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Abstract
Introduction The purpose of this study was to evaluate whether bone mineral density (BMD) ≥ −2.5 SD could be used as the 
treat-to-target (T2T) goal when treating osteoporosis with teriparatide (TPTD) and alendronate (ALN), and to investigate the 
relationship with incident vertebral fracture by re-analyzing data from a randomized, controlled trial (JOINT-05) involving 
postmenopausal Japanese women at high fracture risk.
Materials and methods Participants received sequential therapy with once-weekly TPTD for 72 weeks, followed by ALN for 
48 weeks (TPTD-ALN group) or ALN monotherapy for 120 weeks (ALN group). BMDs were measured at the lumbar spine 
(L2-4), total hip, and femoral neck at 0, 24, 48, 72, and 120 weeks by dual-energy X-ray absorptiometry. The T2T goal was 
BMD ≥ −2.5 SD, and the endpoint was the proportion of participants with baseline BMD < −2.5 SD in three measurement 
sites achieving BMD ≥ −2.5 SD.
Results A total of 559 participants were selected. BMD ≥ −2.5 SD at 120 weeks in the L2-4, total hip, and femoral neck sites 
was achieved in 20.5%, 23.1%, and 5.9%, respectively, in the TPTD-ALN group and 22.2%, 11.7%, and 7.3%, respectively, 
in the ALN group. Incident vertebral fractures occurred in areas of both lower and high BMD.
Conclusion During the 1.5-year treatment period, more than 20% of participants achieved BMD ≥ −2.5 SD as a T2T goal at 
L2-4. Since the achievement level differed depending on the BMD measurement site, the appropriate site should be selected 
according to the baseline BMD level.
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Introduction

Osteoporosis is a systemic skeletal disorder characterized 
by low bone mass, deterioration of bone tissue microarchi-
tecture, disruption of bone architecture, an increase in bone 

fragility, and an increased fracture risk [1]. Fragility frac-
tures impose a substantial burden on societies worldwide 
[1], particularly hip and clinical vertebral fractures, which 
can result in significant morbidity (e.g., decreased mobility, 
pain, reduced quality of life) and increase the risks of mor-
tality, hospitalization, and nursing home use [2–4]. Several 
pharmacological agents are available to lower fracture risk, 
either by reducing bone resorption or by stimulating bone 
formation [5].

Treat-to-target (T2T) is a clinical strategy with a treat-
ment endpoint as the target and is used particularly for long-
term treatment. In the T2T approach, if treatment results in 
failure to achieve the target, the next enhanced treatment 
protocol is selected [6, 7]. Use of a T2T approach may 
improve treatment adherence or disease progression by mak-
ing patients aware of their own goals [8, 9].

T2T efforts are especially important in osteoporosis 
because the duration of treatment is prolonged. Previously, 
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the target of treatment for osteoporosis was discussed, 
and candidates for targets have included the Fracture Risk 
Assessment Tool (FRAX®), bone turnover markers, and 
osteoporotic fracture [10–12].

Although BMD is also a candidate goal for T2T, no con-
sensus has been reached on its threshold. The diagnosis of 
osteoporosis uses a BMD T-score of less than −2.5 SD as 
the threshold, which is calculated from the mean value for 
the young adult population. Therefore, there are many cases 
in which participants having lower BMD do not exceed −2.5 
SD. It is considered important to know how many partici-
pants exceed −2.5 SD by treatment protocol.

BMD has been measured at multiple sites, including 
the lumbar spine and femur, and a relationship between 
increased site-specific BMD and fracture risk reduction has 
been reported [13].

In the present analysis, data from JOINT-05 [14, 15], 
which was a randomized, controlled trial comparing the 
efficacies of teriparatide (TPTD) and alendronate (ALN), 
were used to evaluate: whether BMD > −2.5 SD could be 
used as the T2T goal for treatment; the difference by BMD 
measurement site; and the relationship of change in BMD 
to incident fracture.

Materials and methods

Participants and measurements.

JOINT-05 enrolled Japanese women aged 75 years or older 
with primary osteoporosis [16]. The participants were ran-
domly assigned (1:1) to receive sequential therapy with 
TPTD for 72 weeks followed by ALN for 48 weeks (TPTD-
ALN group) or monotherapy with ALN for 120 weeks 
(ALN group). TPTD 56.5 μg was injected once-weekly, 
and ALN was provided as a 5 mg tablet (once daily), 35 mg 
tablet or jelly (once weekly), or 900 μg infusion (once every 
4 weeks). Native vitamin D 400 supplements were provided 
to both groups throughout the entire treatment period.

In order to evaluate participants who were adequately 
treated with medication, from the full analysis set of JOINT-
05, participants with an adherence rate greater than 70% 
were selected for this analysis. Adherence to treatment was 
assessed in categories of: (1) almost 100% adherence; (2) 
about 50% adherence; (3) less than 33% adherence; and (4) 
no adherence.

For this analysis, data of BMD (T-score) and the inci-
dence of vertebral fracture were used. BMDs at the lumbar 
spine (L2-4), total hip, and femoral neck were measured at 
0, 24, 48, 72, and 120 weeks by dual-energy X-ray absorpti-
ometry (DXA) in each institution. BMD was not measured 
for all participants, and measurement sites varied according 

to the type of DXA. Incidences of vertebral fractures during 
the observation period were assessed morphologically [17].

It has been previously reported that once BMD exceeded 
-2.5 SD with osteoporosis drug treatment, the incidence of 
subsequent fractures was decreased [18]. Therefore, in this 
analysis, the target was set to BMD ≥ −2.5 SD. The end-
point of this analysis was the proportions of participants 
with baseline BMD < −2.5 SD at three measurement sites 
achieving BMD ≥ −2.5 SD as the T2T goal.

Statistical analysis

Numerical and categorical data are described by means and 
standard deviation (SD) and proportions, respectively. A 
waterfall plot was used to visualize the relationship between 
BMD achievement level and incident vertebral fractures. 
Within-group change in BMD was examined by the paired 
t-test, and differences between groups in mean BMD and 
mean change in BMD were examined by the unpaired t-test. 
Proportions of participants with baseline BMD < −2.5 SD 
in each group achieving BMD ≥ −2.5 SD were compared 
by Fisher’s exact test. All data were analyzed with SAS 
software version 9.4 (SAS Institute, Cary, NC). All P val-
ues < 0.05 were considered significant.

Results

A total of 559 participants were selected for this analy-
sis. The baseline characteristics of the TPTD-ALN group 
(N = 202) and of the ALN group (N = 357) are shown in 
Table 1. The mean age was 81 years in both groups, approxi-
mately 70% of participants had prevalent vertebral fractures, 
and the percentage with a maximum fracture grade of 3 was 
approximately 40%. At baseline, the proportions of partici-
pants in the TPTD-ALN group and ALN group with: L2-4 
BMD < −2.5 SD were 46.3% and 53.0%, respectively; total 
hip BMD < −2.5 SD were 59.0% and 61.2%, respectively; 
and femoral neck BMD < −2.5 SD were 77.9% and 76.4%, 
respectively.

Changes of BMD at the 3 measurement sites are shown 
in Fig. 1. There were no significant differences in BMD 
between treatment groups at any time and at each measure-
ment site. L2-4 BMD at 120 weeks increased significantly 
compared to baseline in the TPTD-ALN group (P = 0.02).

Proportions of participants with baseline BMD < −2.5 
SD achieving BMD ≥ −2.5 SD are shown in Table 2. In the 
TPTD-ALN group, 13.6% of participants at 72 weeks and 
20.5% at 120 weeks achieved L2-4 BMD ≥ −2.5 SD. In addi-
tion, total hip BMD ≥ −2.5 SD was achieved by 15.2% of 
the participants at 72 weeks and by 23.1% at 120 weeks, 
and femoral neck BMD ≥ −2.5 SD was seen in 5.9% at 
120 weeks. In the ALN group, L2-4 BMD ≥ −2.5 SD was 
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Table 1  Baseline characteristics 
of postmenopausal women with 
severe osteoporosis

Values are shown as means ± SD or percentages. BMI body mass index; BMD bone mineral density; SD 
standard deviation; TPTD teriparatide; ALN alendronate

TPTD-ALN group
(N = 202)

ALN group
(N = 357)

Age, y 81.2 ± 4.3 81.5 ± 4.7
Age at menopause, y 49.5 ± 4.2 49.3 ± 4.3
BMI, kg/m2 22.3 ± 3.7 22.3 ± 3.4
Number of prevalent vertebral fractures 1.8 ± 2.0 1.9 ± 2.1
0 30.2% 30.8%
1 27.7% 24.9%
2 15.8% 15.4%
3 10.4% 10.1%
4 5.4% 6.7%
5 or more 10.4% 12.0%
Maximum grade of prevalent vertebral fractures
 Grade 1 10.4% 9.0%
 Grade 2 16.3% 19.0%
 Grade 3 43.1% 41.2%
 History of hip fractures, yes, % 14.4% 12.9%
 L2-4 BMD, T-score −2.3 ± 1.4 −2.4 ± 1.4
 L2-4 BMD, < −2.5 SD, % 46.3% 53.0%
 Total hip BMD, T-score −2.74 ± 0.99 −2.79 ± 1.04
 Total hip BMD, < −2.5 SD, % 59.0% 61.2%
 Femoral neck BMD, T-score −3.28 ± 1.01 −3.15 ± 1.06
 Femoral neck BMD, < −2.5 SD, % 77.9% 76.4%
 Prior treatment for osteoporosis, yes, % 55.4% 58.0%
 Prior bisphosphonates, yes, % 29.7% 31.7%

Fig. 1  Change in BMD by 
treatment group and measure-
ment site. Changes in T-score 
from baseline in L2-4, total hip, 
femoral neck BMDs are shown 
in the teriparatide to alendronate 
(TPTD-ALN) and alendronate 
(ALN) groups by measurement 
week. Data are mean percent 
change ± standard devia-
tion. *P < 0.05 for comparison 
with 0 weeks
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achieved in 15.6% at 72 weeks and 22.2% at 120 weeks. 
The overall achievement rates for total hip and femoral 
neck BMDs ≥ −2.5 SD at 120 weeks were 11.7% and 7.3%, 
respectively. There was no significant difference in the pro-
portions between treatment groups.

The results of the waterfall plot of the relationship 
between the BMD distribution and incident fracture are 
shown in Fig. 2a–c. It was found that incident vertebral 
fractures occurred in the areas of lower BMD, as well as in 
areas of high BMD.

Discussion

In this analysis, the rates of achieving BMD ≥ −2.5 SD as 
the T2T goal by TPTD and ANL treatment were evaluated. 
It was found that, in participants with L2-4 BMD < −2.5 
SD at baseline, 13.6% achieved the target after 72 weeks of 
treatment with TPTD, and 20.5% achieved the target with a 
subsequent switch to ALN at 120 weeks. In the group that 
received ALN treatment for 120 weeks, 22.2%, 11.7%, and 
7.3% of participants achieved the target L2-4, total hip, and 
femoral neck BMDs, respectively.

The achievement of T2T goals with TPTD has already 
been reported using the data from the TOWER trial [19]. 
The proportions achieving the goal BMDs were 21.9% for 
L2-4 BMD and 14.5% for femoral neck BMD at 72 weeks 
[19], higher than the current results. The differences may be 
explained by differences in the participants’ ages. The mean 
age of the participants was 74 years in the TOWER trial and 
81 years in JOINT-05.

Compared by measurement site, the proportion achieving 
the T2T BMD goal was relatively low at the femoral neck 
site compared to the L2-4 and total hip sites. One reason for 
the difference was that the baseline T-score was lower at the 
femoral neck than at the other sites. If BMD was measured 
at more than one site, the site more likely to achieve the goal 
should be selected.

Recently, European experts convened a consensus confer-
ence and compiled a report on T2T goals for osteoporosis 
[20]. There was also consensus that a T2T strategy is appli-
cable to osteoporosis, and that BMD is currently the most 
clinically appropriate target. With regard to the definition of 
a specific BMD treatment target and timeframes applicable 
to T2T, no clear consensus was reached; experts emphasized 
that these would need to be individually determined.

In the present analysis, about half of the participants had 
L2-4 BMD < −2.5 SD at baseline (46.3% in the TPTD-ALN 
group and 53.0% in the ALN group), and 20% of participants 
achieved BMD ≥ −2.5 SD after 120 weeks of treatment. 
According to the American Society of Bone and Metabo-
lism and the United States National Osteoporosis Foundation 
(NOF), patients recommended to be offered drugs, such as 
bisphosphonate that have at least a 50% chance of achieving 
their goals within 3 to 5 years of starting treatment [12]. The 
remaining 80% of participants require further follow-up at 
least 3 years, and changes in treatment should be considered 
based on periodic BMD measurements. Moreover, another 
target should be set for participants with L2-4 BMD ≥ −2.5 
SD at baseline.

In this analysis, the relationship between the BMD level 
and incident vertebral fractures was also confirmed. With 

Table 2  Proportions of 
participants with baseline 
BMD < −2.5 SD who achieved 
BMD ≥ −2.5 SD

BMD bone mineral density; SD standard deviation; TPTD teriparatide; ALN alendronate. *Cases of verte-
bral fracture were excluded

Measurement site TPTD-ALN group ALN group P

Frequency Proportion N Frequency Proportion N

L2-4 BMD
 24 weeks 5 9.1% 55 14 13.6% 103 0.46
 48 weeks 8 14.8% 54 19 18.3% 104 0.66
 72 weeks* 6 13.6% 44 12 15.6% 77 1.00
 120 weeks* 9 20.5% 44 16 22.2% 72 1.00

Total hip BMD
 24 weeks 6 13.0% 46 3 4.1% 73 0.09
 48 weeks 7 15.6% 45 6 8.1% 74 0.24
 72 weeks 7 15.2% 46 7 9.6% 73 0.39
 120 weeks 9 23.1% 39 7 11.7% 60 0.17

Femoral neck BMD
 24 weeks 4 4.2% 95 7 5.3% 131 0.76
 48 weeks 3 3.2% 94 8 6.0% 134 0.53
 72 weeks 5 5.3% 95 9 7.1% 126 0.78
 120 weeks 5 5.9% 85 8 7.3% 109 0.78
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Fig. 2  Waterfall plot for the 
relationship between BMD sta-
tus and incident vertebral frac-
tures, L2-4 (a), total hip (b), and 
femoral neck (c) BMD T-scores 
and incident vertebral fractures 
in the teriparatide to alendronate 
(TPTD-ALN) group and the 
alendronate (ALN) group at 
72 weeks and 120 weeks
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TPTD treatment, the incidence of fractures was not neces-
sarily dependent on BMD status. It may be due to the change 
of bone quality other than BMD. In fact, TPTD has been 
reported to increased material properties of bone [21]. Fac-
tors of bone quality other than changes in BMD that affect 
bone strength may also need to be taken into account in 
treatment.

This study had several limitations. The current study 
included data of participants in the JOINT-05 study, which 
included patients with osteoporosis and a high fracture risk. 
Because ALN is also used in osteoporotic patients with low 
fracture risk, the T2T goal achievement rate with ALN in 
particular may need to be re-evaluated in patients with a 
wider range of fracture risk. Not all 3 BMD sites were meas-
ured in all participants, and the number of participants for 
whom BMD was measured varied. The achievement rate in 
total hip BMD was higher in the TPTD-ALN group (23.1%) 
than in the ALN group (11.7%), but it was not statistically 
significant. Although this difference may be due to differ-
ences in therapeutic agents, it should be verified by studies 
with appropriate sample sizes. The background factors con-
tributing to the difference between T2T and non-T2T achiev-
ers were unclear. More detailed studies may be needed that 
include information on patients' bone metabolic turnover 
and lifestyle habits. Incident vertebral fractures were evalu-
ated in all participants, but BMD was not measured in all of 
them. Therefore, the relationship between BMD status and 
fracture incidence was not robust. However, the trends in 
incident fracture at the 3 measurement sites were identical, 
suggesting the generalizability of the results.

In conclusion, during the 1.5-year treatment period, 
more than 20% of participants with osteoporosis achieved 
BMD ≥ −2.5 SD as a T2T goal. Since the achievement level 
differed depending on the site of BMD measurement, the 
appropriate site should be selected according to the baseline 
BMD level of the patient.

Acknowledgements The authors would like to express their sincere 
gratitude to those who participated as clinical investigators in JOINT-
05 and Ms Yuko Iwata at the Public Health Research Foundation.

Author contributions H. H.: Conceptualization; supervision; writing—
review and editing. S. T.: Formal analysis; writing—review and editing. 
T. K.: Writing—original draft. S. M.: Writing––review and editing. S. 
S.: Project administration; writing––review and editing.

Funding This study was funded by the Public Health Research Founda-
tion and Asahi Kasei Pharma Corp.

Data availability The data that support the findings of this study are 
available from the corresponding author upon reasonable request.

Declarations 

Conflict of interest Dr. Hagino received lecture fees or grants outside 
the submitted work from Amgen Inc., Asahi Kasei Pharma Corp., As-
tellas Pharma Inc., Chugai Pharmaceutical Co., Ltd., Daiichi Sankyo 

Co., Ltd., Eisai Co., Ltd., Mochida Pharma Co., Ltd., Teijin Pharma 
Ltd., and UCB Japan Co., Ltd. Dr. Tanaka has received lecture fees 
from the Research Institute of Healthcare Data Science. He has re-
ceived consultation and outsourcing fees from Eli Lilly and Company, 
Welby, Daiichi Sankyo Company, Limited, Janssen Pharmaceutical 
K.K., Satt, and the Public Health Research Foundation. He has received 
research grants from the Japan Agency for Medical Research and De-
velopment, the Japanese Ministry of Health Labour and Welfare, the 
Japanese Ministry of Education, Science, and Technology, and Novo 
Nordisk. He engaged in a research project of the Japan Agency for 
Medical Research and Development. Dr. Soen has received consulting 
fees, speaking fees, and/or honoraria from Amgen Inc., Asahi Kasei 
Pharma Corp., Astellas Pharma Inc., Chugai Pharmaceutical Co., Ltd., 
Daiichi Sankyo Co., Ltd., Eisai Co., Ltd., Eli Lilly Japan Co., Ltd., 
Mochida Pharma Co., Ltd., Ono Pharmaceutical Co., Ltd., Teijin Phar-
ma Ltd., and UCB Japan Co., Ltd. Dr. Kuroda and Dr. Mori declare no 
competing interests.

Ethical approval. All procedures performed in studies involving human 
participants were in accordance with the ethical standards of the insti-
tutional and/or national research committee and with the Declaration of 
Helsinki and its amendments or comparable ethical standards. Written 
informed consent was received from participants prior to inclusion in 
the study.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. Curtis EM, Moon RJ, Harvey NC, Cooper C (2017) The impact of 
fragility fracture and approaches to osteoporosis risk assessment 
worldwide. Bone 104:29–38

 2. Adachi JD, Adami S, Gehlbach S, Anderson FA Jr, Boonen S 
et al (2010) GLOW investigators impact of prevalent fractures on 
quality of life: baseline results from the global longitudinal study 
of osteoporosis in women. Mayo Clin Proc 85:806–813

 3. Papaioannou A, Hopman WM, Akhtar-Danesh N, Anastassiades 
T, Pickard L, Kennedy CC, Prior JC, Olszynski WP, Davison KS, 
Goltzman D, Thabane L, Gafni A, Papadimitropoulos EA, Brown 
JP, Josse RG, Hanley DA, Adachi JD (2009) Relation between 
fractures and mortality: results from the Canadian multicentre 
osteoporosis study. CMAJ 181:265–271

 4. Adams AL, Ryan DS, Li BH, Williams SA, Wang Y, Weiss RJ, 
Black DM (2022) Outcomes post fragility fracture among mem-
bers of an integrated healthcare organization. Osteoporos Int 
33:783–790

 5. Reid IR, Billington EO (2022) Drug therapy for osteoporosis in 
older adults. Lancet 399:1080–1092

 6. Davies MJ, D’Alessio DA, Fradkin J, Kernan WN, Mathieu C, 
Mingrone G, Rossing P, Tsapas A, Wexler DJ, Buse JB (2018) 
Management of hyperglycaemia in type 2 diabetes, 2018. A 

http://creativecommons.org/licenses/by/4.0/


388 Journal of Bone and Mineral Metabolism (2024) 42:382–388

consensus report by the American Diabetes Association (ADA) 
and the European Association for the Study of Diabetes (EASD). 
Diabetologia 61:2461–2498

 7. Smolen JS, Breedveld FC, Burmester GR, Bykerk V, Dougados M 
et al (2016) Treating rheumatoid arthritis to target: 2014 update of 
the recommendations of an international task force. Ann Rheum 
Dis 75:3–15

 8. Vermeer M, Kuper HH, Bernelot Moens HJ, Hoekstra M, Post-
humus MD, van Riel PL, van de Laar MA (2012) Adherence to a 
treat-to-target strategy in early rheumatoid arthritis: results of the 
DREAM remission induction cohort. Arthritis Res Ther 14:R254

 9. Colombel JF, D’haens G, Lee WJ, Petersson J, Panaccione 
R (2020) Outcomes and strategies to support a treat-to-target 
approach in inflammatory bowel disease: a systematic review. J 
Crohns Colitis 14:254–266

 10. Lewiecki EM, Cummings SR, Cosman F (2013) Treat-to-target 
for osteoporosis: is now the time? J Clin Endocrinol Metab 
98:946–953

 11. Kanis JA, McCloskey E, Branco J, Brandi ML, Dennison E, 
Devogelaer JP, Ferrari S, Kaufman JM, Papapoulos S, Reginster 
JY, Rizzoli R (2014) Goal-directed treatment of osteoporosis in 
Europe. Osteoporos Int 25:2533–2543

 12. Cummings SR, Cosman F, Lewiecki EM, Schousboe JT, Bauer 
DC et  al (2017) Goal-directed treatment for osteoporosis: a 
progress report from the ASBMRNOF working group on goal-
directed treatment for osteoporosis. J Bone Miner Res 32:3–10

 13. Leslie WD, Martineau P, Bryanton M, Lix LM (2019) Which 
is the preferred site for bone mineral density monitoring as an 
indicator of treatment-related anti-fracture effect in routine 
clinical practice? A registry-based cohort study. Osteoporos Int 
30:1445–1453

 14. Tanaka S, Mori S, Hagino H, Sugimoto T (2020) Design of a 
randomized trial of teriparatide followed by alendronate: Japa-
nese osteoporosis intervention trial-05 (JOINT-05). J Bone Miner 
Metab 38:412–417

 15. Hagino H, Sugimoto T, Tanaka S, Sasaki K, Sone T, Naka-
mura T, Soen S, Mori S (2021) A randomized, controlled trial 

of once-weekly teriparatide injection versus alendronate in 
patients at high risk of osteoporotic fracture: primary results of 
the Japanese Osteoporosis Intervention Trial-05. Osteoporos Int 
32:2301–2311

 16. Soen S, Fukunaga M, Sugimoto T, Sone T, Fujiwara S, Endo N, 
Gorai I, Shiraki M, Hagino H, Hosoi T, Ohta H, Yoneda T, Tomo-
mitsu T (2013) Japanese society for bone and mineral research and 
Japan osteoporosis society joint review committee for the revision 
of the diagnostic criteria for primary osteoporosis diagnostic cri-
teria for primary osteoporosis: year 2012 revision. J Bone Miner 
Metab 31:247–257

 17. Genant HK, Wu CY, van Kuijk C, Nevitt MC (1993) Vertebral 
fracture assessment using a semiquantitative technique. J Bone 
Miner Res 8:1137–1148

 18. Kuroda T, Shiraki M, Shiraki Y, Tanaka S (2012) The importance 
of absolute bone mineral density in the assessment of antiresorp-
tive agents used for the prevention of osteoporotic fractures. J Clin 
Densitom 15:392–398

 19. Shiraki M, Ueda S, Sugimoto T, Kuroda T, Nakamura T (2016) 
Treatment responses with once-weekly teriparatide therapy for 
osteoporosis. Osteoporos Int 27:3057–3062

 20. Thomas T, Casado E, Geusens P, Lems WF, Timoshanko J, Taylor 
D, Hofbauer LC (2020) Is a treat-to-target strategy in osteoporo-
sis applicable in clinical practice? Consensus among a panel of 
European experts. Osteoporos Int 31:2303–2311

 21. Saito M, Marumo K, Kida Y, Ushiku C, Kato S, Takao-Kawabata 
R, Kuroda T (2011) Changes in the contents of enzymatic imma-
ture, mature, and non-enzymatic senescent cross-links of colla-
gen after once-weekly treatment with human parathyroid hormone 
(1–34) for 18 months contribute to improvement of bone strength 
in ovariectomized monkeys. Osteoporos Int 22:2373–2383

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Achieving osteoporosis treat-to-target goals with teriparatide or alendronate: sub-analysis of Japanese Osteoporosis Intervention Trial-05 (JOINT-05)
	Abstract
	Introduction 
	Materials and methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Participants and measurements.
	Statistical analysis

	Results
	Discussion
	Acknowledgements 
	References




