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(WE] Bf WRELCEBE Y H & (Ankylosing spondylitis, AS) RPHIFH B R AE . KE
¥ (BMI) S EH B 5 & & (L, BMC.L,, BMC) . T BUB % i (L, BMD. L, BMD) .EEHE A L W
FER(L,, BMAD.L,, BMAD) 2 HIf M X 4%, BEFSH RITRET VI FASRYERE FEENEE
WXEEREMER, Ak SBBEHFLEASREYPRE M, Gt ASBEER(y) B (em).
A E (kg) . BMI(kg/m®) R (mon) & ESR (mm/h) % ZE &, B f§ DPX - 1Q X8k X & B # B (X (DEXA)
KM L, BMC.L,,BMC.L,,BMD I L,,BMD, i % L, ,BMAD #I L, , BMAD(BMAD = BMC/H 2, g/cm’) ;
RAMELABEASTARALTERMELE, 4R S8 .57 .4&E BMI.JFE.ESR. L4,BMC.L, BMC,
1,4BMD.L, ,BMD L, ,BMAD HI L, ,BMAD 74 8 {H 5> 5 4 (17.56 £ 2.01)y.(168.52 + 8.59) cm.(56.13 +
12.72) kg.(19.65 £ 3.42) kg/m?,(19.61 £ 12.39)mon, (21.71 £ 10.04) mm/h,(52.16 £ 12.17) g, (41.29
+9.59) g.(0.971 £0.139) g/cm®,(0.984  0.142) g/cm? . (0,1332 £ 0.0146) g/m’ F(0.1527 £ 0.0173) g/
mo NERHESHHEUEL AS R H) ESR W H (51.61% AS ¥ ESR=20 mw/h) H5EHRSE. &
FHR2AME(r=-0.509~-0.424.P=0.003~0.018), FHEBHSHTEANEEREH#A L,
BMD(R = -0.657, P = 0.000) .1, ,BMD ( R = 0. 620, P = 0.000) .L,,BMAD(R = 0.551, P = 0.001) #l L, ,
BMAD(R =0.510,P =0.003) B} [H¥T 8; B — il , 3 R E X W H L BMC(R =0.676, P = 0.000) 1 L,
BMC(R=0.673,P=0.000) T EHMXERXTMHEAAKXEAKI B, it SRAKENHENTLF AS
PHBRBRRBEENEEHCHE., KA ELAE AR EESF S BEAMBEEMNTEHRLE
AN TRETLFASREYVBEZELR ASHEABRRANESRRENL.
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Effects of age, height, weight and BMI on lumbar spinal bone mineral contents and densities in Chinese
adolescents with early ankylosing spondylitis MA Xing, HU Yunyu, WU Xigoming, et al. Institute of Or-
thopaedic Surgery of PLA & Department of Orthopaedics, Xijing Hospital, Fourth Military Medical University , Xi'
an 710032, China

[Abstract] Objective To study the possible effects of age, height, weight and body mass index (BMI)
on lumbar spinal bone mineral contents (L, 4BMC, L, ,BMC), areal bone mineral densities (L,4BMD,L, ,BMD),
and velumetric bone mineral apparent densities (1, (BMAD,L, ;BMAD) of Chinese adolescents with early ankylos-
ing spondylitis (AS) .Methods  Thirty-one male Chinese adolescent outpatients with early AS were included. Age
(y), height (cm), total body weight (kg), body mass index (BMI,kg/m?), disease duration (mon), and ery-
throcyte sedimentation rate (ESR, mm/h) of AS patients were recorded.L, ,BMD,L, ,BMC,L, ,BMD, and L,
BMD were evaluated by dual-energy X-ray absorptiometry (DEXA) using Lunar DPX-1Q device.L, , BMAD and
L,, BMAD (BMAD = BMC/Area”?, g/cm’ ) were subsequently calculated. Correlation and multiple regression
analyses were performed. Results The values of age, height, weight, BMI, disease duration, ESR, L,_,BMC,
L,,BMC,L, ,BMD,L, ,BMD,L; ,BMAD, and BMAD were 17.56 £ 2.01y,168.52 + 8.59 ¢m,56.13 + 12.72 kg,
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19.65 + 3.42 kg/m?,19.61 + 12.39 mon,21.71 £ 10.04 mm/h,52.16 £ 12.17 g,41.29 + 9.59 ,0.971
0.139 g/cm®,0.984 + 0.142g/cm’,0.1332 £ 0.0146 g/m’, and 0.1527 + 0.0173 g/m’ respectively. In AS pa-
tients, raised ESR (51.61% of patients had ESR>20 mm/h) was negatively correlated with lumbar spinal bone
mineral contents and densities (r = = 0.509 ~ -0.424 . P = 0.003 ~ 0.018) . Multiple regression analysis further i-
dentified that olny the factor of weight had predominant influences on L, ,BMD(R =0.657, P =0.000) ,L, ,BMD
(R=0.620,P =0.000),L,,BMAD(R =0.551, P =0.001) and L, ,BMAD( R =0.510, P = 0.003) ,and the
factor of height had positively determinant effects on both L ,BMC(R = 0.676, P = 0.000) and L, ,BMC(R =
0.673, P =0.000) . Conclusion Positive and protective effects of height and weight on lumbar spinal bone mass

and densities contribute favorably to early prevention of AS-associated spinal bone loss and osteoporosis.
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2. R MERSMER - EAGRTHEE:
i (y) 5 i (em) A E (kg) . BMI(kg/m?) IR B
(H)o RAEHR (<2 ARBRERN, R4S
RETEAME XY R, R X T RLWRA CT
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3. LRERE AN AS B M HLA - B27 &
1 41 40 B TR % (ESR,, mm/h) o

4.DEXA : 3246 3 BUW B} 858 B A7, R A Lunar
DPX - 1Q W AE X 4% & % ¥ & {X (DEXA) M & L,
BMC.L,,BMC.L, ,BMD #1 L, ,BMD, % L, ,BMAD #
L, BMAD(BMAD = BMC/H B2, g/end’) . BREH
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5. FitFEAbE.

(14 . 55 A E . BMI. %R . ESR.L,_BMC,
L,,BMC.L,, BMD.L,,BMD.L, ,BMAD ¥ L, ,BMAD iF
SHER, TREAHY + REEZRR,
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1. FREKGEREGESHRBRRETEHFKES
EESH, BOFEASEYABE ESR K (21.71
10.04) mm/h, H 5 51.61% (16/31) B % ESR = 20

mm/h, 3% 1,
®1 ASBETRMESKHER

rh n Tts Z p*s

£ (y) 31 17.56+2.01 0.701 0.709
5% (om) 31 168.52+8.59 0.854 0.459
R (kg) 31 56.13:+12.72  1.076 0.198
BMI(kg/m?) 31 19.65+3.42 0.658 0.779
# 2 (mon) 31 19.61:12.39 0.898 0.395
ESR( mm/h'* 31 21.71410.04 0.965 0.309
L, 4BMC(g) 31 52.16+12.17 0.541 0.931
L, 4BMC(g) 31 41.29:9.59  0.557 0.916
L,4BMD(g/cm’) 31 0.971+0.139  0.494 0.968
L, sBMD(g/cm’) 31 0.984+0.142 0.531 0.941
L, ,BMAD(g/cm’) 31 0.1332:0.0146 0.777 0.582
L, BMAD(g/cm®) 31 0.1527+0.0173 0.946 0.332
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EHEZAEARIFMEMXE, HP,LBMCH
L,,BMD(r =0.939, P =0.000) .L, ,BMAD( r = 0.740,
P=0.000) B FEMX;LBMD 5 L, ,BMAD(r =
0.925,P =0.000) B FIEH X, LA, 1, BMC 5 L,,
BMD(R =0.938, P = 0.000) . L, ,BMAD(r = 0.742, P
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=0.929,P=0.000) R B FEHX. KEMNSHH
(r=0.608, P=0.0000) 1% BMI(r=0.892, P =
0.000)8 FIEMK, 5 —HFHE,ESR H&(21.71 =
10.04mm/h, 51.61% AS #B % ESR =20mm/h) H 5
L,4BMC.L,,BMC.L, ,BMD, L, ,BMD.L, ,BMAD X L,
BMAD(r =0.497, P = 0.006; r = 0.484, P = 0,006, r
=-0.509; P=0.003;r= - 0.492, P =0.005; r = -
0.455,P =0.010 1 r = - 0.424, P=0.018) Y &

Hx,

3. BEEMXEH S #E—LIEL, EXEH
EPFE(R=0.608, P =0.000)F BMI(R = 0.350,
P=0.009)# A L,4BMC FII3 7 # (R = 0.759, Radj’
=0.545, P =0.000), HHEEA{LE L4BMC (R
=0.676,Radj® = 0.439, P =0.000) T EMHXHEM
HEW—89 A L,4,BMC(R =0.673, Radj® =0.434,
P=0.000)FIAFBENEREAR. KENERE—B
A L, ,BMD(R = 0.657,Radj’ =0.412, P = 0.000) ,
L,4BMD (R = 0.620, Radj* = 0.363, P = 0.000). L,
BMAD(R =0.551, Radj? =0.280, P =0.001) LA & L,,
BMAD( R = 0.510, Radj® =0.235, P = 0.003) [B] A 75
BHEEEHXEER LE2

£2 ZEREAIFER(n=31)

HH L,.BMC L, BMC L,«BMD L, ,BMD L,4BMAD L, BMAD
B p B p B p P B p B P

FE8 - -

B® 0.608 0.000 0.673  0.000 - - -

*hE - - 0.657  0.000 0.620  0.000 0.551  0.001 0.510  0.003

BMI  0.350 0.009 -

B

ESR - - - - - -

R 0.759 0.673 0.657 0.620 0.551 0.510

R 0.575 0.452 0.431 0.384 0.304 0.260

Rady’ 0.545 0.434 0.412 0.363 0.280 0.235

p 0.000 0.000 0.000 0.000 0.000 0.003
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R R BRI ESR 5 AS M RHEMIF X B I
T, AREHARBERSBERERMERAN S
AS B EhHEA %, 1M B ESR ¥ & o] REHR & B B o
B, RARANERZAEFT S E AS R EH ESR
BERET.JNHAREPH 16 B (51.61% )ESR =20
mm/h1'2) | 11 4 (35.48% ) ESR =25 mm/h!"™ ;i B
AHEE THEMN ESR SEREF AR EEREE
EmMXHE(r= -0.509 ~ -~ 0.424, P = 0.003 ~

0.018), HHMA LR L ARETEEHEK
E[IZ.M,ISJO
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AR A4 i RO B R A R 4
BRASEHEFETHRIIBRERE S RIE
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=0.412, P = 0.000), L, , BMD (R = 0.620, Radj* =
0.363,P = 0.000). L, BMAD ( R = 0.551, Radj® =
0.280, P = 0.001) 1 L,,BMAD( R = 0.510, Radj® =
0.235,P =0.003)E A7, BMEE R E 24% ~41%
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% R = 0.676, Radj’ = 0.439, P = 0.000) I L,,BMC


http://www.cqvip.com

212 PEHBRABREE 204 F5 AB 10 8H 28 Chin J Osteoporos, May. 2004 Vol 10,No.2
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