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Abstract  

Introduction: The change in bone turnover markers (BTM) in response to osteoporosis therapy can be 

assessed by a decrease beyond the least significant change (LSC) or below the mean of the reference 

interval (RI).  We compared the performance of these two approaches in women treated with raloxifene.  

Methods: Fifty postmenopausal osteopenic women, (age 51-72y) were randomised to raloxifene or no 

treatment for 2 years.  Blood samples were collected for the measurement of BTM.  The LSC for each 

marker was calculated from the untreated women and the RI obtained from healthy premenopausal women 

(age 35-40y). Bone mineral density (BMD) was measured at the spine and hip.     

Results:  There was a decrease in BTM in response to raloxifene treatment; percentage change at 12 weeks, 

CTX -39% (95% CI -48 to -28) and PINP -32% (95% CI -40 to -23) P<0.001.  The proportion of women 

classified as responding to treatment using LSC at 12 weeks was: CTX 38%, PINP 52%, at 48 weeks CTX 

60%, PINP 65%.  For the RI approach; at 12 weeks CTX and PINP 38%, at 48 weeks CTX 40%, PINP 

45%.   There was a significant difference in the change in spine BMD in the raloxifene treated group 

compared to the no-treatment group at week 48; difference 0.031 g/cm2, (95% CI 0.016 to 0.046, P<0.001).  

Conclusions:  The two approaches identified women that reached the target for treatment using BTM.    

Both LSC and RI criteria appear useful in identifying treatment response but the two approaches do not 

fully overlap and may be complementary.     
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Mini abstract:  

We used two methods of identifying women who reached the target for raloxifene treatment with bone 

turnover markers.  Both approaches identified women that responded to treatment, but did not fully 

agree and may be complementary.   
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Background 

Raloxifene is a selective estrogen receptor modulator (SERM) that has beneficial effects on bone and lipids 

with no detrimental effects on the breast or endometrium [1, 2]  and is licensed for the treatment and 

prevention of osteoporosis [3] .  Raloxifene treatment results in an increase in bone mineral density (BMD), 

reduction in bone turnover markers (BTM) and reduced risk of vertebral fractures [4-6] .  A systematic 

analysis of clinical trials demonstrated that raloxifene reduces the risk of vertebral fracture by 40 to 49% in 

postmenopausal women with osteoporosis [7] .  The magnitude of change in BTM and BMD with 

raloxifene treatment is of a smaller magnitude compared to other, more potent treatments for osteoporosis 

such as bisphosphonates. 

 

Bone turnover markers are established as useful tools in research studies of metabolic bone disease as they 

show a biological response to the treatment of osteoporosis [8, 9] .  In clinical trials, the changes in bone 

turnover markers have been shown to be related to change in fracture risk [10] .  There is evidence that 

there is an association between the change in bone formation markers but not bone resorption markers on 

raloxifene and the reduction in spine fracture risk [5, 11-13] .   Changes in bone markers in response to 

treatment occur earlier and are of a greater magnitude than changes in bone density.  A significant change 

in BMD can rarely be detected in an individual in response to oral anti-resorptive therapy in less than 18-24 

months.  Compliance with treatment is a concern in clinical practice and monitoring patients on treatment 

using biochemical markers can provide useful additional information for the management of patient care 

[14] .   

 

There are limited data on the use of bone markers in clinical practice.  In a retrospective study of the utility 

of urinary N telopeptide of type I collagen (NTX) to monitor bisphosphonate treatment, a poor response 

defined by change in NTX, was associated with early identification of non-compliance or the presence of 

secondary osteoporosis [15] .  This suggests that bone turnover markers are useful tools in clinical practice 

for the management of patients with osteoporosis.   However, the use of bone markers for patient 

management is not common practice.  Considerations for their use in clinical practice include cost 

effectiveness and also the variability of bone markers [16, 17] .  Studies have reported poor reproducibility 
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of bone markers between laboratories [18, 19] . The standardization of bone marker measurements is 

currently being addressed with the introduction of international reference standards [10] .  It has been 

proposed that the C terminal telopeptide of type I collagen (CTX) and N terminal propeptide of type I 

procollagen (PINP) are adopted as reference bone markers.   

 

There are two methods that have been proposed when using bone markers to assess response to 

osteoporosis treatment [10] .  Firstly the least significant change (LSC) approach which is the minimum 

change in bone markers that can be attributed to the treatment effect rather than random variation in the 

marker, or secondly a reduction in bone markers to below the mean of the reference interval (RI) for 

premenopausal women [10, 12] . Both of these approaches can be useful to monitor the response to 

bisphosphonate treatment using bone markers [20] , however the use of BTM for monitoring less potent 

treatment may not be as informative.  There are limitations to both described approaches; there is no 

consensus for the calculation of least significant change and the reference intervals should be appropriate 

and robust.   

 

The aim of this work was to identify the proportion of women that reach the goal for response to raloxifene 

treatment using the LSC and RI criteria and thereby assess their potential utility to monitor treatment 

response to this agent in clinical practice. 
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Materials and methods 

Subjects 

Postmenopausal women with osteopenia, ages 50 to 80 years were recruited from general practice surgeries 

or new patient referrals for BMD measurements. Women were eligible if they had osteopenia at either the 

lumbar spine or proximal femur (BMD T-score between -1and -2.5 SD) measured by dual energy x-ray 

absorptiometry (DXA). The participants completed an osteoporosis risk factor questionnaire at the 

screening visit with laboratory investigations to identify co-morbidities which could affect bone 

metabolism (screening investigations: FBC, ESR, TSH, bone profile, electrolytes, liver function tests, 

serum and urine electrophoresis, and 24-hour urine calcium excretion).    Exclusion criteria included the 

presence of metabolic bone disease or other medical condition that would affect bone metabolism; use of 

hormone replacement therapy or other antiresorptive treatments within the previous 6 months; history of 

hepatic or renal impairment, venous thromboembolic disease; unexplained uterine bleeding or malignancy. 

Women with degenerative disease of the spine or evidence of two or more vertebral fractures between L1 

and L4 on the DXA lumbar spine scan were also excluded.  Healthy premenopausal women ages 35 to 40 

years were recruited to establish a premenopausal reference interval.  This study population has been 

described elsewhere [20, 21] .  The women who were included had regular menstrual cycles and were 

vitamin D replete (25OHD >50nmol/L).  Exclusion criteria included the use of oral prednisolone (or 

equivalent) and bone active drugs, any disease that affects bone metabolism, presence of recent fracture 

(within 12 months), surgical operation (within 3 months), pregnancy or current use of contraceptive pill.   

The raloxifene study was approved by the Sheffield Research Ethics Committee and signed informed 

consent was obtained from each participant prior to inclusion into the study.  The use of samples was 

approved by the Sheffield Musculoskeletal Biobank, which received ethics approval from the NRES REC 

South Central Oxford C, (REC ref 10/H0606/20) and is housed in the University of Sheffield Biorepository 

(HTA Licence no. 12182). 

 

Study intervention 

In this controlled open label study, 50 postmenopausal osteopenic women were randomised to receive 

raloxifene (60 mg/day Evista, Eli Lilly and Co., Indianapolis, IN) plus elemental calcium 500mg/day as 
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calcium carbonate (Calcichew: Shire Pharmaceuticals Ltd., Andover, Hants, UK) or to receive no 

treatment.  Adherence was assessed using medical events monitoring system (MEMS) bottle caps 

(AARDEX, Zurich, Switzerland), which record the date and number of times a medication bottle is opened 

[22] . Complete MEMS data were available for 17 of the 21 women, 12 women had compliance >80% and 

5 women >60%.  The study was conducted in accordance with ethical recommendations for monitoring 

adherence [23] . The 87 healthy premenopausal women were not prescribed any medication during the 

study [20] .  

 

Study assessments 

Anthropometric measurements included height (to nearest 0.1cm), weight (to nearest 0.1kg) (Seca 

Birmingham UK).  Bone mineral density (BMD, g/cm2) of the lumbar spine (LS), femoral neck (FN) and 

total hip (TH) were measured by dual energy x-ray absorptiometry (DXA) using Hologic QDR1000W, 

(Hologic Inc, Bedford MA, USA). The mean BMD was calculated from two DXA scans performed a week 

apart at baseline and again at 48 and 96 weeks. The coefficients of variation were calculated from baseline 

duplicate measurements the CVs were 1.5% (LS), 2.7% (FN), 1.9% (TH)  [24]   

 

Biochemistry 

Samples for biochemistry were collected from the postmenopausal women who attended for regular visits 

over 2 years.  Blood was collected after an overnight fast and serum stored at -80°C until analysis in one 

analytical batch.  Fasting blood samples were collected at baseline from the healthy premenopausal women.  

The C-terminal telopeptide of type I collagen (CTX), intact pro-collagen I N-propeptide (PINP), 25 

hydroxyvitamin D (25OHD) and parathyroid hormone (PTH) were measured in serum by IDS-iSYS 

automated immunoassays (Immunodiagnostic Systems, Boldon, UK) inter-assay CV 6.5%, 7.2%, 6.7% and 

6.5% respectively.  

 
 
Statistical analysis 
 
For analysis of change in bone turnover markers from baseline, a treatment group comparison was made 

using a mixed effects repeated measures model with baseline measurement fitted as a covariate.  If an 
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overall statistically significant difference was found between treatment and no treatment groups then the 

effect of treatment was assessed at each time point.  A within-treatment group analysis was performed to 

determine if the change in bone turnover marker was significant over time.  If an overall statistically 

significant difference was found over time then the change from baseline was assessed at each time point.  

All bone turnover marker measurements were log10 transformed prior to analysis and changes from baseline 

were back transformed and expressed as a percentage change.  Missing values were imputed using last 

observation carried forward. 

The differences in the change from baseline in BMD between the treatment and no treatment group were 

assessed at 48 and 96 weeks using analysis of covariance (ANCOVA) with baseline measurement fitted as 

a covariate. 

 

Least significant change (LSC) for the bone turnover markers was calculated using measurements from the 

no treatment group over 12 weeks.  This is the minimum difference between two measurements that can be 

considered a true change due to treatment rather than random variability in the measurement.  The 

distribution of the measurements was positive skewed so a log10 transform was used to give an approximate 

Normal distribution.  LSC was then calculated on the log-transformed data as follows: ܥܵܮ௟௢௚ ൌ ܼᇱ  ൈ  ξʹ  ൈ  ோெௌܦܵ

 

where SDRMS is the root-mean-square standard deviation calculated from the log-transformed data, and Z' is 

equal to 1.96 for 95% confidence level.   

The LSC as a percentage change on the original scale is then given by: ܥܵܮ ൌ ͳͲͲ ൈ ൫ͳͲേ௅ௌ஼೗೚೒ െ ͳ൯ 

 

The goal for LSC response was defined as a percentage decrease from baseline in bone marker greater than 

the lower limit of the LSC.  This was calculated at 12 and 48 weeks of treatment.    
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The reference interval was calculated from premenopausal women who were vitamin D replete (25OHD 

>50 nmol/L) using log transformed data  [20] .    The goal for RI response was defined as a bone marker 

result below the mean for the premenopausal reference interval, calculated at 12 and 48 weeks of treatment.     

 

The longitudinal mixed effects repeated measures models were fitted using IBM SPSS Statistics for 

windows Version 21.0 (Armonk, NY) and plots were created in R (http://cran.r-project.org/). 

 

Bone mineral density 

Change from baseline in DXA BMD was calculated for LS, FN and TH.  The treatment group was 

compared to the no-treatment group at 48 and 96 weeks using analysis of covariance adjusting for baseline 

measurement.  

  

http://cran.r-project.org/
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Results 
 
The baseline characteristics of the study participants are shown in Table 1.  Spine BMD was lower and 

BTM higher in the postmenopausal osteopenic women compared to the healthy premenopausal controls. 

There were 6 participants that withdrew from the study before 48 weeks and so were not included in the 

analysis, (5 in the treatment group and 1 in the no treatment group).   One participant in the treatment group 

had no sample for the week 48 visit.  Data for the BTMs are shown up to 48 weeks as after this time-point 

there was no further decrease in response to treatment.   

 

Percentage change from baseline 

The time course and magnitude of response of BTM to raloxifene treatment are shown in Figure 1.  There 

was an overall statistically significant difference between the no treatment and treatment groups for BTM 

P< 0.001.  The within week analysis shows that the between group differences are statistically significant at 

every time point for the BTM; CTX and PINP (P<0.001).  There is an overall difference from baseline over 

time in the treatment group CTX, PINP (P<0.001).  The mean percentage change in BTM from baseline are 

shown in Table 2.   The decrease in CTX was early and below baseline by week 1 (-21%, 95% CI -27 to -

14, P<0.001), the decrease from baseline was significant at week 4 for PINP (-17% 95% CI -28 to -4, 

P=0.014).    

 

Response to treatment  

The target for response to treatment was defined as a percentage change in BTM greater than the LSC or as 

a result that was in the lower half of the premenopausal reference interval.  The percentage change from 

baseline at 12 weeks for individual participants with the LSC for PINP and CTX are shown in Figure 2.  

Four women had an increase in BTM at this time point.  The two women had an increase in PINP from 

baseline at 12 weeks, this had decreased by 48 weeks.  Both had a high CTX at baseline and had good 

compliance as assessed by MEMS data (89% and 97%).  One of the women had a high baseline PTH and 

low 25OHD.  Two women had an increase in CTX at 12 weeks, one had low baseline CTX which may 

have influenced the large percentage change result and her PINP was decreased at 12 weeks (-37%).   The 
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second woman had poor compliance throughout the study (65%) and only a small percentage change in 

PINP at 12 weeks (-5%).        

 

The number of women classified as responders by the two criteria at 12 weeks and at 48 weeks are shown 

in Table 3.   Using the LSC criteria more women reached the target for response at 12 weeks for PINP 

(52%), than for CTX (38%).  By 48 weeks the number of women reaching the goal for treatment was 65% 

for PINP and 60% for CTX.   

 

The absolute values for CTX and PINP are shown in Figure 3.  At baseline 14% of women were below the 

mean of the reference interval for CTX and 10% for PINP (Table 3).  At 12 weeks 8/21 (38%) were below 

the RI mean for CTX and PINP (Table 3).  Of the 8 women below the RI mean for CTX at 12 weeks, 3 did 

not remain below at 48 weeks.  However another 3 women were below the mean at 48 weeks only, so the 

total remained at 8 women.  The 8 women below the RI for PINP at 12 weeks, remained the same at 48 

weeks with one additional person reaching the premenopausal mean.  The model used to calculate the mean 

change from baseline accounted for the baseline BTM values.  The baseline BTM value did not influence 

the magnitude of change in BTM.   

 

At the 12 week visit for PINP 6 of the 21 women were classified as responding to treatment by both LSC 

and RI methods, 7 by either LSC or RI and 8 non-responders. For CTX 4 of the 21 women were classified 

by both LSC and RI 6 by one of the criteria and 11 non-responders.  Five women did not reach the target 

response for LSC or RI in either PINP or CTX. These included 3 of the 4 women who had an increase in 

BTM at 12 weeks compared to baseline.  A total of 15 women were classified as reaching the target for 

response by LSC method and 9 for the RI criteria, by either CTX or PINP or both.       

 

Bone Density  

There was a significant difference in the absolute change in lumbar spine BMD in the raloxifene treated 

group mean 0.017 g/cm2 (SD 0.019) compared to the no-treatment group -0.010 g/cm2 (SD 0.027) at week 

48; difference (adjusted for baseline) 0.031 g/cm2, 95% CI 0.016 to 0.046, P<0.001.  At 96 weeks the 
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difference was mean 0.029 g/cm2 (95% CI 0.004 to 0.053) P=0.024.  There was no difference between the 

treatment and no treatment groups in the change in BMD at total hip or femoral neck.  Total hip week 96 

difference 0.013 g/cm2 (95% CI -0.008 to 0.035, P=0.219), FN difference 0.014 g/cm2 (95% CI -0.014 to 

0.042, P=0.306).  At 96 weeks 3 women had a change in LS BMD greater than the LSC (-3.6%) and 1 for 

hip BMD (LSC TH -4.2%, FN -6.1%).         
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Discussion 

There was a decrease in BTM in response to raloxifene treatment, at 12 weeks there was a 39% decrease in 

CTX, and 32% decrease in PINP.  Other studies have reported a similar decrease in BTM in response to 

raloxifene for CTX measured using other methods [1, 2, 25]  and for total PINP measured by a different 

autoanalyser method [26] .  The changes in BTM occur earlier and are of a greater magnitude than the 

change in bone density.  

 

The two approaches that have been proposed as ways to assess response to treatment using BTM are a 

change greater than the LSC or a reduction to below the mean of the premenopausal RI.  

We found that both approaches identified women that responded to raloxifene treatment.  Bone density 

measurements after 2 years were only greater than the LSC for spine BMD for 3 women.  There were 5 

women who did not reach the target for treatment by either method for bone markers.  Two of the women 

had poor compliance and others had possible confounding factors including high PTH and low 25OHD, 

thyroidectomy and steroid use.   

 

One of the limitations of the RI approach is the overlap of results for pre and postmenopausal women [8] .   

For women who are below the mean of the reference interval at baseline, the clinician would look for a 

change in response to raloxifene from the pre-treatment value within the reference interval.   

 

The proportion of women classified as responders by the LSC method was fewer than reported for other 

treatments.  This is not unexpected as the percentage change in BTM in response to raloxifene is less than 

that for other osteoporosis treatments such as bisphosphonates [4, 20, 27, 28] .  For example we have 

reported previously in a study of postmenopausal women treated with bisphosphonates (TRIO study) that 

12 weeks of alendronate therapy resulted in 98% responders by CTX and 82% by PINP for LSC; that 

contrasts with the response to raloxifene therapy at 12 weeks which was 38% for CTX and 52% for PINP 

(Table 3)  [20] .  The LSC was less for the raloxifene study -45% CTX and -27% PINP in comparison to 

the TRIO study (-56% CTX, -38% PINP).   There are several ways that LSC can be calculated [10, 29] . 

Factors to consider include one-tailed or two tailed, level of significance, the population that it is calculated 
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from and over what time course.  For monitoring treatment in clinical practice it has been suggested that a 

one-sided probability of 0.05 is appropriate as a decrease in BTM is expected.  It has also been suggested 

that a probability of 80% is adequate for monitoring treatment.  It would be useful to have a consensus on 

the LSC calculation.   

 

The LSC threshold and the RI mean should be considered as a guideline to help with clinical decisions. The 

LSC represents a statistical approach and not a true biological change in response to treatment.   Women 

who have had a decrease in BTM that has not exceeded the LSC have not reached the goal for response 

may have still had a change in bone markers in response to the treatment.  For those women in the lower 

half of the reference interval at baseline it is clinically relevant to monitor their change within the RI during 

treatment.  Many factors are considered when making clinical judgements and the change in BTM offers 

additional information that could help with decisions for patient management.   

 

A response to treatment is dependent on patient compliance.  However, treatment response may be 

suboptimal even in patients who take their treatment and may reflect intermittent compliance or poor 

absorption. Measuring the BTM response is useful in addition to talking to the patient to identify that 

although they are taking the treatment the desired response is not achieved, this would be identified earlier 

than measuring the BMD response.  Earlier identification of poor response enables treatment to be 

reviewed, investigation for cause of poor response to be undertaken and changes in management to be 

instituted in a timely way.       

 

When monitoring change in bone markers the regression to the mean should be considered. [30, 31] . 

Regression to the mean is a statistical phenomenon that can make natural variation in repeated data look 

like real change. It happens when unusually large or small measurements tend to be followed by 

measurements that are closer to the mean [32] . Regression to the mean should not be an issue in the change 

from baseline analysis because this is a randomised study (if subjects are randomly allocated to comparison 

groups then all groups should be equally affected by regression to the mean) and the baseline measurement 

was adjusted for in the mixed effects model that we used. 
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The limitations of this study are the small number of participants.  We did not have sufficient numbers to 

assess whether the change in BMD was different for those that reached the target response compared to 

those that did not, or whether the change in bone markers was greater for those with the highest baseline 

results or better compliance.  The long term storage of the samples may influence the BTM measurements, 

there are no published data on the effect of long term storage on the assays used.   

 

In conclusion bone markers offer a way to monitor response to osteoporosis treatment so that the 

management of the patient can be adjusted if necessary at an early stage in treatment.   

Both LSC and RI criteria appear useful in identifying treatment response but the two approaches do not 

fully overlap.  The response of BTM provides additional information that can complement other clinical 

information for patient management.  For markers to be useful in clinical practice, using either of these 

approaches for determining responders, there should be a consensus on LSC calculation and robust 

reference intervals established using data from large populations.    

 

 

 

Acknowledgements:  

This work was supported by Eli Lilly Pharmaceuticals UK (clinical study), Immunodiagnostic Systems UK 

(providing reagents for iSYS assays).  

 

 

 

 

 

 

  



16 
 

REFERENCES 

1. Delmas PD, Bjarnason NH, Mitlak BH, Ravoux AC, Shah AS, Huster WJ, Draper M, Christiansen 

C (1997) Effects of raloxifene on bone mineral density, serum cholesterol concentrations, and uterine 

endometrium in postmenopausal women. N Engl J Med 337:1641-1647 

2. Lufkin EG, Whitaker MD, Nickelsen T, Argueta R, Caplan RH, Knickerbocker RK, Riggs BL 

(1998) Treatment of established postmenopausal osteoporosis with raloxifene: a randomized trial. J Bone 

Miner Res 13:1747-1754 

3. Maximov PY, Lee TM, Jordan VC (2013) The discovery and development of selective estrogen 

receptor modulators (SERMs) for clinical practice. Curr Clin Pharmacol 8:135-155 

4. Ettinger B, Black DM, Mitlak BH, et al. (1999) Reduction of vertebral fracture risk in 

postmenopausal women with osteoporosis treated with raloxifene: results from a 3-year randomized 

clinical trial. Multiple Outcomes of Raloxifene Evaluation (MORE) Investigators. JAMA 282:637-645 

5. Bjarnason NH, Sarkar S, Duong T, Mitlak B, Delmas PD, Christiansen C (2001) Six and twelve 

month changes in bone turnover are related to reduction in vertebral fracture risk during 3 years of 

raloxifene treatment in postmenopausal osteoporosis. Osteoporos Int 12:922-930 

6. Cosman F, Lindsay R (1999) Selective estrogen receptor modulators: clinical spectrum. Endocr 

Rev 20:418-434 

7. Seeman E, Crans GG, Diez-Perez A, Pinette KV, Delmas PD (2006) Anti-vertebral fracture 

efficacy of raloxifene: a meta-analysis. Osteoporos Int 17:313-316 

8. Garnero P, Shih WJ, Gineyts E, Karpf DB, Delmas PD (1994) Comparison of new biochemical 

markers of bone turnover in late postmenopausal osteoporotic women in response to alendronate treatment. 

J Clin Endocrinol Metab 79:1693-1700 

9. Eastell R, Rogers A, Ni X, Krege JH (2011) Effects of raloxifene and alendronate on bone 

turnover as assessed by procollagen type I N-terminal propeptide. Osteoporos Int 22:1927-1934 

10. Vasikaran S, Eastell R, Bruyere O, et al. (2011) Markers of bone turnover for the prediction of 

fracture risk and monitoring of osteoporosis treatment: a need for international reference standards. 

Osteoporos Int 22:391-420 

11. Sarkar S, Reginster JY, Crans GG, Diez-Perez A, Pinette KV, Delmas PD (2004) Relationship 

between changes in biochemical markers of bone turnover and BMD to predict vertebral fracture risk. J 

Bone Miner Res 19:394-401 



17 
 

12. Bergmann P, Body JJ, Boonen S, Boutsen Y, Devogelaer JP, Goemaere S, Kaufman JM, 

Reginster JY, Gangji V (2009) Evidence-based guidelines for the use of biochemical markers of bone 

turnover in the selection and monitoring of bisphosphonate treatment in osteoporosis: a consensus 

document of the Belgian Bone Club. Int J Clin Pract 63:19-26 

13. Reginster JY, Sarkar S, Zegels B, Henrotin Y, Bruyere O, Agnusdei D, Collette J (2004) 

Reduction in PINP, a marker of bone metabolism, with raloxifene treatment and its relationship with 

vertebral fracture risk. Bone 34:344-351 

14. Clowes JA, Peel NF, Eastell R (2004) The impact of monitoring on adherence and persistence 

with antiresorptive treatment for postmenopausal osteoporosis: a randomized controlled trial. J Clin 

Endocrinol Metab 89:1117-1123 

15. Baxter I, Rogers A, Eastell R, Peel N (2013) Evaluation of urinary N-telopeptide of type I 

collagen measurements in the management of osteoporosis in clinical practice. Osteoporos Int 24:941-947 

16. Bell KJ, Hayen A, Irwig L, Hochberg MC, Ensrud KE, Cummings SR, Bauer DC (2012) The 

potential value of monitoring bone turnover markers among women on alendronate. J Bone Miner Res 

27:195-201 

17. Hannon R, Eastell R (2000) Preanalytical variability of biochemical markers of bone turnover. 

Osteoporos Int 11 Suppl 6:S30-S44 

18. Seibel MJ, Lang M, Geilenkeuser WJ (2001) Interlaboratory variation of biochemical markers of 

bone turnover. Clin Chem 47:1443-1450 

19. Schafer AL, Vittinghoff E, Ramachandran R, Mahmoudi N, Bauer DC (2010) Laboratory 

reproducibility of biochemical markers of bone turnover in clinical practice. Osteoporos Int 21:439-445 

20. Naylor KE, Jacques RM, Paggiosi M, Gossiel F, Peel NF, McCloskey EV, Walsh JS, Eastell R 

(2016) Response of bone turnover markers to three oral bisphosphonate therapies in postmenopausal 

osteoporosis: the TRIO study. Osteoporos Int 27:21-31 

21. Paggiosi MA, Peel N, McCloskey E, Walsh JS, Eastell R (2014) Comparison of the effects of 

three oral bisphosphonate therapies on the peripheral skeleton in postmenopausal osteoporosis: the TRIO 

study. Osteoporos Int 25:2729 - 2741 

22. Finigan J, Naylor K, Paggiosi MA, Peel NF, Eastell R (2013) Adherence to raloxifene therapy: 

assessment methods and relationship with efficacy. Osteoporos Int 24:2879-2886 



18 
 

23. Levine RJ (1994) Monitoring for adherence: ethical considerations. Am J Respir Crit Care Med 

149:287-288 

24. Baim S, Wilson CR, Lewiecki EM, Luckey MM, Downs RW, Jr., Lentle BC (2005) Precision 

assessment and radiation safety for dual-energy X-ray absorptiometry: position paper of the International 

Society for Clinical Densitometry. J Clin Densitom 8:371-378 

25. Prestwood KM, Gunness M, Muchmore DB, Lu Y, Wong M, Raisz LG (2000) A comparison of 

the effects of raloxifene and estrogen on bone in postmenopausal women. J Clin Endocrinol Metab 

85:2197-2202 

26. Naylor KE, Clowes JA, Finigan J, Paggiosi MA, Peel NF, Eastell R (2010) The effect of cessation 

of raloxifene treatment on bone turnover in postmenopausal women. Bone 46:592-597 

27. Rosen CJ, Hochberg MC, Bonnick SL, et al. (2005) Treatment with once-weekly alendronate 70 

mg compared with once-weekly risedronate 35 mg in women with postmenopausal osteoporosis: a 

randomized double-blind study. J Bone Miner Res 20:141-151 

28. Black DM, Delmas PD, Eastell R, et al. (2007) Once-yearly zoledronic acid for treatment of 

postmenopausal osteoporosis. N Engl J Med 356:1809-1822 

29. Vasikaran SD (2008) Utility of biochemical markers of bone turnover and bone mineral density in 

management of osteoporosis. Crit Rev Clin Lab Sci 45:221-258 

30. Cummings SR, Palermo L, Browner W, Marcus R, Wallace R, Pearson J, Blackwell T, Eckert S, 

Black D (2000) Monitoring osteoporosis therapy with bone densitometry: misleading changes and 

regression to the mean. Fracture Intervention Trial Research Group. JAMA 283:1318-1321 

31. Chapurlat RD, Blackwell T, Bauer DC, Cummings SR (2001) Changes in biochemical markers of 

bone turnover in women treated with raloxifene: influence of regression to the mean. Osteoporos Int 

12:1006-1014 

32. Barnett AG, van der Pols JC, Dobson AJ (2005) Regression to the mean: what it is and how to 

deal with it. Int J Epidemiol 34:215-220 

 

  



19 
 

Table 1.  Baseline characteristics for postmenopausal women randomised to raloxifene or no treatment and 
the premenopausal reference group.  Results are shown as mean (SD) for demographics and median (inter 
quartile range) for biochemistry results. 
 
 Raloxifene  No treatment Premenopausal  
n 21 23 87 
Age, years 63 (7) 61 (6) 38 (2) 
Height, cm 161 (6) 161 (6) 165 (7) 
Weight, kg 70 (12) 72 (16) 67 (11) 
LS BMD g/cm2 0.857 (0.060) 0.903 (0.098) 1.092 (0.117) 
25OHD ʅg/L 17 (13 to 32) 19 (12 to 32) 28 (23 to 31) 
PTH pg/mL 36 (25 to 45) 30 (25 to 40) 29 (23 to 37) 
CTX ʅg/L 0.68 (0.47 to 0.93) 0.55 (0.34 to 0.73) 0.32 (0.23 to 0.41) 
PINP ʅg/L 47 (37 to 59) 50 (27 to 60) 29 (22 to 35) 
 

Table 2: Percentage change from baseline for BTM in the treatment group over 48 weeks.  
 
 CTX PINP 
 % Change 95%CI P-value % Change (95% CI) P-value 
Week 1 -21 (-27, -14) <0.001 -10 (-18, -1) 0.036 
Week 2 -28 (-38, -16) <0.001 -6 (-15, 4) 0.230 
Week 4 -37 (-49, -23) <0.001 -17 (-28, -4) 0.014 
Week 8 -37 (-47, -25) <0.001 -22 (-31, -11) <0.001 
Week 12 -39 (-48, -28) <0.001 -32 (-40, -23) <0.001 
Week 24 -44 (-55, -31) <0.001 -40 (-47, -32) <0.001 
Week 36 -48 (-59, -34) <0.001 -42 (-49, -34) <0.001 
Week 48 -48 (-60, -33) <0.001 -39 (-49, -28) <0.001 
 

Table 3. Responder analysis for least significant change (LSC) and reference interval (RI)  
 
BTM visit n  

LSC 
LSC 

responders 
Geometric 
mean (RI) 

 RI 
responders 

CTX Baseline 21 -45%  - 0.32 µg/L 
(0.13 to 0.81) 

 3 (14%) 
12 Weeks 21 8 (38%) 8 (38%) 
48 Weeks 20 12 (60%) 8 (40%) 

PINP Baseline 21 -27% - 28 µg/L  
(15 to 54) 

2 (10%) 
12 Weeks 21 11 (52%) 8 (38%) 
48 Weeks 20 13 (65%) 9 (45%) 
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Figure 1.  The percentage change (mean and SEM) in CTX and PINP over 48 weeks.   The women treated 

with raloxifene are shown as the grey line with circles, the women receiving no-treatment as the black line 

with squares. 
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Figure 2. Percentage change from baseline for CTX and PINP at 12 weeks for the women treated with 

raloxifene; shaded area shows the LSC. The target for treatment is a decrease beyond the LSC.  
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Figure 3. Box and whisker plot of absolute values for CTX and PINP over 48 weeks for the women treated 

with raloxifene; the box represents the interquartile range, the middle solid line is the median and the 

whiskers show the range of the data.  The premenopausal reference interval is shown by the shaded area, 

the geometric mean shown by the black dashed line. The target for treatment is below the mean for the 

premenopausal reference interval.   
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