Bone quality, as measured by Trabecular Bone Score (TBS), in patients with ECEZO]S )
primary hyperparathyroidism (PHPT). 2l L AN

C. Eller-Vainicher, *M. Filopanti, 1S.Palmieri, 2F.M. Ulivieri, V. Morelli, 1V.V. Zhukouskaya, E. Cairoli, 2R. Pino, 2A.Naccarato, *U. Verga, 3A.Scillitani, 1P. Beck-Peccoz, 1.
Chiodini.

Unit of 1Endocrinology and 2Nuclear Medicine, Fondazione IRCCS Ca Granda-Ospedale Maggiore Policlinico, Department of Clinical Sciences and Community Health,
University of Milan, Milan, Italy. 3Unit of Endocrinology, “Casa Sollievo della Sofferenza”, IRCCS, San Giovanni Rotondo, Foggia, Italy

1

INTRODUCTION PHPT leads to bone loss and increased fracture risk, particularly pronounced at sites rich in cortical bone. However, although

trabecular bone mass at spine seems relatively preserved, the risk of vertebral fractures (VFx) is increased. Therefore, the reduction of bone mineral
density (BMD) at spine does not completely explain the increased fractures risk, and the deterioration of bone quality has been advocated as a
contributor.

The Trabecular Bone Score (TBS) is a grey-level texture measurement based on the use of experimental variograms of 2D projection images acquired
during a DXA lumbar spine scan. It may be used for the routine evaluation bone micro-architecture, as it is strongly correlated with bone micro-
architecture, regardless of BMD

AIM OF THE STUDY evaluate the usefulness of TBS alone or in combination with BMD for predicting VFx in PHPT patients before and after surgery or a
conservative follow up.

PATIENTS 92 PHPT patients (18 eugonadal F and 74 post-menopausal F, aged 62.7+10.1 years, BMI 26.2+4.5 kg/m2) consecutively referred to our
Centre between Jan-2010 and Dec-2012, and 98 age-, gender- and BMI matched controls referred for multinodular goiter with normal thyroid function.
METHODS |In all subjects: TBS and BMD (at lumbar spine, LS and femoral neck, FN) were measured and reported as Z-scores; asymptomatic vertebral

fractures (VFx) were assessed by radiograph and the spinal deformity index (SDI) was calculated. Among the 92 PHPT patients, we also report the available
longitudinal BMD, TBS and VFx data after 24 months of follow-up for 20 subjects operated on and for 10 conservatively treated.
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