
THERAPEUTICS AND MEDICAL MANAGEMENT (S JAN DE BEUR AND B CLARKE, SECTION

EDITORS)

Anabolic Agents for Postmenopausal Osteoporosis:
How Do You Choose?

Felicia Cosman1,2
& David W. Dempster3

Accepted: 19 January 2021
# The Author(s), under exclusive licence to Springer Science+Business Media, LLC part of Springer Nature 2021

Abstract
Purpose of Review There are now three anabolic agents available for the treatment of postmenopausal women at high risk for fracture.
The purpose of this review is to supply a rationale to aid in determining which agent should be used in which clinical settings.
Recent Findings Studies over the last decade have shown that anabolic agents produce faster and larger effects against fracture
than antiresorptive agents. Furthermore, trials evaluating anabolic antiresorptive treatment sequences have shown that anabolic
first treatment strategies produce the greatest benefits to bone density, particularly in the hip region. However, there are no head-
to-head evaluations of the three anabolic therapies with fracture outcomes or bone density, and these studies are not likely to
occur. How to decide which agent to use at which time in a woman’s life is unknown.
Summary We review the most significant clinical trials of anabolic agents which have assessed fracture, areal or volumetric bone
density, microarchitecture, and/or bone strength, as well as information gleaned from histomorphometry studies to provide a
rationale for consideration of one agent vs another in various clinical settings. There is no definitive answer to this question; all
three agents increase bone strength and reduce fracture risk rapidly. Since the postmenopausal lifespan could be as long as 40–
50 years, it is likely that very high-risk women will utilize different anabolic agents at different points in their lives.
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Introduction

Recent data from pivotal anabolic trials and comparative
studies of anabolic and antiresorptive agents have shown

greater and faster antifracture efficacy with anabolic com-
pared with antiresorptive medications and have provided a
clear rationale for the initial use of anabolic therapy in
patients at high imminent risk for fracture [1–7], including
patients with recent or multiple clinical fractures [8–12]
and subclinical radiographic vertebral fractures [13, 14].
This evidence is supported by observations indicating that
an anabolic first treatment sequence is important in order
to attain the highest BMD levels, particularly in the hip
[15, 16]; total hip BMD during or after treatment has
emerged as a major predictor of future risk of both
nonvertebral and vertebral fractures [17–20]. A goal-
directed treatment task force concluded that achievement
of t score levels above − 2.5, is an important target for
osteoporosis treatment [21]. For patients who present with
BMD levels where there is a low probability that that target t
score can be achieved within a 3-year period using antiresorptive
medication, anabolic agents should be considered first-line ther-
apy [22].

The existing guidelines, at least from the endocrine commu-
nity are evolving toward this more proactive view of anabolic
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therapy [23–25], but certainly do not provide criteria to guide
what anabolic agent should actually be utilized of the three
available in the USA. Aside from the ACTIVE trial which com-
pared abaloparatide and teriparatide directly [3], and a phase 2
study which evaluated the BMD effects of romosozumab with
teriparatide [26], there are no other clinical trials which compare
anabolic agents in head to head investigations. Therefore, there
is little evidence base to guide this decision. Furthermore, it is
unlikely that we will ever have this evidence.

In this paper, we review the efficacy and safety data for the
three FDA-approved anabolic agents at their FDA-approved
doses. We also review the underlying mechanism of action
for each of the compounds, including knowledge gleaned from
histomorphometric studies. Then we apply the information
available to address various clinical scenarios that might help
provide a rationale for choosing one medication over another.
Much of the discussion is theoretical and cost is not considered.

Mechanism of Action of Anabolic Agents

Molecular Mechanism of Action

All three currently approved osteoanabolic agents work by
signaling through the canonical Wnt/beta-catenin pathway.
Wnt proteins are secreted proteins that are known to regulate
the differentiation, growth, function, and death of cells in
many tissues. The involvement of Wnt signaling in bone for-
mation was recognized with the discovery that specific muta-
tions in the Wnt coreceptor low-density lipoprotein receptor–
related protein 5 (LRP5) caused high and low bone mass syn-
dromes [27].

Both teriparatide and abaloparatide activate Wnt signaling
by binding to the parathyroid hormone receptor type 1
(PTHR1) on osteoblasts and osteocytes. Activation of
PTH1R signaling in osteoblasts and osteocytes leads to a cas-
cade of downstream effects with one of the key effects being
downregulation of sclerostin expression in osteocytes.
Sclerostin acts as a potent inhibitor of Wnt/beta-catenin sig-
naling by preventing binding of Wnt proteins to its
coreceptors LRP5 and Frizzled. The Wnt/beta-catenin path-
way is therefore activated by removal of this inhibitor. In vitro
studies have shown that PTHR1 has two high-affinity confor-
mations: the G protein–independent R0 confirmation and the
G protein–dependent RG conformation. Binding to R0 results
in prolonged cyclic AMP signaling, which stimulates resorp-
tion as well as formation. In contrast, binding to RG results in
more transient cyclic AMP signaling responses, which favor
bone formation. Abaloparatide apparently bindsmore selectively
to the RG conformation of PTH1R than teriparatide [28].

Romosozumab also activates the Wnt/beta-catenin pathway
by lowering sclerostin activity, but not through a receptor-
mediated mechanism. Romosozumab is a humanized

monoclonal antibody to sclerostin. One of the important differ-
ences in activating Wnt/beta-catenin signaling via the receptor-
mediated mechanism, in contrast to the sclerostin antibody
mechanism, is the effect on bone resorption. Both teriparatide
and abaloparatide stimulate resorption by increasing receptor
activator of nuclear factor kappa-Β ligand (RANKL) and low-
ering osteoprotogerin (OPG) directly through PTH1R activa-
tion, even though sclerostin expression is inhibited.
Endogenously produced sclerostin stimulates bone resorption
through an autologous effect on osteocyte RANKL production.
Since the sole effect of romosozumab is to inhibit sclerostin
activity, romosozumab has a suppressive effect on resorption.
Thus, abaloparatide and teriparatide can be classified as pro-
remodeling osteoanabolic agents, whereas romosozumab is
best considered to be a dual-action osteoanabolic agent in that
it stimulates formation and, to a lesser extent, inhibits
resorption.

Bone Histomorphometry

Osteoanabolic agents can be defined as drugs which increase
bone mass by increasing the rate of new bone formation [29].
Their mechanism of action is, therefore, fundamentally differ-
ent from antiresorptive drugs, which reduce both resorption
and formation rates [30]. Of the three currently approved
agents in the osteoanabolic class, teriparatide is the most ex-
tensively studied by bone histomorphometry.

Teriparatide In the late 1990s, our group conducted paired bi-
opsy studies in eight osteoporotic men treated with teriparatide
for 18 months and eight osteoporotic, postmenopausal women
treated with teriparatide and concomitant HT for 3 years [31,
32]. The effects of monotherapy with teriparatide on iliac crest
bone biopsies were also studied in women who participated in
the Fracture Prevention Trial [2, 33–36]. In order to understand
the cellular mechanisms underlying teriparatide’s early actions
on bone, several studies utilized a quadruple tetracycline label-
ing regimen where patients were double-labeled prior to treat-
ment and then double-labeled again during teriparatide treat-
ment, immediately prior to biopsy [37–39]. This approach per-
mits bone formation parameters to be measured at the same sites
before and after treatment within one biopsy. To differentiate the
mechanism of action of teriparatide from that of antiresorptive
therapies, comparative studieswere performedwith alendronate,
zoledronic acid and denosumab [40–45]. In the first
histomorphometric study to investigate the effects of any osteo-
porosis drug on the human femoral neck, Cosman et al. [46•]
investigated the early effects of teriparatide in patients undergo-
ing total hip replacement. Recently, a follow-up study charac-
terized the influence of loading modality and age in the femur
neck on the response to teriparatide [47].

Taken together, the histomorphometric studies indicate that
the initial response to daily teriparatide treatment, which can
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be observed as early as 4 weeks, consists of increased osteo-
blastic bone formation achieved by an increase in the extent of
the bone-forming surface as well as an increase in the linear
rate of mineral apposition [37, 48, 49]. Teriparatide initially
stimulates bone formation in and adjacent to bone remodeling
units that were active before the onset of treatment [37, 43, 44]
by stimulating the activity of preexisting osteoblasts, and/or
by enhanced recruitment of osteoblasts to preexisting bone-
forming sites, and/or by increasing osteoblast longevity [50].
Although most of the new bone formation that is stimulated
by teriparatide treatment (∼ 70%) occurs over scalloped rever-
sal lines, indicating prior resorption and, therefore,
remodeling-based bone formation, there is evidence for for-
mation on previously quiescent surfaces with smooth cement
lines, i.e. modeling-based formation [36, 37, 43, 44].
Furthermore, stimulation of both remodeling- and modeling-
based formation was observed in the femoral neck of
teriparatide-treated subjects after just 6 weeks [51].

Although increased bone formation usually precedes in-
creased remodeling activation with teriparatide, one study
showed evidence of increased eroded surface and osteoclast
number as early as 28 days [48], although this study used a
higher dose than that eventually approved. Increased remod-
eling indices were also observed following 3 months [38] and
6 months of treatment [39–42, 52], however, they tended to
return toward pretreatment values after 12 to 36 months [31,
42, 53]. The temporal pattern of the changes in the morpho-
metric variables of bone remodeling in the iliac crest mirrors
that observed with biochemical markers [38, 40, 54–57].

At the structural level, teriparatide-stimulated bone forma-
tion leads to an increase in the wall thickness of bone packets
on both cancellous and endocortical surfaces, which accounts
for the reported increases in cancellous bone volume and cor-
tical thickness [31, 36, 49, 52, 58]. Structural improvement is
also confirmed by 3D micro-CT measurements showing in-
creased cancellous bone volume and trabecular connectivity,
with a shift toward a more plate-like structure, and increased
cortical thickness [31, 34]. Improvements in bone structure
following 22 months of teriparatide treatment correlated with
the changes in biochemical markers of bone formation at
1 month [33]. Moreover, teriparatide treatment increased the
proportion of bone matrix with lower mineralization density,
mineral crystallinity, and collagen cross-link ratio, all of
which are characteristic of newly formed, younger bone [32,
35]. There is also evidence for an improvement in collagen
orientation with teriparatide treatment [59].

While the earlier histomorphometric studies tended to focus
exclusively on cancellous bone, later studies also included as-
sessments of endocortical, intracortical, and periosteal compart-
ments and there is now ample evidence that teriparatide stimu-
lates formation on all four bone surfaces [38, 41–44]. Although
the concept that teriparatide stimulated formation on the peri-
osteal surface was for some time controversial, quadruple

labeling studies provided the most convincing evidence to date
that indeed it does [38, 44]. However, the amount of increased
formation on the periosteal surface—at least in the iliac crest—
is much less than that seen on the other 3 envelopes. Early
hopes that this may increase the external diameter of bone in
humans and thereby lead to a disproportionate increase in buck-
ling strength were not fulfilled [60, 61]. Nevertheless, one could
speculate that any formation on the periosteum may have a
salutary effect on bone strength, particularly in focal regions
where the cortex is very thin and porous [62]. Smoothing of
defects on the periosteal surface could theoretically prevent
cracks from developing and propagating.

Abaloparatide Iliac crest bone biopsies were obtained in a
subset of patients (n = 105) treated with placebo,
abaloparatide, or teriparatide for between 12 and 18 months
in the ACTIVE trial [3, 63]. Somewhat unexpectedly, mea-
surement of a standard panel of static, dynamic, and structural
histomorphometric indices in 78 evaluable specimens re-
vealed only a few significant differences among the three
treatment groups; mineral apposition rate with teriparatide
was greater than with placebo, eroded surface was lower with
abaloparatide than placebo, and cortical porosity was signifi-
cantly higher with both abaloparatide and teriparatide com-
pared with placebo (numerically higher with teriparatide com-
pared with abaloparatide). The observation that there were no
significant differences in the bone formation rate and activa-
tion frequency among the three treatment groups may at first
seem surprising, given the osteoanabolic nature of
abaloparatide and teriparatide. However, this finding is con-
sistent with those from several previous histomorphometric
studies with similar duration of teriparatide [31, 34].
Increases in cancellous bone formation rate with teriparatide
treatment have been seen primarily during early treatment [37,
39, 42, 43]. Consistently, treatment with teriparatide for
6 months resulted in a higher activation frequency in cancel-
lous bone than treatment for 18 months [40]. In a more recent,
paired biopsy study [42], although the bone formation rate
remained constant in cancellous bone between 6 and
24 months, it declined during this interval in the endocortical
and intracortical envelopes. Nevertheless, the bone formation
rate in endocortical and intracortical bone was still higher,
even at 24 months, than it was in cancellous bone, indicating
that the majority of bone formed with teriparatide is likely in
these envelopes, not in cancellous bone tissue. Unfortunately,
analyses of the biopsies performed in ACTIVE considered
only cancellous bone, with measurements in cortical bone
limited to cortical porosity. The absence of a measurable ele-
vation in cancellous bone formation rate and activation fre-
quency at 12–18 months in the ACTIVE trial is consistent
with temporal changes in the biochemical markers in which
serum PINP level peaked early and then declined in both the
abaloparatide and teriparatide groups [3]. However, the
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persistent elevations in PINP at 18 months in ACTIVE (30%
elevated above baseline with abaloparatide) are likely due to
persistent bone formation stimulation in endocortical,
intracortical, and periosteal envelopes. Supporting this con-
cept, Dempster et al. [64] recently reported that a 3-month
treatment with abaloparatide induced a marked increase in
both remodeling- and modeling-based formation in the iliac
crest and the increments in bone formation rate were highly
correlated with those in serum PINP. With 3 months of
abaloparatide, bone formation was increased on cancellous,
endocortical, intracortical, and periosteal envelopes. The mag-
nitude of the increase in periosteal bone formation rate ap-
peared approximately 2-fold greater with abaloparatide than
in a study of identical design with teriparatide [38].

One theoretical beneficial effect of pro-remodeling anabol-
ic agents is that they can replace dead or moribund osteocytes
with new, healthy osteocytes, which could have an expected
life span of decades. Given the fundamental importance of
osteocyte viability to bone health and, indeed to extra-
skeletal mineral metabolism, this effect could be very impor-
tant. However, data supporting this concept are still lacking.

Romosozumab Bone biopsies were performed in the FRAME
study at 2 months (following quadruple labeling) and at
12 months with standard double labeling [65]. The 2-month
biopsies showed a significant increase in the bone formation
rate in the cancellous and endocortical envelopes in the
romosozumab group compared with placebo, but at
12 months, the bone formation rate was lower in the
romosozumab group than in placebo. This was consistent with
the temporal pattern seen with serum PINP, which peaked
early and declined to baseline by 9 months [4, 6]. A trend
toward an increase in periosteal bone formation rate was seen
at 2 months, but this was not statistically significant. The
increments in the bone formation rate in the endocortical en-
velope were quite similar (≈ 5-fold) with romosozumab,
teriparatide, and abaloparatide at similar time points (2–
3 months) [38, 64, 65].

At 12 months , when compared with placebo,
romosozumab treatment lowered resorption parameters, in-
cluding eroded surface and osteoclast surface and number, at
2 and 12 months, consistent with the demonstrated early and
persistent decline in biochemical markers of resorption [4, 6].
Although cortical porosity was numerically lower with
romosozumab vs placebo, the difference was not significant,
perhaps due to the modest-moderate potency of the
antiresorptive effect. In addition, the baseline level of cortical
porosity in older women with osteoporosis is in general much
greater than the reduction in cortical porosity that can be mea-
sured in bone biopsy specimens, even with the most potent
antiresorptive agents. For example, in the FREEDOM trial
[66] when compared with placebo, a small, but statistically
significant reduction in cortical porosity was seen in the 2-

year, but not in the 3-year, biopsies. Microcomputed tomog-
raphy of bone biopsies after 12 months of romosozumab treat-
ment revealed superior cancellous bone volume and cancel-
lous microstructure (improved trabecular plate structure and
prominent increase in trabecular thickness), as well as in-
creased cortical thickness with romosozumab vs placebo
[65]. As the early increase in bone formation with
romosozumab is accompanied by a decrease in bone resorp-
tion, one would anticipate that the bulk of the increased for-
mation would be in the form ofmodeling-based formation and
this has recently been confirmed [67]. However, in contrast to
teriparatide and abaloparatide, romosozumab did not increase
bone formation in the periosteal surface or intracortical enve-
lopes [65].

As mentioned above, romosozumab is a dual-action ana-
bolic drug and, unlike teriparatide and abaloparatide, does not
stimulate remodeling and therefore cannot replace old osteo-
cytes with new. However, romosozumab will still add new
osteocytes to the skeleton within the bone that is formed by
modeling-based formation. Moreover, a course of
romosozumab can still be followed by or preceded by a pro-
remodeling anabolic drug to get the maximum, long-term ad-
vantages of the two types of anabolic agents currently avail-
able. The optimal time interval between discrete courses of
anabolic therapy is not known at this time, however, it is
probably not advisable to use the anabolic agents sequentially
since a common feature to all three osteoanabolic agents is
that the anabolic effect declines with time on treatment.
Although this is consistent with the concept of a
“mechanostat” [68], the mechanisms underlying this effect
are not clear. At the cellular level, there is evidence that bone
formation declines due to depletion of the osteoblast precursor
pool [69, 70]. Alternatively, this could be due to mechanically
driven downregulation of Wnt signaling [71]. As a result,
sequential use of anabolic agents might result in a suboptimal
effect of the second medication.

Summary of Histomorphometric Effects Abaloparatide,
Teriparatide, and Romosozumab Cortical porosity increases
with both abaloparatide and teriparatide (probably less with
abaloparatide than teriparatide) but does not change with
romosozumab. Bone formation rate increases on the periosteal
surface with abaloparatide and teriparatide (more with
abaloparatide vs teriparatide). There is an increase in bone
formation rate at an early time point (2–3 months) in both
cancellous and cortical bone envelopes with all three medica-
tions, but bone formation remains elevated for a longer time
with teriparatide (up to 24 months) and presumably
abaloparatide (though currently not confirmed). With
romosozumab, bone formation rate is below baseline at
12 months (consistent with its antiresorptive effect). Cortical
thickness is increased and cancellous microarchitecture is im-
proved with all three medications.
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Efficacy and Safety Overview for Anabolic
Agents

All three anabolic agents increase biochemical and
histomorphometric indices of bone formation, improve spine
and hip BMD to varying degrees and reduce vertebral and
nonvertebral fracture risk to varying degrees within 12–
19 months. In this section, we overview the fracture and
BMD data from key studies for each agent, followed by a
review of the safety profiles.

Teriparatide Efficacy

In the pivotal teriparatide trial, 1637 women with osteoporosis
(mean age 69), all of whom had prevalent vertebral fracture,
were randomized to receive either 20 or 40 μg teriparatide or
placebo by daily subcutaneous injection [2]. The planned 3-
year trial was stopped early after a median treatment time of
19 months due to the increased risk of osteosarcoma seen in
rodent toxicology studies [72, 73]. Since the 40μg teriparatide
dose was associated with more hypercalcemia and no greater
antifracture efficacy, only the 20-μg dose was FDA approved.
Over 19 months, teriparatide 20 μg increased BMD of the
spine by 9.7% and total hip by 2.6%. Vertebral fracture risk
was reduced 65% with teriparatide, with greater reductions in
multiple vertebral fractures and vertebral fractures of moder-
ate and severe degree. Incident nonvertebral fractures were
reduced by 35% for all and by 50% for those defined as fra-
gility fractures [2].

Several smaller studies compared teriparatide with
bisphosphonates where fracture outcomes were provided (al-
though not the primary outcomes). In 428 patients with
glucocorticoid-induced osteoporosis, the incidence of verte-
bral fractures was 90% lower with teriparatide compared with
alendronate over 18 months [74], although there was no group
difference in nonvertebral fracture incidence. In 710 patients
with back pain related to osteoporotic vertebral fractures [75],
the incidence of recurrent vertebral fractures over 1 year was
50% lower with teriparatide vs risedronate, though again there
was no difference in nonvertebral fracture incidence. In an
older, smaller study of 203 women designed to assess mech-
anistic differences between alendronate and teriparatide, there
was no difference in the small number of clinical fractures but
spine x-rays to evaluate vertebral fractures were not performed
[55]. In a study of 224 patients who had recently suffered a hip
fracture comparing teriparatide with risedronate on fracture
healing, incident nonvertebral and hip fracture risks were nu-
merically lower with teriparatide; spine x-rays were not done
routinely [76].

The Vertebral Fracture Treatment Comparisons in
Osteoporotic Women (VERO) study randomized 1360 wom-
en with prevalent vertebral fracture (mean age 73) to receive
teriparatide 20 μg daily or risedronate 35 mg weekly for

2 years [5•] and was designed to evaluate the group difference
in vertebral fracture incidence as the primary outcome.
Compared with risedronate, teriparatide reduced vertebral
fracture incidence by 50% within 1 year (P = .01) and trended
toward reduced nonvertebral fracture incidence (P = .099)
over 2 years. More women on risedronate had multiple
nonvertebral fractures so the number of nonvertebral fractures
was 44% lower in women assigned to teriparatide (P < 0.02).

Abaloparatide Efficacy

The abaloparatide pivotal trial (Abaloparatide Comparator
Trial in Vertebral Endpoints; ACTIVE) enrolled 2463 women
with osteoporosis (mean age 69) of whom approximately 25%
had prevalent vertebral fracture and 30% had prior
nonvertebral fracture. Participants were randomized to receive
blinded abaloparatide 80 μg or matching placebo, or open-
label teriparatide 20 μg daily subcutaneously for 18 months
[3]. At 18 months, spine BMD increments were 11.2% with
abaloparatide and 10.5% with teriparatide (no group differ-
ence). At the total hip and femoral neck, BMD increments
were larger with abaloparatide vs teriparatide from 6 months
onward; at 18months, total hip BMDhad increased 4.2%with
abaloparatide and 3.3% with teriparatide (P < 0.01 treatment
group difference). New vertebral fracture incidence was 86%
lower for abaloparatide and 80% lower for teriparatide com-
pared with the placebo group (both P < .001 vs. placebo).
Over 18 months, nonvertebral fracture risk reductions were
43% with abaloparatide (P < 0.05 vs placebo) and 28% with
teriparatide (P = 0.22 vs placebo), though there was no signif-
icant difference in nonvertebral fracture incidence between
abaloparatide and teriparatide groups.

In a post hoc analysis of the ACTIVE and ACTIVE
Extension trials [7], vertebral fracture rate was 2.5 new verte-
bral fractures per 100 patient-years with placebo and 0.5 per
100 patient-years with abaloparatide. After the placebo group
transitioned to alendronate in the extension study [77, 78],
alendronate reduced the rate of new vertebral fracture to 1.7
vertebral fractures per 100 patient-years. Although both
abaloparatide and alendronate reduced vertebral fractures
compared with placebo, abaloparatide reduced new vertebral
fractures by 71% compared with alendronate. There was also
a trend toward lower incident nonvertebral fracture with
abaloparatide versus alendronate (rate 45% lower with
abaloparatide; P = 0.11).

Teriparatide and Abaloparatide Safety

Rodents who received high-dose long-term treatment with
either teriparatide or abaloparatide had an increased risk of
osteosarcoma [72, 73, 79]; however, no increased osteosarco-
ma risk with teriparatide has been seen in primates [80] or in
long-term surveillance of patients [81–83]. Nevertheless,
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these agents are not recommended for individuals who are at
underlying elevated risk for osteosarcoma, including those
with a personal or family history of osteosarcoma, those
who have had radiation involving the skeleton and patients
with Paget’s disease. Furthermore, because these PTH recep-
tor type 1 (PTHR1) agonists stimulate bone remodeling, they
are not appropriate for individuals who have a primary tumor
which has metastasized to bone. For 18 years, the US Food
and Drug Administration (FDA) guidance suggested clinical
use of PTHR1 agonists be limited to a total cumulative period
of no more than 2 years. In November of 2020, the boxed
warning concerning the potential risk for osteosarcoma was
removed from the branded teriparatide label and the 24-month
cumulative use restriction was lifted. There has been no
change to the abaloparatide label (as of January 2021). Both
teriparatide and abaloparatide have potential to increase serum
calcium levels and should not be used in hypercalcemic states
such as primary hyperparathyroidism. Potential side effects
include symptoms associated with mild vasodilation and mild
orthostatic hypotension, such as dizziness, palpitations, nau-
sea, and headache. A modest increase in urinary calcium can
be seen, and patients with recent or multiple renal calculi
should be assessed prior to starting either of these agents.

Romosozumab Efficacy

The Fracture Study in Postmenopausal Women with
Osteoporosis (FRAME) randomized 7180 women with oste-
oporosis (mean age 74), 20% of whom had prevalent vertebral
or history of nonvertebral fracture, to receive blinded
romosozumab 210 mg once monthly subcutaneously versus
placebo for 1 year followed by open-label denosumab for the
second year of the trial [4]. With romosozumab, BMD incre-
ments at 1 year averaged 13.3% in the spine and 6.8% in the
total hip. Romosozumab reduced new vertebral fractures by
73% compared with placebo at 12 months (P < 0.001) and by
75% over 24 months in women who received romosozumab
first compared with placebo for 1 year followed by
denosumab from 12 to 24 months (P < 0.001). At 12 months,
there was a trend (P = 0.096) toward reduced nonvertebral
fractures with romosozumab compared with placebo. In
prespecified subgroup analyses, a significant geographical
region-by-treatment effect was seen in the Latin American
cohort [84] with a very low placebo group nonvertebral frac-
ture rate and no nonvertebral fracture risk reduction with
romosozumab. In the rest of the world FRAME population,
which was grouped post hoc, romosozumab reduced
nonvertebral fracture risk by 42% (P = 0.012).

In the Active Controlled Fracture Study in Postmenopausal
Women with Osteoporosis at High Risk (ARCH) study [6•],
4093 women with prevalent vertebral fracture or recent hip
fracture (mean age 74) were randomized to receive blinded
romosozumab 210 mg once monthly or alendronate 70 mg

once weekly for 1 year. All women then received alendronate
for the remainder of the event-driven trial (median treatment
33 months). Fracture risk reductions with romosozumab ver-
sus alendronate were already apparent at 12 months: new ver-
tebral fracture incidence was reduced by 37% (P = 0.003) and
nonvertebral fracture incidence reduced by 26% (P = 0.06). At
the primary endpoint of 24 months, new vertebral fracture risk
was reduced by 48% (P < .001) in patients treated with
romosozumab followed by alendronate versus alendronate
alone. Similarly, at the end of the study (another primary anal-
ysis endpoint), nonvertebral fractures were reduced by 19%
(P < 0.04) and hip fractures reduced by 38% (P < 0.02) in
patients who received romosozumab first followed by
alendronate, compared with those who received only
alendronate.

Romosozumab Safety

In the ARCH study, the risk of all serious cardiovascular
events did not differ significantly with romosozumab vs
alendronate (incidence 2.5% vs 1.9%), however major ad-
verse cardiac events (MACE; the composite of myocardial
infarction, cerebrovascular accident, and cardiac death) were
more common with romosozumab than with alendronate over
12 months (2% vs 1.1%). In contrast, there was no imbalance
in the larger FRAME trial, where romosozumab was com-
pared with placebo. Given the difference in cardiovascular
findings from the two pivotal studies and the pattern of the
events, it is very possible that the MACE imbalance was due
to chance [85•]. This is consistent with the lack of preclinical
evidence for an impact of sclerostin inhibition on cardiovas-
cular function, calcification or atheroprogression [86], al-
though in a study of genetic variants which model pharmaco-
logic sclerostin inhibition, cardiovascular disease risk was in-
creased [87]. Currently, FDA guidance suggests that
romosozumab not be administered to patients who have had
a heart attack or stroke within the preceding year. Treatment
with romosozumab can be associated with hypocalcemia and
hypersensitivity reactions, particularly of the skin. Mild injec-
tion site reactions have been observed.

Determining Which Anabolic to Use

Clearly, individual patient considerations, such as comfort
with daily injections at home, vs monthly visits to a medical
facility, must be considered when choosing which anabolic
agent to utilize. Cost and insurance coverage are also key
factors that affect this decision-making; those factors will
not be considered here. In this section, we use the data avail-
able to help determine which patient types would be better
candidates for one anabolic agent vs another based on efficacy
and safety outcomes. The patient types considered here are
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defined by information routinely ascertained during the clini-
cal evaluation of almost any high-risk patient with osteoporo-
sis. Patient types considered include women with:

& underlying comorbidities
& advanced age
& prevalent vertebral fracture, very low spine BMD, and/or

degraded trabecular bone score (TBS)
& prior nonvertebral or hip fracture and/or very low hip

BMD
& on bisphosphonate or denosumab treatment
& low baseline biochemical turnover marker levels or high

FRAX scores.

To address each of these patient types, we considered data
from themain fracture trials, DXABMD, and information from
other imaging techniques, including TBS, both central and
high-resolution peripheral quantitative computed tomography
(QCT) and finite element analyses of bone strength. Where
applicable, we also considered the potential theoretical benefits
of each agent with respect to mechanism of action and dynamic
and structural indices assessed histomorphometrically.

Patients with Underlying Comorbidities

Due to the rodent osteosarcoma findings with PTH1R ago-
nists, women who have an elevated risk for osteosarcoma
should not be treated with teriparatide or abaloparatide.
Because romosozumab has not been shown to increase rodent
osteosarcoma risk, it can be given to patients at elevated risk
for osteosarcoma.

Since teriparatide and abaloparatide increase risk of hyper-
calcemia, patients with baseline hypercalcemia are better treat-
ed with romosozumab. Women who have had a recent heart
attack or stroke (or unstable ischemic angina or transient is-
chemic attack) should not be treated with romosozumab; how-
ever, these patients can receive teriparatide or abaloparatide
[2, 5, 88]. Women who have drug related adverse reactions to
teriparatide may be able to tolerate abaloparatide or can be
offered romosozumab andwomenwho have adverse reactions
to romosozumab can be treated with teriparatide or
abaloparatide. Hypersensitivity to romosozumab is not predic-
tive of hypersensitivity to teriparatide or abaloparatide.

The presence of underlying chronic kidney disease does
not provide a rationale for choosing one agent over another.
In the ACTIVE study, vertebral fracture risk reduction and
BMD gain at spine and hip were robust with abaloparatide,
without meaningful differences in efficacy or safety as a func-
tion of baseline renal function [89]. Similarly, with
romosozumab in ARCH, the magnitude of vertebral fracture
risk reduction and BMD gain between romosozumab and
alendronate groups did not differ by baseline GFR, though
the population with low GFR was limited by inclusion criteria

(>35 ml/min) [90]. In FRAME, BMD gain and vertebral frac-
ture risk reductions were robust across GFR categories,
though there was a significant interaction reported for spine
and total hip BMD [91].

Abaloparatide and teriparatide effects were assessed in the
diabetic cohort of the ACTIVE trial, which included 198
women divided among the three treatment arms [92]. BMD
gains at spine and total hip were similar in the diabetic cohort
to those seen in the full ACTIVE population and there were
significant TBS improvements at 18 months with both
abaloparatide and teriparatide (numerically greater with
abaloparatide). Fracture numbers were overall low, but con-
sistently numerically lower with abaloparatide and teriparatide
vs placebo. No data have yet been published exploring the
efficacy of romosozumab in patients with diabetes.

Although ACTIVE, FRAME, and ARCH excluded pa-
tients on glucocorticoids at the time of enrollment, the
VERO trial included about 10% of patients on glucocorticoids
at study enrollment [5, 93]. There was no difference in relative
benefit of teriparatide vs risedronate in the subgroup of wom-
en on glucocorticoids compared with those not treated with
glucocorticoids.

Conclusion Aside from specific contraindications for each an-
abolic medication, other underlying chronic diseases do not
provide a rationale for choosing one medication over another,
however, a comprehensive assessment of efficacy and safety
in the diabetic population has not yet been completed for
romosozumab.

Advanced Age

The pivotal trials enrolled postmenopausal women with broad
age ranges: 42–86 years for teriparatide, 49–86 years for
abaloparatide and 55–90 years of age for romosozumab. In a
subgroup analysis from the teriparatide trial, comparing wom-
en < 65, 65–75, and > 75 years of age, there was no interaction
between age and fracture risk reduction or BMD gain [94].
The VERO study enrolled postmenopausal women above the
age of 45, including about 30% below age 69 and 30% above
77 years of age. In prospectively designed subgroup analyses,
there was no difference in the relative efficacy of teriparatide
vs risedronate on fracture reduction in those with advanced
age vs younger women [93]. In the prespecified subgroup
analysis from the ACTIVE trial, which included 20% of pa-
tients > 75 years and almost 20% below age 65 years, there
were no significant interactions between treatment and age
category (below 65, 65–75, and > 75 years) for fracture pro-
tection or BMD gain [95]. In another investigation of
abaloparatide in advanced age from the ACTIVE study, in
the 94 participants who were aged 80 years and older, BMD
increments with abaloparatide vs placebo were similar to
those seen in the full population [96].
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In the FRAME trial, 31% of patients were above the age of
75 and about 20% below the age of 65; prespecified subgroup
analyses indicated no interactions between age and treatment
effects [4].

Therefore, the clinical trial data do not seem to support the
view that one agent should be chosen over another on the basis
of greater or lesser effectiveness at older or younger age.
However, it could be argued that given the association be-
tween incidence and prevalence of fractures with advancing
age [97], the most potent agent, should be used in older indi-
viduals. One skeletal contribution to hip fracture risk in aged
women, beyond BMD, is cortical architecture, including
width, thickness, and porosity. All three anabolic agents in-
crease cortical width and thickness to a similar degree [31, 34,
63, 65]; however, teriparatide also increases cortical porosity.
This latter effect is primarily on the inner aspect of the cortex,
however, which has a minimal effect on bone strength.
Nevertheless, it is possible that teriparatide’s impact on corti-
cal porosity might reduce the early impact of teriparatide on
cortical strength and delay its effect against hip and other
nonvertebral fractures. Since abaloparatide stimulates remod-
eling less than teriparatide, it might have a superior effect on
cortical microstructure, although (as noted above) there was
no difference in cortical porosity in iliac crest biopsies com-
paring the drugs in the ACTIVE trial [63]. Even with
romosozumab, which has a moderate antiresorptive effect,
there were no significant differences in cortical porosity on
biopsies obtained from women on romosozumab compared
with placebo [65]. This could be related to the short time frame
for assessment (1 year) or the potency of the antiresorptive
effect. However, as mentioned above, differences in cortical
porosity are difficult to demonstrate even with the most potent
antiresorptive agents, such as denosumab [66].

On the other hand, since older individuals on average have
older bone and older osteocytes with microcracks and other
age-associated microdamage [98], there could be a theoretical
advantage of a pro-remodeling agent to replace this older tis-
sue with new bone. If this thesis is true, teriparatide might
have the greatest potential benefit since it stimulates bone
remodeling to the largest extent, with abaloparatide as the
close second agent. Romosozumabwould have the least effect
on replacing old bone with new due to its intrinsic
antiresorptive properties. How much of an influence on bone
strength could be expected through this mechanism, in con-
trast to the known impact of bone mass and density is un-
known. Furthermore, even a temporary increase in bone re-
modeling associated with cortical porosity as remodeling is
stimulated, might be disadvantageous, particularly to older
women at high imminent risk of fracture.

Conclusion It is possible that romosozumab might have some
advantage over teriparatide and perhaps even abaloparatide in
very aged women, particularly in those with more severe

cortical bone abnormalities. The best scenario might be treat-
ment of these women at an earlier age with abaloparatide (or
teriparatide) to renew and replace some of the older bone
tissue and older osteocytes, followed by later use of
romosozumab to add more new bone on top of the already
“renewed” bone associated with abaloparatide (or
teriparatide).

Patients with Prevalent Vertebral Fracture, Very Low
Spine BMD, and/or Highly Degraded TBS

For teriparatide, fracture and BMD outcomes did not differ in
subgroups defined by number or severity of prior vertebral
fractures in the pivotal study [94] or in the VERO trial [5,
93]. In ACTIVE, where approximately 25% of women had
prevalent vertebral fracture at study baseline, prespecified
evaluations of treatment effects on both incident fracture and
BMD revealed no significant treatment subgroup interactions
based on presence (vs absence) of baseline fracture [95]. In
FRAME, about 20% of the population had prevalent vertebral
fracture at baseline and treatment effect did not differ by presence
of fracture in pre-planned subgroup analysis [4]. In ARCH, 96%
of the patients had prevalent vertebral fracture; no subgroup anal-
yses have been published evaluating any potential treatment in-
teraction based on number or severity. The same studies also
suggest that fracture outcomes for all three agents did not differ
based on baseline spine BMD [4, 5, 93–96].

Even though all three agents work to reduce the risk of
subsequent radiographic vertebral fracture regardless of the
presence or absence of vertebral fracture at study baseline,
the subsequent absolute risk of vertebral fracture is much
higher in women with prevalent fracture [13]. When compar-
ing across pivotal trials, the magnitude of the relative risk
reduction in radiographic vertebral fracture (in the ACTIVE
trial) appears slightly larger with abaloparatide and
teriparatide vs placebo, in comparison with the relative reduc-
tion seen with romosozumab vs placebo [3, 4]. If that is true, it
might be logical in patients who are at particularly high risk
for subsequent vertebral fracture (including those with preva-
lent vertebral fractures that are recent, multiple, or more se-
vere) to be offered treatment with abaloparatide or
teriparatide. Abaloparatide and teriparatide appear quite simi-
lar to each other with respect to reducing vertebral fractures
(relative risk reductions for vertebral fracture in ACTIVE are
very similar at 80–86% [3]).

In general, treatment outcomes are also similar when con-
sidering clinically diagnosed vertebral fractures compared
with radiographically diagnosed vertebral fractures, although
clinical fractures are much less common (often no more than
20% of the total number of vertebral fractures) [13]. Over
12 months in the FRAME trial [4], there were 59 (1.8%)
radiographic vertebral fractures in the placebo group and 16
(0.5%) in the romosozumab group. Over the same time
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period, there were 119 instances of back pain thought possibly
related to vertebral fracture; radiographs confirmed a vertebral
fracture in 20 of the cases of which 17 were in the placebo
group and only 3 in the romosozumab group; relative risk
reduction for clinical vertebral fracture was 83% [99]. In the
ACTIVE trial, there were 9 clinical vertebral fractures in the
placebo group (incidence 1.1%), 1 in the abaloparatide group
(0.1%), and 3 in the teriparatide (0.4%) group [3], consistent
with a 90% reduction in the incidence of clinical vertebral
fractures with abaloparatide.

Spine BMD does increase substantially with all three
agents, but even more with romosozumab than abaloparatide
or teriparatide. Although this might suggest that
romosozumab might be a better choice in the setting of prev-
alent vertebral fracture or very low spine BMD, the fracture
data reviewed above are not supportive of a superior benefit of
romosozumab. This might be because spine strength, assessed
using finite element analyses of QCT data, have shown that
spine strength improvement with teriparatide appears to be
greater than the improvement in BMD alone [100]. In a subset
of women (n = 53) from a study comparing teriparatide with
alendronate, there were teriparatide-induced increments in the
strength to density ratio with teriparatide, in part related to a
re-distribution of density within the vertebra [101].

In a subset of women from the phase 2 study comparing
romosozumabwith teriparatide and placebo [26], 82 had base-
line and 12-month vertebral QCT [101], including 24 women
on romosozumab, 27 on placebo, and 31 on teriparatide.
Vertebral strength increased dramatically with romosozumab
(27%) and with teriparatide (19%) and declined with placebo
(− 4%). Although the increase in strength with romosozumab
was significantly higher than that with teriparatide, the mag-
nitude of the difference between anabolic agents was low
compared with the increments with both agents vs placebo.
Furthermore, the time frame for assessment was 1 year, the
treatment period for romosozumab, although the treatment
period for teriparatide is longer (18–24 months). As noted,
stimulation of bone formation continue during 12–
24 months of teriparatide treatment [42, 102] and additional
strengthening effects can occur during this later period.
Moreover, there may be material changes with teriparatide
or abaloparatide, as discussed above, that are not considered
in the strength determinations. Lastly, the difference in verte-
bral strength has not been compared between abaloparatide
and romosozumab; that difference is likely to be minimized
further vs the difference between teriparatide and
romosozumab.

Of course, we must exercise substantial caution when com-
paring fracture effects across studies, but even if relative ver-
tebral fracture risk reduction is similar for romosozumab,
abaloparatide and teriparatide, there is some inconsistency
between the magnitude of the effect and spine BMD gain.
BMD increases more with romosozumab vs teriparatide over

1 year [26], yet certainly, the vertebral fracture risk reduction
does not appear to be superior with romosozumab compared
with teriparatide (as seen in ACTIVE). Also, the effect with
abaloparatide might be minimally greater than with
teriparatide. Consistent with this thesis, in a phase 2 study in
138 women with evaluable TBS measurements at 6 months,
TBS increased with both abaloparatide and teriparatide, but
the increment was significantly greater with abaloparatide vs
teriparatide (4.2% vs 2.2%) [103]. In the diabetic cohort of the
ACTIVE trial, the increment in TBS was also numerically
higher with abaloparatide vs teriparatide at both 6 and
18 months; at the 18-month time point, TBS increased 3.7%
with abaloparatide and 2.4% with teriparatide. The magnitude
of this increment in TBS with teriparatide was similar to that
seen after 2 years of teriparatide monotherapy (2.7%) in an-
other study [104]. Although TBS changes have not yet been
assessed with romosozumab, iliac crest biopsy data show that
both teriparatide and romosozumab improve cancellous and
cortical microarchitecture (see above).

Conclusion In patients at very high risk for vertebral fracture
based on prevalent vertebral fracture (especially multiple, se-
vere, and/or recent events), or very low spine BMD and/or
degraded trabecular architecture (assessed via TBS),
abaloparatide might be considered the ideal first anabolic
agent, fol lowed closely by teriparat ide and then
romosozumab.

Patients with Prevalent Nonvertebral or Hip Fracture
or Very Low Hip BMD

Nonvertebral Fracture Effects As noted above, all three ana-
bolic agents reduce the occurrence of nonvertebral fracture in
their pivotal trials. In FRAME, romosozumab just missed sta-
tistical significance for the full population at 1 year, but re-
duced nonvertebral fracture risk by 42% in the Rest of the
World subgroup [84]. Furthermore, the ARCH study confirms
the efficacy of romosozumab against the alendronate compar-
ator group, with a 19% further reduction in nonvertebral frac-
ture occurrence compared with alendronate. In the ACTIVE
trial, the effect of abaloparatide against nonvertebral fracture
appeared more rapidly than that of teriparatide, and was sta-
tistically significant at 18 months, whereas the effect of
teriparatide appeared to be of lower magnitude and not signif-
icant vs placebo. Still, the nonvertebral fracture reduction did
not differ between the abaloparatide and teriparatide groups
and certainly the teriparatide pivotal trial confirms the efficacy
of teriparatide against nonvertebral fracture. Differences in the
apparent efficacy of teriparatide against nonvertebral fracture
between the ACTIVE study [3] and the teriparatide pivotal
trial [2] are likely due to the greater osteoporosis severity in
the latter study. Consistent with this thesis, incident vertebral
fracture rates in the teriparatide pivotal trial placebo group

Curr Osteoporos Rep (2021) 19:189–205 197



were 14%, compared with only 4.2% in the ACTIVE placebo
group and nonvertebral fragility fracture rates in the respective
placebo groups were 6% and 4.7%. Within the ACTIVE trial,
possible differences between teriparatide and abaloparatide
potency and significance against nonvertebral fracture might
be related to differential binding affinity for the different con-
formations of the PTH1 receptor, as discussed above [28].

Abaloparatide-induced reductions in vertebral and
nonvertebral fracture risk were independent of baseline hip
BMD and prior nonvertebral fracture history [95]. Similarly,
teriparatide treatment effects in VERO were independent of
lowest baseline BMD (hip or spine) or prevalent nonvertebral
fracture at baseline. With romosozumab also, effects against
vertebral and nonvertebral fractures were independent of base-
line hip BMD and fracture history [84].

Hip Fracture Effects Of the three anabolic agents, only
romosozumab has proven efficacy against hip fracture, but this
is likely a function of study sample size, not lack of efficacy.
Medications that reduce risk of nonvertebral fracture would be
expected to also reduce risk of hip fracture (obviously included in
the composite) if enough people were studied, since osteoporosis
is the underlying cause of almost all adulthood hip fractures.
Studies of radionuclide bone scan and positron emission tomog-
raphy also show that teriparatide stimulates uptake in the hip and
femur by 20–50% [105, 106]. In addition, teriparatide stimulates
bone formation in the femoral neck within 6 weeks of adminis-
tration, similar to its effect on the iliac crest [46•]. Teriparatide
increases hip BMDbyDXAandQCT and improves hip strength
by FEA (see below).

In FRAME, the number of hip fractures was reduced by
50% with romosozumab vs placebo (7 vs 13, though the
group difference was not significant [4]. In ARCH,
romosozumab reduced hip fracture occurrence by 38% over
a median treatment period of 33 months [6•], compared with
the alendronate arm (which itself reduces hip fracture risk by
about 50%) [107]. In the pivotal teriparatide trial, there were
only 4 hip fractures in the placebo group and 2 in the
teriparatide group [2]. In a study of 224 recent hip fracture
patients randomized to teriparatide vs risedronate (designed to
evaluate effects on fracture healing), there were 7 recurrent hip
fractures in the risedronate group and 2 in the teriparatide
group [76]. A meta-analysis of teriparatide 20 mcg trials,
where many of the control groups were antiresorptive agents
(65% of the control group population as a whole), indicated
that teriparatide reduced hip fracture risk by 56% (10 hip
fractures with teriparatide, 24 with control), though there
was no significant difference in upper extremity fractures
[108]. In another meta-analysis comparing teriparatide and
other non-bisphosphonate medications (but did not include
abaloparatide), teriparatide had the greatest efficacy against
hip fracture, followed closely by the romosozumab/
alendronate treatment sequence [109]. Consistent with the

teriparatide findings, during the 18 months of the ACTIVE
trial, there were two hip fractures in the placebo group and
zero in each of the teriparatide and abaloparatide groups [3].

Hip BMD EffectsWith teriparatide treatment, areal BMD of the
total hip increased by 3–4% in the total hip and femoral neck
over 18–24months [2, 55, 102]. Abaloparatide increased both
total hip and femoral neck BMD significantly more than
teriparatide in the ACTIVE trial over 18 months (total hip
BMD increase 4.2% with abaloparatide, 3.3% with
teriparatide). In the phase 2 study, romosozumab increased
total hip and femoral neck at 12 months substantially more
than teriparatide [26]. In the FRAME and ARCH studies,
romosozumab produced large gains in both total hip (6.2–
6.8%) and femoral neck BMD (4.9–5.2%) at 12 months [4, 6].

Three-dimensional modeling of hip DXA data from a large
subset of patients in the ACTIVE trial (250 patients from each
arm of the study) [110] indicated that both abaloparatide and
teriparatide increased trabecular volumetric BMD (9%) and
cortical thickness (1.5%) significantly at 18 months (vs base-
line). However, abaloparatide increased cortical volumetric
BMD by 1.3%, significantly more than teriparatide (0.4%
increase). This could be due to greater cortical remodeling
and porosity associated with teriparatide vs abaloparatide ad-
ministration and might explain the more rapid and greater
effect against nonvertebral fracture with abaloparatide [110].

QCT/FEA Studies In a comparative study of teriparatide and
alendronate, in the subgroup of women who had QCT data at
baseline and at 18 months (n = 48), teriparatide increased vol-
umetric BMD (significantly more than seen with alendronate),
decreased peripheral BMD, and did not change integral BMD
[55, 111]. Hip strength increased by 5.4% (P = 0.06) and the
strength to density ratio was significantly higher for
teriparatide compared with alendronate, consistent with the
possibility that some of the strengthening benefits with
teriparatide exceeds its effect on BMD alone.

In a subset of women from the phase 2 study comparing
romosozumabwith teriparatide and placebo [26], 46 had base-
line and 12-month femoral QCT [101]. Femoral strength in-
creased 3.6% with romosozumab but did not increase with
placebo and actually declined − 0.7% with teriparatide (P =
0.03 group difference).

In a small study of 20 postmenopausal women where cen-
tral QCT and peripheral HRpQCT measurements were per-
formed after 2 years of teriparatide [112], although all spine
parameters improved, there was no change in total proximal
femur volumetric BMD.

Wrist and Tibia Effects In the teriparatide trial, there were 7
wrist fractures in teriparatide-treated women compared with
13 on placebo; for wrist fractures considered due to fragility,
there were 2 with teriparatide and 7 with placebo [2]. A recent
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large meta-analysis of randomized teriparatide trials of at least
6 months duration did not show any reduction in wrist or
upper limb fracture overall [108], but 65% of the control
group sample was on active anti-osteoporosis therapy which
might minimize the apparent teriparatide effect.

In the ACTIVE trial, the incidence of wrist fracture with pla-
cebo was 1.8%, with teriparatide 2.1%, and with abaloparatide
0.8% (P = 0.052 vs teriparatide) [113]. Consistent with the wrist
fracture data, at 18months, ultradistal radial BMD increasedwith
abaloparatide, but decreased with both placebo and teriparatide
(P < .01 abaloparatide vs. both other groups). In the 1/3 radius
site, BMD declined slightly with both abaloparatide and placebo
(NS P > .05) but declined significantly more with teriparatide
(P < .01 vs. both placebo and abaloparatide). No significant
changes were seen with either teriparatide or romosozumab at
12 months at the 1/3 radius by DXA [26].

In the study of 20 women with HRpQCT measurements
before and after 2 years of teriparatide, radius and tibia cortical
volumetric BMD declined by about 3% and cortical porosity
increased by 21% and 10% in radius and tibia, respectively
[112]. In the DATA trial, HRpQCT measurements of the tibia
and radius at both 1 and 2 years also showed mild reductions
in total volumetric BMD, with significant decrements in cor-
tical volumetric BMD and increments in cortical porosity at
both sites. Estimates of bone strength did not decrease, how-
ever [114, 115].

Bone Structure Histomorphometric assessments indicate that
teriparatide increases cortical porosity, but also increases cor-
tical thickness in the iliac crest, perhaps through stimulation of
bone formation on both periosteal and endocortical surfaces,
though the latter effect is of much greater magnitude [38].
Teriparatide also stimulates bone formation in the femoral
neck very rapidly [46•], and this increased bone formation
appears to be due to stimulation of remodeling- and overflow
remodeling-based formation with some stimulation of
modeling-based formation as well [51].

It is not yet clear how different abaloparatide is from
teriparatide with regard to cortical porosity. In the bone biopsy
sub-study of ACTIVE, cortical porosity was higher than placebo
in both the abaloparatide and teriparatide groups (placebo, 4.7%;
abaloparatide, 5.8%; teriparatide, 6.1%) [63]. The bone biopsies
comparing the two agents were done between 12 and 18months;
differences that occur earlier have not been assessed.

As stated above, it appears that abaloparatide might
stimulate periosteal bone deposition to a greater extent
than teriparatide [38, 44, 64]. There is no confirmation
that romosozumab stimulates bone formation on the
periosteal surface. Even if bone diameter is not expand-
ed as a function of a modest increase in periosteal bone
formation, if deposited in cortical regions with critical
weakness, strength and fracture resistance could be im-
proved [62, 110].

Conclusion The large gains in hip BMD combined with the
microstructural improvements in cortical bone and strength
assessed by FEA suggest that for patients at very high risk
for nonvertebral fractures, especially those who have had hip
or other major nonvertebral fractures and/or have very low hip
BMD, romosozumab might be the ideal initial therapy and
abaloparatide would be a close second choice. Teriparatide
would be the third option in this scenario.

Patients on Bisphosphonate or Denosumab Therapy

Switching from bisphosphonates to teriparatide produces an
increase in spine BMD, but a decline in hip BMD [12, 116].
The same is true upon switching from denosumab to
teriparatide [102], but the hip BMD decline is much more dra-
matic. No studies have yet been performed evaluating the
BMD effects of a switch from either a bisphosphonate or
denosumab to abaloparatide.

In the STRUCTURE study, women who had been on an oral
bisphosphonate for at least 3 years (of which the last year had to
be alendronate) were switched to either romosozumab (n = 218)
or teriparatide (n = 218) with DXA and QCT outcomes assessed
at 1 year [116]. Both agents increased volumetric BMD of the
spine, though the increment was larger with romosozumab. Over
12 months, mean areal BMD of the total hip decreased by 0.6%
with teriparatide and increased 2.6% with romosozumab.
Volumetric BMD of the hip declined modestly with teriparatide,
largely due to the substantial decline in cortical (peripheral) vol-
umetric BMD (− 3.6% at 12 months), whereas it increased sig-
nificantly (1.1%) with romosozumab. At 12months, hip strength
by FEA decreased by 0.7% with teriparatide and increased 2.5%
with romosozumab.

In women on prior denosumab treatment, there have been
no head to head studies of the effect of switching to different
anabolic agents. In one study, after 2 years of treatment with
denosumab, upon switching to teriparatide, hip BMDdeclined
from the on-denosumab baseline and remained below baseline
for the entire 2 years of teriparatide treatment (though spine
BMD increased significantly) [102]. In one of the extensions
to the phase 2 romosozumab study, in women who received
placebo for 2 years, followed by denosumab for 1 year, after
switching to romosozumab treatment for 1 year, spine BMD
increased 5.3% and hip BMD increased 0.9% [117].

Conclusion Romosozumab would be preferred to
teriparatide in women on prior bisphosphonates and in
women on prior denosumab (though the optimal strategy
for this latter group is still unknown). It is likely that
abaloparatide would be superior to teriparatide because
of the lesser pro-remodeling effect of abaloparatide, but
there are no confirmatory data. Another approach to pa-
tients on bisphosphonates to maximize the effect on hip
BMD is to add teriparatide [118, 119] or abaloparatide.
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This strategy might be effective for women already on
denosumab, but again, data are lacking.

Other Criteria

Patients with Low Baseline Bone Turnover It was logical to
hypothesize that anabolic agents would be particularly suited
to patients with low bone turnover at baseline, however, for
teriparatide, spine and hip BMD gains were larger in patients
with higher baseline bone turnover marker levels in the
teriparatide pivotal trial [120]. Additional analyses indicated
that absolute fracture risk was higher in patients who had
higher baseline bone turnover and therefore absolute fracture
risk reduction was highest in these women; however relative
risk reduction with treatment was independent of baseline
marker levels [121]. In an observational study of untreated
and bisphosphonate-treated women, baseline serum PINP lev-
el was weakly correlated with BMD increment in both spine
and hip with teriparatide [122]. No data have been published
evaluating the effect of either abaloparatide or romosozumab
as a function of baseline biochemical marker level. With
romosozumab, since most of the bone formation occurs
through stimulation of modeling rather than remodeling, it
may be less affected by baseline bone turnover.

Patients with Higher FRAX Scores In the ACTIVE trial, the
effect of abaloparatide against vertebral and nonvertebral frac-
ture risk was independent of baseline fracture probability, as
assessed by FRAX [123], including women estimated to be at
high risk [124]. In contrast, with romosozumab in the FRAME
study, significant interactions were observed between
antifracture efficacy and baseline FRAX probability for com-
posite outcomes of clinical fractures, major osteoporotic frac-
tures, and nonvertebral fractures, but not vertebral fractures
[125]. Efficacy of romosozumab was significantly greater in
patients at high baseline fracture risk.

Conclusion The concept that anabolic agents might be particu-
larly effective in patients with low bone turnover might not be
true, particularly for teriparatide and abaloparatide, where
BMD effects are correlated with baseline bone turnover marker
levels. Whether romosozumab might be better in patients with
baseline low baseline bone turnover due to its predominant
modeling-based formation effect is unclear based on available
data. High-risk patients will have a good response to any of the
anabolic agents.

Overall Conclusions

Womenwith osteoporosis at high risk for fracture are optimally
treated with anabolic agents that reduce fracture risk and im-
prove BMD faster and to a greater extent than antiresorptive

treatment [1]. The differences between anabolic and
antiresorptive agents are greater than the differences among
the anabolic agents themselves.

We have tried to provide a rationale for choosing one or
other anabolic agent in different clinical circumstances based
on available data, but it must be acknowledged that there are
major limitations to this approach. Namely, there are no stud-
ies which compare all three anabolic agents in head to head
trials for any outcomes, including fracture, BMD, strength, or
other surrogate imaging endpoints.

Over 40–50 years with osteoporosis, it is likely that multi-
ple anabolic agents could and should be used in high-risk
patients. Women who have received teriparatide or
abaloparatide in the past can be treated with romosozumab
in the future. In addition, there have been no animal models
showing an increased risk of osteosarcoma with
romosozumab and the label does not preclude administration
of multiple courses of this medication. The recent change in
the branded teriparatide label also allows for repeat courses of
teriparatide to be administered in patients who remain or re-
turn to a high risk for fracture.
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