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GPs and menopause specialists Dr Alice Scott and Dr Louise Newson on
managing osteoporosis in menopausal women
What you should already know
Osteoporosis is a disease of low bone mass, deterioration of bone tissue and disruption
of bone microarchitecture, causing compromised bone strength and increased
susceptibility to fracture. It is estimated that 536,000 new fragility fractures were
sustained in the UK in 2010 causing an economic burden of nearly £4.4 billion, and this
is predicted to rise.1 Women are affected more than men due to increased bone loss
postmenopausally. The prevalence of osteoporosis in women is 2% at 50 years and 25%
at 80 years.2
Osteoporosis is preventable and treatable but asymptomatic until fracture occurs,
therefore it is important to identify at risk patients in order to intervene before this
happens. It is diagnosed based on bone mineral density (BMD) assessment by dual Xray absorptiometry (DXA) and is expressed as a T score and/or the presence of fragility
fractures. The T-score is the number of standard deviations (SD) above or below the
mean BMD for young adults. Normal BMD is defined as a T-score between +2.5 above
the young adult mean and -1.0 SD below the young adult mean. Osteopenia ‘low bone
mass’ is a T score between -1 and -2.5. Osteoporosis is a T score of <-2.5 SD.3 Severe
or established osteoporosis is a T-score of -2.5 and a history of fragility facture.4
More from this series: Safe HRT prescribing
(URL=http://www.pulsetoday.co.uk/clinical/clinical-specialties/womenshealth/safe-hrt-prescribing/20039119.article)

The use of BMD alone to assess fracture risk has a high specificity but low sensitivity,
meaning that a number of fractures occur in women who do not have osteoporosis as
defined by T-score <2.5. Fracture risk calculators can be used to identify high risk
patients who may benefit from preventative treatment and who should have a DXA scan
to accurately assess their BMD. The two most widely used ones in the UK are FRAX
(www.shef.ac.uk/FRAX (URL=http://www.shef.ac.uk/FRAX) ) or Qfracture
(www.qfracture.org (URL=http://www.qfracture.org/) ).
NICE guidelines recommend calculation of fracture risk in all women over the age of 65,
all men over 75, and in people under these ages in the presence of risk factors including:
previous fragility fracture, current or frequent use of glucocorticoids, history of falls,
family history of hip fracture, low body mass index of less than 18.5 kg/m2, smokers,
high alcohol intake, and in people with comorbidities which may cause secondary
osteoporosis.2 Following assessment with FRAX (without a BMD value) or QFracture,
BMD with DXA should be measured in patients whose fracture risk is in the region of an
intervention threshold and then the risk recalculated using FRAX with the BMD value.2
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Primary prevention of osteoporosis in at-risk people includes lifestyle measures such as
increasing physical activity, weight-bearing and muscle-strengthened exercises, stopping
smoking, reducing alcohol to less than 2 units a day, taking measures to reduce the risk
of falls and ensuring adequate calcium and vitamin D.5
What isn’t as widely known, but you should think about
Around the time of menopause declining oestrogen levels increases the rate of bone
resorption. There are oestrogen receptors on both osteoblasts and osteoclasts and HRT
has been shown to stabilise bone turnover.6 HRT has been shown to reduce vertebral
and non-vertebral fractures in postmenopausal women by 30%7 and low dose HRT has
also been shown to be effective.8 Unfortunately, due to unfounded safety concerns
about HRT that were raised by the Women’s Health Initiative Study7, HRT is not
considered a first-line treatment for osteoporosis by several of the leading medical
societies and therefore is not advocated as such in the 2017 NICE guideline on
osteoporosis, which recommends bisphosphonates instead, unless treating premature
ovarian insufficiency, in which case it recommends HRT.10
Fortunately, reanalysis of both of these HRT studies has been reassuring with regards to
the safety of HRT if started before the age of 60 and within 10 years of the
menopause.11 The global consensus statement on menopausal hormone therapy
(endorsed by bodies such as the International Menopause Society and the International
Osteoporosis Foundation) states that HRT can be initiated to treat postmenopausal
women at risk of fracture or osteoporosis before the age of 60 years or within 10 years
after menopause. This document also states that HRT is the only therapy with RCTproven efficacy of fracture reduction in women with normal to osteopenic range (de
Villers).12 This is important as most fragility fractures occur in women with osteopenia
rather than osteoporosis.13 The British Menopause Society consensus statement on
prevention and treatment of osteoporosis in women states that HRT is effective and
appropriate for prevention of osteoporosis in menopausal women, and can be
considered a first-line treatment for these women.14 Both former and current use of
postmenopausal oestrogen are associated with decreased odds of osteoporosis.15
Bisphosphonates are incorporated into bone where they inhibit osteoclasts and reduce
bone resorption. The use of bisphosphonates is often limited by side effects such as
upper gastrointestinal symptoms, bowel disturbance, headaches and musculoskeletal
pains.5 Oral bisphosphonates are also laborious to consume, as they must be taken on
an empty stomach after an overnight fast and at least 30-60 minutes before food and
drink, with the patient needing to stay upright for 30 minutes afterwards, which affects
compliance. They cannot be used in severe renal impairment or in conditions that delay
oesophageal emptying. Rare adverse effects include osteonecrosis of the jaw and
atypical femoral fractures.5
HRT is cost-effective compared with bisphosphonates and has beneficial extra-skeletal
effects including improvement in menopausal symptoms and improved cardiovascular
risk profile.16 It also avoids the side effects associated with bisphosphonates. Depending
on the women’s risk factors and the choice of HRT used (transdermal body identical
appears to be the safest17, it is often appropriate to continue HRT long-term. However, if
the risks of HRT outweigh the benefits and HRT is stopped, bone loss recommences at
a natural post-menopausal rate, so consideration should be given to treatment with
another agent (e.g. a bisphosphonate).
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The advantage of using HRT first line is that it either avoids treatment with a
bisphosphonate or delays treatment, therefore reducing exposure to bisphosphonates,
the safety of which is unclear if used for over 10 years.18 However, bisphosphonates
and other treatments for osteoporosis have an important role in treating women in whom
HRT is contraindicated or unacceptable.
Read more: Women’s health (URL=http://www.pulsetoday.co.uk/clinical/clinicalspecialties/womens-health)

Dr Alice Scott is a GP in Shenfield, Essex. She has a special interest in the
menopause.
Dr Louise Newson is a GP and menopause specialist in Stratford-upon-Avon. She
is also a director of the Primary Care Women’s Health Forum.
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