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BMD, estimates at the hip, but not the spine, being comparable 
to others in the literature, estimates were 1.8 [1.1-2.7] for hip 
BMD and 2.3 [1.9-2.3] for spine BMD. (8) 

Database selection: [n women, the sensitivity and the area 
under the ROC for picking up patients with prevalent vertebral 

.~ 

fractures were higher when the Western database was selected 
ROC=0.61 at the hip, as compared to the Lebanese database 
ROC=0.57, but the NPP and the PPV did not differ between the 
2 databases. A similar pattern was noted in men. Furthermore, 
the proportion of Lebanese women with a BMD-based T-score 
of osteoporosis were comparable to those obtained in western 
subjects matched for age, when a western, but not a Lebanese, 
database was used (9). 

Skeletal site selection: The age adjusted ORjSD decrease in 
BM D for identifying a subject with a vertebral fracture was 
highest for the femoral neck, the numbers were: femoral neck 
OR=1.79 [1.22-2.62], total hip OR=1.58 [1.15-2.19], and for the 
spine OR=0.99 [0.99-1.50J. These estimates are consistent 
with similarly derived estimates for identifying patients with 
vertebral Fractures, from the placebo arm of the risedronate trial, 
values of 2.47 [1.79-3.42] were obtained for the femoral neck and 
1.84 [1.19-2.85] forthe lumbar spine (10). Similarly, using the ROC
 
curve as the criterion for best site to predict vertebral fractures
 
revealed that the femoral neck was the best site with a ROC of
 
0.65, ROC for spine was 0.59, combining more than one site, or
 
taking lowest, did not improve ROC further, similarly to what
 
was previously reported (10).
 

In conclusion, the ability of BMD to predict prevalent vertebral 
fractures (RRjSD) is the same in Caucasians whether from 
Western countries, or from Lebanon. Our results also validate 
the recommendation of the use of the hip as the only skeletal 
site for fracture risk assessment in the elderly, and the [OF 
caution against the use of local databases, and favoring the 
use of universal standardized databases (11) This Update of the 
Lebanese Guidelines, based on analyses of data derived from a 
population based study of elderly Lebanese, lay the ground for 
aligning the Lebanese Guidelines with the global fracture risk 
model (9). The latter would calculate absolute fracture probability 
(12). either with or without the use of BMD, depending on the 
original risk stratification derived from clinical risk factors alone 
(9). Treatment could therefore be offered to those individuals 
identified as having a fracture probability greater than a certain 
threshold, a threshold that can vary between countries and 
societies depending on the availability of health resources based 

·on cost-effectiveness analyses. 
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· Peak BMO :::; than that in Western world (0.3- 0.6S0)
 

· BMO lower across all age groups 

· Vertebral Fx prevalence >65 yrs= to that US/Europe 

· Hip Fracture incidence close to Southern Europe:
 
age younger, mortality higher, care gap
 

· BMO/FX relation is the same 
/'

· Use Western database for fracture risk assessment 
in older individuals (WHO. Lebanese Guidelines 2002. 

8 Lebanese Guidelines 2006) . 

How many sites to measure? 

· Fracture discrimination using BMD tested in a
 
large population based sample of elderly, ages
 
65-85 yrs
 

· Hip was a better single predictor than the spine
 
(using RR/SD and ROC curves).
 

· Adding the spine did not add to the
 
discriminative ability to predict fractures (similar to
 
data from Risedronate trial. Kanis et al. 01 2004)
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