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Make No Bones about It; Osteoporosis
Screening Works!

Recent USPSTF recommendations provided clear and actionable
guidelines on the role of osteoporosis screening. This is
important because 12.3 million individuals older than 50 will have
osteoporosis by 2020. Also, many of these will suffer from hip and
other fractures that will result in serious disability, pain and 20%
will die.

Too Much of Something Good may
be Bad! Risks of supplemental
Oxygen

Traditionally,
clinicians
have
relied
on
oxygenation as one of the strategies for patients
facing imminent or potential cardiovascular and
pulmonary compromise. Frequently, teams opt for
oxygenation to 100% saturation levels for
Central dual-energy x-ray absorptiometry (DXA) of the hip and hospitalized patients. But are there any unintended
lumbar spine is the most commonly used test to screen. It consequences to this approach?
measures the bone-mineral density (BMD) that guides on the
Recent studies show that hyperoxia may actually
management.
be harmful. Specifically, a meta-analysis of 25 trials
The USPSTF confirmed that clinical risk assessment tools for has shown significantly higher mortality with the
osteoporosis are moderately accurate and they recommend liberal use of supplemental oxygen in acutely ill
screening for osteoporosis with bone measurement testing to patients when compared with patients who are
prevent osteoporotic fractures in postmenopausal women younger given conservative oxygenation.
than 65 years who are at increased risk of osteoporosis, as
determined by a formal clinical risk assessment tool. (B
recommendation). They also gave a “B” status to the
recommendation that all women above 65 years of age should be
screened by DXA to prevent osteoporotic fractures. In regard to
screening in men, the recommendations found insufficient
evidence that it was helpful or harmful.

Guidelines also reminded that 120 to 300 minutes of weekly,
moderate-intensity aerobic activity reduced the risk of hip
fractures. Moreover, weekly balance and muscle-strengthening
activities help prevent falls in older adults. The publication
reminded readers that there were several effective treatment
options for addressing osteoporosis e.g. bisphosphonates,
parathyroid hormone, raloxifene, and estrogen.

The analysis recommends that for acutely ill
medical patients, who need oxygen, the upper limit
for SpO2 should be less than 97%, as higher levels
were associated with higher mortality. The study
also recommended that for acute MI and stroke
patients, oxygen should not be used if the SpO2>
93% (strong recommendation).
Finally, for patients with risk of hypercapnic
respiratory failure, a target SpO2 should range
between 90-94% for most patients. Only patients
with carbon monoxide poisoning or sickle cell
crisis should receive SpO2 targets approaching
100%.

Many nursing home residents already have a history of a major
fracture or multiple risk factors for fractures. For majority patients
screening studies are burdensome, and it may be advisable to
initiate osteoporosis management. We need to remember that
osteoporosis treatment options may have adverse effects so
detailed discussion with patient, family and facility staff along with
close monitoring are advised.

With high expectations to provide high acuity care
in our skilled facilities, this is an important
educational update for us to be aware of. These
recommendations though are based on studies
from the acute care setting, should be applicable to
our population too.
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An Achy Head; What a Headache!
Adequate diagnosis of headaches (HAs) often offers a medical dilemma. The challenge is even harder in the elderly.
Journal of American Geriatrics Society just published a review article on geriatric headaches. Here is a summary of
key points but detail study of the article is highly recommended.
• Chronic HA is defined as >15 headache days/ month for more than 3 months.
• Tension HA is highly prevalent among elderly (39% elders). Other “primary” HAs include migraines and cluster HAs.
• In migraines (6% in elders) HA may occur with aura, without aura or aura may occur without HA.
• In elders, migraine incidence drops with age but aura without HA increases in frequency, mimicking a transient
ischemic attack.
• Cluster HAs are less frequent. They have orbital and/or temporal pain for up to 3 hours along with autonomic
features (congestion in eye or nose, flushing, sweating etc.)
• Key causes of secondary HAs include vasculitis, strokes, tumors, abscesses, glaucoma, polymyalgia etc.
• Treatments for primary HAs are either preventative or abortive. Former is started when HA results in decrease in life
quality with a frequency of more than 4 per month.
• Triptans are effective but should be used with caution in the elderly due to risks of stroke and coronary artery
disease. Ergots are nonspecific in action and contraindicated in the elderly.
• Acetaminophen is preferred over NSAIDs, and in combination with caffeine is an excellent option for migraine
treatment in the elderly.
• Indomethacin may be used for severe migraine episodes but should be started at the smallest dose and titrated
cautiously, observing for gastrointestinal effects.
• There is no evidence available for benefit of opioids for acute migraine treatment.
• Oxygen given thru a non-rebreather mask at 10-12 L is effective for treating cluster headaches.
• The preventative medications with class A evidence for effectiveness include topiramate (25-200mg/ day),
propranolol (120-240 mg/d), and sodium valproate (400-1000mg/d).
• Many other medications classes such as tricyclic antidepressants, SSRIs, riboflavin, histamine, gabapentin and
several other antihypertensives belong to less effective preventative category.
• Be aware of Medication Overuse Headache that results from using any abortive medication for more than 10-15
days per month. Non-pharma measures e.g. biofeedback, relaxation, lifestyle modification, and sleep hygiene
should be attempted before medications are prescribed.
Berk, Thomas, et al. "Diagnosis and Treatment of Primary Headache Disorders in Older Adults." Journal of the American Geriatrics Society 66.12 (2018): 2408-2416.

Continue to next page

EVIDENCE IS CONFIDENCE
Page 3
a Signature HealthCARE publication

Fentanyl Tops the List
The National Vital Statistics Reports published the narcotic that was implicated in the highest number of deaths in
US in 2016. Whereas, heroin dropped from 2012 to 2015, fentanyl rose to the top in the 2016 tally. The
study is performed using drugs mentioned in the death certificates.

The statistic is a crucial one as it highlights the risks associated with the use of narcotics, in general and
specifically with fentanyl. The risks for adverse events is amplified for the elderly. Pain management is crucial to
maximize life quality and function for our frail patients in nursing facilities, but opioid administration needs to
be done with the most interdisciplinary focus and with a clear understanding of management objectives, while
monitoring for adverse effects.

I will also highlight that recently AMDA, Society of Post-Acute and Long-term Care Medicine released its policy
on the use of narcotics and can be found at: https://paltc.org/newsroom/amda-approves-policy-statementopioid-use-nursing-homes-1
Access Free Report here: https://www.cdc.gov/nchs/data/nvsr/nvsr67/nvsr67_09-508.pdf

Managing Lower Extremity Joint Pain? No need for Knee-Jerk Reactions
A recent meta-analysis in JAMA assessed the efficacy of various treatment modalities for chronic knee pain
secondary to osteoarthritis. The analysis encompassed 22,000 patients with a follow up of 1-4 years, reviewing
more than 30 pharmacological interventions.
Interestingly, for long-term pain management only two agents showed statistical significance even though the
clinical significance was low. These included Celecoxib and glucosamine sulfate. Glucosamine also showed modest
benefit for improving physical function.
This study reminds me that for chronic knee pain for osteoarthritis there is no single intervention that will work
in every patient. We may need to assess our patients more frequently to make sure that our pharmacological
choice is helping them. With frail elders, celecoxib will be a risky long-term medicine, so instead I will
always start with acetaminophen and also consider a local analgesic cream. Given this study, I may be compelled
to make glucosamine as one of my earlier choices.
Gregori, Dario, et al. "Association of Pharmacological Treatments With Long-term Pain Control in Patients With Knee Osteoarthritis: A Systematic Review and Meta-analysis."
Jama 320.24 (2018): 2564-2579.

Dr. Arif Nazir Chief
Medical Oﬃcer

