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Short and Long- Term Risks and Benefits
AIs are very well tolerated and have very few serious short 

term side effects. One of the most common one is musculoskeletal 
pain. Generally, the pain presents with symmetrical joint pains, 
most commonly affecting the wrists, hands, and knees [14]. Carpel 
tunnel and trigger finger may be common complaints as well. Other 
symptoms may include morning stiffness, myalgia, and decreased 
grip strength. The median time to onset of symptoms is 1.6 months, 
though it can range from a couple of weeks to more than 10months. 
Symptoms tend to peak at 6 months [15]. Other common symptoms 
are listed in Table 2.

Estrogen indirectly regulates the activity of bone resorption by 
osteoclasts, and reducing estrogen levels increases bone resorption. 
An earlier study consisting of 10,000 healthy women age 65 or older, 
reported higher risk of fracture for both hip and spine with reduced 
estrogen levels. Especially women who had undetectable estrogen 
levels (<5 pg/mL) were found to have the greatest fracture risk. On 
the other hand, low but detectable estrogen levels (> 5pg/mL) reduced 
the fracture risk by 60% [16,17]. AIs have demonstrated better disease 
free survival than Tamoxifen with favorable side effects profile but they 
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Introduction
AIs significantly suppress plasma estrogen levels in postmenopausal 

women. Unlike Tamoxifen, AIs do not have partial agonist activity. 
The partial agonist activity by Tamoxifen may be beneficial since it 
may help prevent bone demineralization in postmenopausal women 
but is also detrimental because of increased risk of uterine cancer 
and thromboembolism [1-4].The third generation AIs was found to 
be more potent than first generation AIs (Aminoglutethimide) and 
are better tolerated [5]. The increased potency of the third generation 
inhibitors is associated with better clinical efficacy than that offered 
by aminoglutethimide or second generation inhibitor fadrozole. The 
mean degree of estrogen inhibition with third generation AIs is greater 
than 97% as compared to 90% for first generation AI [6-8]. Hence, the 
third generations AIs are a standard of care for preventing recurrence 
and treating metastatic breast cancer in postmenopausal women [9]. 
AIs appear to be very well tolerated with remarkably low incidence of 
short term adverse events. Common side effects are hot flashes, vaginal 
dryness, musculoskeletal pain and sometimes headache. The risk of 
long term skeletal side effects including osteoporosis may increase 
with the prolonged use of AIs. Short term use of AIs has been shown 
to be associated with an increase in bone resorption markers in plasma 
and urine [10,11] and adjuvant therapy with anastrozole appears to be 
associated with a higher incidence of fractures than adjuvant Tamoxifen 
therapy in earlier comparative studies [12]. In the Arimidex Tamoxifen 
alone or in combination (ATAC) trial, lumbar spine and total hip bone 
mineral density (BMD) continued to decline over 5 years of anastrozole 
therapy [12]. The bone loss observed during the AI therapy is consistent 
with the rapid bone loss observed after abrupt estrogen removal in post-
menopausal women who discontinued hormone replacement therapy 
because of breast cancer [13]. Together, the evidence indicates that the 
rate at which estrogen is removed may play a role in bone loss. Through 
the rapid and prolonged bone loss and decreased BMD associated 
with AI therapy, there is increased risk of fracture that may result in 
decreased quality of life Table 1.

Abstract
Breast cancer is the most common cancer diagnosed and second leading cause of death among women in United 

States. Surgical resection with or without radiation remains the cornerstone of treatment for early stage breast cancer. 
Systemic adjuvant therapy with Tamoxifen or Aromatase Inhibitors (AIs) is indicated for Estrogen/Progesterone receptor 
(ER/PR) positive non metastatic breast cancer, depending upon their menopausal status. AIs are the drug of choice in 
postmenopausal women. They block or prevent estrogens from stimulating the growth of cancer by inhibiting aromatase 
from converting androgen into estrogen. According to an updated 2004 assessment from the American Society of Clinical 
Oncology, AIs are recommended to be used in adjuvant therapy initially or after Tamoxifen use for postmenopausal 
women with ER/PR positive breast cancer.

Generation TYPE 1: Steroidal inhibitor TYPE 2: Non-steroidal inhibitor
FIRST None Aminoglutethimide

SECOND Formestane Fadrozole
Rogletimide

THIRD Exemestane 
Anastrozole

Letrazole
Vorozole 

Table 1: Aromatase inhibitors.
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rapidly suppress about 99% of estrogen within few weeks. As a result, 
there is an associated increase in bone loss. The rate of bone loss initially 
is rapid but with prolonged use of AIs, the severity increases throughout 
the duration of treatment [17,18]. A cohort study of women with breast 
cancer reported a 27% and 21% increase in risk of bone loss and clinical 
fracture respectively, after controlling for age, comorbidities, income, 
geographic region and health plan type. Older age was also reported 
to be an independent risk factor for bone loss and bone fracture [19].

Other significant evidence to quantify the effects of AIs on the 
bones comes from clinical trials primarily designed to compare AIs 
with tamoxifen or placebo. The first study, a double blind placebo 
controlled trial of postmenopausal women treated for early stage breast 
cancer after completing 5 years of tamoxifen therapy, reported 8.1% 
women receiving letrozole therapy developed osteoporosis compared 
with 6% women in placebo arm (p=0.003). Also, 5.3% women in 
letrozole arm experienced fracture as compared to 4.6% in placebo 
arm (p=0.25) [20]. In the second study, a double blind, randomized 
trial where tamoxifen was switched to exemestane after 2-3 years to 
complete 5 years of hormonal therapy vs. 5 years of tamoxifen. 7.4% 
women in exemestane arm developed osteoporosis as compared to 
5.7% in tamoxifen arm (p=0.05). Also 3.1% women in exemestane arm 
developed bone fracture compared to 2.3% women in tamoxifen arm 
[21].

Several other studies have also shown the significant association 
between AIs and bone loss. The natural bone loss in postmenopausal 
breast cancer women is complicated by further reduction in circulating 
estrogen levels as a result of AIs, putting these women at increased risk 
of bone loss and subsequent fractures.

AI- Associated Bone Loss and Postmenopausal 
Osteoporosis

Current bone mineral density (BMD) in a woman is determined 
by the peak bone mass achieved at maturity and the subsequent bone 
loss over time [22]. Postmenopausal osteoporosis is defined as a 
systemic disease of the skeleton with decreased BMD and architectural 
deterioration leading to increased susceptibility to fracture [22]. During 
menopause, the natural reduction in ovarian estrogen is associated 
with rapid bone loss during the first 4-8 years, when the rate of bone 
resorption surpasses that of formation and 3% bone mass may be lost 
each year [23]. Then the rate slows down to 1% per year as estrogen 
production switches to non-ovarian tissues. These residual estrogen 
levels are thought to slow bone loss and prevent fracture, because as 
mentioned earlier women with undetectable estrogen levels were at 
higher risk of fractures.

Normal BMD is defined as T-score>-1, whereas a T-score 
between -1 and -2.5 is considered to be osteopenic and T-score<-2.5 is 

considered osteoporotic [24].Women with osteoporosis are generally 
thought to have increased incidence of fractures but about 82% of 
fractures are reported in women (mean age 65 years) with T-score>-2.5 
[25]. This suggests that fracture cannot be predicted based on BMD 
alone and therapeutic intervention may be needed for some women 
with T-score>-2.5.

Compared with annual 1% bone loss in healthy post-menopausal 
women, patients with breast cancer receiving AIs, experience an 
average of 2% bone loss per year [26]. Results from the ATAC trial after 
a median follow up of 100 months indicate that AIs had a significantly 
higher fracture incidence (2.93% for anastrozole vs. 1.9% for tamoxifen) 
but this pronounced difference in annual fracture rate does not appear 
to persist beyond 5 year treatment period (1.56% vs. 1.51% at 100 
months) [27]. Even if annual bone loss returns to the postmenopausal 
rate after cessation of therapy, women with AI therapy will still have lost 
significant BMD during cancer treatment compared with their healthy 
counterparts.

Fractures are the most dangerous aspect of osteoporosis. 
Debilitating acute and chronic pain in the osteoporotic patients is 
often attributed to fractures from osteoporosis and can lead to further 
disability and early mortality. The most common osteoporotic fractures 
are of the wrist, spine, shoulder and hip. The symptoms of a vertebral 
collapse are sudden back pain, often with radicular pain and rarely with 
spinal cord compression or cauda equina syndrome. Multiple vertebral 
fractures lead to a stooped posture, loss of height, and chronic pain 
with resultant reduction in mobility. Fractures of the long bones acutely 
impair mobility and may require surgery. Hip fracture, in particular, 
usually requires prompt surgery, as serious risks are associated with it, 
such as deep vein thrombosis and pulmonary embolism, and increased 
mortality.

Current Guidelines for Breast Cancer Patients with 
Increased Fracture Risk

The American Society of Clinical Oncology (ASCO), US Preventive 
Services Task Force (USPSTF), World Health Organization (WHO) 
and National Osteoporosis Foundation (NOF) guidelines rely on BMD 
to recommend therapy. In general, they recommend bisphosphonate 
therapy when T-score have dropped into or near the osteoporotic range 
[25,28-30]

ASCO guidelines are specific for breast cancer women and 
recommend lifestyle change plus Calcium (1200 mg/day) and vita min 
D (400-600 IU/day) for women with T-scores>-1; osteopenic women 
may be considered for bisphosphonate therapy plus supplements based 
on additional risk factors for fractures [28]. Currently, ASCO guidelines 
only recommend bisphosphonate therapy for women with osteoporosis 
(T-score ≤ 2.5). Guidelines from other societies and expert groups are 
as follows:

A United Kingdom expert group [31]

Recommends bisphosphonate therapy for older women (>75 
years) who have one or more risk factors for osteoporotic fracture, 
regardless of BMD. In addition, they recommend bisphosphonates for 
postmenopausal women <75 years of age with T-scores<-2.0 or if bone 
loss in women with preexisting osteopenia (T-score between -1.0 and 
-2.0) occurs at a rate ≥ 4 % per year. Due to the rapid bone loss that 
occurs in premenopausal women receiving ovarian suppression with 
a GnRH agonist and AI, they recommend bisphosphonates for such 
women if the T-score is ≤ -1.0.

Adverse effects Anastrozole (n=3092)
Hot flashes 34.3%
Nausea/Vomiting 10.5%
Fatigue 15.6%
Mood swings 15.5%
Musculoskeletal disorder 27.8%
Vaginal bleeding 4.5%
Fracture 5.9%
Ischemic cardiovascular event 2.5%
Deep venous thromboembolic event 1.0%
Endometrail cancer 0.1%

Table 2: Common side effects of aromatase inhibitors (Incidence in ATAC trial) [12].
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The Belgian bone club (BBC) [32]

Recommends bisphosphonates for patients with a T-score<-2.5 or 
history of fragility fracture. In addition, they recommend treatment 
for patients with T-scores between -1.0 and -2.5 in the presence of risk 
factors (other than AIs). In patients not prescribed bisphosphonates, 
regular measurement of BMD is necessary. Bisphosphonates should be 
initiated if significant bone loss occurs.

The WHO Fracture Assessment Tool or FRAX is designed to 
estimate 10-year risk of hip and major osteoporotic fracture (clinical 
spine, forearm, hip, or shoulder fracture) in individuals between ages 
40 and 90 years, using easily obtainable clinical risk factors and femoral 
neck BMD. Although FRAX may underestimate bone loss attributed to 
AIs or other cancer treatments, the National Comprehensive Cancer 
Network (NCCN) incorporates FRAX into its guidelines. NCCN 
recommends treatment when the FRAX 10-year fracture risk is >20 
percent for major fracture or >3 percent for hip fracture, or when the 
T-score is <-2.0 (<-1.5 if there has been significant loss of BMD as a 
result of cancer therapy) [33].

Early vs. Late Intervention
Several trials have demonstrated accelerated bone loss and increased 

fracture risk with AI therapy. When stratified by baseline BMD, around 
50% patients with normal BMD became osteopenic during treatment, 
but none developed osteoporosis [34]. Among patients who were 
osteopenic at baseline, only 5% became osteoporotic. The fracture rate 
was higher in this study than predicted based on the number of patients 
with osteoporosis, pointing to the fact that other risk factors in addition 
to BMD may be involved. Analysis in healthy women support this idea 
because as mentioned earlier the fracture risk is higher in osteoporotic 
women but the majority fractures (>80 %) occur in osteopenic women 
[25].

Literature review shows possible benefit of earlier use of 
bisphosphonates in breast cancer patients on AIs. ARIBON study subset 
analysis of 50 patients suggested that women receiving anastrozole may 
benefit from monthly ibandronate to prevent AI related bone loss. At 2 
years, patients on ibandronate experienced 2.98% and 0.6% in lumbar 
spine and hip BMD respectively and those receiving placebo had -3.22 
% and -3.9 % bone losses respectively. No data with normal BMD 
patients is available as they did not receive ibandronate [35]. The Study 
of Anastrozole with the Bisphosphonate RisedronatE (SABRE) with 
154 women also showed significant increase in the lumbar spine and 
hip BMD in the residronate arm [36].

Studies with Intravenous bisphosphonates have also shown the same 
but has higher compliance rate. The Z-FAST (Zometa/Femara Adjuvant 
Synergy Trials), ZO-FAST and E-ZO-FAST were designed to establish if 
4mg zoledronic acid administered every 6 monthly concomitantly with 
AI therapy (upfront) would provide clinical benefit over zoledronic 
acid administered at the first sign of bone loss (T-score<-2or fracture) 
[37,38]. Results from Z FAST trial (n=602) in the first 12 months showed 
that upfront zoledronic acid treatment increased lumbar spine and total 
hip BMD by 1.9% and 1.3%, respectively, whereas delaying treatment 
resulted in a BMD loss of -2.4% and -1.98%, respectively [39]. The bone 
turnover markers N-telopeptide of type I collagen (NTX) also showed 
improvement in the bisphosphonate arm. Similar results were reported 
from ZO-FAST and E-ZO-FAST trials. Taken together, zoledronic 
acid administered every 6 monthly is well tolerated, safe and helped in 
preventing bone loss associated with AI therapy. Austrian Breast and 
Colorectal Cancer study Cancer Study Group (ABCSG) -12 trials in 

premenopausal women receiving goserelin followed by Tamoxifen or 
anastrozole also indicates that zoledronic acid prevents bone loss and 
maintained stable BMD in patients on hormonal therapy. A 60 month 
update of the study showed that the patients in hormonal therapy alone 
arm partially regained BMD 2 years after completion of therapy but still 
their BMD remained significantly below baseline (p=0.0005). On the 
other hand, patients on hormonal therapy with 3 years of zoledronic 
acid had significantly increased BMD at the end of the same 2 year 
post-treatment period (p=0.02) [40]. In summary, these trials clearly 
show the clinical benefit of upfront bisphosphonates to the hormonal 
therapy regimens for both pre and post-menopausal women.

Conclusions
It is evident now that patients with breast cancer especially on 

AI therapy are at higher risk for accelerated bone loss and the related 
fractures will impact on their independence, quality of life and 
associated cost of treatment. As bisphosphonates become more popular 
during the AI therapy, treatment recommendations and comprehensive 
fracture risk assessments are needed. Future guidelines should assess 
the fracture risk factors that may already be present in patients starting 
AI therapy e.g., age>65, BMI<20 kg/m2, family history of osteoporosis, 
other cancer treatments, low trauma fractures after age 50 and BMD 
[41]. This all-inclusive assessment will enable physicians to identify 
patients with higher risk for fractures and will be able to direct treatment 
according to their needs.

References

1. Siegel R, Ma J, Zou Z, Jemal A (2014) Cancer statistics, 2014. CA: A Cancer 
Journal for Clinicians 64: 9–29.

2. Burstein HJ, Temin S, Anderson H (2014) Adjuvant endocrine therapy for 
women with hormone receptor-positive breast cancer: American Society of 
Clinical Oncology clinical practice guideline focused update. J Clin Oncol 32: 
2255–2269.

3. Cooke AL, Metge C, Lix L (2008) Tamoxifen use and osteoporotic fracture risk: 
A population-based analysis. J Clin Oncol 26: 5227–5232.

4. Tamoxifen and uterine cancer (2014) ACOG committee opinion. No. 601. 
Washington, D.C. American College of Obstetricians and Gynecologists.

5. Miller WR, Dixon JM (2000) Antiaromatase agents: Preclinical data and 
neoadjuvant therapy. Clin Breast Cancer 1: S9-S14.

6. Geisler J, King N, Anker G (1998) In vivo inhibition of aromatization by 
exemestane, a novel irreversible aromatase inhibitor, in postmenopausal 
breast cancer patients. Clin Cancer Res 4:2089-2093.

7. Geisler J, Haynes B, Anker G, Dowsett M, Lonning PE (2002) Influence of 
letrozole and anastrozole on total body aromatization and plasma estrogen 
levels in postmenopausal breast cancer patients evaluated in a randomized, 
cross-over study. J Clin Oncol 20: 751-757.

8. MacNeill FA, Jones AL, Jacobs S, Lonning PE, Powles TJ, et al. (1992) The 
influence of aminoglutethimide and its analogue rogletimide on peripheral 
aromatization in breast cancer. Br J Cancer 66: 692-697.

9. Dowsett M, Cuzick J, Ingle J, Coates A, Peto R (2010) Meta-analysis of breast 
cancer outcomes in adjuvant trials of aromatase inhibitors versus tamoxifen. J 
Clin Oncol 28: 509.

10. Harper-Wynne C, Ross G, Sacks N, (2002) Effects of the aromatase inhibitor 
letrozole on normal breast epithelial cell proliferation and metabolic indices in 
postmenopausal women: a pilot study for breast cancer prevention. Cancer 
Epidemiol Biomarkers Prev 11: 614-621.

11. Eastell R (2007) Aromatase inhibitors and bone. J Steroid Biochem Mol Biol 
106: 157.

12. Eastell R, Adams JE, Coleman RE, Clack G (2008) Effect of anastrozole on 
bone mineral density: 5-year results from the anastrozole, tamoxifen, alone or 
in combination trial. J Clin Oncol 26: 1051.

13.  Saarto T, Vehmanen L, Elomaa I, Valimaki M, Makela P, et al (2001) The 

http://onlinelibrary.wiley.com/doi/10.3322/caac.21208/full
http://onlinelibrary.wiley.com/doi/10.3322/caac.21208/full
http://jco.ascopubs.org/content/early/2014/05/20/JCO.2013.54.2258.abstract
http://jco.ascopubs.org/content/early/2014/05/20/JCO.2013.54.2258.abstract
http://jco.ascopubs.org/content/early/2014/05/20/JCO.2013.54.2258.abstract
http://jco.ascopubs.org/content/early/2014/05/20/JCO.2013.54.2258.abstract
http://www.ncbi.nlm.nih.gov/pubmed/18838712
http://www.ncbi.nlm.nih.gov/pubmed/18838712
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Gynecologic-Practice/Tamoxifen-and-Uterine-Cancer
http://www.acog.org/Resources-And-Publications/Committee-Opinions/Committee-on-Gynecologic-Practice/Tamoxifen-and-Uterine-Cancer
http://www.ncbi.nlm.nih.gov/pubmed/11970756
http://www.ncbi.nlm.nih.gov/pubmed/11970756
http://www.ncbi.nlm.nih.gov/pubmed/9748124
http://www.ncbi.nlm.nih.gov/pubmed/9748124
http://www.ncbi.nlm.nih.gov/pubmed/9748124
http://www.ncbi.nlm.nih.gov/pubmed/11821457
http://www.ncbi.nlm.nih.gov/pubmed/11821457
http://www.ncbi.nlm.nih.gov/pubmed/11821457
http://www.ncbi.nlm.nih.gov/pubmed/11821457
http://www.ncbi.nlm.nih.gov/pubmed/1419608
http://www.ncbi.nlm.nih.gov/pubmed/1419608
http://www.ncbi.nlm.nih.gov/pubmed/1419608
http://www.ncbi.nlm.nih.gov/pubmed/19949017
http://www.ncbi.nlm.nih.gov/pubmed/19949017
http://www.ncbi.nlm.nih.gov/pubmed/19949017
http://www.ncbi.nlm.nih.gov/pubmed/12101108
http://www.ncbi.nlm.nih.gov/pubmed/12101108
http://www.ncbi.nlm.nih.gov/pubmed/12101108
http://www.ncbi.nlm.nih.gov/pubmed/12101108
http://www.ncbi.nlm.nih.gov/pubmed/19125005
http://www.ncbi.nlm.nih.gov/pubmed/19125005
http://www.ncbi.nlm.nih.gov/pubmed/18309940
http://www.ncbi.nlm.nih.gov/pubmed/18309940
http://www.ncbi.nlm.nih.gov/pubmed/18309940
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2363866/


Citation: Razaq W, Tanaka T, Razaq MA (2015) Aromatase Inhibitors and Osteoporosis - Risk, Prevention and Treatment Review. J Osteopor Phys 
Act 3: 155. doi:10.4172/2329-9509.1000155

Page 4 of 4

J Osteopor Phys Act
ISSN: 2329-9509 JOPA, an open access journal Volume 3 • Isse 3 • 1000155

effect of clodronate and anti-estrogens on bone loss associated with estrogen 
withdrawal in postmenopausal women with breast cancer. Br J Cancer 1047–
1051.

14. Crew K, Greenlee H, Capodice J (2007) Prevalence of joint symptoms in
postmenopausal women taking aromatase inhibitors for early stage breast
cancer. J Clin Oncol 25: 3877-3883.

15. Henry N, Giles J, Ang D (2008) Prospective characterization of musculoskeletal 
symptoms in early stage breast cancer patients treated with aromatase
inhibitors. Breast Cancer Res Treat 111: 365-372.

16. Cummings SR, Browner WS, Bauer D (1998) Study of Osteoporotic Fractures
Research Group, et al. Endogenous hormones and the risk of hip and vertebral 
fractures among older women. N Engl J Med 339: 733–738.

17. Krum SA, Brown M (2008) Unraveling estrogen action in osteoporosis. Cell
Cycle 15: 1348-1352.

18. Coleman RE, Banks LM, Girgis SI (2007) Skeletal effects of exemestane
on bone-mineral density, bone biomarkers, and fracture incidence in
postmenopausal women with early breast cancer participating in the Intergroup 
Exemestane Study (IES): A randomized controlled study. Lancet Oncol 8:
119–127.

19. Mincey BA, Duh MS, Thomas SK, Moyneur E, Marynchencko M, et al. (2006)
Risk of cancer treatment-associated bone loss and fractures among women
with breast cancer receiving aromatase inhibitors. Clin Breast Cancer 7: 127–
132.

20. PE Goss, JN Ingle, S Martino (2005) Randomized trial of letrozole following
tamoxifen as extended adjuvant therapy in receptor-positive breast cancer:
Updated findings from NCIC CTG MA.17. J Natl Cancer Inst 97: 1262–1271.

21. Coombes RC, Hall E, Gibson LJ (2004) A randomized trial of exemestane after 
two to three years of tamoxifen therapy in postmenopausal women with primary 
breast cancer. N Engl J Med 350: 1081–1092.

22. Cosman F, de Beur SJ, Lindsay R (2014) Clinician’s Guide to Prevention and
Treatment of Osteoporosis. Osteoporos Int 25: 2359-2381.

23. Khosla S, Melton LJ 3rd, Riggs BL (2011) The unitary model for estrogen
deficiency and the pathogenesis of osteoporosis: Is a revision needed? J Bone 
Miner Res 26: 441.

24. World Health Organization (2003) Prevention and management of osteoporosis 
(WHO Technical Report Series 921). World Health Organization, Geneva,
Switzerland.

25. Siris ES, Chen YT, Abbott TA (2004) Bone mineral density thresholds for
pharmacological intervention to prevent fractures. Arch Int Med 164: 1108–
1112.

26. Eastell R, Hannon RA, Cuzick J, Dowsett M, Clack G, et al. (2006) Effect of an 
aromatase inhibitor on BMD and bone turnover markers: 2-year results of the
Anastrozole, Tamoxifen, Alone or in Combination (ATAC) trial (18233230). J
Bone Miner Res 21: 1215–1223.

27. Forbes F, Cuzick J, Buzdar A, Howell A, Tobias JS, et al. (2008) Effect of
anastrozole and tamoxifen as adjuvant treatment for early-stage breast cancer: 
100-month analysis of the ATAC trial. Lancet Oncol 9: 45–53.

28. Hillner BE, Ingle JN, Chlebowski RT (2003) American Society of Clinical
Oncology 2003 update on the role of bisphosphonates and bone health issues 
in women with breast cancer. J Clin Oncol 21: 4042–4057.

29. U.S. Prevention Services Task Force http://www.uspreventiveservicestaskforce.
org/uspstopics.htm. Accessed February 04, 2015.

30. National Osteoporosis Foundation (2015) NOF physician’s guide:
pharmacologic options.

31. Reid DM, Doughty J, Eastell R, Heys SD, Howell A (2008) Guidance for the
management of breast cancer treatment-induced bone loss: a consensus
position statement from a UK Expert Group. Cancer Treat Rev 34: S3.

32. Body JJ, Bergmann P, Boonen S, Boutsen Y, Devogelaer JP (2007)
Management of cancer treatment-induced bone loss in early breast and
prostate cancer -- a consensus paper of the Belgian Bone Club. Osteoporos
Int 18: 1439.

33. Gralow JR, Biermann JS, Farooki A, Fornier MN, Gagel RF (2013) NCCN Task 
Force Report: Bone Health in Cancer Care. J Natl Compr Canc Netw 11: S51.

34. Eastell R, Adams JE, Coleman RE (2008) Effect of anastrozole on bone
mineral density: 5-year results from the Anastrozole, Tamoxifen, Alone or in
Combination trial 18233230. J Clin Oncol 26: 1051–1058.

35. Lester JE, Dodwell D, Purohit OP (2008) Use of monthly oral ibandronate to
prevent anastrozole-induced bone loss during adjuvant treatment for breast
cancer: Two-year results from the ARIBON study. J Clin Oncol 26: 19s.

36. Van Poznak C, Hannon RA, Clack G (2007) The SABRE (Study of Anastrozole 
with the Bisphosphonate RisedronatE) study: 12-month analysis. In: Presented 
at the San Antonio Breast Cancer symposium.

37. Aapro M (2006) Improving bone health in patients with early breast cancer by
adding bisphosphonates to letrozole: The Z-ZO-E-ZO-FAST program. Breast
15: S30–S40.

38. Brufsky A (2006) Management of cancer-treatment-induced bone loss in
postmenopausal women undergoing adjuvant breast cancer therapy: A Z-FAST 
update. Semin Oncol 33: S13–S17.

39. Brufsky A, Harker WG, Beck JT (2007) Zoledronic acid inhibits adjuvant
letrozole-induced bone loss in postmenopausal women with early breast
cancer. J Clin Oncol 25: 829–836.

40. Gnant MFX, Mlineritsch B, Luschin-Ebengreuth G (2007) Zoledronic acid
prevents cancer treatment-induced bone loss in premenopausal women
receiving adjuvant endocrine therapy for hormone-responsive breast cancer:
A report from the Austrian Breast and Colorectal Cancer Study Group. J Clin
Oncol 25: 820–828.

41. Hadji P, Body JJ, Aapro MS (2008) Practical guidance for the management of
aromatase inhibitor-associated bone loss. Ann Oncol.

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2363866/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2363866/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2363866/
http://www.ncbi.nlm.nih.gov/pubmed/17761973
http://www.ncbi.nlm.nih.gov/pubmed/17761973
http://www.ncbi.nlm.nih.gov/pubmed/17761973
http://www.ncbi.nlm.nih.gov/pubmed/17922185
http://www.ncbi.nlm.nih.gov/pubmed/17922185
http://www.ncbi.nlm.nih.gov/pubmed/17922185
http://www.researchgate.net/publication/232149730_Endogenous_Hormones_and_the_Risk_of_Hip_and_Vertebral_Fractures_Among_Older_Women
http://www.researchgate.net/publication/232149730_Endogenous_Hormones_and_the_Risk_of_Hip_and_Vertebral_Fractures_Among_Older_Women
http://www.researchgate.net/publication/232149730_Endogenous_Hormones_and_the_Risk_of_Hip_and_Vertebral_Fractures_Among_Older_Women
http://www.ncbi.nlm.nih.gov/pubmed/18418063
http://www.ncbi.nlm.nih.gov/pubmed/18418063
http://www.ncbi.nlm.nih.gov/pubmed/17267326
http://www.ncbi.nlm.nih.gov/pubmed/17267326
http://www.ncbi.nlm.nih.gov/pubmed/17267326
http://www.ncbi.nlm.nih.gov/pubmed/17267326
http://www.ncbi.nlm.nih.gov/pubmed/17267326
http://www.ncbi.nlm.nih.gov/pubmed/16800971
http://www.ncbi.nlm.nih.gov/pubmed/16800971
http://www.ncbi.nlm.nih.gov/pubmed/16800971
http://www.ncbi.nlm.nih.gov/pubmed/16800971
http://www.ncbi.nlm.nih.gov/pubmed/16145047
http://www.ncbi.nlm.nih.gov/pubmed/16145047
http://www.ncbi.nlm.nih.gov/pubmed/16145047
http://www.nejm.org/doi/full/10.1056/NEJMoa040331
http://www.nejm.org/doi/full/10.1056/NEJMoa040331
http://www.nejm.org/doi/full/10.1056/NEJMoa040331
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4176573/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4176573/
http://www.ncbi.nlm.nih.gov/pubmed/20928874
http://www.ncbi.nlm.nih.gov/pubmed/20928874
http://www.ncbi.nlm.nih.gov/pubmed/20928874
http://www.who.int/chp/topics/Osteoporosis.pdf
http://www.who.int/chp/topics/Osteoporosis.pdf
http://www.who.int/chp/topics/Osteoporosis.pdf
http://www.ncbi.nlm.nih.gov/pubmed/15159268
http://www.ncbi.nlm.nih.gov/pubmed/15159268
http://www.ncbi.nlm.nih.gov/pubmed/15159268
http://www.ncbi.nlm.nih.gov/pubmed/16869719
http://www.ncbi.nlm.nih.gov/pubmed/16869719
http://www.ncbi.nlm.nih.gov/pubmed/16869719
http://www.ncbi.nlm.nih.gov/pubmed/16869719
http://www.ncbi.nlm.nih.gov/pubmed/18083636
http://www.ncbi.nlm.nih.gov/pubmed/18083636
http://www.ncbi.nlm.nih.gov/pubmed/18083636
http://jco.ascopubs.org/content/21/21/4042.full
http://jco.ascopubs.org/content/21/21/4042.full
http://jco.ascopubs.org/content/21/21/4042.full
http://www.uspreventiveservicestaskforce.org/uspstopics.htm
http://www.uspreventiveservicestaskforce.org/uspstopics.htm
http://www.nof.org/physguide/phamacologic.htm
http://www.nof.org/physguide/phamacologic.htm
http://www.ncbi.nlm.nih.gov/pubmed/18515009
http://www.ncbi.nlm.nih.gov/pubmed/18515009
http://www.ncbi.nlm.nih.gov/pubmed/18515009
http://www.ncbi.nlm.nih.gov/pubmed/17690930
http://www.ncbi.nlm.nih.gov/pubmed/17690930
http://www.ncbi.nlm.nih.gov/pubmed/17690930
http://www.ncbi.nlm.nih.gov/pubmed/17690930
http://www.ncbi.nlm.nih.gov/pubmed/23997241
http://www.ncbi.nlm.nih.gov/pubmed/23997241
http://www.ncbi.nlm.nih.gov/pubmed/18309940
http://www.ncbi.nlm.nih.gov/pubmed/18309940
http://www.ncbi.nlm.nih.gov/pubmed/18309940
http://meeting.ascopubs.org/cgi/content/abstract/26/15_suppl/554
http://meeting.ascopubs.org/cgi/content/abstract/26/15_suppl/554
http://meeting.ascopubs.org/cgi/content/abstract/26/15_suppl/554
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3126000/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3126000/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3126000/
http://www.ncbi.nlm.nih.gov/pubmed/16500238
http://www.ncbi.nlm.nih.gov/pubmed/16500238
http://www.ncbi.nlm.nih.gov/pubmed/16500238
http://www.ncbi.nlm.nih.gov/pubmed/16730272
http://www.ncbi.nlm.nih.gov/pubmed/16730272
http://www.ncbi.nlm.nih.gov/pubmed/16730272
http://www.ncbi.nlm.nih.gov/pubmed/17159193
http://www.ncbi.nlm.nih.gov/pubmed/17159193
http://www.ncbi.nlm.nih.gov/pubmed/17159193
http://www.ncbi.nlm.nih.gov/pubmed/17159195
http://www.ncbi.nlm.nih.gov/pubmed/17159195
http://www.ncbi.nlm.nih.gov/pubmed/17159195
http://www.ncbi.nlm.nih.gov/pubmed/17159195
http://www.ncbi.nlm.nih.gov/pubmed/17159195
http://www.ncbi.nlm.nih.gov/pubmed/21415233
http://www.ncbi.nlm.nih.gov/pubmed/21415233

	Title
	Corresponding author
	Abstract 
	Keywords
	Abbreviations
	Introduction
	Short and Long- Term Risks and Benefits 
	AI- Associated Bone Loss and Postmenopausal Osteoporosis 
	Current Guidelines for Breast Cancer Patients with Increased Fracture Risk 
	A United Kingdom expert group [31] 
	The Belgian bone club (BBC) [32] 

	Early vs. Late Intervention 
	Conclusions
	Table 1
	Table 2
	References

