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(125 g) 

     

                       Wat is uw gemiddelde inname van ...?  

(graag ingevuld meebrengen op uw volgende raadpleging metabole botziekten) 

: 

NEE/ JA: 

1) Melk, een glas of tas? (150 ml)                 

Zowel volle, halfvolle of magere melk; ook karnemelk, chocomelk, 
calciumverrijkte sojadrink, enz. 

................ keer per ..............  (=> per dag of per week) 

2) Yoghurt, pudding of platte kaas, een potje?  
Zowel volle, halfvolle of magere natuur- of fruityoghurt; ook chocolade of 
vanillepudding, enz. 

................ keer per ..............  (=> per dag of per week) 

3) Kaas of kaasgerecht, een snede of portie? (30 g)  

Ook b.v. een quiche, lasagne of pizza met kaas, ... 

................ keer per ..............  (=> per dag of per week) 

4) Fles- of kraantjeswater: ............. glazen per dag   (200ml) 

 Contrex/Hépar water: ............. glazen per dag 
 x 

5) Appelsienen:   ............... stuks per dag 
 

6) Kan u heel weinig eten? (bv. door een ernstige ziekte)   NEE / JA 

7) Eet u (bijna) dagelijks groenten, fruit én   NEE / JA 

 bruin/grijs brood?   

8) Gebruikt u andere calciumrijke voeding, bijvoeding, etc? 

................................................................................................ 

9) Gebruikt u calcium supplementen? NEE/ JA, namelijk 

o 500 mg 1x/dag o  500 mg 2x/dag 

o 1000 mg 1x/dag o  Calx Plus® ..... keer/dag 
o Andere, namelijk: .............................. (soort, dosis) 

+3 punten 
als beiden 
voldaan 

Puntentelling (in te vullen door assistent) 
x 

1) Melk:  Minder dan 3x/week  0 punten 

 3-4 keer per week   1 punt 

 .... keer per dag, x2 punten =  .... punten 
x 

2) Yoghurt: Minder dan 3x/week  0 punten 

 3-4 keer per week   1 punt 

 .... keer per dag, x2 punten =  .... punten 
x 

3) Kaas: aantal per week x 0.5 punten = .... punten 

 

4) Water:1 glas/dag   0 punten 

 2-3 glazen/dag  0.5 punt 

 4-5 glazen/dag  1 punt 

 6-8 glazen/dag  1.5 punt 

 9-10 glazen/dag  2 punten 

 Meer, namelijk ....... glazen/dag x 0.222... punten = afgerond... 
x 

 Contrex/Hépar: .... glazen/dag x 1 punt = ....... punten 

 

5) Appelsienen: .... stuks/dag x 0.5 punt = ...... punten 

 

6) Weinig eten:     Indien NEEN 

7) Groenten, fruit & bruin/grijs brood:  Indien JA 

8) Indien JA => calciumcontent opzoeken, zoniet onderschatting 

9) Calcium supplementen: 

 500 mg           = 5.5 punten 

 1000 mg of 2x500 mg   = 11 punten 

 Calx plus® = ...... bonbons x 6.5 punten = ..... punten 

 

 

Interpretatie:  1 punt ≈ 90 mg calcium 

≤ 7 punten = ≤720 mg => 2x500 mg? 

8-13 punten = 720-1170 mg => 1x500 mg? 

14-22 punten = 1260-1980 mg => inname voldoende 

≥ 23 punten = ≥ 2070 mg => excessieve inname? 

 

Totale score:   ............. 
 

STICKER PAT!! 



Osteoporosis

Consensus development conference. Am J Med 1993; 94: 646-50

Osteoporosis is a systemic skeletal disease characterized by 
low bone mass and microarchitectural deterioration of bone tissue, 

with a consequent increase in bone fragility and susceptibility to fracture.



Osteoporosis

Zebaze. Lancet 2010; 375: 1729-1736

p<0.0001

Botverlies in de distale radius

p<0.0001

Age-related bone loss and cortical porosity

29 years 78 years 90 years

Post-mortem femur specimens of women 
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Osteoporotic fractures

Osteoporotic fractures may affect any part of the skeleton except face, skull, fingers and toes.



Hip fractures

• Functional decline: 80% of hip fracture patients still have
problems with activities of daily living (ADL) after 1 year

• Mobility: >40% of previously independent hip fracture
patients are not able to walk independently after 1 year

• Institutionalization: 10-20% of hip fracture patients newly
institutionalized over 1 year (up to 35% in ≥ 90 years)

• Quality of life: significant loss in all domains of the SF-36 at
hospital discharge and at 1 year

• Mortality: 19% of hip fracture patients over 1 year versus
3% in age- and residence-matched controls (in men: 30%)

Boonen. Osteoporos Int 2000; 11: 373-80; Haentjens. J Bone Surg Am 2001; 83: 493-500; Boonen. Osteoporos Int 2004; 15: 87-94; Cooper. Am J Med 1997;103:12S-19S; 
Keene. BMJ 1993;307:1248-50; Cole. Current Rheum Reports 2008;10:92-6; Vokó. J Eval Clin Pract 2017;23:1375-1380; Griffin. Bone Joint J 2015;97-B: 372-382

Consequences of osteoporotic fractures



What is osteoporosis? 
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• T-score ≤ -2.5 at total hip, femoral neck or lumbar spine (L1-L4)

• Even without prior fragility fractures

1. WHO BMD-based definition of osteoporosis

Kanis. J Bone Miner Res 1994; 9: 1137-41

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk



BMD strongly correlates with fracture risk

1. WHO BMD-based definition of osteoporosis

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk
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• BMD is very specific for fracture risk

• Low BMD is associated with increased risk of fracture

• Continuous relation between BMD and fracture risk

▪ Every 1 SD ↓ in BMD: fracture risk x 1.5-2

▪ Every 1 SD ↓ in hip BMD: hip fracture risk x 2.5
SD = standard deviation

Kanis. Osteoporos Int 2001; 12: 989-95; Marschall. BMJ 1996; 312: 1254-59; Johnell. J Bone Min Res 2002; 20: 1185-94



① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk

Sanchez-Rodriguez. Maturitas 2020; 139: 69-89

All women aged ≥ 65 years should undergo a 
formal fracture risk evaluation, including DXA



Siris. Arch Int Med 2004; 164: 1108-1112

Majority of osteoporotic fractures occur in individuals with T-score > -2.5

1. WHO BMD-based definition of osteoporosis

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk



Fracture type

Vertebral fractures 27 %

Hip fractures 46 %

Wrist fractures 17 %

All non-vertebral fractures 25%
25 %

T-score at femoral neck

< -2.5

Schuit. Bone 2004;34:195-202; Wainwright. J Clin Endocrinol Metab 2005; 90: 2787-93

Rotterdam Study, 7806 ♀ & ♂ ≥ 55y 
mean follow-up 6.8 years

Majority of osteoporotic fractures occur in individuals with T-score > -2.5

54% of hip fracture
patients have hip

T-score > -2.5

1. WHO BMD-based definition of osteoporosis

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk



• In postmenopausal women or men > 50 years

• Other causes excluded (e.g. Kahler’s disease)

• Even without T-score ≤ -2.5

2. Previous low-energetic fracture

1. WHO BMD-based definition of osteoporosis
• T-score ≤ -2.5 at TH, FN or LS

Kanis. J Bone Miner Res 1994; 9: 1137-41

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk



• In postmenopausal women or men > 50 years

• Other causes excluded (e.g. Kahler’s disease)

• Even without T-score ≤ -2.5

Siris. Osteoporos Int 2014; 25: 1439-43; https://frax.shef.ac.uk/frax/

2. Previous low-energetic fracture

3. Increased fracture risk based on 
clinical risk factors?

• e.g. FRAX®

1. WHO BMD-based definition of osteoporosis
• T-score ≤ -2.5 at TH, FN or LS

hip, spine, forearm, proximal humerus #

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk



• https://frax.shef.ac.uk/frax/
• PollEv.com/eveliengiele858

ADDITIONAL NOTES ON RISK FACTORS

Age
The model accepts ages between 40 and 90 years. If ages below
or above are entered, the program will compute probabilities at
40 and 90 year, respectively.

Previous
fracture

A previous fracture denotes more accurately a previous fracture
in adult life occurring spontaneously, or a fracture arising from
trauma which, in a healthy individual, would not have resulted in
a fracture.

Glucocorticoids

Enter yes if the patient is currently exposed to oral
glucocorticoids or has been exposed to oral glucocorticoids for
more than 3 months at a dose of prednisolone of 5 mg daily or
more (or equivalent doses)

Secondary
osteoporosis

Enter yes if the patient has a disorder strongly associated with
osteoporosis. These include type I (insulin dependent) diabetes,
osteogenesis imperfecta in adults, untreated long-standing
hyperthyroidism, hypogonadism or premature menopause (<45
years), chronic malnutrition, or malabsorption and chronic liver
disease

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk



https://frax.shef.ac.uk/frax/

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk

• https://frax.shef.ac.uk/frax/
• PollEv.com/eveliengiele858

What is your FRAX® score?

A. For persons aged < 70 years: 
FRAX for MOF ≥ 20% and/or FRAX for hip: ≥ 3%

B. For persons aged < 70 years: 
FRAX for MOF < 20% and FRAX for hip: < 3%

C. For persons aged ≥ 70 years: 
FRAX for MOF ≥ 20% and/or FRAX for hip: ≥ 5%

D. For persons aged ≥ 70 years: 
FRAX for MOF < 20% and FRAX for hip: < 5%



① Diagnosis of osteoporosis: 

Maraka. BMJ. 2015;351:h3783; https://frax.shef.ac.uk/frax/

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk

• https://frax.shef.ac.uk/frax/
• PollEv.com/eveliengiele858

What is your FRAX® score?

A. For persons aged < 70 years: 
FRAX for MOF ≥ 20% and/or FRAX for hip: ≥ 3%

B. For persons aged < 70 years: 
FRAX for MOF < 20% and FRAX for hip: < 3%

C. For persons aged ≥ 70 years: 
FRAX for MOF ≥ 20% and/or FRAX for hip: ≥ 5%

D. For persons aged ≥ 70 years: 
FRAX for MOF < 20% and FRAX for hip: < 5%



① Diagnosis of osteoporosis: 
① Diagnosis of osteoporosis: 

from DXA to fracture or fracture risk

• https://frax.shef.ac.uk/frax/
• PollEv.com/eveliengiele858

High fracture risk:

10-year FRAX® probability of fracture

▪ ≥ 20 % for MOF

▪ ≥ 3 % for hip fracture (age < 70 years)

≥ 5 % for hip fracture (age ≥ 70 years)

Maraka. BMJ. 2015;351:h3783; https://frax.shef.ac.uk/frax/; Sanchez-Rodriguez. Maturitas 2020; 139: 69-89



• In postmenopausal women or men > 50 years

• Other causes excluded (e.g. Kahler’s disease)

• Even without T-score ≤ -2.5

Siris. Osteoporos Int 2014; 25: 1439-43; https://frax.shef.ac.uk/frax/

2. Previous low-energetic fracture

3. Increased fracture risk based on 
clinical risk factors?

• e.g. FRAX®

1. WHO BMD-based definition of osteoporosis
• T-score ≤ -2.5 at TH, FN or LS

hip, spine, forearm, proximal humerus #

① Diagnosis of osteoporosis: 
from DXA to fracture or fracture risk
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Not

to treat?

To treat

WHO criteria for diagnosis of osteoporosis using BMD

Diagnosis & treatment of osteoporosis

WHO Tech Rep 1994; 843: 1-129

1. WHO BMD-based definition of osteoporosis

② Treatment of osteoporosis: 
from “one size fits all” to individualized approach

• T-score ≤ -2.5 at TH, FN or LS

• Even without fractures
➔ Primary fracture prevention



• In postmenopausal women or men > 50 years

• Other causes excluded (e.g. Kahler’s disease)

• Even without T-score ≤ -2.5

2. Previous low-energetic fracture

3. Increased fracture risk based on 
clinical risk factors

• e.g. FRAX®

1. WHO BMD-based definition of osteoporosis
• T-score ≤ -2.5 at TH, FN or LS

② Treatment of osteoporosis: 
from “one size fits all” to individualized approach

➔ Primary fracture prevention

➔ Secondary fracture prevention

High fracture risk by FRAX® according to BBC:

10-year FRAX® probability of fracture

▪ ≥ 20 % for MOF

▪ ≥ 3 % for hip fracture (age < 70 years)

≥ 5 % for hip fracture (age ≥ 70 years)



Vertebral (spinal) fractures
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1 in 5 postmenopausal women will
have a new vertebral fracture within 1 year1

1 in 4 postmenopausal women 
will have a new fracture within 1 year2

1Lindsay. JAMA 2001; 285: 320-23; 2Lindsay. Osteoporos Int 2005; 16: 78-85; 3Black. JBMR 1999; 14: 821-828

❖ Previous fragility fracture as threshold for intervention

Vertebral fractures 
at baseline1, No

Relative risk of new 
vertebral fracture 
(95% CI; p-value)

1 2.6 (1.4-4.9) .002

≥ 1 5.1 (3.1-8.4) <.001

≥ 2 7.3 (4.4-12.3) <.001

Women who develop a vertebral fracture 
are at substantial risk for additional fracture

19.2% Vertebral fractures at baseline3

Subsequent fracture
(mean FU 3.7 years)

RR (95% CI)

Hip fracture 2.8 (2.3-3.4)

Any non-vertebral 1.9 (1.7-2.1



Hip fracture admissions, by sex

Men, n (%) Women, n (%)

Number 97 251

Any prior fracture 29 (30%) 113 (45%)

Prior hip fracture 8 (8%) 47 (19%)

Any prior fracture Prior hip fracture

Men
(n=97)

Women
(n=251)

Men
(n=97)

Women
(n=251)

Specific osteoporosis treatment 2 (7%) 20 (18%) 0 (0%) 10 (21%)

Ca supplement 0 (0%) 11 (10%) 0 (0%) 6 (13%)

Hip fracture

All hip fracture admissions in 2 hospitals (Sydney, AU) were identified retrospectively from medical records over 12 months

Port. Osteoporos Int 2013; 14: 780-784

❖ Previous fragility fracture as threshold for intervention



Johansson. Osteoporos Int 2017; 28: 775-80

• Population based cohort N=18.872 ♀ & ♂
• Followed for 510.265 person years

• N=5039:  ≥ 1 MOF
• N=1919: second MOF

Imminent fracture
risk period

MOF= major osteoporotic fracture

Time dependency of re-fracture after index fracture
Dashed line is risk of first MOF in whole population for a ♀ 75 years at baseline

Imminent fracture risk

❖ Previous fragility fracture as threshold for intervention



• In postmenopausal women or men > 50 years

• Other causes excluded (e.g. Kahler’s disease)

• Even without T-score ≤ -2.5

2. Previous low-energetic fracture

3. Increased fracture risk based on 
clinical risk factors

• e.g. FRAX®

1. WHO BMD-based definition of osteoporosis
• T-score ≤ -2.5 at TH, FN or LS

② Treatment of osteoporosis: 
from “one size fits all” to individualized approach

➔ Primary fracture prevention

➔ Secondary fracture prevention

High fracture risk by FRAX according to BBC:

10-year FRAX® probability of fracture

▪ ≥ 20 % for MOF

▪ ≥ 3 % for hip fracture (age < 70 years)

≥ 5 % for hip fracture (age ≥ 70 years)Sanchez-Rodriguez. Maturitas 2020; 139: 69-89



• In postmenopausal women or men > 50 years

• Other causes excluded (e.g. Kahler’s disease)

• Even without T-score ≤ -2.5

Sanchez-Rodriguez. Maturitas 2020; 139: 69-89

2. Previous low-energetic fracture

3. Increased fracture risk based on 
clinical risk factors

• e.g. FRAX®

• T-score ≤ -2.5 at TH, FN or LS

② Treatment of osteoporosis: 
from “one size fits all” to individualized approach

➔ Primary fracture prevention

BBC 2020 guidelines on postmenopausal osteoporosisBBC 2020 guidelines on postmenopausal osteoporosis

No therapy Antiresorptive therapy
Menopausal hormone therapy SERM in selected populations Anabolic therapy

Major osteoporotic fracture (MOF)
= fracture of vertebra, pelvis, hip, femur,
humerus and (for persons ≥ 75y) forearm

➔ Secondary fracture prevention

1. WHO BMD-based definition of osteoporosis
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• Antiresorptive medication
o Selective-estrogen receptor modulator

o Bisphosphonates (e.g. Fosamax®, Aclasta®)

o Denosumab (Prolia®)

• Anabolic medication
o Teriparatide (Forsteo®)

o Romosozumab (Evenity®)

* EMA approved

available in Belgium as of December 1st, 2021

Overview of drugs for osteoporosis*

③ Treatment of osteoporosis: 
from antiresorptive therapy to anabolic therapy



• First described in 1958

• Autosomal recessive disorder

• Most prominent in Afrikaner population in 
South Africa

• Progressive bone overgrowth, most 
pronounced in the skull and mandibule

• Increased intracranial pressure and 
entrapment of cranial nerves (eg. N. II, VII, 
VIII)

• Variable syndactyly, usually digit II and III

• Fractures have never been reported 

Sclerosteosis
(Truswell-Hansen disease)

Syndactyly

(webbed fingers)

Appelman-Dijkstra. In: GeneReviews® [Internet]. Seattle (WA): University of Washington, Seattle; 1993-2002; Appelman-Dijkstra. Endocrine 2016;52: 414-26



• Autosomal recessive disorder

• Described by prof. van Buchem in 
1955

• Clinical features similar to 
sclerosteosis, but generally milder & 
no syndactyly

• Patients almost never fracture (very 
rarely after high-energetic trauma)

• Mainly in Urk (Flevoland, NL)

van Buchem disease
(Hyperostosis Corticalis Familaris Generalisata)

Hearing loss (N.VIII)

Facial palsy (N.VII)

Appelman-Dijkstra. In: GeneReviews® [Internet]. Seattle (WA): University of Washington, Seattle; 1993-2002; Appelman-Dijkstra. Endocrine 2016;52: 414-26

//upload.wikimedia.org/wikipedia/commons/4/4a/Map_-_NL_-_Municipality_code_0184_(2009).svg


Progressive bone overgrowth due to mutation in SOST gene

Mandibula in van Buchem disease

Sclerosteosis Van Buchem disease

Sebastian. Bone 2017; 96: 76-84

52 kb deletion downstream of SOST gene
➔ reduced sclerostin production

Normal mandibula

loss of function mutations in SOST gene
➔ no sclerostin is synthesized



• Monoclonal antibody that uncouples bone formation and resorption
• Quickly and strongly increases BMD and decreases the risk of subsequent fractures
• Superior to Alendronate in treatment-naive (ARCH) and Teriparatide in pre-treated (STRUCTURE) patients
• Effective and similar safety profile in postmenopausal women with mild-to-moderate chronic kidney disease
• Is contraindicated in patients with history of stroke or myocardial infarction

Romosozumab

Saag. N Engl J Med 2017; 377: 1417-27; Langdahl. Lancet 2017;390:1585-94; Miller. J Bone Miner Res 2022; 37: 1437-45

• Is available for patients with recent major osteoporotic fractures defined by the 2020 BBC guidelines
• Is reimbursed in treatment-naive patients or patients on prior antiresorptive therapy

Romosozumab (Evenity®)



Sanchez-Rodriguez. Maturitas 2020; 139: 69-89

Major osteoporotic fracture (MOF)
= fracture of vertebra, pelvis, hip, 

femur, humerus and forearm 

For forearm fractures, only persons         
≥ 75y are considered at very high risk

Belgian Bone Club 2020 guidelines for the management of 
osteoporosis in postmenopausal women

Identification of persons at low, high and very high fracture risk

No therapy Antiresorptive therapy
Menopausal hormone therapy SERM in selected populations Anabolic therapy



Am J Med 1993; 94: 646-50

③ Treatment of osteoporosis: 
from antiresorptive therapy to anabolic therapy



Am J Med 1993; 94: 646-50 De Specialist 2011

③ Treatment of osteoporosis: 
from antiresorptive therapy to anabolic therapy



③ Treatment of osteoporosis: 
from antiresorptive therapy to anabolic therapy

Am J Med 1993; 94: 646-50McClung. N Engl J Med 2014; 370: 412-20
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④ Treatment of osteoporosis: 
from 1g calcium & 800 IU vit D supplements for all patients with OP …



Recommended dietary 
allowance (mg/day)

Upper level intake (mg/day)

1-3 years 700 2500

4-8 years 1000 2500

9-13 years 1300 3000

14-18 years 1300 3000

19-30 years 1000 2500

31-50 years 1000 2500

51-70 years ♂ 1000 2000

51-70 years ♀ 1200 2000

> 70 years 1200 2000

IOM Report 2011

Recommended dietary 
allowance (IU/day)

Upper level intake
(IU/day)

1-3 years 600 2500

4-8 years 600 3000

9-13 years 600 4000

14-18 years 600 4000

19-30 years 600 4000

31-50 years 600 4000

51-70 years ♂
51-70 years ♀

600
600

4000
4000

> 70 years 800 4000
needed to achieve ‘optimal’ 

serum 25OHD level

Recommended dietary allowance for calcium & vitamin D
Calcium Vitamin D

④ Treatment of osteoporosis: 
from 1g calcium & 800 IU vit D supplements for all patients with OP …



Am J Med 1993; 94: 646-50

④ Treatment of osteoporosis: 
from 1g calcium & 800 IU vit D supplements for all patients with OP …

Am J Med 1993; 94: 646-50

Daily dietary calcium intake in men and women
aged ≥ 65 years in Belgium

Men Women

P10 324 mg 287 mg

P50 748 mg 676 mg

P90 1166 mg 1101 mg

SENECA investigators. Eur J Clin Nutr 1996, 50: S77-S85; Prof. Dr. Boonen - Osteoporose - UZ Leuven - YouTube

https://www.youtube.com/watch?v=WYocxe7J-7U


Dietary calcium intake

… to personalized intake

④ Treatment of osteoporosis: 
from 1g calcium & 800 IU vit D supplements for all patients with OP …



(125 g) 

     

                       Wat is uw gemiddelde inname van ...?  

(graag ingevuld meebrengen op uw volgende raadpleging metabole botziekten) 

: 

NEE/ JA: 

1) Melk, een glas of tas? (150 ml)                 

Zowel volle, halfvolle of magere melk; ook karnemelk, chocomelk, 
calciumverrijkte sojadrink, enz. 

................ keer per ..............  (=> per dag of per week) 

2) Yoghurt, pudding of platte kaas, een potje?  
Zowel volle, halfvolle of magere natuur- of fruityoghurt; ook chocolade of 
vanillepudding, enz. 

................ keer per ..............  (=> per dag of per week) 

3) Kaas of kaasgerecht, een snede of portie? (30 g)  

Ook b.v. een quiche, lasagne of pizza met kaas, ... 

................ keer per ..............  (=> per dag of per week) 

4) Fles- of kraantjeswater: ............. glazen per dag   (200ml) 

 Contrex/Hépar water: ............. glazen per dag 
 x 

5) Appelsienen:   ............... stuks per dag 
 

6) Kan u heel weinig eten? (bv. door een ernstige ziekte)   NEE / JA 

7) Eet u (bijna) dagelijks groenten, fruit én   NEE / JA 

 bruin/grijs brood?   

8) Gebruikt u andere calciumrijke voeding, bijvoeding, etc? 

................................................................................................ 

9) Gebruikt u calcium supplementen? NEE/ JA, namelijk 

o 500 mg 1x/dag o  500 mg 2x/dag 

o 1000 mg 1x/dag o  Calx Plus® ..... keer/dag 
o Andere, namelijk: .............................. (soort, dosis) 



(125 g) 

     

                       Wat is uw gemiddelde inname van ...?  

(graag ingevuld meebrengen op uw volgende raadpleging metabole botziekten) 

: 

NEE/ JA: 

1) Melk, een glas of tas? (150 ml)                 

Zowel volle, halfvolle of magere melk; ook karnemelk, chocomelk, 
calciumverrijkte sojadrink, enz. 

................ keer per ..............  (=> per dag of per week) 

2) Yoghurt, pudding of platte kaas, een potje?  
Zowel volle, halfvolle of magere natuur- of fruityoghurt; ook chocolade of 
vanillepudding, enz. 

................ keer per ..............  (=> per dag of per week) 

3) Kaas of kaasgerecht, een snede of portie? (30 g)  

Ook b.v. een quiche, lasagne of pizza met kaas, ... 

................ keer per ..............  (=> per dag of per week) 

4) Fles- of kraantjeswater: ............. glazen per dag   (200ml) 

 Contrex/Hépar water: ............. glazen per dag 
 x 

5) Appelsienen:   ............... stuks per dag 
 

6) Kan u heel weinig eten? (bv. door een ernstige ziekte)   NEE / JA 

7) Eet u (bijna) dagelijks groenten, fruit én   NEE / JA 

 bruin/grijs brood?   

8) Gebruikt u andere calciumrijke voeding, bijvoeding, etc? 

................................................................................................ 

9) Gebruikt u calcium supplementen? NEE/ JA, namelijk 

o 500 mg 1x/dag o  500 mg 2x/dag 

o 1000 mg 1x/dag o  Calx Plus® ..... keer/dag 
o Andere, namelijk: .............................. (soort, dosis) 

+3 punten 
als beiden 
voldaan 

Puntentelling (in te vullen door assistent) 
x 

1) Melk:  Minder dan 3x/week  0 punten 

 3-4 keer per week   1 punt 

 .... keer per dag, x2 punten =  .... punten 
x 

2) Yoghurt: Minder dan 3x/week  0 punten 

 3-4 keer per week   1 punt 

 .... keer per dag, x2 punten =  .... punten 
x 

3) Kaas: aantal per week x 0.5 punten = .... punten 

 

4) Water:1 glas/dag   0 punten 

 2-3 glazen/dag  0.5 punt 

 4-5 glazen/dag  1 punt 

 6-8 glazen/dag  1.5 punt 

 9-10 glazen/dag  2 punten 

 Meer, namelijk ....... glazen/dag x 0.222... punten = afgerond... 
x 

 Contrex/Hépar: .... glazen/dag x 1 punt = ....... punten 

 

5) Appelsienen: .... stuks/dag x 0.5 punt = ...... punten 

 

6) Weinig eten:     Indien NEEN 

7) Groenten, fruit & bruin/grijs brood:  Indien JA 

8) Indien JA => calciumcontent opzoeken, zoniet onderschatting 

9) Calcium supplementen: 

 500 mg           = 5.5 punten 

 1000 mg of 2x500 mg   = 11 punten 

 Calx plus® = ...... bonbons x 6.5 punten = ..... punten 

 

 

Interpretatie:  1 punt ≈ 90 mg calcium 

≤ 7 punten = ≤720 mg => 2x500 mg? 

8-13 punten = 720-1170 mg => 1x500 mg? 

14-22 punten = 1260-1980 mg => inname voldoende 

≥ 23 punten = ≥ 2070 mg => excessieve inname? 

 

Totale score:   ............. 
 

STICKER PAT!! 
PollEv.com/eveliengiele858

What is your dietary calcium intake?
A. < 7 points C. 14 – 22 points 
B.  8 – 13 points      D. ≥ 23 points



+3 punten 
als beiden 
voldaan 

Puntentelling (in te vullen door assistent) 
x 

1) Melk:  Minder dan 3x/week  0 punten 

 3-4 keer per week   1 punt 

 .... keer per dag, x2 punten =  .... punten 
x 

2) Yoghurt: Minder dan 3x/week  0 punten 

 3-4 keer per week   1 punt 

 .... keer per dag, x2 punten =  .... punten 
x 

3) Kaas: aantal per week x 0.5 punten = .... punten 

 

4) Water:1 glas/dag   0 punten 

 2-3 glazen/dag  0.5 punt 

 4-5 glazen/dag  1 punt 

 6-8 glazen/dag  1.5 punt 

 9-10 glazen/dag  2 punten 

 Meer, namelijk ....... glazen/dag x 0.222... punten = afgerond... 
x 

 Contrex/Hépar: .... glazen/dag x 1 punt = ....... punten 

 

5) Appelsienen: .... stuks/dag x 0.5 punt = ...... punten 

 

6) Weinig eten:     Indien NEEN 

7) Groenten, fruit & bruin/grijs brood:  Indien JA 

8) Indien JA => calciumcontent opzoeken, zoniet onderschatting 

9) Calcium supplementen: 

 500 mg           = 5.5 punten 

 1000 mg of 2x500 mg   = 11 punten 

 Calx plus® = ...... bonbons x 6.5 punten = ..... punten 

 

 

Interpretatie:  1 punt ≈ 90 mg calcium 

≤ 7 punten = ≤720 mg => 2x500 mg? 

8-13 punten = 720-1170 mg => 1x500 mg? 

14-22 punten = 1260-1980 mg => inname voldoende 

≥ 23 punten = ≥ 2070 mg => excessieve inname? 

 

Totale score:   ............. 
 

STICKER PAT!! 

(125 g) 

     

                       Wat is uw gemiddelde inname van ...?  

(graag ingevuld meebrengen op uw volgende raadpleging metabole botziekten) 

: 

NEE/ JA: 

1) Melk, een glas of tas? (150 ml)                 

Zowel volle, halfvolle of magere melk; ook karnemelk, chocomelk, 
calciumverrijkte sojadrink, enz. 

................ keer per ..............  (=> per dag of per week) 

2) Yoghurt, pudding of platte kaas, een potje?  
Zowel volle, halfvolle of magere natuur- of fruityoghurt; ook chocolade of 
vanillepudding, enz. 

................ keer per ..............  (=> per dag of per week) 

3) Kaas of kaasgerecht, een snede of portie? (30 g)  

Ook b.v. een quiche, lasagne of pizza met kaas, ... 

................ keer per ..............  (=> per dag of per week) 

4) Fles- of kraantjeswater: ............. glazen per dag   (200ml) 

 Contrex/Hépar water: ............. glazen per dag 
 x 

5) Appelsienen:   ............... stuks per dag 
 

6) Kan u heel weinig eten? (bv. door een ernstige ziekte)   NEE / JA 

7) Eet u (bijna) dagelijks groenten, fruit én   NEE / JA 

 bruin/grijs brood?   

8) Gebruikt u andere calciumrijke voeding, bijvoeding, etc? 

................................................................................................ 

9) Gebruikt u calcium supplementen? NEE/ JA, namelijk 

o 500 mg 1x/dag o  500 mg 2x/dag 

o 1000 mg 1x/dag o  Calx Plus® ..... keer/dag 
o Andere, namelijk: .............................. (soort, dosis) 
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