA L8 01 € 986 USIN- 0 10Y ‘Te 19 ‘[[oMIQ
(3821 01 PIP23U JoqUUNU ‘ONjeI POOY 0°—"+
(pazionpy1) spuowuio)) s,dno.an yioy | -1[I[ ‘01l SPPO “SLI JANL[AI ‘[BAINUI QOUIPIJUOD An adA 1,
/suorsnjouo)) sioyny | ‘onjea-d ©3-9) sjnsay/(s)ainsed dwoonQ Arewnlq | 9zi§ ojdwes/parpnyg uonemndod | -rend ugisog I & /oyny

Conclusion Grading Worksheet (cont)

Discussion Appendix B -

(3u0d) (s150.10d09)s() ArewiLL] 10} sdjeuoydsoydsigq) 1 # uoneOUUY — JIIYSHI0A\ SUIPBIL) UOISN[IUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
61

General Implementation



Diagnosis and Treatment of Osteoporosis

spuanyvd ¢gp papnjout sisAppuv qWg yYm
AD2Joun pajioda. jou 2ouvyduiod ‘pajiod
-2 DIDP 2.4110D.4f 2u1]2SDQq 1D 2]qVADAU0D
sdno.3 (S ION 225) 1pa.43-03-uoyuaju1

Aq 2q 03 pajioda. sisAjpun ‘Apnjs pui}q-ajq
-nop ‘uonpuilisa azis ajduvs Jo uorypoIpul
ou ‘sdno4d juauiina.iy y10q 10f a|npayos uoy
-DAL2SQO 2UIDS ‘APn)s 40f Pa.1aajunjoa 2avy o}
pa.vaddp sjuanvd ‘pauifop viiaj1Ld U01SN]O
-Xa/UOISNIIU] STUUIUIO)) S, dNO.LD) Y10 4

(1000301d pazejoia oym syudryed woly

BJEp PIPN[OXD) JBaI)-0)-UOn Ul Aq SIsATeue
‘SISATeuR WOIJ papn[oxa syuaned asay) — 9jeu
-0Ipude p/3W G 03 pAzZIwopuel (‘S'N)-uou)
syuanjed ¢g {SAIIIUNOD JOYI0 G UT SISJUID

7z ‘syuanyed g7¢ (q "S'N UT SI0JUAD G ‘sjuan
-ed ¢ (e — sarps [ofjered 7 :SHLON

‘Aderoy pro1oysoo

-1}109 JO 9SOP JUALIND JO UorjeInp snoiadid o}
SuIp109J. J9JIP 10U PIP JBUOIPUI[E JO AOBD
-Jo oy, “Aderay) prooniod0on|3 SuIAI01

sdnoi3

0M) dU) UI JE[TWIS SEM APnjS WOIJ [EMBIPYIM O}
PI[ 10 SNOLIOS AIIM JeU]} S}O9JJO ISIDAPE JO JOUIPIOU]-
sdnoi3 usomiaq

IOJJIP 10U PIP SAINJORI] [BIGOIIIA-UOU JO JOUIPIOU]-
dnoa3 oqooerd ur o3e

-uooad 10y31y & premol (0 0=d) puon e yym somy
-0e1jJ JO 9%,z78 PRoudLadxd uswom resnedousunsod
fuowrodun AIoM Apmis M 84 Y3 SuLmp sainy
-OBIJ] MU OUI[OSEq JB S2INJORIJ [BIqa)I0A PRy sdnoid
9JeUOIpUR[e Ul 2,6 ] pue dnoi3 oqaoeld Jo %/ 1-
snye)s [esnedouduu 1o ‘Xas ‘seasip Sul

-A11apun ‘Adeotyy Jouid Jo uoneinp Aq pajoajje Ajpued
-JIug1s jou a1om (JINg oulds Jequin| ur saguey)-
(oqaoerd

"SA pue aurjaseq ‘sa [(°0>d [[e) (Ajuo dnoi3 p/Sw
01 10 peseaoul (NG Apoq [103) Jo9U [EIOWI]

pue ‘xajueyoon ‘ouids requin| je A[JuedrjIusis paseard
-ur sdnoi3 ayeuoIpudye y3oq Jo QNG ‘SIM 8 1V-
sjnpe SunoA Ayireay J1oj yead mo[eq qSz< ANg
ouids requuny) s1so10dod}so pey 9, z¢ ‘QuIdseq Iy-
Jurjaseq 18 sdnoid usomiIaq SOOUAIPIP ou (G [=U)

SYM 8f ‘QuI[oseq SAeI-X ouldS-
$IM g PuB ‘9¢

‘P ‘T1 ‘ouljaseq e Apoq [e10)
pue ‘diy ‘ourds requnj Jo qINg-
¥ p/NI 005-0S¢T pue

wnioeds p/sur 00 [-008 PIAILAI
[Ie ‘SY99M 8t I0J JUSWIIBAT) :0QdD
-e[d 1o (p/Sw o ‘p/Sw ¢ ‘p/Sw
G'7) 91BUOIPUD[E O} PIZIWOPULY-
(1eok 15€d)

aseasip [0 1oddn Jofew ‘osed
-SIp JBIPILD I9AQS ‘AOUSIdIJNS
-ul [eual fuone)oe] 1o AoueuJaid
{(Aprys noygnoay) osop swes
yim popruiad sem [ YH) 1040
-UIN} QUOq J99JJk Jey) SnIp [PIm
JUQW)EA} {(J UIUIEB)IA UITLIOS

MoJ {(s1so10doayso [esnedouotu
-3s0d 10 paonpuI-proo1I0009N|3
UEY} IOYI0) 9SBISIP 9U0q O1[0q
-BJOUI JO QOUDPIAD :PIPN[OXH-
juseamba 1o suosiu

-paxd Sw G/ 1589 1R JO (K [2)
Kdeoyy proonioooon|3 [e1o Jur

syuaned ur QNG Apoq-[e103 pue ‘diy ‘ourds 0qaoeyd 1o areuoIpudre Jo (LG [=u) p/Sw (] 10 | -1mbax saseasip Sulkjopun ‘oFe (8661)
-Iequin| pasealoul APuedIUSIS 9JeuoIpudy- | ([9]=u) p/Sw G IS 0} pazrwopuer syudned //4- | JO SIK €8-/] ‘USWOM PUB UIIN- 0 A 1DY¥ ‘Te 19 ‘Seeg
(3eon 01 papaau Joquunu ‘0Nel Pooy| 0 —+
(pazionyvy1) spuawiwio)) s,dno.n) yioy | -1 ‘ONeI SPPO “YSLI JAIIR[I ‘[RAIIUI OUIPIJUOD A adAg,
J/suorsnouo)) sioymny | ‘onfea-d “g-0) synsoy/(s)einsesy swoonQ Arewid | ozig sjdwes/parpms uonendod | -fend) | ssejD | uSisog Ieo X /104Ny

Conclusion Grading Worksheet

Discussion Appendix C —

[l 9pei5 UoSHPUO)

"SSO[ QUOQ PAINPUI-PIOJT}I0D

-00N[3 YIIM PISOUSBIP USWIOM PUB USW UT JSLI 2INJORIJ 9oNpaI Aewr sjeuoydsoydsiq [e1o jey s3so33ns eyep (e [ed1ul]) :UWOIsnPuo)) s,dnoro JI0A\

II :9peinH uorsnPuo)

"(][9u030Yy) 9JBUOIPAISLI PUE (XEWESO,]) 9JeUOIPUI[E 1M SUOP U] JABY S[BLI) [BITUI[D }S9q Y], "SSO[ SUOQ PAONPUI-PIOIN}I0000N[T
UM PISOUSeIp UoWoM Pue U UI SSO] duoq Juronpai 10J sayeuoydsoydsiq [e1o Jo asn o sproddns ejep [ewn [eotur]) :WOISAPOUO.) §,dN0ID) JI0AY

(SSO'T duog PIINPUL-PIOINI0I0IN]S) J0] sAjeuoydsoydsig) $]# Uonejouuy — JOIYSHIOAA SUIPLIL) UOISNIUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
62

General Implementation




Diagnosis and Treatment of Osteoporosis

DIDP 2411204 pub NG

Suissiu pajaoda. jou 2oupijduiod ‘pajiod
-a.4 DIP 24m3o0.4f £(23D 3d2dx2) 2Ulj2SDG

0 2]gDwduwiod sdnoad (ST ION 228) wa.a)
-o1-uonuaju1 Aq sisAjpup ‘Apnys puijq-ajq
-nop (uononpa. 2.n3ov.4f moys oy pasomod
jou nqg) uonvwSa 2218 2]dwns f0 UOYVIIPUI
ou ‘sdno4d juauiina.y y0q 10§ a|npayos uouy
-DAU2SqO 2UDS ‘APN)s 10f Pa.122JUnjoa 240y 0}
paavaddp sjuarvd ‘paurfop v1id]LLd UOISN]O
-Xa/UO0ISNIIU] SIUUIUIO)) S, dNO.LD) .10 4

BpEUR)) pUR ‘S’ AY) UI SIUD Q7

Je PaJoNpuod sem Apns {pIemIoj UOIBAIISQO
jse[ oy Sutkures £q pue (uonojdwos Apmys
10 [emeIpyim Jo awn 03 dn Snip Apms Jo
9s0p T 1sBJ[ & SUIA1003I sjuanjed Yim) jean
-o03-uonudur £q sosAeue pip ‘(dnoi3 Sw g
ul ¢ ‘dnoi3 Sw ¢z ur g ‘dnoi3 oqaoerd ur
61) sow 7T Sunerdwod a10Joq MAIPYIM 7/
‘(sowr Z1 pajerdwod o,0p< pue Juauean} Jo
sow 9 pajordwos Ayofewr) sarpnis 19430 UO
Paseq penunuodsIp os0p p/Fw ¢'7 :SHLON

"POJRIDO} [[OM SeM JBUOIPISTY
*SIOPIOSIp Jo KjoLreA e 10y Adeioyy proon
-10000n]3 we3-3uo] Sunentur syuoned ur Ade

SANOI3 ¢ Ay Ul JR[IWIS

QIOM SJUOAQ ISIIAPE 0} NP 1n0doIp PUB ‘SJUIAD ISIOA
-Pe SNOLIdS ‘SJUdAD 9s1oApe Suntodar soFejuadod-
(SN) dnoi3

p/3w G Jo 9,/ °G pue ‘dnoi3 p/Sw G Jo 911 ‘dnoi3
0go9e[d JO %/ Ul POLINOJ0 SAINJORIJ [BIGILIIA MIN-
dnoi3

p/3uw G Jo %6 ¢ pue ‘dnoid p/Sw G'Z JO 9%t ‘dnoid
0q29oe[d JO 94 7°G Ul PALINOO0 SAINJILI] [BIQALIIA-UON-
S}[NSaI 1931J& JOU PIP

Ade1ay) Jo uoneInp pue 9sOp ueaw J0j JudwIsnlpy-
sow Z[ je dnoi3

juaunear) Aue ur oFueyos jou pIp snipel Jo qING-
(500°0>d) 0qaoe[d woly paidyIp 12jueyo0) pue sulds
Tequunj je SAN[BA YHUOW 7] ‘QUI[SBq WOIJ 9SBAID

-ur jou pIp N9 ‘dnoi3 ojeuopastl p/Sw ¢ g ul-
(ogaoerd 'sa 100 0>d

I1e) dnoi3 ojeuoIpasw p/Sw ¢ ur sow g je (duIfeseq
'sA G0"0>d) peseaour (TN 19IUBYD0I} PUE SOUW 7|
Je paurejurew (JNG Moou [elowd) pue durds requin-
(ourjoseq 'sA 9IS yoeod

18 G0"0>d) dnoi3 oqooe[d ur sow 7| e paseaIoap
NG 19IUBYo0I) PUE “Yodu [erowd] ‘ourds Jequn -
(91eUOIPSLI P/FW G 79 ‘0JBUOIPISLE

p/3w 7 1€ ‘0qaded £¢) souwr 7] pajoduwion oG-
(z070=d) sdnoi3 g 1oyj0 ueyy

19p[0 dnoi3 p/3wr ¢ 1da0xX9 QuI[oseq Je JE[IWIS 9IoM

sow 7| ‘ourjoseq sAel-x ourdg-
sowl 7] pue oul[dseq

Je sniper Sow g pue ‘9 ‘¢
‘QuI[aseq 18 ‘I9Juryd0I) pue Yoou
Terowdy ‘ourds Jequin| Jo qNd-
wniofed p/sw ()OS

PAAIOdI [[e ‘sow 7| 10} ogaoeld
10 (p/Sw ¢ Jo p/Swi G'7) Aeu
-0IPASLI 9AIOIAI 0} PIZIUOPUERY-
g 2uids requny jo uon
-BN[BAD UM SIILIOIUL JRY]) UOT}
-1puod ¢Aderay) yuannd o3 Jord
SPI0I9)SOO1}I0D YIIM JUSW)B}
Kue <1eak 3sed ur wsijoqe)

-0 2U0(q J99JJ® 0} UMOUY sInIp
‘1K 3sed ur e1oe[BWO9)SO IO “WSI
-pro1AyirodAy ‘wistproiAyjered
-10d4y Jo A103S1Yy papnjoxy-
[o1uoo YIIq Suisn 1o ‘9f1

-19)s A[reo18ns ‘resnedousunsod
1A T 1SB9] JB USWIOM SOW 7]
IoYJouR I0J oNUNU0d 03 Pojoad
-X9 29 sows ¢ ised urym 9sed
-s1p urApropun oy (Juareamba
10 duostupaid Aep/Sw ¢'/ <) sp1o

-1913 0qade[d 03 9A1E[A1 SSO] duoq Jueoyrusdis | sdnoid (o3euoIpasLI p/Sw G 03 9/ 93eUOIpPISLI p/Sw | -19)50013100 Junyey uedoq ‘a3e Jo (6661)
pauaadxd Aderoy) djeuoipasii [e1o A[re- [ 6z 01 G2 ‘oqooeld 03 /) paziwopuer syuaned gzz- | SIL ¢8-81 ‘syudned Aojenquuy- - A% 104 ‘Te 19 ‘uayo)
(38211 01 PAPA2U JoqUINU ‘ONjeI POOY o' —"+
(pazionyvy1) spuouiuio)) s,dnodn yioy | -1[I] ‘01)eI SPPO “SLI QANL[AI ‘[BAIUI QOUIPIJUOD An adA L,
/suoisnjouo)) siopny | ‘onjea-d ©3-9) synsoy/(s)oinsesy swoonQ Arewnl] | 9zig ojdwes/porpys uonendod | -rend | sse[p | uSisoq Ie9 A /10Ny

Conclusion Grading Worksheet (cont)

Discussion Appendix C —

(3u02) (SSO'T duOg PIINPUL-PIOII030IN]Y) 10] sdjeuoydsoydsig) yI# uUonLjoUUY — JIIYSHI0A\ SUIPLID) UOISNPUO))

WWW.icsi.org

Institute for Clinical Systems Improvement

July 2002
63

General Implementation



Support for Implemenation:

( :: ; Diagnosis and Treatment of Osteoporosis

INSTITUTE FOR CLINICAL
SYSTEMS IMPROVEMENT

This document provides resources, strategies and measurement
specifications for use in closing the gap between current clinical
practice and the recommendations set forth in the guideline.
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Priority Aims and Suggested Measures Diagnosis and Treatment of Osteoporosis

O VERVIEW

The following aims were identified by the guideline work group as key areas in which medical groups may
receive benefits in implementing this guideline.

The measures associated with these aims are presented as suggested measures. Measures of aim help
medical groups determine progress in achieving a particular aim. However, additional approaches may be
customized by individual medical groups to ferret out improvement information important to the medical
group's individual practice.

PrioriTy AiMs AND SUGGESTED MEASURES FOR HEALTH CARE SYSTEMS

1.

Improve diagnostic and therapeutic follow-up of adults presenting with a history of low impact
fracture. (Refer to Algorithm Box 2)

Possible measures for accomplishing this aim:

a.  Percentage of adults presenting with a history of low impact fracture who have had bone
densitometry.

b.  Percentage of postmenopausal women and men with low impact fracture identified as
having low bone mass offered treatment for osteoporosis.

c.  Percentage of adults with a history of low impact fracture offered treatment for osteoporo-
sis.

d.  Percentage of adults with a history of low impact fracture with documentation of discus-
sion with a health care provider of osteoporosis risk.

Increase the evaluation for osteoporosis risk factors in all adults presenting for a preventive visit.
Possible measures for accomplishing this aim:

a.  Percentage of patients presenting for a preventive visit with documentation of assessment
of risk factors for osteoporosis.

b.  Percentage of patients at risk for fracture who have had bone densitometry.
Increase follow-up testing of patients on long term hormone replacement therapy (HRT).

Possible measure for accomplishing this aim:

a.  Percentage of patients on long term HRT who have had follow-up bone densitometry.

At this point in development for this guideline, there are no specifications written for possible
measures listed above. ICSI will seek input from the medical groups on what measures are of most
use as they implement the guideline. In a future revision of the guideline, one or two measurement
specifications may be included.
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Diagnosis and Treatment of Osteoporosis

RecomMMENDED WEBSITE RESOURCES *

Note: Websites are listed in alphabetical order, not in order of work group preference.

Website Sponsor

Target Audience

Description

Website Address

American Academy of
Orthopedic Surgeons

Professionals and
public

Professional organization site

WWW.aaos.0rg

American Association
of Clinical
Endocrinologists

Endocrinology/
professionals

Professional organization site

WWwWw.aace.com

American College of
Rheumatology

Arthritis and related
disorders/
professionals

Professional organization site

www.rheumatology.org

American Medical
Association

General medical/
professionals

Professional organization site

WWww.ama-assn.org

Foundation for
Osteoporosis Research
and Education

Osteoporosis/ public
and professionals

Current information about
osteoporosis and research

www.fore.org

Foundation

and professionals

osteoporosis prevention and treatment

International Osteoporosis/public | International organization site www.osteofound.org
Osteoporosis and professionals

Foundation

International Society Densitometry professional organization site www.iscd.org

of Clinical professionals

Densitometry

Mayo Health Oasis women's women's health information www.mayoclinic.org
Women's Health health/public

Resource

National Osteoporosis | Osteoporosis/public | General information about www.nof.org

NIH - Osteoporosis
and Related Bone
Diseases Resources
Center

Osteoporosis and
bone diseases/ public
and professionals

Current information about
osteoporosis and research

WwWw.osteo.org

North American
Menopause Society

Menopause- related
topics/ public and
professionals

Professional organization site

www.menopause.org

North American
Menopause Society

Professionals

Professional journal

www.menopausejournal.com
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These websites were reviewed by the ICSI Diagnosis and Treatment of Osteoporosis guideline work group as
credible resources. ICSI does not have the authority to monitor the content of these sites. Any health-related
information offered from these sites should not be interpreted as giving a diagnosis or treatment.

* Criteria for Selecting Websites

The preceding websites were selected by the Diagnosis and Treatment of Osteoporosis guideline work group as
additional resources for practitioners and the public. The following criteria were considered in selecting these

sites.

. The site contains information specific to the particular disease or condition addressed in the guideline.
. The site contains information that does not conflict with the guideline's recommendations.

. The information is accurate and/or factual. The author of the material or the sponsor of the site can be

contacted by means other than e-mail. For example, a nurse line or other support is provided.

. The material includes the source /author, date and whether the information has been edited in any way.
The site clearly states revision dates or the date the information was placed on the Internet.

. The site sponsor is an objective group without an obvious or possible bias. For example, the site does not
promote a product, service or other provider.

. The coverage of the topic is appropriate for the guideline's target audience. It is clearly written, well-
organized and easy to read. The site is easy to navigate.

General Implementation July 2002 Institute for Clinical Systems Improvement
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