
The “bone-building” drugs
Fosamax (alendronate) 

and Actonel (risedronate)
look like a disaster to me.
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I would avoid them 
like the plaque.
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Hi, this is 
Larry Hobbs @ Fatnews.com
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I say this based on a letter by 
Susan Ott, MD,

Associate Professor 
of Medicine at the

University of Washington
in Seattle, Washington.
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http://depts.washington.edu/metab/faculty/ott.htm
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“Many people believe that these 
drugs [Fosamax and Actonel]
are ‘bone builders,’ but the 

evidence shows that they are 
actually ‘bone hardeners.’”

– Ott S. New treatments for brittle bones. 
Ann Intern Med. 2004 Sep 7, 141(5):406-07.
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“[These drugs] deposit in the 
skeleton with a half-life of 

more!than 10 years.”

– Ott S. New treatments for brittle bones. 
Ann Intern Med. 2004 Sep 7, 141(5):406-07.
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“With continuous use, 
the drugs will accumulate

[in the body].”

– Ott S. New treatments for brittle bones. 
Ann Intern Med. 2004 Sep 7, 141(5):406-07.
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“It is possible that 
the bone will eventually 

become brittle 
or will be!unable to repair 

microdamage.”

– Ott S. New treatments for brittle bones. 
Ann Intern Med. 2004 Sep 7, 141(5):406-07.
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“One-year animal studies using 
doses 6 times higher than 
recommended for humans 

show!decreased bone formation 
in both spine and ileum and 

increased numbers of microcracks.”
– Ott S. New treatments for brittle bones. 

Ann Intern Med. 2004 Sep 7, 141(5):406-07.
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Ott S. New treatments for brittle bones. 
Ann Intern Med. 2004 Sep 7, 141(5):406-07.

COMMENTS AND RESPONSES

Aspirin Use and Risk for Colorectal Adenoma

TO THE EDITOR: In Chan and colleagues’ article on aspirin use and
risk for colorectal adenoma (1), it was unclear to me how short-term
and long-term use were tabulated and how aspirin use was related to
the subsequent endoscopy event. Was short-term defined as use for
no more than the 5 years immediately preceding endoscopy or as any
cumulative use up to and including 5 years at any point before
endoscopy? Did the 5 years of use have to be consecutive? Did the
authors’ analysis of data suggest that 5 years of aspirin use at any
point in time was protective against colorectal adenoma at any sub-
sequent point in time?

Henry Scovern, MD
Wyomissing, PA 19610

Reference
1. Chan AT, Giovannucci EL, Schernhammer ES, Colditz GA, Hunter DJ, Willett
WC, et al. A prospective study of aspirin use and the risk for colorectal adenoma. Ann
Intern Med. 2004;140:157-66. [PMID: 14757613]

IN RESPONSE: We appreciate Dr. Scovern’s request for a clarification
of our results. As we described in a footnote to our Table 4, we
defined short-term use of aspirin as regular intake for no more than
5 consecutive years immediately preceding a participant’s endoscopy.
We did not directly examine nonconsecutive years of use or 5 years
of aspirin use earlier in life. Thus, it remains unknown whether
intermittent or remote aspirin use reduces risk for adenoma. How-
ever, on the basis of observed experience with nonsteroidal anti-
inflammatory drugs in patients with familial polyposis (1), it appears
that polyps will eventually recur after discontinuation of therapy.

Andrew T. Chan, MD, MPH
Massachusetts General Hospital
Boston, MA 02114

Charles S. Fuchs, MD, MPH
Dana-Farber Cancer Institute
Boston, MA 02115

Reference
1. Giardiello FM, Hamilton SR, Krush AJ, Piantadosi S, Hylind LM, Celano P, et al.
Treatment of colonic and rectal adenomas with sulindac in familial adenomatous
polyposis. N Engl J Med. 1993;328:1313-6. [PMID: 8385741]

Malpractice Reform and Medical Injury

TO THE EDITOR: I read with interest the article by Dr. Schoenbaum
and Mr. Bovbjerg titled “Malpractice Reform Must Include Steps To
Prevent Medical Injury” (1). Unfortunately, articles such as this (and
many have appeared in different medical journals) all point to the
physician. Having practiced and taught medicine for over 30 years, I
believe that my colleagues do an excellent job caring for and treating
their patients. Despite randomized, controlled studies, there is a great
variation in the application of medical care. Medicine remains an art.

Approximately 80% of all malpractice suits filed in the state of
Texas are discharged for lack of merit. I personally know of many

spurious malpractice suits that have been filed against physicians. A
good example is a physician who had prescribed Baycol (cerivastatin,
Bayer Pharmaceuticals, West Haven, Connecticut) for one of his
patients. The physician monitored the patient’s liver function and
lipid levels while she was taking the drug, and the patient did well.
When the news broke that Baycol had been recalled because of severe
side effects, the physician immediately changed the patient to an-
other statin drug and continued follow-up. The patient never had
side effects related to Baycol.

Approximately 1.5 years later, however, the physician was
served with a lawsuit. He called his patient and asked if she had had
any problems. She vigorously denied that she had and was very upset
that her lawyer had filed a lawsuit against the physician; she had been
told that the suit would be filed against the pharmaceutical company.
The patient asked her lawyer to immediately drop the lawsuit against
the physician, and the lawyer did so. In the meantime, however, the
physician had to report the case to his malpractice carrier, and the
damage had been done.

I believe that the problem is not with our physicians but with
our lawyers. Whenever a malpractice suit is filed against a physician,
it costs the insurance carrier money even to begin the paperwork.
Therefore, physicians are ultimately penalized by increasing malprac-
tice rates. The answer, in part, would be a system in which a board
made up of physicians, laypersons, and attorneys evaluated all poten-
tial malpractice cases before a formal lawsuit was filed. If the board
believed the case had merit, then the attorney would be able to
proceed with legal action. I also believe that state bars should become
stricter, more ethical, and more professional and should penalize
attorneys who routinely file malpractice suits without merit.

Stanley J. Zimmerman, MD
Houston, TX 77054

Reference
1. Schoenbaum SC, Bovbjerg RR. Malpractice reform must include steps to prevent
medical injury. Ann Intern Med. 2004;140:51-3. [PMID: 14706972]

New Treatments for Brittle Bones

TO THE EDITOR: The recent article about treatment of osteoporosis
makes several excellent points but perpetuates an important common
misconception about the action of bisphosphonates. The author states
that “bisphosphonates slow bone resorption without lowering bone for-
mation” (1). In fact, bone biopsy studies from patients treated with
risedronate or alendronate show that the mineralizing surface, which is
forming bone, decreases 80% to 96% after 3 years of treatment. The
bone volume, however, does not significantly change (2, 3).

Many people believe that these drugs are “bone builders,” but the
evidence shows that they are actually “bone hardeners.” The mineral
inside the bone is more densely packed, and therefore the bone density
as measured by dual-energy x-ray absorptiometry increases (4).

This may have implications for the long-term effects of these
drugs, because they deposit in the skeleton with a half-life of more
than 10 years. With continuous use, the drugs will accumulate. It is
possible that the bone will eventually become brittle or will be unable
to repair microdamage. One-year animal studies using doses 6 times
higher than recommended for humans show decreased bone forma-
tion in both spine and ileum and increased numbers of microcracks

Letters

406 © 2004 American College of Physicians
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evidence shows that they are actually “bone hardeners.” The mineral
inside the bone is more densely packed, and therefore the bone density
as measured by dual-energy x-ray absorptiometry increases (4).

This may have implications for the long-term effects of these
drugs, because they deposit in the skeleton with a half-life of more
than 10 years. With continuous use, the drugs will accumulate. It is
possible that the bone will eventually become brittle or will be unable
to repair microdamage. One-year animal studies using doses 6 times
higher than recommended for humans show decreased bone forma-
tion in both spine and ileum and increased numbers of microcracks
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tial malpractice cases before a formal lawsuit was filed. If the board
believed the case had merit, then the attorney would be able to
proceed with legal action. I also believe that state bars should become
stricter, more ethical, and more professional and should penalize
attorneys who routinely file malpractice suits without merit.

Stanley J. Zimmerman, MD
Houston, TX 77054
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New Treatments for Brittle Bones

TO THE EDITOR: The recent article about treatment of osteoporosis
makes several excellent points but perpetuates an important common
misconception about the action of bisphosphonates. The author states
that “bisphosphonates slow bone resorption without lowering bone for-
mation” (1). In fact, bone biopsy studies from patients treated with
risedronate or alendronate show that the mineralizing surface, which is
forming bone, decreases 80% to 96% after 3 years of treatment. The
bone volume, however, does not significantly change (2, 3).

Many people believe that these drugs are “bone builders,” but the
evidence shows that they are actually “bone hardeners.” The mineral
inside the bone is more densely packed, and therefore the bone density
as measured by dual-energy x-ray absorptiometry increases (4).

This may have implications for the long-term effects of these
drugs, because they deposit in the skeleton with a half-life of more
than 10 years. With continuous use, the drugs will accumulate. It is
possible that the bone will eventually become brittle or will be unable
to repair microdamage. One-year animal studies using doses 6 times
higher than recommended for humans show decreased bone forma-
tion in both spine and ileum and increased numbers of microcracks
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COMMENTS AND RESPONSES

Aspirin Use and Risk for Colorectal Adenoma

TO THE EDITOR: In Chan and colleagues’ article on aspirin use and
risk for colorectal adenoma (1), it was unclear to me how short-term
and long-term use were tabulated and how aspirin use was related to
the subsequent endoscopy event. Was short-term defined as use for
no more than the 5 years immediately preceding endoscopy or as any
cumulative use up to and including 5 years at any point before
endoscopy? Did the 5 years of use have to be consecutive? Did the
authors’ analysis of data suggest that 5 years of aspirin use at any
point in time was protective against colorectal adenoma at any sub-
sequent point in time?

Henry Scovern, MD
Wyomissing, PA 19610
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IN RESPONSE: We appreciate Dr. Scovern’s request for a clarification
of our results. As we described in a footnote to our Table 4, we
defined short-term use of aspirin as regular intake for no more than
5 consecutive years immediately preceding a participant’s endoscopy.
We did not directly examine nonconsecutive years of use or 5 years
of aspirin use earlier in life. Thus, it remains unknown whether
intermittent or remote aspirin use reduces risk for adenoma. How-
ever, on the basis of observed experience with nonsteroidal anti-
inflammatory drugs in patients with familial polyposis (1), it appears
that polyps will eventually recur after discontinuation of therapy.

Andrew T. Chan, MD, MPH
Massachusetts General Hospital
Boston, MA 02114

Charles S. Fuchs, MD, MPH
Dana-Farber Cancer Institute
Boston, MA 02115
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Malpractice Reform and Medical Injury

TO THE EDITOR: I read with interest the article by Dr. Schoenbaum
and Mr. Bovbjerg titled “Malpractice Reform Must Include Steps To
Prevent Medical Injury” (1). Unfortunately, articles such as this (and
many have appeared in different medical journals) all point to the
physician. Having practiced and taught medicine for over 30 years, I
believe that my colleagues do an excellent job caring for and treating
their patients. Despite randomized, controlled studies, there is a great
variation in the application of medical care. Medicine remains an art.

Approximately 80% of all malpractice suits filed in the state of
Texas are discharged for lack of merit. I personally know of many

spurious malpractice suits that have been filed against physicians. A
good example is a physician who had prescribed Baycol (cerivastatin,
Bayer Pharmaceuticals, West Haven, Connecticut) for one of his
patients. The physician monitored the patient’s liver function and
lipid levels while she was taking the drug, and the patient did well.
When the news broke that Baycol had been recalled because of severe
side effects, the physician immediately changed the patient to an-
other statin drug and continued follow-up. The patient never had
side effects related to Baycol.

Approximately 1.5 years later, however, the physician was
served with a lawsuit. He called his patient and asked if she had had
any problems. She vigorously denied that she had and was very upset
that her lawyer had filed a lawsuit against the physician; she had been
told that the suit would be filed against the pharmaceutical company.
The patient asked her lawyer to immediately drop the lawsuit against
the physician, and the lawyer did so. In the meantime, however, the
physician had to report the case to his malpractice carrier, and the
damage had been done.

I believe that the problem is not with our physicians but with
our lawyers. Whenever a malpractice suit is filed against a physician,
it costs the insurance carrier money even to begin the paperwork.
Therefore, physicians are ultimately penalized by increasing malprac-
tice rates. The answer, in part, would be a system in which a board
made up of physicians, laypersons, and attorneys evaluated all poten-
tial malpractice cases before a formal lawsuit was filed. If the board
believed the case had merit, then the attorney would be able to
proceed with legal action. I also believe that state bars should become
stricter, more ethical, and more professional and should penalize
attorneys who routinely file malpractice suits without merit.
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evidence shows that they are actually “bone hardeners.” The mineral
inside the bone is more densely packed, and therefore the bone density
as measured by dual-energy x-ray absorptiometry increases (4).

This may have implications for the long-term effects of these
drugs, because they deposit in the skeleton with a half-life of more
than 10 years. With continuous use, the drugs will accumulate. It is
possible that the bone will eventually become brittle or will be unable
to repair microdamage. One-year animal studies using doses 6 times
higher than recommended for humans show decreased bone forma-
tion in both spine and ileum and increased numbers of microcracks
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(5). Physicians must consider these facts when prescribing bisphos-
phonates as preventive agents.

Susan Ott, MD
University of Washington
Seattle, WA 98195
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