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Abstract

Summary Review of medical records from 173 women with osteoporosis who received abaloparatide treatment revealed
that 96.0% had at least one visit for osteoporosis management and 55.5% had medication support group access. The most
common reasons for discontinuing treatment were financial (31.2%) and tolerability (22.8%). Most patients (64.8%) com-
pleted treatment as prescribed.

Purpose Abaloparatide is approved for the treatment of women with postmenopausal osteoporosis at high risk for fracture.
This study evaluated real-world treatment patterns for patients new to abaloparatide, regardless of osteoporosis treatment
history.

Methods Data for patients with > 1 prescription for abaloparatide were collected retrospectively from six academic and
clinical practice settings across the US.

Results A total of 173 patients were enrolled (mean [SD] age, 69.8 [7.4] years). At the time of abaloparatide treatment
initiation, 78.6% had received other osteoporosis medications. Mean (SD) time from discontinuation of osteoporosis medi-
cations prior to initiation of abaloparatide was 1.7 (3.2) years. Twenty-four months of follow-up data from the initiation
date of abaloparatide was collected from 94.0% of patients and 6.0% of patients had 12-24 months of follow-up. During
the follow-up period, 96.0% of patients had at least one visit for osteoporosis management and 55.5% had access to a medi-
cation support program. The median duration of therapy was 18.6 months and 105/162 (64.8%) completed abaloparatide
treatment as prescribed. The most common reasons for treatment discontinuation were financial (31.2%) and tolerability
(22.8%). Following completion of a course of treatment with abaloparatide, 82/162 (50.6%) patients transitioned to another
osteoporosis medication. The median time between abaloparatide treatment course completion and the initiation of follow-
on medication was 21 days.

Conclusion Most patients completed treatment with abaloparatide as prescribed, and over half continued with an antire-
sorptive agent. This favorable conduct may be the result of regular follow-up visits and accessibility to both medication and
patient support services.

Keywords Abaloparatide - Anabolic therapy - Osteoporosis - Treatment patterns - Treatment persistence

Introduction in health-related quality of life, which persist years after the

occurrence of the fracture and are greater in patients who

Osteoporosis (OP) is a systemic skeletal disease associated
with low bone mineral density (BMD), microarchitectural
deterioration, and an increased risk of fracture [1]. The esti-
mated prevalence of OP in the US is 10.2 million with an
additional 43.4 million patients with low bone mass [2].
Osteoporosis-related fractures result in significant reductions
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sustain more than one fracture over time [3].

In addition to the disease burden, economic consequences
are also increased for both the patient and society. In 2016,
approximately 1.8 million Medicare beneficiaries sustained
an average of 2.1 OP-related fractures at a total estimated
cost of $5.7 billion for subsequent fractures alone [4]. Man-
agement of sentinel fractures and the patients’ underlying
OP is of paramount importance for reducing the economic
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burden of disease, given the high, and often imminent, risk
for a subsequent fracture, as well as the high incremental
cost associated with these events among patients incurring
a subsequent fracture versus those without a subsequent
fracture [5].

Clinical practice guidelines recommend anabolic ther-
apies for the treatment of patients at very high risk for
fractures [6]. Patients with a recent fracture in the past
12 months, with a history of multiple fractures, who have
sustained a fracture while on approved osteoporosis therapy
or while on medications causing bone loss, patients with
a very low T-score, or at a high risk for falls or at a high
risk for fracture by fracture risk assessment tool (FRAX)
may be categorized as such [6, 7]. Despite these recom-
mendations to test and/or treat patients for osteoporosis
following a fracture event, the majority of fracture patients
remain undiagnosed and untreated [8]. A large proportion
of patients who begin therapy discontinue treatment [9], and
most receive little to no benefit from that treatment. Any
benefits realized may wane quickly, thus perpetuating the
increased risk for fracture [10, 11]. Low reported satisfaction
with treatments for osteoporosis is associated with increased
rates of discontinuation and changes in therapy during the
first year of treatment. Changes in treatment may also be
due to the financial or clinical burden associated with the
disease. Limited knowledge on the management of OP and
inadequate follow-up may also contribute to discontinuation
of treatment [12, 13].

Abaloparatide (TYMLOS©, Radius Health, Inc., Boston,
MA) is a parathyroid hormone-related protein analogue
(PTHrP [1-34]) indicated for the treatment of postmeno-
pausal women with osteoporosis at high risk of fracture,
and as treatment to increase bone density in men with osteo-
porosis at high risk of fracture [14]. In an 18-month, phase
3, double-blind, randomized controlled trial (Abaloparatide
Comparator Trial [ACTIVE]) of postmenopausal women
with OP, abaloparatide significantly reduced the relative
risk of vertebral (86%, P <0.001) and nonvertebral (43%,
P=0.049) fractures compared to placebo, and reduced the
risk of major osteoporotic fractures (55.0%, P =0.03) com-
pared to teriparatide, with comparable safety across treat-
ment groups [15].

In a real-world study, the effectiveness and cardiovascular
safety of abaloparatide were compared with teriparatide in
propensity score—matched patients (N=11,616 per treat-
ment cohort) for 19 months following the index prescrip-
tion date. The nonvertebral fracture event rate was 2.9% with
abaloparatide and 3.2% with teriparatide (P =NS). The hip
fracture event rate was lower for abaloparatide (1.0%) than
for teriparatide (1.3%; P=0.04) [16]. The risks for major
adverse cardiovascular events (MACE) with and without a
diagnosis of heart failure were comparable for the two ana-
bolic agents.
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In a real-world study of patient experience (HEOR-
001), most patients reported a high level of satisfaction
with abaloparatide and that it was convenient and easy to
use [17]. Data on abaloparatide real-world treatment pat-
terns and patient journey have not been previously evalu-
ated. Furthermore, reasons for treatment change cannot
be ascertained from secondary data sources (e.g., claims
data, electronic health records). The objective of this
study (HEOR-002) was to evaluate the management of
postmenopausal osteoporosis in women treated with aba-
loparatide, as well as treatment patterns in the 24-month
period after treatment initiation. Persistence with abalo-
paratide was evaluated, as well as duration of treatment
with prior OP therapies, and time between discontinuation
of prior therapy and initiation of abaloparatide. This study
was completed prior to the approval for male indication
and therefore does not include assessment of abaloparatide
use in men.

Methods
Study design

This is a multicenter, observational study with primary
data collected from six geographically distinct bone health
centers across the US. Eight participating sites from the
aforementioned patient experience study (HEOR-001) [17]
were recontacted to participate in the follow-up study. Of
these, seven sites agreed to participate and six provided
data. The sites included both community and academic-
affiliated physician practices to improve the generalizabil-
ity of findings. Of 193 original participants from HEOR-
001, 142 were re-enrolled in the HEOR-002 study. The
remaining 51 patients were lost to follow-up or did not
provide informed consent for the new study. Thirty-one
new patients were enrolled in the study to partially replace
those patients, bringing the total sample to 173 partici-
pants (Fig. 1). The study was approved by an Institutional
Review Board (IRB) at each site or at a central IRB if the
institution did not have one.

Patients with an abaloparatide prescription between July
2017 and April 2019 (identification period) were identified.
Prescription data were gathered by completing a standard-
ized electronic case report form (eCRF) by the clinician or
researcher based on patient medical records. The follow-
up time for osteoporosis treatment was 24 months from the
date of the first abaloparatide prescription. DXA results
were included up to the date of study enrollment. Medical
and treatment history as well as follow-up treatment pat-
terns were extracted retrospectively from patients’ medical
records through August 2021 (Fig. 2).
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Fig. 1 Patient enrollment.
Of the original 193 patients

HEOR-001 Study site recontact (N=193)

recontacted from HEOR-001,
51 patients were lost to follow
up and 142 patients reconsented
to participate in HEOR-002.

An additional 31 new patients
met eligibility criteria for a total
of 173 patients participating

in HEOR-002. Primary patient
data from the 173 participants
was collected and entered into
an electronic case report form
(eCRF)

Patients lost to follow-up
or did not reconsent
(n=51)

Inclusion criteria

The study included postmenopausal women with a physi-
cian-confirmed diagnosis of osteoporosis considered at high
risk for fracture. All patients had to have > 1 prescriptions
for abaloparatide for at least a month. Patients re-enrolled
from the HEOR-001 study were required to have at least
24 months of follow-up information from the initiation of
treatment with abaloparatide, while patients newly enrolled
in the study were required to have at least 12 months of fol-
low-up information. Patients were also required to be treated
in an outpatient setting at the time of study enrollment. All
patients provided voluntary informed consent for the use of
their information.

Exclusion criteria

Patients with Paget disease of bone, preexisting hyper-
calcemia, primary hyperparathyroidism, urolithiasis,
hypercalciuria, skeletal malignancies, and those partici-
pating in any clinical trial at the inception of the study

\ 4
Patients reconsented for

HEOR-002

Additional new patients
who met eligibility criteria
(n=142) (n=31)

N/

Electronic case report form (eCRF)
(n=173)

were excluded. All patients were new to abaloparatide,
though some were not anabolic-naive and had switched
from teriparatide. Patients with prior treatment with any
OP medications were included.

Source of data

Primary data were collected by the physician or a del-
egated healthcare professional from the participating sites
and entered an eCRF using secure and password protected,
electronic data capture (EDC) software. Data storage
was compliant with the Health Insurance Portability and
Accountability Act (HIPAA), and the EDC software was
certified to be compliant with the FDA’s 21 CRF Part 11
regulation. No patient’s identity or medical records were
disclosed for the purposes of this study. Only data de-
identified in compliance with 45 CFR 164.514(a)-(c) and
accessed using HIPAA-compliant procedures were used.
Pharmacy claims data were not accessible or utilized for
this study.

Medical and
treatment history

Index date
(abaloparatide treatment initiation)

Preindex

A
v

Postindex 224 months
(July 2019-April 2021)

A

August 2021

A

»

<

Patient chart review,
collected by electronic

case report form July 2017

Fig.2 Study design. Patient data collected from electronic case report
form (eCRF) were reviewed for medical and treatment history dur-
ing the preindex period. The index date refers to the date of abalo-
paratide treatment initiation, which occurred during the identification

Identification period

»

Additional follow-up
(ie, DXA testing) up until
the date of enroliment

>

April 2019

<

period between July 2017 and April 2019. The postindex period was
a period of >24 months from the date of abaloparatide treatment ini-
tiation, between July 2019 and April 2021. Additional follow-up (i.e.,
DXA testing) occurred up until the date of study enrollment
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Variable definitions

Patients were categorized based on whether they (1) dis-
continued abaloparatide and initiated another OP treatment
prior to 24 months of anabolic treatment or (2) discontinued
therapy with one OP medication and did not start any other
OP medications. Treatment gap was defined as a deliberate
break in treatment as instructed by a physician. An explora-
tory analysis of change in BMD T-score was done in a sub-
group of patients for whom baseline, and follow-up data
were available. Baseline data were from DXA scans done
any time from 6 months prior to abaloparatide initiation up
to 1 month after initiation. When there were multiple DXA
scans, the scan done closest to the initiation date was used.
Follow-up data were from DXA scans done between 9 and
15 months of abaloparatide initiation. When multiple DXA
scans were available, the scan closest to 12 months post ini-
tiation was used. Lastly, 2-year evaluation data were from
DXA scans done between 21 and 27 months of abaloparatide
initiation. When multiple DXA scans were available, the
scan closest to 24 months post abaloparatide initiation was
used.

Statistical analyses

The primary objective of this study was descriptive in nature
with no formal sample size calculations. For continuous
variables, number of patients, mean, standard deviation,
median, interquartile range (Q1 and Q3), and minimum and
maximum values are provided. For categorical variables, the
number and percentage of patients in each category are pro-
vided. All analyses were conducted using Stata 16.0 or later.

Missing data and imputations

Any variables with over 50% missing data were analyzed to
identify any systematic differences in comparison to patients
without missing data. Partial dates where only month and
year were known were assigned full date data using the mid-
point (15th) of the month in order to create a full date.

Results

The total sample for the study was 173 patients (Fig. 1).
Approximately 24 months of follow-up data were collected
from 94.0% of the patients, and the remaining 6.0% had
between 12 and 24 months of available follow-up data.

Demographic and clinical characteristics

Patient mean (SD) age was 69.8 (7.4) years (Table 1). Mean
(SD) body mass index (BMI) was 24.8 kg/m2 (5.1) and
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Table 1 Patient characteristics

Patient characteristics N=173
Age (years), mean=+ SD 69.8 (7.4)
minimum, maximum 54, 93
BMI (kg/m?), mean +SD 24.8 (5.1)
minimum, maximum 16.6, 44.6
Concomitant conditions, 7 (%)
Cardiovascular 87 (50.3)
GI conditions 56 (32.4)
Endocrine disorders 43 (24.9)
Psychiatric disorders 38 (22.0)
Cancer/hematological disorders 15 (8.7)
Renal disease 2(1.2)
Others 41 (23.7)
None 35(20.2)
N=138
Duration of OP (months), mean + SD 96.2 (61.4)
minimum, maximum 19.5, 302.0

BMI body mass index, GI gastrointestinal, OP osteoporosis, SD
standard deviation

43.4% had a BMI in the overweight (25.0 to 29.9 kg/m?)
or obese (30.0 kg/m? or higher) range. The most common
chronic preexisting conditions were cardiovascular disease
(50.3%), gastrointestinal conditions (32.4%), and endocrine
disorders (24.9%).

Baseline history of osteoporosis and treatment

Mean (SD) time since diagnosis of OP at the time of study
enrollment was 96.2 (61.4) months. Just over half of patients
(52.0%) were diagnosed through routine screening, 28.9%
were diagnosed at the time of fracture, and 20% were diag-
nosed due to risk factors or OP symptoms. Patients could
have multiple circumstances leading to OP diagnosis. Bone
mineral density assessments by DXA were used to confirm
a diagnosis of OP in 82.1%, and conventional x-ray con-
firmed the diagnosis in 12.1% of patients. Most patients
(162/173 [93.6%]) had > 1 DXA scans after initiation of
treatment with abaloparatide. The median baseline T-scores
were —2.50, —2.00, and — 2.85 for femoral neck, total hip,
and lumbar spine, respectively.

Most patients (136/173 [78.6%]) had prior treat-
ment for osteoporosis before abaloparatide and (45/136
[33.1%]) had previously been treated with an anabolic
drug. The mean (SD) time between discontinuation of a
prior OP medication and initiation of abaloparatide was
1.7 (3.2) years. Twenty-four percent (42/173) of patients
changed treatment from teriparatide to abaloparatide, and
the reasons for switching included a mandatory formulary
switch (33.3%), financial/copay concerns (19.0%), toler-
ability issues with teriparatide (19.0%), lack of efficacy
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(9.5%), and hypercalcemia (4.8%). For the remaining
patients, the reason for switching was unknown or not
available.

Follow-up monitoring

In the 2-year follow-up period after beginning abalopara-
tide, 96.0% of patients visited with a healthcare profes-
sional for their osteoporosis, with a median of 3 visits.
Over half (55.5%) received drug support for their osteo-
porosis medication. Of these, 26.0% were participants
in a support program provided by Radius Health, Inc.
Of 54 patients with OP fractures since diagnosis, 27.8%
participated in a fracture liaison service program (FLS; a
program to support patients in the weeks after a fracture
has been surgically treated).

Central DXA scans were used most frequently (93.6%)
to monitor patients; 8.1% used conventional x-ray; 7.5%
assessed vertebral fractures by spine radiography or ver-
tebral fracture analysis (VFA). Bone turnover markers
(BTMs) were assessed in (70/173 [40.5%] patients) at
some point following their diagnosis, with a median of 3
assessments. Of those evaluated with BTMs, 65 patients
received at least one postbaseline BTM assessment, with
46 (65.7%) for P1CP or procollagen type 1 N-terminal
propeptide (formation markers) and 26 (37.1%) for mark-
ers of resorption urinary or serum collagen type 1 cross-
linked C-telopeptide.

Table 2 Treatment patterns following initiation of abaloparatide

Treatment patterns following abaloparatide
treatment initiation

Over half of patients (84/158 [53.2%]) were treated with
abaloparatide for > 18 months (Table 2). The median dura-
tion of anabolic therapy for patients who completed treat-
ment was 18.6 months. Mean (SD) duration of abaloparatide
therapy was 17.2 (8.1) months and was longer for patients
who were previously treated for OP (18.0 [8.2] months)
compared to those without a history of OP treatment (14.6
[7.3] months). Median duration of cumulative exposure to
anabolics, including patients who stopped and restarted
therapy, was 22.5 months. Study sites were asked to indi-
cate whether patients adhered to treatment (took medication
as prescribed). About 5.6% of patients had a gap in therapy
with a mean (SD) of 62.4 (90.5) days. The most common
reasons for discontinuation of treatment were financial in
nature (31.2%) and tolerability issues (22.8%) (Table 3).

Treatment after abaloparatide

Fifty-one percent (82/162) continued treatment with another
OP medication after their course of abaloparatide within the
24-month follow-up period. Denosumab was the most com-
mon initial follow-on therapy (48.8%), followed by zole-
dronic acid (20.8%). The median time between the com-
pletion of treatment with abaloparatide and the beginning
of the next therapy was 21 days with a maximum reported
time between therapies of 12.3 months. Seventy-two of 82

Abaloparatide treatment duration (N=158)
At least 18 months (>547 days), (n, %)
Less than 18 months (<547 days), (1, %)
At least 24 months (>730 days), (n, %)
Mean (days/months)

Median (days/months)
Standard deviation (days/months)

Teriparatide duration before abaloparatide initiation (N =42)
Mean (days/months)

Median (days/months)
Standard deviation (days/months)

84 532
74 46.8
44 27.8
524.1 17.2
567.0 18.6
246.7 8.1

368.0 12.1
328.5 10.8
346.8 114

Discontinued abaloparatide and initiated another OP treatment prior to 24 months of anabolic treatment (out of the 74 patients who discontin-

ued within 18 months)

Total patients who have discontinued within 18 months AND previously received teriparatide, (n, %) 31 41.9

Total anabolic exposure (N=158)
Mean (days/months)
Standard deviation (days/months)
Median (days/months)
Interquartile range (days/months)

608.3 20.0
301.4 9.9

684.7 22.5
406.7, 753.4 0.95, 88.6

OP osteoporosis

@ Springer
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Table 3 Reason for discontinuation of treatment with abaloparatide

n (%)
Total enrolled (N=162)
Patients completed the course of treatment 105 (64.8)
Patients who discontinued treatment 57 (35.2)
Reasons for treatment discontinuation (N=157)
Financial reasons/copay 18 (31.2)
Poor tolerability® 13 (22.8)
Other, reason not included 12 (21.1)
Mandatory formulary switch to another treatment 5(8.8)
Do not know 4 (7.0)
Patient experience of new conditions 3(5.3)
Patient requested treatment change 2(3.5)
Lack of treatment efficacy 2(3.5)

#Among patients who discontinued abaloparatide due to poor toler-
ability, one patient each reported: chronic fatigue; developed itch-
ing; dizziness and heart palpitations; fatigue and generalized aching;
fatigue, weakness, and memory issues; heart pounding/palpitations;
heart racing; hypercalcemia; palpitations and intermittent nausea;
patient did not feel well on abaloparatide; reported decreased menta-
tion; ringing in ears; and severe gastrointestinal issues, nausea, and
vomiting

(87.8%) patients were still on their initial follow-on OP ther-
apy at the end of the study.

Additional treatment following abaloparatide

Fewer than 5% of patients received more than one treatment
after abaloparatide and within 24 months of abaloparatide
initiation, including alendronate or zoledronic acid. The
median time from stopping the first follow-on OP drug after
abaloparatide to the second OP drug (index to index) was
3 days. Of the seven patients who switched to a second drug,
four (57.1%) did so due to tolerability with the first treatment
that followed abaloparatide. For 5/7 (71.4%) patients who
started a second follow-on treatment, that therapy was still
ongoing at the end of the study period and was to be contin-
ued indefinitely if tolerated in 57.1%.

DXA results

Although DXA scan results were available for most patients
during the follow-up period, only 48/173 (27.7%) patients

(Table 4) had BMD results within the necessary time frames
for inclusion in the baseline, 12 months, and 24 months
analyses, as described in the methods. Median BMD
T-scores increased from baseline (femoral neck, —2.5; total
hip, —2.0; lumbar spine, —2.9) compared with 12 months
(femoral neck, —2.4; total hip, — 1.9; lumbar spine, —1.7)
and 24 months (femoral neck, — 2.3; total hip, — 1.8; lumbar
spine, — 1.7).

Discussion

This study was conducted to evaluate treatment patterns
with abaloparatide in real-world clinical practice settings.
The majority of patients completed 18 months or longer of
abaloparatide treatment. Increases in median BMD T-scores
were observed in a subset of patients for whom baseline and
follow-up data were available.

Disease monitoring of OP occurred more often in this
population of patients than in previously reported studies
(HEDIS 2020). Persistence with abaloparatide was similar
to persistence rates reported in The Medication Use Pat-
terns, Treatment Satisfaction, and Inadequate Control of
Osteoporosis Study (MUSIC-0OS), an observational study
to identify treatment patterns and adherence to oral pharma-
cological therapy for osteoporosis [9]. In that study, 86.9%
of patients had been taking oral therapy for approximately
4 years and, of these, 49.2% had an adherence evaluation of
osteoporosis (ADEOS) score of > 20, indicating a high prob-
ability of medication adherence. However, persistence rates
were affected by GI symptoms, with ADEOS scores > 20 in
45.5% of patients with GI symptoms, compared with 57.6%
of patients without GI symptoms. In a retrospective study
of postmenopausal women after a fracture, persistence rates
for oral bisphosphonates were lower, ranging from 31.7 to
43.4% at 12 months and 19.6 to 23.7% at 24 months [18].
A study by Cheng et al. [19] also found persistence rates
among women treated with bisphosphonates to be low, with
approximately 35% of patients remaining on therapy after
12 months. Contributing factors to the higher persistence
rates with abaloparatide in this study were close monitoring
at the participating bone health centers and a good toler-
ability profile. Of note, only half of patients transitioned
to another treatment after abaloparatide. Although follow-
up duration was similar for all patients in the study, some

Table4 Median BMD T-score

. . N Baseline N 12 months N 24 months
changes following abaloparatide
Femoral neck 48 -2.5 45 -24 36 -2.3
Total hip 51 -2.0 42 -19 39 -1.8
Lumbar spine 50 -29 43 -1.7 39 -1.7

BMD bone mineral density

@ Springer
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patients did not have a follow-up appointment during this
period, which may have led to an underestimation of subse-
quent treatment.

Discontinuation of therapy is associated with increased
risk of fracture and higher medical costs [9, 20, 21]. Patients’
reasons for discontinuing treatment include concerns about
drug side effects, perceived lack of efficacy, difficulty tak-
ing the medication as directed, and medication expense.
Low adherence in the Medicare population has been shown
to be an independent predictor of future fracture risk [22].
Nearly 60% (34,483/57,913) of women on Medicare did not
adhere to osteoporosis treatment in the first year [23]. Lack
of adherence was associated with a 20% greater risk of any
fracture (odds ratio, 1.2; 95% CI, 1.07-1.35) and higher
medical costs (cost ratio, 1.13; 95% CI, 1.06—-1.21).

There are two potential reasons why we observed a
greater persistence rate for this study. Consistent with a pre-
viously published abaloparatide patient experience study by
Gold et al. [17], most patients reported high satisfaction with
the abaloparatide regimen as it seemed to minimally disrupt
their activities of daily living (85%) and was convenient to
fit into their daily schedule (84%). All reported taking aba-
loparatide as directed, and 93% reported never deliberately
missing a dose. In the current study, all patients reported
having access to their provider for help with their therapy or
were participating in a patient support program. Adequate
support from a healthcare team has been associated with
greater adherence and persistence [17].

Selection bias should be considered as a limitation of this
study, due to the nonrandom selection of sites participating
in the study. The study sites were chosen based on their
prior involvement with HEOR-001. In addition, patients
needed to be willing to participate, which may skew enroll-
ment towards those who have had an influential experience.
We reported for HEOR-001 that patients had a generally
positive experience with abaloparatide. Having access to
healthcare support and treatment may be associated with
higher socioeconomic status overestimating the favorable
outcomes reported here.

Though some patients were lost to follow-up, base-
line characteristics of patients who re-enrolled in the cur-
rent study after the HEOR-001 study and the newly added
patients were similar. Generalizability of this study is limited
given the use of a convenience sample and the small sam-
ple size. However, to address this limitation, the sites were
selected from diverse geographical locations in the US and
included both academic and community practices. We also
did not observe any differences in the patient characteristics
between those who participated and completed the current
study and those who did not reconsent to participate or who
were lost to follow-up.

This is the first study of treatment patterns of patients
initiating treatment with abaloparatide in real-world clinical

practice settings. Primary data collection allowed for a broad
capture rate of disease and treatment history including data
on variables not readily available from claims and electronic
health records (e.g., BMI and BMD). Furthermore, reasons
for switches were available and could provide insights to
improve adherence/persistence with therapy.

Many patients who prescribed abaloparatide in this
real-world study completed their course of treatment as
prescribed. The observed treatment pattern reported may
reflect a high level of provider support, regular follow-up
and access to patient support, and educational programs.
The findings establish the association of regular monitor-
ing/provider support and patient satisfaction with the treat-
ment regimen with persistence, allowing for the potential of
improved bone health outcomes.
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