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Who should get a DEXA scan?
DIAGNOSIS



Who should get a DEXA?

National Osteoporosis Foundation (NOF) guidelines:

Anyone with a 
fragility fracture

Postmenopausal women, 
men >50 with other risk factors

Women >65, 
men >70



Who should get a DEXA?

National Osteoporosis Foundation (NOF) guidelines:

Anyone with a 
fragility fracture

Postmenopausal women, 
men >50 with other risk factors

Women >65, 
men >70

a fracture sustained 
from a fall from 

standing height or 
lower that would not 
cause a fracture in a 

healthy person, 
AKA a "low-energy" 

or "low-trauma" 
fracture.

The most common sites include the hip, spine (vertebral 
compression fractures), wrist, and shoulder.  Approx 2/3 
of vertebral compression fractures are asymptomatic.



• HIV, TDF/PI-containing ART
• Family history
• Low vitamin D
• Glucocorticoid exposure
• Substance use (tobacco, 

stimulants, opioids, benzos, 
alcohol >3 drinks/day)

• Rheumatoid arthritis

Who should get a DEXA?

National Osteoporosis Foundation (NOF) guidelines:

Anyone with a 
fragility fracture

Postmenopausal women, 
men >50 with other risk factors

Women >65, 
men >70

most of 

our patients!



Triant et al; J Clin Endocrinol Metab 2008 

Women:    Men:

Fracture risk:



Interpreting DEXA results:

Normal BMD
T-score ≥-1.0

Osteopenia
T-score <-1.0 and ≥-2.4

Osteoporosis
T-score ≤-2.5



Interpreting DEXA results:

Normal BMD
T-score ≥-1.0

Osteopenia
T-score <-1.0 and ≥-2.4

Osteoporosis
T-score ≤-2.5

MANUALLY calculate FRAX; 
do not trust EMR report.

https://www.fraxplus.org/calculation-tool



FRAX Calculator



When should do we repeat DEXA scans?

No established guidelines… 
In people who have not been treated, consider repeating DEXA
 1. if new fragility fracture and >1-2 years since last DEXA
 2. after 5 years if ongoing risk factors present.

For those receiving osteoporosis treatment, recommendations vary. 
Note that in-person variation in BMD may hide/obscure treatment effects. 
Reduction in fracture risk has been seen regardless of BMD changes. 



Pharmacologic Fracture Prevention
WHO WARRANTS TREATMENT?



Who gets treatment for osteoporosis?

• History of fragility fracture 

• Osteoporosis (T-score ≤-2.5)

• Osteopenia (T-score <-1.0 and ≥-2.4) with elevated fracture risk
- By manual FRAX calculation, 10-year risk of

major osteoporotic fracture ≥ 20% OR hip fracture ≥3%

Management for ALL PATIENTS:
1. Ensure 25-OH Vitamin D ≥30 ng/dL ß MANDATORY BEFORE TREATMENT
2. Check renal function
3. Check calcium; aim for >1200mg of calcium per day via diet/supplement
4. Fall prevention strategies: improve balance/strength, minimize risk factors



Calcium goal: 
>1200mg per day



x5 years then holiday

annual x3-5 years
then holiday

All anabolics are followed 
by a bisphosphonate.

FOREVER?

Zoledronic acid

RANK-ligand inhibitor: 
  Denosumab

PTH receptor agonists: increases bone formation

Teriparatide

Sclerostin inhibitor: monoclonal antibody against sclerostin, increases bone formation, decreases bone resorption

Romosozumab

Alendronate

Bisphosphonates: bind to osteoclasts

Doable 
by PCP!

Avoid if hx of GERD.
Poor absorption; need to 
take on empty stomach 
and remain upright.

Consider “anabolics” 
if T-score ≤-3.0

à Refer to specialist

Only option if CrCl <30
à Refer to specialist

N ENGL J MED 389;21 nejm.org, 2023



Pitfalls

• If a patient experiences vague mid-thigh pain while on treatment, stop treatment 
and get stat MRI of both legs - this is suspicious for atypical fracture.
- Very rare, but risk increases with duration of bisphosphonate treatment 

(median time 7.1 years)



Pitfalls

• If a patient experiences vague mid-thigh pain while on treatment, stop treatment 
and get stat MRI of both legs - this is suspicious for atypical fracture.

• Ensure anticipated major dental procedures (anything involving a drill) are done 
prior to initiating treatment to minimize risk of osteonecrosis of the jaw.
 - routine dental cleanings are okay!
 - Incidence highest in oncology population (1-15%); 
   in the osteoporosis population, incidence is 0.001-0.01%.
 - risk factors: glucocorticoid use, poor oral hygiene, DM, 
   ill-fitting dentures, maxillary or mandibular bone surgery.



Pitfalls

• if a patient experiences vague mid-thigh pain while on treatment, stop treatment 
and get stat MRI of both legs - this is suspicious for atypical fracture.

• Ensure anticipated major dental procedures (anything involving a drill) are done 
prior to initiating treatment to minimize risk of osteonecrosis of the jaw.

• Osteoporosis treatment failure is generally defined as
- significant bone mineral density (BMD) loss

(>5% at lumbar spine, >4% at total hip, or >5% at femoral neck over 2 years),
   OR
- two or more fragility fractures while on therapy, particularly vertebral fractures.

Endocrine Practice, (Suppl 1) May 2020



Thank you! 

Happy to answer questions!

Reema Navalurkar, MD
reemster@uw.edu
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