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Recommendations (see also Fig. 1)

The Canadian Task Force on Preventive Health Care con-
cludes that there is fair evidence to recommend screening
postmenopausal women to prevent fragility fractures (no or
low trauma fractures) (grade B recommendation). Although
there is no direct evidence that screening reduces fractures,
there is good evidence that screening is effective in identifying
postmenopausal women with low bone mineral density and
that treating osteoporosis can reduce the risk of fractures in
this population (grade A recommendation).

For women who screen positive for osteoporosis, there is
good to fair evidence that therapy with alendronate,
risedronate or raloxifene prevents osteoporotic fractures
(grade A to B recommendation).

For women with severe osteoporosis (osteoporosis plus at
least 1 fragility fracture), there is good to fair evidence to rec-
ommend the use of alendronate, risedronate, parathyroid hor-
mone (limited duration), raloxifene, etidronate and oral
pamidronate therapy (grade A to B recommendation). If none
of these drugs is tolerated, hormone replacement therapy
(HRT) or calcitonin can be considered. (In a recent position
statement, the task force recommended against combined es-
trogen—progestin therapy as well as unopposed estrogen ther-
apy for the primary prevention of chronic diseases [grade D
recommendation].’)

For women without documented osteoporosis, there is fair evi-
dence that calcium and vitamin D supplementation alone pre-
vents osteoporotic fractures (grade B recommendation). There
is fair evidence that combined estrogen—progestin therapy de-
creases the incidence of total, hip and nonvertebral fractures;
however, for most women the risks may outweigh the benefits
(grade D recommendation). (As noted above, the task force re-
cently recommended against HRT for the primary prevention
of chronic diseases [grade D recommendation].’)

Osteoporosis, the main clinical
consequence of which is osteo-
porotic fracture, affects 1 in 6
Canadian women over the age of
50." About 40% of white women
50 years of age in Canada will
have an osteoporotic fracture
during their remaining lifetime:

15.6% will experience a verte-
bral fracture, 16.0% a wrist frac-
ture and 17.5% a hip fracture.?
The recommendations in this
statement apply to most post-
menopausal women in the gen-
eral population, including those
who have late menarche, early

menopause, low calcium intake,
low physical activity, high alco-
hol or caffeine intake, low body
weight, a family history of osteo-
porosis or osteoporotic fractures
or a history of hyperthyroidism
or who are smokers. However,
they do not apply to women who
have specific conditions that pre-
dispose them to significant in-
creased risk of fractures, includ-
ing women taking steroids, those
with hyperparathyroidism and
those in nursing homes. These
recommendations are meant to
guide physicians in their discus-
sions with their postmenopausal
patients, as each individual wo-
man may have unique risks and
preferences. The recommended
age for initiation of screening is
based on the prevalence of os-
teoporosis and fractures among
postmenopausal women in the
different age groups.

Our recommendations are
based on fracture data rather
than on bone mineral density
(BMD) data, since we do not
know how short-term BMD dif-
ferences translate into long-
term fracture outcomes, espe-
cially among women without
osteoporosis. A unique feature
of our guideline is that we do
not recommend using drug
therapy for the primary preven-
tion of osteoporosis, especially
in young postmenopausal
women. More than 45% of
postmenopausal women have
osteopenia.' The fracture risk
for most of these women is low.
Because risk of fracture in-
creases with age, it may be rea-
sonable to consider prescribing
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drug therapy for women who
are 65 years or older and who
have a T  score below —2.0.

Recommendations of others

The US Preventive Services
Task Force recommends that
women 65 years or older be
screened routinely for osteo-
porosis and that those at
increased risk of osteoporotic
fractures (see Box 1) begin
screening at age 60 (grade B
recommendation).”

The recent Osteoporosis So-
ciety of Canada guidelines rec-
ommend screening with DEXA

(dual energy x-ray absortiometry)
for postmenopausal women who
have 1 major and 2 minor clinical
factors (Box 1) or those 65 years
and older.” They also recom-
mend using bisphosphonates and
raloxifene as first-line therapy for
the prevention and treatment of
osteoporosis, HRT as first-line
therapy for the prevention of os-
teoporosis and as second-line
therapy for the treatment of os-
teoporosis (although risks may
outweigh benefits) and nasal cal-
citonin therapy as second-line
therapy for the treatment of os-
teoporosis. In addition, they rec-
ommend using parathyroid hor-

mone as first-line therapy for the
treatment of severe 0Steoporosis.

The Society of Obstetricians
and Gynaecologists of Canada
(SOGC) guidelines, published
before the release of the Wo-
men’s Health Initiative (WHI)
results, recommend using HRT,
raloxifene and the bisphospho-
nates (all grade I recommenda-
tions) as well as calcium and vit-
amin D supplementation and
exercise (all grade II recommen-
dations) for the primary preven-
tion of osteoporosis. They also
recommend raloxifene, alen-
dronate, risedronate, calcitonin
and combination therapy (all

or

or

or

or
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Exercise 3 times per week, for at least 20-30 minutes
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Treat with
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risedronate or
raloxifene
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If cannot tolerate any
of the above, consider
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Fig. 1: Recommendations of the Canadian Task Force on Preventive Health Care for the prevention of osteoporotic fractures in
postmenopausal women. This algorithm excludes women with secondary osteoporosis (e.g., those who have hyperparathyroidism
or are taking steroids). *World Health Organization (WHO) definitions: normal = T score = —1.0; osteopenia = T score < —1.0 and
> —2.5; osteoporosis = T score < -2.5, where the T score is the standard deviation above or below the mean bone mineral density
for young adults. tPublished data have not shown any reduction in clinical fracture in this group of postmenopausal women.
tEvidence to support the use of these medications is limited to postmenopausal women with osteoporosis and prevalent fractures.
§For most postmenopausal women without menopausal symptoms, the risks may outweigh the benefits. §These recommenda-
tions are not based on fracture data. DEXA = dual energy x-ray absortiometry. SCORE and ORAI are two risk assessment tools
(available online). PTH = parathyroid hormone.
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grade I recommendations) and
HRT and etidronate (grade II
recommendations) for the treat-
ment of osteoporosis. Since
publication of the WHI results,
the SOGC has revised its rec-
ommendation on combined es-
trogen—progestin therapy, stat-
ing that the overall risks may
outweigh the benefits for post-
menopausal women without
menopausal symptoms and that
other therapies should be con-
sidered first.’

Box 1: Risk factors for
osteoporotic fractures in
postmenopausal women

Major

* Age=065yr

e Vertebral compression
fracture

e Fragility fracture after age
40 yr

e Family history of
osteoporotic fracture
(especially hip fracture in
mother)

e Systemic glucocorticoid
therapy 2 3 mo

* Malabsorption syndrome

® Primary
hyperparathyroidism

* Propensity to fall

* Appearance of osteopenia
on radiograph

* Hypogonadism and early
menopause (< 45 yr)

Minor

e Rheumatoid arthritis

e History of clinical
hyperthyroidism

e Long-term anticonvulsant
therapy

e Weight loss > 10% of body
weight at age 25 yr

* Weight < 57 kg

e Smoking

* Excess alcohol intake

* Excess caffeine intake

* Low dietary calcium intake

e Long-term heparin therapy

These risk factors were taken
from the Osteoporosis Society of
Canada 2002 clinical practice
guidelines. Addition risk factors
for osteoporotic fractures
include: being Caucasian or
Asian, not on HRT, having low
BMI, low physical activity,
impaired vision, dementia,
recent falls, poor health and
being frail.
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