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Hospitalists may not consider osteoporosis to be an 

entity that they are responsible for diagnosing or treat-

ing, since it has largely been relegated to the outpa-

tient physicians; there may be multiple reasons for this 

point of view.  First, patients are never admitted to the 

hospital with the primary diagnosis of “osteoporosis;” 

it is more likely for them to be admitted due to a con-

sequence of their osteoporosis, such as an osteoporotic 

fracture, for which the immediate focus is surgical therapy and pain control.  Alterna-

tively, a  patient may be noted to have osteoporosis during their hospital stay for a com-

pletely unrelated problem and the diagnostic and therapeutic focus is on the acute is-

sue.  Secondly, the diagnosis of osteoporosis has, perhaps inappropriately, been largely 

tied to the results of bone mineral density (BMD) testing, a study that cannot typically 

be obtained in the inpatient setting.  This often leads to the conclusion that, even in the 

face of an apparent osteoporotic fracture, treatment must await the outpatient confirma-

tion of osteoporosis via BMD testing. 

Despite this background, it is clear that our aging patient population will force us to 

confront an epidemic of osteoporosis and its consequences.  The National Osteoporosis 

Foundation estimates that there are currently about 12 million people with osteoporosis 

and another 40 million with low bone mass; these numbers are expected to rise to 14 

and 47 million by 2020 *1+.  It has also been estimated that the number of hip fractures 

will double or triple by 2040 *2+, a problem that will have definite implications for hos-

pitalists.  Unfortunately, it is clear that our healthcare system does a poor job of recog-

nizing and treating osteoporosis; indeed this condition is often not diagnosed or treat-

ed, even in patients who have suffered a fracture.  In one study of patients with a prior 

hip fracture, only 1 in 8 patients underwent BMD testing, fewer than 1/4 were given 

calcium and vitamin D supplements and less than 1 in 10 were treated with anti-

resorptive medications *3+. 

While hospitalists may recognize that BMD values help to establish the diagnosis of 

osteoporosis, the NIH Consensus Conference definition of osteoporosis does not refer to 

BMD results: “osteoporosis is a skeletal disorder characterized by compromised (cont) 
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(continued)  bone strength, predisposing to an increased risk of fracture  *4+.” 

 

The implication for hospitalists, who play an important role in the management of hip fracture patients, is that 

patients with osteoporotic fractures can be diagnosed and treated.  If such patients are discharged without 

arrangements for further assessing and treating the osteoporosis, an important opportunity will have been 

lost.  As hospitalists, we often see patients with symptomatic or asymptomatic vertebral fractures, identified 

on CXR or other studies; these patients are at significant risk for subsequent fractures and would benefit from 

therapy to increase their bone strength. 

 

The HORIZON trial showed that patients with hip fractures who are treated with zoledronic acid infusion had 

markedly better outcomes at one year compared to patients who received placebo *5+; the patients benefitted 

from both a reduction in recurrent fractures and a reduced mortality from any cause.  Our current system for 

reimbursement of hospital care has probably discouraged the adoption of this strategy: the single yearly infu-

sion of zoledronic acid is about equivalent to the cost of a year of treatment with oral bisphosphonates ($1262 

for a single infusion of zoledronic acid vs. $1093 for one year of weekly alendronate) *6+.  If administered in the 

hospital setting, the infusion of this expensive medication would add considerable cost to the hospital care for 

patients under a fixed payment based system.  Even in the HORIZON trial, the infusion of zoledronic acid was 

administered shortly after admission but within 90 days of the fracture; adopting this approach would take 

considerable coordination of care between the hospitalist and the post-discharge provider (often a rehabilita-

tion or nursing home physician in the case of hip fractures). 

 

What can hospitalist do?  Consider the following: 

1. We have to accept responsibility for the identification and treatment of osteoporosis.  An analogous devel-

opment has been the widespread vaccination of hospitalized patients against influenza and pneumo-

coccus, a practice once relegated to outpatient settings.  Another analogy to consider: viewing a fracture as 

a sentinel event in the natural history of osteoporosis just as we view a myocardial infarction as  a sentinel 

event for patients with cardiovascular disease; an MI prompts us to prescribe aspirin, statins and other 

medications to diminish risk of future events and the occurrence of an osteoporotic fracture should trigger 

a similar response. 

2. We should be willing to make the diagnosis of osteoporosis in our patients, even when BMD results are 

not yet available.  This may be suspected due to acute osteoporotic fractures or the discovery of asympto-

matic vertebral fractures on radiographic imaging; in such cases, we should facilitate arrangements for 

their outpatient BMD testing. 

3. When we suspect undiagnosed or untreated osteoporosis in a patient, we should initiate laboratory evalu-

ation for osteoporosis, including serum calcium, phosphorus, vitamin D and parathyroid hormone levels; 

other testing, such as serum protein electrophoresis and TSH, might also be performed if clinically indicat-

ed. 

4. When hospitalists recognize untreated osteoporosis, treatment should be initiated.  This includes adequate 

supplementation with calcium and vitamin D in addition to pharmacologic therapy with bisphos-

phonates; an appropriate starting point is to initiate this strategy for geriatric patients admitted with ap-

parent osteoporotic fractures. 
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MULTIPLE SPINAL EPIDURAL ABSCESSES 

 

A 62 year old white male with a past history of Hepatitis C presented to the ER with complaints of fever, back 

pain and weakness of his lower extremities.  The patient had been having intermittent low grade fevers for about 

a month, with associated chills and night sweats.  He took a course of Amoxicillin with no improvement.  Over 

the past 8 days, his lower back pain, described as sharp without radiation, was increasing in severity and had 

become 10/10 with movement.  He also reported a sensation of weakness in his lower extremities and was having 

difficulty walking or standing; at presentation, he was unable to stand without support.  He admitted to alcohol 

and IV drug abuse; home medications included ropinirole, fluoxetine, olanzapine and fluticasone nasal spray. 

 

Initial vitals revealed T 36C, P 92, R 16 and BP 136/74.  Physical exam demonstrated an acutely distressed, dishev-

eled male who was irritable and uncooperative.  He had a port-a-cath on his left chest, placed 8 months ago for 

treatment of melanoma; no erythema or tenderness was noted at the catheter site.   Cardiac exam revealed a regu-

lar rhythm without murmurs.  A tender, red, non-fluctuant swelling of his left hand, on the thenar aspect, re-

stricted finger movement.  Swelling was also noted over his lumbar spine (10cm transverse by 3 cm vertical); this 

was non-fluctuant and not erythematous.  The patient was unable to walk and could not stand without support 

due to weakness in his legs; motor strength was 3/5 in both lower extremities.  Cranial nerves 2-12 were intact.  

DTRs were hyperreflexic in the lower extremities but his sensory exam was normal.  Anal sphincter tone was also 

normal. 

Admission labs revealed WBC 19.2 with 80.2% granulocytes, Hgb 13.8, ESR 113, CRP 32.7, Na 123, K 3.4, serum 

glucose 196, creatinine 1.75, albumin 2.8 and his hepatic transaminases were normal; his urine toxicology screen 

was positive for amphetamines and barbiturates.  Plain films of the LS spine showed 6mm of retrolisthesis of L3 

on L4, multilevel degenerative disc disease and anterior margin osteophytosis with disk space loss, which was 

most prominent at L4 and L5.   Films of the left hand were remarkable for severe degenerative changes and radio-

graphs and a CT of the thoracic and lumbar spine revealed only degenerative disc disease.  The patient was pan-

cultured and started on IV vancomycin and meropenem. 
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