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Introduction Results
Parkinson’s disease increases fracture risk due to higher fall rates and ° Vitamin D levels tested in the last 12 months
increased osteoporosis prevalence (1). This two-cycle bone health audit < < 8o P =0.02
assessed adherence to the BONE-PARK algorithm (2) at Florence @ = [ I
Nightingale Community Hospital’s Parkinson’s clinic and evaluated .g *?,,-)' 60 69
improvements over 12 months. § g
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Cycle 1 — 50 patient records were reviewed to assess bone health *2 § 20
management in line with the BONE-PARK algorithm. Recommendations g °
included post-clinic telephone fracture risk assessments if not &< 0
completed during.the clinic, routine \{itamin D testing, and to perform Cycle 1 Cycle 2
QFracture calculations where appropriate. Figure 2: Percentage of Vitamin D tests performed within 12 months
Cycle 2 — 39 patient records were reviewed after 12 months to evaluate FRAX risk assessments performed
progress following recommendations. ° 80
S& P=0.01
A detailed inclusion and exclusion criteria was used to make sure 2 60 | ]
appropriate demographics were included for both cycles. 5 g 59
58
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Step 1 “ ﬁ 40
Clinic letters over a 2-month period were reviewed to determine if the g % 30
following was enquired about: g e 20
1. Recent falls and fractures Q g
2. Back. pain . . . . E 8 0
3. Ci:lu'ur’nI pre.se_nt in thfe dlelt/calcr:um sEppIementatlon Cycle 1 Cycle 2
gt P2y5|ca activity or referral to physiotherapy Figure 3: Percentage of FRAX risk assessments performed.
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Vitamin D level monitoring within the last 12 months was reviewed. Enquiries made during clinic
Step 3 o 80 P =0.001
Appropriate use of FRAX/QFracture for assessment of fracture risk was '5 60 68 [ 1
evaluated. QFracture should be performed for patients with multiple i g 64
co-morbidities or short life expectancies. 5 3 40 56
FRAX scores were calculated and NOGG recommendations checked g,';o =
. . S o
(see fig. 1) to assess management of risk. £ S 20 2%
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Chi-squared test was used to compare results from cycle 1 and cycle 2. & 0
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Consider Specialst Referraland Treat @ELIIIED  consider specialist Referal and Treat Figure 4: Percentage of certain enquiries relevant to bone health.
LTINS e Vitamin D testing improved from 21/50 (42%) to 27/39 (69%,

Measure Bone Mineral Density (BMD)

p =0.02) in cycle 2 (see fig. 2).

FRAX assessments improved from 15/50 (30%) to 23/39
(59%, p = 0.01) (see fig. 3). QFracture was not used in cycle 1
and was performed in only 11% of indicated cases in cycle 2.
No statistical significance was found for falls enquiries (p =
0.26) between both cycles (see fig. 4). Physical activity
enquiries improved to 64% (p = 0.001). There were no
Figure 1: NOGG Guidelines for bone health management following FRAX risk enquiries about dietary calcium in either cycle and no
assessment (3). evidence of back pain being consulted was found.

Give ifestyle advice

40 45 50 55 60 65 70 75 80 85 90+

Age (years)

Conclusion
Cycle 1 recommendations generated improvements in bone health assessment and management, but cycle 2 highlighted that further
work is needed to consistently align with national guidelines. The recommendations from cycle 1 were only beginning to be implemented
during cycle 2 which could attribute to the low percentage improvement in QFracture assessments. In addition, physiotherapy notes
could not be accessed which contained further information about physical activity enquiries and advice. Future audits should consider
physiotherapy referrals and notes when assessing physical activity enquiries.
Cycle 2 recommendations included future bone health documentation to include questions on calcium intake and exercise. The clinic
letter template to be updated to advise on calcium-rich foods or supplements and weight-bearing exercise. Patients in care homes to
have a FRAX or QFracture assessment if not bedbound. Overall, assessments of bone health have improved but more work can be done
to align with national guidelines.
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