
Osteoporosis is a bone disease characterized 
by low density and increased likelihood to 
fracture, that is to say, break. Density refers 
to the amount of hard, bony tissue within 
the bone. Think about wood, for instance. 

Pine is less dense and softer than walnut, which means it is also 
weaker than walnut and easier to break. In the same fashion, 
less dense bone is weaker and more likely to break. A fragility 
fracture is a bone break that occurs from a small amount of 
trauma, such as simply falling from a standing position or 
lifting a heavy object.

Low-trauma or fragility fractures are most commonly wrist, 
spine compression, and hip fractures. All three cause significant 
pain and suffering. Spine fractures can cause an anterior 
bending deformity, the typical dowager’s hump of elderly 
women. Hip fractures are more problematic, requiring surgery 
and sometimes even contributing to subsequent death.

In order to better understand the development of osteoporosis, 
you need to know a little about bone metabolism. Most people 
don’t realize, but bones are in a constant state of remodeling. 
It’s during this remodeling process that little “teams” of bone 
cells are formed called “bone remodeling units.” Once formed, 
these remodeling units are dispersed throughout the bone. 
Some members, called “osteoclasts,” digest old bone, while 
other members, called “osteoblasts,” form new bone. The new 
bone, with the help of vitamin D, hardens or mineralizes. 
Different bones remodel at different rates. For example, the 
spine is part of the skeleton and is especially active in bone 
remodeling; the hips are much less active.

We usually think of postmenopausal women as those most 
likely to develop osteoporosis. As estrogen (the female sex 
hormone) levels fall during menopause, the osteoclasts become 
more active, and an imbalance occurs because more bone is 
being digested than formed. Loss of bone tissue occurs and the 

bones become weaker. But, for different reasons, men-and even 
children-can sometimes develop osteoporosis and suffer low-
trauma fragility fractures. 

Factors that contribute to increased fracture risk include a 
genetic predisposition, low dietary calcium intake, too little sun 
exposure with low body vitamin D, cigarette smoking, very low 
body weight, increased age, a family history of hip fracture, low 
sex hormone levels, certain medications (e.g. prednisone) and 
certain diseases (e.g. hyperthyroidism, gluten intolerance, and 
hyperparathyroidism). This list is not all-inclusive.

Fortunately, diagnostic bone mineral density testing (DXA) 
and laboratory tests can be very helpful in identifying low 
bone density and in finding contributing metabolic factors. 
Medications (several with prominent TV advertisements) are 
effective in improving bone density and can decrease fracture risk 
by 50 percent or more. Following a careful analysis, a physician 
can discuss best treatment options and management plans.

What can a health-conscious person do? Bring up the issue 
of bone health and ask your healthcare provider about the 
possible benefits of bone density (DXA) testing and osteoporosis 
prevention efforts for you.

To make an appointment with a endocrinologist near you, we 
invite you to visit the index at the back of this publication or 
intermountainmedicalgroup.org.
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Osteoporosis

Hey, do you know what 
“osteoporosis”means?  
How about the term,  
“bone density?” And 
what is a “fragility 
fracture,” anyway?
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Y our child snores loudly and consistently. His 
pediatrician has commented on how big his 
tonsils are, but he rarely gets sore throats. He 
is a bit moody at times and doesn’t do as well 
in school as you think he should, but he is 
otherwise a typical kid. Is this normal, or 	

		  should you seek medical attention?

Children frequently have abnormal breathing patterns 
during sleep. “Sleep-disordered breathing” refers to a range 
of problems from snoring to obstructive sleep apnea (OSA). 
Snoring is fairly common in children; “apnea,” temporary 
pauses in breathing, occurs in an estimated 10 percent of 
all children. The increasing frequency of childhood obesity 
is contributing directly to the increase in awareness and 
diagnosis of pediatric sleep apnea. Snoring is annoying and a 
social nuisance, but sleep apnea can lead to detrimental health 
consequences. 

Intermittent, mild snoring occurs in most normal children. 
Children with sleep apnea usually have continuous, loud 
snoring on a regular basis. Symptoms other than loud snoring 
include:

•	 Pauses in breathing followed by gasping or choking
•	 Mouth breathing
•	 Frequent nighttime awakenings
•	 “Failure to thrive” 
•	 Bed wetting 
•	 Daytime behavioral or cognitive problems, including; 
	 hyperactivity, irritability, poor academic performance, 	
	 and difficulty maintaining attention 
•	 Excessive daytime sleepiness (though more common in     	
	 adults with OSA than children) 

Most children with obstructive apnea have enlarged tonsils and 
adenoids. Other contributing factors include nasal allergies, 
obesity, and abnormalities in the shape of the skull and face.

The diagnosis of sleep apnea in children is usually made by 
a parent’s observations and the characteristically enlarged 
tonsils seen on physical examination. Other studies that may 
help confirm the diagnosis of enlarged tonsils and adenoids 
include use of a flexible scope to look into the back of the nose 

and the throat and X-ray studies of the neck, including plain 
X-rays, CT scans, and MRIs. In adult patients, the diagnosis 
is confirmed with a sleep study (polysomnogram). In children, 
sleep studies are usually unnecessary.

In adults, the primary treatment for sleep apnea is sleeping 
with a machine that maintains positive airway pressure 
called a CPAP. In children, however, the definitive 
treatment for sleep apnea is surgical: removal of the enlarged 
tonsils (tonsillectomy) and adenoids (adenoidectomy). 
Adenotonsillectomy is curative for most children who have 
sleep-disordered breathing. 

In most cases, the surgery takes about 30 minutes under 
general anesthesia and is done as an outpatient. In severe cases 
of sleep apnea, however, it may be necessary to observe the 
child in the hospital overnight. For the most part, it is a safe 
operation, but it has a painful recovery. Most patients have 
a sore throat for 10 to 14 days following surgery. Bleeding 
is reported to occur in one to two percent of patients; 
dehydration from inadequate fluid consumption occurs in two 
to three percent.

Fortunately, a large majority of children with sleep-disordered 
breathing will outgrow their problems or will be cured with 
adenotonsillectomy. Because it can be so readily treated, it is 
important to be aware of the condition so it can be treated 
early, before chronic problems develop.

To make an appointment with a ENT specialists near you, we 
invite you to visit the index at the back of this publication or 
intermountainmedicalgroup.org.
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