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This survey of osteoporotic opinion was conducted to150 Thai physicians in every part of the country
with 10 questionnaires. The details of the questions concentrated on the osteoporosis in the aspects of
diagnosis, management, methods of assessment, common medicine for treatment. The most responder specialty
was Orthopedist (79%), others were Gynecologist (3%), Rheumatologist (5%), Internist (5%), the others
(7%) respectively. The diagnosis of osteoporosis used Dual-energy X-ray absorptiometry (DXA), (81%) in the
case of this equipment as well as other methods (16%) are available. The per cent of other methods are X-ray,
clinical symptoms, microdensitometry, QUS, biochemical bone markers and others: 30,23,13,5,3 and 6
respectively. About twenty-five percent of physicians took responses to 21-100 cases per month while two per
cent of responders had more than 100 cases per month. The most common three ranking kinds of criteria were
used for initiating medication for the treatment of osteoporosis that had low bone mineral density, signs of
vertebral fracture, and menopause which they considered as the importance of prophylactic medication for
patients. The continuation of medication depends on the following factors: experience of serious side effect
(62%), affordable expense (53%) and stable bone mass (52%). The desirable features of anti-osteoporosis
agents are stopped fracture, increasing BMD, cost effectiveness, side effect, stopped bone resorption,
pain relieve and drug compliance respectively. Calcium is most commonly prescribed on condition that
premenopausal and postmenopausal women have without fracture or with fracture: patients are elderly and
treated with the prolonged steroid application. Bisphosphonates are widely used in case of fracture in every
group. Alfacalcidol, vitamin D analog is the third prescription in the above conditions. Bisphosphonate,Calcium
and Alfacacidol are the common kinds of combination under the above conditions. In addition, these kinds of
drugs are commonly used for continuation after the remission therapy.
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At present, the diagnosis of osteoporosis
depends on bone densitometer®? showing decrease
bone mass. However, some bone diseases manifest low
bone mass as osteoporosis such as osteomalacia, some
stages of renal osteodystrophy and hyperparathyroid.
The accurate diagnosis must depend on the physical
examination, family history for differentiating the
condition of low bone mass. In Thailand, the surveys
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of osteoporosis were studied in many aspects of
osteoporosis: the incidence of hip fracture®, the cost
effectiveness of this disease® but the survey of this
style does not performed.

Material and Method

The questionnaire was distributed to the
physicians who had an experience in clinical practice
for at least one year and they agreed to fill in the
answers. The 150 papers were returned.

The details of questions are arranged by
ten items:
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1. What is your specialty?

2. Do you have DXA for diagnosis of osteo-
porosis? Yes. Which site do you measure? No. How do
you diagnose osteoporosis? Microdensitometry,
QUS, X-Ray, Clinical symptoms, Biochemical bone
markers and other (specify).

3. Do you have any patients with an investi-
gation of osteoporosis in your practice? If “Yes,” how
many patients with osteoporosis do you have? Select
the followings: 1-5 patients/month, 6-20 patients/
month, 21-100 patients/month and more than 100
patients per month.

4. What kind of criteria is used for initiating
medication for treatment of osteoporosis? Select the
following answers (multiple replies allowed): Low
bone mass density, with vertebral fracture, High bone
markers, Menopause, Patient’s age, Treated with gluco-
corticosteroid, With family history of osteoporosis,
Suffering from disease induced osteoporosis, Life style
including high risk of fracture and others (specify).

5. Do you agree on the importance of prophy-
lactic medication for patients with high risks of osteo-
porosis? If “Yes’ what kinds of criteria are applied for
initiating medication in order to prevent osteoporosis?
Please select: Low mineral density, with vertebral
fracture, Menopause, Patient’s age, Treated with
glucocorticoid, With family history of osteoporosis,
Suffering from disease induced osteoporosis, Life style
including high risks of fracture and others (specify).

6. When do the patients tend to quit medica-
tion? Until no further fractures, until getting stable
BMD, until experience of serious side effect, Depending
on patient’s favorite, Depending on patient’s economic
status and others (specify).

7. What features do you find important in an
anti-osteoporosis agent? (Select): Increasing BMD,
Stop fracture, Stop bone resorption, Control pain, Side
effects, Cost effectiveness, Convenience to take and
others (specify).

8. Do you select the medication best suited
for each patient’s situation? If “Yes,” please select the
below table (Fig. 1).

9. Do you support a combination therapy with
different drugs? If “Yes,” What kind of combination is
best under the following conditions? Please select the
below table (Fig. 2).

10. Do you support a continuous medication
from an early stage to an advanced stage after the
remission therapy? If “Yes,” what kind of management
is the best under the following osteoporosis stages?
Please answer the following table (Fig. 3).
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Results
Question 1. What is your specialty?

The specialty of responders is Orthopedist
(79%), Rhematologist (5%), Gynecologist (3%),
Internist (5%) and others (8%).

Question 2. Do you have a DXA for your diagnosis of
0steoporosis?

Answer ‘Yes’: Most of responders (81%)
have DXA for assessment and most common sites for
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measurement are Lumbar spine (93%), Femora (98%),
Forearm (31%) and Heel (12%).

Answer ‘No’ the physicians have different
tools for diagnosis. The roentgen film is the most
popular use (30%). The other methods are clinical
symptoms (23%), Microdensitometry (13%), QUS (5%),
Biochemical bone markers (3%) and other methods
(6%).

Question 3. How many patients with osteoporosis do
you have?

The patients humber 6-20 cases per month
are taken care by responders (51%). The two per cent
of a large number of cases are in a group of more than
100 patients.

Question 4. What kinds of criteria are used for
initiating medication for treatment of osteoporosis?
(Multiple answers allowed).

Answer: Low bone mineral density is accepted
by most physicians (91%) and the second rank is the
signs of vertebral fracture (88%) and the others showed
in the table (Table 1).

Question 5. Do you agree on the importance of
prophylactic medication for patients with high risks of
0steoporosis?

Most responders agree with the prophylactic
medication (92%), small numbers (7%) refuse and no
comment (1%).

The reasons for consideration of prophy-
lactics are different among the groups of agreement

(Fig. 4).

Question 6. When do the patients tend to quit
medication? (Multiple answers allowed) (Table 2).
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Fig. 4 The results of responders’ agreement on the question
of prophylactic medication in a high risk group
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Question 7. What features do you find important in
anti- osteoporosis agents? (Multiple answers allowed)
(Table 3).

Question 8. Do you select the medication best suited
each patient’s situation? (Table 4).

Question 9. Do you support a combination therapy
with different drugs? If you agree, please specify
(multiple answers allowed) (Table 5).

Table 1. The result of question 4 shows per cent of
conditions which stimulate the physicians for
starting medication

Low BMD 91
Vert. fr. 88
Menopause 58
Age 49
On steroid 43
Family history 19
Suffered by disease 38
Life style 20
Bone markers 13
Other 3

Table 2. For the conditions that quit medication, the
condition of serious side effect is accepted by most
responders (62%)

Conditions Percent
Until stop further fractures 22
Until getting stable BMD 52
Until experience of side effect 62
Depending on patient’s favorite 34
Depending on economic status 53
Others 5

Table 3. Results of question 7. The main factors for the

users
Conditions Percent
Increased BMD 71
Stop fracture 71
Stop bone resorption 56
Control pain 54
Side effect 63
Cost effective 69
Compliance 54
Others 1
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Table 4. Evaluation (Question 8) of the medicine type under different circumstances in per cent

Status BP SERM ES Alfcal Calcitri PVD CT Ca No med Other
PrM-Fr 6 1 2 10 8 10 0 64 70 2
PrM+fr 37 1 5 25 16 9 16 112 11 7
PM-Fr 33 24 20 33 21 21 3 108 18 4
PM+Fr 92 31 20 36 30 20 39 115 0 7
EM-Fr 33 1 0 40 21 9 7 95 23 7
EM+Fr 88 2 0 46 31 9 24 117 1 6
St+3m 53 6 2 36 20 11 6 104 12 2

PrM-Fr: premenopausal women without fracture, PrM+Fr: premenopausl women with fracture, PM-Fr: postmenopausal
women without fracture, PM+Fr: postmenopausal women with fracture, EM-Fr: elderly men without fracture, EM+Fr:

elderly men with fracture, St+3m: Understeroid more than 3 months

BP: bisphophonate, SERM: selective estrogen receptor moderator, ES: estrogen, Alfacal: alfacalcidol, Calcitri: calcitriol,
PVD: plain vitamin D, CT: calcitonin, Ca: calcium

Table 5. (Question 9)

Status Bp SERM ES Alfcal Calcitri PVD CT Ca No med Other
PrM-Fr 6 3 5 14 13 13 1 74 68 0
PrM+fr 50 4 6 33 21 24 22 128 14 6
PM-Fr 51 26 19 41 31 19 4 121 17 4
PM+Fr 118 37 19 49 41 27 37 133 1 8
EM-Fr 40 4 0 40 28 15 10 114 29 0
EM+Fr 101 8 0 58 41 15 38 135 5 13
PMwhr 91 21 21 49 40 26 14 132 5 3

PrM-Fr: premenopausal women without fracture, PrM+Fr: premenopausl women with fracture, PM-Fr: postmenopausal
women without fracture, PM+Fr: postmenopausal women with fracture, EM-Fr: elderly men without fracture, EM+Fr:
elderly men with fracture, PMwhr: postmenopausal women with high risks of exasperation of osteoporosis
BP: bisphophonate, SERM: selective estrogen receptor moderator, ES: estrogen, Alfacal: alfacalcidol, Calcitri: calcitriol,
PVD: plain vitamin D, CT: calcitonin, Ca: calcium

Table 6. Evaluation of supporting a continuous medication (question 10)

Status Bp SERM ES Alfcal Calcitri PVD CT Ca No med Other
PrM-Fr 10 3 3 13 11 12 0 63 41 1
PrM+fr 41 3 5 20 17 18 13 94 8 3
PM6-Fr 71 29 18 40 29 16 17 106 1 3
PM7+Fr 67 24 13 42 29 13 13 106 1 4

PrM-Fr: premenopausal women without fracture, PrM+Fr: premenopausl women with fracture, PM-Fr: postmenopausal
women within 6 years without fracture, PM+Fr: Postmenopausal women (more than 6 years) with fracture
BP: bisphophonate, SERM: selective estrogen receptor moderator, ES: estrogen, Alfacal: alfacalcidol, Calcitri: calcitriol,
PVD: plain vitamin D, CT: calcitonin, Ca: calcium
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Fifty two per cent responders agree but
twenty-one physicians do not agree while twenty-
seven responders do not answer.

The kind of combination is best for the
following conditions.

Question 10. Do you support a continuous medication
from an early stage to an advanced stage after the
remission therapy? (Table 6).

Discussion

There are many kinds of medication for
osteoporosis but they can be divided into two
categories:

1. Bone formation agents: Calcium, vitamin D
and analogues, vitamin K2, PTH.

2. Antiresorptive agents: Bisphosphonates,
Calcitonin, SERM, Estrogen.

Application of these drugs at the proper time
and to appropriate situation is the goal of treatment.
The antiresorptive agents should be used when the
bone has high resorption for stopped bone loss. In
this survey, the responders used fracture, menopause
as amarker for treatment even in premenopausal women
with fracture or without fracture, these groups should
be carefully taken care of. In the study, the finding was
that premenopausal and postmenopausal women were
at high risk of bone resorption. They were about 98%
who were checked by biochemical bone markers.
Bone markers are very sensitive to bone change which
can show the dynamic change of bone. The duration
of treatment should be three to twelve months for
avoiding of bone suppression.

Bisphosphonates are strong antiresorptive
agents; they should be used in short period. The
common side effects are Flu-like symptom, irritable
bowel and very rare cases for oral bisphosphonates,
e.g. jaw necrosis, cancer of oesophagus.

Calcitonin is an antiresorptive agent with
analgesic property about 30% of calcitonin user are
non-responses and some cases show an escape
phenomenon. The elderly has a trend of decreasing
sodium, potassium magnesium in blood that probably
induce coma.

Estrogen is an antiresorptive agent which is
suitable for intolerable menopausal syndrome. This
agent needs to be used carefully because it may
induce neoplasm of the breast.

SERM is a mild antiresorptive agent it can be
used through a prolonged period for optimizing the
bone resorption. Non-response may be found in this
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agent. The venous engorgement should be omitted.
The application in osteoporosis male is not supported.
Vitamin D is a formative agent for osteocalcin synthesis,
suppression of PTH secretion, enhancing calcium
absorption at intestine and kidneys and controlling
bone remodeling. The natural form has to be changed
into an active form at liver and kidneys. The popular
analogue of vitamin D is alfacalcidol. This form has an
advantage over vitamin D (native form) for decreasing
the incidence of hypercalcemia. Alfacalcidol is a
common application in osteoporosis.

This survey will give lesions: Diagnosis of
osteoporosis should not use only bone mass measure-
ment, whereas the low bone mass may be occurred
by osteomalacia, rickets, renal osteodystrophy, hyper-
parathyroidism. History taking and plain roentgen
will support.

Bone markers can verify the status of bone
and monitor the drug therapy.

Treatment is still controversy but selection of
proper drug in proper time will be effective. Initiating is
recognized by most responders by using of low bone
mass, vertebral fracture, bone markers, menopause,
patient’s age and high risks of osteoporosis as criteria.
In addition, medication combination of drugs should
be avoided in the same group of agents. This study
found that 52% of responders agreed twenty-one
responders refused to use the combination and
twenty-seven responders showed no comment. Toward
the quit medication opinion, the responders agreed
to quit when experiencing serious side effects (62%),
depending on patient’s economic status (53%), getting
stable BMD (52%), patients’ agreement to stop (34%)
and when the further fractures do not occur (22%)
and others (5%).
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