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Abstract. If bone mineral density (BMD) screening is to
achieve the aim of preventing the complications of
osteoporosis, women with low BMD measurements must
learn that they are at risk, and women at risk must know
about and be willing to adopt and persist with measures
that can prevent osteoporosis. In this paper we present
the results of a randomized controlled trial designed to
examine whether disclosing the results of a BMD scan
directly to women, as well as through their general
practitioners (GPs), improves their knowledge of their
bone density results without adverse psychological
sequelae. Direct disclosure resulted in 19% (59% vs
40%; 95% CI for difference in proportions: 9.8% to
27.8%) more women being aware of their BMD status at
the spine and 22% (58% vs 36%; 95% CI for difference:
12.2% to 29.8%) at the hip. These differences were
observed irrespective of risk status. There was no
significant difference in anxiety levels between the
randomized groups. We conclude, therefore, that direct
disclosure of BMD results to women, as well as to their
GPs, leads to increased knowledge of BMD status
without increasing anxiety, and that BMD measurement
services should consider informing women routinely of
their results directly as well as through their GPs.

Keywords: Anxiety; Bone density; Direct disclosure;
Knowledge of risk

Introduction

Osteoporosis is a common condition among elderly
women. It is responsible for a high degree of morbidity,
mortality and resource use [1]. Management of
established osteoporosis is unsatisfactory because most
treatment addresses the problem after a major fracture
event has occurred. It follows, therefore, that prevention
of osteoporosis is desirable. One promising approach is
behavior modification based on measurement of bone
mineral density (BMD), as BMD has been shown to be
predictive of subsequent risk of osteoporotic fracture
[2,3].

There are three prerequisites if BMD screening is to
prevent the complications of osteoporosis: first, women
with low BMD measurements must learn that they are at
risk; second, women, particularly those at risk, must
know about the measures they can take to prevent
osteoporosis; and third, women must be willing to adopt
and persist with the preventive measures for a sufficient
length of time to reduce their risk of fracture.

Recent research has indicated that women who are
aware they have low BMD measurements are more
likely to take preventive measures, such as commencing
hormone replacement therapy (HRT), taking more
exercise and increasing their calcium consumption [4].
However, a 2-year follow-up study of women who were
screened in Aberdeen in 1993 indicated that 40% were
unaware of their bone density status (unpublished data).
At that time, women were only informed of their BMD
results through their general practitioner (GP). Further-
more, a satisfaction survey of women attending the
screening programme indicated that 91% (unpublished
data) of women wanted their scan results sent directly to
them as well as to their GP. We therefore believed that

Osteoporos Int (1998) 8:584–590
ß 1998 European Foundation for Osteoporosis and the National Osteoporosis Foundation Osteoporosis

International

Correspondenceandoffprint requeststo: MarionK. Campbell,Health
ServicesResearchUnit, University of Aberdeen,PolwarthBuilding,
Foresterhill,Aberdeen,AB25 2ZD, UK. Tel: + 44 (0)1224681818
extn 54480;Fax: + 44 (0)1224663087.



informing womendirectly of their BMD resultswould
not only increaseawarenessof BMD status,but would
alsoleadto greaterpatientsatisfactionwith the service.

We recognized,however, that a direct disclosure
approach could cause anxiety with psychological
sequelae.We thereforechoseto conducta randomized
controlled trial designed to indicate whether direct
disclosureof BMD resultsto patientsleadsto increased
knowledge of BMD status without disturbance of
emotional wellbeing or increasedanxiety, and report
the resultshere.

Subjects and Methods

In February1993,800 womenagedbetween45 and54
yearsandliving within 32 km of Aberdeenin North East
Scotlandwere randomlyselectedfrom the Community
HealthIndex (CHI) – a populationhealthregister– and
invited to attenda BMD screeningserviceat the City
Hospital,Aberdeen[5]. Womenwere further randomly
allocatedto receivetheir test resultseither directly as
well as through their GP or just through their GP.
Randomization took place before the women were
invited for screening.

Women were recruitedby meansof an initial open
letter of invitation followed by a confirmablereminder
aspreviouslyvalidatedin our studyprogramme[6]. The
invitation letter describedin lay terms the diseaseof
osteoporosisand, on attendanceat screening,women
were encouraged to discuss the disease with the
radiographerundertakingthe scan.Patient information
material was also available in the waiting areaof the
scanningunit. All womenweresentanosteoporosisrisk
factor questionnairewhich they wereaskedto complete
before attending for screening. The questionnaire
included the Spielbergerstate-trait anxiety inventory
[7] andlifestyle questionssuchascurrentactivity levels,
alcohol consumption,meat consumptionand smoking
history. Those women who attendedscreeninghad a
BMD measurementtaken using a Norland XR26
densitometer(DXA; Norland, Madison, WI) at the
spine(L2–4), femoralneck,Ward’s triangleandgreater
trochanter.The precisionof this techniquein our hands
is 0.9% and 2.8% at the spine and neck of femur
respectively[8].

Thosewomenwhowererandomlyallocatedto receive
their resultsdirectly weresenta letter which statedthat
they were either in the lowest quarterof BMD at the
spineand/orhip, or in thehighestthree-quartersof BMD
for the screenedpopulation. This cutoff point for
treatmentdecisionswas somewhatarbitrary, but was
basedon standardclinical practiceat the time whenthe
screeningprogrammewas commencedin 1991 [5,6,9].
The decisionto usethis cutoff point predated,by some
years,theWHO criteria definingosteoporosisaccording
to BMD [10]. The quartile allocationwasbasedon the
results of the first 1000 women screened in the
programme.

In addition to the BMD results,all letterscontained
general osteoporosispreventive advice, such as the
importanceof smoking cessation,taking exerciseand
ensuring an adequate intake of dietary calcium.
However,for womenwith BMD in the lowest quarter,
the letter advisedthat they shouldarrangeto visit their
GP to discussthe possibility of using HRT when they
reachedthe menopause(seeAppendix).

The letter waspiloted prior to beingusedin the trial.
The developmentprocesswas as follows. First, we
undertook textual analysisof a draft letter using the
Fleschscoreto assessreadability[11]. Second,after we
weresatisfiedwith respectto thecontentof theletter,we
gaveit to a sampleof 20 womenof a similar ageto the
womenin thestudy.Thesewomenweregivena number
of result letters for hypotheticalpatients;after reading
these,the womenwere questionedto seewhetherthey
understoodthe letters. This processresulted in some
minor modificationsto the standardresult letters.

Thosewomenrandomizedto receivetheir resultsvia
their GP were simply sent a letter indicating that the
results of their scanshad been sent to their GP and
advisingthemto contactthepracticeto discussthem.No
lifestyle advicewasgiven in the letter.

Two years after screening,all women were sent a
postalquestionnairethatassessedanxietylevels,knowl-
edge of BMD risk, current activity levels, alcohol
consumption,smoking levels, use of HRT and health
status– using the SF-36 [12]. The higher the SF-36
score, the better the health status. As the original
Spielbergerstate-traitanxietyinventoryis 40 itemslong,
we usedthe six-item short form of the statescalein an
attemptto maximizethe completionrate of the follow-
up questionnaire.Thesix-itemform of the inventoryhas
beenshown to be reliable (reliability coefficient 0.82)
andvalid, producingscoressimilar to thoseproducedby
the long form [13]. The higher the score the more
anxiousis the patient.

StatisticalAnalysis

This study was designed to detect at least a 10%
differencein knowledgeof BMD status(from 35% to
45%in thedirect disclosuregroup)or a changeof more
than a fifth of the standarddeviation of anxiety score
with 80% powerand5% significance[14,15].

Results for continuous variables are presentedas
meansandstandarddeviations(SD).Univariateanalysis
of continuousvariableswascarriedout usingStudent’s
t-test.Relationshipsbetweencategoricalvariableswere
assessedusing the chi-squaredstatistic with Yates’
correction in the 2 6 2 case. The 95% confidence
intervals(CI) arereportedwhereappropriate.

Results

The 799 women (the details for 1 woman were
incomplete) randomly selected from the CHI were

Direct Disclosureof BoneDensityResultsto Patients 585



Table 1. Baselinecharacteristicsof the direct disclosureandthe GP-onlydisclosuregroups

Variable Direct disclosure
(max. n = 292)

GP-onlydisclosure
(max. n = 284)

Significanceof difference
betweengroups

Categoricalvariables No. (%) No. (%) p value

Alcohol consumer 208 (74.6) 209 (77.1) 0.55
Currentsmoker 65 (22.8) 61 (21.9) 0.88
Currentuserof HRT 55 (22.9) 56 (23.0) 0.99
Activity comparedwith othersin sameagegroup:

More active 44 (15.5) 34 (12.2)
Average 167 (59.0) 164 (59.0)
Lessactive 72 (25.4) 80 (28.8) 0.43

Educationallevel (highest):
No qualifications 79 (32.0) 74 (30.0)
‘O’ levels 66 (26.7) 62 (25.1)
‘A’ levels 19 ( 7.7) 25 (10.1)
Degree/professionalqualification 47 (19.0) 55 (22.3)
Postgraduatequalification 16 ( 6.5) 15 ( 6.1)
Other 20 ( 8.1) 16 ( 6.5) 0.82

Continuousvariables Mean(SD) Mean(SD) p value

Age (years) 49.2 (2.8) 49.3 (2.9) 0.84
BMD, hip (g/cm2) 0.87 (0.13) 0.86 (0.12) 0.32
BMD, spine(g/cm2) 1.05 (0.17) 1.04 (0.17) 0.25
Height (m) 1.61 (0.07) 1.61 (0.06) 0.91
Weight (kg)a 64.7 (1.19) 64.9 (1.17) 0.84
Spielbergersix-item statescore 37.9 (13.0) 37.4 (13.0) 0.68

aGeometricmean.

Table 2. Characteristicsat follow-up of all screenedwomen

Variable Direct disclosure
(max. n = 258)

GP-onlydisclosure
(max. n = 257)

Significanceof difference
betweengroups

Categoricalvariables No. (%) No. (%) p value

Knowledgeof BMD status,hip:
Correct 134 (57.5) 85 (36.3)
Incorrect 14 (6.0) 14 (6.0)
Did not know 85 (36.5) 135 (57.7) <0.001a

Knowledgeof BMD status,spine:
Correct 130 (58.6) 93 (39.7)
Incorrect 7 (3.2) 9 (3.8)
Did not know 85 (38.3) 132 (56.4) <0.001a

Currentsmoker 57 (22.3) 52 (20.3) 0.60

Continuousvariables Mean(SD) Mean(SD) p value

Exerciselevels:
(1 = never,up to 5=morethan2 h per week) 3.3 (1.4) 3.4 (1.4) 0.70

Anxiety levels:
Spielbergersix item score 38.0 (13.1) 36.1 (12.6) 0.12
Changein Spielbergerscorefrom baseline 0.31 (12.59) –1.11(13.09) 0.24

SF-36dimensions:
Physicalfunctioning 81.9 (22.1) 81.3 (22.4) 0.77
Social functioning 84.2 (22.7) 87.2 (22.4) 0.12
Role physical 74.9 (37.6) 77.0 (36.0) 0.51
Role emotional 77.2 (36.5) 83.1 (32.8) 0.06
Mental health 70.5 (17.8) 73.6 (17.8) 0.05
Energyandfatigue 59.2 (20.1) 59.4 (20.8) 0.92
Pain 73.7 (26.4) 74.9 (24.5) 0.61
Generalhealthperception 69.5 (21.9) 70.7 (20.4) 0.52

ap valuesfor the distributionof responsesacrossthe threecategories.
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invited by post to attendfor screening.Eighteenletters
were returnedby the post office and 74% (576/781)of
women attended for screening and had a BMD
measurement.This included 292 (75%) of the direct
disclosure group and 284 (73%) of the GP-only
disclosuregroup.Therewasno differencein the ageof
womenwho attendedfor screeningcomparedwith those
who did not attend(mean(SD) agewas 49 (2.8) years
and 49 (2.9) years respectively,p = 0.30). The 576
womenwho attendedfor screeningconstitutethe study
population reportedhere, as resultsdisclosureis only
relevantif a womanhasattendedfor screening.

There were no differencesbetweenthe two rando-
mizedgroupsat time of screeningin termsof age,BMD
measurementsat hip or spine,self-reportedbodyweight,
height, educationallevel, anxiety levels, HRT use or
lifestyle factors such as alcohol consumption and
smokingstatus(Table1).

The 576womeninvited for screeningwereto be sent
a follow-up questionnaire2 yearsafter screening.The
questionnairewas,however,sentout to only 572women
as4 hada life-threateningillness(e.g.breastcancer)at
thetimeof screening.Nineteenof thesewerereturnedby
the postoffice anda further 2 womenhadeitherdiedor
had developed a life-threatening disease. A final
responserate of 93% (515/551)was achievedfor the

2-yearfollow-up questionnaire.Theresultsareexamined
initially for all womenstudied(Table 2), and then for
thosewomenwhoseBMD wasin thelowestquartileand
deemedto be at risk of future osteoporosis(Table3).

Table 2 shows the characteristics of the two
randomizedgroupsat follow-up. There was a marked
difference in the proportionsof women who correctly
reported their BMD status between the disclosure
groups. Direct disclosureresulted in a 19 percentage
point difference(59%vs 40%;95%CI for differencein
proportions:9.8% to 27.8%) in womenbeing awareof
their BMD statusat the spineanda 22 percentagepoint
difference (58% vs 36%; 95% CI for difference in
proportions:12.2%to 29.8%)at the hip.

Therewasno differencein women’sreportedexercise
levels at follow-up nor in current smoking status
betweenthe randomizedgroups.

There was no significant difference between the
groups at follow-up in terms of final anxiety level.
Changes in anxiety scores since screening were
calculated,with a positive changeindicating an overall
increasein anxiety level. Although the direct disclosure
group indicated a marginal increasein mean anxiety
level andthe GP-onlygroupindicateda marginalmean
decreasethis differencewasnot statisticallysignificant.
The relevant dimensionsof the SF-36 health status

Table 3. Characteristicsat follow-up of ‘at-risk’ women

Variable Direct disclosure
(max. n = 80)

GP-onlydisclosure
(max. n = 100)

Significanceof difference
betweengroups

Categoricalvariables No. (%) No. (%) p value

Knowledgeof BMD status,hip:
Correct 30 (42.9) 16 (18.2)
Incorrect 6 (8.6) 12 (13.6)
Did not know 34 (48.6) 60 (68.2) 0.003a

Knowledgeof BMD status,spine:
Correct 28 (44.4) 25 (26.9)
Incorrect 3 (4.8) 7 (7.5)
Did not know 32 (50.8) 61 (65.6) 0.07a

Currentsmoker 18 (22.5) 26 (26.0) 0.77
Currentuseof HRT 37 (46.3) 41 (41.0) 0.58
UseHRT for low bonedensity/topreventosteoporosis

(% of thosewho useHRT)
29 (78.4) 28 (68.3) 0.46

Continuousvariables Mean(SD) Mean(SD) p value

Exerciselevels (1= never,to 5= morethan2h per week) 3.1 (1.4) 3.0 (1.5) 0.92
Anxiety levels:

Spielbergersix item scale 38.2 (12.6) 36.3 (12.9) 0.35
Changein Spielbergerscorefrom baseline –0.44(13.15) –0.63(14.52) 0.93

SF-36dimensions:
Physicalfunctioning 78.7 (24.7) 80.4 (23.9) 0.65
Social functioning 80.6 (25.1) 86.6 (23.8) 0.10
Role physical 70.2 (41.3) 77.8 (35.1) 0.20
Role emotional 74.7 (37.9) 82.5 (32.7) 0.16
Mental health 68.7 (18.1) 72.0 (18.0) 0.22
Energyandfatigue 57.5 (19.5) 58.4 (21.3) 0.78
Pain 72.9 (25.4) 74.1 (24.6) 0.75
Generalhealthperception 65.8 (23.1) 69.4 (22.1) 0.30

ap valuesfor the distributionof responsesacrossthe threecategories.
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questionnairethat measureemotionalwellbeingarethe
role emotional dimension and the mental health
dimension.Although not statistically significant, there
was a tendencyfor role emotional and mental health
scores to be slightly higher in the GP-only group,
indicating a potentially better mental health statethan
thosein the direct disclosuregroup.

The resultsat follow-up for ‘at-risk’ women,defined
as thosewith either a spineor hip BMD in the lowest
quartile, are summarizedin Table 3. As before,direct
disclosureresultedin a 25 percentagepoint difference
(43% vs 18%; 95% CI for difference in proportions:
10.6% to 38.8%) in women being awareof the BMD
statusat the hip and a 17 percentagepoint difference
(44% vs 27%; 95% CI for difference in proportions:
2.3%to 32.8%)at the spine.

Seventy-eight (43%) of the at-risk women were
currently using HRT 2 yearsafter screening(46% and
41% in the direct disclosuregroup and the GP-only
grouprespectively)comparedwith 77 (24%) of women
not deemedto be at risk (21% in the direct disclosure
group and 28% in the GP-only disclosuregroup). Of
thoseat-riskwomenwho wereusingHRT, 78%of those
in the direct disclosuregroup reportedthat they were
usingHRT for low bonedensityor for thepreventionof
osteoporosiscomparedwith 68% in the GP-onlygroup
(95%CI for differencein proportions:–9.4%to 29.6%).

There was no evidenceof a difference in anxiety
betweenthe direct disclosuregroup and the GP-only
group for the at-risk women; neither was there any
evidenceof differences in the mental health or role
emotionalscores.

At-risk women were definedas thosewith either a
spineor hip measurementin thelowestquartile.Looking
at thosewomenfor whom both measurementswere in
thelowestquartile,however,directdisclosureresultedin
35%(52%vs17%;95%CI for differencein proportions,
12.1%to 58.3%)morewomenbeingawareof theBMD
statusat thehip and33%(52%versus19%,95%CI for
differencein proportions:8.1%to 57.5%)at the spine.

Discussion

If bonemineral measurementis to achievethe aim of
preventing the complicationsof osteoporosis,women
with low BMD first needto learn that they are at risk.
Looking at our study control group, who received
information through the current standardpractice of
disclosurevia the GP, only a third of women overall
correctly identified their BMD risk status2 yearsafter
screening,andonly aboutafifth of thosewomendeemed
to be at risk of osteoporosiswere awareof their risk
status.Our study has shown that direct disclosureof
BMD resultsto the womanas well as throughher GP
resultedin arounda 20–30%absoluteincreasein the
proportion of women who correctly identified their
BMD. It is interestingto note,however,that in our study
a smaller proportion of the high-risk women correctly
identified their BMD status comparedwith low-risk

women. This differencecan be primarily attributed to
thosewomenwho were at risk at only one site; where
either the hip measurementor the spine measurement
fell within the lowest quartile but not both. When we
examine those at risk at both sites, similar levels of
awarenessare noted in the direct disclosure group.
Whilst it is possible that a small proportion of the
womenallocatedto thedirectdisclosuregroupwereable
to find the original letter sent2 yearsearlier informing
themof the resultsof their scan,we believethat this is
unlikely to havehappenedin morethana small number
of individualsand,in anycase,would not invalidatethe
conclusion that direct disclosure results in increased
knowledgeof osteoporosisrisk.

Theprincipalconcernaboutdirectdisclosureof BMD
resultsis increasedanxietylevels.Our studyhasshown,
however,that therewas no clear evidenceof increased
anxiety levels in the direct disclosuregroup compared
with the GP-only disclosure group. The relevant
dimensionsof the SF-36 health status questionnaire
that measureemotionalwellbeing were also examined.
Although not statistically significant, there was a
tendency for those in the GP-only group to display
slightly betterrole emotionaland mentalhealthscores.
This was not, however,borneout in thosewomen for
whom resultsdisclosureshould have the most impact,
thatis thosewomendeemedto beat risk of osteoporosis.
Although we identifiedthe role emotionaldimensionof
theSF-36asa relevantdimensiona priori , overhalf the
women in the sampleachievedmaximum scores.The
three questions in the SF-36 relating to the role
emotional dimension examine issuessuch as accom-
plishing lessthan one might like and cutting down the
amount of time spent on work or other activities.
Becauseour population of women is made up of
generally healthy individuals, it is not surprising that
suchhigh overallscoreswereachieved.It shouldalsobe
noted that all women screenedin this program were
relatively young and the risk of fracture, even among
thosewith low BMD, will be low within the next 5–10
years.As the screenedpopulation ages,however,our
study cannot exclude the possibility that women who
have received their results directly might become
significantly more anxious as their risk of fracture
increases.

To avoidosteoporosis,it is not,however,sufficientfor
a womanto know that sheis at risk. Shemust then be
willing to adoptandpersistwith measuresthathavebeen
shown to reduce the risk of developing the disease.
Increased exercise levels have been shown to be
preventive of osteoporosis[16]. Our study suggests,
however, that there was no difference in the exercise
levelsrecordedby at-riskwomenin thedirectdisclosure
groupcomparedwith theGP-onlygroup.This compares
with the findings of Rubins and Cummings[4], who
found that womenwho are awarethey havelow BMD
aremore likely to takepreventivemeasures.

CommencingHRT hasalsobeenshownto preventthe
developmentof osteoporosis.Theadministrationof HRT
to asymptomaticwomenhas,however,beenthe subject
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of considerabledebate[16]. In our study, 23% of all
women were using HRT prior to screening(20% of
at-risk women).Two yearsafter screening,43% of the
at-risk women were using HRT. A previous study of
HRT uptakeafterpopulationscreeningestimatedtheuse
of HRT in postmenopausal women (including women
who had had a hysterectomy)prior to the screening
programat 26%, with post-screening HRT useat 49%
(95% CI: 41% to 57%) [17]. Our estimateof 43% lies
within the confidenceinterval of the previous study,
which looked only at postmenopausalwomen. This
currentstudywill includesomeat-risk womenwho are
still premenopausalandwho maygo on to receiveHRT.
Thus our estimateof increasedHRT uptake of 23%
(43% –20%) in at-risk women almost certainly under-
estimatesthe effect of screeningon HRT useamongst
postmenopausalwomen. Although there was no sig-
nificant differencein HRT usein the at-risk groupsent
their resultsdirectly comparedwith thewomenreceiving
their resultsvia theirGP(46%ascomparedwith 41%),it
is interestingto notethat of thosewho wereusingHRT
in eachgroup,a greaterproportionof thosein thedirect
disclosuregroupgavelow bonedensityor preventionof
osteoporosisas the reason for HRT use. We must,
however,interpretthis resultwith caution,becauseof the
smallnumbersinvolvedandbecausethisparticularstudy
was not set up to measuredifferencesin HRT uptake
directly but was rather poweredto examineimproved
knowledge of BMD status.A larger study, currently
under way in our center,aims to addressthe issueof
HRT andthetruebenefits,if any,of directdisclosureon
the uptakeof HRT. Othershave indicatedthat knowl-
edgeof BMD doesincreaseuptakeof HRT althoughthe
methodof disclosureof resultswasnot discussed[4,18].
This largerstudyis poweredto detecta 15% difference
in HRT usebetweenthetwo groupsof women;however,
the currentstudywould only havethe powerto detecta
25% differencein uptakebetweenthe two groups.

Whilst BMD measurementsmay encouragegreater
uptake of HRT among women with low BMD the
conversemay alsobe true.Womenwith high or normal
BMD andwho do not requireHRT for thealleviationof
menopausalsymptoms,and are possiblyat low risk of
cardiovasculardisease,may feel able to discontinue
using HRT. Indeedgiven recentevidencethat women
with high BMD are at increasedrisk of breastcancer,
thensuchwomenmaybejustifiedin ceasingtheir useof
HRT [19]. For womenwith intermediateBMD values,
however,theremay be utility in consideringfollow-up
BMD or assessmentof bone loss rates by bone
metabolism markers so that those with the highest
ratesof losscanalsobe advisedto considerHRT.

The clinical implications of our study are that bone
densitymeasurementservicesshouldconsiderinforming
womenof their measurementresultsdirectly, aswell as
throughtheir GP, as this leadsto greaterawarenessof
bone density statuson behalf of the patient with no
detrimentaleffecton thepatient’smentalwellbeing.The
studyindicatestheneedfor GPsto beawarethat results
of screeningtestsmay frequentlynot be madeavailable

to patients,highlighting the requirementfor them to
considera mechanismwherebysuchresultscanbestbe
conveyedto thepatient.Only a largerstudy,suchasthe
one currently underway in our center,will be able to
assesswhetherthis methodof disclosurealso increases
uptakeof HRT.
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Appendix. Patient letter

Dear
I am writing to tell you of your bonescanresults.
Your back and hip bone are below average(in the

lowest25%) in thicknessanddensity.I wish to reassure
you that you do NOT haveosteoporosis(brittle bones),
but theseresultsmeanif your bonesgetanythinnerthen
you may be at risk of osteoporosisin later life.

So your family doctorandI would wish to stopyour
bonesgettingany thinner.

Themainreasonwhy yourbonescangetthinneris the
menopause(changeof life). When women have their
menopausetheir bodiesstop producinga hormoneand
this causesbonesto get thinner. To stop your bones
getting thin your family doctor can give you HOR-
MONE REPLACEMENT THERAPY to replaceyour
naturalhormoneswhich you lose when you haveyour
menopause.

Not all womencantake,or want to take,HORMONE
REPLACEMENT THERAPY. If you can’t take hor-
monereplacementtherapyyourdoctorcantell youabout
other things you can do to help you keep your bones
strong.

For example, stopping smoking and taking more
exercisewill help your bones.

I just want to remind you that you do not have
osteoporosisbut you do have boneswhich are below
averagethickness.So to stopyou gettingosteoporosisI
advise you to visit your GeneralPractitioner (family
doctor)for adviceon hormonereplacement.I enclosean
information sheetaboutosteoporosisand I havesenta
copy of your resultsto your doctor.

Yours sincerely
Dr David M. Reid

ConsultantRheumatologist
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