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BE: B WERERBESHE(BMD) AT L FRAX R X 0 ERALREBROBEFR. Xk HHXER
EBERE 156 Bl SRR XS M4 168 B, 4 Bk W) BB B0 REHE (L,-L,) & BMD 3£ 5 FRAX i+ B 10 SE N R A MR B I
(BHF) #1 £ E 40 F B 1 B 47 (BMO) B3 P RIB /R4 P 95 1 #8 # 4 W m 7§ CRP.Ca’* P~ (ALP.ESR &R ift#5
EY(FRFBYER MF25 BEERD. | ARERERZHEK BER B-BREFKFI)KAF. ZR ONBKRARE
10 £y % 4 BHF (2. 859 £6.299) % 1 BMO ) #E % (9.485 £ 10.006) % B B & F 2 EM B4 (0.127 £0.285)% ,(3.910
1.741)% ;ZEREBHITHEBEX(P<0.05), QRBHFH D RS HA 4 BHF(1.742 3.406)% 1 BMO(7. 607 +6.580)% & F
KV WA A (4.508 £8.795,12.25 +13.152)% , ER A HK T ¥ B XL (P <0.05), @ ME# 4 BHF 1 BMO 5 ALP ESR,
TPINP B4EE HBREFMH XK., ORAMFEZARS S BMD it ®& BHF 1 BMO 2R EHH ¥ B L (P>0.05), BXE
540 5 B) WHO B s34 77 B{E BHF 3% %5 34 81, & 5 AB0H0 21. 8% ;BMO>20% 4 14 1, &5 S A% 9. 0% , R M 4
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Abstract; Objective To observe the bone mineral density (BMD) and evaluate the probability of bone fracture in 10 years using
FRAX in patients with rheumatism. Methods One hundred and fifty-six in-patients with rheumatism and one hundred and sixty-
eight normal controlls were enrolled in this study. Rheumatic patients were divided into systemic disease group and joint disease
group according to their main clinical manifestations. BMD and T- value of the lumbar vertebrae,, ,,and the femoral neck in both
groups were detected. Evaluation of the risk of hip fracture ( BHF ) and major osteoporotic (BMO) fracture in 10 years using FRAX.
CRP,ESR,Ca’’ ,P’~ , ALP and bone metabolic markers( PTH.25-( OH) VD3 \TPINP .BGP .B-Crosslaps) of patients in rheumatism
group (n=95) were detected. Results The probability of hip fractures and osteoporotic fractures in 10 years in rheumatism group
were 2. 859 +£6.299% and 9.485 + 10. 006% , respectively, which was significantly higher than that in control group (0. 127 =
0.285% and 3.910 +1.741% ,P <0.05). The probability of hip fractures and osteoporotic fractures in 10 years in systemic disease
group were 1. 742 +3.406% and7. 607 +6. 580% which were lower than that in joint disease group (4.508 +8.795% and 12.25 +
13.152% , P <0.05). The probability of hip fractures and osteoporotic fractures in 10 years in rheumatic patients were positively
correlated with ALP, ESR, TPINP, BGP and disease duration. There is no difference between the results of FRAX calculated with

BMD and without BMD. The prevalence of 10-year fracture and osteoporotic fractures risks in rheumatic group exceeded the
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intervention level recommended by WHO are greatly higher than the normal contral (P <0.05). Conclusion Osteoporosis and

osteopenia are more common in rheumatic disease patients. Evaluation using FRAX shows that the risk of hip fractures and major

osteoporotic fractures in 10 years in rheumatic patients is higher than that in normal contral. We should pay more attention for these

patients regarding osteoporosis.
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HREBREREBERDARSEY , KT IE
TR RBREEL - RABESBEEHRR
Y, He g 26 XL 6 95 42 ( Rheumatoid Arthritis, RA)
BE BHBATLAFTREAR" ., HBERHEN
(Osteoporosis, OP) i % 4 % 2 58 A BEHY 2 4570
FH RA B¥E BMD THEHEEMBE, RIEXM B R
BREREER (K. F8 E AERE 42
IR %) b, 5 A ROR R A & (P 5 E 3w .
HaF) WS H5HD , XEREE RA RBE LMK
BREEPRAMNFEE" . B XMBEER KN
ZIBE R A ( Systemic Lupus Erythematosus,SLE) & #
FEBBOKEEN25% ~74% ,0P K E# 1.4%
~68% ' E i 4 27 SLE &I OP & 4 % Ah
HHE40% ~31.9% , BBV H 16.9% ~39.0%
ZIE, M4 )G B % OP Hik 48.0% ~60.5%"",
o0 H 4 H B & (Ankylosing spondylitis, AS) B &t 7F
EEREZROER, AFERREN OP HEER
DEE AS WAL, RAESER 0% ~92% ",
ULEERANEBHEHFERANN W EREZ
B, A 3O W E R R R R (L, L) B
% ¥ (bone mineral density, BMD) , @B} R It R T
AHL(WHO ) & fa B 3% 44 TR (FRAX) 7F44
R B E 10 £ N K £ ¥ F 31 (bone mineral
density hip fracture , BHF) Hl X E & {1 B F H L 5
#r (bone mineral density major osteoporotic, BMO) (¥
R MERHEIHAERA, S XIS R EEEKSE
HRPEZFERER TR RESERH.
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1.1.1 KO8R 4 g HR 2015 4£ 10 A 5| 2016 4 4
AT R XE A £ Be 8 & 3L 156 B, b 5
58 ) Lotk 98 9], B 4 =1:1. 68, 4E#E (52. 10 +
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I FH SPSS 23.0 it A AT B, HH B R K
DB+ ipEE RN AR B RA R TR
FHARER, AR RERA X BB & EEMHEX
¥ F Pearson ,Spearman # % 43#7., P <0.05 A E R
ARit¥FE L

2 #B
2.1 —BIGKFEHER

AT MR B BB E 2L 179 B, K E
Frgith B 23 41(12.3% ) , B RIET 8 & 114 4
(63.9% ), #iE WHO L2, RMBEBMTARE
IEH I B E P 4T FRAX iF48, 3k 156 Bl E

MRS 41 5 fa B Xt R AR L, 7E 4 8 T M
B RE R RE SRR ER B TEITTER (P
>0.05),(F&1),

F1 XBA S BANEANGRAE O LB (F £5,n=324)

Table 1 Comparison of clinical characteristics between patients in rheumatism group and in control group(x +s,n =324)

A (n) £H8(F) R H (kg) H#i(em) HH (B %) ] B In(%)] KB [n(%)]
%4 n =168 53.99 +8.55 64.7229.55 162.55 £6. 60 51/117 14(8.3) 15(8.9)
R4 n =156 52.10£13.69  64.87:12.78  164.02:7.87 58/98 20(12.8) 21(13.5)

P 0.107 0. 806 0.075 0.194 0.188 0.195

2.2 RBKEE 10 FNRAEBBEITNEERA
HIWEREETHRA REZRAEARIT¥EX
(P<0.01),(£2),
xR2 NBHSNEA 10 FHBPRIEFMER
BRI R (2 +5)
Table 2 Comparison the probability of hip fractures and
osteoporotic fractures in 10 years between patients in

rheumatism group and in control group(x +s)

415 BHF(% ) BMO(% )
pogicy::| 0.127 +0.285 3.910 +1. 741
Mig4d 2.859 +6.299 9. 485 +10. 006

P 0. 001 0. 001

2.3 REBHRPRELRA 10 ERREHRF I
FERMAERAREFROBRBIBTXTERR

H HEFEAGHFRL(P<0.01),(K3),
RI NBAFREHESXTERRAKN
10 EFE R EE WM A HERMREFI
HIBER LB (2 £5)
Table 3 Compﬁrison the probability of hip fractures
and osteoporotic fractures in 10 years of systemic disease

and joint disease(% +s)

7191 BHF(% ) BMO(% )
RE R 1.742 £3. 406 7.607 +6.580
ER 23 4.508 +8.795 12.25 £13.152

P 0.001 0. 001

2.4 RBHEE 10 FHREBBFHRNERRM
BRAEMEBRFHBRE KRN HEXHE
(%4),

®4 K@+ BHF .BMO 5ZEIFHKIMHK M (n =95)

Table 4 Associations of BFH and BMO with various laboratory index in rheumatism group(n =95)

mH ALP ESR CRP Ca’* p*- BGP 25-(OH) VD PTH TPINP Bcrosslaps g
BHF r 0.321" 0.204° -0.032 -0.050 -0.023 0.265° 0.251°* -0.063 0, 287" 0.119 0.325*
P 0.001 0.011 0. 695 0.537 0.781 0.013 0.018 0.562 0.007 0.274 0. 001
BMO r 0.376™ 0.259* -0.022 0.032 0.010 0.189 0.171 -0.70 0.307 " 0.079 0.307*
P 0.001 0. 001 0.783 0. 696 0.909 0.078 0. 109 0.518 0.004 0.469 0. 001

i :* BHF 5 ESR .BGP 25-(OH) VD 21F#i% P <0.05; " BHF 5 ALP,TPINP B EF# % P <0.01; * BMO 5 ALP, ESR.TPINP. %
BEIEHX P<0.01

2.5 RAMAXABRAESE®EE(BMD) i+ R®
FRAX IS5 R LLEL

2.6 REHA A BMD HIHE Rk 10 £HH
EEEBMNBEREMEFIORE, BREHHER=
3%H4 34 B, 5 B ANEH 21.8% ; ETEIALE HH
MBEEFR=20%F 14 6], 5 BAEH9.0% ., &
X BAF BB TR REE =23 K EBERULE HR

BB IR =20% N 0,
3 itig

XI5 AT 51 & BMD #84k, FE R H gk &kt
BREMREEERLD , AR BR, AR ERXIER
BETERMIT & 63.9% , BB & 12.8% ; K
BREE 0 FRNRAEBBE TN FTEBMLE RE
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£5 KAMAXARES BMD HitHE
10 BB R EEIRA T RAME
BB (2 +5) LB
Table 5 The probability of hip fractures and osteoporotic

fractures in 10 years between with and without neck

BMD(x +s)
#H 5 BHF(% ) BMO(% )
With BMD 2.859 £6.299 9. 485 +10. 006
Without BMD 3.238 £5.923 9.983 +9. 545
P 0. 600 0. 455

MHEBFOERYE T RA, NBREXS R
TR A ZE TR, B TR RS RGN KX
HES, R RE BRI NE RS E
MERERANEOREENREEY —, AERH
B, NBRET X T ERARESHAREFA
GERRA, KT RABELSYREXTHERES
TR XT RBEFIEHRD, BB
D R E D HXMET E S SR RBNE,

ARG R B R B XIBRHKRE KK 10 £ 8
BEFEBMNBRFOBERE N EFHEL, BRE
PR SERKE S APREMN LR, XEHAR
BRBENREREETRBS R EIHAG A S+
BE—ENER. MAFRERFIARSBER
% ALP BGP % TPINP # 8 iF # %, fiii #1 8 1% i
R EE, X B A BRI N E T R f &
Wk AR 2 IEM AT, AT BRI A 41 4 ) B AR
WHEGRARELRAETRABRERARESR
(R, FEH ST ABARIEL, BEFRER
RENEEED RIAAEEFERENEER
. ETUBONAEREXRMBEEEHRAR,
ABRBR, KK 10 FEBB S OER S 0 IF 25-
(OH) VD K FEIEMX(r=0.251,P =0.018) , 4
WAHABH I EREE, KERBEREE, KE
KERAC KB E LS Z D; ¥ 25-(0H) VD
KEFETHER E R PR, 3F A BB E SR BB 47
R 5 25-(0OH) VD K FHy % &', Rk 10 48
WEEEBMBHFOERSHREEME, XAR
WHRAERERK, BREABUE, FH AR
Ko

WHO 275 , 75 T 3 % 48 B B & 51 BMD i i} 45
Al L — 1 B #47 FRAX B4, AR E
7, RIEK B % R R K R B & i BMD R 3E i
FRAX TR H: 49 5 3 10 4830 & 1B 3 A & 47 K
M EEGEITEER, X SRERRNYEE

# {4 & BMD B ] LL{#E B FRAX T Hi#tfT &
MBS A , A B T 72 I R o B 8658 i FRAX 145 45
RAUGBERETRELATHBRAMEBIT

SR XNEREEZ FRAX ¥ BRIFE
WO AR F TR 0, mAEEARAER
BMD #f H FRAX Bl th W B E LA B 25,
RIBH B H AP WHO #LE KK 10 FHM I8
E23% , FEBAFIEER =20% XEIT REH
ABHABETER AR BRARIERENIKERLT
P EERANEBRBENETHRRRE, FEL
FRAX MERATREMNNRERAERIBIT R
MAAHRNERER, BRNEREZHEHN
B AR TFIE®E AL, ERIENRE BRGNS E
B4 10 EHMMEF BB FHER 2.859% , BB ET
WHO #:# 1 3% #3897 RE, FEBRMBITEE
9.485% ;LA F WHO #FE M 20% X 1677 B1E ;
M BE®AALE—FLABI EHBITRE. BT
SERRNET TR . WHO B H FRAX 65T B
EHA—-EEATEAR RIMNEAELEREACH
¥R R EEARIABITRE,
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