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Fardeau de la maladie

Personnes atteintes d’ostéoporose

B4 Suisse R EU 27+2

111'650
21.30%

6.5 millions
20.31%

78.70% 79.69%

=Women =Men = Women * Men

Prévalence de I’'ostéoporose

Femmes agées 50+ Hommes ages 50+ Population totale

Ed 226% Ed 6% Ed 1%
Bl 2 B o B s

1 Hemilund J& (2013) Osteoporosis in the European Union: medical management, epidemioclogy and economic burden. Arch Osteoporos 5:136

TOTAL TOTAL
524’000 32 millions
personnes personnes 255
412'450 millions

@



Fardeau de la maladie

I Colts des soins de santé liés a 'ostéoporose en 2019

() Cout direct des fractures L o

wy incidentes €2.62 milliards €36.3 milliards
Codt en cours résultant de
fractures survenues avant 2019 I -

& (" cotts dinvalidité a long terme €746 millions €19.0 milliards
“}-

- Coit de l'intervention

L pharmaceutique (évaluation et €60 millions €1.6 milliard
traitement)

é Coit total €3.4 milliards €56.9 milliards
(a l'exclusion de la valeur des QALYs* (4.5% des dépenses (3.5% des dépenses
perdues) nationales de santé) nationales de santé)

*QalYs: Quality-Adjusted Life-Year — a multidimensional outcome measure that incorporates both the Quality (health-related) and Quantity {length) of life
K.anis et al.. Archives Osteoporos 2021

Evolution des colits directs par habitant entre 2010 et 2019

El €190.2/personne (en 2010) €402.8/personne (en 2019) + 112%
B8 €85.7/personne (en 2010) €109.1/personne (en 2019)

_SI_C_DPE 21 6"‘:":




Very steep increase

82.488 fractures in 2019
113.458 fractures in 2034

37.5% increase

EU27+2
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Steep increase

Moderate increase
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Kanis JA et al. Arch Osteoporos 2021
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Risk of subsequent fracture after prior fracture among older women

Among 377,561 women (210,621 and 10,969 for 2- and 5-year outcomes)
- Women aged 65-74 yrs with initial vertebral, hip, pelvis, femur, or clavicule fracture
- All women = 75 yrs whatever the initial site of fracture (except ankle and tibia/fibula)

Cumulative incidence of subsequent fracture

Imminent risk

All
— Ankle
= Clavicle
Femur
— Hip
= Humerus
Pelvis
Radius/Ulna
Clinical vertebral
= Tibia/Fibula

Years

Cumulative risk of subsequent fracture

10% (7-14%) at 1 yr

18% (15-26%) at 2 yrs 31% (28-42%)at 5 yrs

Balasubramanian A et al. Osteoporos Int 2019



The osteoporosis treatment gap in Switzerland between 1998 and 2018
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M Treated with oral bisphosphonates " Treated with intravenous bisphosphonates
" Treated with denosumab % Not treated (Treatment gap)

Lippuner K et al. Archives of Osteoporosis 2024



Example care team: The operational structure of
a UK-based Fracture Liaison Service (FLS) 1.2

Orthopaedic
Trauma

\

New Fracture
Presentation

-

Emergency
Department
& X-Ray

Emergency
Department

Osteoporosis
Orthopaedics treatment
Inpatient ward
Falls risk
1. FLS identifies assessment*
fracture patients
2. FLS assessment B
Outpatient programme
Fracture clinic
Education
programme

* Older patients, where appropriate, are referred for falls assessment

Comprehensive communication of management planto GP
supported by fully integrated FLS database system

1. British Orthopaedic Association, British Geriatrics Society. The care of patients with fragility fracture 2007.
2. MclLellan AR, Gallacher SJ, Fraser M, McQuillian C. The fracture liaison service: success of a program for the evaluation and management of

patients with osteoporotic fracture. Osteoporos Int. Dec 2003;14(12):1028-1034.



Capture the Fracture® International Map of Best Practice
for PFC/ Fracture Liaison Services in Switzerland H

23 5 X0 * 11 *x7
PFC/FLS X X

mapped
from CH fa ﬁ
* & & X
w
w
*Switzerland
® %
] * *

2 new FLS & 1 re-submission (Gold) since Oct. 2024

Latest submission

Center of Bone Diseases - Lausanne University Hospital 10.02.2021

Geneva University Hospitals: Division of Bone Diseases 18.12.2020

Endonet AG Basel & University Hospital Basel 27.08.2013

Klinik St. Anna, Hirslanden Lucerne 13.12.2022

Kantonsspital Baselland, Standort Bruderholz 20.12.2024
¥+ Luzerner Kantonsspital 10.07.2025
vr Rehaklinik Dussnang 19.06.2025
4 Spitalzentrum Oberwallis 14.06.2024
¥ HFR Fribourg 22.09.2020
¥ Clinica Luganese Moncucco 08.05.2023
¥ Klinik Kloster Katharinental 26.07.2022
¥ Orthopédie Sonnenhof & OsteoRheuma Bern 28.11.2022
¥r Hépital du Jura- HJU site de Delémont 15.12.2022
Y Stadtspital Ziirich 05.07.2023
T Leukerbad Clinic 07.07.2023
¥ Kantonsspital Olten 18.01.2024
W Ambulatory FLS in Geneva* 16.06.2022
W Universitire Altersmedizin Felix Platter* 12.05.2021
W Centre Hospitalier du Valais Romand 28.03.2022
W RHNE (Réseau Hospitalier Neuchitelois) 15.12.2022
W Clinique la Colline (Hirslanden) 08.07.2024
# Kantonsspital St.Gallen 05.01.2024
# Kantonsspital Graubiinden 08.07.2024

— " @@!°F

Closed: Geriatric Trauma Centre, University Hospital Zurich* *Inactive or moved
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Multiples causes d’ostéoporoses

secondaires
(Endocrines |

1 Alcool
Hyperthyroidies Maladies Tabac

Hypogonadismes i ICch.tti,c_:mdes g inflammatoires
Hyperparathyroidie ) 'n L chroniques
Hyperprolactinémies I'aromatase
Hypercortisolismes - Anti-androgenes
Insuffisance )
somatotrope Infections virales
Acromégalies chroniques
DIEIKSEE Anorexie mentale VIH

Malnutrition

Gastro- Malabsorptions
intestinales Apports insuffisants
Maladie cceliaque en calcium, Hématologiques

MICI protéines... MGUS
Hépatopathies Mastocytoses

chroniques _ Thalassémies



Parameétres de laboratoire

Questions relatives

hémogramme

pathologies hématologiques

VS / protéine C réactive

DD de causes inflammatoires et
myélome multiple

calcium sérique

HPT primaire ou autres causes
d’hypercalcémie

phosphate sérique

HPT secondaire, malabsorption

phosphatase alcaline (AP)

ostéomalacie, hypophosphatasie

gamma-GT

DD augmentation de I'AP par
cause hépatique

créatinine sérique et eGFR*

ostéopathie rénale

électrophorése des protéines

suspicion de myélome multiple

TSH

< 0,3 mU/L endogéne ou due au
traitement a la L-thyroxine

25-(0OH)-D lors d’hypocalcémie
ou d’hypercalcémie, suspicion
de malnutrition

carence en vitamine D
cave: limitatio de remboursement

PTH intacte lors d’hypocalcémie
ou d’hypercalcémie

DD HPT primaire, HPT secondaire,
hypercalcémie tumorale

testostérone chez les hommes

hypogonadisme

FSH lors d’aménorrhée chez la
femme en age d'étre réglée

ménopause précoce versus au-
tres causes d’hypogonadisme

tryptase (éventuellement)

mastocytose

anticorps anti-transglutaminase
(éventuellement)

maladie cceliaque

marqueur du remodelage
osseux (CTx, PINP)

évaluation la perte osseuse, suivi
du traitement

*eGFR: clairance de la créatinine calculée (Cockroft-Gault ou MDRD); HPT: hyperparathyroidie

DD: diagnostique différentiel

Exclure une autre maladie métaboligue osseuse ou cause secondaire d’ostéoporose

ASCO recommandations 2025
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2020 recommendations for osteoporosis treatment according to fracture risk from the
Swiss Association against Osteoporosis (SVGO)

I] Fracture risk >

.E High Very High | Imminent Haut risque

: - Antécédent de fracture ostéoporotique majeure il y
: a >2 ans (indépendamment du T-score)
I
I
: Vert. fract. Hip fract. Any MOF . . . . .
: | | IEE | | | - FRAX au dessus du seuil d’intervention (mais moins
! o)
Life Style measures, VitD * Ca, | de 20% au dESSUS)
1
@I [ Romosozumab | - Sous corticothérapie, inhibiteur de 'aromatase ou
| Oral BPs BPs, | Tet | |20l | anti-androgéne, avec T-score <-1.5 et/ou FRAX au
Ll bl [ 8Ps, Denosumab | dessus du seuil d’intervention (mais moins de 20% au
dessus)

DXA after 5-10 yrs | | DXA after 2 yrs |

BPs (incl. Zol), Denosumab |

Risque imminent
- >65 ans et fracture ostéoporotique majeure il y a <2
ans (indépendamment du T-score)
- Fracture de hanche ou vertébrale atraumatique il y a

Faible risque Risque modéré <2 ans (indépendamment de I'age et du T-score)
- Ostéopénie - Ostéoporose densitométrique
(T-score <-1.0 et >-2.5 DS) (T-score <-2.5 DS) sans autre facteur de risque Tres haut risque
sans autre facteur de risque - FRAX inférieur au seuil d’intervention - FRAX au moins 20% au dessus du seuil d’intervention

Ferrari S et al. Swiss Med Wkly. 2020



Seuil d’intervention (traitement pharmacologique) en fonction de la valeur du FRAX
pour fracture majeure de l'ostéoporose selon I'age pour la Suisse

T T T 1 T
- — b — 4 — o ———— — —]

risqjue tres éleyé resp. imminent |
|
|

i
%
1

Risque de fracture absolu a 10 ans (%)
(Fracures principales: vertébre, hanche, humérus, radius)

|
|
|
I =T T e - i
L ~ | risafiefaibleou
| | I I |
STttt Tttt A1 ]
0 .' S— S N E— S
40 45 50 55 60 65 70 75 80 85 90
Age (ans)
Seuil d'intervention inférieur:
Age risque de fracture a 10 ans (FRAX®)
50 ans =>10% 60 ans =>15%
70 ans =27% =>=80ans =33%

Seuil d'intervention superieur: définit le risque trés élevé et imminent
de fracture (20% au-dessus du seuil inférieur)
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Traitements de 1'ostéoporose

Analogue de la PTH

Tériparatide
(Forstéo® / Tériparatid Mepha®
/Movymia® / Livogiva®/ Terrosa®)

Abaloparatide
(Tymlos®)

Ac anti-sclérostine
Romosozumab (Evenity®)

/THS*

Estrogénes Prévention active
SERMs et ciblée (50 - 65 ans)

Raloxiféne (Evista®)

\Bazedoxiféne (Conbriza®) -

Bisphosphonates

Alendronate (Fosamax® / Fosavance®)
Risedronate (Actonel®)
Ibandronate (Bonviva®)
Zolédronate (Aclasta®)

Ac anti-RANKL
Dénosumab (Prolia®)




Menopausal Hormone Therapy (MHT)

* Efficace dans la prévention de la perte osseuse chez les femmes
meénopausées

* Réduit le risque de fractures de la hanche, vertébrales et autres
fractures liées a l'ostéoporose chez les femmes ménopausées

* Peut étre instauré chez les femmes ménopausees presentant un
risque de fracture ou d'ostéoporose avant 60 ans ou dans les 10

ans suivant la ménopause

* Présence d'un rapport bénéfice/risque positif du MHT dans ces
populations



Effets du raloxifene sur les fractures vertébrales
(MORE study)

7705 osteoporotic women aged 31 to 80 yrs in 25 countries; postmenopausal 2 2 yrs

Vertebral fractures

4 Group 2 (n=2,304)
o BMD -2.5
: g 20— prevalent fractures
g'g 15 Group1(n=4524)
L BMD -2.5
D = no prevalent fractures
gé 10
2 | Dlem  E AR
£ 0- k50%!

Placebo Raloxifene Placebo Raloxifene
60 mg/d 60 mg/d

Ettinger B et al, JAMA, 1999;282:637-645



KAPLAN-MEIER FRACTURE RATE (%)

Efficacy of Bazedoxifene in Reducing New Vertebral Fracture Risk in
Postmenopausal Women With Osteoporosis: Results From a 3-Year, Randomized,
Placebo-, and Active-Controlled Clinical Trial*

6847 healthy postmenopausal women with osteoporosis (55—-85 yr of age)

Incidence of new vertebral fractures

5 BAZEDOXIFENE 40 mg
[ lpLACEBO

E= BAZEDOXIFENE 20 mg
' 4 RALOXIFENE 60 mg

RRR, 42%; HR, 0.58 (95% Cl, 0.38-0.89)  RRR, 41%; HR, 0.59 (95% Cl, 0.29-1.21)  RRR, 43%; HR, 0.57 (95% CI, 0.34-0.97)
— 1 1

RRR, 37%; HR, 0.63 (95% Cl, 0.42-0.96)  RRR, 35%; HR, 0.65 (95% CI, 0.32-1.30)  RRR, 38%; HR, 0.62 (95% Cl, 0.37-1.05)
| — | —— | | — |

RRR, 42%; HR, 0.58 (35% CI, 0.38-0.89)  RRR, 35%; HR, 0.65 (95% Cl,0.32-1.30)  RRR, 45%; HR, 0.55 (95% CI, 0.32-0.94)
— — —

4.8

] [ i o b
b o y 2.8 2.7
b 55 b o ¢ , © 2.6

o 123 =23 2.1

/ 20 718

AN

SUBJECTS WITH
PREVALENT FRACTURE®

SUBJECTS WITHOUT
PREVALENT FRACTURE®

ALL SUBJECTS

Incidence of nonvertebral fractures in
subjects at higher risk for fracture

9
£ 101
L
*;: 0 - RRR, 30%"
o (p=021)
8 - RRR, 40%" /
I RRR, 22%° (p = 0.03)
o0 RRR, 50%" (p =0.36)
- 74 (p=0.02) RRR, 34%"
= RRR, 44%: (el
) @ T
b (p=0.05) 7
m —
: - 7
o -
W 4
w -
E' 3
z £
é 1 / /
S o // /
BAZEDOXIFENE BAZEDOXIFENE BAZEDOXIFENE RALOXIFENE
20 mg 40 mg COMBINED 60 mg
No. of new
fractures, n (%)’ 17 (4.9) 22 (6.5) 39 (5.7) 30 (8.4)

Silverman et al. J Bone Miner Res 2008;23:1923-1934

PLACEBO

32 (9.1)




Efficacy of Bisphosphonates in Reducing Fracture Risk
In Postmenopausal Osteoporosis

Alendronate
A O Placebo
B Alendronate 10 mg daily*
20 44
RRR = 47%"
(95% Cl, 32-59%)
£ 157 o ¥ RRR = 51%"
2 8 (95% Cl, 1-77%)
& 101 S o
* -
o~
5-1 14
Morphometric Vertebral Fractures Hip Fractures
B [J Placebo
M Alendronate 10 mg daily*
57 g
RRR = 44%"
n (95% Cl, 39-80%)
B
c
2 3 l
©
o
S 2
ES
14
0

Morphometric Vertebral Fractures!

Zoledronate

(] Placebo (n =3,861)*
B ZOL5mg (n=3875)%

? 157

g RRR, 70%' RRR, 25%

o (95% Cl, 62%-76%) (95% Cl, 13%-36%)

(]

£ 10 1

[\

n

3

3 RRR, 41%'

g 5 RRR, 77%1' (95% Cl, 17%—58%)

[ (95% Cl, 63%-86%)

| {

: —L

o

X 0 T T

Morphometric ~ Clinical Vertebral Hip Nonvertebral

Vertebral Fractures Fractures Fractures
Fractures®

Figure 1  Rate of fractures in postmenopausal women receiving alendronate or placebo in (4) Fracture Intervention
Trial (FIT)-1 after 3 years and (B) FIT-2 after a mean of 4.2 years. CI = confidence interval; RRR = relative risk
reduction. *Alendronate 5 mg/day for the first 2 years of study. "P <0.001 vs. placebo; *P = 0.047 vs. placebo; P =
0.002 vs. placebo. Morphometric fractures defined as fractures diagnosed by a clinician. (Data from Lancer'® and
JAMAM")

Black DM et al. Lancet 1996
Cummings SR et al. JAMA 1998

Figure 4  Rates of fractures over 3 years in postmenopausal women treated with zoledronic acid 5 mg (ZOL) or
placebo infusions every 12 months in the Health Outcomes and Reduced Incidence with Zoledronic Acid Once Yearly
(HORIZON}-Pivotal Fracture Trial. Values for hip fractures, clinical vertebral fractures, and nonvertebral fractures
are cumulative event rates based on Kaplan-Meier estimates at month 36. P-values are based on an adjusted
logistic-regression analysis. A total of 14 patients in the zoledronic acid group and 15 in the placebo group were
excluded from all analyses because the participation of their clinical center was terminated, owing to issues associated
with reliability of data. P <0.001 vs. placebo; *P = 0.002 vs. placebo. ‘Includes stratum 1 patients only (no
concomitant therapy). CI = confidence interval; RRR = relative risk reduction. (Adapted from N Engl J Med ™)

Black DM et al. NEJM 2007

Bilezikian JP Am J Med 2009




Effect of Denosumab on Fracture Risks at 36 Months

Phase 3: The FREEDOM Trial

- Fully human monoclonal antibody to the receptor activator of nuclear factor-kB ligand (RANKL) that blocks its binding
to RANK, inhibiting the development and activity of osteoclasts

- 7868 women (60 to 90 yrs); -4.0 <T score BMD <-2.5 at the lumbar spine or total hip

Incidence at Month 36 (%)

9%

8%

7%

6%

5%

4%

3%

2%

1%

0% i

68% P < 0.001

2.3%

New Vertebral

20% P = 0.01
M Placebo
Denosumab
6.5%
40% P = 0.04
Nonvertebral l Hip

Cummings SR, etal. N Engl J Med. 2009 Aug 20;361(8):756-65

Long-term treatment
with Dmab, up to 10 yrs,
was associated with low
fracture incidence
compared with that
observed during the
initial 3-year trial



Effects of Denosumab Treatment and Discontinuation on Bone Mineral Density
in Postmenopausal Women with Low Bone Mass

- 256 postmenopausal women, mean age of 59 yrs, mean lumbar spine T-score of -1.61

- Placebo or 60 mg denosumab every 6 months for 24 months, followed by 24 months off treatment

>

Lumbar Spine B Total Hip C 1/3 Radius
9 -k-& Placebo ©©Denosumab 51 -a4&Placebo ©©Denosumab -k-& Placebo ©©Denosumab
8 1 2
o 41
£ r £ £ 1 4
¢ 6 - o 3 o
1] 1]
m [+ 1]
@ 5 i1} @
£ E 27 £
o 41 o o
i o 0
o 97 o 11 P -1 4
o) o) o
5 2] g :
5 1 5 521
£ 0 £ 1- £
| -
R
& e - &
2 4 4
-3 L LI T U T T I I I -3 L L I I 1 I I I I T T T T T T T
016 12 24 30 36 42 48 M6 12 24 30 36 42 48 0 12 24 30 36 42 48
Study Month Study Month Study Month

Bone HG et al. JCEM 2011



Effect of rhPTH (1-34) on the Risk of New
Vertebral Fractures

1637 postmenopausal women with prior vertebral fractures

Risk Reduction (RR)

100%-

o 9
X =

50%

5%

| RR 0.31 (95% CI, 0.19 to O.5O)I*

RR 0.35 (95% Cl, 0.22 to 0.55)*

65% ¥ 69% ¥
64 . .
Placebo rhPTH 20 rhPTH 40
(n=448) (n=444) (n=434)

No. of women who had > 1 fracture

O N PO O =~ -~

o N
USWOAN JO 9%,

*p <0.001 vs. Placebo

Neer et al 2001



Novel Amino-Acid Sequence of Abaloparatide (ABL)
and PTH/PTHrP homology

hPTH, 34
(leriparatide)

hPTHrP,_3,

Avaioparatice | [ I I T
(BAOS8) 100% hPTHrP || 38%hPTHPP |

Functionally important amino acid replacements

at positions between residues 22-34

Adapted from Hattersley G, Dean T, Corbin BA, BaharH, Gardella T). Binding Selectivity of Abaloparatide for PTH-Type-1-Receptor Conformations and Effects
on Downstream Signaling. Endocrinology. 2016;157(1):141-9.



ACTIVE: Time to event of non-vertebral , clinical
and major OP fractures

Nonvertebral fractures

=]

Patients With Fracture, %

Placebo

Teriparatide

Abaloparatide

Time to Event, mo

24

Log-rank P value

.049 Abaloparatide vs placebo
.22 Teriparatide vs placebo

.44 Abaloparatide vs teriparatide

Median follow-up time, mo
18.93 Abaloparatide
18.93 Placebo

18.90 Teriparatide

@ Major osteoporotic fractures

Patients With Fracture, %

B Clinical fractures
9~
8
7_
6
54

Patients With Fracture, %

Teriparatide

’_r,_'_‘_r-—Ahaloparatide

18 24

Time to Event, mo

-=-Placebo Log-rank P value

<.001 Abaloparatide vs placebo
.14 Teriparatide vs placebo
aloparatide vs teriparatide

Teriparatide
Median follow-up time, mo
18.93 Abaloparatide

18.93 Placebo

18.90 Teriparatide

Time to Event, mo

24

Log-rank P value

.02 Abaloparatide vs placebo
.11 Teriparatide vs placebo

.40 Abaloparatide vs teriparatide

Median follow-up time, mo
18.93 Abaloparatide
18.93 Placebo

18.90 Teriparatide

Adapted from Miller PD, Hattersley G, Riis BJ, Williams GC, Lau E, Russo LA, et al. Effect of Abaloparatide vs Placebo on New Vertebral Fractures in Postmenopausal Women With Osteoporosis: A

Randomized Clinic

al Trial. JAMA. 2016;316(7):722-33




Romosozumab Treatment in Postmenopausal Women with Osteoporosis

- Monoclonal antibody that binds sclerostin (protein expressed by osteocytes that downregulates osteoblastic bone formation)

- 7180 postmenopausal women, -3.5 < T score <-2.5 at the total hip or femoral neck.
- Monthly s.c romosozumab (210 mg) or placebo for 12 months and then denosumab (60 mg) s.c every 6 M for 12 months

A Incidence of New Vertebral Fracture

M Placebo M Placebo — Denosumab
B Romosoczumab B Romosozumab — Denosumab
44 12 Mo 44 24 Mo
Risk ratio, 0.25
3 5 P<0.001
Risk ratio, 0.27 I
g P<0.001 g
2 2 | £ 2 259
@ 5 (84/3327)
E— -
£ 1.8% £
(59/3322)
14 14
0.5% 0.6%
o (16/3321) (21/3325)
Placebo Romosozumab = = = Placebo — Denosumab = = = Romosozumab — Denosumab
B First Clinical Fracture in Time-to-Event Analysis C First Nonvertebral Fracture in Time-to-Event Analysis
100 100
5 P=0.008 P=0.10 & P=0.10 P=0.06
- 907 4 JTLL = 90 4 .
£ 80— 3 a—" £ g0 3 e
- - -_.l‘-_ _..'I'
S 704 5 L S 704 2 < =T
= 60 1 2 60 1
o v
= 50+ O T T T T = 50 0 T T T 1
2 404 0 6 12 18 24 2 404 0 6 12 18 24
=] =
LE" 30} Lé 30
= 20+ 5 20
b 104 o 104
O e = e R — F X L L LE o b B R e
| 0 T T T 1
0 6 12 18 24 [o] 6 12 18 24
Month Month
No. at Risk No. at Risk
Placebo 3591 3316 3134 3037 2955 Placebo 3591 3318 3145 3052 2967
Romosozumab 3589 3317 3148 3050 2968 Romosozumab 3589 3318 3149 3051 2970

composite of nonvertebral and symptomatic vertebral
Cosman F et al., NEJM 2016



Romosozumab or Alendronate for Fracture Prevention in Women

- 4093 postmenopausal women with osteoporosis and a fragility fracture

- Randomized to monthly s.cut romosozumab (210 mg) or weekly oral alendronate (70 mg) for 12 months,
followed by open-label alendronate in both groups.

A Incidence of New Vertebral Fracture

12 Months
154
— 10
R Risk ratio, 0.63
@ P=0.003
=
.8 !
S c ] 6.3
(128/2047)
4.0
(82/2046)
0
Alendronate Romosozumab
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Indications et Limitations pour I’Abaloparatide (similar to Romosozumab)

* Indication: Traitement des femmes post-ménopausées présentant un
risqué élevé de fracture

* Limitations:

* Risque imminent, i.e., fracture ostéoporotique majeure* récente ( 24 mois),
avecun T-score <-3.5

ou

 Tres haut risque de fracture selon FRAX® (>220% au-dessus du seuil
d’intervention)

ou
* Au moins deux fractures ostéoporotiques majeures

*NB: NOT radius




AGENDA

Epidémiologie
Prevention secondaire des fractures
Bilan d’ostéoporose

Recommandations de traitements de I'ostéoporose en fonction du risque de
fracture — Score FRAX

Les traitements de I'ostéoporose

Vitamine D



STOP IT: Intra-trial mean 25(OH)D and risk of falling
410 men and women 2 65 yrs, baseline 25(OH)D 55 nmol/L
700 Ul vit D3 plus calcium for 3 yrs

- Serum 25(OH)D measured every 6 months

- Intra-trial mean 25(OH)D defined as the mean of all measurements from 6 M to time to first fall

- Careful falls assessments made every 6M for 3 yrs

4 -

dashed line is a quadratic and
solid line is a 3-piecewise regression

Log odds of falling
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The U-shaped pattern of falling was similar in men and women

Dawson-Hughes B JCEM 2022



Aging Clinical and Experimental Research (2022) 34:2603-2623
https://doi.org/10.1007/540520-022-02279-6
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Check for
updates

Role of vitamin D supplementation in the management

of musculoskeletal diseases: update from an European Society

of Clinical and Economical Aspects of Osteoporosis, Osteoarthritis
and Musculoskeletal Diseases (ESCEQ) working group

Thierry Chevalley' © - Maria Luisa Brandi? - Kevin D. Cashman® - Etienne Cavalier® - Nicholas C. Harvey>S .
Stefania Maggi’ - Cyrus Cooper>®® . Nasser Al-Daghri® - Oliver Bock'®'" . Olivier Bruyére'? - Mario Miguel Rosa'® -
Bernard Cortet' . Alfonso J. Cruz-Jentoft'® . Antonio Cherubini'® . Bess Dawson-Hughes'” .

Roger Fielding'” - Nicholas Fuggle>® . Philippe Halbout'" - John A. Kanis'®'° . Jean-Marc Kaufman? -

Olivier Lamy?'© . Andrea Laslop? - Maria Concepcién Prieto Yerro?® - Régis Radermecker?* -

Jotheeswaran Amuthavalli Thiyagarajan®® - Thierry Thomas? - Nicola Veronese?” - Marten de Wit?® -

Jean-Yves Reginster?® . René Rizzoli'

Table 5 Indications for vitamin D supplementation

Daily vitamin D (800-1000 IU)

Subjects at risk of osteoporosis

Patients on concurrent osteoporosis treatment
Patients with fragility fracture

Elderly people at risk of falling

Obese patients

Subjects with pigmented skin

Subjects with limited sun exposure
Subjects with insufficient vitamin D intake
Patients with malabsorption”

Patients after bariatric surgery®

Patients on anticonvulsants

Patients on glucocorticoids

Loading dose (25,000 or 50,000 IU/week for 4—6 weeks)

Low 25-hydroxyvitamin D levels

Need for a rapid correction of vitamin D deficiency
After bariatric surgery

Malabsorption

Severe obesity

In some countries, 25,000 IU monthly (corresponding thereby to
800 IU/day) is commonly prescribed, and might be acceptable if it
meets patients” preference despite equivalence with the daily dose

was not clearly established
*Higher doses (2000 IU/daily) may be needed



Take Home Messages (1)

Les patients avec fracture de fragilité sont a haut risque de nouvelles fractures

survenant surtout dans les premiers 6 a 24 mois.

La majorité de ces patients ne sont pas évalués ou traites.

Plusieurs traitements anti-ostéoporotiques spécifiques réduisent I'incidence de nouvelles

fractures vertébrales, non-vertébrales et de hanche.

Les Fracture Liaison Service avec un coordinateur permettent de diminuer le taux de

refractures et la mortalité, ceci avec un rapport colt-bénéfice favorable.



Take Home Messages (2)

Une dose quotidienne de 700-800 Ul vit D avec un apport adéquat de calcium réduit le

risque de chutes et de fractures chez les patients ages carenceés/insuffisants.

La supplémentation en vit D chez des sujets agés avec des taux adéquats de 25(OH)D

n‘améliore pas la performance musculaire et ne diminue pas les chutes.

Une supplémentation pour atteindre un taux de 25(OH)D = 100 nmol/l semble

augmenter le risque de chutes.

Des bolus importants de vit D peuvent aussi augmenter le risque de chutes.



Take Home Messages (3)

» Utiliser les Recommandations 2020 de I’Association suisse contre 'ostéoporose pour le

traitement de Uostéoporose en fonction du risque de fracture
Indications au specialiste

» En cas d’indication a un antirésorbeur, mais contre-indication (i.e. IRC)
» Les patients qui fracturent malgré un traitement bien conduit (BPS, Dmab, ou anabolisants)

> Les patients a trés haut risque / risque imminent avec indication a un anabolisant osseux

(tériparatide, romosozumab), prescription uniquement par rhumatologue ou endocrinologue



Recommandations 2025

e OQutils diagnostiques

* FR et Evaluation du risque (FRAX)

 Examens de laboratoire

e Mesures générales (Ca + VitD)

» Effet des traitements sur réduction des fractures

| PREVENTION

| DiasnosTic e Durée du traitement
e Effets indésirables
| Tramement * Prévention des chutes et activité physique

https://www.svgo.ch




UNIVERSITE l.m Universitares
DE GENEVE Genéve

MERCI POUR VOTRE ATTENTION




	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10: Capture the Fracture®  International Map of Best Practice
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16: Seuil d’intervention (traitement pharmacologique) en fonction de la valeur du FRAX pour fracture majeure de l’ostéoporose selon l’âge pour la Suisse
	Slide 17
	Slide 18
	Slide 19: Menopausal Hormone Therapy (MHT)
	Slide 20: Effets du raloxifene sur les fractures vertébrales (MORE study)
	Slide 21
	Slide 22
	Slide 23: Effect of Denosumab on Fracture Risks at 36 Months Phase 3: The FREEDOM Trial 
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	Slide 33
	Slide 34: Take Home Messages (1)
	Slide 35: Take Home Messages (2)
	Slide 36: Take Home Messages (3)
	Slide 37
	Slide 38

