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Musculoskeletal Health in Postmenopausal Women: Assessment and Management of Fracture Risk

Philadelphia Marriott Downtown | Wednesday, October 11, 2017  | 7:30 am – 1:00 pm

  7:30 am –   8:00 am Pre-Meeting Symposium Registration and Coffee Service

  8:00 am –   8:10 am Welcome and Introductory Remarks 

   Michael R McClung, MD

  8:10 am –   9:45 am Part 1—Assessment

  8:10 am –   8:35 am DXA: Best Practices 

   E Michael Lewiecki, MD

  8:35 am –   9:00 am DXA in Practice: Case Examples 

   Deborah E Sellmeyer, MD

  9:00 am –   9:25 am Beyond DXA: New Imaging Strategies 

   Mary L Bouxsein, PhD

  9:25 am –   9:45 am Panel Discussion With Audience Q&A 

  9:45 am – 10:10 am Break

10:10 am – 11:45 am Part 2—Pharmacologic Therapy

10:10 am –  10:35 am Osteoporosis Prevention: Is It Ever Warranted? 

   James A Simon, MD, CCD, NCMP, IF, FACOG

10:35 am –  11:00 am Long-term Osteoporosis Therapy: What to Do After 5 Years? 

   Michael R McClung, MD

11:00 am –  11:25 am How Will New Anabolic Therapies Be Used?  

   Felicia Cosman, MD

11:25 am –  11:45 am Panel Discussion With Audience Q&A

11:45 am –  12:00 pm Break and Box Lunch Distribution

12:00 pm –  12:25 pm Part 3—Falls and Frailty

12:00 pm –  12:25 pm Crash, Snap: Falls Cause “Osteoporosis-Related” Fractures. What Can  

   a Clinician Do? 

   Neil C Binkley, MD

12:25 pm –  1:00 pm Part 4—Case Presentations

    Panelists 

   Neil C Binkley, MD 
   Mary L Bouxsein, PhD

    Felicia Cosman, MD
    E Michael Lewiecki, MD
    Deborah E Sellmeyer, MD
    James A Simon, MD, CCD, NCMP, IF, FACOG
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Educational Credits and Disclosure Information

CME Policy and Disclosures
The North American Menopause Society (NAMS) 2017 Pre-Meeting Symposium has been planned and implemented in 
accordance with the Accreditation Council for Continuing Medical Education’s (ACCME) Essential Areas and Elements as 
well as its Standards for Commercial Support. 

To maintain the independence of its continuing medical education (CME) activities and in accordance with the policies 
of the ACCME, NAMS has implemented a process in which everyone in a position to control the content of a CME activity, 
including faculty, moderators, planners, reviewers, and staff, are required to disclose all “relevant financial relationships” 
with any “commercial interest.” Any actual or potential conflicts of interest that exist as a result of such financial 
relationships must be resolved before the CME activity begins. This helps to ensure that the Society’s CME activities are free 
of commercial bias. The financial relationships are disclosed below.

Intended Audience
This activity is intended for physicians, nurses, nurse practitioners, physician assistants, pharmacists, and other healthcare 
providers who treat or counsel women at midlife and beyond. 

Overall Educational Objectives
By participating in this live activity, attendees should be able to

• Use best practice guidelines in order to better analyze and interpret DXA scans

• Understand recommendations for drug holidays and strategies for long-term osteoporosis therapy

• Become familiar with new skeletal imaging technologies

• Comprehend current thinking about falls prevention and improvement of muscle function

• Assess the role of estrogen and osteoporosis therapies for the prevention of bone loss in early menopause

• Interpret how new anabolic agents will be incorporated into clinical practice

Professional Accreditation
NAMS is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide continuing 
medical education for physicians.

NAMS designates this live activity for a maximum of 4.0 AMA PRA Category 1 Credit(s)™. Physicians should claim only the 
credit commensurate with the extent of their participation in the activity.

Other healthcare providers who participate in this live activity will receive a certificate of participation. NAMS has 
determined that this live activity includes a maximum of 2.0 hours of pharmacotherapeutics education.

Evaluation and Claiming Credits
Your input is important to NAMS and your responses to our evaluation questions will give NAMS valuable feedback on the 
Pre-Meeting Symposium, help reinforce what you’ve learned, and shape the future of NAMS education with your suggestions. 
It’s simple and easy. Just use your smart phone, tablet, or computer to go to www.menopause.org/2017-eval. Click on the  
Pre-Meeting link, and answer a few quick questions. Once you click “done,” you’ll be redirected back to the evaluation  
page, where you can claim your education credits. 

To claim CME credits or your certificate of participation for this live activity (and for the Annual Meeting if you are 
attending), complete the online form at www.menopause.org/2017-agm-cme after you go to the Pre-Meeting and Annual 
Meeting sessions you plan to attend. Please wait until you have attended all the sessions you plan to attend and claim all 
your hours in one submission, because the form can be completed only one time.

Acknowledgment of Support
This CME activity is supported in part by grant funding from 

Amgen Inc.
Radius Health, Inc.
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MD, reports: Consultant/Advisory Board: Amgen, Lilly, Merck, Radius, Tarsa; Speakers Bureau: Amgen, Lilly; Grant/Research 
Support: Amgen, Lilly. Michael R. McClung, MD, reports: Consultant/Advisory Board: Amgen, Radius; Speakers Bureau: Amgen, 
Radius. James A. Simon, MD, CCD, NCMP, IF, FACOG, reports: Consultant/Advisory Board: AbbVie, Allergan, Amag, Amgen, 
Ascend, Azure, Bayer, CEEK Enterprises, Covance, Millendo, Mitsubishi Tanabe, ObsEva SA, Radius, Sanofi, Sebela, Sermonix, 
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Carolyn J. Crandall, MD, MS, NCMP, Howard N. Hodis, MD, JoAnn E. Manson, MD, DrPH, NCMP, Katherine M. Newton, 
PhD, Peter F. Schnatz, DO, FACOG, FACP, NCMP, Wen Shen, MD, MPH, Cynthia A. Stuenkel, MD, NCMP, and  
Rebecca C. Thurston, PhD, report no relevant financial relationships. Lisa Chism, DNP, APRN, BC, NCMP, FAANP, 
reports: Consultant/Advisory Board: Hologic; Speakers Bureau: JDS Therapeutics; Royalties/Patents: Jones and Bartlett 
Publishing. Stephanie S. Faubion, MD, FACP, NCMP, IF, reports: Consultant/Advisory Board: Mithra. Steven R. Goldstein, 
MD, FACOG, CCD, NCMP, reports: Consultant/Advisory Board: AbbVie, Allergan, IBSA, Pfizer, TherapeuticsMD; 
Equipment Loan: Philips Ultrasound. Risa Kagan, MD, FACOG, CCD, NCMP, reports: Consultant/Advisory Board: 
Allergan, Amag, Amgen, Azure, Heptares, Juniper, Merck, Pfizer, Palatin, Shionogi, Valeant; Grant/Research Support: 
TherapeuticsMD. Andrew M. Kaunitz, MD, FACOG, NCMP, reports: Consultant/Advisory Board: Allergan, Amag, Bayer, 
Mithra, Pfizer, Shionogi; Grant/Research Support: Bayer, Radius, TherapeuticsMD; Royalties/Patents: UpToDate.  
Sheryl A. Kingsberg, PhD, reports: Consultant/Advisory Board: Amag, Duchesney, Emotional Brain, Endoceutics, 
Materna, Nuelle, Palatin, Pfizer, Shionogi, TherapeuticsMD, Valeant, Viveve; Speakers Bureau: Amag, Duchesney, 
Endoceutiacs, Palatin, Pfizer, Shionogi, TherapeuticsMD, Valeant. James H. Liu, MD, NCMP, reports: Consultant/
Advisory Board or Honoraria: Allergan, Bayer, Ferring; Grant/Research Support: AbbVie. Pauline M. Maki, PhD, reports: 
Speakers Bureau: Mylan. Michael R. McClung, MD, reports: Consultant/Advisory Board: Amgen, Radius; Speakers 
Bureau: Amgen, Radius. Diane T. Pace, PhD, FNP-BC, CCD, FAANP, NCMP, reports: Consultant/Advisory Board: 
Allergan, Amag, Hologic; Grant/Research Support: JDS Therapeutics. JoAnn V. Pinkerton, MD, NCMP, reports: Grant/
Research Support: TherapeuticsMD. Gloria A. Richard-Davis, MD, NCMP, reports: Consultant/Advisory Board: Amag.                                 
Nanette F. Santoro, MD, reports: Stock/Ownership: Menogenix. Marla Shapiro, CM, MDCM, CCFP, FRCP(C), FCFP, 
NCMP, reports: Consultant/Advisory Board: Amgen, Merck, Mithra; Speakers Bureau: Amgen, Merck, Novo Nordisk.  
Jan L. Shifren, MD, NCMP, reports: Consultant/Advisory Board: New England Research Institutes. Ann L. Steiner, MD, 
NCMP, reports: Speakers Bureau: AbbVie, St. Francis Health Care, Washington State Medical Society. Wulf H. Utian, MD, 
PhD, DSc (Med), reports: Consultant/Advisory Board: Endoceutics, Mithra, Pharmavite.

Program Staff

Carolyn Develen and Kathy Method, MA, report no relevant financial relationships.

 



Pre-Meeting Symposium  |  5

E Michael Lewiecki, MD
Clinical Assistant Professor of Medicine
University of New Mexico School of Medicine
Director of New Mexico Clinical Research and Osteoporosis Center
Director, Bone Health, Extension for Community Healthcare  
  Outcomes (ECHO)
Albuquerque, New Mexico

DXA: Best Practices

Dual-energy X-ray absorptiometry (DXA) 

is a versatile technology with many clinical 

applications in the management of osteoporosis and 

musculoskeletal diseases. It is the gold-standard 

method for measuring bone mineral density 

(BMD), which provides diagnostic classification 

of osteoporosis according to criteria established 

by the World Health Organization. Bone mineral 

density also is used for assessment of fracture risk, 

including input for the fracture risk algorithm FRAX, 

and to monitor BMD response to therapy. Vertebral 

fracture assessment by DXA is a convenient, low-

cost, low-radiation method for detecting previously 

unrecognized vertebral fractures, which may result in 

a change of diagnostic classification, assessment of 

fracture risk, and treatment plans. Trabecular bone 

score of the lumbar spine with DXA is associated 

with fracture risk in postmenopausal women. Body 

composition analysis by DXA is used to assess fat and 

lean body mass. Hip axis length is associated with 

hip fracture risk in postmenopausal women.

Despite the clinical utility of DXA, many patients 

who could benefit from this test do not have it 

done, and some who do have a DXA test do so at 

facilities without proper attention to instrument 

quality-control procedures and standards for data 

acquisition, analysis, and interpretation. To provide 

guidance for DXA technologists, interpreters, 

and facility supervisors, as well as for referring 

healthcare providers, the International Society for 

Clinical Densitometry has developed evidence-

based Official Positions and DXA Best Practices 

(open access at www.iscd.org). Understanding and 

implementing DXA Best Practices optimizes the 

clinical benefits of DXA testing.
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Deborah E Sellmeyer, MD
Associate Professor of Medicine
Director, Metabolic Bone Center
The Johns Hopkins Bayview Medical Center
Baltimore, Maryland

DXA in Practice: Case Examples

Dual energy X-ray absorptiometry (DXA) remains the 

gold standard for diagnosing low bone density and 

assessing fracture risk. In clinical practice, there is 

variability in training and oversight of technologists 

who perform DXA scans and the providers who 

generate the interpretations. Providers caring for 

patients who have had DXA scans need to be able to 

evaluate bone density images and data, recognize 

common errors, and assess how these issues affect the 

interpretation of the bone density results.

This presentation will review bone density testing by 

DXA and demonstrate some of the most common 

errors in positioning and scan acquisition, enabling 

providers to use DXA optimally in their practices.
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Mary L Bouxsein, PhD
Director, Center for Advanced Orthopedic Studies, Beth Israel   
  Deaconess Medical Center
Associate Professor, Department of Orthopedic Surgery, Harvard  
  Medical School
Associate Biologist, Endocrine Division, Massachusetts General Hospital
Adjunct Assistant Professor, Department of Mechanical Engineering,  
  Boston University
Faculty Member, Bioastronautics Program, Harvard-MIT Division  
  of Health Sciences and Technology
Boston, Massachusetts

Beyond DXA: New Imaging Strategies

The current standard for assessment of fracture 

risk uses bone mineral density (BMD) measures 

by dual energy X-ray absorptiometry (DXA) and 

clinical risk factors. Yet, it is now well appreciated 

that approximately half of individuals who suffer 

a fracture do not have osteoporosis (t-score, –2.5) 

by BMD testing. This observation, coupled with 

biomechanical principles that dictate that bone 

strength is determined not only by bone mass but 

also by bone geometry, microarchitecture, and 

bone matrix properties, has prompted interest in 

alternate techniques to assess bone structure and 

strength. These techniques include gray-level texture 

measurements from spine DXA scans (trabecular 

bone score), quantitative computed tomography 

(QCT) and high-resolution peripheral QCT, and QCT-

based finite-element analysis (QCT-FEA). Notably, 

prospective studies demonstrate that several of these 

techniques predict fracture risk as well as BMD, and in 

some cases, independently of BMD. This presentation 

will critically review the strengths and limitations 

of these techniques as well as the evidence for their 

use in clinical practice, clinical research, and drug 

development.
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James A Simon, MD, CCD, NCMP,  
 IF, FACOG
Clinical Professor, Department of Obstetrics and Gynecology
George Washington University School of Medicine
Women’s Health and Research Consultants
Washington, DC

Osteoporosis Prevention: Is It Ever Warranted?

Initial reports from the Women’s Health Initiative 
hormone therapy (HT) clinical trial in 2002 
resulted in about 70% of women discontinuing 
HT. Silent but rapid bone loss ensued because 
most of these women and their practitioners 
failed to recognize that their HT provided both 
osteoporosis prevention and menopause symptom 
relief. Now more than a decade later, osteoporotic 
fractures are increasing, despite easy and painless 
diagnostics and the availability of inexpensive 
generic treatments. Although these effective 
therapies for prevention existed long before 2002, 
their risks have been overemphasized to the near 
exclusion of their benefits. As a result, few patients 
at risk for osteoporosis use them. Fears have only 
been heightened by commercial and regulatory 
decisions emphasizing risks rather than benefits for 
two of the most recent osteoporosis developments. 
Odanacatib, a cathepsin K inhibitor, discontinued 
development and announced it would not seek 
regulatory approval after analysis discovered 
an increased risk of stroke. Romosozumab, a 
monoclonal antibody inhibiting sclerostin that 
increases bone formation and reduces bone 
resorption, ran into regulatory roadblocks when 
an increased risk of cardiovascular disease was 
reported (2.5% on romosozumab vs 1.9% on 
alendronate). This situation seems reminiscent 

of lasofoxifene, a selective estrogen-receptor 
modulator, that failed to achieve regulatory approval 
for osteoporosis prevention and vulvovaginal 
atrophy more than a decade ago (2006) because 
of FDA concerns over benefits and risks despite 
significant fracture reduction and a 70% decrease 
in breast cancer risk. Even calcium and vitamin D 
supplements have come under fire as risky. This 
situation has injected so much fear into patients 
with osteoporosis that prescriptions of osteoporosis 
medications have decreased 50% from 2008 to 2012, 
a trend that continues, and about 50% of patients 
who do start treatment discontinue after just 1 year.

There is clearly a need for a paradigm shift in 
osteoporosis prevention and our concept of it. 
Fractures are most frequent in those without 
frank osteoporosis. Excellent and inexpensive 
tools exist for predicting fracture risk, and 
inexpensive therapies are widely available for 
prevention (calcium, vitamin D, HT, raloxifene, 
bisphosphonates, etc), but our perception of 
osteoporosis as a disabling disease needs to change. 
Without a serious and realistic appreciation of the 
morbidity, mortality, and quality-of-life implications 
of this disease by patients, practitioners, and 
regulators, any risk of this otherwise silent disorder 
(until fracture) will appear to outweigh the risks and 
costs of prevention
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Michael R McClung, MD
Co-chair, 2017 Pre-Meeting Symposium
Founding Director
Oregon Osteoporosis Center
Portland, Oregon

 

Long-term Osteoporosis Therapy: What to Do 
After 5 Years?
Osteoporosis is a chronic disorder for which there 
is no cure; long-term therapy is required. This 
presentation will review the long-term efficacy and 
safety for osteoporosis drugs, highlight indications 
for a bisphosphonate holiday, and present a long-
term treatment plan.

Patients begun on raloxifene or on a parathyroid 
hormone-receptor agonist are ultimately transitioned 
to either a bisphosphonate or denosumab, the drugs 
considered for long-term use that significantly decrease 
the risk of important clinical fractures within 12 months 
of beginning therapy. Bone mineral density (BMD) 
of the hip increases during the first 3 to 4 years of 
bisphosphonate therapy and remains stable thereafter, 
whereas BMD continues to increase for 10 years with 
denosumab. Bone mineral density increases when 
switching from bisphosphonates to denosumab.

The gradual offset of fracture protection and the 
possible decrease in the risk of atypical fracture on 

stopping therapy provide justification for temporarily 
interrupting treatment, the “bisphosphonate 
holiday,” a concept that has generated confusion. The 
American Society for Bone and Mineral Research 
recommends continuing osteoporosis treatment if 
patients remain at high risk for fracture (a history 
of hip or spine fracture, multiple other fragility 
fractures, hip T-score ≤ −2.5, or a high FRAX score) 
after 3 to 5 years of bisphosphonate therapy. For 
patients who do not meet these criteria, a holiday 
for 1 to 2 years could be considered. Thus, a holiday 
is an opportunity to temporarily discontinue 
bisphosphonate therapy but is not a requirement. 

There are no safety issues that limit the duration 
of denosumab therapy. Stopping therapy results 
in rebound in bone remodeling, loss of BMD back 
to pretreatment levels, and rapid loss of vertebral 
fracture protection. Thus, there is no justification for 
a drug holiday with denosumab.
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Felicia Cosman, MD
Medical Director, Clinical Research Center, Helen Hayes Hospital
Professor of Medicine, Columbia University College of Physicians    
  and Surgeons
New York, New York

How Will New Anabolic Therapies Be Used?

In the context of long-term treatment 

strategies, anabolic agents play a crucial role. In 

postmenopausal women at high risk for fracture, 

anabolic therapy should be considered as first-line 

therapy. This is particularly important in women with 

recent fracture (within the preceding 2 y), who are at 

very high imminent risk of fracture, and in women 

who have had multiple fractures.

In high-risk women, rapid fracture risk reduction 

is required. Anabolic therapies, which stimulate 

bone formation (teriparatide, abaloparatide, and 

romosozumab), produce rapid reductions in risks  

of vertebral and nonvertebral fractures within  

12 to 24 months. The magnitude of vertebral fracture 

risk reduction appears greater for anabolic therapy. 

Furthermore, the magnitude of the nonvertebral 

fracture risk reduction is 40% to 50% compared with 

20% to 25% with antiresorptive therapy.

Head-to-head studies demonstrate that anabolic 

agents are superior to antiresorptive agents against 

fracture. In glucocorticoid-induced osteoporosis, 

teriparatide reduced vertebral fractures by 90% 

compared with alendronate over 18 months. In 

women with acute painful vertebral fractures, 

teriparatide reduced vertebral fractures by 50% 

compared with risedronate. In women with prevalent 

vertebral fracture, teriparatide significantly reduced 

vertebral fractures and produced a nearly significant 

reduction in nonvertebral fractures compared 

with risedronate over 2 years. Most recently, 

romosozumab was shown to be more effective than 

alendronate in reducing vertebral, nonvertebral, 

and hip fractures. Phase 3 fracture studies with 

abaloparatide and romosozumab demonstrate that 

anabolic therapy followed by an antiresorptive drug 

provides greater bone mineral density (BMD) gains 

and continued or improved fracture protection.

Anabolic therapies should be considered first line 

for women with fractures, especially those with 

recent fracture or multiple fractures. Anabolic 

agents reduce fracture risk quickly and provide the 

bone mass and architectural foundation for greater 

long term strengthening of the skeleton. Anabolic 

agents should be followed by nonbisphosphonate 

antiresorptive agents such as denosumab for the 

greatest continued BMD gain and fracture risk 

reduction. Bisphosphonates can be used at the end of 

a treatment sequence to maintain skeletal strength. 

It might be necessary to repeat a course of anabolic 

therapy in the future if a fracture occurs or if BMD 

falls substantially. Optimal sequential monotherapy, 

following a goal-directed approach, should be 

able to minimize exposure to pharmacology while 

maximizing benefits on bone strength.
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Neil C Binkley, MD
Professor, Department of Medicine-Geriatrics
Associate Director, Institute on Aging
Co-director, Osteoporosis Clinical Center and Research Program
Institute on Aging, University of Wisconsin-Madison
Madison, Wisconsin

Crash, Snap: Falls Cause “Osteoporosis-Related” 
Fractures. What Can a Clinician Do?
The crisis in osteoporosis care has led to a call to 

emphasize fracture (rather than osteoporosis) and 

to recognize low bone mineral density as part of a 

syndrome leading to increased fracture risk. Many 

components of this fracture syndrome lead to 

increased falls risk. As most nonvertebral fractures 

result from falling, attention is appropriately 

being directed at efforts to reduce falls risk. Falls 

become common with advancing age and cause not 

only fractures but also other fall-related injuries. 

Approximately 6% of those aged 65 years and 

older require an emergency department visit or 

hospitalization annually because of falls.

Falls are not inevitable. Modifiable falls risk factors 

are biological (eg, leg weakness), environmental 

(eg, no stair railings), or behavioral/medical (eg, 

multiple medications and inactivity). As such, 

multiple targets exist for clinicians and care teams to 

reduce a person’s falls risk. Multiple evidence-based 

resources exist that have documented efficacy in 

reducing falls risk and will be briefly reviewed. 

Programs and algorithms for falls risk assessment 

and intervention may be considered complex. 

Ideally, institutional, EMR, and community 

resources will exist to emphasize the importance of 

falls and reduce their incidence; however, challenges 

exist for implementation of such ideal programs. As 

such, a perhaps overly simplistic, common sense, 

5-minute approach that an individual clinician can 

implement in the office to reduce falls risk will be 

discussed. This approach includes medication review 

and reduction, physical therapy consultation, vision 

assessment/modification, vitamin D optimization, 

and footwear assessment. Efforts to reduce falls and 

thereby preserve quality of life and independence are 

the next phase of “osteoporosis” care.
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