Corticosteroid
Induced OP
Guideline

Commitment or exposure to oral corticosteroid therapy for 3 months or more

No Yes
Age 65 yrs

or over

Investigations:
FBC, ESR, U & E’s, Bone Biochemistry, LFTSs.

) B Yes
Previous Fragility

fracture

D If indicated:
Serum & urine paraprotein, TSH, Lateral Thoracic
and Lumbar spine Xrays, Isotope bone scan,
hormone profile, PSA, 25-OH Vitamin D & PTH

.




No

DXA scan
LOWEST T score at
Spine, Total Hip, Femoral Neck

T between
0Oand -1.5

T more than 0

e  General measures

. Routine repeat BMD not
required unless
prolonged course at
daily doses of 10mg or
more prednisolone
equivalent or more

!

Consider treatment depending on age

and fracture probability.
i.e. premenopausal individuals with

otherwise low fracture risk might avoid
bisphosphonate therapy. If subject is not

commenced on full bone protection,
consider repeating DXA in 2-3 years.

. General measures

3 Repeat BMD in 2- 3 yrs, if
remains on corticosteroids or
sooner if fractures

FULL BONE PROTECTION THERAPY

Treat any secondary causes of low bone mass &
fracture identified.
If no contraindications, commence
- Weekly alendronate 70mg
- Calcium 1-1.2g with 800iu vitamin D daily,
ideally in divided doses with food (Not within 4
hours of bisphosphonate)
Review treatment adherence 3-6 monthly.
If intolerant of alendronate, alternatives include
other oral bisphosphonates (the local formulary
alternative is risedronate).
Licensed treatments for corticosteroid-induced
osteoporosis include alendronate, risedronate &
cyclical etidronate
Initiate treatment when corticosteroids
commenced as bone loss occurs early
When corticosteroids stopped, consider stopping
bone protection after a further 6 months; but if
has on-going risk factors for osteoporosis and
fracture, consider whether DXA scan will help to
quantify need for on-going bone protection.




* Threshold will vary according to country






