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Mme H., fracture vertébrale à 40 ans en jouant au 

badminton, perte de taille 10 cm depuis lors…

IBN TPT



Mme H, suite
• Parodontolyse juvenile, retro-

maxillaire opéré

• Cervicalgies chron. s/ 

osteochondrose C5/C6 

• Acro-ostéolyse phalanges distales

• Hyperlaxité

• 154 cm (était 164), 58kg

• Ménopause 52 ans non-substituée, pas 

d’autres FR OP

• Bilan sg sp: 0 Sy. Inflamm, 25OHD 

105, PTH et Ca N, creat N, CTx 0.19, 

PAL 54





Hajdu-Cheney: 

Response to denosumab

(1 case report)



BMD distribution

• Prevalence of osteoporosis in the general population:
– Osteoporosis: ≤ 0.5 %

– Osteopenia: 10-15%

• Osteoporosis in subjects with chronic diseases:
– 15-50%

(Kanis, OI 1997; Liu, JBMM 2008; 
Diaz Curiel, Med Clin 2001)



Osteoporosis in the young:

Definition (IOF)

• T-score ≤ -2.5 (spine or hip) in men and women > 

20yrs (when growth is completed) 

And/or

• Low trauma and/or multiple fractures (vertebrae !)

• In absence of low trauma and/or multiple fractures 

If

•A chronic disease (secondary osteoporosis)

• Excluding vitamin D deficiency (osteomalacia)

S Ferrari, ML Bianchi, JA Eisman, AJ Foldes, S Adami, J Stepan, MC de 

Vernejoul, JM Kaufm, for the Osteoporosis Pathophysiology Working group 

Osteoporosis Int 2012



Masse osseuse très basse chez la femme jeune

JCEM 2008



Clinical Approach:
Med Hx, Phys exam

DXA (VFA)

Labs (1st line)



Clinical Approach: Labs (selected conditions)



Ferrari et al.

Osteoporosis Int 2012



Mme B., 70 ans

• Minéralo de “routine” à 65 ans: T-sc -4.6 rachis, -2.7 

hanche

• Pas de fractures

• Ménopause non-substituée à 52 ans

• Pas de FR OP , histoire familiale ou Sy. Inflamm

• 150 cm / 47kg

• 25OHD 65, CTx 0.76, P1NP 55 



What is bone mass (aBMD) ?

• Degree of mineralization (max 1200mg/cm3)

• Trabecular bone volume

• Cortical thickness and porosity

• Bone size

Hence Bone quantity and quality are inter-related !

aBMD = how much

Bone mineral there is 

in the square



Correlations between spine BMD and microstructure 

(ex vivo)

Roux, OI 2013



DMO basse et risque fracturaire
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aBMD vs CT-derived hip strength (FEA) 

and incident hip fractures

Kopperdahl, JBMR 2014
Case-control study, 5 yrs follow-up, from the AGES-Reykjavik cohort
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Relationship Between Total Hip T-score and 

Nonvertebral Fracture by Age in denosumab-

treated subjects: Freedom extension
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Improvement in BMD T-scores Remained Largely Consistent 

With the Respective Baseline BMD T-score Quartile

• The T-scores showed a similar magnitude of improvement in BMD across 
subjects regardless of their initial BMD

Lumbar Spine Total Hip

D
X

A
 B

M
D

 T
-S

c
o

re

Baseline Year 3 Year 8 Year 10

–4.0

–3.5

–3.0

–2.5

–2.0

–1.5

–1.0

–0.5

0.5

1.5

2.5

0.0

1.0

2.0

n = 590 581 598 571 565 559 574 548 393 401 413 358 323 323 332 285

Q1 Q2 Q3 Q4

Year 3 Year 8 Year 10Baseline

584 584 589 577 554 558 566 552 334 397 407 396 247 327 328 327

–4.0

–3.5

–3.0

–2.5

–2.0

–1.5

–1.0

–0.5

0.5

1.5

2.5

0.0

1.0

2.0



Transition from Denosumab to TPTD or from TPTD to 

Denosumab in Postmenopausal Women with Osteoporosis: 

The DATA-Switch Study

Leder et al Lancet 2015



Placebo-to-denosumab (N = 61)

Romosozumab-to-denosumab (N = 65)

FRAME: Lumbar Spine and Total Hip BMD Through 

Month 24

Placebo-to-denosumab (N = 62)

Romosozumab-to-denosumab (N = 66)

*p < 0.001 compared with placebo (M6 and M12) or placebo/denosumab (M18 and M24) 

Data are least square mean (95% CI) adjusted for relevant  baseline covariates
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Conclusions
• DMO très basse avant la ménopause: 

– faible pic de masse osseuse > hyperremodellage

– cause 2re ou génétique > OP idiopathique ou constitution 

maigre

– Dans la mesure du possible traiter la cause

– Traiter l’OP…si évidence de remodellage très haut ou bas 

(role de la biopsie) ou fragilité osseuse avérée

• DMO très basse après la ménopause:

– hyperremodellage presque toujours en cause

– Altérations microstructurelles cohérentes avec la DMO 

(=vraie définition de l’OP)

– Traitements séquentiels ou combinés AR + OF


