Osteoporosis

· Reduced bone mass, architectural disorganization and hence as a result increased risk of fracture

      Pathogenesis

· Path Notes

· Risk factors: genetics, Ca2+, exercise, oestrogen deficiency, corticosteroids, Inflammatory diseases (RA, AS), Gastrointestinal disease (IBD etc). 

· Pg 869 Table: causes of osteoporosis ( Chap 12), 18th ed

      Clin Features

· Most diagnosed with bone densitometry as having OP are asymptomatic

· Increased risk of fracture due to reduction in bone mass.

· Fractures typically affect- forearm (Colles Fracture), Spine (Vertebral Fracture), femur (hip fracture). Colles fracture and vertebra fracture most often women >55 and hip >70.

· OP vertebral fractures ppt by lifting heavy things and OP limb fractures ppt by falls.

· Onset varies.  Sometimes sudden acute back pain or sometimes insidious with gradual loss of bone mass and a more chronic back pain.

· Pain radiates to dermatomes

      Diagnosis

· OP spinal fractures can be confirmed by typical wedge appearance of affected vertebrae on a lat radiograph

· BMO needed to make dx

· Bone biopsy not needed 

· Indications for bone densitometry:

· Early menopause, hypogonadism, FHx of OP, Radiological evidence of OP, Previous fracture after min trauma, Strong risk factors ( Low body weight, Smoking/alcohol abuse, immobility/poor diet, Steroid therapy), Co-existing disease such as endocrine, GI, inflammatory.

      Management

      -     Lifestyle changes:

       Ppl who do not have fractures and mod reductions is BMD ( between –1.0 and –2.5) should be told to stop smoking, reduce alcohol ( men <20units/week), women<15units/week), increase calcium intake(1500mg daily) and exercise. In patients with greater loss of BMD, specific drug therapy needed.

· HRT:

HRT with oestrogen is treatment of choice for prevention of OP. Progestogens should be added to oestrogen in women with an intact uterus to reduce risk of endometrial CA. Women on HRT reduced risk of CV artery disease. HRT not contraindicated in cardiac conditions such as HT, stroke and ischemic disease. HRT contraindicated in those who have had breast cancer and endometrial cancer and HRT many increase risk of breast cancers in long-terms users of HRT. Side-effects of HRT are weight gain, fluid retention, menatrual bleeding and breast tenderness. Reduced risk of fractures in those with OP, increases bone mass in those with advanced OP so must be considered as management.

· Biphosphanates

This is an alt to HRT for prevention and treatment of OP. This is an analogue of pyrophosphate which adsorbs to bone surface and become incorporated within bone matrix. So when bone which contains this drug is ingested by resorbing osteoclasts, drug released within cell, hence causes cell death so preventing bone resorption. Eg Alendronate, Etidronate. Generally well tolerated. Alendronate thought causes upper GI upset and so must be avoided in those with dyspepsia, hiatus hernia and peptic ulcer disease. Increases bone mass.

· Calcium

Used as an adjunct as therapy. When used alone calcium supplements do not increase bone mass but slow down bone loss in post-menopausal women.

Try to take 1500mg daily. Important for male op and steroid induced OP.

· Other treatments

Calcitonin prevents bone loss in OP, but not widely used because of side-effects such as flushing, nausea, high cost. Anabolic steroids increase bone mass in OP but no data on fracture prevention and side-effects a lot eg fluid retention. Vit D therapy. Sodium Fluoride- Increase bone mass but stimulation bone formation, but therapeutic window small as it can promote production of faulty woven bone. Not used.

