
OSTEOPOROSIS, a relatively common 
disease that is often undiagnosed until a 
fracture occurs, is defined by bone mineral 
density (BMD) ≤2.5 standard deviations 
below the young adult average.

The hip, wrist, spine, humerus and pel-
vis are the most common fracture sites. 

According to the Geelong Osteoporosis 
Study, an estimated 23% of women >50 and 
43% of women >70 have the condition. 

In women aged 50-59 who have had a 
fracture, 20% will have osteoporosis and 
this increases to 70% in women >80.  

GPs are on the frontline for diagnosis 
and management. Vigilance of at-risk 
groups and knowledge about early 
intervention strategies could reduce 
fractures. 

Lifestyle factors within a patient’s con-
trol can play a major part in osteoporosis 
prevention. The GP can monitor calcium 
intake and vitamin D levels (if the patient 
is at risk of vitamin D deficiency), as well as 
discussing resistance training exercises.

Women >55 are at particular risk of 
osteoporosis due to the rapid decline 
of oestrogen during menopause, which 
increases bone loss.

Any woman >50 presenting with a min-
imal trauma fracture should be considered 
osteoporotic. 

There is a great opportunity for treat-
ment at this stage to prevent the next frac-
ture. This is important, because if nothing 
is done, the patient could return 20 or 30 
years later with a hip fracture,which gives 
her a 20% chance of dying in the following 
12 months.

CLINICAL RISK FACTORS
Risk factors for osteoporosis can include 
a family history of hip fracture, previous 
minimal trauma fracture, being a previ-
ous or current smoker, having two or more 
standard alcoholic drinks a day, a fall in the 
past 12 months and low body weight. 

Other at-risk women are those with 
low BMD entering menopause and not tak-
ing HRT (individual assessment of HRT is 
always recommended); low serum vitamin 
D levels <50nmol/L; early menopause; and 
low exposure to the sun (due to cultural 
dress factors, pigmented skin or lack of 
access to the outdoors). 

Other risks include drinking more than 
three caffeine-containing drinks daily, low 
consumption of calcium-containing foods 
and a sedentary lifestyle. 

SECONDARY OSTEOPOROSIS 
Several conditions and medications can 
increase risk. These include inflammatory 
conditions and malabsorption disorders. 

Chronic kidney or liver disease, bone or 
organ transplant, multiple myeloma and 
other cancers can increase the risk because 
of the medications required.  Hyperthyroid-
ism, hyperparathyroidism, hypogonadism 
and Cushing syndrome also affect BMD.

Taking glucocorticoids daily for three 
months causes bone loss. Anti-epileptic, 
anti-oestrogen and anti-androgen drugs, 
along with some SSRIs, also increase risk. 
References at medobs.com.au
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Vigilance is needed for  
women at risk, including 
those on certain medications

Get in early 
to preserve 
the bones

Management and prevention of osteoporosis
• Three portions of calcium-containing 

foods daily (low fat dairy is ideal) plus pro-
tein. If lactose intolerant, consider soy or 
lactose-free milk or supplements.

• Check vitamin D levels in women with risk 
factors (optimum level >50nmol/L in win-
ter/early spring).

• Weight-bearing exercises or resistance 
training, 20-30 mins four times a week, 
minimum. 

• A dietitian to advise on calcium and protein 
content of diet.

• A disease management plan is appropriate:
•  Occupational therapist to  

 check fall risk 
•  Accredited exercise physiologist  

for exercise prescription, include 
resistance training and balance.

Practice points
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