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Differential Effects of Androgens and Estrogens on Bone
Turnover in Normal Men. J Clin Endocrinol Metab. 2003
Jan; 88(1):204-210.

E-mail: bzleder @partners.org.

Uloha androgenii a estrogend pfi udrzovani normélniho kostni-
ho obratu u muzi za fyziologickych podminek je stile zevrubné
studovana.

Metody: Autori ndhodné rozdélili 70 muzi ve véku 20-44 let do
i1 skupin. Skupina 1 (n = 25) dostdvala analog GnRH (3,6 mg go-
serelin acetdtu v subkutdnni inj. kazdé 4 tydny) po dobu 12 tydnu
k supresi endogenni produkce gonadalnich steroidd na prepuber-
talni hladiny. Skupina 2 (n = 22) dostdvala goserelin a navic trans-
dermadln{ testosteron (Androderm 5 mg denné) k normalizaci hla-
din cirkulujiciho testosteronu a estrogendi. Clenové skupiny 3
(n = 23) dostdvali goserelin plus testosteron a navic inhibitor aro-
matdzy (anastrozol 1 mg denné per os) k navozen{ selektivniho de-
ficitu estrogenti. Ke zhodnoceni selektivniho uc¢inku androgent
a estrogent na skelet byly monitoroviany zmény biochemickych
ukazatelti kostniho obratu v jednotlivych skupinéch.

Vysledky: Markery kostni resorpce se zvysily ve skupiné hypo-
gonadalni (¢. 1) i ve skupiné s izolovanym deficitem estrogend
(€. 3). Nérast hladiny deoxypyridinolinu v moci byl vyssi u sku-
piny 1 neZ u skupiny 3 (p = 0,023). Svéd¢i to pro vyznamny vliv
androgenu na resorpci kosti. Ve skupiné 3 se oproti skupiné 2 vy-
raznéji zvysily hladiny N-telopeptidu v séru (p = 0,037). To je ob-
razem vlivu estrogent na kostni resorpci. Markery formace kosti
zpocatku poklesly u vSech sledovanych, posléze se u skupiny 1 a 3
opét zvysily. Porovnani jednotlivych ukazateld kostni formace se
mezi jednotlivymi skupinami neliSilo. Ve skupiné 1 doslo k vy-
znamnému ndrastu hodnot oproti skupiné 2 (p = 0,001; 0,0037;
0,005 pro osteokalcin; karboxytermindlni propeptid prokolagenu
I a aminotermindln{ propeptid prokolagenu I). Vzestup formacnich
markertd byl ve skupiné 1 vyssi i oproti skupiné 3, zde vSak nedo-
sahl statistické vyznamnosti (p = 0,065; 0,073; 0,099 pro osteo-
kalcin; karboxyterminalni propeptid prokolagenu I a aminotermi-
ndlni propeptid prokolagenu I). Zavér: Androgeny i estrogeny maji
v regulaci kostni resorpce u muzti vyznamny, vzajemné nezavisly
vliv. Androgeny jsou u muzu zfejmé nezbytné pii regulaci kostn{
formace.

Eghbali-Fatourechi G, Khosla S, Sanyal A, Boyle WJ, La-
cey DL and Riggs BL.

Role of RANK ligand in mediating increased bone resorp-
tion in early postmenopausal women. J Clin Invest. 2003
Apr; 111(8):1221-30.

E-mail: riggs.lawrence @mayo.edu.

Studie na hlodavcich ptitkly celé fadé cytokinu dlohu parakrin-
nich medidtor zvySené osteoklastogeneze pii deficitu estrogend.
Nikdy vsak nebyl popsan narist RANKL — kone¢né vykonné sloz-
ky osteoklastogeneze.

Metody: Byly sestaveny tii skupiny sledovanych — premenopau-
zalni Zeny (skupina A, n = 12); ¢asné postmenopauzdlni Zeny (sku-
pina B, n = 12); postmenopauzalni Zeny lécené estrogeny (skupina
C, veékové totozné s B, n = 12). Autofi u nich pomoci dvoubarevné
prutokové cytometrie za pouziti navazaného osteoprotegerinu jako
detektoru izolovali mononukledrni butiky kostni dfené s povrcho-
vou expresi RANKL. Pomoci protildtek proti kostni alkalické fos-
fataze, CD3 a CD20 byly tyto buiiky oznacCeny za preosteoblasty,
T-lymfocyty a B-lymfocyty.

Vysledky: Povrchova koncentrace RANKL (vyjadiend intenzi-
tou fluorescence) byla u skupiny B oproti skupindm A a C zvyse-
na 2-3x u vSech vySetfovanych typt bunék. Navic u celého sou-
boru sledovanych hodnota exprese RANKL piimo korelovala
s hladinami markert kostni resorpce (C-termindlni telopeptid ko-
lagenu 1. typu v séru, N-termindlni telopeptid kolagenu I. typu
v moci) pro vSechny tfi typy bunék. Negativni korelace byla zjis-
téna mezi hodnotou exprese RANKL a sérovou hladinou 17-beta
estradiolu.

Zaveér: Zvysena exprese RANKL na povrchu bunék kostni die-
né je jednim z rozhodujicich Cinitell pfi vzestupu kostni resorpce,
navozeném deficitem estrogend.

Komatsubara S, Mori S, Mashiba T, Ito M, Li J, Kaji Y,
Akiyama T, Miyamoto K, Cao Y, Kawanishi J, and Nori-
matsu H.

Long-term treatment of incadronate disodium accumulates
microdamage but improves the trabecular bone microarchi-
tecture in dog vertebra. J Bone Miner Res 2003;18(3):
512-20.

Studie méla za cil zhodnotit vliv dlouhodobého poklesu resorp-
ce kosti (navozeného bisfosfondty) na mikrostrukturu, nakupeni
mikrofraktur a mechanické vlastnosti trabekularni kosti.

Metody: 29 ro¢nich beagli (15 pst, 14 fenek) autofi rozdélili do
tif skupin. Kontrolni skupina (CNT) dostdvala denné netcinnou
latku, zbylé dvé skupiny byly perordlné léCeny incadrondtem
v davee 0,3 mg/kg/den (LOW) nebo 0,6 mg/kg/den (HIGH) po do-
bu tf{ let. Po této dobé byla u pokusnych zvitat vySetfena kostni
tkan z druhého hrudniho obratle, a to pomoci mikrocomputerové
tomografie (mikro-CT), ddle histomorfometricky a byly také zhod-
noceny mikrofraktury. Ctvrty bederni obratel se mechanicky testo-
val na odolnost vuéi kompresi. Koncentrace incadronétu v kostn{
tkdni byla méfena v jedendctém hrudnim obratli.

Vysledky: U skupin lé¢enych incadronatem mikro-CT prokéza-
la zesileni trabekuldrni struktury a ndrist konkdvniho povrchu
kostnich trdmci ve vySetiovaném hrudnim obratli. T¥{letd terapie
incadrondtem vyznamné sniZila kostni obrat (u skupiny LOW
0 56 %, u skupiny HIGH o 67 %). U obou z lécenych skupin do-
Slo k ndrastu mikrofraktur, poskozeni mineralizace kostni tkané
vSak zaznamendno nebylo. Objem trabekuldrni kostni hmoty se
vyznamné zvysil v LOW i1 HIGH skupiné a pevnost obratle v po-
rovndni s CNT skupinou.vyznamné vzrostla ve skupiné lécené
vyS$8i ddvkou incadrondtu. Faktem zGstdva, Ze vnitini vlastnosti
kosti jako materidlu (normalizované mezni zatiZeni, normalizova-
nd pevnost) byly u obou lé¢enych skupin sniZeny. Koncentrace in-
cadrondtu v kostni tkdni zdvisela na podané dévce.

Zavér: Nakupeni mikrofraktur v disledku dlouhodobého pokle-
su kostni remodelace nemusi nezbytné vést ke zvysené fragilité
obratld, nebof je vyvazeno naristem kostni hmoty a jeji lepsi mik-
roarchitekturou.

Zeitlin L, Rauch F, Plotkin H, Glorieux FH.
Height and weight development during four years of thera-
py with cyclical intravenous pamidronate in children and
adolescents with osteogenesis imperfecta types I, ITI, and
IV. Pediatrics 2003 May;111(5 Pt 1):1030-6.

Terapie pamidrondtem zlepSuje klinicky pribéh onemocnéni
u déti s osteogenesis imperfecta, ale teoreticky by mohla mit vliv
na rast postavy. Autofi této studie analyzovali rust u déti a adoles-
centd (vychozi vék 0,4-15,6 let) s mirnou az tézkou formou oste-
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ogenesis imperfecta typu I, IIl a IV v prabéhu cyklické 1é¢by in-
travenéznim pamidrondtem.

Metody: U 116 nemocnych (29 déti s OI L. typu; 42 déti s OI I1I.
typu; 45 déti s OI IV. typu) byl zhodnocen dcinek jednoro¢ni tera-
pie pamidrondtem na vy$ku a hmotnost. Ctyiletd 1é¢ba pamidro-
ndtem pak byla ve vztahu k antropometrickym parametrim vy-
hodnocena u 41 déti (12 s OI L. typu; 14 s OI III. typu; 15 s OI IV.
typu).

Vysledky: Vychozi vyska postavy byla vici zdravym jedincim
téhoz véku nizsi u vsech typa OI. Po jednom roce terapie pamid-
rondtem vyznamné stoupd Z-skére vysky postavy u déti s OI III.
typu (0 0,3 +0,8; stfedni hodnota +SD; p = 0,04), u OI L. ani IV. ty-
pu ke zméné nedoslo. Z-skére hmotnosti se vyznamné zvysilo u OI
L typu (0 0,2 £0,4; p = 0,01). Po ctyfech letech cyklické 1é¢by in-
travenéznim pamidrondtem se Z-skére vySky postavy vyznamné
zvysilo u déti s OI IV. typu (0 0,41 £0,71; p = 0,04), u OI L. a III.
typu byl trend vzestupu Z-skére nevyznamny. Pokud je vSak vys-
ka postavy vyjadfena v procentech ocekavané vysky u nelécenych
nemocnych téhoz typu OI, dlouhodobd terapie pamidrondtem ve-
de k vyznamnému nartstu vysky postavy u vSech tif sledovanych
typa OI (p < 0,001). Osm pacientt, ktefi po 3,0 £1,0 roce 1é¢by
ukoncili rast, dosdhlo v priméru vyssi vysky nez lze ocekdvat
u nelécenych nemocnych (p = 0,04).

Zavér: Ctyfletd cyklické 16¢ba intravenéznim pamidrondtem ve-
de u déti s osteogenesis imperfecta k vyznamnému ndrtstu vysky
postavy.

Jonsson KB, Zahradnik R, Larsson T, White KE, Sugimoto
T, Imanishi Y, Yamamoto T, Hampson G, Koshiyama H,
Ljunggren O, Oba K, Yang IM, Miyauchi A, Econs MJ,
Lavigne J, Juppner H.

Fibroblast Growth Factor 23 in Oncogenic Osteomalacia
and X-Linked Hypophosphatemia. N Engl J Med. 2003 Apr
24;348(17):1656-63.

Mutace FGF-23 (fibroblast growth factor 23) zplsobuji autozo-
mdlné dominantni typ hypofosfatemické kiivice. Klinické a labo-
ratorni nédlezy jsou u této choroby podobné ndleziim pii onkogen-
ni osteomaldcii, kdy je tumor pficinou nadmérné tvorby FGF-23
messenger RNA, a také ndleztim pfi X-vdzané hypofosfatémii,
zpusobené inaktivaéni mutaci endopeptiddzy regulujici fosfaty
(nazyvané PHEX). Uloha FGF-23 v regulaci metabolizmu fosfitu
vyplyva z pozorovani t¢inku rekombinantntho FGF-23 in vivo,
kdy dochdzi ke vzestupu fosfaturie a k hypofosfatémii. Vytvoreni
imunometrické metody k méfeni FGF-23 umozni zjistit pfitomnost
tohoto rustového faktoru u zdravych osob a sledovat jeho pfipadny
vzestup u u nemocnych s onkogenni osteomalécii nebo X-vdzanou
hypofosfatémif.

Metody: S pouzitim purifikovanych polyklondlnich protilatek
proti [Tyr223] FGF-23 (206-222) amidu a [Tyr223] FGF-23
(225-244) amidu autofi vyvinuli dvoustrannou ELISA metodu,
schopnou detekovat rekombinantni lidsky FGF-23, jeho mutantni
formu se zdménou glutaminu za arginin v pozici 179 (R179Q)
a synteticky lidsky FGF-23 (207-244) amid. Byly vysetfeny vzor-
ky plazmy nebo séra od 147 zdravych dospélych osob (ve véku
48,4 +19,6 let; stfedni hodnota +SD); 26 zdravych déti (vék 10,9
+5,5 roku); 17 nemocnych s onkogenni osteomaldcii (vék 43,0
+13,3 roku); a od 21 pacienti s X-vdzanou hypofosfatémii (vék
34,9 £17,2 roku).

Vysledky: Primérna koncentrace FGF-23 se u zdravych dospé-
Iych pohybovala v rozmezi 55 +50 referen¢nich jednotek (RU) na
mililitr, u zdravych déti v rozmezi 69 +36 RU/ml. Ctyfi nemocni
s onkogenni osteomaldcii méli koncentraci FGF-23 426-7970
RU/ml a po resekci tumoru se hodnoty upravily. U osob s pode-
zfenim na onkogenni osteomaldcii se koncentrace FGF-23 pohy-
bovaly v rozmezi 481 + 528 RU/ml a u nemocnych s X-vazanou
hypofosfatemii 353 + 510 RU/ml (v rozsahu 31-2 335).

Zavéry: FGF-23 je snadno detekovatelny v plazmé ¢i séru zdra-
vych jedinci a pfi onkogenni osteomaldcii i X-vdzané hypofosfa-
temii muZe jeho koncentrace zna¢né stoupat. FGF-23 se tedy po-
dili na homeostdze fosfitu. Jeho vySetfovani by mohlo pomoci
v péci o nemocné s chorobami charakterizovanymi vyraznou ztra-
tou fosfatu.

Kos CH, Karaplis AC, Peng JB, Hediger MA, Goltzman D,
Mohammad KS, Guise TA, and Pollak MR.

The calcium-sensing receptor is required for normal calci-
um homeostasis independent of parathyroid hormone. J
Clin Invest 2003 Apr;111(7):1021-1028.

E-mail: mpollak @rics.bwh.harvard.edu.

Extraceluldrni ,,calcium-sensing receptor* (CaR) je spfazen s G-
proteinem a zaji$fuje pfenos signdlu pfes membranu. Je hojné za-
stoupen v pristitnych téliscich, kde jej aktivuji extracelularni kal-
ciové ionty. Homozygotni mysi s nulovou mutaci genu pro CaR
hynou zdhy po narozeni pod obrazem tézké hyperparatyredzy a hy-
perkalcémie. U tohoto fenotypu s letdlnim efektem vSak nelze od-
lisit pfimy vliv chybéni CaR od druhotnych ndsledkd hyperpara-
thyreézy s hyperkalcémifi.

Metody: Kiizenim heterozygotnich mysi s nulovou CaR alelou
s heterozygoty s nulovou alelou pro parathormon (PTH) autofi zis-
kali PTH deficitni CaR negativni mysi (PTH+ CaR~).

Vysledky: Ukdzalo se, Ze genetické odstranéni PTH staci k za-
chrané Zivota jedince s letdlnim CaR~- genotypem. PTH-- CaR+
mysi piezivaly do dospélosti a dosahly téZe velikosti a vzhledu ja-
ko kontrolni PTH —/- zvifata. Histologické vySetieni jejich orgdnt
neprokdzalo zadné abnormity. Navzdory naprosté nepiitomnosti
cirkulujictho PTH byla u PTH-- CaR~ mysi pozorovdna vétsi va-
riabilita hladin sérového kalcia i vylu¢ovani vapniku do moci nez
u kontrolnich zvitat.

Zavér: CaR je nezbytny pro jemnou regulaci hladin sérového
kalcia i vylucovan{ kalcia do moci. Tato jeho funkce je vSak zfej-
mé nezdvisld na ,klasickém* supresivnim ucinku CaR na sekreci
PTH.

Bjoro K, Brandsaeter B, Wiencke K, Bjoro T, Godang K,
Bollerslev J, Schrumpf E.

Secondary osteoporosis in liver transplant recipients: a lon-
gitudinal study in patients with and without cholestatic liver
disease. Scand J Gastroenterol 2003 Mar;38(3):320-7.

Metabolické onemocnéni skeletu je jednou z hlavnich dlouho-
dobych komplikaci u nemocnych po transplantaci jater. Zatim ne-
ni jasné, ktefi transplantovani jsou touto komplikaci ohroZeni nej-
vice.

Metody: Do prospektivni studie autofi zatadili 46 po sobé jdou-
cich dospélych nemocnych s chronickym onemocnénim jater ve-
denych v poradniku na transplantaci. Vznikly dvé skupiny: A-
chronické cholestatické onemocnéni (n = 28) a B-chronické ne-
cholestatické onemocnénf jater (n = 18). Pfi pfijeti do pofadniku
a pak 3,12 a 36 mésict po transplantaci byla u vSech sledovanych
vySetfena denzita kostntho minerdlu (BMD). Ve stejnych interva-
lech (+ navic 12. a 24. mésic po transplantaci) zhodnotili autofi
i ukazatele kostniho obratu (kostni izoenzym alkalické fosfatdzy-
bALP, sérovy osteokalcin, sérovy C-termindlni telopeptid kolage-
nu L. typu — 1-CTP a N-termindlni telopeptidy v moci- u-NTx).
VSechny uvedené parametry byly také vysSetfeny u porovnatelné
kontrolni skupiny 42 zdravych jedinca.

Vysledky: BMD vyznamné klesala béhem ¢asného potransplan-
ta¢niho obdobf (stfedni ztrdta na kr¢ku femoru tfi mésice po trans-
plantaci ¢inila 8,5 %). Mirny pokles BMD lze zaznamenat jesté
mezi 3—12 mésicem po transplantaci, pak dochédzi k jejimu vzestu-
pu. Relativni ztrata kostni hmoty byla nejvyssi u skupiny B (na kr-
¢ku femoru tfi mésice po transplantaci 8 % u skupiny A a 13 %
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u skupiny B, p = 0,04). Po 36 mésicich pfesdhly nidlezy BMD pre-
transplanta¢ni hodnoty u 8/17 nemocnych skupiny A a jen u 2/9
skupiny B (p = 0,12). Casnd fize ztréty kosti pozitivné korelovala
se vzestupem hladin ukazatelti kostni resorpce (1-CTP, u-NTx).
Skupina B méla vyssi hladiny téchto ukazatelu tfi a Sest mésicti po
transplantaci nez skupina A (p = 0,03). Markery kostni formace
pomalu stoupaly od Sestého mésice po transplantaci. Relativni
ztrata kostni hmoty pozitivné korelovala s celkovou davkou gluko-

kortikoid béhem prvych tif mésici po transplantaci. Mezi ne-

mocnymi 1é¢enymi tacrolimem nebo cyklosporinem A nebyly
v BMD vyznamné rozdily.

Zavér: Ztrata kostni hmoty je po transplantaci jater znaénd u ne-
mocnych s cholestatickou i necholestatickou jaterni chorobou.
mocni vSak zaznamendvaji po transplantaci vétsi pokles. Ztrata
kostni hmoty je pfimo umérna celkové davce glukokortikoidti po-
dané po transplantaci a dobfe s ni koreluji koncentrace biochemic-
kych ukazateli kostni resorpce.
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IOF — World congress on osteoporosis —
Rio, May 14-18, 2004

Dear Members,

We invite you to submit abstracts for the IOF World Congress on Osteoporosis in Rio. We would also be grateful if you could circula-

te this announcement to your colleagues and networks.

Online abstract sumbission is now available on the IOF website. The highest ranked abstracts will be selected for oral presentations to
be given in plenary sessions. Click here http://www.osteofound.org/wco/2004/abstract_submission.php to submit your abstract(s).

Abstract submission deadline is November 14, 2003.

Accepted abstracts will be published in the IOF World Congress on Osteoporosis Program & Abstracts book and in a supplementary
volume of the journal Osteoporosis International. Abstracts will also be made available on CD-ROM.

We look forward to receiving your abstracts and seeing you in Rio de Janeiro.

Yours sincerely
R. RIZZOLI
Chairman of the Committee of Scientific Advisors

Prof René Rizzoli
Division des maladies osseuses

Centre collaborateur de I’OMS pour I’ostéoporose et les maladies osseuses

Département de Gériatrie
Hopital cantonal

1211 Geneve 14

tél. (41 22) 372 99 50
fax (41 22) 38299 73
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Orthopaedic surgeons address neglect of osteoporosis
Mezinarodni sonda mezi ortopedy: Co védi o osteoporoze?

In response to a multi-country survey showing that orthopaedic
surgeons are poorly trained to recognise and treat osteoporosis, an
international organisation of orthopaedic surgeons unveils a set of
recommendations to reduce the risk of successive fractures in pa-
tients with osteoporosis.

HELSINKI, Finland, June 9, 2003

A multinational study of orthopaedic surgeons finds that these
specialists often do not recognise osteoporosis as a cause of frac-
tures, nor do they consistently offer appropriate treatment or refer-
rals. The study was presented in Helsinki at the annual congress of
the European Federation of Orthopaedic Surgeons and Traumato-
logists (EFORT), which devoted a special symposium to the fin-
dings.

LIt is vital for orthopaedic surgeons to understand that the occur-
rence of a fragility fracture increases two- to five-fold the risk of
another fracture within the next year,” said Prof. Lars Lidgren,
chairman of the international steering committee for the Bone and
Joint Decade (BJD), which co-sponsored the study with the Inter-
national Osteoporosis Foundation (IOF).

Also presented at the symposium-entitled Orthopaedic surgeons
ARE missing the fracture opportunity. Can we change this? — was
a rapid response from the World Orthopaedic Osteoporosis Orga-
nization (WOOO), which issued a set of recommendations for how
orthopaedic surgeons should approach fracture patients in order to
identify and treat those with osteoporosis.

Worldwide, the lifetime risk for osteoporotic fractures is betwe-
en 30 % and 40 % for women and 13 % for men. Although there is
no cure for osteoporosis, there are treatments and lifestyle changes
that can stop further bone loss and reduce the risk of fractures.

,»dince orthopaedic surgeons / traumatologists are often the first
and only physicians to see fracture patients, they are in a unique
position to identify untreated cases of osteoporosis,* said Prof.
Olof Johnell of the IOF, who led the development of the WOOO
guidelines.

Multinational Survey of Orthopaedic Surgeons

Mounting evidence that orthopaedic surgeons are not well attu-
ned to osteoporosis led the BJD and IOF to survey 3500 orthopae-
dic surgeons in France, Germany, Italy, Spain, the United King-
dom, and New Zealand.

Among the key findings of the study, presented by Dr. Karsten
Dreinhofer of the BJD:

e About half the orthopaedic surgeons surveyed said they recei-
ved no or insufficient training in osteoporosis.

e Only about 1 in 4 orthopaedic surgeons in France and the UK
feel knowledgeable about managing osteoporosis in their pati-
ents.

e Only in Germany are the vast majority of fracture patients re-
ferred for a bone density test.

In another striking example of national differences, German, Ita-
lian, and Spanish surgeons were likely to diagnose and treat oste-
oporosis themselves, whereas their counterparts in France, the UK,
and New Zealand were more likely to refer patients to a general
practitioner or osteoporosis specialist.

,,However, the most important thing is not which specialist dia-
gnoses and treats osteoporosis-related fractures, but rather that pa-
tients are adequately served, said Prof. Nikolaus Boehler, presi-
dent of EFORT.

Perhaps the most encouraging finding was that the majority of
orthopaedic surgeons in all the countries surveyed felt that ortho-
paedic surgeons/traumatologists had a responsibility to identify

and initiate evaluation of patients with fragility fractures. Simili-
larly, most of the survey respondants wanted to learn more about
the diagnosis and management of osteoporosis-related fractures.
Beyond Fixing the Fracture

The key recommendation of the WOOO panel was that all frac-
ture patients between the ages of 50 and 80 years of age should, if
possible, have their bone density measured. In their opinion, the
evaluation for osteoporosis can be performed either by a knowled-
geable orthopaedic surgeon/traumatologist, or by a physician spe-
cialising in osteoporosis.

For national associations of orthopaedic surgeons-many of
which are already developing country-specific guidelines and edu-
cational measures to improve care-a particularly important feature
of the WOOO guidelines is a treatment algorithm that condenses
the assessment and treatment of fracture patients down to a simple
flow chart, including options for diagnostic tests, referral, and the-
rapeutic interventions to reduce the risk of subsequent fractures.

It is fitting that the survey results and recommendations are be-
ing presented in Finland, which has taken some of the most far-re-
aching steps to identify osteoporosis among fragility fracture pati-
ents.

,.The Finnish Ministry of Health is actively supporting the trai-
ning of healthcare professionals to improve the care of patients
with fragility fractures. In addition, we recommend that every hos-
pital and health centre have a trained nurse dedicated to the dia-
gnosis and management of patients with fragility fractures,* said
Dr. Liisa Hyssdld DSc, MSocSc, Finnish Minister of Health.

The concept of a fragility fracture nurse is one that has been
tried with much success in several countries. By having primary
responsibility for this process, the nurse is able to develop produc-
tive working relationships with the various healthcare professio-
nals who are needed to ensure that the individual with a fragility
fracture is diagnosed and receives appropriate treatment and care.

But orthopaedic surgeons agree that this innovation should not
relieve the surgeon of overall responsibility in the process.

,Just as we routinely prevent problems such as deep vein th-
rombosis after surgery, we have to prevent new fractures after we
treat the first fracture in patients with osteoporosis,* said Prof. Je-
an-Marc Féron of France, who participated in the EFORT sympo-
sium on behalf of La Société Frangaise de Chirurgie Orthopédique
et Traumatologie.
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EFORT, BJD and IOF invite other countries to conduct the sur-
vey if they have the resources to do so.
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IOF Membership

IOF Patron
Her Majesty Queen Rania of Jordan

IOF Board

Pierre Delmas, President (France);Jean-Yves Reginster. General
Secretary (Belgium); Herbert Fleisch, Treasurer (Switzerland);
Silvano Adami (Italy); Mary Anderson (USA); John Bilezikian
(USA); Juliet Compston (UK);

Steve Cummings (USA); Linda Edwards T (UK): Joyce Gordon
(Canada); John Kanis (UK); Edith Lau (Hong-Kong, China); Ru-
bem Lederman (Brazil); Uri Liberman (Israel); Ghassan Maalouf
(Lebanon); Helmut Minne (Germany); Hirotoshi Morii (Japan);
Socrates Papapoulos (The Netherlands); Gregorio Riera-Espinoza
(Venezuela); Ego Seeman (Australia); José Zanchetta (Argentina)
Ex-officio: Peter Burckhardt, Chair CNS; Rene Rizzoli, Chair
CSA; Olof Johnell, Vice-Chair CSA; Yannis Tsouderos, Chair
CCA; Marcel Lechanteur. Vice-Chair CCA

TIOF Committee of Scientific Advisors (CSA)

Chair: Rene Rizzoli, (Switzerland) Full Members: Jonathan
Adachi (Canada); Silvano Adami (Italy); Roberto Arinoviche
(Chile); Claude Arnaud (USA); John Bilezikian (USA); Jean-Phi-
lippe Bonjour (Switzerland); Steven Boonen (Belgium); Maria Lu-
isa Brandi (Italy); Juliet Compston (UK); Cyrus Cooper (UK); Ste-
ven Cummings (USA); Marie-Christine de Vernejoul (France);
Pierre D. Delmas (France); Jean Pierre Devogelaer (Belgium);
Hans Peter Dimai (Austria); Richard Eastell (UK); John Eisman
(Australia); Dieter Felsenberg (Germany); Jose Luis Ferretti (Ar-
gentina); Harry K. Genant (USA); Piet Geusens (Belgium); Claus
Glier (Germany); Stephen Hough (South Africa); Olof Johnell
(Sweden); John A. Kanis (UK); Jean-Marc Kaufman (Belgium);
Sundeep Khoslia (USA); Uri Liberman (Israel); Paul Lips (Net-
herlands); Roman Lorenc (Poland); George P. Lyritis (Greece); Jo-
hanne Martel-Pelletier (Canada); Michael McClung (USA); Osval-
do Daniel Messina (Argentina); Pierre J. Meunier (France); Paul
D. Miller (USA); Jorge Morales-Torres (Mexico); Hajime Orimo
(Japan); Sergio Ortolani (Italy); Socrates Papapoulos (Nether-
lands); Jean-Pierre Pelletier (Canada); Gyula Poér (Hungary); Jo-
nathan Reeve (UK); Jean-Yves Reginster (Belgium); lan R. Reid
(New Zealand); Johann Ringe (Germany); Philip Sambrook (Aust-
ralia); Ego Seeman (Australia); Markus J. Seibel (Australia); Jan
Stepan (Czech Republic); Nelson B Watts (USA) Corresponding
Members: Aurelio Boreili (Brazil); Narong Bunyaratavej (Thai-
land); Daniel Chappard (France); Claus Christiansen (Denmark);
Martina Doéren (Germany); Erik F. Ericksen (USA); Shi-fu Guo
(China); Edith Lau (China); Frank Luyten (Belgium); Mario Pas-
seri (Italy); Christiane Pouliart (Belgium); Alan Silman (UK); Ch-
ristian Wiister (Germany)

IOF Committee of National Societies (CNS)

Chair: Prof. Peter Burckhardt; Argentina: Asociacion Argentina
de Osteologia y Metabolismo (AAOMM), Sociedad Argentina de
Osteoporosis; Australia: Australian & New Zealand Bone & Mi-
neral Society. Osteoporosis Australia; Austria: Aktion Gesunde
Knochen, Austrian Menopause Society, Austrian Society for Bone
and Mineral Research, Dachverband der Osterreichische Osteopo-
rose Selbsthilfegruppen; Bahrain: Bahrain Osteoporosis Society;
Belarus (Rep.): National NGO Woman and Family; Belgium: Bel-
gian Bone Club, Société Royale Belge de Rhumatologie, Belgian
Association for Osteoporosis Patients; Brazil: Brazilian Society of
Osteoporosis; Bulgaria: Association ,,Women without Osteoporo-
sis*, Bulgarian League for the Prevention of Osteoporosis. Bulga-

rian Society for Clinical Densitometry, Canada: Osteoporosis So-
ciety of Canada; Chile: Chilean Society of Osteology and Mineral
Metabolism; Fundacion Chilena de Osteoporosis; China: Asian
Pacific Osteoporosis Foundation, China Osteoporosis Foundation,
Hong Kong Osteoporosis Foundation, Osteoporosis Committee of
China Gerontological Society; Chinese Taipei: Taiwanese Osteo-
porosis Association; Colombia: Asociacion Colombiana de En-
docrinologia. Asociacion Colombiana de Osteologia y Metabotis-
mo Mineral; Costa Rica: Asociacion Costarricense de Climaterio
y Menopausia, Fundacion Costarricense de Osteoporosis; Congo
(Rep.): Société Congolaise d’Ostéoporose; Croatia: Croatian Lea-
gue against Rheumatism. Croatian Osteoporosis Society; Cuba:
Sociedad Cubana de Reumatologia; Cyprus: Cyprus Society Aga-
inst Osteoporosis and Myoskeletal Diseases; Czech Republic:
Czech Society for Metabolic Skeletal Diseases: Denmark: Danish
Bone Society, Osteoporoseforeningen; Domenican Republic: Con-
sejo Dominicano Contra La Osteoporosis; Ecuador: Sociedad Ecu-
atoriana de Metabolismo Mineral (SECUAMEM); Egypt: Egypti-
an Osteoporosis Prevention Society; Estonia: Estonian
Osteoporosis Society; Finland: Finnish Bone Society, Finnish Os-
teoporosis Society; France: Association des Femmes contre
I’Ostéoporose, Groupe Recherche et d’Infomation sur I’Osteopo-
rose (GRIO), Société Francaise d’Osteodensitométrie Clinique
(SOFOC); Germany: Bundesselbsthilfeverband fiir Osteoporose.
Deutsche Geselschaft fiir Osteologie; Deutsches Griines Kreuz,
German Academy of the Osteotogical and Rheumatotogicail Sci-
ences, German Society for Endocrinology, Kuratorium Knochen-
gesundheit, Orthopidische Gesellschaft fiir Osteologie; Greece:
Hellenic Osieoporosis Foundation, Hellenic Society of Osteoporo-
sis Patients Support, Hellenic Society for the Study of Bone Meta-
bolism; Hungary: Hungarian Osteoporosis Patients’ Association,
Hungarian Society for Osteoporosis and Osteoarthrology; Iceland:
Beinvernd; India: Indian Rheumatism Association, Osteoporosis
Society of India. The Indian Society for Bone and Mineral Rese-
arch; Iran: Endocrinology and Metabolism Research Center; Ire-
land: Irish Osteoporosis Society; Israel: Israeli Foundation for Os-
teoporosis and Bone Disease, Israel Society on Calcified Tissues
and Metabolic Diseases; Italy: Donneuropee Federcasalinghe, Ita-
lian Society for Osteoporosis Mineral Metabolism and Skeletal Di-
seases (SIOMMMS), Italian Society of Rheumatology, Lega Itali-
ana Osteoporosi, Mediterranean Society for Osteoporosis and
Other Skeletal Diseases; Japan: Japanese Osteoporosis Foundati-
on, Japanese Society for Bone and Mineral Research; Jordan: Jor-
danian Osteoporosis Prevention Society (JOPS); Korea: Korean
Society of Osteoporosis Research; Kuwait: Kuwait Osteoporosis
Prevention Society; Latvia: Latvia Society of Osteoporosis, Oste-
oporosis Patient and Invalid Association; Lebanon: Lebanese Os-
teoporosis Prevention Society; Pan Arabic Osteoporosis Society,
Société Libanaise de Rhumatologie; Lithuania: Lithuanian Asso-
ciation of Metabolic Bone Deseases inc. in Lithuanian Endocrine
Society, Lithuanian Osteoporosis Foundation; Luxembourg: Asso-
ciation Luxembourgeoise d’Etude du Métabolisme Osseux et de
I’Ostéoporose (ALEMO); Rep. of Macedonia: Macedonian Oste-
oporosis Foundation; Mexico: Asociacion Mexicana de Metabo-
lismo Oseo Y Mineral A.C., Comité Mexicana para la Prevencion
de la Osteoporosis A.C. (COMOP); Morocco: Moroccan Society
for Rheumatology; The Netherlands: Dutch Society for Calcium
and Bone Metabolism, Osteoporosis Stichting, Osteoporose Vere-
niging; New Zealand: Australian & New Zealand Bone & Mineral
Society, Osteoporosis New Zealand Incorporated; Norway: Norsk
Osteoporose forening, Norwegian Society for Rheumatology; Pa-
kistan: Osteoporosis Society of Pakistan; Palestine: Palestinian Os-
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teoporosis Prevention Society; Panama: Fundacion de Osteoporo-
sis y Enfermedades Metabolicas Oseas; Peru: Sociedad Peruana de
Reumatologia; Philippines: Osteoporosis Society of the Philippi-
nes; Poland: Healthy Bone Enthusiasts Society (STENKO). Multi-
disciplinary Osteoporotic Forum, Polish Osteoarthrotogy Society,
Polish Foundation of Osteoporosis; Portugal: Associacao Nacionat
contra a Osteoporose (APOROS), Associacao Portuguesa de Oste-
oporose (APO), Comite Ibero-Americano de Reumatotogia
(CIAR); SPODOM; Puerto Rico: Puerto Rico Society of Endocri-
nology and Diabetology; Romania: Association for Prevention of
Osteoporosis in Romania, Romanian Foundation of Osteoarthrolo-
gy (OSART), Romanian Society of Osteoporosis, Romanian Soci-
ety of Rheumatology; Russia: Russian Association on Osteoporo-
sis, Russian Patient Society of Osteoporosis & Bone Diseases;
Saudi Arabia: Saudi Osteoporosis Club; Singapore: Osteoporosis
Society; Slovak Republic: Slovak Society of Osteoporosis and Me-
tabolic Disease, Slovak Union Against Osteoporosis; Slovenia:
Slovene Bone Society, Slovene Osteoporosis Patient Society;
South Africa: National Osteoporosis Foundation; Spain: Friends
Association of the Spanish Osteoporosis Foundation, AFHOEMO,
Fundadon Hispana de Osteoporosis y Enfermedades Metabolicas

Oseas, Spanish Society of Bone and Mineral Research
(SEIOMM); Sweden: Swedish Osteoporosis Patient Society, Swe-
dish Osteoporosis Society; Switzerland: Association Suisse Cent-
re I’Ostéoporose, Donna Mobile; Syria: Scientific Council for Os-
teoporosis and Skeletal Diseases; Thailand: Royal College of
Orthopaedic Surgeons of Thailand; Tunisia: Tunisian Osteoporo-
sis Prevention Society; Turkey: Osteoporosis Patient Society of
Turkey, Society of Endocrinology & Metabolism of Turkey, Tur-
kish Osteoporosis Society Turkish Rheumatism Society UK: Bone
and Tooth Society. European Calcified Tissue Society, National
Osteoporosis Society. Osteoporosis 2000; Ukraine: Ukraine Asso-
ciation on Osteoporosis; Uruguay: Sociedad Uruguaya de Reuma-
tologia; USA: International Society for Clinical Densitometry; Ve-
nezuela: Fundacion Venezolana de Menopausia y Osteoporosis,
Sociedad Venezolana de Menopausia y Osteoporosis; Yugoslavia:
Yugoslav Osteoporosis Society

Note: Although most member societies are from nations, the
IOF membership also includes independent territories, common-
wealths. protectorates and geographical areas.

To CNS Members

Dear Members,

IOF and Servier Research Group have established a Research Fellowship to encourage young scientists to continue their important work.
This will be the third fellowship for young investigators in the field of osteoporosis: IOF-Servier Young Investigator Research Fellows-
hip. It helps to increase awareness and understanding of osteoporosis and to encourage young scientists, under the age of 40, to continue

their ambitious work. A grant of 40,000 euros is awarded.

The application form can be downloaded from IOF website: http://www.osteofound.org/activities/pdf/servier_2003.pdf

The deadline for submission of completed applications is December 1, 2003.

The winner will be announced during the IOF World Congress on Osteoporosis to be held in Rio de Janeiro — Brazil, May 1418, 2004.

With best wishes
R. RIZZOLI
Chairman of the Committe of Scientific Advisors

Prof René Rizzoli
Division des maladies osseuses

Centre collaborateur de I’OMS pour I’ostéoporose et les maladies osseuses

Département de Gériatrie
Hopital cantonal

1211 Geneve 14

tél. (41 22) 372 99 50
fax (41 22) 38299 73
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