
Osteoporosis is a leading cause of morbidity in the 
elderly, with fragility fractures risking mortality, loss of 
independence and lengthy hospital stays. Patients 
admitted to hospital are often frail, with numerous 
risk factors for osteoporosis. 

The NOGG (2021) and NICE (CG146) recommend 
fracture risk assessment using the FRAX score in all 
women ≥65 years, men ≥75 years, and any adult ≥50 
with risk factors such as previous fragility fracture, 
glucocorticoid use, smoking and high alcohol, low 
BMI, parental hip fracture, or relevant comorbidities. 

Despite clear guidance, FRAX scores often remain 
under-calculated, particularly in district general 
hospitals. This project aimed to increase FRAX 
assessments in eligible patients.
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A retrospective analysis was conducted over six 
weeks, reviewing all admissions to the geriatric 
ward in Furness General Hospital, a district 
general hospital. Eligibility for FRAX was 
determined using NOGG/NICE criteria. Data 
collected included demographics, comorbidities, 
and osteoporosis risk factors.

Interventions:
1. Educational session for geriatric ward staff 

(consultants, resident doctors and ANPs) on 
osteoporosis, fracture risk, and FRAX eligibility. 
The aim was to improve FRAX score 
calculation to 100% for all eligible patients 
admitted on the ward

2. Visual reminders (posters) displayed on the 
ward to encourage ongoing FRAX assessment

A second six-week prospective cycle was 
completed following implementation, using 
identical data collection methods to evaluate 
change.

Methodology

Over the baseline period, 97 eligible patients were identified. Only 3.7% of patients had a FRAX score 
documented. 9.8% were already on active bone protection therapy, while 12.2% were not on treatment 
despite meeting criteria. 68.3% required additional assessment or intervention.

Following the interventions, a second cycle included 114 patients. FRAX documentation increased 
from 3.7% to 6.1%, representing a near-doubling in completion rates. 7% were on active treatment, 
while 16.7% were not; despite meeting guideline criteria. 54.4% required further intervention.

Overall, the educational session and visual aids resulted in measurable improvement in FRAX 
completion, although further progress is required to achieve full compliance with guidelines.

Results

Strengths:
• Doubled FRAX documentation- measurable 

improvement after educational and visual 
interventions

• Raised awareness of osteoporosis risk
• Prophylactically managed patients’ fracture 

risks 

Limitations:
• Limited reach- interventions were targeted 

only at the geriatrics ward staff. Many 
inpatients were admitted under non-geriatric 
teams unfamiliar with the project

• Timing of intervention- coincided with junior 
doctor turnover, during which new FY1 
doctors were adapting to multiple changes 
priorities, potentially limiting fracture risk as a 
priority

• Clinical assumptions- some patients were 
already receiving bone protection therapy, 
which may have led staff to assume a FRAX 
score was unnecessary, despite its role in 
ongoing risk evaluation.

• Non-sustainable intervention- without 
continued reminders or the implementation 
of a proforma within electronic patients 
records, scoring remains inconsistent 

Discussion

Increasing FRAX Score Assessments for 
Patients Meeting NOGG/ NICE Criteria

The project highlights a persistent quality gap in 
fracture risk assessment among older inpatients. 
While FRAX documentation doubled following 
intervention, overall completion remains low.

Further improvement may require:
• Expanding educational interventions across all 

healthcare professionals
• Creating FRAX specific proformas within electronic 

records
• Regular refresher teaching to reinforce its 

importance

Conclusion


