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ABSTRACT
Trabecular bone score (TBS) is a gray-level textural index of bone microarchitecture derived from lumbar spine dual-energy X-ray
absorptiometry (DXA) images. TBS is a bonemineral density (BMD)-independent predictor of fracture risk. The objective of thismeta-
analysis was to determine whether TBS predicted fracture risk independently of FRAX probability and to examine their combined
performance by adjusting the FRAX probability for TBS. We utilized individual-level data from 17,809 men and women in
14 prospective population-based cohorts. Baseline evaluation included TBS and the FRAX risk variables, and outcomes during
follow-up (mean 6.7 years) comprised major osteoporotic fractures. The association between TBS, FRAX probabilities, and the risk of
fracture was examined using an extension of the Poisson regression model in each cohort and for each sex and expressed as the
gradient of risk (GR; hazard ratio per 1 SD change in risk variable in direction of increased risk). FRAX probabilities were adjusted for
TBS using an adjustment factor derived from an independent cohort (the Manitoba Bone Density Cohort). Overall, the GR of TBS for
major osteoporotic fracture was 1.44 (95% confidence interval [CI] 1.35–1.53) when adjusted for age and time since baseline andwas
similar in men and women (p > 0.10). When additionally adjusted for FRAX 10-year probability of major osteoporotic fracture, TBS
remained a significant, independent predictor for fracture (GR¼ 1.32, 95% CI 1.24–1.41). The adjustment of FRAX probability for TBS
resulted in a small increase in the GR (1.76, 95% CI 1.65–1.87 versus 1.70, 95% CI 1.60–1.81). A smaller change in GR for hip fracture
was observed (FRAX hip fracture probability GR 2.25 vs. 2.22). TBS is a significant predictor of fracture risk independently of FRAX. The
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findings support the use of TBS as a potential adjustment for FRAX probability, though the impact of the adjustment remains to be
determined in the context of clinical assessment guidelines. © 2015 American Society for Bone and Mineral Research.
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Introduction

Osteoporosis is conceptually defined as a systemic skeletal
disease characterized by low bone mass and micro-

architectural deterioration of bone tissue, with a consequent
increase in bone fragility and susceptibility to fracture.(1) The
operational definition of osteoporosis is based on dual-energy
X-ray absorptiometry (DXA), although clinically the presence of a
fragility fracturewith or without DXA corroboration is commonly
used as a diagnostic criterion and an intervention threshold.(2)

Although bone mineral density (BMD) measured by DXA is a
major determinant of bone strength and fracture risk,(3) most
individuals with a fragility fracture will have BMD values in the
osteopenic or even normal range.(2,4,5) Thus, factors other than
BMD influence bone strength and fracture risk, including
microarchitectural deterioration of bone tissue as implied
from the conceptual definition of osteoporosis. Additional
skeletal and extraskeletal factors such as bone geometry,
microdamage, mineralization, bone turnover, age, family history
of fracture, prior fracture, and fall risk contribute to the overall
assessment of fracture risk.(6–10)

Several of these additional factors are captured by FRAX,
which estimates the 10-year probability of hip and major
osteoporotic fracture based on the individual’s risk factor
profile.(11) FRAX does not, however, capture all skeletal
determinants of bone strength that improve upon or are
independent of BMD or prior fracture.(12) Several such
determinants are the subject of clinical research with one of
the most recent and extensively studied being the trabecular
bone score (TBS).(13–19)

TBS is a gray-level textural measurement derived from lumbar
spine DXA images. It appears to be an index of bone
microarchitecture that provides skeletal information additional
to the standard BMD measurement.(19) Several cross-sectional
studies have shown that TBS is associated with osteoporotic
fractures independently of lumbar spine BMD measurements in
postmenopausal women.(20–24) Prospective studies have also
shown that TBS predicts fracture in postmenopausal women
and older men.(25–30)

Preliminary data have shown an incremental improvement in
fracturepredictionwhen lumbar spine TBS is used in combination
with FRAX variables.(30,31) The study comprised more than
33,000 women aged 40 to 100 years from Manitoba (mean age
63 years) with baseline DXA measurements of lumbar spine TBS
and femoral neck BMD. The association between TBS, the
variables used in FRAX, and the risk ofmajor osteoporotic fracture
or death was examined using an extension of the Poisson
regression model. For each standard deviation reduction in TBS,
there was a 36% increase in major osteoporotic fracture risk
(hazard ratio [HR]¼ 1.36, 95% confidence interval [CI] 1.30–1.42,
p< 0.001) and a 32% increase in death (HR¼ 1.32, 95% CI 1.26–
1.39, p< 0.001). When adjusted for significant clinical risk factors
and femoral neck BMD, lumbar spine TBS was still a significant
predictor of major osteoporotic fracture (HR¼ 1.18, 95% CI 1.12–
1.23) and death (HR¼ 1.20, 95% CI 1.14–1.26). Models for
estimating major osteoporotic fracture probability, accounting
for competing mortality, showed that low TBS (10th percentile)

increased risk by 1.5- to 1.6-fold compared with high TBS
(90th percentile) across a broad range of ages and femoral neck
T-scores.(31) Data from this cohort have been used to derive
potential correction factors for the adjustment of FRAX-derived
probabilities to take account of TBS.(32)

The primary aim of the present meta-analytical study in
independent cohorts was to validate the FRAX-independent
contribution of TBS to fracture risk prediction and, using the
FRAX adjustments derived from the Manitoba study described
elsewhere,(32) to examine the impact of applying the adjustment
factor for TBS to FRAX probabilities.

Materials and Methods

Cohorts studied

We used baseline and follow-up data from 14 prospective
population-based cohorts comprising the Canadian Multicenter
Osteoporosis Study (CaMos), the Swiss Evaluation of theMethods
of Measurement of Osteoporotic Fracture Risk (SEMOF), the
Geelong Osteoporosis Study (GOS), the Os des Femmes de Lyon
(OFELY) cohort, the Osteoporosis and Ultrasound Study (OPUS),
the Fujiwara-kyo Osteoporosis Risk in Men (FORMEN) study, the
Japanese Population-based Osteoporosis Study (JPOS), the
Structure of Aging Men’s Bones (STRAMBO) cohort, MrOS Hong
Kong cohort, MsOS Hong Kong cohort, MrOs Sweden cohort, the
Rotterdam study (RS-I and RS-II) and the Salt Osteoporosis Study
(SOS). Details of each of the cohorts are published elsewhere and
summarized briefly below and in Table 1.

The Canadian Multicenter Osteoporosis Study (CaMos) is an
ongoing population-based, prospective age-stratified cohort of
men and women aged 25 years and older. Subjects residing
within a 50-km radius of one of nine designated clinical centers
were contacted at random by phone. Data from seven
recruitment centers were available for the present study. BMD
for the lumbar spine and proximal femur was measured at
year 10 using cross-calibrated Hologic (QDR 4500; Hologic, Inc.,
Waltham, MA, USA) and GE Lunar (Prodigy; Madison, WI, USA)
devices.(33)

The Fujiwara-kyo Osteoporosis Risk in Men (FORMEN) study
is an ancillary study of a larger prospective cohort study.
BMD measurement was undertaken using a Hologic QDR 4500
device.(34)

The Geelong Osteoporosis Study (GOS) is an ongoing
population-based, prospective age-stratified cohort of men
and women aged 20 years and older. Subjects were randomly
selected from electoral rolls of the Barwon Statistical Division
that includes the Geelong region in southeastern Australia. The
GOS was launched in 1993, but only the BMD data for men have
been included in this analysis because their BMD was measured
with a DXA suitable for TBS (GE Lunar Prodigy Pro) with sufficient
follow-up period for identifying fractures.(35)

The Japanese Population-based Osteoporosis Study (JPOS) is a
multicenter population-based study launched in 1996 toproduce
a BMD reference database using DXA (Hologic QDR 4500 device)
to evaluatebone turnovermarkers in the Japanesewomenand to
determine risk factors related to osteoporotic fractures.(36)
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MrOS Hong Kong included Chinese men of Asian ethnicity
aged 65 years and older who were enrolled between 2001 and
2003. This cohort was an age-stratified cohort giving 33% of
subjects in each of the following age groups: 65 to 69, 70 to 74,
and "75 years. Subjects were recruited in housing estates and
community centers for the elderly. Subjects had BMD evaluation
using Hologic QDR 4500 devices and were followed up for
incidence of fractures for an average of 10 years.(37,38)

MsOS Hong Kong included Chinese women of Asian ethnicity
aged 65 years and older who were recruited between 2002 and
2003. This cohort was an age-stratified cohort giving 33% of
subjects in each of the following age groups: 65 to 69, 70 to 74,
and "75 years. Subjects were recruited from housing estates
and community centers for the elderly. Participants had BMD
measured using Hologic QDR 4500 devices and were followed
up for fracture outcomes for an average of 9 years.(39)

The MrOS Sweden cohort is a multicenter prospective cohort
of mainly white men aged 69 to 81 years. Subjects were enrolled
in three sites (Malmo, Goteborg, and Uppsala) by identifying
men using national population registers. Participant follow-up
was 5.3 years on average after the baseline examination. Both
Hologic QDR 4500 and GE Lunar Prodigy devices were used to
measure BMD.(40)

The Os des Femmes de Lyon (OFELY) cohort is an age-
stratified cohort composed of 1039women (aged 31 to 89 years)
randomly recruited from the affiliates of a large health insurance
company from the Rhone district (Mutuelle Generale de
l’Education Nationale, Lyon, France). Among them, a subset of
postmenopausal white women who had BMD evaluation using
Hologic QDR4500 devices between 2000 and 2001 was selected
for the study because data from earlier visits were measured
with a DXA machine not compatible with TBS analysis (Hologic
QDR2000).(41)

The Osteoporosis and Ultrasound Study (OPUS) is a
multicenter age-stratified population-based female cohort
involving 5 centers from different European countries (Sheffield
and Aberdeen in the UK; Berlin and Kiel in Germany; and Paris in

France). Of these, data from Paris, Kiel, and Paris were used
because BMD evaluation was made on a DXA device compatible
with the TBS analysis (Hologic QDR 4500).(42)

The Rotterdam Study is a single-center population-based
follow-up study conducted in the suburb of Ommoord in
Rotterdam, where all inhabitants aged 55 years or older were
invited. The baseline study comprised a home interview
followed by two visits at the research center for clinical
examinations. The initial cohort (RS-I) recruitedmen andwomen
in 1990 with follow-up visits in 1994–1995, 1997–1999, 2002–
2004, and 2009–2011. In 2000–2001, a second cohort was
established (RS-II) with participants aged 55 years having follow-
up examinations in 2004–2005 and 2011–2012. DXA scans
(GE Lunar Prodigy) and BMD of the lumbar spine for the present
analysis were in RS-I during the third follow-up (mean age
74 years) and in RS-II during the first follow-up (mean age
68 years). Incident clinical vertebral fractures occurring during
follow-up (mean 3.03 SD 0.11 years) after DXA were extracted
from computerized records of the general practitioners and
hospital registries for both cohorts.(43,44)

In the Amsterdam Salt Osteoporosis Study (SOS), all women
aged 65 to 90 years in 225 GP practices in the northern part of
the Netherlands were invited to participate. For this meta-
analysis, 1.5 to 2 years’ follow-up data of women from the first
165 practices included between February 2010 and June 2012
were used. Womenwith at least one risk factor for fractures were
randomized into a screening group and a control group. In the
screening group, bone densitometry with TBS analyses and
vertebral fracture assessment were performed with Hologic
Discovery SL or a Hologic Discovery A at five different
locations.(45)

The Swiss Evaluation of the Methods of Measurement of
Osteoporotic Fracture Risk (SEMOF) study is a prospective study
involving 10 centers in Switzerland involving women aged
70 years and older studied prospectively for a mean time of
2.9 years. In a subset, BMD evaluation was undertaken on a
Hologic QDR 4500.(46)

Table 1. Characteristics of the Cohorts Included in the Study and the Number of Incident Fractures Observed Within Each

Incident fractures (n)

Cohort n
Women
(%)

Follow-up (years)
mean (max)

Age (years)
mean (range)

BMD FN T-score
mean (SD)

TBS mean
(SD) Hip MOP

CaMos 2863 70 4.7 (6.9) 69 (40–90) #1.89 (1.07) 1.28 (0.11) 43 157
FORMEN 1523 0 4.2 (6.1) 73 (65–90) #0.98 (0.90) 1.27 (0.08) 2 20
GOS 597 0 5.0 (7.2) 69 (40–90) 0.52 (0.88) 1.29 (0.11) 8 30
JPOS 977 100 15.0 (16.7) 63 (50–80) #1.62 (0.79) 1.31 (0.09) 27 114
MsOs Hong Kong 1953 100 8.8 (11.3) 73 (65–90) #2.31 (0.79) 1.26 (0.08) 67 225
MrOS Hong Kong 1924 0 9.9 (12.2) 72 (65–90) #1.44 (0.88) 1.28 (0.08) 61 132
MrOs Sweden 1781 0 5.3 (7.8) 77 (70–89) #0.94 (0.91) 1.26 (0.11) 39 108
OFELY 496 100 11.5 (13.4) 67 (50–88) #1.38 (0.77) 1.28 (0.10) 15 76
OPUS 937 100 5.9 (8.2) 66 (55–80) #1.21 (0.91) 1.29 (0.10) 4 57
SOS 2364 100 1.6 (3.1) 74 (62–90) 0.19 (1.00) 1.24 (0.09) 17 65
Rotterdam RS-I 914 100 3.5 (4.7) 74 (65–90) #1.59 (0.78) 1.25 (0.10) 12 39
Rotterdam RS-II 240 100 2.2 (4.5) 68 (59–88) #0.15 (0.42) 1.27 (0.10) 0 4
SEMOF 524 100 2.8 (3.7) 76 (70–82) #1.58 (0.84) 1.23 (0.11) 3 41
STRAMBO 707 0 5.4 (7.0) 72 (60–88) #0.73 (0.94) 1.28 (0.10) 0 41
Total 17809 59 6.1 (16.7) 72 (40–90) #1.20 (1.21) 1.27 (0.10) 298 1109

BMD¼bone mineral density; FN¼ femoral neck; TBS¼ trabecular bone score; MOP¼major osteoporotic fracture; CaMos¼Canadian Multicenter
Osteoporosis Study; FORMEN¼ Fujiwara-kyo Osteoporosis Risk in Men; GOS¼Geelong Osteoporosis Study; JPOS¼ Japanese Population-based
Osteoporosis Study; OFELY¼ the Os des Femmes de Lyon; OPUS¼Osteoporosis and Ultrasound Study; SOS¼ Salt Osteoporosis Study; SEMOF¼ the
Swiss Evaluation of the Methods of Measurement of Osteoporotic Fracture Risk; STRAMBO¼ Structure of Aging Men’s Bones.
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The Structure of the AgingMen’s Bones (STRAMBO) cohort is a
single-center prospective cohort study evaluating skeletal
fragility and its determinants in men. This cohort is the result
of a collaboration between INSERM (National Institute of Health
and Medical Research) and MTRL (MuTuelle de la R!egion
Lyonnaise). Participants were recruited in 2006–2008 in Lyon.(47)

Fracture outcomes

In each cohort, information was obtained on the time of incident
fractures, the site of fracture, and the time of death. Fracture
outcomes for this study comprised major osteoporotic fractures
(clinical spine, distal forearm,proximalhumerus, andhip fracture).

TBS calculations

TBS measurements were performed in the Bone Disease Center
at the Lausanne University Hospital (CHUV), Lausanne,
Switzerland (TBS iNsight Software version 2.1, Medimaps,
Merignac, France) using anonymized spine DXA files from the
cohorts to ensure blinding of the assessment to all clinical
parameters and outcomes. Within each cohort, the analysis was
confined to those with both spine and hip BMD scans available,
as well as most of the FRAX clinical risk factors. Patients with BMI
outside the working range for TBS (15 to 37 kg/m2) were also
excluded, as well as outliers identified by Box and Whisker plots
(beyond$ 1.5 interquartile range). A recent review reported TBS
precision, as the coefficient of variation, to range from 1.12% to
2.1%.(19)

FRAX probabilities

FRAX calculations of major osteoporotic and hip fracture
probabilities were undertaken using individual-level data in
each cohort using country-specific models (FRAX v3.8) (www.
shef.ac.uk/FRAX).(48) The FRAX models used comprised Australia
(597 participants), Canada (2863 participants), Switzerland (524
participants), France (1477 participants), Germany (318 partic-
ipants), Hong Kong (3877 participants), Japan (2509 partic-
ipants), Sweden (1781 participants), The Netherlands (3518
participants), and the UK (345 participants). Probability of
fracture was calculated from sex, age, body mass index (BMI),
and BMD dichotomized risk variables that included a prior
fragility fracture, including vertebral fractures where docu-
mented; parental history of hip fracture; current tobacco
smoking; ever long-term use of oral glucocorticoids; rheumatoid
arthritis; other causes of secondary osteoporosis; and daily
alcohol consumption of 3 or more units daily.

When there were missing values for a dichotomized risk
variable, the value was set to no when calculating the 10-year
probability.

Height and weight weremeasured using standard techniques
in all cohorts. BMI was calculated as weight in kilograms divided
by height squared in meters. BMD at the femoral neck was
assessed as detailed above, standardized, and converted(7) to a
T-score using the NHANES young women as reference.(49)

Relationship between clinical risk factors, TBS,
and fracture risk

FRAX provides an estimate of fracture probability that is based
on the hazard of fracture and the competing hazard of death.
Each FRAX model comprises segments that compute (a) the risk
of hip fracture and the risk of death and (b) the risk of other
major fractures (clinical vertebral, humerus, or forearm fracture)

and the risk of death. Low values of TBS are also associated
with increased risks of both fracture andmortality.(31) To explore
the independence of the risk factors contained within FRAX,
including BMD, and the effect of TBS, alone or with the clinical
risk factors, on fracture risk, we deconstructed the FRAX-like
model derived from an analysis of women in the Manitoba
cohort to provide fracture hazards without any competing
mortality hazard.(11,32) A fracture risk score was computed using
the coefficients for clinical risk factors from theManitoba cohort,
and the fracture hazards were additionally adjusted for the
accompanying TBS result using the coefficient derived from
the same study.(32) For women in each validation cohort, the
computed risk score was expressed as a sex-specific Z-score. The
gradient of hip fracture and other osteoporotic fracture risk was
examined for the use of TBS alone, FRAX, and the combination to
provide a TBS-adjusted risk score.

Combination of TBS and FRAX fracture probability

The clinical utility of TBS requires an examination of whether TBS
contributes to the prediction of hip andmajor fracture outcomes
independently of FRAX outputs. To examine the potential
impact of adjusting FRAX probabilities for the accompanying
TBS result, the FRAX hip and major osteoporotic fracture
probabilities were modified using the adjustment factor derived
from the Manitoba study(32) to provide a TBS-adjusted 10-year
probability. The gradient of risk for the latter was comparedwith
that of TBS and FRAX probabilities alone and adjusted for each
other. Comparisons were made in men and women separately
and in both sexes combined to see if the same adjustment could
be applied across both sexes.

Statistical methods

The association between TBS, FRAX probabilities, and the risk of
fracture was examined using an extension of the Poisson
regression model(50) in each cohort and for each sex. The
observation period of each participantwas divided in intervals of
1 month. The first major osteoporotic fracture or hip fracture per
person was counted for each relevant outcome. Covariates
included current age and time since start of follow-up. The
b-coefficients from each cohort were weighted according to the
variance and then merged to determine the weighted mean of
the coefficient and its standard deviation (SD). The associations
between TBS, FRAX, or the combination and risk of fracture were
described as the gradient of risk (GR; hazard ratio [HR] for
fracture per 1 SD change) in risk score together with 95%
confidence intervals (CI). At the insistence of the referees and
editor, the contribution of TBS to the clinical variables was also
reported using the area under the curve (AUC), although there
are reservations about this approach (see Discussion). TBS
thresholds were also evaluated based on a tertile approach
(low-, medium-, and high-risk groups).

The extended Poisson model is similar to Cox regression
models. The output and input are the same. The benefit of using
Poisson regressionmodel instead of Cox regressionmodel is that
Poisson regression model can use the time since follow-up as a
continuous variable in the model. Therefore, the effect of a
predictive variable can be different for different times since
baseline, and interactions between time since baseline and the
baseline variables can be investigated. The Poisson distribution is
relevant when the observation time, time between baseline, and
endpoint/end of follow-up is divided into small pieces (eg, here
1 month). In this short interval, the distribution of the endpoint is
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Poisson distributed and the probability of more than one
endpoint in this small interval is so extremely low it is negligible.
Inconsistencies between cohorts were quantified and tested

by means of the I2 statistic.(51) No important inconsistency was
found for TBS and its relation to major osteoporotic fracture
outcome (I2¼ 31%, 95% CI 0–62) or the hip fracture outcome
(I2¼ 5%, 95% CI 0–40). Low heterogeneity was also found for
FRAX in relation to the major osteoporotic fracture outcome
(I2¼ 29%, 95% CI 0–61) and the hip fracture outcome (I2¼ 0%,
95% CI 0–90). For this reason, a fixed-effect model was used.

Results

The 14 population-based cohorts from North America, Asia,
Australia, and Europe contributed 17,809 persons to the present
meta-analysis; 59% were women with only one cohort (CaMos)
contributing both men and women to the analysis (Table 1).
At baseline, the mean age was 72 years with the mean age

within cohorts ranging from 66 to 77 years. The mean BMD
femoral neck T-score was –1.20 SD with the mean T-score within
cohorts ranging from þ0.52 to –2.83. The mean TBS in the
cohorts ranged from 1.23 to 1.31 with amean in the whole study
population of 1.27. In the whole study population, TBS was
negatively but weakly correlated with age (r¼ –0.28, 95% CI
–0.26 to –0.29), and BMI (r¼ –0.16, 95% CI –0.15 to –0.17) but
positively correlated with spine and femoral neck BMD (r¼ 0.27
and r¼ 0.18, respectively). TBS was weakly but negatively
correlated with FRAX probabilities calculated with and without
femoral neck BMD, with correlation coefficients ranging from
–0.18 for FRAX hip probability without BMD to –0.24 for FRAX
major fracture probability with BMD.
Using the tertile analysis, the two thresholds corresponded to

TBS values of 1.23 and 1.31 with no differences between sexes. In
the tertiles deemed to be high risk (ie, a TBS below 1.23) or
intermediate risk (TBS1.23 to1.31), theGRs formajorosteoporotic
fracture were 2.12 (95% CI 1.53–2.94) and 1.67 (95%CI 1.35–2.10),
respectively, compared with the lowest-risk tertile (TBS >1.31).

The average follow-up length was 6.1 years with a maximum
of 16.7 years (Table 1). During follow-up, 298 persons
experienced one or more hip fractures and 1109 persons
sustained one or more major osteoporotic fractures (hip, spine,
humerus, or forearm).

Relationship between clinical risk factors, TBS,
and fracture risk

The GRs for the fracture risk score are shown in Table 2 for
women aged 50 to 90 years. Results are shown for TBS alone,
clinical risk factors contributing to FRAX, including BMD, and for
the combination.

For hip fracture and for major osteoporotic fracture, lower TBS
was associated with an increase in the risk of fracture at all ages.
Therewas a small but not significant trend for the GR to decrease
with age. For the combined clinical risk variables (ie, including
BMD), gradients of risk were high for hip fracture outcomes and
decreased progressively with age but remained significantly
increased over all ages. At all ages, the GR for hip fracture of the
FRAX variables exceeded the GR for TBS. In the case of other
major osteoporotic fractures (clinical spine, distal forearm, or
proximal humerus fracture), both TBS and clinical risk variables
were significantly associated with fracture with no significant
difference between the two risk variables.

The combination of TBS with the clinical risk variables
consistently resulted in higher GRs (Table 2). For example, at the
age of 70 years, the GR of TBS for hip fracture was 1.41 (95% CI
1.12–1.77). When using the clinical risk variables in the risk score,
the GR for hip fracture was 2.41 (95% CI 1.54–3.77). When using
both clinical risk factors and TBS in a risk score, the GR was 4.19
(95% CI 2.29–7.69). The interaction between age and risk scores
were not statistically significant (p > 0.30 for other major
osteoporotic fractures with and without TBS, p > 0.18 for hip
fracture with and without TBS).

When expressed using the AUC, the combination of clinical
risk factors and BMD had AUCs of 0.74 (95% CI 0.71–0.76) and
0.64 (95% CI 0.62–0.66) for the outcomes of hip fracture and

Table 2. Gradients of Fracture Risk per SD Change in Fracture Risk Score (With 95% Confidence Intervals) in Men and Women With the
Use of TBS Alone, Clinical Variables Alone, and the Combinationa

Risk indicator

Age (years) TBS only Clinical risk factorsbþBMD Clinical risk factorsbþ BMD þ TBS

Hip fracture
50 1.51 (0.89–2.55) 3.06 (1.58–5.94) 4.71 (2.14–10.40)
60 1.46 (1.01–2.11) 2.72 (1.59–4.64) 4.45 (2.27–8.73)
70 1.41 (1.12–1.77) 2.41 (1.54–3.77) 4.19 (2.29–7.69)
80 1.36 (1.18–1.57) 2.14 (1.39–3.28) 3.95 (2.16–7.24)
90 1.31 (1.06–1.62) 1.89 (1.17–3.08) 3.73 (1.91–7.28)
Overall 1.44 (1.28–1.62) 2.31 (2.07–2.57) 3.98 (2.90–5.45)

Other major osteoporotic fracture
50 1.54 (1.18–2.00) 1.46 (1.09–1.96) 1.53 (1.14–2.06)
60 1.51 (1.26–1.79) 1.45 (1.15–1.83) 1.52 (1.20–1.91)
70 1.47 (1.32–1.64) 1.44 (1.18–1.75) 1.50 (1.23–1.83)
80 1.44 (1.29–1.61) 1.42 (1.16–1.75) 1.49 (1.22–1.83)
90 1.41 (1.18–1.68) 1.41 (1.10–1.81) 1.48 (1.15–1.89)
Overall 1.42 (1.33–1.53) 1.42 (1.33–1.52) 1.48 (1.38–1.58)

TBS¼ trabecular bone score; BMD¼bone mineral density.
aThe gradients are adjusted for age and time since baseline. Coefficients used to derive the fracture risk score for the clinical risk variables and TBS were

those derived from a previous study in Manitoba.(32)
bClinical risk factors included in FRAX.

Journal of Bone and Mineral Research TBS IN FRACTURE RISK PREDICTION AND RELATIONSHIP TO FRAX 5



other major osteoporotic fractures, respectively. The addition of
TBS to this combination resulted in a higher AUC of 0.79 (95% CI
0.77–0.82) for hip fracture and a small increase in AUC for other
fractures (0.65, 95% CI 0.63–0.66).

Combination of TBS and FRAX fracture probability

Overall, the GR, expressed as the HR per 1 SD decrease of TBS for
major osteoporotic fracture, was 1.44 (95% CI 1.35–1.53) when
adjusted for age and time since baseline (Table 3). The GRs were
similar in men and women with no significant difference
between the sexes (p > 0.10). When additionally adjusted for
FRAX 10-year probability of major osteoporotic fracture, the GR
for TBS decreased somewhat to 1.32 (95% CI 1.24–1.41), but it
remained a significant, independent predictor for fracture
probability. The inclusion of TBS in the predictive model
resulted in a small reduction in the GR for the FRAX probability
from 1.70 (95% CI 1.60–1.81) to 1.60 (95% CI 1.50–1.71), whereas
the adjustment of probability for TBS resulted in a small increase
in the GR (1.76, 95% CI 1.65–1.87).

For incident hip fracture alone, the GR for TBS alone (GR 1.44,
95% CI 1.28–1.62) (Table 4) was similar to that for major
osteoporotic fracture (Table 3). Further adjustment for the FRAX
10-year probability of hip fracture similarly reduced the GR for

TBS, but it remained a significant predictor of hip fracture (1.28,
95% CI 1.13–1.45). The adjustment of FRAX model for TBS
resulted in a small reduction in the GR for the FRAX probability of
hip fracture from 2.22 (95% CI 2.00–2.47) to 2.13 (95% CI 1.91–
2.38) and the use of TBS-adjusted probability resulted in a small
increase in the GR. As for major osteoporotic fracture, the GRs of
TBS and FRAX probabilities tended to be slightly higher for men
than for women, but these differences were not statistically
significant (p > 0.20) (Table 4).

For both hip fracture and major osteoporotic fracture, incorpo-
ration of the TBS-adjustment factor resulted in an improvement
in the GR. For example, the GR for FRAX probability of major
osteoporotic fracture (adjusted for age and time since baseline) in
men and women was 1.70 (95% CI 1.60–1.81) and this increased
to 1.76 (95% CI 1.65–1.87) when adjusted for TBS (Table 3). The
impact for hip fracture was similar (GR¼ 2.22 and 2.25 without
and with the TBS correction, respectively) (see Table 4).

The mean FRAX 10-year probability of a major osteoporotic
fracture was 9.8%, ranging from 4.1% to 24.0% across the
cohorts. When the adjustment factor for TBS was applied, the
mean 10-year probability increased slightly to 10.3% and varied
from 4.6% to 23.9% across the cohorts. The mean FRAX 10-year
probability of hip fracture was 3.5%with a small increase to 3.7%
when adding TBS.

Table 3. Gradient of Risk (Hazard Ratio per 1 SD) for the Association Between the Outcome of Major Osteoporotic Fracture and TBS or
FRAX Probability Adjusted for Time Since Baseline and Age and Additionally Adjusted for Each Other, and FRAX Probability
Incorporating TBS Adjustment Factor

Men þ women Men Women

GR (95% CI) GR (95% CI) GR (95% CI)

TBS adjusted for
Time since baseline and age 1.44 (1.35–1.53) 1.50 (1.36–1.66) 1.40 (1.30–1.52)
þFRAX probabilitya 1.32 (1.24–1.41) 1.35 (1.21–1.49) 1.31 (1.21–1.42)

FRAX probabilitya adjusted for
Time since baseline and age 1.70 (1.60–1.81) 1.80 (1.64–1.98) 1.63 (1.50–1.77)
þTBS 1.60 (1.50–1.71) 1.69 (1.54–1.87) 1.54 (1.41–1.68)

TBS-adjusted 10-year probabilityb adjusted for
Time since baseline and age 1.76 (1.65–1.87) 1.86 (1.70–2.04) 1.68 (1.55–1.82)

GR¼gradient of risk; TBS¼ trabecular bone score; CI¼ confidence interval.
aTen-year probability of major osteoporotic fracture calculated using BMD with FRAX.
bTen-year probability adjusted using adjustment factor for TBS derived from McCloskey and colleagues.(32)

Table 4. Gradient of Risk (Hazard Ratio per 1 SD) for the Association Between the Outcome of Hip Fracture and TBS or FRAX Probability
Adjusted for Time Since Baseline and Age and Additionally Adjusted for EachOther, and FRAX Probability Incorporating TBS Adjustment
Factor

Men þ women Men Women

GR (95% CI) GR (95% CI) GR (95% CI)

TBS adjusted for
Time since baseline and age 1.44 (1.28–1.62) 1.47 (1.23–1.75) 1.42 (1.21–1.67)
þFRAX probabilitya 1.28 (1.13–1.45) 1.27 (1.06–1.53) 1.29 (1.09–1.52)

FRAX probabilitya adjusted for
Time since baseline and age 2.22 (2.00–2.47) 2.34 (2.02–2.72) 2.11 (1.81–2.45)
þTBS 2.13 (1.91–2.38) 2.28 (1.96–2.66) 1.99 (1.70–2.32)

TBS-adjusted10-year probabilityb

Time since baseline and age 2.25 (2.03–2.51) 2.37 (2.04–2.75) 2.14 (1.84–2.49)

GR¼gradient of risk; TBS¼ trabecular bone score; CI¼ confidence interval.
aTen-year probability of hip fracture calculated using BMD with FRAX.
bTen-year hip fracture probability adjusted using adjustment factor for TBS derived from McCloskey and colleagues.(32)
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Discussion

A number of studies have consistently shown TBS to be
associated with fracture risk in both cross-sectional and
prospective designs.(19,20,24–27,30,31,52–55) The meta-analysis re-
ported here is the largest study to date that has investigated the
role of TBS in multinational cohorts. In both men and women,
TBS was a consistent and significant predictor of fracture risk.
Thus, the results of the present study have a key role in
establishing the validity of TBS as a widely applicable predictive
measure. The findings of the study support the use of TBS, not
only as a standalone assessment of fracture risk but also, more
importantly, as an independent contributor to amore global risk
assessment that could permit its use alongside established risk
assessment tools such as FRAX. This was reflected in the higher
GRs and AUCs when TBS was combined with the FRAX clinical
risk factors and BMD, particularly for hip fracture outcomes. The
use of AUCs can be problematic; although it is widely accepted
as a means of characterizing discriminatory variables, it can be
influenced by factors such as the distribution of risk factors
within different study populations and can change depending
on the timeframe, a feature that frequently varies across studies.
Lack of appreciation of these points can lead to incorrect
comparison of predictive tools across populations.(56)

The analyses of each cohort showed that TBS was consistently
an independent contributor to the assessment of fracture risk
and that the relationship with other risk factors was robust
across sex, diverse races, fracture incidences, and geographical
regions. Using the fracture risk score coefficients derived from
theManitoba cohort,(32) the combination of TBS with the clinical
risk factors (including BMD) showed enhanced gradients of risk
for hip and non-hipmajor osteoporotic fractures compared with
TBS or the FRAX risk factors alone. Similar results were observed
for the combination of TBS with actual FRAX probabilities in
models predicting major osteoporotic fractures or hip fractures
alone.
This study has a number of limitations and strengths. That the

measurements of TBS were undertaken at a single center might
be regarded as both a limitation and a strength. It should be
noted that the TBS analyses were blinded to the subsequent
incidence of fracture and that a fully automated, operator-
independent algorithm was used to calculate TBS from the DXA
spine BMD image once the latter had been optimally processed
for the measurement of BMD, ie, there was no further operator
input once the image had been accepted for BMD measure-
ment. All of the statistical analyses were undertaken indepen-
dently of the provider of the TBS measurements. A further
possible limitation is that although all subjects had measure-
ments of spine and femoral neck BMD available, some of the
FRAX variables were missing in some cohorts or participants. In
this case, the risk variable input was set to zero so that the
calculated probabilities are lower than might be expected. For
example, data were incomplete on causes of secondary
osteoporosis, but this variable is no longer weighted in models
containing femoral neck BMD, and GRs were similar in models
with and without BMD. One might also expect that missing
information at baseline would be randomly distributed between
those sustaining incident fractures and those remaining
fracture-free so that the impact on the examination of
relationships is minimized. On another note, we know that
the risk identified by low lumbar spine BMD is reversible with
treatment but it is not yet known if the same is true for TBS.
The major strength of this meta-analysis relates to the use of

individual-level data to enable the examination of interactions
between TBS and other risk variables and the derivation of
adjusted FRAX probabilities at an individual level.

The clinical application of these findings with FRAX will vary
from country to country depending on the FRAX model used
and, more importantly, the manner whereby FRAX-generated
probabilities are incorporated into clinical decision making. The
use of FRAX in clinical practice demands a consideration of the
fracture probability at which to intervene, both for treatment
(an intervention threshold) and for BMD testing (assessment
thresholds). A general approach is shown in Fig. 1.(57) The
management process begins with the assessment of fracture
probability and the categorization of fracture risk on the basis of
age, sex, BMI, and the clinical risk factors. On this information
alone, some patients at high risk may be offered treatment
without recourse to BMD testing. Many guidelines recommend
treatment in the absence of information on BMD in women with
a previous fragility fracture (a prior vertebral or hip fracture in
North America).(58–61) Many physicians would also perform a
BMD test, but frequently this is for reasons other than to decide
on intervention, for example, as a baseline tomonitor treatment.
Therewill be other instances where the probability will be so low
that a decision not to treat can be made without BMD. An
example might be the well woman at menopause with no
clinical risk factors. Thus, not all individuals require a BMD test.
The size of the intermediate category in Fig. 1 will vary in
different countries. In the US, this will be a large category,
whereas in a large number of countries with limited or no access
to densitometry, the size of the intermediate group will
necessarily be small. In other countries (eg, the UK), where
provision for BMD testing is suboptimal, the intermediate
category will lie between the two extremes.

It is evident, therefore, that the approach to the setting of
intervention thresholds for BMD testing or for treatment varies
markedly worldwide. The question arises how many patients
would be reclassified from low risk to high risk and vice versa

Fig. 1. An example of a case-finding strategy for the use of fracture
probabilities. This necessitates the need for assessment thresholds
(intermediate group) and intervention thresholds (assessment and high/
low-risk groups; the latter represents the intervention threshold).
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with the consideration of TBS alongside FRAX or other risk
instruments. It is likely that the number of individuals whowould
be reclassified after adjustment will be small because reclassifi-
cation will be most frequent at probabilities close to the
intervention threshold.(62) The findings are likely to be similar to
those observedwith use of the offset between lumbar spine and
femoral neck BMD T-scores. In these studies, the proportion of
patients reclassified across thresholds were typically small,
ranging from 2.3% to 8.3%.(63,64) The quantum of effect of TBS
remains, however, to be determined in the context of clinical
assessment guidelines.

We conclude that TBS is a consistent and significant predictor
of fracture risk and provides information independently of FRAX
in men and women from independent, international cohorts
including multiple ethnicities. The findings of the study support
the use of TBS as a standalone assessment of fracture risk and,
using adjustments derived from the Manitoba cohort, as a post
hoc adjunct to risk assessment with FRAX.

Disclosures

CG has received consulting fees or honoraria and travel support
from MediMaps. DG is a Board member or received consultancy
fees from Amgen and Lilly. His institution has received research
funding from Amgen, Lilly and Merck. DH is the President of
Medimaps. EVM and/or his institution have received consultancy
fees, research funding and/or honoraria from the Alliance for
Better Bone Health, Amgen, Consilient, GE Lunar, GSK, Hologic,
Internis, Lilly, Merck, Novartis, ONO, Pfizer, Roche, Servier, UCB
and Wyeth. NH and/or his institution have received consultancy
fees, research funding and/or honoraria from the Alliance for
Better Bone Health, Amgen, Consilient, Internis, Lilly, Merck,
Servier and Shire. AK and/or his institution have received
consultancy fees, research funding and/or honoraria for
lectures/educational materials from the Amgen, Lilly, MEDA
and Shire HGT. TK’s institution has received research funding
from NIH (US) and RGC (HK). WL and/or his institution have
received research funding and/or honoraria Amgen, Genzyme,
Lilly and Novartis. JP’s institution has received research funding
fromNHMRC. JT’s institution has received research funding from
the Japanese Society for the Promotion of Science.

Acknowledgments

Authors’ roles: All authors made substantial contributions to
conception and design, acquisition of data, or analysis and
interpretation of data. They also approved the final version of
the submitted manuscript and agreed to be accountable for all
aspects of the work in ensuring that questions related to the
accuracy or integrity of any part of the work are appropriately
investigated and resolved. EVM, JAK, HJ, NH, AO, DH, WL
participated in drafting the manuscript or revising it critically for
important intellectual content.

References

1. Consensus development conference: diagnosis, prophylaxis, and
treatment of osteoporosis. Am J Med. 1993;94(6):646–50.

2. Assessment of fracture risk and its application to screening for
postmenopausal osteoporosis. Report of aWHO Study Group. World
Health Organ Tech Rep Ser. 1994;843:1–129.

3. Johnell O, Kanis JA, Oden A, et al. Predictive value of BMD for hip and
other fractures. J Bone Miner Res. 2005;20(7):1185–94.

4. Miller PD, Siris ES, Barrett-Connor E, et al. Prediction of fracture risk in
postmenopausal white women with peripheral bone densitometry:
evidence from the National Osteoporosis Risk Assessment. J Bone
Miner Res. 2002;17(12):2222–30.

5. Pasco JA, Seeman E, HenryMJ, Merriman EN, Nicholson GC, Kotowicz
MA. The population burden of fractures originates in women with
osteopenia, not osteoporosis. Osteoporos Int. 2006;17(9):1404–9.

6. Albrand G, Munoz F, Sornay-Rendu E, DuBoeuf F, Delmas PD.
Independent predictors of all osteoporosis-related fractures in
healthy postmenopausal women: the OFELY study. Bone. 2003;
32(1):78–85.

7. Hui SL, Slemenda CW, Johnston CC Jr. Age and bone mass as
predictors of fracture in a prospective study. J Clin Invest. 1988;
81(6):1804–9.

8. Kanis JA, Johansson H, Oden A, et al. A family history of fracture and
fracture risk: a meta-analysis. Bone. 2004;35(5):1029–37.

9. Kanis JA, Johnell O, De Laet C, et al. A meta-analysis of previous
fracture and subsequent fracture risk. Bone. 2004;35(2):375–82.

10. Link TM,Majumdar S. Current diagnostic techniques in the evaluation
of bone architecture. Curr Osteoporos Rep. 2004; 2(2):47–52.

11. Kanis JA, Oden A, Johnell O, et al. The use of clinical risk factors
enhances the performance of BMD in the prediction of hip and
osteoporotic fractures in men and women. Osteoporos Int.
2007;18(8):1033–46.

12. Diez-Perez A, Gonzalez-Macias J, Marin F, et al. Prediction of absolute
risk of non-spinal fractures using clinical risk factors and heel
quantitative ultrasound. Osteoporos Int. 2007;18(5):629–39.

13. Yang L, Peel N, Clowes JA, McCloskey EV, Eastell R. Use of DXA-based
structural engineeringmodels of the proximal femur to discriminate
hip fracture. J Bone Miner Res. 2009;24(1):33–42.

14. Faulkner KG, Cummings SR, Black D, Palermo L, Gluer CC, Genant
HK. Simple measurement of femoral geometry predicts hip
fracture: the study of osteoporotic fractures. J Bone Miner Res.
1993;8(10):1211–7.

15. Keaveny TM, Kopperdahl D, Melton L, et al. Age-dependence of
femoral strength in white women and men. J Bone Miner Res.
2010;25(5):994–1001.

16. Gluer CC. Quantitative ultrasound—it is time to focus research
efforts. Bone. 2007;40(1):9–13.

17. Guerri-Fernandez RC, Nogues X, Quesada Gomez JM, et al. Micro-
indentation for in vivo measurement of bone tissue material
properties in atypical femoral fracture patients and controls. J Bone
Miner Res. 2013;28(1):162–8.

18. Randall C, Bridges D, Guerri R, et al. Applications of a new handheld
reference point indentation instrument measuring bone material
strength. J Med Device. 2013;7(4):410051–6.

19. Silva BC, Leslie WD, Resch H, et al. Trabecular bone score: a
noninvasive analytical method based upon the DXA image. J Bone
Miner Res. 2014;29(3):518–30.

20. Pothuaud L, Barthe N, Krieg MA, Mehsen N, Carceller P, Hans D.
Evaluation of the potential use of trabecular bone score to
complement bone mineral density in the diagnosis of osteoporosis:
a preliminary spine BMD-matched, case-control study. J Clin
Densitom. 2009;12(2):170–6.

21. Winzenrieth R, Dufour R, Pothuaud L, Hans D. A retrospective case-
control study assessing the role of trabecular bone score in
postmenopausal Caucasian women with osteopenia: analyzing the
odds of vertebral fracture. Calcif Tissue Int. 2010;86(2):104–9.

22. Rabier B, Heraud A, Grand-Lenoir C, Winzenrieth R, Hans D.
A multicentre, retrospective case-control study assessing the role
of trabecular bone score (TBS) in menopausal Caucasian women
with low areal bone mineral density (BMDa): analysing the odds of
vertebral fracture. Bone. 2010;46(1):176–81.

23. Del Rio LM, Winzenrieth R, Cormier C, Di Gregorio S. Is bone
microarchitecture status of the lumbar spine assessed by TBS related
to femoral neck fracture? A Spanish case-control study. Osteoporos
Int. 2013;24(3):991–8.

24. Krueger D, Fidler E, Libber J, Aubry-Rozier B, Hans D, Binkley N. Spine
trabecular bone score subsequent to bonemineral density improves
fracture discrimination in women. J Clin Densitom. 2014;17(1):60–5.

8 MCCLOSKEY ET AL. Journal of Bone and Mineral Research



25. Hans D, Goertzen AL, Krieg MA, Leslie WD. Bone microarchitecture
assessed by TBS predicts osteoporotic fractures independent
of bone density: the Manitoba study. J Bone Miner Res. 2011;
26(11):2762–9.

26. Briot K, Paternotte S, Kolta S, et al. Added value of trabecular bone
score to bone mineral density for prediction of osteoporotic
fractures in postmenopausal women: the OPUS study. Bone.
2013;57(1):232–6.

27. Boutroy S, Hans D, Sornay-Rendu E, Vilayphiou N, Winzenrieth R,
Chapurlat R. Trabecular bone score improves fracture risk prediction
in non-osteoporotic women: the OFELY study. Osteoporos Int.
2013;24(1):77–85.

28. Iki M, Tamaki J, Kadowaki E, et al. Trabecular bone score (TBS)
predicts vertebral fractures in Japanese women over 10 years
independently of bone density and prevalent vertebral deformity:
the Japanese Population-Based Osteoporosis (JPOS) cohort study.
J Bone Miner Res. 2014;29(2):399–407.

29. Lamy O, Metzger M, Krieg MA, Aubry-Rozier B, Stoll D, Hans D.
[OsteoLaus: prediction of osteoporotic fractures by clinical
risk factors andDXA, IVA and TBS]. RevMed Suisse. 2011;7(315):2130,
2–4, 6.

30. Leslie WD, Aubry-Rozier B, Lix LM, Morin SN, Majumdar SR, Hans D.
Spine bone texture assessed by trabecular bone score (TBS) predicts
osteoporotic fractures in men: the Manitoba Bone Density Program.
Bone. 2014;67:10–4.

31. Leslie WD, Johansson H, Kanis JA, et al. Lumbar spine texture
enhances 10-year fracture probability assessment. Osteoporos Int.
2014;25(9):2271–7.

32. McCloskey EV, Oden A, Harvey NC, et al. Adjusting fracture
probability by trabecular bone score. Calcif Tissue Int. 2015;96(6):
500–9.

33. Kreiger N, Tenenhouse A, Joseph L, et al. The Canadian Multicentre
Osteoporosis Study (CaMos): background, rationale, methods. Can J
Aging. 1999;18:376–87.

34. Iki M, Fujita Y, Tamaki J, et al. Design and baseline characteristics of a
prospective cohort study for determinants of osteoporotic fracture
in community-dwelling elderly Japanese men: the Fujiwara-kyo
osteoporosis risk in men (FORMEN) study. BMC Musculoskelet
Disord. 2009;10:165.

35. Pasco JA, Nicholson GC, Kotowicz MA. Cohort profile: Geelong
Osteoporosis Study. Int J Epidemiol. 2012;41(6):1565–75.

36. Iki M, Tamaki J, Sato Y, et al. Cohort profile: the Japanese Population-
based Osteoporosis (JPOS) Cohort Study. Int J Epidemiol. 2015;
44(2):405–14.

37. Kwok AW, Gong JS, Wang YX, et al. Prevalence and risk factors of
radiographic vertebral fractures in elderly Chinese men and women:
results of Mr. OS (Hong Kong) and Ms. OS (Hong Kong) studies.
Osteoporos Int. 2013;24(3):877–85.

38. Kwok T, Khoo CC, Leung J, et al. Predictive values of calcaneal
quantitative ultrasound and dual energy X ray absorptiometry for
non-vertebral fracture in older men: results from the MrOS study
(Hong Kong). Osteoporos Int. 2012;23(3):1001–6.

39. Wong SY, Kwok T, Woo J, et al. Bone mineral density and the risk of
peripheral arterial disease in men and women: results from Mr. and
Ms. OS, Hong Kong. Osteoporos Int. 2005;16(12):1933–8.

40. Jutberger H, Lorentzon M, Barrett-Connor E, et al. Smoking predicts
incident fractures in elderly men: Mr OS Sweden. J Bone Miner Res.
2010;25(5):1010–6.

41. Garnero P, Borel O, Sornay-Rendu E, Arlot ME, Delmas PD. Vitamin D
receptor gene polymorphisms are not related to bone turnover, rate
of bone loss, and bone mass in postmenopausal women: the OFELY
Study. J Bone Miner Res. 1996;11(6):827–34.

42. Gluer CC, Eastell R, Reid DM, et al. Association of five quantitative
ultrasound devices and bone densitometry with osteoporotic
vertebral fractures in a population-based sample: the OPUS Study.
J Bone Miner Res. 2004;19(5):782–93.

43. Schuit SC, van der Klift M, Weel AE, et al. Fracture incidence and
association with bone mineral density in elderly men and women:
the Rotterdam Study. Bone. 2004;34(1):195–202.

44. Hofman A, Grobbee DE, de Jong PT, van den Ouweland FA.
Determinants of disease and disability in the elderly: the Rotterdam
Elderly Study. Eur J Epidemiol. 1991;7(4):403–22.

45. Elders P. Stepped screening of fracture risk. A case finding and
treatment program for women of 65 years of age and older in
primary care. Nederlands Trial Register. 2014.

46. Krieg MA, Comuz J, Ruffieux C, Burckhardt P. [Role of bone
ultrasound in predicting hip fracture risk in women 70 years or older:
results of the SEMOF study and comparisonwith literature data]. Rev
Med Suisse Romande. 2004;124(2):59–62.

47. Szulc P, Boutroy S, Vilayphiou N, Chaitou A, Delmas PD, Chapurlat R.
Cross-sectional analysis of the association between fragility fractures
and bone microarchitecture in older men: the STRAMBO study.
J Bone Miner Res. 2011;26(6):1358–67.

48. Kanis JA on behalf of the WHO Scientific Group. Assessment of
osteoporosis at the primary health-care level. Technical Report.
Sheffield:WHOCollaboratingCentre,Universityof Sheffield, UK; 2008.

49. Looker AC, Wahner HW, Dunn WL, et al. Updated data on proximal
femur bone mineral levels of US adults. Osteoporos Int. 1998;
8(5):468–89.

50. Breslow NE, Day NE. Statistical methods in cancer research. IARC
Scientific Publications No 32. 1987;2:131–5.

51. Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring
inconsistency in meta-analyses. BMJ. 2003;327(7414):557–60.

52. Nassar K, Paternotte S, Kolta S, Fechtenbaum J, Roux C, Briot K.
Added value of trabecular bone score over bone mineral density for
identification of vertebral fractures in patients with areal bone
mineral density in the non-osteoporotic range. Osteoporos Int.
2014;25(1):243–9.

53. Silva BC, Bilezikian JP. Trabecular bone score: perspectives of an
imaging technology coming of age. Arq Bras Endocrinol Metabol.
2014;58(5):493–503.

54. Leslie WD, Krieg MA, Hans D, Manitoba Bone Density P. Clinical
factors associated with trabecular bone score. J Clin Densitom.
2013;16(3):374–9.

55. Silva BC, Walker MD, Abraham A, et al. Trabecular bone score is
associated with volumetric bone density and microarchitecture as
assessed by central QCT and HRpQCT in Chinese American and
white women. J Clin Densitom. 2013;16(4):554–61.

56. Kanis JA, Oden A, Johansson H, McCloskey E. Pitfalls in the external
validation of FRAX. Osteoporos Int. 2012;23(2):423–31.

57. Kanis JA, McCloskey EV, Johansson H, et al. Case finding for the
management of osteoporosis with FRAX—assessment and inter-
vention thresholds for the UK. Osteoporos Int. 2008;19(10):
1395–408.

58. Dawson-Hughes B. A revised clinician’s guide to the prevention and
treatment of osteoporosis. J Clin Endocrinol Metab. 2008;93(7):
2463–5.

59. Dawson-Hughes B, Tosteson AN, Melton LJ 3rd, et al. Implications of
absolute fracture risk assessment for osteoporosis practice guide-
lines in the USA. Osteoporos Int. 2008;19(4):449–58.

60. Papaioannou A, Morin S, Cheung AM, et al. 2010 clinical practice
guidelines for the diagnosis and management of osteoporosis in
Canada: summary. CMAJ. 2010;182(17):1864–73.

61. Grossman JM, Gordon R, Ranganath VK, et al. American College of
Rheumatology 2010 recommendations for the prevention and
treatment of glucocorticoid-induced osteoporosis. Arthritis Care Res
(Hoboken). 2010;62(11):1515–26.

62. Johansson H, Oden A, Johnell O, et al. Optimization of BMD
measurements to identify high risk groups for treatment—a test
analysis. J Bone Miner Res. 2004;19(6):906–13.

63. Johansson H, Kanis JA, Oden A, et al. Impact of femoral neck and
lumbar spine BMD discordances on FRAX probabilities in women: a
meta-analysis of international cohorts. Calcif Tissue Int. 2014;95(5):
428–35.

64. Leslie WD, Kovacs CS, Olszynski WP, et al. Spine-hip T-score
difference predicts major osteoporotic fracture risk independent of
FRAX((R)): a population-based report from CAMOS. J Clin Densitom.
2011;14(3):286–93.

Journal of Bone and Mineral Research TBS IN FRACTURE RISK PREDICTION AND RELATIONSHIP TO FRAX 9


