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Abstract

Summary Assessment and treatment pathways based on age-specific intervention thresholds in Singapore using FRAX paths can

be used to identify patients at high risk of fracture and avoid unnecessary treatment in those at low risk.

Purpose Intervention thresholds for the treatment of osteoporosis have been based historically on the measurement of bone

mineral density. The development of FRAX® has permitted a more accurate assessment of fracture risk. The aim of the present

study was to explore treatment paths and characteristics of women selected for treatment in Singapore based on FRAX.

Methods The approach to the setting of intervention and assessment thresholds used the methodology adopted by the National

Osteoporosis Guideline Group for FRAX-based guidelines in the UK but based on the epidemiology of fracture and death in

Singapore. The methodology was applied to women age 50 years or more drawn from the population-based Singapore Chinese

Health Study (SCHS) cohort. Missing data for the calculation of FRAX was simulated using data from Chinese cohorts from

Hong Kong.

Results Intervention thresholds expressed as a 10-year probability of a major osteoporotic fracture ranged from 2.9% at the age of

50 years increasing to 32% at the age of 90 years. A total of 1927 of 29,323 women (7%) had a prior fragility fracture and would

be eligible for treatment for this reason. An additional 3019 women (10.3%) would be eligible for treatment on the basis of age-

dependent thresholds. The mean BMD T-score of women so selected was −2.94.

Conclusion Probability-based assessment of fracture risk using age-specific intervention thresholds was developed for Singapore

to help guide decisions about treatment.
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Introduction

Osteoporosis is a common, chronic, and costly condition; the

annual economic burden in Singapore associatedwith fragility

fractures was estimated at approximately € 118 million in

2017 and is forecast to increase to € 186.9 million by 2035

[1]. In Europe, the annual cost of fractures associated with

osteoporosis exceeded € 37 billion in 2010 [2]. Disability

due to fragility fractures was greater than that caused by any

single cancer, with the exception of lung cancer and was com-

parable or greater than that caused by a variety of chronic

noncommunicable diseases, such as rheumatoid arthritis-,

asthma-, or high blood pressure-related heart disease [3].

Fortunately, a wide range of treatments is available that im-

prove bone mass and decrease the risk of fractures associated

with osteoporosis [4]. The use of such interventions by

healthcare practitioners is assisted by instruments that assess

patients’ fracture risk to optimize clinical decisions about pre-

vention and treatment. The most widely used web-based tool

FRAX® (https://www.sheffield.ac.uk/FRAX/) meets these

requirements and computes the 10-year probability of fragility

fractures based on several common clinical risk factors and,

optionally, a bone densitometry result obtained from dual x-

ray absorptiometry (DXA) [5, 6]. FRAX models are available

for 66 countries covering more than 80% of the world popu-

lation at risk [7] and have been incorporated into more than

100 guidelines worldwide [8].

A country-specific FRAX model was developed for

Singapore which was launched in December 2010. Whereas

the model should enhance accuracy of determining fracture

probability among the Singaporean population, guidance is

not yet available to make decisions about treatment [9]. The

aim of the present study was to explore a potential assessment

pathway for treatment and characteristics of women selected

for treatment in Singapore based on FRAX.

Methods

Population sample

The population sample used to determine the impact of inter-

vention and assessment thresholds was drawn from the

Singapore Chinese Health Study (SCHS). Details of the study

cohort have been previously described [10, 11]. In brief, the

cohort was recruited between 1993 and 1998, drawn from

permanent residents or citizens of Singapore who lived in

government-built housing (86% of the Singapore population

resided in such facilities at the time of recruitment, a propor-

tion that has remained stable over time). Men and women of

Chinese ethnicity age 45–74 years were eligible for inclusion.

A total of 63,257 persons (∼85% of eligible and invited sub-

jects) was enrolled. The present analysis was restricted to

women age 50 years or more at recruitment (n = 29,323).

Women were followed for an average of 9.1 years with a

maximum of 11.5 years, and incident hip fractures were

recorded.

Age and data on body mass index was available in all

women. With regard to the dichotomous FRAX variables,

information was available for prior fragility fracture (hip or

other bone fractures), current smoking, secondary osteoporo-

sis (prevalent type II diabetes only), and high alcohol intake (3

or more units per day). BMD values were not available nor

were a parental history of hip fracture, exposure to glucocor-

ticoids, and information on rheumatoid arthritis. For the pur-

poses of this analysis, these variables were simulated.

Simulation of Variables

Data from the Mr. and Ms. Os Hong Kong cohorts were used

to identify appropriate logistic regression equations needed to

generate data for the missing risk factors in the SCHS cohort

using methods described previously [12–14]. Mr. and Ms. OS

Hong Kong included Chinese men and women age 65 years

and older who were recruited between 2002 and 2003. The

cohort was age-stratified having 33% of subjects in each of the

following age groups: 65–69, 70–74, and > 75 years. Subjects

were recruited from housing estates and community centres

for the elderly. Participants had BMD measured using

Hologic QDR 4500 devices [15].

Logistic regression (for dichotomous risk factors) was used

to examine the conditional probability of the association of the

risk factor to be simulated for SCHS with age, sex, and body

mass index (BMI) as continuous variables and with previous

fracture, current smoking, and alcohol intake as dichotomous

variables. For family history of hip fracture, the associations

between the variable and age and previous fracture were used.

For glucocorticoid use, the associations between the variable

and age, sex and BMI were used. For rheumatoid arthritis, the

associations between the variable and sex, BMI and previous

fracture were used. Since the weight of the dichotomous clin-

ical risk factors is similar in men and women, the logistic

regressions were determined from Mr. and Ms. OS combined

to provide greater power to determine the logistic regressions

to be used.

The equations identified in the logistic regressions for the

dichotomous risk factors were then applied to the measured

risk factor data in the SCHS cohort to predict the likelihood of

having a positive value for the missing key risk factor for each

individual. Next, a random number was generated using a

computer programme, which was then compared with the

predicted likelihood for that variable for that individual. If

the random number was less than or equal to the predicted

probability, the woman was assigned a positive value for the

risk factor. If the random number was greater than the predict-

ed probability, the woman was assigned a negative value for
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the risk factor. In this way FRAX-based fracture probabilities

(without BMD) could be computed for the SCHS cohort. The

adequacy of the simulations was checked by comparing the

observed number of hip fractures with those predicted from

hip fracture probabilities computed by FRAX. In addition, the

prevalence of the simulated variables was compared with the

age-adjusted prevalence from Ms. Os.

The simulations for femoral neck BMD were based on

examining the conditional probability of the association of

BMD with risk factors, age, and BMI, by linear regression

[13]. For BMD, the associations between the variable and

age, BMI, previous fracture, and smoking were used. We

tested the validity of the simulation by computing the sensi-

tivity and specificity of the Osteoporosis Self-Assessment

Tool for Asians (OSTA) that is used in Singapore to identify

women with osteoporosis from height and weight [16]. We

additionally compared the age-matched BMD values in the

Ms. Os and simulated cohort.

Fracture Probabilities

The 10-year probabilities of hip fracture and a major osteopo-

rotic fracture (clinical spine, hip, humerus, or distal forearm

fracture) were calculated using the FRAX model for

Singapore (web version 4.1). Calculations were undertaken

with and without the inclusion of femoral neck BMD.

Intervention Thresholds Based on FRAX

The use of FRAX in clinical practice demands a consideration

of the fracture probability at which to intervene, both for treat-

ment (an intervention threshold) and for BMD testing (assess-

ment thresholds). The approach to the setting of intervention

and assessment thresholds used the methodology adopted by

the National Osteoporosis Guideline Group for FRAX-based

guidelines in the UK [17, 18].

A criterion for recommending intervention in women is a

history of a prior fragility fracture since many guidelines rec-

ommend that postmenopausal women with such an event may

be considered for intervention without the necessity for a

BMD test (other than to monitor treatment) [4, 8, 9, 18–22].

Given that a prior fragility fracture is considered to carry a

sufficient risk to recommend treatment, the intervention

threshold in women without a prior fragility fracture can be

set at the age-specific 10-year probability of a major osteopo-

rotic fracture (hip, spine, forearm, or humerus) equivalent to

women with a prior fragility fracture using the FRAX model

for Singapore. Body mass index was set at an ethnic- and age-

dependent value [23, 24].

The age-specific 10-year probability of a major osteoporot-

ic fracture equivalent to women with a prior fragility fracture

was calculated for each ethnicity in Singapore. Then an inter-

vention threshold was calculated using these probabilities

weighted by the ethnic-specific population of Singapore from

2017 at each 5-year interval from the age of 40 years [25]. The

setting of the intervention threshold differed from a previous

estimate by using age-specific data for the ethnic composition

of the population rather than a single estimate for all ages [24].

Assessment thresholds for BMD testing.

Two assessment thresholds for making recommendations for

the measurement of BMD were considered [17, 18]:

A threshold probability below which neither treatment

nor a BMD test should be considered (lower assessment

threshold).

A threshold probability above which treatment may be

recommended irrespective of BMD (upper assessment

threshold).

The lower assessment threshold was set to exclude a re-

quirement for BMD testing in women without clinical risk

factors, as given in current European guidelines [4, 19, 20].

It was therefore set to the age-specific 10-year probability of a

major fracture equivalent to women with no clinical risk fac-

tors. An upper threshold was chosen to minimize the proba-

bility that a patient, characterized to be at high risk using

clinical risk factors alone, would be reclassified to be at low

risk with additional information on BMD and vice versa [26].

The upper assessment threshold was set at 1.2 times the inter-

vention threshold as used in the UK [17].

Assessment strategy

As noted above, women with a prior fragility fracture were

considered to be eligible for treatment without the need for

further assessment. In women without a previous fragility

fracture, the management strategy was based on the assess-

ment of the 10-year probability of a major osteoporotic frac-

ture (clinical spine, hip, forearm, or humerus). Women with

probabilities below the lower assessment threshold were not

considered eligible for treatment. Women with probabilities

above the upper assessment threshold were eligible for treat-

ment. Women with probabilities between the upper and lower

assessment thresholds were to be referred for BMD measure-

ments and their fracture probability reassessed. On reassess-

ment of FRAX with the inclusion of femoral neck BMD,

individuals were considered eligible for treatment when frac-

ture probabilities lay above the intervention threshold.

Results

The baseline characteristics are given in Table 1. The preva-

lence of the simulated variables was similar to the age-
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matched prevalence of these risk factors from Ms. Os

(Table 4, Appendix A). Similarly, age-matched BMD values

in the SCHS cohort were similar to those in the Ms. Os cohort

(Table 5, Appendix A). In the SCHS cohort, the Osteoporosis

Self-Assessment Tool for Asians (OSTA) yielded a sensitivity

of 85% and specificity of 50% based on BMD at the femoral

neck.

Individual probabilities of hip fracture and a major osteo-

porotic fracture (with and without BMD) are given in Table 1.

The mean probability of a major fracture was 7.5% and, for a

hip fracture, was 2.8% when calculated without BMD.

Probabilities calculated with BMDwere similar. As expected,

average fracture probabilities increased progressively with

age. For a major osteoporotic fracture, the 10-year probability

rose from 2.1% in the age category 50–54 years to 24.3% for

the ages 80–84 years.

Hip fracture incidence was recorded during an average of

9.1 years with a maximum of 11.5 years of follow-up. During

this period with 266,025 person years of observation, 789

women experienced a first hip fracture (2.7%). FRAX-based

Table 1 Summary description of

the baseline variables in SCHS

cohort for women age 50 years or

more (N = 29,323)

N Mean SD n (%)

Age (years) 29,323 61.7 7.8

BMI (kg/m2) 29,323 23.2 3.6

Femoral neck BMD (T-score)2 29,323 −1.89 0.87

Previous fracture 29,323 1927 (6.6%)

Current smoking 29,323 1584 (5.4%)

Secondary osteoporosis 1 29,323 4228 (14.4%)

Alcohol 3 or more units per day 29,323 17 (0.0%)

Parental history of hip fracture2 29,323 1044 (6.6%)

Glucocorticoid exposure2 29,323 116 (0.4%)

Rheumatoid arthritis2 29,323 558 (1.9%)

Ten-year probability Range

Hip fracture probability calculated without BMD 2.8 4.0 0.1–70.1

Hip fracture probability calculated with BMD 3.0 4.7 0.1–76.0

MOF probability calculated without BMD 7.5 6.7 0.9–77.7

MOF probability calculated with BMD 8.0 7.3 0.9–77.8

1Type 2 diabetes
2 Simulated variable. MOF major osteoporotic fracture

Fig. 1 Number and cumulative

number of hip fractures expected

from categories of FRAX

measured at baseline and hip

fractures observed during follow-

up. Intervals are closed to the left,

(i.e. 0–1 = > 0–0.99, 1–2 = > 1–

1.99)

  104 Page 4 of 10 Arch Osteoporos          (2020) 15:104 



hip fracture probabilities predicted 808 hip fractures. There

was a close correspondence between FRAX-based hip frac-

ture probability and observed hip fracture rates (Fig. 1).

Thresholds

The intervention threshold (set at the age-specific major oste-

oporotic fracture probability equivalent to women of average

BMI with a prior fragility fracture) rose with age from a 10-

year probability of 2.96% at the age of 50 years to 32% at the

age of 90 years (Table 2 and Fig. 2). Table 2 and Fig. 2 also

give the age-specific upper and lower assessment thresholds

for recommending the measurement of BMD in the assess-

ment of fracture probability. At the age of 65 years, for exam-

ple, a BMD test would not be recommended in an individual

with a fracture probability below 6.5%. At the same age, a

BMD test would be recommended with a fracture probability

that lay between 6.5 and 16%. Treatment would be recom-

mended without the requirement of a BMD test (for fracture

risk assessment, though possibly for monitoring of treatment)

in individuals with a fracture probability that exceeded 16%.

In individuals in whom a BMD test was undertaken and BMD

entered to the FRAX calculation, treatment would be recom-

mended in those with a fracture probability that was 13% or

greater.

Management pathway

One thousand nine hundred and twenty-seven of 29,323wom-

en (7%) had a prior fragility fracture and would be eligible for

treatment on this basis. For those without a prior fragility

fracture (n = 27,396), the outcome of risk assessment is shown

in Fig. 3. Of the whole cohort, 269 additional women (1%)

would be eligible for treatment in that their fracture probability

exceeded the upper assessment threshold for Singapore.

Table 2 Ten-year probability of a

major osteoporotic fracture (%)

by age at the intervention

threshold and lower and upper

assessment thresholds calculated

with FRAX for Singapore

adjusted for ethnicity

Age

(years)

Intervention thresholda

(%)

Lower assessment thresholdb

(%)

Upper assessment thresholdc

(%)

40 1.51 0.65 1.81

45 1.95 0.85 2.34

50 2.96 1.32 3.56

55 4.94 2.26 5.93

60 8.35 3.95 10.02

65 13.07 6.51 15.68

70 19.87 10.68 23.85

75 25.67 14.99 30.80

80 28.53 18.24 34.23

85 31.66 20.81 37.99

90 31.79 21.08 38.15

aThe threshold is the probability of a major osteoporotic fracture for a woman with a previous fracture and no

other clinical risk factors without BMD
bThe lower assessment is the probability of a major osteoporotic fracture for a woman with no clinical risk factors

without BMD
cThe upper assessment was set at 1.2 times the intervention threshold

Fig. 2 10-year probability (%) of a major osteoporotic fracture

corresponding to the lower assessment threshold (LAT) and upper

assessment threshold (UAT) for Singapore. The red area is where the

treatment would normally be recommended, the orange area shows the

limits of fracture probabilities for the assessment of BMD, and the green

area is where treatment would not normally be recommended
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Conversely, 9406 low risk women (32%) would not normally

be eligible for further assessment in that their fracture proba-

bility lay below the lower assessment threshold. The interme-

diate category of risk in Fig. 2 comprised of 17,721 women

(60%) in whom FRAX would be recalculated with the inclu-

sion of femoral neck BMD. With the inclusion of BMD,

14,971 women were categorized at low risk (51% of the total

cohort) and 2750 (9%) categorized at high risk. The overall

disposition of the cohort is shown in Table 3. Those identified

as eligible for treatment because of a prior fragility fracture or

for a high FRAX score had higher fracture probabilities than

those not eligible for treatment. The average 10-year fracture

probability (calculated without BMD) in all women identified

as eligible for treatment was 11.8 and 5.1% for major osteo-

porotic fracture and hip fracture, respectively.

Discussion

In this report, we present intervention thresholds and BMD

assessment thresholds based on fracture probability using

FRAX. The approach used was similar to that adopted by

the National Osteoporosis Guideline Group (NOGG) in the

UK and more recently in European guidelines [4, 6, 18] but

applied to the FRAXmodel for Singapore. Thus, the interven-

tion threshold was set at the fracture probability equivalent to

a woman from Singapore with a prior fragility fracture. The

rationale is that if women with a prior fragility fracture are

considered eligible for treatment, as commonly considered

and, indeed, recommended in the present Singapore guidance

[9], then women without fracture but with equivalent proba-

bilities should also be eligible for treatment. The use of a

Fig. 3 Management algorithm for

the assessment of individuals at

risk of fracture. The numbers in

each category of risk denote the

percentage of women in each

category

Table 3 Disposition of the Singaporean cohort according to NOGG guidance

Category Number % Mean BMD T-score Mean 10-year probability without

BMD (FRAX) (%)

Mean 10-year probability with

BMD (FRAX) (%)

MOF Hip MOF Hip

Entire cohort 29,323 100 −1.89 7.5 2.8 8.0 3.0

Treated (prior fragility fracture) 1927 6.6 −2.18 15.2 6.5 15.1 6.3

Otherwise eligible for treatment* 3019 10.3 −2.94 9.8 4.3 15.3 8.5

BMD tests 17,721 60.4 −1.98 7.7 2.9 8.2 3.2

No treatment 24,377 83.1 −1.74 6.6 2.3 6.5 2.0

*No prior fragility fracture but high FRAX score
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single intervention threshold, despite ethnic-specific FRAX

models, is appropriate in the sense that intervention is recom-

mended at an identical fracture probability irrespective of

ethnicity.

The starting point in the assessment of women is the pres-

ence of a clinical risk factor that alerts the physician to con-

sider osteoporosis. The opportunistic case finding strategy

arises because screening the general population is not widely

recommended in Asia or Europe, though advocated in North

America [12, 21]. In those eligible for assessment and in com-

mon with the NOGG guidelines, we limited the use of BMD

testing. Individuals with fracture probabilities equivalent to, or

lower than, those of women with no clinical risk factors (as

used in FRAX) would not be assessed by BMD. At the other

extreme, BMD testing was not universally recommended in

individuals at high risk. The rationale is that reclassification of

risk with the addition of a BMD test (from high risk to low risk

and vice versa) is high when fracture probabilities estimated

without BMD are close to the intervention threshold, but the

likelihood of reclassification decreases the further away the

probability estimate is from the intervention threshold [26].

The approach used has been well validated in the UK and

Canada [14, 26–29].

The attraction of this approach is that this makes efficient

use of BMD resources. The strategy implies, however, that

patients at high risk, but identified without BMD, would re-

spond to pharmacological intervention. The evidence that

such patients respond to treatment is strong [29–35]. A prin-

cipal reason is that BMD values are low in patients identified

with FRAX but without a BMD test [29]. Overall, the mean T-

score inwomen eligible for treatment and selectedwith FRAX

was −2.94 (see Table 3).

In the present study, we have focused on intervention

thresholds based on 10-year probabilities of a major osteopo-

rotic fracture. There is, in principle, no reason why a strategy

should not be based on the probability of hip fracture. Indeed,

screening on this basis has recently been shown to decrease

the incidence of hip fracture in the UK [36]. We have also

assumed that measurements of BMD are included in the strat-

egy. Where facilities for BMD testing are wanting, FRAX

without BMD provides similar predictive value as BMDwith-

out FRAX [37]. Nevertheless, the combination of FRAXwith

BMD where appropriate provides the optimal strategy.

The implementation of this strategy is expected to lessen

unnecessary treatment of individuals at low fracture risk and

better direct treatments to those at high risk than treatment

decisions based only on the measurement of BMD [37].

Implementation will, however, raise immediate problems in

that current guidance for treatment in Singapore, and many

other countries, is led by measurement of BMD. For example,

patients are eligible for treatment with a T-score of −2.5 SD or

lower. Thus, it will be important that healthcare agencies are

involved in any implementation process.

There are a number of potential limitations of the present

study to consider. First, although the cohort was large, it may

not be representative of the Singaporean population. A recruit-

ment bias towards healthier individuals is expected to prefer-

entially lower fracture probabilities when BMD is included in

the FRAX calculation. It is of interest that fracture probabili-

ties were very similar when calculated with or without BMD,

supporting a view that such bias is likely to be small. A more

robust argument that biases were small was the close agree-

ment between hip fracture incidence in the SCHS cohort and

that predicted from the Singaporean FRAX model.

Unfortunately, other outcome fractures were not available

from the SCHS cohort to check the predictive value of prob-

ability estimates of a major osteoporotic fracture. Another

important limitation was that not all FRAX variables were

documented in the SCHS cohort and the missing values were

simulated using regression equations derived from a Chinese

cohort in Hong Kong. The adequacy of the simulations is

supported by the similar prevalence of clinical risk factors in

the Hong Kong and SCHS cohorts. Moreover, we tested the

validity of the simulation of BMD by computing the sensitiv-

ity and specificity of OSTA. The sensitivity of 85% and spec-

ificity of 50% were very comparable with published estimates

of 91 and 45%, respectively [16]. Meta-analyses of studies

evaluating OSTA in Caucasian populations using the same

cut off threshold of < 1 to identify postmenopausal women

with osteoporosis at the femoral neck provided summary sen-

sitivity and specificity estimates of 89% (95%CI 82–96%) and

41 (95%CI 23–59%), respectively [38]. These considerations

suggest that the SCHS cohort was representative of the

Singaporean population and that the treatment pathways are

applicable to the general population.

The present study has shown that it is possible to apply

FRAX-based assessment guidelines using the same principles

that have been applied to guidelines elsewhere but tailored to

the epidemiology of Singapore. The approach to intervention

thresholds is based on the principles of case finding and does

not consider a health economic perspective. Although the ap-

proach has been shown to be cost-effective in a UK setting

[39], cost-effectiveness will necessarily differ in the context of

Singapore because of different fracture risks and costs. It will

be important therefore to underpin these guidelines with an

economic assessment. Overcoming these hurdles will, how-

ever, improve the delivery of healthcare to those most at need.

Acknowledgments We thank Siew-Hong Low of the National

University of Singapore for supervising the field work of the Singapore

Chinese Health Study. We also thank the Ministry of Health in Singapore

for assistance with the identification of hip fracture cases and mortality

via database linkages.

Funding Information The Singapore Chinese Health Study was support-

ed by the National Institutes of Health, USA (NCI RO1 CA55069, R35

Arch Osteoporos          (2020) 15:104 Page 7 of 10   104 



CA53890, R01 CA80205, and R01 CA144034). The sponsors were not

involved in the development, review, or submission of this article.

Data Availability All data used to support the results of this study are

stored at and available from the corresponding author upon request.

Written, informed consent was not required for this study.

Compliance with Ethical Standards

Conflict of iInterest John A Kanis, Manju Chandran, Siok Bee Chionh,

Ganga Ganeson, Nicholas C Harvey, Woon-Puay Koh, Timothy Kwok,

Tang Ching Lau, Enwu Liu, Mattias Lorentzon, Eugene V McCloskey,

Kelvin Bryan Tan, Liesbeth Vandenput, and Helena Johansson declare

no conflicts of interest in relation to this paper. JAK, NH, ML, EVM, HJ,

ML, LV, and EL are responsible for the creation and/or maintenance of

FRAX but have no financial interest.

Appendix

Open Access This article is licensed under a Creative Commons

Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in any medium or format, as

long as you give appropriate credit to the original author(s) and the

source, provide a link to the Creative Commons licence, and indicate if

changes weremade. The images or other third party material in this article

are included in the article's Creative Commons licence, unless indicated

otherwise in a credit line to the material. If material is not included in the

article's Creative Commons licence and your intended use is not

permitted by statutory regulation or exceeds the permitted use, you will

need to obtain permission directly from the copyright holder. To view a

copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

Table 4 The prevalence of the

simulated risk factors for SCHS

compared with the age-matched

prevalence from Ms. Os

Women in SCHS Women in Ms. Os

N Percentage (%) N Percentage (%)

Age 65–69

Family history of hip fracture 4687 6 565 8

Corticosteroid use 4687 0 669 0

Rheumatoid arthritis 4687 2 669 2

Age 70–74

Family history of hip fracture 3371 5 542 6

Corticosteroid use 3371 0 664 0

Rheumatoid arthritis 3371 2 665 2

Age 75–79

Family history of hip fracture 1905 3 354 2

Corticosteroid use 1905 0 449 0

Rheumatoid arthritis 1905 2 449 2

Age 80–84

Family history of hip fracture 257 2 125 2

Corticosteroid use 257 0 159 1

Rheumatoid arthritis 257 2 159 1

Table 5 Mean femoral neck BMD T-score and standard deviation (SD)

by age for SCHS compared with Ms. Os

Women in SCHS Women in Ms. Os

n Mean SD n Mean SD

Age 65–69 4687 −2.1 0.8 669 −2.0 0.8

Age 70–74 3371 −2.3 0.8 665 −2.3 0.8

Age 75–79 1905 −2.6 0.8 449 −2.5 0.8

Age 80–84 257 −2.7 0.9 159 −2.8 0.8

  104 Page 8 of 10 Arch Osteoporos          (2020) 15:104 

https://doi.org/


References

1. Chandran M, Lau TC, Gagnon-Arpin I, Dobrescu A, Li W, Leung

MYM, Patil N, Zhao Z (2019) The health and economic burden of

osteoporotic fractures in Singapore and the potential impact of in-

creasing treatment rates through more pharmacological options.

Arch Osteoporos 14:114. https://doi.org/10.1007/s11657-019-

0664-4

2. Hernlund E, Svedbom A, Ivergård M, Compston J, Cooper C,

Stenmark J, McCloskey EV, Jönsson B, Kanis JA (2013)

Osteoporosis in the European Union: medical management, epide-

miology and economic burden. A report prepared in collaboration

with the International Osteoporosis Foundation (IOF) and the

European Federation of Pharmaceutical Industry Associations

(EFPIA). Arch Osteoporos 8:136

3. Johnell O, Kanis JA (2006) An estimate of the worldwide preva-

lence and disability associated with osteoporotic fractures.

Osteoporos Int 17:1726–1733

4. Kanis JA, Cooper C, Rizzoli R, Reginster J-Y, Scientific Advisory

Board of the European Society for Clinical and Economic Aspects

of Osteoporosis (ESCEO) and the Committees of Scientific

Advisors and National Societies of the International Osteoporosis

Foundation (IOF) (2019) European guidance for the diagnosis and

management of osteoporosis in postmenopausal women.

Osteoporos Int 30:3–44

5. Kanis JA On behalf of the World Health Organization scientific

group (2008) assessment of osteoporosis at the primary healthcare

level. Technical report. WHO collaborating Centre, University of

Sheffield, UK. Available at . http://www.shef.ac.uk/FRAX/pdfs/

WHO_Technical_Report.pdf. Accessed 26 Feb 2019

6. Kanis JA, Johnell O, Oden A, Johansson H, McCloskey E (2008)

FRAX™ and the assessment of fracture probability in men and

women from the UK. Osteoporos Int 19:385–397

7. Odén A, McCloskey EV, Kanis JA, Harvey NC, Johansson H

(2015) Burden of high fracture probability worldwide: secular in-

creases 2010-2040. Osteoporos Int 26:2243–2248

8. Kanis JA, Harvey NC, Cyrus Cooper C, Johansson H, Odén A,

McCloskey EV, the Advisory Board of the National Osteoporosis

Guideline Group (2016) A systematic review of intervention

thresholds based on FRAX. A report prepared for the National

Osteoporosis Guideline Group and the International Osteoporosis

Foundation. Arch Osteoporos 11:25

9. Agency for care effectiveness (2018) Osteoporosis – identification

and management in primary care. Available at http://wwwace-

htagovsg/our-guidance/osteoporosis-identification-and-

management-in-primary-carehtml Accessed 22 Dec 2019

10. Hankin JH, Stram DO, Arakawa K, Park S, Low S-H, Lee H-P, Yu

MC (2001) Singapore Chinese health study: development, valida-

tion, and calibration of the quantitative food frequency question-

naire. Nutr Cancer 39:187–195

11. Dai Z, Wang R, Ang LW, Low YL, Yuan JM, Koh WP (2014)

Protective effects of dietary carotenoids on risk of hip fracture in

men: the Singapore Chinese health study. J Bone Miner Res 29:

408–417

12. Kanis JA, Johansson H, Odén A, McCloskey EV (2012) The dis-

tribution of FRAX® based probabilities in women from Japan. J

Bone Miner Metab 30:700–705

13. Dawson-Hughes B, Looker AC, Tosteson ANA, Johansson H,

Kanis JA, Melton LJ III (2010) The potential impact of new

National Osteoporosis Foundation guidance on treatment patterns.

Osteoporos Int 21:41–52

14. Johansson H, Kanis JA, OdenA, Compston J,McCloskey E (2012)

A comparison of case-finding strategies in the UK for the manage-

ment of hip fractures. Osteoporos Int 23:907–915

15. Wong SY, Kwok T, Woo J, Lynn H, Griffith JF, Leung J, Tang

YY, Leung PC (2005) Bone mineral density and the risk of periph-

eral arterial disease in men and women: results from Mr. and Ms.

OS, Hong Kong. Osteoporos Int 16:1933–1938

16. Koh LK, Sedrine WB, Torralba TP, Kung A, Fujiwara S, Chan SP,

Huang QR, Rajatanavin R, Tsai KS, Park HM, Reginster JY,

Osteoporosis Self-Assessment Tool for Asians (OSTA) Research

Group (2001) A simple tool to identify Asian women at increased

risk of osteoporosis. Osteoporos Int 12:699–705

17. Kanis JA, McCloskey EV, Johansson H, Strom O, Borgstrom F,

Oden A, the National Osteoporosis Guideline Group (2008) Case

finding for the management of osteoporosis with FRAX®—assess-

ment and intervention thresholds for the UK. Osteoporos Int 19:

1395–1408 Erratum 2009 Osteoporos Int 20, 499–502

18. Francis R, Kanis JA, Marsh D, McCloskey EV, Reid DM, Selby P,

Wilkins M, National Osteoporosis Guideline Group (NOGG)

(2009) Guidelines for the diagnosis and management of osteoporo-

sis in postmenopausal women and men from the age of 50 years in

the UK. Maturitas 62:105–108

19. Compston J, Cooper A, Cooper C, Gittoes N, Gregson C, Harvey

N, Hope S, Kanis JA,McCloskey EV, Poole KES, Reid DM, Selby

P, Thompson F, Thurston A, Vine N, The National Osteoporosis

Guideline Group (NOGG) (2017) UK clinical guideline for the

prevention and treatment of osteoporosis. Arch Osteoporos 12:43.

https://doi.org/10.1007/s11657-017-0324-5

20. Lekamwasam S, Adachi JD, Agnusdei D, Bilezikian J, Boonen S,

Borgström F, Cooper C, Diez Perez A, Eastell R, Hofbauer L,

Kanis JA, Langdahl BL, Lesnyak O, Lorenc R, McCloskey E,

Messina OD, Napoli N, Obermayer-Pietsch B, Ralston SH,

Sambrook PN, Silverman S, Sosa M, Stepan J, Suppan G, Wahl

DA, Compston JE for the Joint IOF-ECTS GIO Guidelines

Working Group (2012) A framework for the development of guide-

lines for the management of glucocorticoid-induced osteoporosis.

Osteoporos Int 23:2257–2276

21. Papaioannou A, Morin S, Cheung AM, Atkinson S, Brown JP,

Feldman S, Hanley DA, Hodsman A, Jamal SA, Kaiser SM,

Kvern B, Siminoski K, Leslie WD, Scientific Advisory Council

of Osteoporosis Canada (2010) 2010 clinical practice guidelines

for the diagnosis and management of osteoporosis in Canada: sum-

mary. CMAJ 182:1864–1873

22. Cosman F, de Beur SJ, LeBoff MS, Lewiecki EM, Tanner B,

Randall S, Lindsay R, National Osteoporosis Foundation (2014)

Clinician’s guide to prevention and treatment of osteoporosis.

Osteoporos Int 25:2359–2381

23. Gao H, Salim A, Lee J, Tai ES, van Dam RM (2012) Can body fat

distribution, adiponectin levels and inflammation explain differ-

ences in insulin resistance between ethnic Chinese, Malays and

Asian Indians? Int J Obes 36:1086–1093

24. Chandran M, McCloskey EV, Thu WPP, Logan S, Hao Y, Tay D,

Ang WC, Aung TKK, Choo KS, Ali A, Yan SX, Huang XF, Liu

XM, Yong EL, Lekamwasam S (2018) FRAX® based intervention

thresholds for management of osteoporosis in Singaporean women.

Arch Osteoporos 13:130. https://doi.org/10.1007/s11657-018-

0542-5

25. Ministry of Health, Singapore (2020) Ganga Ganesan personal

communication, 23 October, 2018

26. Johansson H, Oden A, Johnell O, Jonsson B, de Laet C, Oglesby A,

McCloskey EV, Kayan K, Jalava T, Kanis JA (2004) Optimisation

of BMDmeasurements to identify high risk groups for treatment—

a test analysis. J Bone Miner Res 19:906–913

27. Johansson H, Kanis JA, Oden A, Johnell O, McCloskey E (2009)

BMD, clinical risk factors and their combination for hip fracture

prevention. Osteoporos Int 20:1675–1682

28. Leslie WD, Majumdar SR, Lix LM, Johansson H, Oden A,

McCloskey E, Kanis JA, Manitoba Bone Density Program (2011)

High fracture probability with FRAX® usually indicates

Arch Osteoporos          (2020) 15:104 Page 9 of 10   104 

https://doi.org/10.1007/s11657-019-0664-4
https://doi.org/10.1007/s11657-019-0664-4
http://www.shef.ac.uk/FRAX/pdfs/WHO_Technical_Report.pdf
http://www.shef.ac.uk/FRAX/pdfs/WHO_Technical_Report.pdf
http://www.aceta.gov.sg/ouruidance/osteoporosisdentificationndanagementn-rimaryare.html
http://www.aceta.gov.sg/ouruidance/osteoporosisdentificationndanagementn-rimaryare.html
http://www.aceta.gov.sg/ouruidance/osteoporosisdentificationndanagementn-rimaryare.html
https://doi.org/10.1007/s11657-017-0324-5
https://doi.org/10.1007/s11657-018-0542-5
https://doi.org/10.1007/s11657-018-0542-5


densitometric osteoporosis: implications for clinical practice.

Osteoporos Int 23:391–397

29. Kanis JA, McCloskey E, Johansson H, Oden A, Leslie WD (2012)

FRAX® with and without BMD. Calcif Tissue Int 90:1–13

30. Torgerson DJ, Bell-Syer SE (2001) Hormone replacement therapy

and prevention of nonvertebral fractures: a meta-analysis of ran-

domized trials. JAMA 285:2891–2897

31. Cauley JA, Robbins J, Chen Z, Cummings SR, Jackson RD,

LaCroix AZ, LeBoff M, Lewis CE, McGowan J, Neuner J,

Pettinger M, Stefanick ML, Wactawski-Wende J, Watts NB

(2003) Effects of estrogen plus progestin on risk of fracture and

bone mineral density: the Women’s health initiative randomized

trial. JAMA 290:1729–1738

32. McCloskey EV, Beneton M, Charlesworth D, Kayan K, deTakats

D, Dey A, Orgee J, Ashford R, Forster M, Cliffe J, Kersh L, Brazier

J, Nichol J, Aropuu S, Jalava T, Kanis JA (2007) Clodronate re-

duces the incidence of fractures in community-dwelling elderly

women unselected for osteoporosis: results of a double-blind,

placebo-controlled randomized study. J Bone Miner Res 22:135–

141

33. Lyles KW, Colón-Emeric CS, Magaziner JS, Adachi JD, Pieper

CF, Mautalen C, Hyldstrup L, Recknor C, Nordsletten L, Moore

KA, Lavecchia C, Zhang J, Mesenbrink P, Hodgson PK, Abrams

K, Orloff JJ, Horowitz Z, Eriksen EF, Boonen S, Recurrent Fracture

Trial HORIZON (2007) Zoledronic acid and clinical fractures and

mortality after hip fracture. N Engl J Med 357:1799–1809

34. Reid IR, Horne AM, Mihov B, Stewart A, Garratt E, Wong S,

Wiessing KR, Bolland MJ, Bastin S, Gamble GD (2018) Fracture

prevention with zoledronate in older women with osteopenia. N

Engl J Med 379:2407–2416

35. Reid IR, Horne AM, Mihov B, Stewart A, Garratt E, Wiessing KR,

Bolland MJ, Bastin S, Gamble GD (2019) Anti-fracture efficacy of

zoledronate in subgroups of osteopenic postmenopausal women:

secondary analysis of a randomized controlled trial. J Intern Med

286:221–229

36. Shepstone L, Lenaghan E, Cooper C, Clarke S, Fong-Soe-Khioe R,

Fordham R, Gittoes NJ, Harvey I, Harvey N, Heawood A, Holland

R, Howe A, Kanis J, Marshall T, O'Neill T, Peters T, Redmond N,

Torgerson D, Turner D, McCloskey E (2018) Screening in the

community to reduce fractures in older women (SCOOP): a

randomised controlled trial. Lancet 391(10122):741–747

37. Kanis JA, Oden A, Johnell O, Johansson H, De Laet C, Brown J,

Burckhardt P, Cooper C, Christiansen C, Cummings S, Eisman JA,

Fujiwara S, Gluer C, Goltzman D, Hans D, Krieg MA, La Croix A,

McCloskey E, Mellstrom D, Melton LJ 3rd, Pols H, Reeve J,

Sanders K, Schott AM, Silman A, Torgerson D, van Staa T,

Watts NB, Yoshimura N (2007) The use of clinical risk factors

enhances the performance of BMD in the prediction of hip and

osteoporotic fractures in men and women. Osteoporos Int 18:

1033–1046

38. Nayak S, Edwards DL, Saleh AA, Greenspan SL (2015) Systematic

review and meta-analysis of the performance of clinical risk assess-

ment instruments for screening for osteoporosis or low bone densi-

ty. Osteoporos Int 26:1543–1554

39. Kanis JA, Adams J, Borgström F, Cooper C, Jönsson B, Preedy D,

Selby P, Compston J (2008) The cost-effectiveness of alendronate

in the management of osteoporosis. Bone 42:4–15

Publisher’s note Springer Nature remains neutral with regard to jurisdic-

tional claims in published maps and institutional affiliations.

Affiliations

John A. Kanis1,2 &Manju Chandran3
& Siok Bee Chionh4

& Ganga Ganeson5
& Nicholas C Harvey6 &Woon-Puay Koh7,8

&

Timothy Kwok9,10 & Tang Ching Lau11
& Enwu Liu2

&Mattias Lorentzon2,12
& Eugene V McCloskey1,13 &

Kelvin Bryan Tan14
& Liesbeth Vandenput2,15 & Helena Johansson1,2

1 Centre for Metabolic Bone Diseases, University of Sheffield, Beech

Hill Road, Sheffield S10 2RX, UK

2 Mary McKillop Institute for Health Research, Australian Catholic

University, Melbourne, Australia

3 Osteoporosis and Bone Metabolism Unit, Department of

Endocrinology, Singapore General Hospital, Singapore,

Singapore, Singapore

4 Department of Medicine, Yong Loo Lin School of Medicine,

National University of Singapore, Singapore, Singapore

5 Division of Policy, Research and Evaluation, Ministry of Health,

Singapore, Singapore

6 MRC Lifecourse Epidemiology Unit, University of Southampton,

Southampton, UK

7 Health Services and Systems Research, Duke-NUS Medical School,

8 College Road, Singapore 169857, Singapore

8 Saw Swee Hock School of Public Health, National University of

Singapore, 12 Science Drive 2, Singapore 117549, Singapore

9 Department ofMedicine and Therapeutics, Prince ofWales Hospital,

The Chinese University of Hong Kong, Shatin, Hong Kong, China

10 Jockey Club Centre for Osteoporosis Care and Control, The

Chinese University of Hong Kong, Shatin, Hong Kong, China

11 Department of Medicine, Yong Loo Lin School of Medicine,

National University of Singapore, Singapore, Singapore

12 Geriatric Medicine, Department of Internal Medicine and Clinical

Nutrition, Institute of Medicine and Clinical Nutrition, Sahlgrenska

Academy, University of Gothenburg, Gothenburg, Sweden

13 MRC and Arthritis Research UK Centre for Integrated Research in

Musculoskeletal Ageing, Mellanby Centre for Bone Research,

University of Sheffield, Sheffield, UK

14 Ministry of Health Singapore, Singapore, Singapore

15 Department of Internal Medicine and Clinical Nutrition, Institute of

Medicine, Sahlgrenska Academy, University of Gothenburg,

Gothenburg, Sweden

  104 Page 10 of 10 Arch Osteoporos          (2020) 15:104 


	Use of age-dependent FRAX-based intervention thresholds for Singapore
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Methods
	Population sample
	Simulation of Variables
	Fracture Probabilities
	Intervention Thresholds Based on FRAX
	Assessment thresholds for BMD testing.
	Assessment strategy

	Results
	Thresholds
	Management pathway

	Discussion
	Appendix
	References


