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to reduce vertebral fracture risk when
given with calcium and vitamin D
supplements, and some have been
shown to reduce non-vertebral
fractures, such as alendronic acid,
risedronate, zoledronate and

risk. This is available free online at
www.shef.ac.uk/frax and can be used
to assess the 10-year probability 
of a patient developing a major
osteoporotic fracture (wrist, spine, hip
and humerus) or hip fracture. 

CASE FINDING
Population-based screening for
osteoporosis is not recommended at
present. However, a case-finding
approach is used, in which
postmenopausal women and men
over 50 are identified on the basis of
clinical risk factors, see table 1, right. 

The 10-year fracture risk is estimated
using FRAX and a decision can then
be made about whether treatment is
indicated or whether a BMD
measurement should be taken. 

The recent guideline from the
National Osteoporosis Guideline
Group provides recommendations on
the assessment of fracture risk, see
figure 1, below. The guideline is linked
to the FRAX tool and includes graphs
to show intervention thresholds based
on patient age and 10-year fracture
risk (with or without assessment 
of BMD).4 

TREATMENT
A number of drug treatments have
been approved for the prevention of
fractures in postmenopausal women,
see table 2, p19.5 All have been shown
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Adverse events should be reported. Reporting forms and information can be 
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Table 1 

Clinical risk factors used for the assessment 
of fracture risk
• Age
• Sex
• Low body mass index (≤19 kg/m2)
• Previous fragility fracture, particularly of the hip, wrist
or spine including morphometric vertebral fracture
• Parental history of hip fracture
• Current glucocorticoid treatment (any dose, by mouth
for three months or more)
• Current smoking
• Alcohol intake three or more units daily
• Secondary causes of osteoporosis including:
– Rheumatoid arthritis
– Untreated hypogonadism (in men and women)
– Prolonged immobility 
– Organ transplantation 
– Type 1 diabetes  
– Hyperthyroidism
– Gastrointestinal disease
– Chronic liver disease
– COPD
• Falls (not accommodated in the FRAX algorithm 
at present)

Figure 1. Case finding strategy
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