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FIGURE 3
NOGG thresholds for assessment (reassure, treat or measure BMD) and intervention
(after measurement of BMD) following fracture risk assessment by FRAX 

separate thresholds will be needed for
FRAX and QFracture. The National
Osteoporosis Guideline Group
(NOGG) produced these thresholds
for FRAX shortly after the launch of
FRAX in the UK in 2008, see figure 3,
above.8 Early evaluation of these
thresholds suggests a close
concordance between physician
decisions made before the availability
of FRAX and NOGG thresholds and
those arrived at by following the
NOGG thresholds.9

BMD measurement contributes an
additional, independent risk factor for
better characterisation of fracture risk
in the individual patient and there is a
need to be able to integrate the BMD
result with the other risk factors. 
As BMD is not an entry variable for
QFracture, NICE recommends the
recalculation of absolute risk using
FRAX once the BMD value is known.  

CONCLUSION
The recognition by NICE that
assessment of absolute fracture risk
should direct osteoporosis management
in the UK is a welcome development. 

NICE has advocated the use of
FRAX or QFracture in the assessment
of fracture risk and it is important to
appreciate that these tools are not
interchangeable. 

Clinical utility requires assessment
thresholds, intervention thresholds and
integration of BMD. The FRAX/NOGG
approach addresses these requirements.
Targeting scans to those at or near the
intervention threshold is an efficient use
of resources.
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Useful information 

FRAX
www.shef.ac.uk/FRAX

QFracture
www.qfracture.org

We welcome your feedback
If you would like to comment on this
article or have a question for the
author, write to:
editor@thepractitioner.co.uk 
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In the past the management of osteoporosis centred 
on the use of diagnostic thresholds based on bone
mineral density (BMD) measured at the spine or hip by
dual x-ray absorptiometry (DXA). Previous guidance was
based on an opportunistic case-finding strategy whereby
the presence of clinical risk factors would prompt
clinicians to measure BMD. Those patients with a BMD
value that fell within the range of osteoporosis were
considered for treatment.

More recently it has been found that the presence of 
several of these risk factors is associated with a fracture
risk greater than can be accounted for by BMD alone.
Assessment of fracture risk therefore needs to take into
account specific risk factors that contribute to fracture
risk as well as BMD.  

NICE recommends that assessment of fracture risk 
should be considered in all women ≥ 65 and all men 
≥ 75 years, and women < 65 and men <75 years if they
have risk factors. When assessing an individual’s risk of
fracture, absolute risk should be estimated. Either FRAX
(without a BMD value if a DXA scan has not been
undertaken before) or QFracture should be used, within
their allowed age ranges, to estimate 10-year predicted
absolute fracture risk. BMD should not be routinely
measured to assess fracture risk without prior assessment
using FRAX (without a BMD value) or QFracture.

FRAX and QFracture do not give the same estimates of 
absolute risk. The reasons lie in the different calibrations
used in the two models. In the UK model of FRAX, 
as in all the other models of FRAX, the risk algorithm 
is superimposed on, or calibrated to, the epidemiology 
of fracture (and mortality) incidence in the UK. 
The QFracture output reflects the incidence of fracture
contained within the primary care database used to
derive the tool.

NICE states in the guideline that the measurement of 
BMD by DXA should be considered in people whose
fracture risk is in the region of an intervention threshold
following risk assessment with FRAX (without a BMD
value) or QFracture. It is clear that given the differences 
in outputs from the two tools that separate thresholds will
be needed for FRAX and QFracture.

The measurement of BMD contributes an additional, 
independent risk factor for better characterisation of
fracture risk in the individual patient and there is a need 
to be able to integrate the BMD result with the other risk
factors. As BMD is not an entry variable for QFracture,
NICE recommends the recalculation of absolute risk 
using FRAX once the BMD value is known. 
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