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Prevalence of fragility fractures according to quality
and outcomes framework (QOF) of the general
medical services (GMS) contract and quality
initiatives to improve osteoporosis care in the
general practice within Caerphilly County Borough,

Wales, UK: a feasibility study

Abstract

Introduction: Osteoporosis is defined as a reduction in bone mineral density
resulting in reduced bone strength and increase the risk of fractures. Osteoporosis is
a silent condition and often diagnosed following a fracture which has a huge impact
on person’s life. The aim of this feasibility study was to measure the prevalence
of fragility fractures in all patients above 50 years of age according to Quality and
Outcomes Framework (QOF) of the General Medical Services (GMS) contract and
apply quality improvement methodology to improve osteoporosis care.

Method: This was a retrospective observational study to complete analysis for all
known patients above age 50 years with diagnosed osteoporosis, known fragility
fracture or prescribed osteoporosis treatment according to a General Practice database.
General Practice staff was actively involved to implement quality initiatives. The pilot
study was classed as service evaluation project according to health research authority
decision tool.

Results: The practice has 6300 patients on 1st Oct 2017 and 320 were included but
6 patients were excluded. Analysis was completed for 314 patients. The mean age
of studied cohort (above 50 years age) was 75.5+10.5 years and 66.9% (210/314)
were female. Mean number of co-morbidities for the studied population was 4.4+2.8.
66% (208/314) patients were on polypharmacy and the mean number of drugs was
6.844.2. 45.5% (143/314) had recorded fracture and of that 83 % (116/140) were
classed as a fragility fracture (vertebra, wrist, hip, humorous and pelvis). 89 patients
were on osteoporosis drugs, 44% (51/116) patients diagnosed fragility fractures
were on appropriate treatment. 33.4% (40/116) patients were not treated according
to guidance and 7.3% (23/314) were prescribed osteoporosis drugs inappropriately.
43.6% (137/314) patients were discussed as part of quality initiatives and were treated
to guidance.

Conclusion: This study suggests that an average practice of 6000 patients could have
2% prevalence of fragility fractures and one-third may not be treated to guidance.
Regular monitoring of practice data and implementing quality initiatives enhance
autonomous osteoporosis care by general practice doctors. Similar intervention is
needed more widely to prevent a second fracture.
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Introduction

Osteoporosis is defined as a reduction in the bone mineral density
(BMD) and disruption of bone architecture, resulting in reduced bone
strength which increases the risk of fractures with minimal impact or
following a fall from a standing or sitting height. The incidence of
osteoporotic fractures is rising worldwide and is now recognised as

a major public health problem. Fragility fractures are the hallmark
of osteoporosis and are particularly common in the vertebra, wrist,
hip and pelvis.! The incidence of osteoporotic fracture increases
exponentially with age and after 50 years, the lifetime probability of
sustaining an osteoporotic fracture is one in every 2 women and one
in 5 men.
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According to the National Hip Fracture Data (NHFD), the mean
length of stay following a hip fracture is 21.6 days and an overall
30-day mortality rate of 6.7% for 2016.2 One-third of patients could
die during the following year after hip fracture.’ The risk of future
fragility fractures increases with the number of previous fractures
of the hip, spine or wrist, independently of age.* Prevalent fractures
predict a risk of subsequent fracture even in individuals with normal
BMD and osteopenia, and excess mortality particularly for those with
osteopenia and osteoporosis.®

The incidence of osteoporotic fractures is higher amongst
women and this has been related to the gonadal insufficiency in
the postmenopausal phase. However, there are marked geographic
distributions in the incidence of osteoporotic fractures within
communities which could be related to other factors related to
lifestyles, ecology or environment. There are medical conditions
like stroke,’ dementia and parkinsonism %° have a higher risk
of fragility fractures due to higher bone loss and a higher risk of
falls. Screening for osteoporosis should be considered in high-risk
patients’® and therapeutic interventions should be considered as per
guidance.!” A quality improvement (QI) methodology based on the
model of improvement, Plan-Do-Study-Act (PDSA) cycles in people
with parkinsonism showed a 56% increase in treating underlying
osteoporosis according to guidance.!!

The primary aim of this feasibility study was to measure the
prevalence of fragility fractures in all patients above 50 years of age
according to Quality and Outcomes Framework (QOF) of the General
Medical Services (GMS) contract'?in a relatively low socio-economic
status and well defined geographic population in Caerphilly County
Borough, Wales, UK. Our secondary aim was to complete descriptive
analysis of the population and study the co-morbidity burden and
bridge the gaps in the evidence-based osteoporosis treatment in the
General Practice by applying quality improvement methodology to
improve patient care.

Methods
Study design

This retrospective observational study was conducted to complete
descriptive analysis for all patients who are on osteoporosis treatment
or have known osteoporosis or have sustained a fragility fracture
according the General Practice read codes (fragility fracture - XaNSP;
fragility fracture due to unspecified osteoporosis - XallP, referral for
dual-energy X-ray absorptiometry (DXA) scan - Xal85; DXA scan
result - XaITW or XaPE2 or XalTb and Osteoporosis - N330).

Setting

This is a feasibility study which was done in a General Practice
which serves a relatively low socio-economic status and well defined
stable geographic population in Caerphilly County Borough, Wales,
UK. A total number of patients registered with the practice were
6300 at the time of start of the study. All patients above the age of 50
years on 01/10/2017 who have a diagnosis of osteoporosis, history of
fracture, known fragility fracture, osteoporosis diagnosed on (DXA)
scan or on osteoporosis drugs were included. In addition known
patients with dementia, stroke or Parkinsonism were also included
considering the relatively high risk of falls and higher prevalence of
osteoporosis.® 1314
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Data and measurements

Data were obtained from General Practice database and from
Clinical Work Station between 1st October 2017 and 30th October
2017 for all patients above 50 years of age. General Practice colleagues
and practice staff were also involved to provide more information on
social circumstances like living alone with partner/spouse, needing
help with basic activities of daily living including help with shopping
and medications. Fragility fracture was defined as any fracture
reported in the practice database as low impact fracture involving
vertebra, wrist, hip, humerus and pelvis. Other fractures including
ribs, ankle, distal tibia and fibula were included as all fractures. Data
were transcribed, anonymised and incorporated into one password
protected Microsoft Excel sheet.

Quality initiatives

Prudent healthcare principles set out by the Bevan Commission
were planned to employ for implementing quality improvement
initiatives.”> Low impact fractures in older people above 75 years
of age are deemed as fragility fractures and should be treated to
guidance.'™'> Therefore, sub-analysis of the fragility fracture was
done to understand the relationship of fracture to co-morbidities,
drugs, sex and arbitrary age groups of less than or more than 75 years
old in the practice cohort to ensure quality initiatives were taken
for those at higher risk, with the greatest health need first.'> General
Practitioners (GP) and practice staff were involved to best use the
existing resources in the community and applying coproduction
principles.”> All patients who were deemed to be on inappropriate
drugs or at higher risk of subsequent fracture were discussed in the
consultant led case based discussion (CBD) with GP and practice
staff to ensure not only a person-centred care but also an all-inclusive
approach to reduce inappropriate variation through evidence-based
approaches.”” The rationale to employ CBD for high-risk patients
was agreed as this intervention had proven to be effective, was based
on the model of improvement, Plan-Do-Study-Act (PDSA) and had
shown improvement in treating underlying osteoporosis according
to guidance for patients attending the Movement Disorder clinic."" A
50% improvement in osteoporosis care in the current practice was
agreed.

Statistical analysis

All statistics were conducted using STATISTICA StatSoft data
analysis software system, version 9.1 (StatSoft, Inc., 2010, Tulsa,
OK, USA). Means+tstandard deviations were calculated for baseline
characteristics of all patients. T-tests were used to compare mean
baseline characteristics of patients, and chi-square tests were used
to compare categorical variables. P-values<0.05 were taken to be
statistically significant.

Ethical approval

This pilot study was classed as a service evaluation project
according to the Health Research Authority decision tool. The study
plan was submitted to the Aneurin Bevan University Health Board
(ABUHB) Research and Development (R & D) department, which
approved the project as an observational service evaluation with no
requirement for ethical approval (ABUHB R&D Reference Number:
SA/791/17). All demographic and outcome data incorporated into
the study were routinely documented in the clinical workstation
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or the General Practice dataset which operates under ABUHB. No
identifiable patient information has been or will be shared.

Results

The practice had 6300 patients registered on 1st October 2017.
320 patients who met the inclusion criteria were included. Six patients
were excluded as they have been registered to another general practice
and data was not available, therefore analysis was completed for 314
patients.

Description of the practice population

The mean age of studied cohort (above 50 years) was 75.5+10.5
years and 66.9% (n=210/314) were females. Mean number of co-
morbidities for the studied population was 4.4+2.8, 66% (n=208/314)
patients were on polypharmacy and the mean number of drugs were
6.8+4.2 (range =0-29). 11.5% patients (n=36/314) patients were in
Care Homes. The prevalence of stroke, dementia and Parkinsonism
in the studied high risk general practice population was 32.8%
(n=103/314), 12.7% (n=40/314), and 4.1% (n = 13/314) respectively.

The T-test for independent groups was used to explore differences
in mean numbers of comorbidities and number of drugs between
groups who had fracture versus groups who had no fractures. For
all fractures the mean number of co-morbidities and mean number
of drugs were 4.8943.3 and 7.35+4.2 respectively. The mean number
of comorbidities and drugs for the group with no fractures was
4.08+2.15 (p=0.01) and 6.36+4.2 (p=0.04) respectively. This shows
that the patients who experienced any fractures had significantly more
comorbidities and higher number of drugs. However there was no
statistically significant difference in the mean number of comorbidities
or drugs in those with first fragility fracture or no fracture.

Prevalence of fracture in practice

314 patients above 50 years met the inclusion criteria including
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diagnosis of osteoporosis, any fracture, known fragility fracture,
osteoporosis diagnosed on DXA scan, on osteoporosis drugs or
classed as a higher risk of falls and fracture. 45.5% (n=143/314)
had recorded fracture and of those 83% (n=116/140) will be classed
as fragility fractures to include vertebral, wrist, hip, humerus and
pelvis. Mean age of patients who sustained first fragility fracture
was 71.1+10.6years (range =41-92 years, median age =71 years).
The sites of fractures were vertebra 39.9% (n=57/143), wrist 21.7%
(n=31/143), hip/Femur 9.8% (n=14/143), humerus 5.6% (n=8/143),
pelvis 4.2% (n=6/143), ankle/distal fibula 7.0% (n=10/143) and others
11.9% (n=17/143).

89 patients were on osteoporosis drugs. 44% (n=51/116) patients
who have diagnosed fragility fracture were on appropriate osteoporosis
medications. Overall 30% (n=27/89) had been prescribed drugs for
more than 5 years and mean duration of drugs prescribed was 3.8
years (Median = 1.7 years and range = 0.1-18.8 years). 19% (17/89)
were still on treatment for more than 5 years at the time of review.
34.4% (n=40/116) patients were not treated to guidance and 21.5%
(n=25/116) patients were deemed not appropriate for bone protection
at the time of review and were either on drug holiday or DXA showed
Osteopenia.

33.5% patients (n=47/140) sustained a new second fracture after
mean duration of 4.0+4.1 years (range = 0-16 years, median=3 years).
81% (n=38/47) will be classed as fragility fractures, 19% (n=9/47)
were hip fractures and one-third (n=3/9) were not on appropriate
treatment. 24% (n=9/38) had a second fragility fracture within 12
months. Another 25.5% (n=12/47) sustained a third fracture after a
mean duration of 2.2+2.3 years (range = 0-9 years, median=1.6 years).

Sub-analysis of the prevalence of the fractures and proportion not
treated to guidance was done according to advancing age. Results are
shown in Table 1. There was no significant difference in the proportion
of patients treated to guidance if above 75 years of age (39%, 27/69)
or below 75 years (29%, 14/48) (p=0.26).

Table 1 Sub-analysis of the prevalence of the fractures according to advancing age.

Age grou All patients >50 years  50-65 years 65-75 years 75-85 years  Above 85
ge group N=314 N=55 N=100 N=94 N=65
45.5% 30.9%. 47% 46.8% 55.4%
0,
All fractures % (n) (143/314) (17/55) (47/100) (44/94) (36/65)
. 37% 20% 37% 41.5% 46.2%
st 0,
1" Fragility fracture % (n) (116/314) (11/55) (37/100) (39/94) (30/65)
. . 34.5% 27% 30% 36% 43%
0,
Patients not treated to guidance % (n) (40/116) 3/11) (11/37) (14/39) (13/30)
. 29% 27% 19% 28% 43%
nd )
2" Fragility fracture % (n) (34/116) 3/11) (7/37) (11/39) (13/30)
Mean duration to second fragility fracture years 4.0 4.2 1.5 4.8 5.2
. . 32% 66.6% 14% 27% 38%
nd )
Patients not treated to guidance after 2™ fracture % (n) (11/34) h3) 1/7) 311 (5/13)
. 23.5% 33% 14% 18% 38%
rd 0,
3" Fragility fracture % (n) (8/34) (1/3) (1/7) @/11) (5/13)
Mean duration of second fragility fracture % (n) 1.3 0.8 0.2 22 1.5
. . 25% 50% 40%
nd )
Patients not treated to guidance after 2™ fracture % (n) ) On treatment NA (12) @/5)
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All patients were also divided into two arbitrary groups for
sub-analysis by age <75 years versus >75 years by computing the
prevalence as a number with fracture divided by numbers in those
age groups. All proportions showed more fractures for the>75 years
group, with the first fragility fracture numbers large enough to show
statistical significance (p=0.02) (Table 2). Sub-analysis were also
done for sex in the age group between <75 years and >75 years. It
showed that only females above 75 years have a significantly higher
risk of all fractures, first fragility and second fragility fractures. There
was no significant difference in men above or below 75 years of age
(Table 2).

Sub-analysis of the prevalence of the fractures was also done
according to the high risk of falls including stroke, dementia and
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Parkinsonism. Data were analysed by grouping all patients into
two groups: high-risk group (diagnosis of stroke, dementia or
Parkinsonism) and low risk (absence of these three conditions). This
shows that the low-risk group had a higher prevalence of fractures
than the high-risk group, being highly significantly different for all
fractures, first fragility fracture and second fragility fracture (Table 3).

In addition, these data also show that for all sexes and for
females in the low-risk group had significantly fewer fractures and
1* fragility fractures than the group with assumed high-risk factors.
For 2" and 3" fragility fractures, this difference becomes insignificant
(supplementary data analyses available if needed). This result
warrants further investigation of other potentially confounding or
influential factors.

Table 2 Prevalence of the fractures according to age (below and above 75 years) and sex.

Difference Difference Difference
Both Sexes betwee|.1 Females betwee|.1 Males betweet\
proportions proportions proportions
p value* p value* p value*
<75 years >75 years <75 years >75 years <75 years >75 years
AgeGroup 155 N=159 N=100 N=110 N=55 N=49
All fractures  41.3% o o 57.3% o (17/49)
% (N) (64/155) 50.3%(80/159)  0.11 44%(44/100) (63/110) 0.05 34.5%(19/55) 5,0 1.0
1st fragility 31% o o 50.9% o (13/49)
fracture (48/155) 43.4%(69/159) 0.02 36%(36/100) (56/110) 0.03 20%(11/55) 26.5% 0.43
2nd fragility ~ 20.8% . . 44.6% . 01-02-
fracture (10/48) 34.8%(24/69) 0.1 19.4%(7/36) (25/56) 0.01 7.2%(4/11) 201315.4% 0.53
3rd fragility ~ 20% . . 32% . 01-01-
fracture (2/10) 29.2%(7/24) 0.56 28.5%(2/7) (8/25) 0.86 0%(0/4) 20138% 0.56
*p-value computed from a difference in proportions test.
Table 3 Sub-analysis of the prevalence of the fractures according to risk factor.
. Low-risk High-risk group P-value low risk Vs high
Risk factor group (n=156) risk*
(n=164)
Stroke Dementia Parkinsonism
(n=103) (n=40) (n=13)
58.5% 26.2% 37.5% 46.2%
0,
All fractures % (n) (96/164) (27/103)  (15/40) (6/13) p=0.001
. 51.8% 15.5% 30% 30.8%
0,
1st Fragility fracture % (n) (85/164) (16/103) (12/40) (4/13) p<0.001
. . 56% 58% 50%
0,
Patients not treated to guidance % (n) (23/85) 9/16) (7/12) (2/4)
. 35.3% 6% 33% 25%
0,
2nd Fragility fracture % (n) (30/85) (1/16) (4/12) (1/4) p<0.001
Mean duration to second fragility fracture 3.9 years 33 45 6.0
years
Patients not treated to guidance after 2nd (11/30) None (1/4) None

fracture % (n)

*p-value computed from difference in proportions test.

The total numbers of Hip fractures were 24. The trend in the hip
fractures in the general practice cohort in the last 10 years has been
upward as shown in the Figure 1.

Quality initiatives

Based on the above results, 43.6% (n=137/314) patients were
discussed as part of quality initiatives. A total of 84 active interventions
were taken collectively in 60 patients out of 137 patients discussed to

ensure bone health is assessed and patients are treated to guidance.
The CBD took approximately 14 hours over 6 working days, spread
over 4 weeks to discuss 137 patients. The lists of interventions taken
are shown in Table 4.

56% (n=175/314) had a recorded diagnoses of osteoporosis in the
GP database but 39% (68/175) of these had no evidence of fragility
fracture or low BMD on DXA scan. All these patients were reviewed
and the majority (68%, 46/68) were on appropriate treatment for

Citation: Singh |, Anwar A, Rasuly A, et al. Prevalence of fragility fractures according to quality and outcomes framework (QOF) of the general medical
services (GMS) contract and quality initiatives to improve osteoporosis care in the general practice within Caerphilly County Borough, Wales, UK: a feasibility

study. MOJ Gerontol Ger. 2018;3(2):116-122. DOI: 10.15406/mojgg.2018.03.00096


http://dx.doi.org/10.15406/mojgg.2018.03.00096

Prevalence of fragility fractures according to quality and outcomes framework (QOF) of the general
medical services (GMS) contract and quadlity initiatives to improve osteoporosis care in the general

practice within Caerphilly County Borough, Wales, UK: a feasibility study

primary osteoporosis. As part of quality initiatives, 11 patients were
commenced on new oral bisphosphonates but 5 patients were on
osteoporosis drugs inappropriately and were stopped. Four patients

Table 4 List of the interventions taken as part of quality improvement.
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were considered for drug holiday and two patients were considered
for specialist treatment (Denosumab) as noted to have worsening
t-scores on existing repeat DXA report (Table 4).

Quality improvement interventions

New oral Bisphosphonates recommended (24/137)
Planned for drug holiday (15/137)
Considered for Denosumab (12/137)
Changes in Drug Stopped as not indicated (8/137)
Refused treatment (1/137)
Replaced to Alfacalcidol (1/137)
No drug intervention (45/137)
Bone Health clinic for Denosumab (6/137)
Referrals
Community Falls and Bone Health team (6/137)
Re-refer for DXA (planned for future) (11/137)
Investigations New DXA (5/137)
Blood tests (7/137)

Trend in the number of Hip Fractures (2006-2017)

2013 2015

2008

2006 2007 2009 2010 201 2012 2014 2016 2017

= No of Hip Fractures —Linear (No of Hip Fractures )

Figure 1 Trend in the hip fracture over the last 10 years.

Another 12.4% (n=39/314) patients had not been recorded as
osteoporosis in the GP database but were found to had a history of
fracture of which 68% (n=23/39) will be classed as fragility fractures
including vertebra, wrist, hip, pelvis and humerus. All these 23
patients were reviewed as part of the quality initiatives and 54%
(13/23) patients were commenced on oral treatment and others were
either referred to Bone Health clinic or further investigations.

A further 17 patients who had diagnoses of both osteoporosis and
previous fragility fracture but were not on osteoporosis drugs due to
various reasons including poor adherence, side effects, drug holidays.
Thirteen patients were considered for clinical assessment or DXA scan
if indicated and four patients were considered for specialist treatment
(Denosumab) through Bone Health Clinic.

All the 19% (17/89) patients who were on treatment for more than
5 years were also discussed, 11 were considered for drug holiday and
in three patients treatment was stopped. Two patients were continued
to treat for longer duration’s years but with close monitoring for side
effects, one patient was deemed as treatment failure in view of the
second fragility and was referred to Bone Health clinic.

Discussion

Osteoporosis is an asymptomatic, hidden condition, and often
diagnosed after sustaining a fragility fracture. An osteoporotic
fracture is a fragility fracture following a fall from a standing height
or less, occurring as a consequence of underlying osteoporosis in the
wrist, spine, and hip, but can also occur in the humerus, pelvis, ribs,
and other bones.!" However vertebral fractures may occur as a result
of routine activity, bending, lifting, after a minimal trauma or even
spontaneously. All general practices and secondary care services in the
United Kingdom should ensure that a system is in place for patients
above 50 years of age but less than 75 years with a history of fragility
fracture to be confirmed on DXA and treated to guidance.'®'>'® All
patients above 75 years with recorded fragility fractures should be
assessed'” and treated for osteoporosis to guidance.!®!? Patients
should also be assessed for future risk of fragility fractures and
bisphosphonates should be discontinued after 5 years as this does not
appear to significantly increase fracture risk.'® However, those at a
very high risk of falls or sustaining a clinical vertebral fracture could
be offered treatment beyond 5 years with close monitoring rather than
follow-up measurements of DXA or bone turn over markers."

Vertebral fractures were the most common fragility fracture noted
in this study and fractures were more common in over 75 years,
significantly higher for females. Our findings are similar to previously
reported findings.” The incidence of the second fracture following
index fracture (hip, shoulder, or wrist) within a year above 66 years in
U.S. population has been reported as 4.2%.>' However in this study,
the incidence of the second fracture following index fracture (hip,
vertebra, wrist, humerus or pelvis) within a year was 24% and one-
third of the patients sustained a second fracture with a mean duration
of 4 years. This could be due to several unexplored factors and a
recent study has reported substantial geographic heterogeneity in age
and sex-adjusted fracture incidence.?
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In this study, we found that prevalence of fragility fracture in
the patients studied according to Quality and Outcomes Framework
of the General Medical Services contract was 37%, which is 1.8 %
(n=116/6300) of the whole practice population. One-third (34.5%,
n=40/116) patients were not treated to guidance. But as part of
quality initiative 24 patients were commenced on oral treatment and
6 were considered for Denosumab treatment, suggesting an overall
improvement by 75% for those who were not on evidence-based
treatment. Another 7.3% (23/314) patients in the whole practice cohort
were prescribed osteoporosis drugs inappropriately, who were either
stopped or considered for drug holiday as per guidance. This study
has strengthened the integration and partnership working between
primary and secondary care. Majority of the patients were managed in
the practice and practice doctors felt more confident and competent to
manage osteoporosis.

The emergency hospital admissions in the Caerphilly County
Borough with a primary diagnosis of hip fracture for all persons aged
65 and over in year 2014/15 were 185.% This study has also observed
an upward trend in the hip fracture for the practice population (Figure
1). The average hip fractures in the same Borough in the last 10 years
(2005/05 t0 2014/15) was 174 (range = 148 — 193), showing an upward
trend.”® Based on the 2011 census, population estimate for Caerphilly
County Borough is 178,806 and 69131 people will be above 50 years,
at risk of fracture.”* The estimated number of fragility fracture as
extracted from the National Osteoporosis Society Fracture Liaison
Service benefits calculator would be 802, including 189 hip fractures.?
The current guidance recommends more integrated care and improved
osteoporosis treatment, targeting all patients with fragility fractures
but prioritising those who had sustained hip fracture.?® This will not
only improve lives but will also be very cost-effective.?

This pilot study has several strengths. Scoping was carried out
an early stage in order to plan this study and the General Practice
staff was involved to identify the key issues. The results of the
scoping determined that existing osteoporosis burden and gaps in the
osteoporosis care within the General Practice were studied before
implementing previously reported quality initiatives to improve
osteoporosis care. We are not aware of any similar study which
has reported scaling to underpin the number of patient encounters
(137 CBD) and timespan (baseline data collection and cleaning =
200 hours, data analysis, quality improvement work=40 hours and
interpretation = 10 hours) needed to ensure osteoporosis treatment is
addressed in an average General Practice serving a population of 6000.
This study supports previously reported improvement in osteoporosis
care using similar quality initiatives but in a different environment.
Therefore, this study does not only streamline the process but also
maximise the understanding of osteoporosis care and potential to
provide an enhanced autonomous osteoporosis care by the General
Practice doctors. This study has further established generalisability
and increased the potential to spread good practice to other clinical
areas and specialities.

This study has few limitations. It is low power study as compared to
other studies done in the community. Those patients who are not been
recorded in the practice as having osteoporosis or previous fragility
fracture or on osteoporosis treatment could have been missed. We have
not screened everyone above 65 years as per NICE recommendations
because the aim of this pilot study was to measure the prevalence of
fragility fractures in all patients above 50 years according to QOF of
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the GMS contract and based on the understanding of the gaps in our
service, consider subsequent steps. The long-term benefits of these
quality initiatives have not been yet evaluated but will be studied in
the future. This was a feasibility study to plan subsequent study on
a wider scale to include all the General Practices in the Caerphilly
County Borough.

A fragility fracture is often seen as a physical injury but it also
has a huge psychological impact on person’s life which cannot be
measured. The aim should be to avoid a fall resulting in fracture but
at least every effort should be made to prevent subsequent fracture
by ensuring evidence-based osteoporosis treatment. We proposed a
similar study and intervention not only in other practices within the
Caerphilly County Borough but as widely as possible. The research
team will be evaluating the long-term impact of such intervention in
preventing subsequent fracture, particularly a trend in the hip fracture
in the defined area.

Conclusion

This feasibility study suggests that an average practice of 6000,
have approximately 2% patients with fragility fractures and one-third
were not treated to guidance. Regular monitoring of practice data
and implementing quality initiatives has streamlined the process,
maximizing osteoporosis understanding and an enhanced autonomous
osteoporosis care by the general practice doctors. Similar intervention
is proposed for the whole of the Borough to prevent a second fracture,
particularly a hip fracture.
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