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Abstract
Summary We performed a systematic review and meta-
analysis of randomized clinical trials. Early administration of
bisphosphonates (BPs) after surgery did not appear to delay
fracture healing time either radiologically or clinically.
Furthermore, the anti-resorptive efficacy of BPs given imme-
diately after surgical repair should positively affect the rate of
subsequent fractures.
Introduction Bisphosphonates (BPs) are widely used in the
prophylaxis and treatment of osteoporosis. However, early
administration of BPs after surgical repair of a fracture may
limit the reserve capacity of bone to heal. The aim of this
review and meta-analysis was to analyze the benefits and
adverse effects of early administration of BPs and give rec-
ommendations regarding when BPs should be utilized.
Methods We identified randomized controlled trials comparing
the early administration of BPs to placebo, delayed BP treat-
ment, or no therapy in adult patients after surgery. The search
was performed in PubMed, the Cochrane Library, and Embase.
Results Ten studies with 2888 patients were included. Four
trials used alendronate, three trials used zoledronic, two trials
used risedronate, and one trial used etidronate. Early admin-
istration of BPs was considered less than 3 months after
surgery. Patients treated with BP therapy had no significant
differences in radiological fracture healing times compared
with patients in the control group (mean difference [MD] 0.47,
95 % confidence interval [CI] −2.75 to 3.69). There were also
no significant differences in the rate of delay or nonunion of
fracture healing (odds ratio [OR] 0.98, 95 % CI 0.64 to 1.50).

However, the bone mineral density (BMD) of total hips did
significantly improve after 12 months of treatment with BPs.
And most bone turnover markers of patients in the study
group were significantly decreased.
Conclusions Early administration of BPs after surgery did not
appear to delay fracture healing time either radiologically or
clinically. Furthermore, according to the changes in BMD and
bone turnover markers, the anti-resorptive efficacy of BPs
given immediately after surgical repair should positively af-
fect the rate of subsequent fractures.

Keywords Bisphosphonates . Early administration . Fracture
healing .Meta-analysis . Systematic review

Introduction

Osteoporosis is a major publ ic heal th concern.
Bisphosphonate (BP) therapy has become the most widely
used method for the treatment of osteoporosis [1–4]. BP
therapy inhibits osteoclast-mediated bone resorption to pre-
vent bone loss and to improve bone strength [5–8]. However,
because osteoclasts are important for remodeling the callus
into cortical bone, concerns remain regarding BPs’ possible
adverse effects on the healing process of fractures [9, 10].

It has long been debated whether BPs are helpful or harm-
ful in acute fracture healing. Animal studies have reported
controversial results, with some articles reporting delays in
fracture healing [11–13], no effect [14, 15], or even enhanced
fracture healing [16–21]. Some case reports suggest that a
potential complication of long-term BP therapy may be
a delay in fracture healing in humans [22–24]. A case
control study reported that BP use in the post-fracture
period was associated with an increased probability of
nonunion (odds ratio [OR] 2.37, 95 % confidence inter-
val [CI] 1.13 to 4.96) [25].
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Because it has been postulated that BPs may affect fracture
healing, clinicians may consider waiting for several months
following a fracture before introducing BP therapy into a
patient’s regimen. Recent randomized clinical trials of BPs
are focused on whether the early use of BPs after surgery (less
than 3 months) have any adverse or beneficial effects on
fracture healing. Data from the HORIZON (Health
Outcomes and Reduced Incidence with Zoledronic Acid
Once Yearly) Recurrent Fracture Trial showed that no clini-
cally significant effects on fracture healing could be found
after zoledronic acid treatment [26]. Lyles et al. [27] reported
that treatment with zoledronic acid after a hip fracture is
associated with a 35 % reduced risk of new clinical fractures
and 28 % reduced risk of death from all causes. A systematic
review [28] on BP used in the upper limb fractures concluded
that differences in union time between BP users and non-BP
users were not clinically significant.

To formulate recommendations on when BPs should be
used, we conducted a systematic literature review and meta-
analysis of randomized controlled trials (RCTs) to determine
whether the timing of BP infusion affected the fracture healing.

Method

Search strategy

We searched PubMed, the Cochrane Library, and Embase in
March 2014 for studies published between 1966 and February
2014 using the following combination of terms:
“bisphosphonates,” “bone remodeling,” “bone healing,” “de-
layed union,” “nonunion,” “fracture healing,” and “fracture”.
No language restrictions were applied. Two investigators (YTLi
and HFCai) independently completed the search and assessed
the identified titles for relevance. Abstracts were screened for all
potentially relevant titles, and full papers were obtained for all
abstracts of potential relevance. In addition, for trials with
several treatment groups, the eligibility of each individual group
was assessed and only those relevant were included. The refer-
ence lists of the selected papers were also screened for articles
that may have been overlooked in the initial search, and refer-
ences cited in the identified articles were searched manually.

Selection criteria

This systematic review and meta-analysis followed a detailed,
prespecified protocol that set out the objectives, inclusion criteria
for trials, data to be collected, and analyses to be completed.

Studies were considered for inclusion if they met the fol-
lowing criteria: (1) the type of study design was a RCT, (2)
participants were adults with acute fractures andwere accepting
BP therapy following surgical repair of the fracture, and (3) the
intervention was the initiation of BPs earlier than 3 months

compared with the initiation of placebo at the same time, BPs
begun later than 3 months after surgery, or no therapy.

Studies were considered for exclusion if they met the
following criteria: (1) participants previously used BPs or
parathyroid hormone, unless patients had undergone a wash-
out period; (2) participants had breast cancer, prostate cancer,
lung cancer, multiple myeloma, or other diseases that may
affect bone healing; (3) the articles were not available or were
published in languages other than English; and (4) the fracture
treatment was nonsurgical or the surgery involved inserting
prostheses, such as total hip arthroplasty (THA).

Data collection and endpoints

Up-to-date information on the data randomization and follow-
up was sought, as well as the details of group allocation, age,
gender, type of fracture and treatment, time of BP initiation,
the medication used, and the bodymass index (BMI) and bone
mineral density (BMD). All data were thoroughly checked for
consistency, plausibility, and integrity of randomization and
follow-up. The two responsible trial investigators resolved
any queries and verified the final database entries. The prima-
ry outcome was the time of fracture healing, as determined by
radiography, which was defined as the time of fracture bridg-
ing by the trabecular or osseous bone in at least one cortex as
seen on either anteroposterior or lateral radiographs.

Statistical analysis

Data were analyzed using Review Manager Software
(RevMan version 5.2; The Nordic Cochrane Center, The
Cochrane Collaboration, Copenhagen, Denmark). The results
were expressed in terms of OR and a 95%CI for dichotomous
outcomes and in terms of mean difference (MD) and 95 % CI
for continuous outcomes. The number of patients enrolled or
randomized was used in the calculation of study and patient
demographics.

Comparison groups included those patients in whom BP
initiation was earlier than 3 months versus the parallel initiation
of placebo, the initiation of BPs later than 3 months, or no
therapy. The I2 test and associated P values were used to assess
the heterogeneity of the studies. We measured inconsistency
across trials using the I2 statistics; results ranged between 0 %
(i.e., no observed heterogeneity) and 100 %, with high values
reflecting increasing heterogeneity. P values <0.10 were consid-
ered statistically significant. An I2 value less than 25 % was
considered to be homogeneous; an I2 value between 25 % and
50 % was considered to have low heterogeneity; an I2 value
between 50 % and 75 % to have moderate heterogeneity; and an
I2 value above 75 % to have high heterogeneity. A fixed effects
model was applied when the studies were homogeneous or the
statistical heterogeneity was low. However, when the statistical
heterogeneity was moderate or high, we used the random effects
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model. Two independent reviewers evaluated the studies’ eligi-
bility, assessed the quality, and assessed the extracted data, aiming
for achieving a high level of correlation in the quality and validity
of the findings. Disagreements were resolved by consensus.

Results

The literature search identified 1717 trials until February
2014, of which 41 were considered potentially relevant.
Additional trials were identified by searching the reference
lists of trials included in the study. Figure 1 illustrates the

process of study selection. Ten trials [25–27, 29–46] were
finally designed to evaluate the effect of the timing of BP
initiation after surgery for fracture healing and fulfilled the
inclusion criteria for published studies (including safety re-
ports), including a large-scale multicultural RCT with a large
number of reports written about it [26, 27, 38–46].

Patient characteristics

A total of 2888 patients were randomly assigned in the 10 trials
included in this meta-analysis. Regarding sex, 22.4 % (n=646)

Fig. 1 Flow diagram of selection
of studies
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of patients were men and 77.6 % (n=2242) were women
(Table 1). As for fracture type, three trials included fractures
of the distal radius [29, 31, 37], five trials were hip fracture [27,
30, 34, 35, 37, 47], and one trial included spinal fractures [25].
The overall mean age was 74.2 years. The average BMI of the
16,944 patients at baseline was 24.6. The baseline T-score was
different; one study included all of the patients whose T-scores
were ≤2.5 [31]. There was also variability in the type of
fracture. Two of the studies included patients who had distal
radius fractures [29, 31], six involved hip fractures [27, 30, 34,
35, 37, 47], one included spinal surgery [25], and one included
keen surgery [32, 33]. The more detailed characteristics of the
included studies are listed in Table 1.

Trial design

In four trials [29, 31, 34, 37], patients were randomly
assigned to alendronate in addition to standard-of-care
therapy. Four trials used alendronate [29, 31, 34, 37], three
trials used zoledronic [25, 32, 33, 46], two trials used

risedronate [30, 35], and one trial used etidronate [36];
the schedule varied as reflected in Table 2. The control
group included the delayed use of BPs or use placebo
instead of BPs or no therapy. The time of the first
administration of BPs after surgery varied from 1 to
90 days in the experimental group compared with 3 to
4 months in the delayed group.

Quality of trials

Allocation concealment was reported as adequate in five trials
[25, 31–34, 46] and as high risk in three trials [29, 32, 33, 35].
Few of the trials have been open label. The quality assessment
of the included trials has been performed according to the
Cochrane risk of bias tool, as described in detail in Fig. 2. We
appraised the rate of patients lost to follow-up, and in the
majority of the studies, the rate was lower than 20 %.
However, there was one trial in which the dropout rate was
high (39 %) [34].

Table 2 Detail of intervention

Study BP Schedule Control Ne/Nc Mean time between fracture and treatment start

Study Contral

Uchiyama et al. [29] PO.alendronate 35 mg/week Delay 40/40 A few days postoperatively 4 months postoperatively

Li et al. [25] IV.zoledronic 5 mg/year Placebo 41/41 3 days postoperatively 3 days postoperatively

Kim et al. [30] PO.risedronate 35 mg/week Delay 60/30 From 7 days postoperatively 3 months postoperatively

Gong et al. [31] PO.alendronate 70 mg/week Delay 30/30 14 days postoperatively 3 months postoperatively

Harding et al. [32] IV.zoledronic 4 mg/year Placebo 25/21 28 days postoperatively 28 days postoperatively

Cecilia et al. [34] PO.alendronate 70 mg/week No therapy 125/114 2 to 4 days postoperatively 2 to 4 days postoperatively

Altintas et al. [35] PO.risedronate 5 mg/day No therapy 26/20 5 days postoperatively 5 days postoperatively

Sato et al. [36] PO.etidronate 200 mg/day Placebo 40/40 1 day postoperatively 1 day postoperatively

Poest et al. [37] PO.alendronate 10 mg/day Placebo 21/20 A few days after surgery –

Colon et al. [46] IV.zoledronic 5 mg/year Placebo 1054/1057 ≤90 days postoperatively ≤90 days postoperatively

BP bisphosphonate, PO oral, IV intravenous, Ne number of experiment group, Nc number of control group

Fig. 2 Risk of bias summary:
review authors’ judgements about
each risk of bias item for each
included study. The red with a
minusmeans high risk of bias; the
yellow with a question mark
means unclear; the green with a
plus means low risk of bias
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Radiological fracture healing time

Time of radiographic fracture healing was defined as the
time to fracture bridging by trabecular or osseous bone
in at least one cortex as seen on either anteroposterior
or lateral radiographs. Four trials (253 patients) were
eligible for the meta-analysis of radiological fracture
healing times [29–33]. All patients in these studies
underwent internal fixation. According to the results,
patients who were treated with early BP therapy had
no statistically significant difference in radiological frac-
ture healing times compared with patients in the control
group (MD 0.47, 95 % CI −2.75 to 3.69; I2 of hetero-
geneity 11 %, P=0.34; fixed effects model) (Fig. 3).

Delay or nonunion of fracture healing

The delay and nonunion rates were two of the most serious
complications of fracture healing. Four trials (2365 patients)
were eligible for the meta-analysis of risk of delay or non-
union of fracture healing. Patients who were treated with early
BP therapy did not have a significantly higher risk of delay or
nonunion of fracture healing than patients in the control group
(OR 0.98, 95 % CI 0.64 to 1.50; I2 of heterogeneity 18 %,
P=0.30; fixed effects model) (Fig. 4).

Clinical assessment

The clinical outcome was evaluated using a variety of assess-
ments, which are all listed in Table 3. Different types of
assessment could not be compared with each other, so we

created a systematic review rather than a meta-analysis. No
significant differences were observed between the mean
DASH scores, ODI scores, KOOS scores, Quick DASH,
Koval classifications, and Rankin scales of the two groups.
As for health-related quality of life (HRQoL), benefits were
noted at 24 months of follow-up in the experimental group.
The end-of-study time point also showed a treatment benefit,
while the 36-month time point did not.

Change in bone mineral density

The change in bonemineral density is one part of the influence
the BPs had on bone. We compared two groups to decide
whether early use of BPs had any negative influence on this
change. BPs significantly improved total hip bone mineral
density after 12 months of treatment compared with the con-
trol group, as reported by Cecilia D van der Poest Clement
(except contralateral hip) and Cathleen S [27, 34, 37]. When it
comes to the femoral neck [27, 37], two studies reported that
there was a statistical difference between the two groups [27,
34, 37], while the results from Cecilia. D [34] and van der
Poest Clement (for contralateral femoral neck bone) [27, 34,
37] suggested there was no difference. Additionally, as report-
ed by two studies, the BP group also had better lumbar spine
bone mineral density [27, 37]. More detail is shown in Table 4.

Bone turnover markers assessment

Bone turnover markers fulfill an essential role in bone metabo-
lism; a decrease in these markers may have an important clinical
impact on the assessment of bone mineral density. Data from

Fig. 3 Forest plot for radiological fracture healing time

Fig. 4 Forest plot for delay or nonunion of fracture healing
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these studies suggested that early BP therapy decreased the
N-telopeptide of type I collagen (NTX), the amino-terminal
propeptides of type I collagen (PINP), the C-telopeptide of type
I collagen (CTX), β-crosslets (BCLs), and ionized calcium
significantly compared with the control group [25, 29, 34–37].
However, significant increases were observed in intact parathy-
roid hormone (PTH) and 1, 25-(OH)2D [34, 36]. There was no
statistically significant difference in 25-OHD [34, 36, 37] be-
tween the two groups. When it comes to osteocalcin (BGP or
OC), Sato Y reported a significant increase after 3 months in the

study group, although this finding was inconsistent with the
result reported by Cecilia D and van der Poest Clement after
12months. As for bone alkaline phosphatase (BALP), Uchiyama
S and van der Poest Clement reported decreases after 6 and
12 months in the study group, respectively, but Cecilia D report-
ed that there was no difference between the two groups after
12 months. When it comes to deoxypyridinoline (DPD), Sato Y
reported a decrease after 3 months, while van der Poest Clement
reported that therewas no difference after 12months. All data are
listed in Table 5.

Table 3 Clinical healing

Study ID Definition of endpoint Time Ne Result of BP group Nc Result of control group P value

Uchiyama et al. [29] Quick DASH score 6 months 40 9.6 40 8.6 No difference

Li et al. [25] Oswestry Disability Index Baseline 41 23.6 41 23 No difference

3 months 41 12.9 41 13.7 No difference

6 months 41 11.1 41 14.2 No difference

9 months 41 9.3 41 14.3 No difference

12 months 41 10.3 41 14.7 No difference

Kim et al. [30] Koval classification 12 months 52 2.4±1.87 25 2.2±1.54 0.948

Gong et al. [31] DASH score 6 months 24 17±14 26 15±14 0.61

Harding et al. [32] KOOS First day after 25 21 No difference

fixator removed

Sato et al. [36] Rankin scale 3 months 36 1.3±0.1 37 1.1±0.1 0.59

Colon et al. [46] HRQoL (Change from baseline) 6 months 886 5.43±0.51 895 5.73±0.51 0.6573

LSM±SE 12 months 813 7.96±0.57 821 7.03±0.56 0.2285

24 months 496 9.26±0.76 490 6.17±0.77 0.0024

36 months 114 7.12±2.05 110 4.06±2.04 0.1457

End of study 923 7.67±0.56 942 5.42±0.56 0.0034

Ne: number in experimental group, Nc number in control group

Table 4 Bone mineral density

Study ID Definition of endpoint Time Ne Result of BP group Nc Result of control group P value

Uchiyama et al. [29] Lumbar spine 6 months 40 6.5 (−3 to 29)% 40 −0.2 (−36.5 to 13.4)% 0.002

Harding et al. [32] Proximal femur (the osteotomy gap) 6 months 25 1.14±0.27 g/cm2 21 1.01±0.18 g/cm2 0.1

Cecilia et al. [34] Total hip 12 months 125 0.79±7.05 % 114 −1.78±7.51 % 0.008

Lumbar spine 0.32±7.45 % −0.52±4.46 % 0.380

Trochanteric 1.07±7.68 % −2.63±9.53 % 0.01

Intertrochanteric −1.97±8.46 % −1.26±7.40 % 0.021

Femoral neck 1.21±6.91 % −2.43±10.45 % 0.713

Poest et al. [37] Total hip–fractured 12 months 20 −1.9±1.1 % 18 −5.9±1.0 % 0.009

Total hip–contralateral 1.1±0.8 % −0.4±0.6 % No difference

Femoral neck–fractured 0.6±1.3 % −4.0±1.4 % 0.016

Femoral neck–contralateral 1.4±1.1 % −0.6±1.0 % No difference

Lumbar spine 2.8±1.2 % −0.6±1.0 % 0.044

Colon et al. [46] Total hip 12 months 1065 2.6 % 1062 −1.0 % <0.001

Femoral neck 0.8 % −1.7 % <0.001

Ne number in experimental group, Nc number in control group
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Adverse events

Significant differences were identified between the BP group
and the control groupwith regard tomyalgias, pyrexia, muscle
pain, and influenza-like symptoms [27, 33]. As a review
suggests that approximately 18 % of patients receiving the
first doses of IV bisphosphonate experience an acute-phase
reaction (fever, headache, myalgia, arthralgia, malaise), the
incidence can be reduced by approximately 50 % by acet-
aminophen and dose decreases with subsequent infusions
[48]. Additionally, treatment with zoledronic acid after a hip
fracture is associated with reduced risks of death [27].
Relevant data mentioned above are reported in Table 6.

Discussion

This meta-analysis, which included 253 individuals with
healing time measurements from four RCTs and 2365

participants with delayed or nonunion rates of fracture healing
measurements from six RCTs, demonstrated that there were
no differences between the two groups, despite BPs acting as a
potent anti-resorptive agent. Moreover, early BP administra-
tion had no apparent adverse effects on radiological or clinical
results. One possible explanation is that BPs do not directly
affect osteoblasts or other cells participating in the inflamma-
tory phase, soft callus formation or hard callus formation [49]
but could delay remodeling of the hard callus involving oste-
oclasts [50]. Furthermore, fracture recovery was more greatly
affected by fracture stability provided by internal or external
fixation than by the pharmacological effects of BPs. Despite
some case reports suggesting a potential complication of
fracture healing of BP therapy after long-term use [22–24],
our study only included the participants who had not accepted
BP therapy before surgery of fracture or had undergone a
washout period.

Early administration of BPs was associated with higher
BMDs. Additionally, one of the HORIZON–RFTs reported
that patients dosed between 6 weeks and 3 months after hip

Table 5 Change of bone maker in each study

Study ID Marker Time Ne Result of BP group Nc Result of control group P value

Uchiyama et al. [29] BALP 6 months 40 −35.4 (−71.2 to 54.1)% 40 −8.8 (−63.5 to 81.7)% <0.001

NTX 6 months 40 −48.6 (−84.4 to 24.7)% 40 −32.4 (−69.3 to 87.7)% 0.036

Li et al. [25] PINP 10 days 41 −18.0 % 41 −19.1 % No difference

3 months 41 −29.7 % 41 7.1 % <0.0001

6 months 41 −34.1 % 41 – <0.0001

CTX 10 days 41 −62.5 % 41 24.6 % <0.0001

3 months 41 −70.8 % 41 33.3 % <0.0001

6 months 41 – 41 19.3 % <0.0001

12 months 41 −77.1 % 41 – <0.0001

Cecilia et al. [34] BCL 12 months 68 0.35 79 0.49 <0.001

BALP 12 months 68 11.2 79 16.8 No difference

BGP 12 months 68 7.5 79 10.5 <0.05

25-OHD 12 months 68 36.7 79 41.2 No difference

iPTH 12 months 68 64 79 56.8 <0.05

Altintas et al. [35] Urine NTX 3 months 26 −49.70 % 20 5.80 % <0.0001

Sato et al. [36] Calcium 3 months 36 −7.2±4.0 % 37 −4.70±4.0 % <0.0001

Intact PTH 3 months 36 117.2±11.5 % 37 53.0±5.3 % <0.0001

Intact BGP 3 months 36 324.4±57.6 % 37 222.3±31.3 % 0.0436

Urine DPD 3 months 36 −67.5±3.0 % 37 −43.7±1.8 % <0.0001

25-OHD 3 months 36 −13.9±2.1 % 37 −13.8±3.1 % 0.91

1,25-OHD 3 months 36 67.1±4.4 % 37 30.1±5.0 % <0.0001

Poest et al. [37] Urine NTX 12 months 20 −48 % 18 −16 % <0.001

Urine DPD 12 months 20 −41 % 18 −33 % No difference

Serum BALP 12 months 20 Baseline 18 30 % P<0.01

Serum OC 12 months 20 Baseline 18 Baseline No difference

Ne number in experimental group, Nc number in control group, NTX N-telopeptide of type I collagen, PINP amino terminal propeptides of type I
collagen, CTX C-telopeptide of type I collagen, BCL β-crosslaps, PTH parathyroid hormone, OC osteocalcin, BALP bone alkaline phosphatase, DPD
deoxypyridinoline
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fracture exhibited greater increases in total hip and femoral
neck BMDs at month 12 compared with patients dosed earlier
than 6 weeks [45]. Further detailed analysis is required and
should be performed to determine when the administration
benefits BMD the most.

Bone turnover markers play roles in bone metabolism, and
decreases in these markers have important clinical value in the
assessment of mineral density [51]. CTX, NTX, and DPD are
bone resorption markers, while PINP and BALP are bone
formation markers [52]. Most bone turnover markers in either
the serum or the urine of patients in the study group were
significantly decreased (P<0.05). Thus, we concluded that
BPs inhibited bone metabolism and reduced markers of bone
turnover.

This meta-analysis had several limitations. First, the sam-
ple sizes of most of the included studies and the study number
included in the final analysis were small. Second, the study
contained three types of control groups: receiving placebo in
parallel, delayed BP treatment, or no therapy. We combined
these three groups together because the use of placebo in the
early 3 months, BPs after 3 months, or no therapy did not
affect the bone healing process in the early stages. Third, the
initial pooling of all distal radius, hip, spine, and other kinds of
fractures is somewhat controversial. Although there is no
definitive evidence that BPs have different effects on various
bone types, inherent differences in the structure and function
of different bones and variations in reported delay/nonunion
rates (all fractures healed for the distal radius [29, 31], 2–16%
for hip [27, 30, 34, 35, 37, 47], and 12–14 % for spine [25])

may suggest that these types of fractures may undergo
differential healing processes. In the analysis of fracture
healing time, two studies of distal radius [29, 31], one of
the hip [30], and one of knee [32, 33] were included, and
the result was consistent with many studies [30, 32, 42].
While in the analysis of the delay or nonunion of fracture
healing, three studies including the hip [27, 30, 37, 53]
and one including the spine [25] were reviewed. Because
of the limited number of studies, we did not sub-analyze
the different bone types.

The studies included in this meta-analysis were quite
variable in terms of patient age, gender, BMI, baseline
BMD, type of fracture and surgery, BP type, dose, adminis-
tration route, initial time, duration, and fracture healing
definition. Most studies defined the time to cortical bridging
as the fracture healing time, while one defined the consoli-
dation of approximately two-thirds of the osteotomy gap
[32, 33] and others did not give a definition. Although a
multitude of other covariates of interest are known to exist,
we were unable to analyze them all because of inconsistent
reporting in the original studies. These sources of heteroge-
neity were appropriately treated through a random effects
model.

In summary, our findings suggest that early administration
of BPs after surgery will not delay fracture healing time, either
radiologically or clinically. Furthermore, according to the
changes in BMD and bone turnover markers, the anti-
resorptive efficacy of BPs given immediately after surgical
repair should positively affect the rate of subsequent fractures.

Table 6 Adverse effects

Study ID Adverse effects Time Rate of BP group n,% Rate of control group n,% P value

Uchiyama et al. [29] No apparent adverse effects 6 months – – –

Kim et al. [30] Excessive displacement – 2(3.8 %) 4(16 %) 0.159

Revision surgery – 5(9.6 %) 1(4 %) 0.684

Gong et al. [31] Adhesive capsulitis of the shoulder 6 months 2(8.3 %) 1(3.8 %) 0.943

Harding et al. [32] Deep vein thrombosis – 0 1(4.8 %) 0.93

Muscle pain and influenza-like symptoms – 13(52 %) 2(9.5 %) 0.002

Pneumonia – 1(4 %) 0 1.000

Cecilia et al. [34] Contralateral hip fracture 6 months 2(2.9 %) 2(2.5 %) No difference

Mild gastric symptoms 6 months 2(2.9 %) 0 No difference

Sato et al. [36] Peptic ulcer 3 months 1(2.8 %) 0 0.989

Poest et al. [37] No apparent adverse effects – – – –

Colon et al. [46] Any adverse event – 867(82.3 %) 852(80.6 %) 0.34

Any serious adverse event – 404(38.3 %) 436(41.2 %) 0.18

Death – 101(9.6 %) 141(13.3 %) 0.01

Myalgia – 33(3.1 %) 9(0.9 %) <0.001

Pyrexia – 73(6.9 %) 9(0.9 %) <0.001

Stroke—serious adverse event – 46(4.4 %) 38(3.6 %) 0.37

Atrial fibrillation – 29(2.8 %) 27(2.6 %) 0.79
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Thus, the possible complications of fracture healing in early
BP therapy do not outweigh the benefits.

Conflicts of interest None.

References

1. Giusti A, Hamdy NA, Papapoulos SE (2010) Atypical fractures of
the femur and bisphosphonate therapy: a systematic review of case/
case series studies. Bone 47(2):169–180. doi:10.1016/j.bone.2010.
05.019

2. Odvina CV, Levy S, Rao S, Zerwekh JE, Rao DS (2010) Unusual
mid-shaft fractures during long-term bisphosphonate therapy. Clin
Endocrinol 72(2):161–168. doi:10.1111/j.1365-2265.2009.03581.x

3. Ha YC, Cho MR, Park KH, Kim SY, Koo KH (2010) Is surgery
necessary for femoral insufficiency fractures after long-term bisphos-
phonate therapy? Clin Orthop Relat Res 468(12):3393–3398. doi:10.
1007/s11999-010-1583-2

4. Weil YA, Rivkin G, Safran O, Liebergall M, Foldes AJ (2011) The
outcome of surgically treated femur fractures associated with long-
term bisphosphonate use. J Trauma 71(1):186–190. doi:10.1097/TA.
0b013e31821957e3

5. von Knoch F, Jaquiery C, Kowalsky M, Schaeren S, Alabre C,
Martin I, Rubash HE, Shanbhag AS (2005) Effects of
bisphosphonates on proliferation and osteoblast differentiation of
human bone marrow stromal cells. Biomaterials 26(34):6941–6949.
doi:10.1016/j.biomaterials.2005.04.059

6. Li H, Xie H, Liu W, Hu R, Huang B, Tan YF, Xu K, Sheng ZF, Zhou
HD, Wu XP, Luo XH (2009) A novel microRNA targeting HDAC5
regulates osteoblast differentiation in mice and contributes to primary
osteoporosis in humans. J Clin Invest 119(12):3666–3677. doi:10.
1172/JCI39832

7. Hu R, Liu W, Li H, Yang L, Chen C, Xia ZY, Guo LJ, Xie H, Zhou
HD, Wu XP, Luo XH (2011) A Runx2/miR-3960/miR-2861 regula-
tory feedback loop during mouse osteoblast differentiation. J Biol
Chem 286(14):12328–12339. doi:10.1074/jbc.M110.176099

8. Shah A, Ahmad A (2011) Role of microRNA in mesenchymal stem
cells differentiation into osteoblasts. Exp Hematol 39(6):608–616.
doi:10.1016/j.exphem.2011.01.011

9. Odvina CV, Zerwekh JE, Rao DS, Maalouf N, Gottschalk FA, Pak
CY (2005) Severely suppressed bone turnover: a potential complica-
tion of alendronate therapy. J Clin Endocrinol Metab 90(3):1294–
1301. doi:10.1210/jc.2004-0952

10. CaoY,Mori S,Mashiba T,WestmoreMS,MaL, SatoM, Akiyama T,
Shi L, Komatsubara S, Miyamoto K, Norimatsu H (2002)
Raloxifene, estrogen, and alendronate affect the processes of fracture
repair differently in ovariectomized rats. J BoneMiner Res: Off J Am
Soc Bone Miner Res 17(12):2237–2246. doi:10.1359/jbmr.2002.17.
12.2237

11. Matos MA, Tannuri U, Guarniero R (2010) The effect of zoledronate
during bone healing. J Orthop Traumatol: Off J Italian Soc Orthop
Traumatol 11(1):7–12. doi:10.1007/s10195-010-0083-1

12. Li J, Mori S, Kaji Y, Mashiba T, Kawanishi J, Norimatsu H (1999)
Effect of bisphosphonate (incadronate) on fracture healing of long
bones in rats. J Bone Miner Res: Off J Am Soc Bone Miner Res
14(6):969–979. doi:10.1359/jbmr.1999.14.6.969

13. Li C, Mori S, Li J, Kaji Y, Akiyama T, Kawanishi J, Norimatsu H
(2001) Long-term effect of incadronate disodium (YM-175) on frac-
ture healing of femoral shaft in growing rats. J BoneMiner Res: Off J
Am Soc BoneMiner Res 16(3):429–436. doi:10.1359/jbmr.2001.16.
3.429

14. Bauss F, Schenk RK, Hort S, Muller-Beckmann B, Sponer G (2004)
New model for simulation of fracture repair in full-grown beagle
dogs: model characterization and results from a long-term study with
ibandronate. J Pharmacol Toxicol Methods 50(1):25–34. doi:10.
1016/j.vascn.2003.11.003

15. Munns CF, Rauch F, Zeitlin L, Fassier F, Glorieux FH (2004)
Delayed osteotomy but not fracture healing in pediatric osteogenesis
imperfecta patients receiving pamidronate. J Bone Miner Res: Off J
Am Soc Bone Miner Res 19(11):1779–1786. doi:10.1359/JBMR.
040814

16. Greiner SH, Wildemann B, Back DA, Alidoust M, Schwabe P, Haas
NP, Schmidmaier G (2008) Local application of zoledronic acid
incorporated in a poly(D, L-lactide)-coated implant accelerates frac-
ture healing in rats. Acta Orthop 79(5):717–725. doi:10.1080/
17453670810016768

17. Rozental TD, Vazquez MA, Chacko AT, Ayogu N, Bouxsein ML
(2009) Comparison of radiographic fracture healing in the distal
radius for patients on and off bisphosphonate therapy. J Hand Surg
34(4):595–602. doi:10.1016/j.jhsa.2008.12.011

18. Amanat N, Brown R, Bilston LE, Little DG (2005) A single systemic
dose of pamidronate improves bone mineral content and accelerates
restoration of strength in a rat model of fracture repair. J Orthop Res:
Off Publ Orthop Res Soc 23(5):1029–1034. doi:10.1016/j.orthres.
2005.03.004

19. Goodship AE,Walker PC,McNally D, Chambers T, Green JR (1994)
Use of a bisphosphonate (pamidronate) to modulate fracture repair in
ovine bone. Ann Oncol 5(Suppl 7):S53–S55

20. Little DG, McDonald M, Bransford R, Godfrey CB, Amanat N
(2005) Manipulation of the anabolic and catabolic responses with
OP-1 and zoledronic acid in a rat critical defect model. J Bone Miner
Res: Off J Am Soc BoneMiner Res 20(11):2044–2052. doi:10.1359/
JBMR.050712

21. Bransford R, Goergens E, Briody J, Amanat N, Cree A, Little D
(2007) Effect of zoledronic acid in an L6-L7 rabbit spine fusion
model. Eur Spine J: Off Publ Eur Spine Soc Eur Spinal Deform
Soc Eur Section Cervical Spine Res Soc 16(4):557–562. doi:10.
1007/s00586-006-0212-y

22. Grady MK, Watson JT, Cannada LK (2012) Treatment of femoral
fracture nonunion after long-term bisphosphonate use. Orthopedics
35(6):e991–e995. doi:10.3928/01477447-20120525-51

23. Benlebna F, El AF, Boumediene ZB, El KM, Medghar S, Djaroud Z
(2011) Delay of consolidation and bisphosphonates: two cases. Ann
Phys Rehabil Med 54:e182–e183

24. Czerwinski E, Osieleniec J, Loranc A (2011) Delayed union after
atypical subtrochanteric fracture under alendronate treatment: case
report. Osteoporos Int 22:S220

25. Li C, Wang HR, Li XL, Zhou XG, Dong J (2012) The relation
between zoledronic acid infusion and interbody fusion in patients
undergoing transforaminal lumbar interbody fusion surgery. Acta
Neurochir (Wien) 154(4):731–738. doi:10.1007/s00701-012-1283-7

26. Colon-Emeric C, Nordsletten L, Olson S, Major N, Boonen S,
Haentjens P, Mesenbrink P, Magaziner J, Adachi J, Lyles KW,
Hyldstrup L, Bucci-Rechtweg C, Recknor C (2011) Association
between timing of zoledronic acid infusion and hip fracture healing,
vol 22. Osteoporos Int. doi:10.1007/s00198-010-1473-1

27. Lyles KW, Colon-Emeric CS, Magaziner JS, Adachi JD, Pieper
CF, Mautalen C, Hyldstrup L, Recknor C, Nordsletten L, Moore
KA, Lavecchia C, Zhang J, Mesenbrink P, Hodgson PK, Abrams
K, Orloff JJ, Horowitz Z, Eriksen EF, Boonen S, Trial HRF
(2007) Zoledronic acid and clinical fractures and mortality after
hip fracture. N Engl J Med 357(18):1799–1809. doi:10.1056/
NEJMoa074941

28. NgAJ, Yue B, Joseph S, RichardsonM (2014) Delayed/non-union of
upper limb fractures with bisphosphonates: systematic review and
recommendations. ANZ J Surg 84(4):218–224. doi:10.1111/ans.
12536

440 Osteoporos Int (2015) 26:431–441

http://dx.doi.org/10.1016/j.bone.2010.05.019
http://dx.doi.org/10.1016/j.bone.2010.05.019
http://dx.doi.org/10.1111/j.1365-2265.2009.03581.x
http://dx.doi.org/10.1007/s11999-010-1583-2
http://dx.doi.org/10.1007/s11999-010-1583-2
http://dx.doi.org/10.1097/TA.0b013e31821957e3
http://dx.doi.org/10.1097/TA.0b013e31821957e3
http://dx.doi.org/10.1016/j.biomaterials.2005.04.059
http://dx.doi.org/10.1172/JCI39832
http://dx.doi.org/10.1172/JCI39832
http://dx.doi.org/10.1074/jbc.M110.176099
http://dx.doi.org/10.1016/j.exphem.2011.01.011
http://dx.doi.org/10.1210/jc.2004-0952
http://dx.doi.org/10.1359/jbmr.2002.17.12.2237
http://dx.doi.org/10.1359/jbmr.2002.17.12.2237
http://dx.doi.org/10.1007/s10195-010-0083-1
http://dx.doi.org/10.1359/jbmr.1999.14.6.969
http://dx.doi.org/10.1359/jbmr.2001.16.3.429
http://dx.doi.org/10.1359/jbmr.2001.16.3.429
http://dx.doi.org/10.1016/j.vascn.2003.11.003
http://dx.doi.org/10.1016/j.vascn.2003.11.003
http://dx.doi.org/10.1359/JBMR.040814
http://dx.doi.org/10.1359/JBMR.040814
http://dx.doi.org/10.1080/17453670810016768
http://dx.doi.org/10.1080/17453670810016768
http://dx.doi.org/10.1016/j.jhsa.2008.12.011
http://dx.doi.org/10.1016/j.orthres.2005.03.004
http://dx.doi.org/10.1016/j.orthres.2005.03.004
http://dx.doi.org/10.1359/JBMR.050712
http://dx.doi.org/10.1359/JBMR.050712
http://dx.doi.org/10.1007/s00586-006-0212-y
http://dx.doi.org/10.1007/s00586-006-0212-y
http://dx.doi.org/10.3928/01477447-20120525-51
http://dx.doi.org/10.1007/s00701-012-1283-7
http://dx.doi.org/10.1007/s00198-010-1473-1
http://dx.doi.org/10.1056/NEJMoa074941
http://dx.doi.org/10.1056/NEJMoa074941
http://dx.doi.org/10.1111/ans.12536
http://dx.doi.org/10.1111/ans.12536


29. Uchiyama S, Itsubo T, Nakamura K, Fujinaga Y, Sato N, Imaeda T,
Kadoya M, Kato H (2013) Effect of early administration of
alendronate after surgery for distal radial fragility fracture on radio-
logical fracture healing time. Bone Joint J 95-B(11):1544–1550. doi:
10.1302/0301-620x.95b11.31652

30. Kim TY, Ha YC, Kang BJ, Lee YK, Koo KH (2012) Does early
administration of bisphosphonate affect fracture healing in patients
with intertrochanteric fractures? J Bone Joint Surg Br Vol 94:956–
960. doi:10.1302/0301-620x.94b7.29079

31. Gong HS, Song CH, Lee YH, Rhee SH, Lee HJ, Baek GH (2012)
Early initiation of bisphosphonate does not affect healing and out-
comes of volar plate fixation of osteoporotic distal radial fractures,
vol 94. J Bone Joint Surg Am Vol. doi:10.2106/jbjs.k.01434

32. HardingAK,W-Dahl A, GeijerM, Toksvig-Larsen S, Tagil M (2011)
A single bisphosphonate infusion does not accelerate fracture healing
in high tibial osteotomies. Acta Orthop 82(4):465–470. doi:10.3109/
17453674.2011.594231

33. Harding AK, Toksvig-Larsen S, Tagil M, W-Dahl A (2010) A single
dose zoledronic acid enhances pin fixation in high tibial osteotomy
using the hemicallotasis technique. A double-blind placebo con-
trolled randomized study in 46 patients. Bone 46(3):649–654. doi:
10.1016/j.bone.2009.10.040

34. Cecilia D, Jodar E, Fernandez C, Resines C, Hawkins F (2009) Effect
of alendronate in elderly patients after low trauma hip fracture repair.
Osteoporos Int 20(6):903–910. doi:10.1007/s00198-008-0767-z

35. Altintas F, Ozkut AT, Beyzadeoglu T, Eren A, Guven M (2007) The
effect of risedronate treatment on bone turnover markers in patients
with hip fracture. Acta Orthop Traumatol Turc 41(2):132–135

36. Sato Y, Kanoko T, Yasuda H, Satoh K, Iwamoto J (2004) Beneficial
effect of etidronate therapy in immobilized hip fracture patients. Am J
Phys Med Rehabil 83(4):298–303. doi:10.1097/01.PHM.
0000122877.28631.23

37. van der Poest CE, van EngelandM, Ader H, Roos JC, Patka P, Lips P
(2002) Alendronate in the prevention of bone loss after a fracture of
the lower leg. J Bone Miner Res 17(12):2247–2255. doi:10.1359/
jbmr.2002.17.12.2247

38. Boonen S, Orwoll E, Magaziner J, Colon-Emeric CS, Adachi JD,
Bucci-Rechtweg C, Haentjens P, Kaufman JM, Rizzoli R,
Vanderschueren D, Claessens F, Sermon A, Witvrouw R, Milisen
K, Su G, Lyles KW (2011) Once-yearly zoledronic acid in older men
compared with women with recent hip fracture. J Am Geriatr Soc
59(11):2084–2090. doi:10.1111/j.1532-5415.2011.03666.x

39. Adachi JD, Lyles K, Boonen S, Colon-Emeric C, Hyldstrup L,
Nordsletten L, Pieper C, Recknor C, Su G, Bucci-Rechtweg C,
Magaziner J (2011) Subtrochanteric fractures in bisphosphonate-naive
patients: results from the HORIZON-Recurrent Fracture Trial. Calcif
Tissue Int 89(6):427–433. doi:10.1007/s00223-011-9543-8

40. Colon-Emeric CS, Lyles KW, Su G, Pieper CF, Magaziner JS, Adachi
JD, Bucci-Rechtweg CM, Haentjens P, Boonen S (2011) Clinical risk
factors for recurrent fracture after hip fracture: a prospective study.
Calcif Tissue Int 88(5):425–431. doi:10.1007/s00223-011-9474-4

41. Adachi JD, Lyles KW, Colon-Emeric CS, Boonen S, Pieper CF,
Mautalen C, Hyldstrup L, Recknor C, Nordsletten L, Moore KA,
Bucci-Rechtweg C, Su G, Eriksen EF, Magaziner JS (2011)

Zoledronic acid results in better health-related quality of life follow-
ing hip fracture: the HORIZON-Recurrent Fracture Trial. Osteoporos
Int 22(9):2539–2549. doi:10.1007/s00198-010-1514-9

42. Colon-Emeric C, Nordsletten L, Olson S, Major N, Boonen S,
Haentjens P, Mesenbrink P, Magaziner J, Adachi J, Lyles KW,
Hyldstrup L, Bucci-Rechtweg C, Recknor C (2011) Association
between timing of zoledronic acid infusion and hip fracture healing.
Osteoporos Int 22(8):2329–2336. doi:10.1007/s00198-010-1473-1

43. Boonen S, Black DM, Colon-Emeric CS, Eastell R, Magaziner JS,
Eriksen EF, Mesenbrink P, Haentjens P, Lyles KW (2010) Efficacy
and safety of a once-yearly intravenous zoledronic acid 5 mg for
fracture prevention in elderly postmenopausal women with osteopo-
rosis aged 75 and older. J Am Geriatr Soc 58(2):292–299. doi:10.
1111/j.1532-5415.2009.02673.x

44. Colon-Emeric CS, Mesenbrink P, Lyles KW, Pieper CF, Boonen S,
Delmas P, Eriksen EF, Magaziner J (2010) Potential mediators of the
mortality reduction with zoledronic acid after hip fracture. J Bone
Miner Res 25(1):91–97. doi:10.1359/jbmr.090704

45. Eriksen EF, Lyles KW, Colon-Emeric CS, Pieper CF, Magaziner JS,
Adachi JD, Hyldstrup L, Recknor C, Nordsletten L, Lavecchia C, Hu
H, Boonen S, Mesenbrink P (2009) Antifracture efficacy and reduc-
tion of mortality in relation to timing of the first dose of zoledronic
acid after hip fracture. J Bone Miner Res 24(7):1308–1313. doi:10.
1359/jbmr.090209

46. Colon-Emeric CS, Caminis J, Suh TT, Pieper CF, Janning C,
Magaziner J, Adachi J, Rosario-Jansen T, Mesenbrink P, Horowitz
ZD, Lyles KW (2004) The HORIZON Recurrent Fracture Trial:
design of a clinical trial in the prevention of subsequent fractures
after low trauma hip fracture repair. Curr Med Res Opin 20(6):903–
910. doi:10.1185/030079904125003683

47. Moroni A, Faldini C, Hoang-Kim A, Pegreffi F, Giannini S (2007)
Alendronate improves screw fixation in osteoporotic bone. J Bone
Joint Surg Am 89(1):96–101. doi:10.2106/jbjs.f.00484

48. Khosla S, Bilezikian JP, Dempster DW, Lewiecki EM, Miller PD,
Neer RM, Recker RR, Shane E, Shoback D, Potts JT (2012) Benefits
and risks of bisphosphonate therapy for osteoporosis. J Clin
Endocrinol Metab 97(7):2272–2282. doi:10.1210/jc.2012-1027

49. Goldhahn J, Feron JM, Kanis J, Papapoulos S, Reginster JY, Rizzoli
R, Dere W,Mitlak B, Tsouderos Y, Boonen S (2012) Implications for
fracture healing of current and new osteoporosis treatments: an
ESCEO consensus paper. Calcif Tissue Int 90(5):343–353. doi:10.
1007/s00223-012-9587-4

50. Jorgensen NR, Schwarz P (2011) Effects of anti-osteoporosis medi-
cations on fracture healing. Curr Osteoporos Rep 9(3):149–155. doi:
10.1007/s11914-011-0065-0

51. Miller PD (2005) Bone density and markers of bone turnover in
predicting fracture risk and how changes in these measures predict
fracture risk reduction. Curr Osteoporos Rep 3(3):103–110. doi:10.
1007/s11914-005-0018-6

52. Coates P (2013) Bone turnover markers. Aust Fam Physician 42(5):
285–287

53. Klemens AS, McMillin DR (1990) New method for removing type 2
copper from Rhus laccase. J Inorg Biochem 38(2):107–115. doi:10.
1016/0162-0134(90)84019-L

Osteoporos Int (2015) 26:431–441 441

http://dx.doi.org/10.1302/0301-620x.95b11.31652
http://dx.doi.org/10.1302/0301-620x.94b7.29079
http://dx.doi.org/10.2106/jbjs.k.01434
http://dx.doi.org/10.3109/17453674.2011.594231
http://dx.doi.org/10.3109/17453674.2011.594231
http://dx.doi.org/10.1016/j.bone.2009.10.040
http://dx.doi.org/10.1007/s00198-008-0767-z
http://dx.doi.org/10.1097/01.PHM.0000122877.28631.23
http://dx.doi.org/10.1097/01.PHM.0000122877.28631.23
http://dx.doi.org/10.1359/jbmr.2002.17.12.2247
http://dx.doi.org/10.1359/jbmr.2002.17.12.2247
http://dx.doi.org/10.1111/j.1532-5415.2011.03666.x
http://dx.doi.org/10.1007/s00223-011-9543-8
http://dx.doi.org/10.1007/s00223-011-9474-4
http://dx.doi.org/10.1007/s00198-010-1514-9
http://dx.doi.org/10.1007/s00198-010-1473-1
http://dx.doi.org/10.1111/j.1532-5415.2009.02673.x
http://dx.doi.org/10.1111/j.1532-5415.2009.02673.x
http://dx.doi.org/10.1359/jbmr.090704
http://dx.doi.org/10.1359/jbmr.090209
http://dx.doi.org/10.1359/jbmr.090209
http://dx.doi.org/10.1185/030079904125003683
http://dx.doi.org/10.2106/jbjs.f.00484
http://dx.doi.org/10.1210/jc.2012-1027
http://dx.doi.org/10.1007/s00223-012-9587-4
http://dx.doi.org/10.1007/s00223-012-9587-4
http://dx.doi.org/10.1007/s11914-011-0065-0
http://dx.doi.org/10.1007/s11914-005-0018-6
http://dx.doi.org/10.1007/s11914-005-0018-6
http://dx.doi.org/10.1016/0162-0134(90)84019-L
http://dx.doi.org/10.1016/0162-0134(90)84019-L

	Timing...
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Method
	Search strategy
	Selection criteria
	Data collection and endpoints
	Statistical analysis

	Results
	Patient characteristics
	Trial design
	Quality of trials
	Radiological fracture healing time
	Delay or nonunion of fracture healing
	Clinical assessment
	Change in bone mineral density
	Bone turnover markers assessment
	Adverse events

	Discussion
	References


