Osteoporosis: It Can Happen to You
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Geriatric Function
You may recall the commercial with the actress Sally Field, an otherwise healthy and active adult, expressing her dismay at finding out that she had osteoporosis.

This discovery led to her advocating for the effective treatment of this disease and awareness of the potentially detrimental effects, such as an overall decline in function, increased fracture risks and falls, that having the disease entails. 

Osteoporosis affects a large segment of the elderly population and results in fractures that have costly human and economic consequences.

Osteoporosis is well recognized as a health care problem, and the number of people affected by osteoporosis is projected to increase as a result of the shifting of the population to reflect an increase in the older adult population. 

As the elderly in the U.S. population grows from approximately 34 million aged 65 years and older to 62 million in 2025, the total number of men and women affected by osteoporosis will increase dramatically.1
According to the National Osteoporosis Foundation (NOF), some 10 million women have been diagnosed with osteoporosis, with another 34 million at risk. Although men can develop this condition, they account for less than 20 percent of diagnosed cases.2
Functional Disability Questionnaire
The self-administered Osteoporosis Functional Disability Questionnaire (OFDQ), which assesses pain and disability, was designed for use in longitudinal intervention trials involving exercise rehabilitation for patients with osteoporotic vertebral fractures.3 

The OFDQ covers the five domains of pain, depression measured using the standard Center for Epidemiologic Studies Depression scale (CESD), functional ability, social activity and confidence in the osteoporosis-related treatment. 

Initial studies showed the OFDQ to have high test-retest reliability (r = 0.76 to 0.93), internal consistency (Crohnbach's ≤ 0.57 to 0.96) and significant correlations with clinical evidence of vertebral pathology.3,4
Criterion validity was examined by correlating disability against radiographic evidence of vertebral fractures. Construct validity was examined through comparisons of 81 patients with osteoporosis and fractures to 37 healthy age-matched controls.3 

The OFDQ should not be used to discriminate between types of patients with osteoporosis, but it can be used in structured rehabilitation and exercise programs. Using case reports, the OFDQ was able to track individual changes over time.5
It has been suggested that using the OFDQ in this manner enables clinicians to see the sequential relationship between different domains.

A decrease in social interactions/activities may be preceded by a decrease in functional ability, which may have been preceded by an increase in pain level. 

Some Recommendations 

The Chartered Society of Physiotherapy has published a manual titled Physiotherapy Guidelines for the Management of Osteoporosis6 that makes comprehensive recommendations and provides a road map for the treatment of those at various stages of osteoporosis including those at risk to severe.

In addition to recommendations for evaluation and treatment, they also recommend the use of the OFDQ as an outcome measure for individuals who are being treated for osteoporosis. 

Overall, the OFDQ is a reliable instrument that appears to correlate well with objective measures of spinal damage secondary to osteoporosis.

It is also sensitive to changes in disability brought about by participation in exercise and rehabilitation programs. 

As clinicians, we can join Sally Field and others who are fighting against bone loss and demineralization as a result of osteoporosis by using the OFDQ as a way to examine real changes occurring in individuals who are fighting the battle against this disease. 
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