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DEXA screening—are we doing 
too much? 
For many postmenopausal women, screening for 
osteoporosis can be done much less frequently.

Practice changer 

Reconsider the intervals at which you recom-
mend rescreening for osteoporosis; for post-
menopausal women with a baseline of normal 
bone mineral density (BMD) or mild osteope-
nia, a 15-year interval is probably sufficient.1

strength of recommendation

B: Based on a single cohort study.
Gourlay ML, Fine JP, Preisser JS, et al. Bone density testing interval and 
transition to osteoporosis in older women. N Engl J Med. 2012;366:
225-233.

illustrative case

A 67-year-old woman whose recent dual-ener-
gy x-ray absorptiometry (DEXA) scan showed 
mild osteopenia asks when she should have her 
next bone scan. What should you tell her? 

One in 5 people who sustain a hip frac-
ture die within a year,2 and as many 
as 36% die prematurely.3 Osteoporo-

sis is the primary predictor of fracture risk and, 
in older white women in particular, low bone 
mineral density (BMD) increases the likeli-
hood of fracture by 70% to 80%.4

optimal screening frequency not known
The US Preventive Services Task Force  
(USPSTF) guideline for osteoporosis screen-
ing concludes that there is a lack of evidence 
about optimal rescreening intervals and 
states that intervals >2 years may be neces-
sary to better predict fracture risk.5 In addi-
tion, the USPSTF cites a prospective study 
showing that repeat measurement of BMD 
after 8 years added little predictive value 

compared with baseline DEXA scan results.6

The prospective cohort study detailed 
below was undertaken to help guide deci-
sions about how frequently to screen. 

study summary

Longer intervals are reasonable  
for those at low risk 
Gourlay et al followed 4957 women age  
≥67 years with normal BMD or osteopenia and 
no history of hip or clinical vertebral fracture or 
osteoporosis treatment. The primary outcome 
was the estimated time it would take for 10% of 
the women to develop osteoporosis. The time 
until 2% of the women developed such a frac-
ture was the secondary outcome. 

Participants had baseline DEXA scans, 
which were repeated at years 2, 6, 8, 10, and 
16. The researchers followed the women until 
they were diagnosed with osteoporosis, start-
ed on medication for osteoporosis, or devel-
oped a hip or clinical vertebral fracture. 

After adjusting for multiple covariates 
(age, body mass index, smoking status, use 
of glucocorticoids, fracture after age 50, es-
trogen use, and rheumatoid arthritis), the 
intervals between baseline testing and the 
development of osteoporosis were: 

•   16.8 years (95% confidence interval [CI], 
11.5-24.6) for women with normal BMD

•   17.3 years (95% CI, 13.9-21.5) for women 
with mild osteopenia

•   4.7 years (95% CI, 4.2-5.2) for women 
with moderate osteopenia

•   1.1 year (95% CI, 1.0-1.3) for women with 
advanced osteopenia.

555jFPoNLINE.CoM VoL 61, No 9  |  SEPTEMBER 2012  |  ThE joURNAL oF FAMILy PRACTICE

CoNTINUED

How often do you 
advise low-risk 
postmenopausal 
women to be 
screened for  
osteoporosis? 

n  Annually.

n  Every 2 years.

n   ≤5 years.

n   Other (Please 
specify) __________

INSTANT  
PoLL
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Intervals until 2% of the cohort developed 
fractures were similar. 

Overall, the authors used a sensible ap-
proach to estimate reasonable intervals be-
tween DEXA screenings (tABLE). 

What’s neW

Many DEXA scans can be eliminated 
Rescreening all postmenopausal women 
every 2 years is unlikely to reduce osteopo-
rotic fractures. This cohort study provides evi-
dence that rescreening can often be delayed 
for many years, depending on the patient’s 
baseline risk. Changing practice based on 
these findings can reduce resource utilization 
without adversely affecting women’s health. 

caveats

Questions about applicability may remain  
This analysis was limited to women ≥67 years, so 
different results might be obtained from analy-
ses that included younger postmenopausal 
women. In addition, 99% of the participants 
were white. Because the prevalence of osteo-
porosis of the hip among white women is equal 
to or slightly higher than it is among nonwhite 
women, it is likely that the suggested intervals 
are reasonable estimates for women of all races.

In women >80 years, the interval be-
tween baseline testing and the development 
of osteoporosis was shorter than that of their 
younger counterparts. Thus, it might be rea-
sonable to reduce rescreening intervals by a 
third for women in their 80s. 

challenges to imPlementation

Education needed for patients and docs 
This study is the best so far to address the fre-

tABLE 

Suggested rescreening intervals based on DEXA scan results1

DEXA result (T-score) Rescreening interval*

Normal/mild osteopenia (> -1.50) 15 years

Moderate osteopenia (-1.50 to -1.99) 5 years 

Advanced osteopenia (-2.0 to -2.49) 1 year 

*Consider reducing these intervals by one-third for women older than 80 years.

quency of rescreening. In order to implement 
it, patients as well as clinicians will need to be 
educated. Effective long-term (>10 y) reminder 
systems would improve implementation.

The recommendations of professional as-
sociations may also be a factor. The National 
Osteoporosis Foundation recommends as-
sessing BMD every 2 years, but notes that more 
frequent testing may sometimes be warranted.7 
The American College of Preventive Medicine 
recommends that screening for osteoporosis  
not occur more often than every 2 years.8          JFP
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