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ABSTRACT

Objectives: Therapeutic adherence is insufficient among patients 
taking oral antiosteoporosis treatments. This work examined the 
usefulness of a telephone follow-up to enhance patient adherence.

Study Design: A prospective randomized controlled trial. 

Methods: This trial was conducted in 1 center, including post 
menopausal patients attending a rheumatology outpatient clinic or 
day hospital for fracture. In both settings, patients were random-
ized to the intervention group (regular telephone follow-up) or the 
control group (no telephone follow-up). During the 1-year follow-
up, medical secretaries contacted the patients in the intervention 
group every 2 months by telephone. The calls were designed to 
detect problems of adherence and help patients resolve them. 
Therapeutic adherence was assessed 1 year after treatment onset.

Results: The study included 164 patients: 67 recruited during 
outpatient visits (ie, medical consultations) and 97 during day 
hospital stays. Most patients had a prescription for bisphospho-
nate (taken weekly) or strontium ranelate. Fifteen patients dropped 
out of the study during the course of the follow-up. Among patients 
recruited during outpatient visits, 66.6% were adherent in the 
intervention group versus 29.4% in the control group (P <.01). 
Among patients recruited during day hospital stays, 63% were 
adherent in the intervention group versus 35.4% in the control 
group (P <.01).

Conclusions: These results support the use of regular telephone 
follow-up for osteoporosis patients and the use of this strategy in 
routine clinical practice, particularly for patients receiving care in a 
dedicated healthcare setting.
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Many effective treatments are currently available 
for the management of post menopausal osteo-
porosis. Large-scale clinical trials have proved 

the ability of these treatments to significantly reduce the 
risk of fracture; however, this evidence of efficacy has been 
collected from pivotal studies in settings not necessarily 
equivalent to routine clinical practice. It has, for instance, 
been established that adherence to treatment for osteopo-
rosis is largely insufficient1-4 and that this subsequently has a 
negative impact on treatment efficacy.5 Several strategies to 
enhance adherence have been examined.6 The objective of 
this study was to evaluate the contribution of phone follow-
up to improve adherence to oral antiosteoporosis treatment 
among post menopausal women presenting with osteoporo-
sis-related fractures. 

METHODS
This was a prospective, single-blinded, randomized con-

trolled trial conducted in 1 center in France to compare ad-
herence to oral antiosteoporosis treatments between groups 
of patients with or without a telephone follow-up. Inclusions 
began after the study protocol had been approved by the 
independent regional ethics committee. There was a 2-year 
inclusion period, and the follow-up period lasted 1 year. The 
protocol was single-blinded, as the person evaluating the out-
come was unaware of the patient’s group (with or without 
telephone follow-up).

Inclusions
Patients were recruited within the framework of a dedi-

cated healthcare setting, Fracture Liaison Service, designed 
to screen for and treat osteoporosis-related fractures. The 
patients included were women aged 50 years or more 
who had had a documented osteoporosis-related fracture 
warranting initiation of an oral antiosteoporosis treat-
ment (other than hormone replacement therapy for meno-
pause). They were ineligible if they previously used an  
osteoporosis treatment.
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Screening for osteoporosis and initiation of treatment 
were conducted during regular outpatient visits or dur-
ing day hospitalizations. A physical evaluation and bone 
densitometry were performed in both settings. A multi-
disciplinary management was proposed during the day 
hospitalization, formulated with collective or individual 
workshops with the participation of different specialists 
such as a rheumatologist, a dietitian, and a health and fit-
ness advisor. The objective was to inform patients about 
the pathology of osteoporosis and treatment options, and 
also to give advice about dietary strategies and the impor-
tance of physical activity. The choice between the 2 set-
tings (outpatient visit or day hospital) depended on the 
patient’s preference. For treatment choice, different fac-
tors were taken into account, especially contraindications 
and patients’ preference. Several providers were respon-
sible for treating patients. A letter summarizing the thera-
peutic propositions was sent to each patient’s primary 
care physician.

The investigator informed the patients of the study 
objectives and protocol, and patients also received an 
information document. The ethics committee did not im-
pose a written consent for patients to be included in the 
study. Patients could leave the study at any time during 
the follow-up.

For each recruitment setting (outpatient visit or day 
hospital), patients were randomly assigned to 1 of 2 
groups: intervention (telephone follow-up) or control 
(no telephone follow-up) (Figure 1). The person who 
performed the randomization was not a member of the 
investigating team.

Telephone Follow-up
Two medical secretaries were in charge of calling 

patients in the intervention group every 2 months. 
Before starting the calls, the secretaries participated 
in a 2-hour training session led by a rheumatologist 
who explained the basic principles underlying the 
management of osteoporosis, the types of treat-
ments prescribed, and dosing modalities.

The main objectives of the phone calls were to 
motivate patients to maintain good adherence to the 
treatment, to detect any difficulties in compliance 
with the prescription using non-incriminating ques-
tions (Figure 2), and to recall the importance of con-
tinuing the treatment as prescribed, rather than just 
assessing adherence alone. The telephone interview 
was short (less than 10 minutes). If poor adherence 
was detected, the secretary encouraged the patient 
to consult her primary care physician.

If the patient was unable to manage her treatment 
alone (eg, due to cognitive impairment), the secretary 
contacted the resource person—in charge of procuring the 
pills, managing the pill box, and administrating the pills—
whose telephone number had been recorded at inclusion.

Outcome
For all patients, the outcome was assessed 1 year after 

treatment onset. The 1-year evaluation was conducted dur-
ing a regular medical visit, or during a telephone interview 
if the patient was unable to attend the 1-year follow-up 
visit at the appropriate time. The same practitioner, who 
was blinded to the patient’s group, conducted both face-
to-face and telephone interviews. Patients were informed 
before the 1-year evaluation to not reveal their study group 
(intervention or control) to the evaluating physician. Short-
ly before the evaluation, each patient completed the self-
administered Morisky adherence questionnaire,7 which 
uses nonincriminating questions to detect any difficulty 
in adhering to treatment. The physician then applied a 
nondichotomic response grid (Figure 3) to fine-tune the 
responses to the Morisky questionnaire using a more direc-
tive interview designed to obtain a precise assessment of 
how the patient took her medications (regularity, missed 
doses) and identify any causes of poor adherence.

The main outcome was the number of adherent patients 
to an oral antiosteoporosis treatment 1 year after its institution 
(the prescribed drug could be changed during the year).

A patient was considered to be adherent if, during the 2 
months preceding the evaluation, medications were taken 
as prescribed and the medication possession ratio (MPR) 
was ≥80%.

P R A C T I C A L  I M P L I C A T I O N S

n	 Therapeutic adherence is insufficient among patients taking antiosteopo-
rosis treatments.

n	 Several strategies have been explored in an attempt to enhance adherence 
to antiosteoporosis treatments, sometimes with disappointing, limited, and 
inconsistent results.

n	 Very regular patient follow-up might be an effective strategy, especially dur-
ing the “at risk” period the first few months after the first prescription.

n	 These elements incited us to study the usefulness of a telephone follow-up 
conducted by nonphysicians to improve adherence to oral antiosteoporosis 
treatments.

n	 Our results argue in favor of this simple type of follow-up and for using 
this strategy in routine clinical practice. It offers substantial improvement 
in therapeutic adherence, low cost, elimination of the need to attend a 
consultation, and optimized time for the physician.
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Statistical Analysis
The statistical analysis was performed with Statistica 9.0 

(Statsoft Inc, Tulsa, Oklahoma) using Pearson’s χ2 test. P 

<.05 was accepted as statistically significant. An intention-
to-treat analysis was performed to compare the charac-
teristic features of the patients and the outcomes in each 
group after randomization. The potential positive effect of 
the telephone interviews was also assessed using a per 
protocol analysis and an odds ratio analysis. 

Sample Size
According to the data found in the literature, the pro-

portion of compliant osteoporotic patients is low at 1 year: 
around 40% to 50%.1-4 Little data exist so far on the im-
pact on compliance of a phone follow-up. In our study, 
our starting assumption was that compliance would be 
45% in our control group, and that telephone follow-up 
would provide a 25% gain in the study group, with 10% 
of patients lost to follow-up. This required including ap-
proximately 160 patients to obtain a statistically significant 
difference.

RESULTS
Characteristic Features of the Included Patients

One hundred sixty-eight patients were randomized to 
the 2 groups. Four of these patients asked to withdraw 
from the study shortly after their inclusion; all 4 had been 
recruited during day hospital stays, and they had not yet 
received a follow-up call when they stated their desire to 
drop out of the study. The analysis thus included 164 pa-
tients (Figure 4).

All 164 patients had a history of at least 1 osteoporo-
sis-related fracture; the mean age was 70.4 years. These 
patients were recruited during outpatient visits (n = 67) 
or day hospitalizations (n = 97). An oral treatment was 
prescribed for nearly all patients: weekly bisphosphonate 
(n = 101, 61.6%); strontium ranelate (n = 62, 37.8%). The 
number of attempts to reach the patients by phone in the 
intervention group was not recorded. In fact, all patients 
(except those lost from the study) were contacted on 
the scheduled dates. Treatment was modified during the 
course of the study year in 22 patients. The final outcome 
was not available for 15 patients (9.1%) who were lost to 
follow-up, had withdrawn from the follow-up, or declined 
to participate in the final evaluation. The 1-year evaluation 
was thus performed in 149 patients, either during a face-
to-face interview (n = 117 patients, 78.5%) or a telephone 
interview (n = 32 patients, 21.5%).

Study of Patients Recruited During an Outpatient Visit
The mean age of patients recruited during an outpa-

tient visit was 72.9 years. There were 33 patients in the 

Consultation

Random assignment Random assignment

Day hospital

Patients aged ≥50 years with fracture

Evaluation at 12 months

Phone follow-up

2 months
4 months
6 months
8 months

10 months

Figure 1. Study Design

Figure 2. Phone Questionnaire 

1. During the last 2 months, have you had any problems taking your medi-
cine?

2.  Have you had to discontinue your treatment?

3.  Do you sometimes forget to take your medicine?

4.  Do you ever feel hassled by sticking to your treatment plan? (The secretary 
recalls the details of the treatment plan.)

Then the secretary: 

1.  Recalls the usefulness of the treatment. 

 “May I remind you that the doctor believes you have a significant risk of 
fracture or fractures; this is why you have a drug prescription. Your medicine 
decreases the risk of fracture considerably, but only if you don’t have any 
problem taking it as prescribed.”

2.  Asks (always) whether the patient would like to have an appointment with 
her doctor.
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intervention group and 34 in the control group (Figure 
4). The 2 groups were comparable in age, type of treat-
ment prescribed, number of patients lost to follow-up, and 
mode of evaluation (face-to-face or telephone interview). 
At 1 year, 24 patients in the intervention group were tak-
ing their treatment persistently (although not necessarily 
correctly) (72.7%) versus 16 in the control group (47%). 
Twenty-two patients in the intervention group were 
considered to be adherent (66.6%)—with the remaining 
2 patients of the 24 total having been persistent but not 
adherent, as they were taking their treatment but not cor-
rectly—versus only 10 in the control group (29.4%). The 
difference was statistically significant (P <.01). The per 
protocol analysis showed that the proportion of adherent 
patients was 71% in the intervention group versus 33.3% 
in the control group (P <.01) (Table 1). The risk of dis-
continuing treatment was 4.57-fold greater among patients 
without telephone follow-up (odds ratio [OR], 4.57; 95% 
CI, 1.66-12.58).

Study of Patients Recruited During a Day Hospital Stay
The mean age of patients recruited during a day hospi-

tal stay was 68.7 years. There were 46 patients in the inter-
vention group and 51 in the control group (Figure 4). The 
2 groups were comparable regarding age, type of treat-
ment prescribed, number of patients lost to follow-up, and 
mode of evaluation (face-to-face or telephone interview). 
At 1 year, 33 patients in the intervention group were tak-
ing their treatment (71.7%) versus 27 in the control group 
(52.9%). Twenty-nine patients in the intervention group 
were considered to be adherent (63%) versus only 18 in 
the control group (35.3%); the difference was statistically 
significant (P <.01). The per protocol analysis showed that 
the proportion of adherent patients was 70.7% in the inter-
vention group versus 38.3% in the control group (P <.01) 

(Table 2). The risk of discontinuing treatment was 
2.55-fold greater among patients who did not have 
the phone follow-up (OR, 2.55; 95% CI, 1.13-6.75).

Study of the Overall Population
A comparison of the patients who had a tele-

phone follow-up versus those who did not, regard-
less of the recruitment setting (outpatient visit or 
day hospital), showed that the 2 groups were com-
parable regarding age, type of treatment prescribed, 
number of patients lost to follow-up, and mode of 
evaluation (face-to-face or telephone interview). 
Among the 72 patients in the intervention group 
who were evaluated at 1 year, 57 were taking their 
treatment (72.6%) and 51 were considered adherent 

(64.6%). Among the 77 patients in the control group evalu-
ated at 1 year, 43 were taking their treatment (50.6%) and 
28 were considered adherent (32.9%). The per protocol 
analysis showed that the proportion of adherent patients 
was 70.8% in the intervention group versus 36.4% in the 
control group (P <.01) (Table 3). The risk of discontinu-
ing treatment was 3.65-fold greater among patients who 
did not have the telephone follow-up (OR, 3.65; 95% CI, 
1.92-6.92).

Causes of Discontinuation
The reasons most often reported by patients to explain 

why they had discontinued their treatment were lack of 
motivation to continue and nonrenewal of the prescription 
by their primary care physician. In most cases, patients 
cited several reasons. By order of frequency, the reasons 
cited were: lack of motivation (n = 22), nonrenewal of pre-
scription (n = 13), fear of potential adverse effects (n = 9), 
and multiple medications (n = 5).

Reasons of discontinuation for nonrenewal of the pre-
scription were unclear. We could not elucidate whether 
the primary care physician decided to stop the prescrip-
tion for medical reasons or because the patient did not 
meet regularly with the physician.

DISCUSSION 
The results of this study argue in favor of telephone 

interviews to enhance the adherence of osteoporosis pa-
tients to their therapeutic regimen. 

Management of patients with chronic disease stresses 
the importance of adherence to the therapeutic pro-
gram1—a real problem being encountered with osteopo-
rosis,8 which is a particularly common and serious disease, 
making it a major public health concern.9,10 Although 
much progress has been made over the last few years in 

Figure 3. Morisky Questionnaire 

n	 Do you sometimes forget to take your medicine? 

n	 Are there days you do not take your medicine? 

n	 When you feel better, do you sometimes stop taking your medicine? 

n	 If you feel worse when you take your medicine, do you sometimes stop  
taking it? 

dichotomic responses: yes / no

nondichotomic responses: never or rarely / once in a while / sometimes / 
usually / all the time
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terms of treatments proposed for osteoporosis, they can 
be fully effective only if taken as prescribed for a relatively 
long period of time. It has been demonstrated that good 
therapeutic adherence is associated with greater gain in 
bone mineral density, greater inhibition of bone remod-
eling, and most importantly, reduced risk of fracture.5,11 
Inversely, poor adherence can lead to an increased risk of 
adverse effects and also greater overall cost for the soci-
ety, given that many fracture-related expenditures can be 
avoided, as can the cost of adverse effects, and the cost of 
the treatment that was not taken correctly.

Several strategies have been explored in an attempt to 
improve adherence to antiosteoporosis treatments. How-
ever, results have been somewhat disappointing, often 
limited, and inconsistent.12-18 Regular patient follow-up 
would be an effective strategy, especially during the “at 
risk” period during the first few months following the first 
prescription.6 This observation prompted us to examine 
the effectiveness of a telephone interview follow-up per-
formed by non-physicians in order to improve adherence 
to oral antiosteoporosis treatments in post menopausal 
women. A few reports in the literature describe the useful-
ness of this type of follow-up in patients with osteoporosis 

and chronic diseases.14,15,19-29 For the first time, our study 
utilized  a randomized control trial to test the efficacy of 
this strategy in osteoporosis patients receiving care in a 
dedicated healthcare setting.

We measured the 2 main elements classically examined 
to study the way patients take their medications: patient 
adherence and persistence with their treatment. Persis-
tence can be defined as continuing to take a medication 
for a given period of time, whereas a patient is considered 
adherent if they take the medication exactly as prescribed. 
Assessment of these elements requires counting the num-
ber of days the medication is actually taken as prescribed 
by the physician during the course of a defined period; 
correct dosing and timing of intake are essential. The same 
is true concerning the way the treatment is ingested, since 
it may have an important impact on the bioavailability 
of such treatments. This is particularly true for antiosteo-
porosis treatments, especially bisphosphonates. An 80% 
MPR is widely accepted as “satisfactory,” and this 80% 
MPR has been established as the optimal level of adhesion 
in antihypertension trials. It has been demonstrated that 
the rate of osteoporosis-related fractures increases signifi-
cantly above this cutoff.8 MPR is commonly calculated as 

Patients recruited during outpatient visit
n = 67

Patients recruited during hospital stay
n = 101

Randomization Randomization

Early withdrawal
n = 4

Intervention group
n = 33

Assessed 
at 1 year
n = 31

Lost 
follow-up

n = 4

Lost 
follow-up

n = 5

Lost 
follow-up

n = 4

Lost 
follow-up

n = 2

Intervention group
n = 46

Assessed 
at 1 year
n = 41

Control group
n = 34

Assessed 
at 1 year
n = 30

Control group
n = 51

Assessed 
at 1 year
n = 47

Patients recruited
n = 168

Figure 4. Study Flow Diagram
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the number of pills dispensed in an observation period 
divided by the total time in the observation period. In our 
study, the MPR referred to the number of pills effectively 
taken by the patient divided by the total number of pills 
patients were theoretically supposed to take in a given pe-
riod, which in our case was the last 2 months of follow-up.

The purpose of a telephone interview follow-up goes 
beyond increasing the MPR. Its goal is to help as many pa-
tients as possible reach the 80% level. We therefore chose 
the number of adherent patients as the main outcome 
rather than the MPR observed in each group of patients. 
Indeed, a significant increase in MPR could theoretically 
be achieved with the telephone interview follow-up de-
spite an insufficient proportion of adherent patients (ie, 
patients whose MPR would be high enough to ensure the 
best possible treatment efficacy).

It is difficult to ascertain objective assessments of ad-
herence other than direct reports from patients. Counting 
prescription refills does not give the number of pills actu-
ally taken by the patient or any evaluation of dosing or 
timing. At present, there is no validated questionnaire to 
measure therapeutic adherence in patients with osteopo-
rosis, but nevertheless, history-taking is a validated and 
effective method for evaluating therapeutic adherence.7,30 
In addition, our evaluations were made in a homogeneous 
manner—utilizing a standardized interview, single physi-
cian conducting all evaluation interviews, simple-blinded 
evaluation protocol—which limits bias in interpreting the 
patient’s potentially subjective report.

We did not use markers of bone remodeling, though 
variations in such markers can, in certain cases, provide 

information on the effect of medications, and thus their 
intake. Such results would have been difficult to inter-
pret in the population under study (ie, recent fracture for 
most patients, minimal predictable variability observed in 
patients taking strontium ranelate). Nevertheless, in the 
framework of routine clinical practice, it is quite possible 
that an analysis of bone remodeling markers could provide 
an interesting contribution in combination with telephone 
interviews, particularly when there is doubt about poor 
adherence in a patient with an antiresorption medication 
who has not had a recent fracture.

All patients in our study were informed about the objec-
tive of the study at inclusion. This might have had a positive 
impact on adherence since patients were informed that their 
behavior (adherence) would be evaluated at 1 year, but this 
was true for both the groups receiving and not receiving 
follow-ups, so this did not represent a possible bias.

The results of our study confirm the poor therapeutic 
adherence observed in patients treated for osteoporosis. 
In the control groups that did not have a regular tele-
phone follow-up, just slightly over half of the patients 
were taking their treatment at 1 year, and less than 40% 
could be considered adherent in that they were taking it 
just as prescribed—patients may still have experienced 
frequent oversights, incompliance with the schedule, and 
other issues or mistakes that would have prevented ac-
tual adherence. These figures are comparable to previous 
data in the literature, generally, concerning adherence to 
prescriptions of bisphosphonates in osteoporotic patients 
who did not necessarily have a history of 1 or more frac-
tures.31-38 According to our findings, a history of 1 or more 

Table 1. Patients Recruited During Outpatient Visits (N = 67)
Intervention Control P

Number of patients 33 34

Mean age in years 71.6 74.2 ns

Number of prescriptions for bisphosphonate (weekly) 16 21 ns

Number of prescriptions for strontium ranelate 16 13 ns

Number of prescriptions for bisphosphonate (monthly) 1 0 ns

Number of prescriptions of SERM 0 0 ns

Number of patients lost to follow-up 2 4 ns

Number of patients assessed at 1 year 31 30 ns

Face-to-face interview at 1 year 25 23 ns

Telephone interview at 1 year 6 7 ns

Number of adherent patients (%)—ITT analysis 22 (66.6) 10 (29.4) .002

Number of persistent patients (%)—ITT analysis 24 (72.2) 16 (47.0) .03

Number of adherent patients (%)—PP analysis 22 (71.0) 10 (33.3) .003 

Number of persistent patients (%)—PP analysis 24 (77.4) 16 (53.3) .047

ITT indicates intention to treat; ns, nonsignificant (P >.05); PP, per protocol; SERM, selective estrogen receptor moderator. 



www.ajmc.com  Vol. 7, No. 3 • The American Journal of Pharmacy Benefits  e87

Improved Adherence to Osteoporosis Treatment

fractures does not appear to guarantee better adherence. 
Similarly, from the results observed in the groups without 
regular follow-up, more “intensive” management during 
a day hospitalization where the patients received precise 
information about the disease and its treatments did not 
appear to guarantee better adherence.

Conversely, the proportion of adherent patients in-
creased very significantly with regular telephone inter-
views. This was observed both after an initial outpatient 
visit and after an initial day hospitalization. This better 
adherence observed in the intervention groups appears to 
be linked to the regular telephone follow-up. The differ-
ent groups compared were quite similar, and there were 
no distinctive characteristics that might have explained the 
better adherence observed in patients in the intervention 
groups. In particular, there was no significant difference 
regarding age and antiosteoporosis treatment. Neverthe-
less, other elements which might also have an effect on 
therapeutic adherence (such as comorbid illnesses, num-
ber of other medications, educational level, socioeconom-
ic level, or multiple medications) were not studied.

Nonrenewal of prescription by a physician was 1 cause 
of discontinuation. In those cases, treatment interruption 
was not due to the patient but to the physician. Phone 
follow-up could have had an impact in those cases to re-
mind the patient of the importance to sustain a treatment 
as the patient failed to ask for a refill when the physician 
neglected to do so. The purpose was to motivate the pa-
tient to reconnect with his physician and consider new 
therapeutic options in some cases. 

Our results and conclusions are in line with those re-
ported in most published studies evaluating the useful-
ness of follow-up telephone interviews for osteoporosis 
patients.14,19,20 Nevertheless, 1 recent large-scale controlled 
study of many patients was unable to demonstrate any 
benefit from this type of follow-up.39 The explanation 
for those results might be the composition of that study’s 
population—it included a majority of women, but also 
men; more than two-thirds in this mixed population had 
no history of fracture; the mean age was about 77 years 
versus 70 years in our study; parenteral administration was 
prescribed for certain patients—and the study’s method-
ology—recruitment from a governmental database, first 
phone call later in the follow-up period, less frequent re-
calls, calls not conducted by medical secretaries, MPR as 
main outcome determined from refill counts, comparison 
of MPR in each group but not the proportion of adherent 
patients, and not accounting for dosage and timing.

CONCLUSIONS
Our study argues in favor of the usefulness of regular 

telephone interviews to improve therapeutic adherence 
to oral treatments of osteoporosis, in particular in post 
menopausal women with a history of fracture and initially 
receiving care in a dedicated healthcare setting. The po-
tential limitations of our study include it being monocen-
tric, with a relative small sample size, including few details 
concerning the characteristics of the patients, recruitment 
from on-site, and difficulty in obtaining an objective as-
sessment of adherence. 

Table 2. Patients Recruited During Day Hospital Stays (N = 97)
Intervention Control P

Number of patients 46 51

Mean age in years 69.6 68.0 ns

Number of prescriptions for bisphosphonate (weekly) 31 30 ns

Number of prescriptions for strontium ranelate 14 19 ns

Number of prescriptions for bisphosphonate (monthly) 1 1 ns

Number of prescriptions of SERM 0 1 ns

Number of patients lost to follow-up 5 4 ns

Number of patients assessed at 1 year 41 47 ns

Face-to-face interview at 1 year 34 35 ns

Telephone interview at 1 year 7 12 ns

Number of adherent patients (%)—ITT analysis 29 (63.0) 18 (35.3) .002

Number of persistent patients (%)—ITT analysis 33 (71.7) 27 (52.9) .057

Number of adherent patients (%)—PP analysis 29 (70.7) 18 (38.3) .002

Number of persistent patients (%)—PP analysis 33 (80.5) 27 (57.4) .054 

ITT indicates intention to treat; ns, nonsignificant (P >.05); PP, per protocol; SERM, selective estrogen receptor moderator. 
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Implementation of this kind of intervention in the 
routine medical management of osteoporosis could con-
tribute to a reduction of complications associated with 
treatment discontinuation. Further studies would be use-
ful to define optimal modalities of this kind of follow-up 
(ie, persons who make the telephone calls, frequency of 
calls), to confirm the interest among different population 
groups (osteoporosis without fracture, male osteoporo-
sis), and to assess the medico-economic impact.
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