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Background

Aims

Methods

• Over 300,000 patients present with fragility fractures to 

hospitals in the UK each year and are a major cause of 

potentially preventable excess morbidity, mortality and 

medical spending.1

• The UK National Osteoporosis Guideline Group (NOGG) 

NICE guidelines 2021 recommend that all older patients 

presenting to frailty services, geriatric clinics or wards 

should have a fracture risk assessment (FRAX) to guide 

referral for bone density scanning (DEXA) or starting of 

bone protective drug treatment to reduce future fracture 

risk.2

• Prompt recognition of osteoporosis and commencement of 

bone protective therapy can reduce risk of future fractures 

in osteoporotic patients up to 70%.3

1. Increase the proportion of AFS patients undergoing FRAX 

assessment to 85%.

2. Offer 85% of AFS patients with low-risk FRAX scores 

lifestyle advice.

3. Refer 85% of AFS patients with intermediate (below 

treatment threshold) FRAX scores for DEXA scans.

4. Refer 85% of AFS patients with high/intermediate (above 

treatment threshold) FRAX scores for bisphosphonate or 

monoclonal antibody treatment. 

A quality improvement cycle was conducted at a front-door 

AFS from November 2022 to January 2023 (retrospective 

phase) and April to July 2024 (prospective phase). An 

electronic bone health proforma, which included FRAX score 

calculation and a score dependent plan (reflecting the above 

aims), was developed with oversight from senior team 

members within the frailty team. An education session 

introducing the proforma to the frailty team was conducted at 

the start of the prospective phase with a target to be used 

with every patient assessed by the frailty team. Data were 

collected during the prospective phase, documented reasons 

(if present) for not following plan as per their risk score were 

also collated. 

Table 1: Patient demographics and presenting complaint

Retrospective Prospective 

n (%) n (%)

Number of patients, n 117 134

Age (years), mean 87 86

Sex 117 134

Male 47 (40%) 62 (45%)

Female 70 (60%) 72 (65%)

Presenting Complaint 117 134

Delirium 13 (11%) 19 (14%)

Dizziness 2 (2%) 6 (4%)

Fall 80 (68%) 84 (63%)

Pain 3 (3%) 8 (6%)

Reduced mobility 6 (5%) 6 (4%)

Reduced oral intake 3 (3%) 1 (1%)

Unwell 10 (9%) 10 (7%)

Table 2: FRAX calculation, proforma usage and risk scores

FRAX completion 117 134

Yes 41 (35%) 82 (61%)

No 76 (65%) 52 (39%)

Proforma used? 81

Yes 30 (37%)

No 51 (63%)

FRAX score 41 81

Low 19 (46%) 38 (47%)

Intermediate BTT 13 (32%) 18 (22%)

Intermediate ATT 1 (2%) 8 (10%)

High 8 (20%) 12 (15%)

Very High 0 (0%) 5 (6%)

Results
• 117 and 134 patients were included in the retrospective and prospective data samples respectively, which included all patients 

assessed by the AFS during the data collection period

• There were no significant differences between mean age, sex or presenting complaints between data sets.

• With regards to each aim:

1) The rate of FRAX score calculation significantly increased from 35% to 61% (p<0.01). Though the new proforma was only used 

in 37% of assessments. 

2) The rate of low-risk patients offered lifestyle advice increased from 21% to 91% (p<0.01). 

3) There was no significant difference (p>0.05) in the rate of DEXA referral of intermediate risk below treatment threshold 

patients (69% to 67%)

4) The rate of referral for treatment in intermediate above treatment threshold and high-risk patients increased from 63% to 90% 

but this was statistically insignificant (p>0.05). 
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Chart 1: Retrospective (11/11/2022 - 18/01/2023) and Prospective data (25/04/24 - 
23/07/24)  of FRAX scores and respective plan offered.

Conclusions 
• Significant increase in FRAX score calculation. Main barrier to meeting 

target was no height and weight. ?estimation as an alternative. 

• Proforma not used 63% cases - ?improvement of scores due to 

increased awareness/audit bias.

• Similar rates of DEXA referral for BTT. 100% of appropriate referrals 

were made in both retrospective and prospective samples (e.g. not 

bedbound/end of life). Likely saturated. 

• Met target for treatment referral in >ATT risk. Not statistically 

significant. Future cycles with larger sample sizes and including 

whether patients were started on treatment are required. 

References 
1. British Geriatrics Society (2007) Care of patients with fragility fracture (Blue Book), British Geriatrics 

Society.

2. National Osteoporosis Guideline Group (2021) Clinical guideline for the prevention and treatment of 

osteoporosis.

3. Black DM et al., HORIZON Pivotal Fracture Trial. Once-yearly zoledronic acid for treatment of 

postmenopausal osteoporosis. N Engl J Med. 2007


	Slide 1

