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body image and depression. Verte-
bral fractures also signifi cantly im-
pact on activities of daily living.

Each year in the United States, 
patients sustain an estimated 
750,000 vertebral compression 
fractures due to osteoporosis. Ap-
proximately one in four adults 
older than age 50 will have at least 
one vertebral fracture in their life-
time. In 2005, an estimated 
$17 billion was spent in treating 
osteoporotic compression frac-
tures; this fi gure is expected to 
increase signifi cantly as our aging 
population swells.

Treatment of these fractures has 
focused on relieving pain and re-
storing mobility and function. Al-
though most fractures heal within 
a few months, some people have 
continuing pain and disability. 

Both surgical and nonsurgical 
treatments are available. Surgical 
treatments may include minimally 
invasive procedures such as verte-
broplasty (an injection of cement 
directly into the vertebral body 
and kyphoplasty (use of balloon 
to expand the compressed space 
prior to the injection of bone fi ller). 
Nonsurgical treatments include 
the use of pain relievers, braces, 
electrical stimulation, and exercise. 
Additionally, complementary or 
alternative medical treatments such 

as acupuncture, massage, or the use 
of dietary supplements have been 
applied.

The importance of evidence
The quality of the evidence is criti-
cal in the development of clinical 
practice guidelines. The higher the 
quality of evidence, the more con-
fi dence one has in the guideline. 
The work group considered only 
the best available evidence in the 
development of this guideline and 
recommendations. 

High-quality evidence was not 
available to support many of the 
treatments currently being used for 
patients with osteoporotic spinal 
compression fractures. As a result, 
the work group was unable to sup-
port or oppose such common treat-
ments as bed rest, complementary 
or alternative medicine, exercise, 
the use of analgesics or opioids, 
bracing, or electrical stimulation.

The guidelines do, however, 
include one recommendation sup-
ported by moderately high-quality 
evidence and one strong recom-
mendation supported by evidence 
that the work group found both 
overwhelming and compelling. 

The fi rst recommendation—a 
suggestion that patients who have 
radiographic evidence of an osteo-

porotic spinal compression fracture 
with correlating clinical signs and 
symptoms suggesting an acute 
injury (within 5 days of an identifi -
able event or onset of symptoms) 
and who are neurologically intact 
be treated with calcitonin for 4 
weeks—is based on two Level II 
studies that showed administration 
resulted in clinically important re-
ductions in pain. Two other Level 
II studies had similar results, but 
were not as well-defi ned.

Although the work group found 
numerous studies examining the 
effects of medical and conservative 
treatments for osteoporotic spinal 
compression fractures, few met 

the established criteria for consid-
eration. For example, the use of 
ibandronate and strontium ralinate 
as an option to prevent additional 
symptomatic fractures in those 
patients with previous spinal com-
pression fractures is a weak recom-
mendation, in part because studies 
using this therapy did not report 
the critical outcome sought by the 
work group. 

Vertebroplasty and 
kyphoplasty
The recommendations also con-
sider two surgical procedures often 
used to treat vertebral compression 
fractures: vertebroplasty and ky-
phoplasty.

The single strong recommenda-
tion in the guidelines is based on 
two Level I studies comparing ver-
tebroplasty to a sham procedure, 
and three Level II studies compar-
ing vertebroplasty to conservative 
treatment:

We recommend against verte-
broplasty for patients who pre-
sent with an osteoporotic spinal 
compression fracture on imaging 
with correlating clinical signs and 
symptoms and who are neurologi-
cally intact.

By making a strong recommen-
dation against the use of vertebro-

 Table 1:   The treatment of symptomatic osteoporotic spinal compression fractures 
clinical practice guideline recommendations

 Strength of 
Recommendation recommendation

  1.   We suggest patients who present with an osteoporotic spinal compression fracture on imaging with correlating clinical signs and  Moderate
symptoms suggesting an acute injury (0–5 days after identifi able event or onset of symptoms) and who are neurologically intact be 
treated with calcitonin for 4 weeks.

  2.   Ibandronate and strontium relanate are options to prevent additional symptomatic fractures in patients who present with an osteoporotic  Weak
spinal compression fracture on imaging with correlating clinical signs and symptoms.

  3.   We are unable to recommend for or against bed rest, complementary and alternative medicine or opioids/analgesics for patients who present  Inconclusive
with an osteoporotic spinal compression fracture on imaging with correlating clinical signs and symptoms and who are neurologically intact.  

  4.    It is an option to treat patients who present with an osteoporotic spinal compression fracture at L3 or L4 on imaging with correlating  Weak
clinical signs and symptoms suggesting an acute injury and who are neurologically intact with an L2 nerve root block.

  5.   We are unable to recommend for or against treatment with a brace for patients who present with an osteoporotic spinal compression  Inconclusive
fracture on imaging with correlating clinical signs and symptoms and who are neurologically intact.

  6.   We are unable to recommend for or against a supervised or unsupervised exercise program for patients who present with an osteoporotic  Inconclusive
spinal compression fracture on imaging with correlating clinical signs and symptoms and who are neurologically intact. 

  7.   We are unable to recommend for or against electrical stimulation for patients who present with an osteoporotic spinal compression fracture  Inconclusive
on imaging with correlating clinical signs and symptoms and who are neurologically intact.

  8.   We recommend against vertebroplasty for patients who present with an osteoporotic spinal compression fracture on imaging with  Strong
correlating clinical signs and symptoms and who are neurologically intact.

  9.   Kyphoplasty is an option for patients who present with an osteoporotic spinal compression fracture on imaging with correlating clinical  Weak
signs and symptoms and who are neurologically intact.

10.   We are unable to recommend for or against improvement of kyphosis angle in the treatment of patients who present with an osteoporotic  Inconclusive
spinal compression fracture on imaging with correlating clinical signs and symptoms and who are neurologically intact.

11.   We are unable to recommend for or against any specifi c treatment for patients who present with an osteoporotic spinal compression  Inconclusive
fracture on imaging with correlating clinical signs and symptoms and who are not neurologically intact.

Note: This summary does not contain rationales that explain how and why these recommendations were developed nor does it contain the evidence supporting these recommendations. All readers of this summary 
are strongly encouraged to consult the full guideline and evidence report for this information. We are confi dent that those who read the full guideline and evidence report will note that the recommendations were 
developed using systematic evidence-based processes designed to combat bias, enhance transparency, and promote reproducibility. This summary of recommendations is not intended to stand alone.  

SPINAL FRACTURES   from page 1

Fig. 2  The guidelines consider the 
option of kyphoplasty for treatment 
of vertebral insuffi ciency fractures 
to be a weak recommendation 
considering present scientifi c 
publications.  


