
ABSTRACT
Thyroid nodules are a common clinical finding, and accurate 
differentiation between benign and malignant nodules is essential for 
appropriate clinical management. This study aimed to evaluate the 
diagnostic value of the Thyroid Imaging Reporting and Data System 
(TIRADS) and elastography strain ratio in predicting malignant 
thyroid nodules and to correlate the findings with histopathology. This 
study was conducted from 2023 to 2024 and included 30 patients with 
thyroid nodules referred for ultrasound TIRADS assessment and 
elastography. Nodules were categorized according to the TIRADS 
classification system (TIRADS 1–5), and real-time strain ratio (SR) 
was measured using elastography to assess tissue stiffness. The final 
diagnosis was confirmed by histopathology following near-total 
thyroidectomy. The mean age of the patients was 34.1 ± 9.54 years 
(range 18–55 years), with 80% females. TIRADS demonstrated a 
sensitivity of 33.33%, a specificity of 93.33%, and an overall accuracy 
of 63.33%. Elastography strain ratio showed higher diagnostic 
performance with a sensitivity of 80.00%, a specificity of 93.33%, and 
an accuracy of 86.67%. Elastography strain ratio appears to be a more 
reliable method than TIRADS alone for detecting malignant thyroid 
nodules and may improve diagnostic accuracy in clinical practice.
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INTRODUCTION

Thyroid nodules are among the most common endocrine 
disorders, with a striking female predominance-occurring 
approximately four times more frequently in women than 
in men (1). The widespread use of high-resolution 
ultrasonography (USG) has markedly increased detection 
rates, with nodules identified in 20% to 76% of adults (2). 
USG remains the primary imaging modality due to its 
safety, accessibility, and ability to provide real-time 
tomographic visualization (3). While highly sensitive for 

detection, conventional USG alone has limited specificity 
in distinguishing benign from malignant nodules, 
necessitating complementary diagnostic strategies. Risk 
stratification systems such as the Thyroid Imaging 
Reporting and Data System (TIRADS) have been 
developed to standardize sonographic interpretation and 
improve diagnostic accuracy (4). TIRADS categorization 
provides a structured framework for evaluating nodules, 
reducing unnecessary biopsies and guiding clinical 
management. Elastography has further enhanced thyroid 
imaging by quantifying tissue stiffness, with malignant 
nodules typically demonstrating increased rigidity. The 
strain ratio derived from elastographic assessment has 
shown promise in differentiating benign from malignant 
lesions. However, imaging findings must be validated 
against histopathology, which remains the definitive 
diagnostic standard. This study was designed to evaluate 
the diagnostic performance of TIRADS scoring and 
elastographic strain ratio in differentiating malignant 
from benign thyroid nodules. By correlating imaging 
features with histopathological outcomes, the study aims 
to establish the reliability of these modalities and their 
potential to refine patient management strategies.

PATIENTS AND METHODS

This prospective observational study was conducted at 
the Bangladesh Institute of Thyroid and Molecular 
Imaging and Research (BITMIR) between 2023 and 
2024. A total of 30 patients presenting with thyroid 
nodules were referred for comprehensive 
ultrasonographic evaluation, including TIRADS 
categorization and real-time elastography.

Each thyroid nodule was systematically classified 
according to the Thyroid Imaging Reporting and Data 
System (TIRADS). The categories were defined as 
follows: TIRADS 1, corresponding to a normal thyroid 
gland; TIRADS 2, benign nodules; TIRADS 3, probably 
benign nodules; TIRADS 4, nodules suspicious for 
malignancy; and TIRADS 5, nodules highly suggestive 
of malignancy. This standardized scoring system was 
applied to ensure uniform interpretation of sonographic 
features and to facilitate risk stratification.

In addition to conventional ultrasonography, real-time 
strain elastography was performed for all nodules. The 
strain ratio (SR) was calculated by comparing the 
stiffness of the nodule with that of adjacent reference 
tissue. Increased stiffness, reflected by higher SR values, 
was considered indicative of potential malignancy. 
Elastographic findings were recorded and correlated with 
the respective TIRADS categories to assess their 
combined diagnostic utility.

The final diagnosis for each patient was established 
through histopathological examination following 
near-total thyroidectomy. Histopathology served as the 
gold standard against which imaging-based assessments 
were validated. The correlation between TIRADS scores, 
elastographic strain ratios, and histopathological 
outcomes was analyzed to determine the accuracy and 
reliability of these imaging modalities in differentiating 
benign from malignant thyroid nodules.

Diagnostic performance was evaluated by calculating 
sensitivity, specificity, positive predictive value (PPV), 
and negative predictive value (NPV) for both TIRADS 
scoring and elastographic strain ratio, individually and in 
combination. Sensitivity was defined as the proportion of 
histopathologically confirmed malignant nodules correctly 
identified by imaging, while specificity represented the 
proportion of benign nodules correctly classified. PPV and 
NPV were derived to assess the predictive accuracy of 
positive and negative imaging results, respectively.

RESULTS

A total of 30 patients with thyroid nodules were included 
in the study. The mean age of the study population was 
34.1 ± 9.54 years, with an age range from 18 to 55 years 

(figure 2). Females constituted 80% of the study 
population, while males accounted for 20%, yielding a 
male-to-female ratio of 1:2.6.

The diagnostic validity of the TIRADS scoring system 
was assessed against histopathological findings. TIRADS 
correctly identified 5 malignant nodules (true positives) 
and 10 benign nodules (true negatives). However, one 
benign nodule was misclassified as malignant (false 
positive), and 14 malignant nodules were missed (false 
negatives). The sensitivity of TIRADS in detecting 
malignancy was 33.33%, while specificity was 93.33%. 
The positive predictive value (PPV) was 83.33%, and the 
negative predictive value (NPV) was 58.33%. The 
overall diagnostic accuracy of TIRADS was 63.33%.

In comparison, elastography strain ratio demonstrated 

superior diagnostic performance. It correctly identified 
12 malignant nodules (true positives) and 3 benign 
nodules (true negatives). The sensitivity of elastography 
was 80 %, with a specificity of 93 %. The PPV was 92.3 
%, and the NPV was 82.4 %. The overall diagnostic 
accuracy of elastography strain ratio was 86.7 %.

When directly compared, elastography strain ratio proved 
to be a more reliable tool than TIRADS in discriminating 
malignant from benign thyroid nodules. Its higher 
sensitivity, specificity, PPV, and overall accuracy 
underscore its potential as a valuable adjunct to 
conventional ultrasonographic risk stratification.

DISCUSSION

Thyroid nodules are highly prevalent in the general 
population, particularly among women, and their 
accurate characterization remains a clinical challenge. 
Ultrasonography (USG) is the cornerstone of thyroid 
imaging, but its limited specificity necessitates 
adjunctive tools to improve diagnostic precision. In this 
study, the diagnostic performance of the Thyroid 
Imaging Reporting and Data System (TIRADS) and 
elastography strain ratio was evaluated, using 
histopathology as the gold standard.

The findings demonstrated that TIRADS achieved high 
specificity (93.3%) but relatively low sensitivity (33.3%), 
consistent with prior reports that TIRADS is effective in 
ruling out benign nodules but less reliable in detecting 
malignancy when nodules exhibit atypical or overlapping 
sonographic features (4–6). The positive predictive value 
(83.3%) was acceptable, but the negative predictive value 
(58.3%) and overall accuracy (63.3%) highlight its 
limitations as a standalone tool.

In contrast, the elastography strain ratio showed 
markedly superior diagnostic performance, with a 
sensitivity of 80.0%, a specificity of 93.3%, a PPV of 
92.3%, an NPV of 82.4%, and an overall accuracy of 
86.7%. These results align with multiple studies 
demonstrating that elastography enhances diagnostic 
accuracy by quantifying tissue stiffness, a parameter 
strongly associated with malignancy (7–10). Malignant 
nodules typically exhibit increased rigidity due to 
desmoplastic reaction and altered extracellular matrix 
composition, making elastography a valuable adjunct to 
conventional USG (11,12).

Several studies have reported similar findings. Okasha et 
al. showed that combining TIRADS with strain ratio 
significantly improved diagnostic accuracy compared to 
either modality alone (13). Angelopoulos et al. 
demonstrated that elastography enhances the diagnostic 
yield of ACR-TIRADS, particularly in indeterminate 
nodules (14). Another study also reported that 
elastography cut-off values correlate strongly with 
histopathology, supporting its role in clinical 
decision-making (15).

Histopathology remains the definitive diagnostic 

standard, but reliance on surgical excision or fine-needle 
aspiration (FNA) for all nodules is impractical and 
invasive. Integrating elastography with TIRADS can 
reduce unnecessary biopsies while maintaining high 
diagnostic confidence (16–18). The present study 
reinforces this approach, showing that elastography strain 
ratio provides higher sensitivity and overall accuracy, 
making it a more reliable tool for malignancy detection.

In summary, while TIRADS offers structured risk 
stratification with high specificity, elastography strain 
ratio significantly improves sensitivity and overall 
diagnostic accuracy. The combined use of these 
modalities, validated against histopathology, can 
optimize patient management by reducing invasive 
procedures and improving early detection of malignant 
thyroid nodules.

However, this study has several limitations that should be 
acknowledged. First, the relatively small sample size of 
30 patients may restrict the generalizability of the 
findings, and larger multicenter studies are needed to 
validate the diagnostic performance of TIRADS and 
elastography strain ratio. Second, the study population 
was drawn from a single institution, which may introduce 
selection bias and limit external applicability. Third, 
elastography measurements can be operator-dependent, 
and variability in technique or equipment calibration may 
influence strain ratio values. Finally, the study did not 
assess interobserver variability in TIRADS 
categorization or elastography interpretation, which is an 
important consideration for routine clinical practice. 
Despite these limitations, the findings provide valuable 
evidence supporting the role of elastography strain ratio 
as a complementary tool to TIRADS in improving 
diagnostic accuracy for thyroid nodules.

CONCLUSION

Thyroid nodules are highly prevalent, particularly among 
women, and their accurate characterization remains 
essential for guiding clinical management. This study 
demonstrated that while TIRADS scoring provides high 
specificity, its sensitivity and overall accuracy are limited 
when used alone. Conversely, the elastography strain 
ratio showed superior diagnostic performance, with 
markedly higher sensitivity, predictive values, and 

overall accuracy when validated against histopathology. 
These findings underscore the value of elastography as a 
complementary tool to conventional ultrasonography, 
enhancing the ability to discriminate malignant from 
benign nodules.
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ABSTRACT
Background: Spine–hip bone mineral density (BMD) discordance 
complicates dual-energy X-ray absorptiometry (DXA) interpretation 
and may affect osteoporosis classification. This study assessed the 
prevalence of spine–hip discordance and the age-dependent 
divergence between T-scores and Z-scores.
Methods: This cross-sectional study included 292 apparently healthy 
individuals who underwent DXA. BMD, T-scores, and Z-scores were 
analyzed at the lumbar spine, left femur, and right femur. Spine–hip 
discordance was defined as an absolute difference of at least 1.0 SD 
between the lumbar spine T-score and either femoral T-score and was 
categorized as minor (1.0 to <2.0 SD) or major (≥2.0 SD). The T–Z 
gap was defined as T-score minus Z-score. Inter-site differences were 
assessed using repeated-measures ANOVA, and associations between 
age and T–Z gap were evaluated using Pearson correlation.
Results: Participants were predominantly female (84.9%). The lumbar 
spine showed the lowest score profile, with mean T-scores of −1.36 ± 
1.64 at the lumbar spine, −0.08 ± 1.16 at the left femur, and −0.17 ± 
1.27 at the right femur. Corresponding mean Z-scores were −0.19 ± 
1.62, 0.57 ± 1.10, and 0.48 ± 1.20, respectively (all inter-site 
comparisons, p < 0.001). Overall, 73.3% of subjects demonstrated 
spine–hip discordance, including 41.1% with minor and 32.2% with 
major discordance. Age was strongly negatively correlated with the 
T–Z gap at all sites (r = −0.892, −0.886, and −0.888; all p < 0.001). 
Osteoporosis prevalence increased from 3.1% by hip-only 
classification to 29.1% by worst-site classification.
Conclusion: Spine–hip discordance is highly prevalent, 
predominantly spine-driven, and associated with substantial 
age-related T/Z divergence and diagnostic reclassification.
Keywords:  Bone mineral density; Dual-energy X-ray absorptiometry; 
Spine–hip discordance; T-score; Z-score; Osteoporosis; Lumbar 
spine; Hip BMD.
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INTRODUCTION

Osteoporosis is a systemic skeletal disorder defined by 
low bone mass and impaired microarchitecture, 
increasing fracture risk (1). Dual-energy X-ray 
absorptiometry (DXA) remains the gold standard for 
measuring bone mineral density (BMD) and is widely 
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used for diagnosis and risk stratification. According to 
World Health Organization (WHO) criteria, osteoporosis 
is defined by a T-score ≤ −2.5, with diagnosis based on 
the lowest value among measured skeletal sites (2, 3). 
However, a well-recognized limitation of DXA-based 
assessment is the occurrence of inter-site diagnostic 
discordance, where different skeletal regions yield 
different diagnostic categories (normal, osteopenia, or 
osteoporosis). This phenomenon is particularly observed 
between the lumbar spine and proximal femur and can 
significantly influence clinical decision-making (4, 9). 
Discordance is typically categorized as minor or major 
depending on whether the discrepancy spans adjacent or 
non-adjacent diagnostic categories (4).

Previous studies have demonstrated that spine–hip 
discordance is common, affecting approximately 
34–50% of patients, with major discordance occurring in 
a smaller but clinically important subset (4, 8). The 
underlying mechanisms are multifactorial, including 
age-related degenerative changes, differences in 
trabecular versus cortical bone composition, and 
technical or biological factors affecting regional bone 
loss (5, 9). Furthermore, discordance has important 
clinical implications, as it may alter fracture risk 
estimation and treatment strategies, particularly when 
relying on single-site assessment tools such as FRAX (3).

In addition to inter-site discordance, emerging attention 
has been directed toward discrepancies between T-scores 
and Z-scores, reflecting differences between young-adult 
reference comparisons and age-matched norms. These 
differences may provide additional insight into 
age-related bone changes and diagnostic interpretation 
yet remain underexplored in routine clinical practice.

Given these considerations, the present study aims to 
evaluate the pattern and magnitude of spine–hip BMD 
discordance and to investigate age-dependent divergence 
between T-scores and Z-scores in a real-world DXA 
cohort. By integrating site-wise comparisons and T–Z 
gap analysis, this study seeks to provide a more 
comprehensive understanding of densitometric 
variability and its clinical implications.

PATIENTS AND METHODS

Study Population

This cross-sectional study included 292 individuals who 
were referred for dual-energy X-ray absorptiometry 
(DXA) examination at the Institute of Nuclear Medicine 
and Allied Sciences, Suhrawardy, during the period from 
October 2023 to December 2025 with a mean age of 
56.07 ±12.55 (range 20–86) years. Prior to scanning, 
each participant’s height and weight were measured with 
the subject wearing light clothing and no shoes. Body 
weight was recorded using a calibrated anthropometric 
scale, and height was measured using a stadiometer 
attached to the same scale.

DXA Acquisition

Bone mineral density (BMD, g/cm²) and bone mineral 
content (BMC, g) were measured using an APELEM 3-D 
DXA system. Measurements were obtained according to 
standard acquisition protocols at the lumbar spine 
(L1–L4) and the hip region. The scanner was calibrated 
daily against the manufacturer-supplied standard 
calibration block to minimize baseline drift, and correct 
patient positioning was ensured during each examination. 
T-scores and Z-scores were also recorded for all 
measured sites.

Study Variables and Definitions

For the present analysis, only subjects with complete 
measurements at the lumbar spine, left femur, and right 
femur were included. Continuous variables were 
expressed as mean ± standard deviation (SD), whereas 
categorical variables were summarized as frequency and 
percentage. The T–Z gap was calculated for each skeletal 
site as the difference between T-score and Z-score. 
Spine–hip discordance was defined as the absolute 

difference between the lumbar spine T-score and femoral 
T-scores, and the larger of the two absolute differences 
was considered the maximum discordance value for each 
subject. Discordance was categorized as no discordance 
(<1.0 SD), minor discordance (1.0 to <2.0 SD), or major 
discordance (≥2.0 SD). WHO-based diagnostic 
categories were defined according to T-score thresholds 
as normal (≥ −1.0), osteopenia (< −1.0 to > −2.5), and 
osteoporosis (≤ −2.5) (1). Diagnostic classification was 
assessed using two approaches: a hip-only approach, 
based on the lower femoral T-score, and a worst-site 
approach, based on the lowest T-score among the lumbar 
spine, left femur, and right femur. Subjects were further 
stratified into five age groups: <40, 40–49, 50–59, 
60–69, and ≥70 years.

Statistical Analysis

Because measurements from the lumbar spine, left 
femur, and right femur were obtained from the same 
individuals, inter-site differences in mean T-scores and 
Z-scores were evaluated using repeated-measures 
analysis of variance (ANOVA). The association between 
age and the T–Z gap at each skeletal site was assessed 
using Pearson’s correlation analysis. For graphical 
presentation, scatter plots with fitted linear regression 
lines and 95% confidence interval bands were generated. 
Diagnostic reclassification between the hip-only and 
worst-site approaches was summarized descriptively. A 
two-sided p-value <0.05 was considered statistically 
significant. All statistical analyses and figure generation 
were performed in Excel and Python using standard 
scientific computing and visualization libraries. 

RESULTS

Cohort characteristics

A total of 292 subjects with complete DXA 
measurements at the lumbar spine, left femur, and right 
femur were included in the final analysis. The cohort was 
predominantly female (248/292, 84.9%) with 44/292 
(15.1%) male subjects. Table 1 described anthropometric 
variables where mean values are listed along with the 
standard deviations of the individual parameters except 
BMI categories where no. of BMI cases and the 
percentages are shown in parentheses.

The age distribution was as follows: 34 (11.6%) aged <40 
years, 36 (12.3%) aged 40–49 years, 97 (33.2%) aged 
50–59 years, 87 (29.8%) aged 60–69 years, and 38 
(13.0%) aged ≥70 years.

Site-wise BMD score distributions

The lumbar spine showed the lowest bone-density-derived 
score profile among the three measured skeletal sites. 
Mean T-scores were -1.36 ± 1.64 at the lumbar spine, -0.08 
± 1.16 at the left femur, and -0.17 ± 1.27 at the right femur. 
Corresponding mean Z-scores were -0.19 ± 1.62, 0.57 ± 
1.10, and 0.48 ± 1.20, respectively. The mean T-Z gap was 
therefore largest at the lumbar spine (-1.18 ± 0.78) 
compared with the left femur (-0.65 ± 0.44) and right 
femur (-0.65 ± 0.44). Figure 1A demonstrates a clear 
leftward shift of lumbar spine T-scores relative to both 
femoral sites. Figure 1B shows the same overall pattern for 
Z-scores, although with less negative values at all sites. 
Repeated-measures ANOVA confirmed significant 
between-site differences for both T-scores and Z-scores (p 
< 0.001 for both; Figure 1A-B).

Figure 1A. Box-and-whisker plot showing 
distribution of T-scores across skeletal sites. 
Horizontal dashed lines indicate WHO diagnostic 
thresholds for osteopenia (-1.0 SD) and osteoporosis 

(-2.5 SD). The lumbar spine demonstrates a 
left-shifted distribution compared with both femoral 
sites, indicating systematically lower T-scores.

Figure 1B. Distribution of Z-scores across skeletal 
sites. The dashed horizontal line represents the ISCD 
threshold for below expected range for age (Z-score ≤ 
-2.0 SD). Z-scores are consistently higher (less 
negative) than corresponding T-scores across all 
skeletal sites, reflecting age-matched normalization.

Prevalence and severity of spine-hip discordance

Using an absolute difference of at least 1.0 SD between 
lumbar spine T-score and either femoral T-score, 214/292 
subjects (73.3%) showed spine-hip discordance. Of 
these, 120/292 (41.1%) had minor discordance (1.0 to 
<2.0 SD), and 94/292 (32.2%) had major discordance (≥
2.0 SD). Only 78/292 (26.7%) had no discordance 
(Figure 2). The discordance pattern was predominantly 
spine-driven. In 235/292 subjects (80.5%), the lumbar 
spine T-score was lower than both femoral T-scores, 
whereas in 51/292 (17.5%), one or both femoral sites had 
lower T-scores than the spine; the remaining 6 subjects 
had equal values across at least one comparison. 
Discordance was more common in older age groups than 
in subjects under 50 years and was highest in the 
50–59-year group.
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Any discordance was present in 58.8% of subjects aged 
<40 years, 66.7% in those aged 40–49 years, 81.4% in 
those aged 50–59 years, 72.4% in those aged 60–69 
years, and 73.7% in those aged ≥70 years. Major 
discordance was most frequent in the 50–59-year group 

(40.2%) and remained common thereafter. Sex-stratified 
analysis showed a higher prevalence of any discordance 
among women than men (75.8% vs. 59.1%). Major 
discordance was also more common in women (35.9%) 
than in men (11.4%).

Age-dependent divergence between T-scores and 
Z-scores
A strong negative linear relationship was observed between 
age and the T-Z gap at all skeletal sites. Pearson correlation 
coefficients were r = -0.892 for the lumbar spine, r = -0.886 
for the left femur, and r = -0.888 for the right femur (all p < 

0.001). Figure 3 shows these associations with fitted 
regression lines and 95% confidence bands. The widening 
negative T-Z gap with advancing age indicates that T-scores 
become progressively more negative relative to Z-scores 
over the lifespan. This effect was most pronounced at the 
lumbar spine, where the average divergence was greatest.

Impact on WHO diagnostic classification
When classification was based on the lowest femoral 
T-score only, 212/292 (72.6%) subjects were classified as 
normal, 71/292 (24.3%) as osteopenic, and only 9/292 
(3.1%) as osteoporotic. In contrast, when the lowest T-score 
across all three measured sites was used, the distribution 
changed substantially to 108/292 (37.0%) normal, 99/292 
(33.9%) osteopenic, and 85/292 (29.1%) osteoporotic. 

Thus, inclusion of lumbar spine measurements resulted in 
marked upward diagnostic reclassification. Among subjects 
considered normal on hip-only assessment, 71 were 
reclassified as osteopenic and 33 as osteoporotic after 
incorporation of lumbar spine data. Among those classified 
as osteopenic by hip-only assessment, 43 were reclassified 
as osteoporotic when worst-site classification was applied. 
These shifts are shown in Figure 4.

DISCUSSION

 The study demonstrated a high prevalence of spine–hip 
BMD discordance, with a clear predominance of lower 
lumbar spine T-scores compared with femoral sites, along 
with a significant age-dependent divergence between 
T-scores and Z-scores. These findings reinforce the 
complexity of DXA interpretation and highlight the 
limitations of relying on a single skeletal site or metric for 
osteoporosis diagnosis.

The observed pattern of discordance is consistent with 
the WHO recommendation that osteoporosis diagnosis 
should be based on the lowest T-score among measured 
sites, acknowledging that skeletal heterogeneity is 
inherent to bone loss (1). Similar to our findings, multiple 
studies have reported that discordance between lumbar 

spine and hip measurements is common in clinical 
practice. Mounach et al. reported a substantial prevalence 
of discordance between skeletal sites, emphasizing that 
differences in bone composition and remodeling rates 
contribute to this phenomenon (2, 9). In another study, 
authors reported that such discordance significantly 
affects fracture risk estimation using FRAX, particularly 
when lumbar spine values are disproportionately lower 
than femoral measurements (3).

Our finding that lumbar spine T-scores are more 
frequently reduced compared with femoral sites aligns 
with earlier observations that trabecular bone-rich 
regions, such as the spine, are more metabolically active 
and therefore exhibit earlier and more pronounced bone 
loss (4). According to Moayyeri et al., the spine is more 

damaged in the early stages of osteoporosis, and 
spine–hip discordance frequently reflects differing rates 
of bone loss. (4). However, this pattern of discordance is 
influenced largely by demographic and clinical factors, 
indicating discordance across different populations in 
both direction and magnitude (5). 

The study found that the prevalence of discordance aligns 
with recent literature, indicating that discordance occurs 
in nearly half of the studied population, emphasizing its 
frequency and clinical significance (6). Many studies 
further extended this concept by demonstrating 
discordance not only between spine and hip but also 
between bilateral hips in specific patient populations, 
indicating that skeletal asymmetry can contribute to 
diagnostic variability (7). More than half of elderly 
patients showed discordance, particularly among those 
with hip fractures, highlighting its clinical significance 
(8). Discordance was associated with an increased risk of 
hip fracture, particularly when femoral BMD was lower 
than spinal BMD, highlighting the need for careful site 
selection in clinical decision-making.

Discordance is influenced by multiple factors, including age, 
body composition, and technical aspects of measurement, 
reinforcing that it is a multifactorial phenomenon rather than 
a measurement artifact (9). A similarly high prevalence of 
discordance in a tertiary care setting attributed partly to 
referral bias and the inclusion of symptomatic patients, a 
factor that may also contribute to the relatively high 
discordance observed in the present study (10). Chiang et al. 
further identified age as a significant determinant of 
discordance, particularly for major discordance, which 
increased with advancing age (11).

A key novel finding of the present study is the 
demonstration of a significant divergence between 
T-scores and Z-scores, particularly at the lumbar spine, 
with this divergence increasing with age. While previous 
studies have primarily focused on inter-site discordance, 
limited attention has been given to discrepancies between 
these two diagnostic metrics. The observed widening of 
the T–Z gap with age can be explained by the difference 
in reference populations, as T-scores compare patients to 
young healthy adults, whereas Z-scores account for 
age-matched norms. With aging, the decline in bone 
density relative to young adults becomes more 

pronounced than when compared to age-matched 
populations, leading to increasing divergence between 
these two indices. Degenerative changes in the lumbar 
spine, such as osteophytes, endplate sclerosis, and 
vascular calcifications, can artificially raise BMD 
measurements and affect the interpretation of Z-scores, 
thus exacerbating discrepancies in assessments.

The clinical implications of these findings are significant. 
Discordance between skeletal sites can lead to 
misclassification of osteoporosis status, potentially 
resulting in inappropriate treatment decisions if only a 
single site is considered. Moreover, divergence between 
T-scores and Z-scores may provide additional insight into 
age-related bone changes and should not be overlooked 
in clinical interpretation. As demonstrated in previous 
studies, discordance can influence fracture risk prediction 
and may necessitate a more individualized approach to 
patient management (3,8).

Overall, the findings of this study are consistent with 
existing literature in confirming the high prevalence and 
clinical relevance of spine–hip discordance, while also 
extending current knowledge by highlighting the 
importance of T–Z score divergence as an additional 
dimension of diagnostic variability. These results support 
the need for comprehensive, multi-site, and multi-metric 
assessment of BMD to improve diagnostic accuracy and 
optimize patient care in osteoporosis management.

CONCLUSION

The study revealed that spine–hip BMD discordance is 
common and largely influenced by lower lumbar spine 
T-scores. This cohort exhibited a notably high 
discordance burden compared to previous research. 
Additionally, there was a significant age-related 
divergence between T-scores and Z-scores at all skeletal 
sites, especially the lumbar spine. These results advocate 
for the routine use of multi-site DXA data and suggest 
that evaluating T-scores and Z-scores concurrently, 
especially at the lumbar spine, could improve clinical 
assessments in older adults.

LIMITATIONS 

This study has several limitations. First, the 
cross-sectional design does not allow assessment of 
longitudinal change or fracture outcomes. Second, the 

cohort was derived from a single-center referral 
population and was predominantly female, which may 
limit generalizability. Third, degenerative lumbar 
changes were not quantified independently, so their 
contribution to discordance could not be fully assessed. 
Finally, FRAX and incident fractures were not directly 
analyzed, limiting correlation of discordance with future 
fracture risk. 
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Figure 2. Stacked bar chart illustrating the proportion of subjects with no discordance, minor discordance 
(1.0-1.9 SD), and major discordance (≥2.0 SD) across predefined age groups.

Figure 3. Age-dependent divergence between T-scores and Z-scores Scatter plots depicting a strong negative 
correlation across all sites (lumbar spine r = -0.892, left femur r = -0.886, right femur r = -0.888; all p < 0.001), 
indicating progressive widening of the T-Z gap with advancing age.
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Any discordance was present in 58.8% of subjects aged 
<40 years, 66.7% in those aged 40–49 years, 81.4% in 
those aged 50–59 years, 72.4% in those aged 60–69 
years, and 73.7% in those aged ≥70 years. Major 
discordance was most frequent in the 50–59-year group 

(40.2%) and remained common thereafter. Sex-stratified 
analysis showed a higher prevalence of any discordance 
among women than men (75.8% vs. 59.1%). Major 
discordance was also more common in women (35.9%) 
than in men (11.4%).

Age-dependent divergence between T-scores and 
Z-scores
A strong negative linear relationship was observed between 
age and the T-Z gap at all skeletal sites. Pearson correlation 
coefficients were r = -0.892 for the lumbar spine, r = -0.886 
for the left femur, and r = -0.888 for the right femur (all p < 

0.001). Figure 3 shows these associations with fitted 
regression lines and 95% confidence bands. The widening 
negative T-Z gap with advancing age indicates that T-scores 
become progressively more negative relative to Z-scores 
over the lifespan. This effect was most pronounced at the 
lumbar spine, where the average divergence was greatest.

Impact on WHO diagnostic classification
When classification was based on the lowest femoral 
T-score only, 212/292 (72.6%) subjects were classified as 
normal, 71/292 (24.3%) as osteopenic, and only 9/292 
(3.1%) as osteoporotic. In contrast, when the lowest T-score 
across all three measured sites was used, the distribution 
changed substantially to 108/292 (37.0%) normal, 99/292 
(33.9%) osteopenic, and 85/292 (29.1%) osteoporotic. 

Thus, inclusion of lumbar spine measurements resulted in 
marked upward diagnostic reclassification. Among subjects 
considered normal on hip-only assessment, 71 were 
reclassified as osteopenic and 33 as osteoporotic after 
incorporation of lumbar spine data. Among those classified 
as osteopenic by hip-only assessment, 43 were reclassified 
as osteoporotic when worst-site classification was applied. 
These shifts are shown in Figure 4.

DISCUSSION

 The study demonstrated a high prevalence of spine–hip 
BMD discordance, with a clear predominance of lower 
lumbar spine T-scores compared with femoral sites, along 
with a significant age-dependent divergence between 
T-scores and Z-scores. These findings reinforce the 
complexity of DXA interpretation and highlight the 
limitations of relying on a single skeletal site or metric for 
osteoporosis diagnosis.

The observed pattern of discordance is consistent with 
the WHO recommendation that osteoporosis diagnosis 
should be based on the lowest T-score among measured 
sites, acknowledging that skeletal heterogeneity is 
inherent to bone loss (1). Similar to our findings, multiple 
studies have reported that discordance between lumbar 

spine and hip measurements is common in clinical 
practice. Mounach et al. reported a substantial prevalence 
of discordance between skeletal sites, emphasizing that 
differences in bone composition and remodeling rates 
contribute to this phenomenon (2, 9). In another study, 
authors reported that such discordance significantly 
affects fracture risk estimation using FRAX, particularly 
when lumbar spine values are disproportionately lower 
than femoral measurements (3).

Our finding that lumbar spine T-scores are more 
frequently reduced compared with femoral sites aligns 
with earlier observations that trabecular bone-rich 
regions, such as the spine, are more metabolically active 
and therefore exhibit earlier and more pronounced bone 
loss (4). According to Moayyeri et al., the spine is more 

damaged in the early stages of osteoporosis, and 
spine–hip discordance frequently reflects differing rates 
of bone loss. (4). However, this pattern of discordance is 
influenced largely by demographic and clinical factors, 
indicating discordance across different populations in 
both direction and magnitude (5). 

The study found that the prevalence of discordance aligns 
with recent literature, indicating that discordance occurs 
in nearly half of the studied population, emphasizing its 
frequency and clinical significance (6). Many studies 
further extended this concept by demonstrating 
discordance not only between spine and hip but also 
between bilateral hips in specific patient populations, 
indicating that skeletal asymmetry can contribute to 
diagnostic variability (7). More than half of elderly 
patients showed discordance, particularly among those 
with hip fractures, highlighting its clinical significance 
(8). Discordance was associated with an increased risk of 
hip fracture, particularly when femoral BMD was lower 
than spinal BMD, highlighting the need for careful site 
selection in clinical decision-making.

Discordance is influenced by multiple factors, including age, 
body composition, and technical aspects of measurement, 
reinforcing that it is a multifactorial phenomenon rather than 
a measurement artifact (9). A similarly high prevalence of 
discordance in a tertiary care setting attributed partly to 
referral bias and the inclusion of symptomatic patients, a 
factor that may also contribute to the relatively high 
discordance observed in the present study (10). Chiang et al. 
further identified age as a significant determinant of 
discordance, particularly for major discordance, which 
increased with advancing age (11).

A key novel finding of the present study is the 
demonstration of a significant divergence between 
T-scores and Z-scores, particularly at the lumbar spine, 
with this divergence increasing with age. While previous 
studies have primarily focused on inter-site discordance, 
limited attention has been given to discrepancies between 
these two diagnostic metrics. The observed widening of 
the T–Z gap with age can be explained by the difference 
in reference populations, as T-scores compare patients to 
young healthy adults, whereas Z-scores account for 
age-matched norms. With aging, the decline in bone 
density relative to young adults becomes more 

pronounced than when compared to age-matched 
populations, leading to increasing divergence between 
these two indices. Degenerative changes in the lumbar 
spine, such as osteophytes, endplate sclerosis, and 
vascular calcifications, can artificially raise BMD 
measurements and affect the interpretation of Z-scores, 
thus exacerbating discrepancies in assessments.

The clinical implications of these findings are significant. 
Discordance between skeletal sites can lead to 
misclassification of osteoporosis status, potentially 
resulting in inappropriate treatment decisions if only a 
single site is considered. Moreover, divergence between 
T-scores and Z-scores may provide additional insight into 
age-related bone changes and should not be overlooked 
in clinical interpretation. As demonstrated in previous 
studies, discordance can influence fracture risk prediction 
and may necessitate a more individualized approach to 
patient management (3,8).

Overall, the findings of this study are consistent with 
existing literature in confirming the high prevalence and 
clinical relevance of spine–hip discordance, while also 
extending current knowledge by highlighting the 
importance of T–Z score divergence as an additional 
dimension of diagnostic variability. These results support 
the need for comprehensive, multi-site, and multi-metric 
assessment of BMD to improve diagnostic accuracy and 
optimize patient care in osteoporosis management.

CONCLUSION

The study revealed that spine–hip BMD discordance is 
common and largely influenced by lower lumbar spine 
T-scores. This cohort exhibited a notably high 
discordance burden compared to previous research. 
Additionally, there was a significant age-related 
divergence between T-scores and Z-scores at all skeletal 
sites, especially the lumbar spine. These results advocate 
for the routine use of multi-site DXA data and suggest 
that evaluating T-scores and Z-scores concurrently, 
especially at the lumbar spine, could improve clinical 
assessments in older adults.

LIMITATIONS 

This study has several limitations. First, the 
cross-sectional design does not allow assessment of 
longitudinal change or fracture outcomes. Second, the 

cohort was derived from a single-center referral 
population and was predominantly female, which may 
limit generalizability. Third, degenerative lumbar 
changes were not quantified independently, so their 
contribution to discordance could not be fully assessed. 
Finally, FRAX and incident fractures were not directly 
analyzed, limiting correlation of discordance with future 
fracture risk. 
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Figure 4. Grouped bar chart comparing WHO diagnostic classification based on hip-only T-scores (lowest of 
left or right femur) versus worst-site T-scores (lowest of lumbar spine or femoral sites).
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Any discordance was present in 58.8% of subjects aged 
<40 years, 66.7% in those aged 40–49 years, 81.4% in 
those aged 50–59 years, 72.4% in those aged 60–69 
years, and 73.7% in those aged ≥70 years. Major 
discordance was most frequent in the 50–59-year group 

(40.2%) and remained common thereafter. Sex-stratified 
analysis showed a higher prevalence of any discordance 
among women than men (75.8% vs. 59.1%). Major 
discordance was also more common in women (35.9%) 
than in men (11.4%).

Age-dependent divergence between T-scores and 
Z-scores
A strong negative linear relationship was observed between 
age and the T-Z gap at all skeletal sites. Pearson correlation 
coefficients were r = -0.892 for the lumbar spine, r = -0.886 
for the left femur, and r = -0.888 for the right femur (all p < 

0.001). Figure 3 shows these associations with fitted 
regression lines and 95% confidence bands. The widening 
negative T-Z gap with advancing age indicates that T-scores 
become progressively more negative relative to Z-scores 
over the lifespan. This effect was most pronounced at the 
lumbar spine, where the average divergence was greatest.

Impact on WHO diagnostic classification
When classification was based on the lowest femoral 
T-score only, 212/292 (72.6%) subjects were classified as 
normal, 71/292 (24.3%) as osteopenic, and only 9/292 
(3.1%) as osteoporotic. In contrast, when the lowest T-score 
across all three measured sites was used, the distribution 
changed substantially to 108/292 (37.0%) normal, 99/292 
(33.9%) osteopenic, and 85/292 (29.1%) osteoporotic. 

Thus, inclusion of lumbar spine measurements resulted in 
marked upward diagnostic reclassification. Among subjects 
considered normal on hip-only assessment, 71 were 
reclassified as osteopenic and 33 as osteoporotic after 
incorporation of lumbar spine data. Among those classified 
as osteopenic by hip-only assessment, 43 were reclassified 
as osteoporotic when worst-site classification was applied. 
These shifts are shown in Figure 4.

DISCUSSION

 The study demonstrated a high prevalence of spine–hip 
BMD discordance, with a clear predominance of lower 
lumbar spine T-scores compared with femoral sites, along 
with a significant age-dependent divergence between 
T-scores and Z-scores. These findings reinforce the 
complexity of DXA interpretation and highlight the 
limitations of relying on a single skeletal site or metric for 
osteoporosis diagnosis.

The observed pattern of discordance is consistent with 
the WHO recommendation that osteoporosis diagnosis 
should be based on the lowest T-score among measured 
sites, acknowledging that skeletal heterogeneity is 
inherent to bone loss (1). Similar to our findings, multiple 
studies have reported that discordance between lumbar 

spine and hip measurements is common in clinical 
practice. Mounach et al. reported a substantial prevalence 
of discordance between skeletal sites, emphasizing that 
differences in bone composition and remodeling rates 
contribute to this phenomenon (2, 9). In another study, 
authors reported that such discordance significantly 
affects fracture risk estimation using FRAX, particularly 
when lumbar spine values are disproportionately lower 
than femoral measurements (3).

Our finding that lumbar spine T-scores are more 
frequently reduced compared with femoral sites aligns 
with earlier observations that trabecular bone-rich 
regions, such as the spine, are more metabolically active 
and therefore exhibit earlier and more pronounced bone 
loss (4). According to Moayyeri et al., the spine is more 

damaged in the early stages of osteoporosis, and 
spine–hip discordance frequently reflects differing rates 
of bone loss. (4). However, this pattern of discordance is 
influenced largely by demographic and clinical factors, 
indicating discordance across different populations in 
both direction and magnitude (5). 

The study found that the prevalence of discordance aligns 
with recent literature, indicating that discordance occurs 
in nearly half of the studied population, emphasizing its 
frequency and clinical significance (6). Many studies 
further extended this concept by demonstrating 
discordance not only between spine and hip but also 
between bilateral hips in specific patient populations, 
indicating that skeletal asymmetry can contribute to 
diagnostic variability (7). More than half of elderly 
patients showed discordance, particularly among those 
with hip fractures, highlighting its clinical significance 
(8). Discordance was associated with an increased risk of 
hip fracture, particularly when femoral BMD was lower 
than spinal BMD, highlighting the need for careful site 
selection in clinical decision-making.

Discordance is influenced by multiple factors, including age, 
body composition, and technical aspects of measurement, 
reinforcing that it is a multifactorial phenomenon rather than 
a measurement artifact (9). A similarly high prevalence of 
discordance in a tertiary care setting attributed partly to 
referral bias and the inclusion of symptomatic patients, a 
factor that may also contribute to the relatively high 
discordance observed in the present study (10). Chiang et al. 
further identified age as a significant determinant of 
discordance, particularly for major discordance, which 
increased with advancing age (11).

A key novel finding of the present study is the 
demonstration of a significant divergence between 
T-scores and Z-scores, particularly at the lumbar spine, 
with this divergence increasing with age. While previous 
studies have primarily focused on inter-site discordance, 
limited attention has been given to discrepancies between 
these two diagnostic metrics. The observed widening of 
the T–Z gap with age can be explained by the difference 
in reference populations, as T-scores compare patients to 
young healthy adults, whereas Z-scores account for 
age-matched norms. With aging, the decline in bone 
density relative to young adults becomes more 

pronounced than when compared to age-matched 
populations, leading to increasing divergence between 
these two indices. Degenerative changes in the lumbar 
spine, such as osteophytes, endplate sclerosis, and 
vascular calcifications, can artificially raise BMD 
measurements and affect the interpretation of Z-scores, 
thus exacerbating discrepancies in assessments.

The clinical implications of these findings are significant. 
Discordance between skeletal sites can lead to 
misclassification of osteoporosis status, potentially 
resulting in inappropriate treatment decisions if only a 
single site is considered. Moreover, divergence between 
T-scores and Z-scores may provide additional insight into 
age-related bone changes and should not be overlooked 
in clinical interpretation. As demonstrated in previous 
studies, discordance can influence fracture risk prediction 
and may necessitate a more individualized approach to 
patient management (3,8).

Overall, the findings of this study are consistent with 
existing literature in confirming the high prevalence and 
clinical relevance of spine–hip discordance, while also 
extending current knowledge by highlighting the 
importance of T–Z score divergence as an additional 
dimension of diagnostic variability. These results support 
the need for comprehensive, multi-site, and multi-metric 
assessment of BMD to improve diagnostic accuracy and 
optimize patient care in osteoporosis management.

CONCLUSION

The study revealed that spine–hip BMD discordance is 
common and largely influenced by lower lumbar spine 
T-scores. This cohort exhibited a notably high 
discordance burden compared to previous research. 
Additionally, there was a significant age-related 
divergence between T-scores and Z-scores at all skeletal 
sites, especially the lumbar spine. These results advocate 
for the routine use of multi-site DXA data and suggest 
that evaluating T-scores and Z-scores concurrently, 
especially at the lumbar spine, could improve clinical 
assessments in older adults.

LIMITATIONS 

This study has several limitations. First, the 
cross-sectional design does not allow assessment of 
longitudinal change or fracture outcomes. Second, the 

cohort was derived from a single-center referral 
population and was predominantly female, which may 
limit generalizability. Third, degenerative lumbar 
changes were not quantified independently, so their 
contribution to discordance could not be fully assessed. 
Finally, FRAX and incident fractures were not directly 
analyzed, limiting correlation of discordance with future 
fracture risk. 

CONFLICT OF INTEREST

The authors have no financial, personal, or professional 
conflicts that could inappropriately bias this work.

REFERENCE
1. WHO Study Group. Assessment of fracture risk and its 

application to screening for postmenopausal osteoporosis. 
Geneva: World Health Organization; 1994. 

2. Mounach A, Rezqi A, Ghozlani I, Achemlal L, Bezza A, El 
Maghraoui A. Prevalence and risk factors of discordance between 
left- and right-hip bone mineral density using DXA. ISRN 
Rheumatol. 2012;2012:617535. doi:10.5402/2012/617535. 

3. Goh TS, Kim E, Jeon YK, Hwangbo L, Kim IJ, Pak K, et al. 
Spine-hip discordance and FRAX assessment fracture risk in 
postmenopausal women with osteopenia from concordant 
diagnosis between lumbar spine and femoral neck. J Clin 
Densitom. 2021;24(4):548-56. doi:10.1016/j.jocd.2021.03.008. 

4. Moayyeri A, Soltani A, Khaleghnejad Tabari N, Sadatsafavi M, 
Hossein-neghad A, Larijani B. Discordance in diagnosis of 
osteoporosis using spine and hip bone densitometry. BMC Endocr 
Disord. 2005;5:3. doi:10.1186/1472-6823-5-3. 

5. Soleymani Saleh Abadi H, Tavakoli M, Alipour P, Alipour S. 
Determining the relative frequency of bone mineral densitometry 
discordance and its related factors in the spine-femur regions 
using the DEXA method. Acta Bioclinica. 2025;15(31):109-23. 

6. Beigy H, Mousavi M, Karimi J, Karimzadeh H, Arezomandi N, 
Pakzad B. T-score discordance between hip and spine in diagnosis 
of osteoporosis in patients from Iranian population. Acta Med 
Iran. 2022;60(12):749-55. 

7. Yoo SD, Kim TW, Oh BM, Lee SA, Kim C, Chung HY, et al. 
Discordance between spine-hip and paretic-nonparetic hip bone 
mineral density in hemiplegic stroke patients: a multicenter 
retrospective study. Ann Rehabil Med. 2024;48(6):413-22. 
doi:10.5535/arm.240079. 

8. Lee SW, Yoon Y, Kwon J, Heu JY, Hwang J. Clinical significance 
of discordance between hip and spine bone mineral density in 
Korean elderly patients with hip fractures. J Clin Med. 
2023;12:6448. doi:10.3390/jcm12206448. 

9. Mounach A, Mouinga Abayi DA, Ghazi M, Ghozlani I, Nouijai 
A, Achemlal L, et al. Discordance between hip and spine bone 
mineral density measurement using DXA: prevalence and risk 
factors. Semin Arthritis Rheum. 2009;38(6):467-71. 
doi:10.1016/j.semarthrit.2008.04.001. 

10. Chaudhary RK, Regmi S, Shah N, Banskota B, Barakoti RK, 
Banskota AK. Hip-spine discordance in bone mineral densities in 
patients undergoing dual energy X-ray absorptiometry scan in a 
tertiary care centre: a descriptive cross-sectional study. J Nepal 
Med Assoc. 2023;61(262):502-5. doi:10.31729/jnma.7951. 

11. Chiang MH, Jang YC, Chen YP, Chan WP, Lin YC, Huang SW, et 
al. T-score discordance between hip and lumbar spine: risk factors 
and clinical implications. Ther Adv Musculoskelet Dis.

 2023;15:1759720X231177147. doi:10.1177/1759720X231177147.



Bangladesh J. Nucl. Med. Vol. 28, No. 2,  July 2025Age-dependent divergence of T & Z-Scores at DXA 

317 318

319320 321 322

323324

Any discordance was present in 58.8% of subjects aged 
<40 years, 66.7% in those aged 40–49 years, 81.4% in 
those aged 50–59 years, 72.4% in those aged 60–69 
years, and 73.7% in those aged ≥70 years. Major 
discordance was most frequent in the 50–59-year group 

(40.2%) and remained common thereafter. Sex-stratified 
analysis showed a higher prevalence of any discordance 
among women than men (75.8% vs. 59.1%). Major 
discordance was also more common in women (35.9%) 
than in men (11.4%).

Age-dependent divergence between T-scores and 
Z-scores
A strong negative linear relationship was observed between 
age and the T-Z gap at all skeletal sites. Pearson correlation 
coefficients were r = -0.892 for the lumbar spine, r = -0.886 
for the left femur, and r = -0.888 for the right femur (all p < 

0.001). Figure 3 shows these associations with fitted 
regression lines and 95% confidence bands. The widening 
negative T-Z gap with advancing age indicates that T-scores 
become progressively more negative relative to Z-scores 
over the lifespan. This effect was most pronounced at the 
lumbar spine, where the average divergence was greatest.

Impact on WHO diagnostic classification
When classification was based on the lowest femoral 
T-score only, 212/292 (72.6%) subjects were classified as 
normal, 71/292 (24.3%) as osteopenic, and only 9/292 
(3.1%) as osteoporotic. In contrast, when the lowest T-score 
across all three measured sites was used, the distribution 
changed substantially to 108/292 (37.0%) normal, 99/292 
(33.9%) osteopenic, and 85/292 (29.1%) osteoporotic. 

Thus, inclusion of lumbar spine measurements resulted in 
marked upward diagnostic reclassification. Among subjects 
considered normal on hip-only assessment, 71 were 
reclassified as osteopenic and 33 as osteoporotic after 
incorporation of lumbar spine data. Among those classified 
as osteopenic by hip-only assessment, 43 were reclassified 
as osteoporotic when worst-site classification was applied. 
These shifts are shown in Figure 4.

DISCUSSION

 The study demonstrated a high prevalence of spine–hip 
BMD discordance, with a clear predominance of lower 
lumbar spine T-scores compared with femoral sites, along 
with a significant age-dependent divergence between 
T-scores and Z-scores. These findings reinforce the 
complexity of DXA interpretation and highlight the 
limitations of relying on a single skeletal site or metric for 
osteoporosis diagnosis.

The observed pattern of discordance is consistent with 
the WHO recommendation that osteoporosis diagnosis 
should be based on the lowest T-score among measured 
sites, acknowledging that skeletal heterogeneity is 
inherent to bone loss (1). Similar to our findings, multiple 
studies have reported that discordance between lumbar 

spine and hip measurements is common in clinical 
practice. Mounach et al. reported a substantial prevalence 
of discordance between skeletal sites, emphasizing that 
differences in bone composition and remodeling rates 
contribute to this phenomenon (2, 9). In another study, 
authors reported that such discordance significantly 
affects fracture risk estimation using FRAX, particularly 
when lumbar spine values are disproportionately lower 
than femoral measurements (3).

Our finding that lumbar spine T-scores are more 
frequently reduced compared with femoral sites aligns 
with earlier observations that trabecular bone-rich 
regions, such as the spine, are more metabolically active 
and therefore exhibit earlier and more pronounced bone 
loss (4). According to Moayyeri et al., the spine is more 

damaged in the early stages of osteoporosis, and 
spine–hip discordance frequently reflects differing rates 
of bone loss. (4). However, this pattern of discordance is 
influenced largely by demographic and clinical factors, 
indicating discordance across different populations in 
both direction and magnitude (5). 

The study found that the prevalence of discordance aligns 
with recent literature, indicating that discordance occurs 
in nearly half of the studied population, emphasizing its 
frequency and clinical significance (6). Many studies 
further extended this concept by demonstrating 
discordance not only between spine and hip but also 
between bilateral hips in specific patient populations, 
indicating that skeletal asymmetry can contribute to 
diagnostic variability (7). More than half of elderly 
patients showed discordance, particularly among those 
with hip fractures, highlighting its clinical significance 
(8). Discordance was associated with an increased risk of 
hip fracture, particularly when femoral BMD was lower 
than spinal BMD, highlighting the need for careful site 
selection in clinical decision-making.

Discordance is influenced by multiple factors, including age, 
body composition, and technical aspects of measurement, 
reinforcing that it is a multifactorial phenomenon rather than 
a measurement artifact (9). A similarly high prevalence of 
discordance in a tertiary care setting attributed partly to 
referral bias and the inclusion of symptomatic patients, a 
factor that may also contribute to the relatively high 
discordance observed in the present study (10). Chiang et al. 
further identified age as a significant determinant of 
discordance, particularly for major discordance, which 
increased with advancing age (11).

A key novel finding of the present study is the 
demonstration of a significant divergence between 
T-scores and Z-scores, particularly at the lumbar spine, 
with this divergence increasing with age. While previous 
studies have primarily focused on inter-site discordance, 
limited attention has been given to discrepancies between 
these two diagnostic metrics. The observed widening of 
the T–Z gap with age can be explained by the difference 
in reference populations, as T-scores compare patients to 
young healthy adults, whereas Z-scores account for 
age-matched norms. With aging, the decline in bone 
density relative to young adults becomes more 

pronounced than when compared to age-matched 
populations, leading to increasing divergence between 
these two indices. Degenerative changes in the lumbar 
spine, such as osteophytes, endplate sclerosis, and 
vascular calcifications, can artificially raise BMD 
measurements and affect the interpretation of Z-scores, 
thus exacerbating discrepancies in assessments.

The clinical implications of these findings are significant. 
Discordance between skeletal sites can lead to 
misclassification of osteoporosis status, potentially 
resulting in inappropriate treatment decisions if only a 
single site is considered. Moreover, divergence between 
T-scores and Z-scores may provide additional insight into 
age-related bone changes and should not be overlooked 
in clinical interpretation. As demonstrated in previous 
studies, discordance can influence fracture risk prediction 
and may necessitate a more individualized approach to 
patient management (3,8).

Overall, the findings of this study are consistent with 
existing literature in confirming the high prevalence and 
clinical relevance of spine–hip discordance, while also 
extending current knowledge by highlighting the 
importance of T–Z score divergence as an additional 
dimension of diagnostic variability. These results support 
the need for comprehensive, multi-site, and multi-metric 
assessment of BMD to improve diagnostic accuracy and 
optimize patient care in osteoporosis management.

CONCLUSION

The study revealed that spine–hip BMD discordance is 
common and largely influenced by lower lumbar spine 
T-scores. This cohort exhibited a notably high 
discordance burden compared to previous research. 
Additionally, there was a significant age-related 
divergence between T-scores and Z-scores at all skeletal 
sites, especially the lumbar spine. These results advocate 
for the routine use of multi-site DXA data and suggest 
that evaluating T-scores and Z-scores concurrently, 
especially at the lumbar spine, could improve clinical 
assessments in older adults.

LIMITATIONS 

This study has several limitations. First, the 
cross-sectional design does not allow assessment of 
longitudinal change or fracture outcomes. Second, the 

cohort was derived from a single-center referral 
population and was predominantly female, which may 
limit generalizability. Third, degenerative lumbar 
changes were not quantified independently, so their 
contribution to discordance could not be fully assessed. 
Finally, FRAX and incident fractures were not directly 
analyzed, limiting correlation of discordance with future 
fracture risk. 
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