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potent available drugs for the treatment of
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techniques
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used to treat 0steoporosis

B Choose the appropriate treatment
modalities for patients newly diagnosed
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Epidemiology and impact
Osteoporosis is a disease characterized by a reduction in the quantity of bone tissue and
a deterioration of the structure or microarchitecture of bone tissue, both of which produce

bone fragility and an increase in the risk of fractures throughout the body.

Osteoporosis is very common,; it currently affects 4-6 million postmenopausal Caucasian
women." Approximately half of all Caucasian women will experience an osteoporotic
fracture during their lifetimes. In the United States, there are approximately 1.5 million
osteoporotic fractures every year.” Of these, 250,000 are hip fractures, which carry a
24% mortality risk within the first year.” About one in six Caucasian women will fracture
her hip.*” Half of those who suffer hip fractures are unable to walk without assistance’
and about 8% require long-term nursing care.® Only 10-15% will return to full,

independent activity.

Osteoporosis presents an enormous burden to the healthcare system. The cost of the dis-
ease and its associated fractures is estimated to be $14 billion annually. Hip fractures
incur the greatest expenditures. Initial hospital care costs an average of $7,000 and the
average cost for the first year post-fracture is $21,000. In 1995, hip-fracture treatment
costs totalled $8.68 billion.”

Vertebral fractures are associated with an increase in mortality that is directly related to the
number of fractures as documented on x-ray. Vertebral fractures also have major physical
consequences, including loss of height, changes in posture, chronic back pain, difficulty
breathing and the so-called Dowager’s hump. People with fractures in the lumbar region may
experience changes in the abdominal anatomy, abdominal pain, constipation, reduction in
appetite, and a feeling of fullness and distension. These changes can have a major negative
impact on a patients quality of life.'*?  The cumulative burdens of pain, disability, reduced

quality of life, and cost represent a serious public health problem.

Risk Factors

During childhood, bone is gained in a relatively linear fashion. At puberty there is a major
acceleration in bone acquisition, with a dramatic increase in bone mineral density (BMD).
This increase in BMD represents an increase in the dimensions of bone rather than a change
in the density of existing bone matrix. In females, the bone acquisition process is nearly com-

plete by age 17; in males by age 20. Maximum BMD is achieved around age 28.

Genetic factors are largely responsible for determining the level of peak bone mass.
Nutritional factors (e.g., calcium intake), exercise patterns, age of menarche, regularity of
menstrual function, and exposure to alcohol and tobacco also affect peak bone mass. At
the time of menopause, all women lose bone. This bone loss is accelerated in the first five

years after menopause but continues through the rest of life. Several factors can increase

The cost of osteoporosis and its
associated fractures is estimated

to be $14 billion annually.
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or decrease the rate of bone loss at this stage of life, including exercise, calcium and vita-
min D intake, and smoking. A variety of diseases, such as inflammatory bowel disease,
multiple myeloma, lupus, and rheumatoid arthritis, can contribute to bone loss. Certain
medications, such as glucocorticoids and excessive amounts of thyroid hormone, can also
increase bone loss.

Compared with men, women are at higher risk for osteoporosis because of a lower peak
bone mass, smaller skeletal size, and the accelerated bone loss that occurs after menopause.
Among women, the incidence of osteoporotic fractures is higher in Caucasians than in
African-Americans, while women of Hispanic descent have an intermediate risk. There is

greater variability within each race, however, than there is among races.

Men have a lower risk for osteoporotic fractures, but the lifetime risk is still substantial —
25% for a 60-year-old man. As with women, the risk of hip fracture rises exponentially with
aging, but the age at which this increase begins is typically five to 10 years later in men.

Diagnosis

The diagnosis of osteoporosis requires the assessment of risk factors, measurement of bone
mineral density, documentation of fractures, and an evaluation of potential secondary causes
of bone loss. The National Osteoporosis Foundation (NOF) recommends that all post-
menopausal women age 65 or older have a bone mineral density test regardless of any other
risk factors or therapies being used at the time (Table 1). The Foundation also recommends
that postmenopausal women under the age of 65 who have one or more additional risk
factors for osteoporosis, including secondary causes, should undergo a bone mineral
density test. The most important of these risk factors include a history of fractures
occurring with minimal trauma, a positive family history of osteoporotic fractures (especially
a maternal history of hip fracture), current smoking, being very thin, and frequent falls. In
the future, it is likely that recommendations for testing will be broadened to include all
postmenopausal women, regardless of the presence or absence of risk factors.

Table 1.
Recommendations of

the National Osteoporosis
Foundation

m Urge every postmenopausal woman to consider m Advise all patients to obtain an adequate
her risk of osteoporosis. Osteaporosis is a silent intake of dietary calcium (at least 1,200 mg/day,
risk factor, just as hypertension is for stroke. including supplements if necessary) and

vitamin D (400-800 IU/day for patients at risk

m Ensure that the issue of skeletal health is of deficiency).

addressed and recorded at every office visit.

m Recommend regular exercise and avoidance of

m All postmenopausal women with fractures
tobacco and excess alcohol.

should be evaluated for osteoporosis, including

bone mineral density (BMD) measurements. o .
m Suggest initiating therapy to reduce fracture risk

m Recommend BMD testing for all women aged 65 in women with BMD T-scores < -2 if no additional
and older or for postmenopausal women below risk factors and in women with BMD T-scores
age 65 with one or more additional risk factors. <-1.5 if other risk factors are present.
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Bone mass accounts for approximately 80% of bone strength; it is the single strongest
predictor of osteoporotic fractures. Current bone density measurements employ a variety
of techniques that are fast, safe, and accurate. These techniques include single- or dual-energy
x-ray absorptiometry (DXA), computerized tomography (QCT), and ultrasound. Densitometers
are classified by the skeletal regions they measure; either central (spine and/or hip) or
peripheral (forearm, tibia, wrist, finger, or heel). The preferred technique is the hip DXA test,
which is the best for predicting hip fracture risk.

In addition to bone density testing, biochemical markers of bone turnover can be useful in
predicting fracture risk and also for monitoring osteoporosis therapy. Bone is constantly being
remodeled by a cyclic process, during which osteoclasts absorb packets of old bone tissue and
osteoblasts produce new bone matrix. Bone loss occurs when the amount of old bone
resorbed exceeds the production of new bone. The rate of bone formation and resorption can
be assessed biochemically in two ways: by measuring the enzymatic activity of bone cells or
by measuring the breakdown products of bone matrix. The most commonly used indicators
of bone formation are bone specific alkaline phosphatase and osteocalcin. During bone
resorption, pyridinolines and metabolized fragments of type 1 collagen are excreted into the
urine; these can also be analyzed through laboratory assays. Biochemical markers reflect rates
of bone remodeling, a dynamic state, but cannot confirm the presence or absence of
osteoporosis and cannot substitute for bone density testing. However, elevated levels of these
markers may be associated with an increase in the risk of fractures; they may be most useful
in risk prediction when bone density tests show an intermediate level and a treatment
decision isn't clearly indicated.

Biochemical markers can be very useful in monitoring response to antiresorptive therapy:.
Reductions in biochemical markers of bone formation and resorption of 40-60% can be seen
within three to six months of therapy, particularly with bisphosphonates and estrogen, while 12
to 24 months are usually required to evaluate treatment response through bone densitometry:.

Treatment

Risk factor reduction

The first area to be considered in the management of osteoporosis is the reduction in risk
factors. These may include eliminating smoking and alcohol abuse and reducing the risk of
falls. The next step in risk reduction is optimizing nutritional status. Total daily calcium
intake, from both diet and supplements, should be 1200-1500 mg. (The American diet
typically provides 600 mg/day of calcium.) A daily intake of 400 IU of vitamin D (or up to
800 units in those over 65), will help maintain an optimal skeletal status. The management
of osteoporosis should also include an exercise regimen. The exact prescription to be followed
is not known, but it should include some weight-bearing, aerobic exercise program, such as
running, calisthenics, dancing, stair climbing, or racquet sports. The goal is to strengthen the
large muscle groups, with concentration on the back, shoulder, and hip musculature. In
addition to helping maintain bone mass, exercise helps maintain muscle mass, which
improves coordination and balance, thus reducing the risk of falling and fractures.

Biochemical markers can be very

useful in monitoring response to

antiresorptive therapy.
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Results from the WHI trial

suggest HRT, particularly
the Prempro™ formulation,
can no longer be routinely
recommended for

long-term use.

While not everyone needs medical therapy, women who have experienced fractures or have
T-scores < -2.5 should receive medical therapy. Current NOF guidelines recommend that
anyone with a T-score of =2 or below, or with a T-score of —1.5 or below and additional risk

factors, should receive medical therapy.

Currently approved medications for osteoporosis management include estrogen replacement
therapy, raloxifene, calcitonin, alendronate, and risedronate. Parathyroid hormone may receive
FDA approval in late 2002 or 2003.

Estrogen

A large body of clinical trial data has shown that estrogen produces beneficial effects on bone
mass in both early and late postmenopausal women and in women who have osteoporosis.
Most of the data supporting the antifracture effects of estrogen comes from epidemiological
evidence rather than clinical trials. A recent meta-analysis by Torgerson et al, which
examined 22 studies, showed that the relative risk of nonvertebral fractures was reduced by
27% in estrogen-treated women compared with placebo-treated women.” This effect was
most significant in women who were under 60 years of age or who started estrogen before the
age of 60. The Heart and Estrogen/Progestin Replacement Study (HERS) is sometimes cited
to strengthen the case against estrogen replacement as an effective treatment for osteoporosis.'*
This study, which used conjugated estrogens plus medroxyprogesterone, showed no beneficial
effect of estrogen on hip or other fractures. By contrast, results from the aborted Women’s
Health Initiative (WHI) trial indicate that hormone replacement therapy (HRT) reduced the
risk of hip fracture by 33% and all fractures by 24%, despite the fact that this group was

not at particularly high risk for osteoporosis.”

Many patients refuse to consider estrogen therapy because of a fear of breast cancer.
Observational studies suggest that there is an increased risk of breast cancer after long-term
estrogen use. Results from the WHI trial confirm that HRT results in an increased risk of
breast cancer of about 25%, even within the first five years of therapy.” This translates into
eight additional cases per 10,000 women per year. These results, which received extensive
publicity in the lay as well as the professional press, suggest that HRT, particularly the

Prempro™ formulation, can no longer be routinely recommended for long-term therapy.

SERMs

The selective estradiol receptor modulators (SERMs) produce some of estrogen’s multisys-
temic effects, but do not increase the risk of breast cancer. In fact, the SERMs studied to date,
tamoxifen and raloxifene, appear to reduce the risk of breast cancer. Only raloxifene is cur-
rently approved for the prevention and treatment of osteoporosis. In the Multiple Outcomes
of Raloxifene Evaluation (MORE) trial, raloxifene was shown to produce modest effects on

bone density and to produce reductions in bone turnover markers."® Raloxifene reduces the
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risk of vertebral fractures, although there are no data confirming that it reduces nonvertebral
fractures. Other major effects of raloxifene to emerge from the MORE trial include significant
reductions in the incidence of breast cancer and cardiovascular and cerebrovascular disease.
Tamoxifen has been used as an adjuvant therapy for breast cancer for several decades and is
now used for breast cancer prevention. Tamoxifen is not suitable as a substitute for estrogen
in the prevention or treatment of osteoporosis, since it produces estrogenic effects on the
uterus, including endometrial hyperplasia and endometrial cancer. It also has undesirable

anti-estrogenic effects on the brain, resulting in hot flashes.

Calcitonin

Calcitonin is a 32-amino acid, single-chain peptide secretory product of neuro-endocrine
C-cells located in the human thyroid gland. Calcitonin is a potent inhibitor of osteoclast
function. There are two approved dosage forms, injectable (which is rarely used and is associ-
ated with nausea, vomiting, and flushing) and a nasal spray. After administration of calcitonin,
there is a rapid decrease in bone resorption and hypocalcemia. However, good evidence of
antifracture efficacy is difficult to find. Evidence from the Prevent Recurrence of Osteoporosis
Fractures (PROOF) study of nasal calcitonin is compromised by the fact that only 378 women
completed the study out of 1255 enrolled."” In this study, a 400-unit dose of calcitonin nasal
spray did not produce a significant reduction in vertebral fractures. Clearly, calcitonin produces
a much weaker effect on bone than other agents for osteoporosis management.

Bisphosphonates

Bisphosphonates are synthetic compounds that were initially developed for industrial use, to ,

inhibit the growth of crystals. They were soon discovered to have a number of biological 7 /

effects, including the ability to inhibit osteoclast-mediated bone resorption. The magnitude / / '
of this effect depends on a number of factors, including inherent drug potency, dose, route of = g f

administration, and rate of bone turnover. g

Alendronate is the most potent drug currently available for the treatment of osteoporosis. N

The agent was studied in the Fracture Intervention Trial (FIT), a very large, randomized,

controlled trial that included 6,459 participants and several years of observation (Table 2).'*  Alendronate is the most potent
All of the enrolled women had low hip bone mineral density scores (T-scores <-1.6). Women  drug currently available for the
were randomized to receive either 5 mg/day of alendronate or placebo. On the basis of new  treatment of osteoporosis.

data indicating improved efficacy on bone mass, the dose was increased to 10 mg after two

years. The dropout rate was less than 4%. The women who received alendronate achieved

substantial increases in bone mineral density (mean, 7%-9% at the spine and 5%-8% at the

hip compared to placebo). Alendronate was also shown in this trial to reduce the risk of hip

fracture by 56% by year four in women who had osteoporosis but no prior vertebral fractures.

The incidence of new vertebral fractures was reduced by 50%." Meta-analyses of all of the

clinical trials of alendronate showed consistent reductions in hip-fracture risk of approxi-

mately 50%, as well as significant reductions in the risk of vertebral and wrist fractures.”
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A long-term trial of alendronate showed that spinal bone density continues to increase over
time and that bone density increases at other sites are maintained. In addition, discontinuation
of alendronate does not appear to be associated with the accelerated bone loss seen in women

who discontinue estrogen.”

In over 17,000 patients studied, alendronate has been found to be generally safe and well
tolerated. In the FIT study, there were no significant differences between alendronate and
placebo in the incidence of adverse effects.’

Two-year data have shown that once-weekly administration of alendronate 70 mg produces
bone density and turnover effects identical to those seen with daily 10-mg doses; this is
now the recommended dose. The bisphosphonates must be taken on an empty stomach,
first thing in the morning with water only and cannot be followed by any food or drink for
at least 30 minutes.

Table 2.
Fracture Intervention Trial
(FIT) of alendronate

Two treatment arms: Vertebral Fracture Arm (VFA) and Clinical Fracture Arm (CFA)

VFA results (compared to placebo): Predefined pooled analysis of VFA and CFA results
(compared to placebo):

m New radiographic vertebral fractures reduced by 47%
. m Hip fractures reduced by 56% in osteoporatic
m Multiple vertebral fractures reduced by 90% women without prior vertebral fracture
m Symptomatic vertebral fractures reduced by 55% m New hip fractures reduced by 63% within
. o 1821 18 months?
m Hip fractures reduced by 51%™

Risedronate is also approved for the prevention and treatment of osteoporosis. Risedronate
produces moderate effects on bone mass in both the spine and hip and reduces the risk
of fracture throughout the skeleton. The fracture data with this agent derive from three
studies; two assessing vertebral fracture and all nonvertebral fractures and one looking
primarily at hip fracture. In the two Vertebral Efficacy with Risedronate Therapy (VERT)
studies, risedronate reduced the risk of vertebral fractures by approximately 40% at three
years (Table 3).2?* Benefits became apparent early, after 12 months, and were sustained
for at least five years. Risedronate hip fracture data come from the Hip Intervention
Program (HIP) study of over 9,000 women.” This study included two patient groups; the
first were women aged 70-79 who had severe osteoporosis (T-scores < -4 or T-scores < -3
with additional risk factors). In this group, there was a reduction in the incidence of hip
fracture of approximately 40% by the third year (pooled data from patients receiving 2.5
mg/day and 5 mg/day). However, in the other group enrolled in the HIP study, women
over 80 who had risk factors but no proven osteoporosis, there was no statistically significant
reduction in hip fractures. This result is surprising and there have been a number of pos-

sible explanations. The group tested may simply have been unusually healthy, which
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suggests that bone mineral density testing is an important predictor of the efficacy of osteo-
porosis therapy. In addition to the conflicting data from the HIP study, the VERT studies showed
no effect on the occurrence of hip fractures. Although hip fracture was not a primary endpoint,
the results are remarkable and possibly due to the high dropout rates seen in these studies.

VERT results: HIP study results: Table 3.
Vertebral Fracture (VERT) and
m Radiographic vertebral fractures reduced by m Hip fractures reduced by approximately 40% in Hip Intervention Program (HIP)
41-49% over three years in osteoporotic women women aged 70-79 who had severe osteoporosis | studies of risedronate”*
m Nonvertebral fractures reduced by 33-39% m No reduction in hip fractures in women over 80
over three years with risk factors but no proven osteoporosis

m No significant reduction in hip fractures

Recombinant parathyroid hormone (PTH)

Parathyroid hormone is a principal regulator of calcium homeostasis and works through
a mechanism completely different from that of estrogen, SERMs, calcitonin, or bisphosphonates.
PTH is a bone-formation stimulating agent. It not only increases bone mass, but also
seems to restore bone architecture by filling in cavities and cancellous bone caused by the
bone loss process. PTH can cause large increases in bone mass both when given alone and
when combined with antiresorptive agents. Clinical trials are now underway assessing the
effectiveness of PTH in combination with bisphosphonates or raloxifene. PTH may receive
FDA approval in late 2002 or 2003.

The largest study of PTH included 1,637 women with low BMD and an average of 2.3
fractures at baseline.® They were randomized to receive either placebo or either 20 or 40
ng/day of PTH. Median follow-up was 21 months. After a median treatment period of 18
months, PTH was shown to have a potent effect on fracture occurrence, with a reduction
of 65% to 69% in the incidence of vertebral fractures and a reduction of 35% to 45% in

all nonvertebral fractures. This trial reinforced findings from earlier studies, which showed
PTH to be a safe and effective therapy for enhancing bone mineral density. Back pain,
nausea, and headache were the most common side effects; these occurred infrequently
and were dose-dependent. Fewer than 5% had sustained increases in serum calcium above

the normal range.

PTH will doubtless prove to be a valuable addition to the armamentarium, as a single

agent or in combination with antiresorptive therapy. It is likely that antiresorptive agents

will be required to maintain the bone mass and bone architecture benefits induced by
PTH. It is possible that the anti-fracture benefits of PTH and antiresorptive therapy will
be additive. Animal studies combining PTH with estrogen or a bisphosphonate have had

promising results, producing increases in bone mass, connectivity, and strength.
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Case studies (submitted by
Felicia Cosman, M.D.)

We can no longer routinely

consider hormone replacement
therapy as a treatment for the

rest of a person life.

Summary

In summary, clinicians are fortunate today in having a variety of effective antiresorptive
therapies that reduce the risk of vertebral fractures. The bisphosphonates also reduce the
risk of nonvertebral fractures, including hip fractures. These drugs can dramatically
reduce the disability, the quality of life changes, and the mortality associated with osteoporotic
fractures. However, much remains to be done in the area of diagnosis. Only one in three
women with vertebral fractures has been diagnosed." Osteoporosis can be treated at any
stage, but for optimal treatment, it is important that we identify women with osteoporosis
prior to the occurrence of the first fracture.

Case 1

A 52-year-old woman, approximately nine months from her last menstrual period complains
of hot flashes, night sweats and irritability. She asks for a bone density test because her
mother had very stooped posture from a very young age. The BMD score in the spine is
determined to be —2.2. This woman is clearly a very good candidate for estrogen or hormone
replacement therapy.

She has no specific contraindications for hormone replacement therapy and has substantial
menopausal symptoms. This is a major indication for the use of estrogens. Her bone density
is in the osteopenic, or low bone mass range, and she requires therapy for prevention of
bone loss because of this as well as her family history of presumed osteoporosis. The ques-
tion will be how long estrogen should be used in this woman. We can no longer routinely
consider hormone replacement therapy as a treatment for the rest of a persons life.

Case 2

A 56-year-old woman recently developed back pain and acknowledged to her doctor that
she had had approximately a one or perhaps slightly more than a one-inch height loss.
Her x-ray did not show any clear abnormalities but there is a possibility of mild or mini-
mum wedging of one vertebra. Her doctor suggested a bone density test. The BMD score
in the spine was —2.3 and in the hip was —1.5. Her mother was recently diagnosed with
breast cancer. This 56-year-old woman is a classic case of a woman with early osteo-
porosis of the spine on x-ray. It is important that physicians review x-rays with radiolo-
gists, because sometimes mild wedging on x-ray may not be reported in a typical x-ray
report. However, this may be an early sign of vertebral osteoporosis. Her bone density T-score
is also nearly in the osteoporotic range of -2.5 or below and with the x-ray evidence as well
as the low bone density score, she is certainly a good candidate for treatment of osteo-
porosis whether or not her back pain was really related to this wedging. Because her
mother was recently diagnosed with breast cancer, she is probably not a good candidate
for hormone replacement therapy. She is an excellent candidate for raloxifene, which not only
reduces risk of vertebral fractures but may also reduce the risk of breast cancer in the future.
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Case 3

A 62-year-old woman sees a new internist. She is well, but is going for a routine general
physical exam and the new internist performs a comprehensive medical interview. She tells
the doctor that she had a wrist fracture at age 54 after a fall when she slipped on a patch
of ice on her driveway. The physician orders a bone density test which shows her T-score
in the hip to be —2.3. The T-score in the spine is —2. However, there is an apparent artifact
overlying at least one of the vertebrae. This is a classic case where the hip T-score should
be used to determine the need for medical therapy in combination with the clinical history.
This woman has a bone density nearly in the osteoporotic range and she also had an osteo-
porosis-related fracture of the wrist. The T-score in the spine should not be used to dissuade
therapy, since it probably involves artifact and because the hip BMD is probably the
preferential test in women of her age group or perhaps in all postmenopausal women.
Therapy, in addition to general nutrition and exercise should be considered here and the
treatment of choice is probably a bisphosphonate. This woman is not having any menopausal
symptoms, so starting estrogens at this point in time after menopause would therefore not
be the treatment of choice. And because she already had a wrist fracture and a low bone
density in the hip, she is showing that she is at risk for nonvertebral fractures. The only drugs
that clearly reduce nonvertebral fractures are the bisphosphonates, so she was started on
alendronate 70 mg once weekly because that is the easiest and most practical regimen
currently available for osteoporosis treatment.
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The only drugs that clearly

reduce nonvertebral fractures

are the bisphosphonates.

10

Separate this form along perforation, fold, and mail in the enclosed envelope.



OSTEOPOROSIS:

THE ERA OF THE BISPHOSPHONATES -

PART 1

Post-Test Questions
(8 correct answers are required for credit)

What is the mortality incidence in the
first year following a hip fracture?

L] A 10%
1 B. 24%
[] C. 36%

What percentage of women who suffer
a hip fracture will fully recover?

(] A 10-15%
[] B. 20-25%
L1 C 50%

At what approximate age is maximum
bone mineral density achieved?

(] A 17
] B. 20
[] C 28

Which of the following can contribute
to bone loss?

[ 1 A. Multiple myeloma
(] B. Smoking

[] C. Excessive amount of thyroid
hormone

[] D. All of the above
[] E. A. and B. above

What is the lifetime risk for osteo-
porotic fractures in men?

O A 15%

] B. 25%

L] C 45%

The National Osteoporosis Foundation
recommends that all women age 65 or
older have a bone mineral density test
regardless of the presence of risk factors
for osteoporosis.

] A. True

[] B. False

Bone mass accounts for what percent-
age of actual bone strength?

L1 A 50%
[] B. 65%
[] C. 80%

8.

10.

11.

12.

To reduce the risk of osteoporosis,
what is the total daily recommended
intake of calcium?

J A 600 mg
] B. 800-1000 mg
[] C. 1200-1500 mg

According to the results of the WHI
study, what was the reduction in risk
of hip fracture associated with estrogen?

O A 33%
[] B. 43%
[] C. 50%

In the pooled analysis of the vertebral
fracture arm and clinical fracture arm
results from the FIT trial, what was the
percent reduction in hip fractures in
osteoporotic women without prior verte-
bral fracture who received alendronate?
L1 A 25%
[] B. 37%
L1 C 56%

In the HIP study, what was the reduction
in risk of hip fracture associated with
risedronate in women aged 70-79?

0 A 25%

[] B. 40%

[0 C. 50%

In the HIP study, what was the reduction
in risk of hip fracture associated with
risedronate in women aged 80 and older?
(] A 25%
1 B. 40%

[ C. There was no significant reduction
in hip fractures in this age group.
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Activity Evaluation

1. As aresult of the information contained in this activity, will you make any

changes in your practice?  Yes No

If yes, what changes?

2. In your opinion, how could this activity be improved? (e.g., change format,

more details, fewer details, discuss other topics, change length)

3. Please rate the educational value/clinical relevance of this activity.
_ Excellenvoutstanding _ Very good ~ — Good/above average

_ Fair/acceptable — Poor/unacceptable

4. Please rate the extent to which the learning objectives were met.
_ Excellent/outstanding _ Very good ~ __Good/above average
— Fair/acceptable — Poor/unacceptable

5. Was the material presented objectively and did it avoid commercial bias?

Yes No Comments:

6. Suggestions for future topics:

7. Other comments:
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Name/degree (please print)
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City State Zip

Telephone

Social Security Number

Please submit this form, along with your check for $15.00 payable to
and mail in the enclosed envelope to:
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P O. Box 980048
Richmond, VA 23298-0048

Or you may pay by credit card and fax your form to us at 804-828-7438
MasterCard VISA Discover AMEX
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I have read the monograph, listened to the audio CD, and completed the
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To earn one (1) hour of category 1 CME credit after reading
this monograph and listening to the accompanying audio
CD, please mail the completed post-test answers, activity
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Post-Test Answers

(Circle the appropriate letter for each question.)

1.LABC 2.ABC 3.ABC 4. ABCDE 5 ABC 6.AB
7.ABC 8ABC 9.ABC 100ABC 11.ABC 12.ABC




