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OSTEOPOROTIK KIRIK RiSKi HESAPLANMASI

Osteoporozun degisik tamimlar1 vardir. Bunlardan
biri Diinya Saglik Orgiitii (DSO) tarafindan yapil-
must.! Bu tanum; T- skoru degerlendirmesine daya-
niyordu. Amag, muhtemelen, olaya matematiksel
yaklagim idi. Boylece tedavide ve geri 6demelerde
daha somut 6l¢titler kullaniliyordu.

Ancak son yillarda yapilan aragtirmalar gosterdi
ki; osteoporotik kiriklarin 6nemli bir kismi1 oste-
openik denilen gurupta goriilmektedir.”! Ayrica,
bazi molekiiller kemik mineral yogunlunu (KMY)
digerlerine oranla ¢ok daha ytiksek oranlarda artir-
diklar1 halde, kirik riskini azaltma oranlar1 birbiri-
ne yakin degerlerde olmaktadir.

Dolayisiyla kirik riskini sadece KMY’nin degil
fakat kemik dongiisii, kemik mimarisi gibi bagka
etkenlerin de iginde yer aldigi kemik giictiniin
olusturdugu anlasildi.

Yas, gecirilmis kirik, annede osteoporotik kirik hika-
yesi, ti¢ aydan uzun stire kortizon kullanilmas: gibi
etkenler de osteoporotik kirik riskini artirmaktadir.

Tiim bu veriler, DSO’yii yeni arayiglara yoneltti.
Kisa bir siire 6énce sonuglanan ¢alismalar sonunda,
FRAX™ olarak amlan ve osteoporik kirik riski hesap-
lanmasinda kullanilacak bir tablo gelistirildi.®! Bu
tablodan da anlasildig: gibi KMY nin disinda bir dizi
etken de kirik riskini artirmada rol oynamaktadir.
Ancak, muhtemelen Tiirkiye i¢in kullamlan verilerin
yetersiz olmasi nedeniyle hatali sonuglar ¢tkmakta-
dir. Uygulama ile bu tablonun eksikleri ortaya ¢ika-
cak ve zamanla daha saglikli hale gelecektir.
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OSTEOPOROTIC FRACTURE RISK ASSESTMENT

There are different definitions of osteoporosis. One
of them belongs to World Health Organization
(WHO).! This definition based on the evaluation
of T-score. Probably, an approach that is more obje-
ctive was aimed. This was an objective criterion for
the treatment and the reimbursement.

However, recent studies demonstrated that an
important majority of the osteoporotic fractures
occurred in the so-called osteopenic population.®
Moreover, although some molecules increase bone
mineral density (BMD) much more than the others,
all of them decrease the fracture risk at similar
rates.

For these reasons, it is understood that the fracture
risk depends on not only BMD, but also on bone
strength which includes bone turnover, bone arc-
hitecture etc.

Factors like age, former osteoporotic fracture,
parental fracture history, and cortisone intake more
than three months also increase the fracture risk.

All these data forced WHO to find new approa-
ches. Recently, WHO developed FRAX™ which
is a table used for the osteoporotic fracture risk
assessment.’’ As seen in the table many fac-
tors play a role in the increasing fracture risk
besides BMD. But, the results for Turkey are
incorrect probably due to the insufficient data.
With further applications, the shortcomings of
this table will be discovered, and this tool will
improve.

REFERENCES

1. Assessment of fracture risk and its application to scre-
ening for postmenopausal osteoporosis. Report of a
WHO Study Group. World Health Organ Tech Rep Ser
1994;843:1-129.

2. Siris ES, Chen YT, Abbott TA, Barrett-Connor E, Miller
PD, Wehren LE, et al. Bone mineral density thresholds
for pharmacological intervention to prevent fractures.
Arch Intern Med 2004;164:1108-12.

3. Available from: http://www.shef.ac.uk/FRAX/tool.
jsp?locationValue=6



