
ning and weight training.1

Smoking cessation and moderation of
alcohol intake are also important in osteo-
porosis prevention. Cigarette smokers tend to
undergo early menopause, have increased
catabolism of endogenous estrogen, and sus-
tain more fractures. Several studies have
demonstrated that alcohol consumption
(defined as 2 ounces to 4 ounces per week)
in women 65 years and older is associated
with increased BMD and lower fracture risk.
In contrast, heavy alcohol consumption
(defined as 7 ounces or more per week) is
associated with increased risk for falls and
hip fractures.1,6

Treatment Options
The National Osteoporosis Foundation rec-

ommends pharmacologic treatment for
women who fall into one of three categories: 

• T-scores of –2 (as determined by central
DXA) and no additional risk factors

• T-scores of  –1.5 (as determined by cen-

tral DXA) with one or more additional risk
factors (Table 2)

• history of vertebral or hip fractures.2

Available therapeutic agents include med-
ications that provide antiresorptive therapy
(Table 4). The bisphosphonate class includes
alendronate (Fosamax), risedronate (Actonel),
ibandronate sodium (Boniva) and etidronate
(Didronel). 

Alendronate is approved by the FDA for
the prevention of bone loss in recently
menopausal women and the treatment of
established postmenopausal osteoporosis.
The recommended dose for prevention of
bone loss is 5 mg daily or 35 mg weekly. For
the treatment of established osteoporosis, the
recommended dose is 10 mg daily or 70 mg
weekly. Research shows that once-a-week
dosing is equally effective to daily dosing for
increasing bone density. 

Alendronate should be taken with plain
water on an empty stomach, at least 30 min-

utes before the first meal, beverage or oral
medications of the day. Taking alendronate
with food and any beverage other than plain
water will substantially reduce absorption.
Alendronate should be taken with 6 to 8
ounces of water, and the patient should
remain in an upright position for 30 minutes,
to avoid esophageal irritation.1

Randomized, controlled trails show that
alendronate therapy prevents bone loss and
increases BMD at the spine and hip by 5% to
10%. Alendronate prevents bone loss at the
forearm and reduces the risk of fractures of
the spine and nonvertebral sites such as the
hip and wrist by 40% to 50%.1,2

The primary side effects of alendronate are
upper gastrointestinal symptoms such as heart-
burn, substernal discomfort and indigestion.1

Contraindications to alendronate therapy
are hypocalcemia, inability to remain upright
for at least 30 minutes, and the presence of
esophageal abnormalities that might delay
transit of the tablet. Hypocalcemia must be
corrected before any bisphosphonate therapy
is initiated.1

The therapeutic efficacy and safety of alen-
dronate have been established for a treatment
duration of 7 years. No accelerated bone loss
occurs after discontinuation of therapy.
Extension studies with alendronate have doc-
umented increased BMD for up to 10 years;
however, fracture risk reduction during this
period has not yet been established.2

Risedronate is approved for the prevention
of bone loss in recently menopausal women
and treatment of established postmenopausal
osteoporosis. The recommended dose for
both treatment and prevention is 5 mg daily
or 35 mg weekly. 

Risedronate should be taken with plain
water on an empty stomach, at least 30 min-
utes before the first meal, beverage or other
oral medications of the day. Risedronate
should be taken with 6 ounces to 8 ounces of
water, and patients should remain in an
upright position for 30 minutes, to avoid
esophageal irritation.1

Risedronate increases BMD at the spine
and hip, prevents bone loss at the forearm,
and reduces the risk of fractures of the spine,
hip and other nonvertebral sites by 30% to
50%.1,2

Side effects and contraindications to rise-
dronate are similar to those associated with
alendronate. Data from randomized, con-
trolled clinical trials support the efficacy and
safety of risedronate therapy for 5 years. In
these trials, bone density continued to
increase and fracture incidence remained low
for up to 7 years.2

Ibandronate sodium received marketing
clearance in March and is the first once-
monthly pharmacologic treatment for post-
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Table 3

An Overview of Calcium Supplements
Product Elemental Ca Tablets/day to supply Comments  

1,000 mg elemental Ca
Caltrate    Food improves absorption; 
(calcium carbonate) may cause constipation

and flatus  
600 600 2   
600+D 600 2   
600+soy 600 2
Plus chewables 600 2   Contains vitamin D
Colon Health 600 2 Contains vitamin D  
Citracal (calcium citrate)   Can be taken any time 

without regard to food
Ultradense 200 5   
Caplets+D 315 4
250 mg Caplets+D 250 4   
Plus with Magnesium 500 2 Contains magnesium, vitamin D
Mylanta Antacid
(calcium carbonate)     
Ultra CalciTabs ES 400 3   
CalciTabs 300 3   
Os-Cal (calcium carbonate) Food improves absorption
Chewable 500 2
Ultra 600 4 Contains vitamin D & other

minerals  
500 500 2   
500+D 500 2   
Tums (calcium carbonate) Antacid  
Chewable 200 5   
Calcium for Life 500 2   
Ultra 400 3   
E-X 300 4
Smooth Dissolve 300 4
Viactiv (calcium carbonate) 500 2 Soft, flavored, chewable,

contains vitamin D  


