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SUMMARY
Objective. Fragility fractures (FF) resulting from osteoporosis pose a significant public health challenge in Italy,
with considerable socio-health and economic implications. Despite the availability of safe and effective drugs,
osteoporosis remains underdiagnosed and undertreated, leaving over 2 million high-risk Italian women without
treatment. This paper aims to identify and propose key improvements in the management of osteoporosis, focus-
ing particularly on the critical issues related to the use of anabolic drugs in secondary prevention, according to
the current Italian Medicines Agency (AIFA) Note 79.
Methods. The Expert Panel, composed of nine recognized Italian experts in rheumatology, analyzed current prac-
tices, prescribing criteria, and the most recent literature. Three main reasons for revising the indications on phar-
macological treatment of osteoporosis were identified: inadequate treatment of osteoporosis, new evidence regard-
ing frontline placement of anabolics in high-risk conditions, and emerging sequential or combined strategies.
Results. The proposed improvements include the adoption of the Derived Fracture Risk Assessment algorithm
for accurate fracture risk assessment, revision of AIFA Note 79 to reflect current evidence, improved prescribing
appropriateness, broader access to anabolic agents, and the provision of sequential therapies with antiresorptives
for teriparatide. These changes aim to enhance patient outcomes, streamline healthcare processes, and address
the high percentage of undertreated individuals.
Conclusions. This expert opinion emphasizes the importance of the appropriate use of anabolic drugs to reduce
FF and associated costs while ensuring the sustainability of the National Health Service. The proposed recom-
mendations are in line with the latest scientific evidence, providing a comprehensive strategy to optimize the
management of osteoporosis in Italy.

Key words: Osteoporosis, fragility fractures, AIFA Note 79, anabolic drug, teriparatide.

Reumatismo, 2024, 76 (2): 67-77

treated. Currently, more than 2 million Ital-
ian women at high risk of fracture receive

ragility fractures (FF) resulting from

osteoporosis are a major public health
challenge in Italy, representing a significant
and growing burden from both a socio-
health and economic perspective. Despite
the magnitude of the problem, osteoporosis
remains largely underdiagnosed and under-

no treatment for osteoporosis, despite the
existence of safe and effective drugs (1).

The main goal of osteoporosis therapy is to
reduce the risk of fracture. Therefore, an ac-
curate assessment of fracture risk is the first
step in the treatment decision-making pro-
cess to optimally determine who, when, and
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how to treat. This includes the more general
concept of therapeutic appropriateness,
which stems from the convergence of pa-
tient interests and the sustainability of the
National Health Service (NHS).

Indeed, it is important to emphasize that
while the main goal is to protect the pa-
tient’s health, resources are limited and
must be used properly. In Italy, prescriptive
appropriateness in the field of osteoporosis
has been regulated for several years by the
Italian Medicines Agency (AIFA) Note 79,
which establishes the criteria by which
drugs identified as effective can be pre-
scribed at the expense of the NHS. The
Note was updated in August 2022 and again
in February 2023, including a new anabolic
drug (romosozumab) among those reim-
bursable by the NHS and providing for the
prescribability of anabolics by all interested
specialists.

A panel of nine recognized Italian rheuma-
tologists met to draft an expert opinion on
the critical issues of the current use of ana-
bolic drugs in Italy and the possibilities for
improving their use. The panel addressed
and discussed various aspects related to the
current management of patients with osteo-
porosis, with particular reference to the use
of anabolic drugs in secondary prevention
according to the current Note 79. Specifi-
cally, the discussion among the experts de-
veloped by answering a series of questions
on three main topics: management of the
patient with osteoporosis according to the
current AIFA Note 79 and proposed revi-
sions of the Note; risk stratification and risk
assessment tools; and therapeutic strategies
and sequential treatment, considering the
pros and cons of teriparatide, romosozum-
ab, and denosumab. The manuscript was
drafted and revised following an in-depth
review of current literature using the Pub-
Med/MEDLINE database and based on
current prescribing criteria according to
AIFA, information from AIFA’s OSMed re-
ports, and the clinical experiences of the
participants. The aim was to provide a criti-
cal review and suggest proposals that would
contribute to better use of anabolic drugs in
the secondary prevention of FF, in line with
the latest scientific evidence and guidelines.

M. Rossini, F.P. Cantatore, A, Del Puente, et al.

Definition, epidemiology, and clinical,
economical, and social impact of
osteoporosis and subsequent fragility
fractures in Italy

Osteoporosis is a systemic skeletal disease
characterized by decreased bone mineral
density (BMD) and impaired bone struc-
ture, leading to increased fragility and frac-
ture risk (2). The diagnostic criteria are den-
sitometric and/or clinical. According to the
World Health Organization, osteoporosis is
defined as a BMD, as measured by dual-
energy X-ray absorptiometry, less than 2.5
standard deviations (SD) from the mean
reference value for healthy young adults (T-
score <-2.5 SD) at the skeletal site consid-
ered, usually the femur or spine (3). It is
defined as severe if already complicated by
a FF, that is, a fracture not due to efficient
trauma. The latter occurrence, especially in
the femur, vertebra, or wrist, may suffice as
a clinical criterion for the diagnosis of os-
teoporosis once other pathologies have
been excluded (4). It is referred to as “‘silent
disease” because it is often asymptomatic
until a FF occurs, most commonly of the
wrist, vertebrae, or proximal femur (5).
Osteoporosis can be divided into primary,
which includes forms that appear after men-
opause (postmenopausal), or due to advanc-
ing age for both sexes (senile), or secondary
to other diseases, medications, or lifestyle
risk factors (5). One of the main processes
involved in the pathophysiology of osteopo-
rosis is the imbalance between bone forma-
tion and bone resorption. The regulation of
bone homeostasis involves a complex inter-
action between osteoblastic (responsible for
bone formation) and osteoclastic (involved
in bone resorption) cells, which work syner-
gistically to maintain bone integrity and
strength. Alterations in this balance can lead
to loss of bone mass and increased risk of
fractures, hence the rationale for antiresorp-
tive (bisphosphonates or denosumab) or an-
abolic (teriparatide or romosozumab) thera-
peutic approaches.

In Italy, osteoporosis is estimated to affect
about 5 million people, more than 80% of
whom are postmenopausal women (6). Ac-
cording to ISTAT data for the year 2022,
7.9% of the Italian population (13.2% of
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females and 2.1% of males) reported hav-
ing osteoporosis, with prevalence progres-
sively increasing with advancing age, par-
ticularly in women after age 55 years,
reaching 30.8% over age 74 years (44.9%
of females and 9.2% of males) (7). Since its
incidence increases with age, affecting
most of the population after the eighth dec-
ade of life, the number of osteoporotic pa-
tients is likely to increase due to increased
life expectancy (1). FF are the most impor-
tant clinical manifestation of osteoporosis
and have a significant impact in terms of
both disability and mortality (1).

The considerable clinical impact of osteo-
porosis is reflected, also from an economic
point of view, in the high healthcare costs,
especially those related to hospitalizations
and indirect costs due to disability (1, 6).
The economic significance is, moreover,
determined by the fact that bone fractures
are one of the most common causes of dis-
ability affecting health care costs in West-
ern countries (1). In 2019, in Italy, consider-
ing only FF afferent to an emergency
department, about 570,000 new bone FF
occurred, with an expenditure of € 9.5 bil-
lion by the Italian NHS. Of this, only half a
billion is due to costs for pharmacological
management. With an aging population and
a lack of adequate intervention policies, the
number of FF is expected to increase by
25% in the next 15 years (1). Therefore, re-
ducing the health and social impact of bone
fragility means not only preserving pa-
tients” autonomy and quality of life but also
realizing significant health economies.

Is there a need to update the

reimbursability criteria for the

pharmacological treatment of
osteoporosis, especially in secondary
prevention with anabolic drugs?

The Expert Panel believes there are basically

three reasons for revising the indications on

pharmacological treatment of osteoporosis,
especially in secondary prevention with ana-
bolic drugs:

1) evidence of inadequate treatment of os-
teoporosis, especially the use of anabol-
ic drugs, even under conditions of safe
opportunity such as after FF;
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2) new evidence regarding frontline place-
ment of anabolics in conditions with
very high or imminent risk of fracture;

3) recent evidence for new sequential or
combined strategies in the use of antire-
sorptive and anabolic drugs and novel
therapeutic targets now possible.

Evidence of inadequate treatment
of osteoporosis
The osteoporosis patients still appear to be
“children of a lesser God” (8). Osteoporosis
is not currently recognized by the NHS as a
chronic disease, even if already manifested
by FF, and there are no exemptions for re-
lated diagnostic tests. The percentage of pa-
tients who are entitled to treatment but do
not receive it or receive it inadequately is
still very high, exceeding 70%, particularly
in women (1). In fact, if lifestyle modifica-
tions and correction of any calcium and/or
vitamin D deficits are not sufficient, the phy-
sician may indeed recommend targeted drug
therapy under conditions of FF risk (5).
There are numerous anti-fracture drugs
available today, of which both efficacy and
an acceptable safety profile have been am-
ply demonstrated. Consequently, they are
considered useful in terms of cost-benefit
balance and therefore reimbursable by the
NHS according to the AIFA Note, especial-
ly in specific conditions with a high risk of
fracture (9). Secondary prevention of osteo-
porosis focuses on reducing the risk of fu-
ture fractures in patients who have already
suffered from them. Numerous scientific
studies have shown its importance because
patients with previous FF have an increased
risk of new FF (10). More recently, it has
been observed that when a vertebral FF is
unrecognized, the risk of both vertebral and
nonvertebral new fractures increases in the
next 2 years after the previous fracture (11).
Prevention of FF has long been one of the
priorities identified by the Ministry of
Health. In 2010, in the Ministry of Health’s
Notebook Diagnostic and Therapeutic Ap-
propriateness in the Prevention of Frailty
Fractures precise goals for primary and
secondary prevention of FF were set:
1) place more than 80% of subjects hospi-
talized for FF on anti-fracture therapy;
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2) keep more than 70% of patients started
on anti-fracture treatment at one year;

3) reduce femoral FFs by 20%.

These goals have not been met. Less than
20% of patients with major FF (at the level
of the vertebra, proximal femur, humerus,
and forearm) now enter secondary preven-
tion programs for refracture within one year
of the fracture episode, less than 50% of
those on therapy are adherent to antifracture
therapy one year after initiation (12). Nota-
bly, OsMed Reports continue to show very
low use of teripatide (Figure 1) (12), which
has been available for years, even in pa-
tients with prior FF and in conditions in
which AIFA recommends its use.

New evidence regarding frontline
placement of anabolics in conditions with
very high or imminent risk of fracture
Previous FF, especially if recent or multi-
ple, represents a very high-risk condition,
also called imminent. Recent international
and national guidelines recommend the
first-line use of anabolic drugs in these con-
ditions (13-16). This is based on the follow-
ing evidence:

1) with anabolic drugs, compared with
antiresorptive drugs, the greatest densi-
tometric increases can be achieved, for
which a close correlation with fracture
risk reduction has been demonstrated
(75
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Figure 1 - OsMed Report 2022. Osteoporosis drugs: consumption (DDD/1000
inhabitants per day).
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2) head-to-head and network meta-analy-
sis studies have demonstrated the great-
er and faster (within 1 year) ability of
anabolics compared with antiresorptives
to reduce fracture risk (18-21);

3) the use of antiresorptives such as bis-
phosphonates require at least 1 year of
treatment before they have a substantial
impact in reducing fracture risk (22,
23);

4) prior treatment with antiresorptives at-
tenuates the densitometric gains achiev-
able with anabolics (24, 25);

5) a close correlation between T-score and
fracture risk, both vertebral and nonverte-
bral, is confirmed (26); for achieving the
densitometric target of a T-score >-2.5,
i.e., to return from a condition of osteo-
porosis to one of osteopenia (27), it is
preferable to use a sequential strategy in-
volving the first-line use of an anabolic
followed by an antiresorptive (28).

Based on this evidence, the first-line use of
anabolics in conditions characterized by se-
vere quantitative and qualitative impair-
ment of bone mass, or conditions character-
ized by a very high risk of fracture, such as
following previous FF, especially multiple
and recent FF, seems appropriate. This has
been recognized by AIFA in its Note 79 for
years already, placing teriparatide in the
first-line in patients with very high fracture
risk conditions such as those of patients
with three vertebral or femur fractures or
with combined high-risk factors such as a
previous vertebral fracture and chronic cor-
ticosteroid use. However, the significant re-
duction in the cost of the drug due to the
arrival of biosimilars and recent reassuring
evidence in terms of safety justify less re-
strictive access criteria than in the past.

Recent evidence for new sequential

or combined strategies in the use

of antiresorptive and anabolic drugs

and novel possible therapeutic targets

The increase in available pharmacological
options with different and innovative mech-
anisms of action now facilitates planning
more appropriate combinations or sequen-
tial therapeutic strategies over the long
term. Anabolic drugs that, when adminis-
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tered intermittently, act through the para-
thyroid hormone receptor by stimulating
osteoblastic activity and thus promoting
bone neoformation include teriparatide and,
proximally, abaloparatide. Recently ap-
proved and introduced is romosozumab,
which, by blocking the action of sclerostin,
an inhibitor of the Wnt pathway, allows for
a combined effect of stimulating neoforma-
tion and inhibiting bone resorption.

The availability of therapeutic approaches
with different mechanisms of action now
makes it imperative to identify not only
which molecule is most appropriate for
each clinical condition but also which may
be the ideal (medium- to long-term) phar-
macological strategy through sequential ap-
proaches. Moreover, drug therapies with
anabolics, such as teriparatide and romo-
sozumab, can only be carried out for a lim-
ited period of time, involving a 24- and
12-month course of treatment, respectively.
With the exception of bisphosphonates, dis-
continuation of pharmacological treatment
for osteoporosis is known to be accompa-
nied by an undesirable resumption of bone
loss that can nullify much of the densito-
metric effect achieved and be associated
with a rapid increase in fracture risk. There-
fore, it is essential in these cases to always
provide appropriate sequential therapy.
The densitometric effects of anabolic-act-
ing therapies are somewhat consolidated
and amplified by subsequent antiresorptive
therapy (18, 29, 30). On the other hand, it is
well known that certain sequential ap-
proaches may produce negative effects: in
patients who fracture under antiresorptive
treatment with denosumab, the shift to teri-
paratide may even be counterproductive
and dangerous in terms of fracture risk. In
this case, the initiation of combination ther-
apy of denosumab with teriparatide may be
appropriate (31). In recent years, in fact,
combination studies, i.e., simultaneous ad-
ministration of an anabolic drug and an
antiresorptive agent, have become availa-
ble, which have shown the possible syner-
gistic effect of some drugs administered in
combination, at least in terms of bone turn-
over markers (32) and densitometric results
(33); however, there is a lack of documenta-
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tion in terms of antifracture efficacy. In par-
ticular, combination therapy of teriparatide
with zoledronate results in faster densito-
metric gains than treatment with teripara-
tide alone, especially in predominantly cor-
tical bone such as that of the femur (34).
The DATA-study showed that combination
therapy of teriparatide and denosumab in
women with postmenopausal osteoporosis
results in greater densitometric increases at
the lumbar and femoral levels than those
obtained with monotherapy (35).

Proposals for improving the use
of anabolics in the management
of osteoporosis

Use of the Derived Fracture Risk
Assessment algorithm

FF risk assessment is a crucial element in
identifying patients who might benefit from
preventive and therapeutic interventions. In
particular, recognizing a condition of high
FF risk appears crucial in judging the ap-
propriateness of pharmacological treat-
ment, perhaps through tools for accurate yet
feasible and rapid assessment. The assess-
ment of FF risk in the individual patient re-
sults from the complex interaction and inte-
gration of multiple factors, densitometric,
anamnestic, and clinical. For the integrated
assessment of multiple risk factors, com-
puterized mathematical algorithms have
been created to estimate the risk of FF over
the next 10 years by integrating information
from BMD measurement with information
from the presence of multiple other anam-
nestic and clinical risk factors independent
of BMD. The recent Superior Institute of
Health (ISS, Istituto Superiore di Sanita)
guidelines on Diagnosis, Risk Stratification
and Continuity of Care of Fragility Frac-
tures recommend the use of algorithms for
FF risk assessment (15). One of the earliest
and most widely internationally used algo-
rithms is the Fracture Risk Assessment Tool
(FRAX®), a fracture risk assessment tool
(https://frax.shef.ac.uk/FRAX/) developed
by the University of Sheffield (36, 37).

To calculate risk, the system uses an algo-
rithm based on risk factors such as age, gen-
der, body mass index, family history of
fractures, previous fractures, tobacco and
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alcohol use, corticosteroid use, and BMD
value (if available). To overcome some of
the limitations of FRAX®, mainly due to
the use of limited and only dichotomous
variables, the “Derived Fracture Risk As-
sessment” (DeFRA) (https://defra-osteopo-
rosi.it/) has been developed in Italy, with
the contribution in particular of the Section
of Rheumatology of the Department of
Medicine of the University of Verona. The
DeFRA stratifies in more detail some of the
variables already present in FRAX® and
considers others to improve the predictivity
of fracture risk (38).

The DeFRA has the auspices of the Italian
Society of Osteoporosis, Mineral Metabo-
lism, and Skeletal Diseases (Societa Itali-
ana dell’Osteoporosi, del Metabolismo
Minerale e delle Malattie dello Scheletro),
the Italian Society of Rheumatology (Soci-
eta Italiana di Reumatologia), and the Ital-
ian Bone Interdisciplinary Specialists
Group. Available free online, it is currently
used in Italy by more than 12,000 physi-
cians, both general practitioners (GPs) and
specialists of different backgrounds, dis-
tributed throughout the country. The ISS
Guidelines on “Diagnosis, Risk Stratifica-
tion and Continuity of Care of Fragility
Fractures” have rated it at least equivalent
to FRAX® and recommend its use (11, 15).
DeFRA has been found to be more accurate
than FRAX®, particularly in postmenopau-
sal women with certain forms of secondary
osteoporosis, such as those associated with
diabetes (39, 40), or systemic lupus erythe-
matosus (41).

The use of DeFRA has also been recom-
mended by a Commission of the Superior
Council of Health on Orthopedic Pathology
in fragile conditions (42) and by the Diag-
nostic Therapeutic Care Pathways for the
prevention of FF in several regions, includ-
ing Campania, Veneto, and Lombardy. De-
FRA allows physicians to know in a few
seconds the degree of their patient’s risk of
suffering a fracture in the next decade,
whether pharmacological treatment is rec-
ommended and with which drug, and
whether or not a specialist evaluation is in-
dicated. The potential of using DeFRA in
the appropriate management of the pharma-
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cological treatment of osteoporosis is mani-
fold. Consider the possibility of contribut-
ing to counseling for the patient and
improving the GP/specialist interaction,
clarifying their respective competencies,
and rationalizing the criteria for access to
specialist outpatient clinics, resulting in
shorter waiting lists. DeFRA also enables
the collection of clinical data to help verify
and improve prescriptive appropriateness.
Finally, using DeFRA can facilitate the im-
plementation of AIFA recommendations on
the appropriate use of drugs, according to
Note 79. DeFRA was recently updated
based on the risk factors considered by
AIFA in Note 79 and new ones identified in
the NIH guidelines (15).

Revision of Note 79

AIFA’s Note 79 regulates the criteria for
prescribing drugs for the treatment of oste-
oporosis paid for by the NHS and, at the
same time, is a guide for prescriptive appro-
priateness. In fact, it guides the choice of
drugs, using a classification based on their
efficacy in the various forms of osteoporo-
sis, safety, and cost, and aims to treat those
who really need to prevent FF, both in pri-
mary and secondary prevention. This in-
volves careful assessment of the patient’s
fracture risk and consideration of the bal-
ance between drug efficacy, potential side
effects, and the cost of treatment. Currently,
note 79 indicates the use of anabolics (teri-
paratide or romosozumab) only in second-
ary prevention, that is, in patients with pre-
vious vertebral or femoral fractures or
subjects with other fractures with demon-
strated BMD reduction (Table I) (9).

The Expert Panel highlighted several criti-
cal issues in the current AIFA Note 79 and
hypothesized some proposals for changes
to the note to improve the prescription of
osteoporosis drugs, particularly anabolic
ones. Experts agree that the current note
does not provide all the opportunities to ad-
equately manage secondary prevention, and
this is also why many patients who would
benefit from treatment continue to be un-
dertreated, resulting in personal and social
costs for recurrences of FF that could actu-
ally be prevented.
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Table | - Secondary prevention in subjects with previous osteoporotic fractures. Reproduced and translated from: AIFA, 2022 (9).

Vertebral or femoral fractures
Condition Treatment | choice Il choice Il choice
1-2 fractures Alendronate (vit. D), Denosumab,
Risedronate, Ibandronate, Raloxifene,
Zoledronate Bazedoxifene
>3 fractures
>1 fracture + T-score column or femur <-4 )
- - Alendronate (+ vit.D)

>1 fracture + treatment >12 months with prednisone Teriparatide Denosumab Risedronate,
or equivalent >5 mg/day Zoledronate e e
New vertebral or femoral fracture despite treatment
in Note 79 for at least 1 year
Female patients with column or femur T-score <-2.5
(<-2.0 if >2 moderate or severe vertebral fractures
or if femoral fracture in previous 2 years)

o Romosozumab for up
+ medical history >1 moderate or severe vertebral fracture to 12 months, followed
or >2 mild vertebral fractures or femoral fracture by antiresorptive drugs
+ 10-year fracture risk (determined with validated calculator) (bisphosphonates
high >20% or denosumab)
+ inability to follow other effective treatments (intolerance,
ineffectiveness, or expiration of the authorized period of use)
Non-vertebral and non-femoral fractures
+ T-score column or femur <-3
Female patients with column or femur T-score <-2.5 Romosozumab for up
+ history of >2 nonvertebral fractures + 10-year fracture risk to 12 months, followed
(determined with validated calculator) high >20% by antiresorptive drugs
+ inability to follow other effective treatments (intolerance, (bisphosphonates
| . o . or denosumab)
ineffectiveness, or expiration of approved period of use)

The following are possible changes pro-

posed for Note 79 to be made by AIFA.

1) The criteria for patient access to teri-
paratide are still those established 10
years ago by AIFA in the first version of
the current Note 79, when the drug cost-
ed more than twice as much, efficacy
demonstrations were limited, and there
were still uncertainties about safety. To-
day, thanks to the arrival of biosimilars,
the cost/benefit balance has definitely
changed; there are demonstrations of
greater and faster efficacy in comparison
with antiresorptives; and, thanks to the
long experience with their use, of reas-
suring data in terms of safety (43-46).
Therefore, we believe that the current
restriction of teriparatide prescription to
particularly severe, if not dramatic, con-
ditions of osteoporosis is no longer justi-

2)

fied. Currently, teriparatide use in Italy
is reserved for patients with an average
10-year risk of major fractures of 80%
(Figure 2) (47), when AIFA itself al-
ready considers a risk greater than 20%
to be significant, enough to justify the
use of other anabolic such as romo-
sozumab. It is believed that the same risk
conditions can be proposed today for
teriparatide as for romosozumab.

Incorporating DeFRA into the note re-
view could allow to easily identify pa-
tients who fall into the very high frac-
ture risk range for which first-line use of
anabolics and not an antiresorptive is
indicated (Figure 3). This would also re-
solve some of the inconsistencies in the
supplementation of Note 79 made for
romosozumab, which is sometimes in-
consistent with the rest of the note. For
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Figure 2 - Different fracture risk profiles of patients treated with osteoporosis drugs in Italy. Modified from
Adami et al., 2020 (47).

example, the case of a patient with two sion, facilitating and encouraging its ap-
nonvertebral fractures and a T-score of plication in clinical practice; it could
less than -2.5 who might be treatable also integrate treatment plans, and pro-
with romososumab but not with other vide AIFA with clinical information on
drugs at NHS charge. The incorporation the profile of patients being treated with
of DeFRA could allow to use of age-ad- osteoporosis drugs, which is still miss-
justed risk thresholds, such as those in ing from OsMed Reports and useful for
DeFRA. This would correct the discrim- monitoring the appropriateness of treat-
ination resulting from the fixed thresh- ments.

old of 20% major fracture risk at 10  3) The provision of sequential therapies
years indicated in note 79 as a condition with antiresorptives also for teripara-
of significantly increased risk, which tide, as done for romosozumab, and the
does not take into account the different provision, under particular conditions of
age-related life expectancy and para- very high fracture risk, of the possible
doxically penalizes younger patients combination of teriparatide with zole-
compared with older ones. Moreover, dronate or denosumab. This would ena-
DeFRA incorporation could supplement ble physicians to use drugs with com-
the current complicated text of the note, plementary mechanisms of action more
which cannot even be summarized with appropriately to maximize treatment
a flowchart as done in the previous ver- outcomes for the benefit of patients.

% Mean 10-years risk of major fractures
Very high risk > teriparatide, romosozumab

High risk > denosumab, zoledronic acid Romosozumab in secondary
prevention if alternative treatments
Medium risk > oral bisphosphonates  impossible and if not at
cardiovascular risk according
to Aifa note 79

Low risk > only calcium/ vitamin D

40 50 60 70 80 90
Age
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Figure 3 - Fracture risk bands and proposed treatment thresholds according to the Derived Fracture Risk

Assessment.
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This expert opinion is the result of a discus-
sion among experts. It stems from the intent
to address current gaps and critical issues in
the management of osteoporosis, particu-
larly with regard to the current use of ana-
bolic agents. The goal achieved was to pro-
vide a critical review and suggest proposals
that could contribute to better management
of anabolic drugs in the secondary preven-
tion of FF, in line with the latest scientific
evidence and guidelines. It is believed that
the more appropriate use of anabolic drugs,
according to new criteria and strategies, can
contribute to a significant reduction in FF
and related costs, safeguarding the sustain-
ability of the NHS.
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