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News from the Minority Health Affairs Committee
osteoporosis: disparities of prevention, diagnosis
and treatment
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Osteoporosis Disparities
Continued from page 7
women die annually of hip fractures than
from heart disease, stroke, breast cancer,
uterine cancer, or ovarian cancer; an unfortunate example of this is that the highest
rate of morbidity and mortality from osteoporotic fractures occurs in African American women. The reason remains unclear;
however, it is known that with the exception of Native Americans, when compared
to other ethnic groups, African Americans
have lower calcium and vitamin D levels in
childhood and in their adult years (2). Dark
pigment prevents absorption of the UV
rays that are needed for producing vitamin
D in the skin. Also, the high rate of obesity
in many ethnic groups may inhibit prevention because obesity reduces the bioavailability of vitamin D and limits the weight
bearing exercises needed to achieve the
peak bone mass. Calcium intake may also
be limited because many groups do not eat
large amounts of foods with a high calcium
content. For many African Americans, a
lactase deficiency is evident in childhood,
thus, during the years when they should be
building their peak bone mass, they avoid
high calcium foods (12).
Diagnosis
Women in non-Caucasian ethnic groups
are not offered fracture risk screening
and BMD studies as often as Cauca-

sian women. Frequently, they are not
even diagnosed after being treated for
fragility fractures (5, 13). The medical
community’s lack of awareness is often echoed by the patient and the community from which the patient comes.
For the uninsured in many areas, the
patient’s primary source of health care
is an emergency care center where time
and financial constraints permit very
little osteoporosis awareness education.
T h e r ap y
Current preferred drug choices for osteoporosis are bisphosphonates, selective
estrogen receptor modulators (serms),
parathyroid hormone, or calcitonin.
Bisphosphonates are recommended as first
line therapy; however, in the United States,
African American and Hispanic women
ages 45 and older use fewer antiresportive and serms than Caucasian women
(14,15). These therapies may be too costly
for the uninsured, and thus, of limited availability for many members of minority populations. In addition, these recommended
drug therapies are not prescribed for members of non-Caucasian ethnic groups as frequently as they are for Caucasians.
Summary
In the United States, disparity of therapy for
many ethnical groups determines whether

osteoporosis, a costly, major health problem, will be prevented, diagnosed and
treated appropriately. Awareness education of both the medical and nonmedical
communities may help to decrease the cost
associated with the morbidity and mortality caused by this disparity of care.
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Do You Have

A c r omegaly?
Currently seeking volunteers 18-80 years old to participate in a
research study testing an investigational medication for Acromegaly.
Please call 1-800-462-3636 to see if you qualify!

For more information visit the website below:
ClinicalTrials.gov identifier: NCT00765323

