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La paziente viene ricoverata presso l’U.O. di Geriatria con la seguente

diagnosi: «Delirium ipocinetico e sindrome da ipomobilità in paziente

anziana obesa con iniziale decadimento cognitivo con difficoltà di

gestione domiciliare, insufficienza renale acuta prerenale verosimilmente

iatrogena, riscontro di frattura vertebrale da fragilità in caduta accidentale

in paziente con instabilità posturale e dolore cronico.».

ANZIANO FRAGILE!!!







DIFFERENTE APPROCCIO AL PAZIENTE ADULTO ED ANZIANO
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VMD (Valutazione Multidimensionale Geriatrica)

Processo diagnostico multidisciplinare e multidimensionale diretto ad 

identificare i bisogni, pianificare la cura e migliorare i risultati nell’anziano fragile.

- Salute fisica

- Capacità funzionale

- Salute psicologica e cognitiva

- Parametri socio-ambientali

La VMD utilizza una vasta gamma di test, misurazioni e scale di valutazione 

standardizzati e validati a livello internazionale. 



VMD (Valutazione Multidimensionale
Geriatrica)
Salute fisica:

• Anamnesi clinica e socio-ambientale

• Esame obiettivo nell’anziano

• CCI (Charlson Comorbity Index):5 points

Salute cognitiva e mentale:

• MMSE (Mini-Mental State Examination) 23.1/30

Stato dell’umore e salute psichica:

• Scala Geriatrica di Depressione (GDS – 3/5) e la Scala di Depressione di 
Hamilton

Stato funzionale:

• ADL (5/6) ed IADL (4/8)

Situazione socio-ambientale:

• Fattori che comprendono la rete di interazione sociale, la disponibilità di 
risorse sociali e di supporto, necessità di sicurezza e convenienza ambientale
del singolo, risorse economiche del paziente



Indaghereste il rischio di 
frattura di questa paziente?



FRAX

Hip FRAX: 21% 

Major FRAX: 38%



DeFRA

OBIETTIVO PRINCIPALE

definire meglio il rischio assoluto di frattura introducendo 

nell’algoritmo

- variabili semiquantitative (fumo, corticosteroidi etc) 

- numero e siti di precedenti fratture da fragilità 

- altre malattie potenzialmente osteopenizzanti

- BMD sia del colonna vertebrale o del femore





DIAGNOSI DI OSTEOPOROSI

▪ Valutazione clinica (identificazione dei soggetti 

a rischio)

▪ Misurazione della BMD (DXA gold standard)

▪ Esecuzione di esami radiologici (RX, 

morfometria vertebrale)

▪ Esecuzione di indagini di laboratorio



Fareste una densitometria ossea?





Le «trappole» della DEXA in cui non cadere

De Vincentis S. et al. societaitalianadiendocrinologia.it, 10/2020  





Spatial Relationships Between Prevalent and Incident
Spine Fractures
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Women with prevalent fractures have an increased risk of
developing additional, incident fractures. This article exam-
ines the relation between the location of prevalent fractures
within the spine and the risk of subsequent vertebral frac-
tures. The subjects were 721 Japanese-American women of
mean age 69.5 5.3 (SD) years. For the analyses, the spine
was categorized into three regions: an upper region, verte-
brae T3–11; a middle region, vertebrae T-12 and L-1; and a
lower region, vertebrae L2–5. Initial analyseswere limited to
women with, at most, one prevalent fracture. Compared to
women without fracture, women with a prevalent fracture
had odds ratios of 2–5 for developing an incident fracture
outside the prevalent region. Subsequent analyses included
women with multiple prevalent fractures. Women having two
or three prevalent fractures had odds ratios of 7–9 for
developing an incident fracture outside the prevalent region.
The resultssuggest that the increased fracture risk of women
with prevalent fractures extends beyond nearby vertebrae,
and can affect vertebrae both above and below the prevalent
fracture. (Bone 24:261–264; 1999) © 1999 by Elsevier Sci-
ence Inc. All rights reserved.

Key Words: Fracture; Vertebrae; Osteoporosis; Incidence;
Prevalence.

Introduction

Several studies have shown that women with existing (prevalent)
vertebral fractures have an increased risk of developing new
(incident) fractures.1,8,10 This association persists after adjusting
for bone density. Still unresolved, however, is whether a preva-
lent fracture increases the risk of some vertebrae more than
others. Prevalent fractures may indicate general skeletal deficits,
such as impaired trabecular structure, or increased resorption
sites, which might increase risk uniformly throughout the spine.
Alternatively, the position of an initial fracture might influence
which other vertebrae are placed at increased risk. For example,
prevalent fractures might evoke local mechanical or biochemical
effects (such as release of cytokines during fracture healing),
which might affect nearby vertebrae more than distant verte-
brae.5 Elevated bone turnover following fracture would increase
the number of resorption loci, which may act to focus strains on

the weakest regions of trabecular struts. This communication
examines two possible hypotheses: (1) that the effects of a
prevalent fracture are localized to nearby vertebrae; and (2) that
the effects are directional, such that only vertebrae above (or
below) the prevalent fracture are placed at increased risk.

Subjects and Methods

Subjects

Details concerning the women in the Hawaii Osteoporosis Study
(HOS) have been published elsewhere.3 Briefly, the women are
the wives of a random sample of men in the Honolulu Heart
Program (HHP). All noninstitutionalized men of Japanese ances-
try born from 1900 through 1919, and living on the island of
Oahu, Hawaii, were invited to join the HHP.13 The baseline
examination of the HOS was begun in 1981. The present article
is restricted to the 721 women in the HOS who had at least two
complete spine radiographs (vertebrae T-3–L-5). Their mean age
was 69 5.3 years, and their mean calcaneal BMD was 296
66 mg/cm2. Complete spine radiographs were taken beginning in
1986. The women had a maximum of three such radiographs
taken a median of 3.1 years apart. Seventy-eight percent had only
two radiographs. The distribution of prevalent and incident
fractures identified from the radiographs is given in Table 1.

Fracture Definitions

This article is an extension of a previous article,8 and fracture
definitions are the same as those previously reported. Prevalent
fractures were defined as vertebrae having anterior heights 3
SDs below the vertebra-specific mean. Heights of the vertebral
centrum were measured using a microcomputer-linked digitizing
pad. Incident fractures were based on changes in vertebral
dimensions on serial radiographs. A new fracture was defined as
a decrease of 15% in anterior, posterior, or medial vertebral
height.

Analyses

For the analyses separate records were created for the women for
each pair of radiographs. A woman with three radiographs, for
instance, would have had two records created (first and second
films, and second and third films). Time-dependent variables,
such as age, bone density, and the presence of prevalent frac-
tures, were updated to the time of the earlier film for each pair of
radiographs. Incident fractures were identified as changes be-
tween the first and the second radiographs. For women who did
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Fareste ulteriori indagini strumentali?



RX rachide dorsale

«… crollo di alcuni metameri 
centro-dorsali con 
accentuazione della cifosi. 
Accentuazione della trama 
peribroncovasale. Ombra 
cardiovasale di dimensioni 
nella norma...»



In an ancillary study of the Vitamin D and Omega-3 Trial (VITAL), we tested whether supplemental vitamin 
D3 would result in a lower risk of fractures  than placebo. 

Vitamin D 3 supplementation did not result in a significantly lower risk of fractures than placebo

among generally healthy midlife and older adults who were not selected for vitamin D deficiency, low 
bone mass, or osteoporosis 



Adults who are vitamin D deficient are typically treated with 50,000 units of vitamin D2 or vitamin D3 once a week (or the equivalent 

daily dose of 7000 units vitamin D2 or vitamin D3)

for 5–8 weeks to achieve a 25(OH)D blood level of approximately 30 ng/mL. This regimen should be followed by maintenance therapy 

of 1000 to 2000 units/day or whatever dose is needed to maintain the target serum level



Population/condition at risk of hypovitaminosis D



Evidence levels supporting the suggestion and recommendation regarding the

measurements of 25(OH)D levels in specific categories of subjects.





La paziente pertanto avvia 
supplementazione orale con:

- Calcio carbonato 500 mg bid

- Colecalciferolo 10.000 UI al 
giorno per 30 giorni



Fareste valutare la 
paziente da un

«bone specialist»?
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