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Fractures in older adults can be catastrophic

A fracture can be devastating
It can sharply reduce the likelihood of independent living, 
and mortality can be as high as 20% within the first year.2-5

Even older patients whose fractures follow trauma are likelier to have low bone density and 
to suffer another break.7,8

Medication has great potential to reduce future fracture risk

Nearly half of older women with  
osteoporosis and a fracture are not  
taking a medication that can prevent  
the next one.10

Bisphosphonates can lower the odds of  
another vertebral fracture by roughly 70%  
and reduce the risk of any new clinical  
fracture by 35% after a hip fracture.11,12

are not taking  
medication but 
could benefit

44%

One fracture sharply increases the risk of a subsequent one6

Up to 30% of women with a fracture will 
have another one within five years9
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People 50 and over suffer nearly  
4 million fractures each year in the U.S.1
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Assess fracture risk after a broken bone

Spine and hip fractures: Go straight to treatment

Older patients with a spine or hip fracture have osteoporosis. It isn’t necessary to delay 
starting a medication to get a dual-energy x-ray absorptiometry (DXA) scan first, though a 
test early in treatment can provide a useful baseline.

Lower-risk fractures: Assess DXA first

Patients with a lower-risk fracture (not spine or hip) may benefit 
from a DXA scan to help determine the best treatment. The DXA  
T-score compares bone density with that of a young, healthy adult. 
The test is quick, noninvasive, painless, and covered by insurance.

FIGURE 1. Categorizing the T-score in older adults13,14
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Use the T-score to determine next steps:

•	Normal bone: No medication needed. 

•	Osteopenia: 
	— Pelvic, proximal humerus, or wrist fracture: Treat with a bisphosphonate.
	— �Fractures at other sites (excluding spine and hip): Use the FRAX score  
(FRAXplus.org) to assess refracture risk and decide whether to treat with  
a bisphosphonate.

•	Osteoporosis (including fractures of the spine and hip): Treat with  
a bisphosphonate.

FRAX score 
assessment tool

https://qrco.de/bgqTBP
https://qrco.de/bgqTBP
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Bisphosphonates are best for most patients
FIGURE 2. Initial treatment with bisphosphonates15-17
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Oral bisphosphonates: alendronate, risedronate, ibandronate; IV bisphosphonate: annual treatment  
(zoledronic acid [Reclast]) or quarterly treatment (ibandronate [Boniva]). 
For patients with creatinine clearance <35 mL/min, avoid bisphosphonates. Consult with an endocrine  
or renal specialist for alternatives.

Pause osteoporosis treatment and reassess bone mineral density every 1-2 years

NO

Does the patient have any of these? 
• Gastroesophageal reflux disease (GERD)
• Malabsorption (e.g., bariatric surgery,  

celiac disease)

• Adherence concerns
• Inability to remain upright for 30 min

Are there 1 or more risk factors?
• Hip, spine, or multiple other osteoporotic 

fractures during treatment 
• Hip T-score ≤-2.5 after initial treatment
• Older age (i.e., >70)

• At-risk medications (e.g., steroids)
• New diagnosis associated with  

bone loss
• Elevated FRAX score (≥ 20% major 

fracture, ≥ 3% hip)

Treatment can be started immediately after a fracture

•	Giving zoledronic acid immediately after hip fracture surgery does not delay healing.18

•	Starting treatment within 90 days of a hip fracture reduces the risk of  
subsequent fractures by 35% and reduces mortality by 28% over 2 years.19

•	A DXA can be obtained after starting treatment to establish a baseline.
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Tips for success with bisphosphonates

	Find the right option

•	Oral medication is taken daily, weekly, or monthly. GI side effects can be prevented by taking 
it with a large glass of water on an empty stomach and sitting upright for 30 minutes afterwards. 

•	 IV medication is given once yearly (zoledronic acid) or quarterly (ibandronate).

•	Both oral and IV bisphosphonates are available as generics and are inexpensive.

	Remind patients that these treatments are not lifelong

	Explore other options if bisphosphonates are not an option

Referral to a bone specialist can help determine whether other medications are needed. 

•	Denosumab (Prolia, biosimilars) requires lifelong use due to rapid bone loss and more  
vertebral fractures when stopped after 2 years.

•	Anabolic medications—teriparatide (Forteo, generics), abaloparatide (Tymlos), and  
romosozumab (Evenity)—require special monitoring.

FIGURE 3. Explain treatment benefits while emphasizing that side effects are uncommon.20-23

	*	Mainly associated with oral bisphosphonates.
	**	�Dentists may ask about bisphosphonate treatment and be more cautious with the type of procedures they do 

while a patient is on bisphosphonate treatment, even though the risk is very low. 
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Treatment benefits vastly outweigh the risks
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Encourage overall bone health

Cost of treatment
FIGURE 4. The price of 30 days of treatment*

*For medications given less frequently than monthly, price is divided by dosing interval in months. Prices from goodrx.com, 
March 2026 or using Medicare ASP pricing files as of January 2026 for clinician administered medications. Listed doses are 
based on Defined Daily Doses by the World Health Organization, when available, or package inserts; they should not be used 
for dosing in all patients. All doses shown are generics when available, unless otherwise noted. These prices are a guide;  
patient costs will be subject to copays, rebates, and other incentives.

zolendronic acid 5 mg IV yearly* $25

alendronate 10 mg daily $30

alendronate 70 mg weekly $27

ibandronate 150 mg monthly $18

risedronate 150 mg monthly $36

denosumab (biosimilars) 60 mg every 6 months $67-388

abaloparatide (Tymlos) 80 mcg daily $3,523

teriparatide (Forteo) 20 mcg daily $3,030

romosozumab (Evenity) 210 mg monthly* $2,543

0 $100 $200 $300 $400 $500 $600 $700 $800 $900 $1,000

Ensure adequate calcium intake
Set a goal of 1,200 mg of calcium daily, ideally through the diet in four  
separate servings. Supplements can help if dietary intake is inadequate.

Make sure vitamin D levels are sufficient
Ideal levels are between 30-50 ng/mL. Supplement if needed.

Exercise
A combination of resistance and weight-bearing exercises 
can reduce fracture risk.24

Limit alcohol intake and stop smoking
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Key points

• Starting treatment immediately after a fracture is safe and best practice.

• For patients who have had a vertebral or hip fracture, start osteoporosis treatment
even before getting a baseline DXA scan.

• Get a DXA scan for patients with low-risk fractures to decide on treatment.

• Treatment for most patients is affordable, well-tolerated, time limited, and can
significantly reduce the risk of repeat fractures.

For CME credit

FPO
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