
































































Teriparatide

Advantages Disadvantages

Teriparatide

20 µg SC daily for 

2 years

• Anabolic agent

• Reduces vertebral fractures

• Quick onset

• Analgesic effect

• Cost 

(8-10 lakhs per months)

• Licensed for treatment for 2 years

• Daily SC injections

• No hip fracture data

• Uncertain effect where PTH is 

raised (SHPT, CKD)

• Risk of  hypercalcemia

• Risk of  osteosarcoma
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Romosozumab

• Monoclonal antibody that binds with and inhibits sclerostin

• given SC 210 mg monthly for 12 months

• increases bone formation and decreases bone resorption

• For reduction of  vertebral, hip & non-vertebral fractures in very high risk patients 

• must be followed by antiresorptive therapies

• Women at high risk of  CVD & stroke should not be considered for Romosuzumab

• If  MI or stroke during therapy, drug should be discontinued
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Sequential or combination therapy

• When possible, anabolic therapy 1st, followed by potent antiresorptive therapy.

• Switching from a bisphosphonate to an anabolic agent can be done if  an 

individual's BMD fails to improve. 

• Combination therapy is not recommended. 

F Cosman et al. J Bone Miner Res 2017; 32(2):198–202
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• Hormonal Replacement Therapy (E only in women without uterus, E+P 

in women with uterus, Tibolone) 

• can only be considered in younger postmenopausal women (≤ 60 years or 10 

years past menopause) who have low baseline risk for adverse events; 

malignancy and thromboembolic events.

• In postmenopausal women with osteoporosis with a low risk for DVT and 

for whom other antiresorptive therapy are not appropriate, or with a high 

risk of  breast cancer, treatment with Raloxifene (selective estrogen receptor 

modifier) can be considered.
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How to monitor ?

• Obtain a baseline axial (spine and hip) DXA, and repeat DXA every 1 to 2 

years until findings are stable

• Monitor serial changes in lumbar spine, total hip, or femoral neck BMD; if  

spine, hip, or both are not evaluable, consider monitoring using the 33% 

radius site

• Follow-up of  patients should ideally be conducted in the same facility with 

the same machine

AACE/ACE Postmenopausal Osteoporosis CPG, Endocr Pract. 2016;22(Suppl 4) 3 
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Duration of  treatment

• For oral bisphosphonates, consider a bisphosphonate holiday after 5 years of  
treatment if  fracture risk is no longer high (such as when the T score is 
greater than -2.5, or the patient has remained fracture free), but continue 
treatment up to an additional 5 years if  fracture risk remains high. For oral 
bisphosphonate, drug holiday can be considered after 6 to 10 years of  
stability in patients with very high fracture risk. 

• For Zoledronate, consider a bisphosphonate holiday after 3 years in high-risk 
patients or until fracture risk is no longer high, and continue for up to 6 years 
in very-high risk patients. 
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• In patients on Denosumab, fracture risk is reassessed after 5 to 10 years and if  

remain at high risk of  fractures, should either continue denosumab or switch 

to other osteoporosis therapies. If  denosumab therapy is discontinued, 

patients should be transitioned to another antiresorptive. 

• Treatment with Teriparatide/Abaloparatide is up to 2 years and followed by a 

bisphosphonate or denosumab
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What Is Successful Treatment of  

Osteoporosis?

• defined as stable or increasing BMD with no evidence of  new fractures or fracture 

progression 

• for patients taking antiresorptive agents, target for treatment success is BTMs at or 

below the median value for premenopausal women 

• consider alternative therapy or reassessment for causes of  secondary osteoporosis in 

patients who have recurrent fractures or significant bone loss while on therapy 

• single fracture while on therapy is not necessarily evidence of  treatment failure, but 

it does suggest that fracture risk is high 

AACE/ACE Postmenopausal Osteoporosis CPG, Endocr Pract. 2016;22(Suppl 4) 3 
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Treatment failure 

• 2 or more new fragility fractures 

• 1 fracture and increased CTx or PINP at baseline with 

–no significant decrease during treatment 

–a significant decrease in BMD 

–or both 

• Both no significant decrease in CTx or PINP and a significant decrease in BMD 
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When Should Referral to a Clinical Endocrinologist or 

Osteoporosis Specialist Be Considered?

• When a patient with normal BMD sustains a fracture without major trauma 

• When recurrent fractures or continued bone loss occurs in a patient receiving 
therapy without obvious treatable causes of  bone loss 

• When osteoporosis is unexpectedly severe, has unusual features, or less common 
secondary conditions (e.g., hyperthyroidism, hyperparathyroidism, hypercalciuria, or 
elevated prolactin) are identified 

• When a patient has a condition that complicates management (e.g., chronic kidney 
disease [CKD]: glomerular filtration rate [GFR] <35, hyperparathyroidism, or 
malabsorption) 
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