
Improving community prescribing of 
post-fracture denosumab after discharge

T
he National Institute for 
Health and Care Excellence 
(2010) currently recommends 
opportunistic screening of patients 
for osteoporosis and subsequent 

optimization of their therapeutic bone care. 
To comply with this recommendation and 
the requirement of the National Hip Fracture 
Database (www.nhfd.co.uk), in the authors’ 
hospital orthogeriatricians assess each patient 
admitted with a neck of femur fracture or 
other fragility fracture and undertake a bone 
protection medication review as part of their 
assessment. 

Denosumab is currently recommended by 
the National Institute for Health and Care 
Excellence (2010) as a second-line drug for 
the treatment of osteoporosis. Denosumab 
is a monoclonal antibody given as a 60 mg 
subcutaneous injection every 6 months. The 
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FREEDOM extension trial (Papapoulos et al, 
2015) has so far found that denosumab can 
be used for up to 8 years with good effect and 
a consistent safety profile. A longer duration 
of treatment than this is still being studied. It 
is important to remember that the duration 
of treatment is individual for each patient and 
will depend upon a patient’s fracture risk and 
side effects. These must therefore be reviewed. 

National Institute for Health and Care 
Excellence (2010) guidelines mandate 
that denosumab is only recommended for 
prescription by clinicians with osteoporosis 
expertise in secondary care. However, in 
the authors’ region the budget for the 
prescription is held by primary care and there 
is no funding of this drug for use in secondary 
care. This requires robust communication 
between primary and secondary care in order 
for the patients to receive denosumab on 

discharge. Traditionally a discharge summary 
is the main method for communication 
between secondary and primary care about 
medication changes following an inpatient 
stay. The authors suspected that many 
patients who had denosumab treatment 
recommended during their inpatient stay 
may not have been receiving it in the 
community on discharge.  

Methods
The authors undertook a project to ascertain 
what proportion of patients did not receive 
treatment with denosumab when it had 
recommended and to identify the reasons 
for this. Once identified the authors could 
implement a new system for communication 
and reassess the progress.   

Cycle 1
Methods
A retrospective review of electronic and case 
notes was undertaken in both secondary and 
primary care between 1 June and 30 August 
2014. The authors identified all patients 
who had been admitted to their hospital 
with a neck of femur fracture. The authors 
looked at their bone protection medications, 
in particular those prescribed denosumab, 
reviewing how many patients received the 
injection in the community post-discharge. 

ABSTRACT
Background: In the UK, denosumab is usually started by hospital clinicians and continued by 
primary care physicians in the community, but in the authors’ region denosumab is a ‘green 
light’ drug, only prescribed by the primary care team. The authors suspected that a proportion 
of patients who were recommended to start the drug after a neck of femur fracture were not 
receiving this on discharge. They aimed to improve the prescribing of denosumab by implementing 
a quality improvement project.

Methods: A retrospective review of electronic records and case notes in primary and secondary 
care was undertaken, focusing on patients who were admitted with a neck of femur fracture and 
recommended denosumab. Following cycle 1 of the project two interventions were implemented:

1. Denosumab written on the inpatient prescription chart at point of treatment decision, promoting 
inclusion in the discharge summary

2. A consultant letter recommending denosumab was sent separately to primary care, in addition 
to inclusion in the discharge summary.

Following these interventions this project cycle was repeated.

Results: A total of 91 patients with a neck of femur fracture were identified during cycle 1 and 
22/91 (24%) were recommended denosumab. However, only five of these 22 patients (22%) 
received the drug. Following the interventions 23/26 eligible patients (88%) were prescribed 
denosumab (three patients did not have a prescription with no reason given), and 17/23 (74%) 
had the injection given. Four patients who did not receive the denosumab injection had no obvious 
reason for not starting treatment. In the other two patients, one discharge summary misleadingly 
stated that the injection had been given as an inpatient and one patient had recurrent admissions 
following discharge after their neck of femur fracture so primary care had not had any opportunity 
to administer the injection.

Conclusions: Prescribing denosumab on the inpatient drug chart and highlighting its use in a 
consultant-written letter to the primary care team improved prescribing and administering of 
denosumab in the community.
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Results 
A total of 91 patients had neck of femur 
fractures, all of whom had been assessed 
by an orthogeriatrician. Denosumab as 
bone protection had been recommended to 
22/91 (24%) patients, of whom 5/22 (22%) 
received denosumab in the community on 
discharge.

Not all discharge summaries included 
advice about denosumab prescription 
so primary care were not aware of the 
recommendation. The wording of ‘consider 
denosumab’ on some discharge summaries 
was interpreted as a choice rather that a 
requirement by primary care.

Recommendations and changes
Denosumab was written on the inpatient 
prescription chart at the point of treatment 
decision on the ward round. The wording 
was changed to state ‘denosumab – GP to 
prescribe and start on discharge’. This would 
help to ensure that the drug is more likely to 
be transcribed on to the discharge summary 
which includes a discharge medication list 
sent to primary care.

A consultant letter was also dictated at 
the bedside recommending denosumab to 
be started on discharge. This letter was sent 
directly to primary care separately to the 
discharge summary. 

Cycle 2
Methods
A retrospective electronic notes and case notes 
review was undertaken between 1 May and 
September 2015. All patients who had been 
admitted to their hospital with a neck of 
femur fracture and recommended denosumab 
treatment were reviewed. The authors 
identified 30 patients whose GP had been sent 
a letter regarding prescription of denosumab 
following an inpatient stay for neck of femur 
fracture at Musgrove Park Hospital. 

Telephone calls were made to primary 
care to ascertain the proportion of patients 
who received denosumab following 
recommendation on both discharge 
summary and via a letter. The authors tried 
to identify reasons for non‑prescribing. 

Results
The results of this cycle are shown in Figure 1. 
Of the 30 patients identified, three had died 
and one had been prescribed alendronic acid 
rather than denosumab. Of the three patients 
who died, one died as an inpatient during 

the neck of femur fracture admission and 
two patients died within 7 days of discharge, 
having both been discharged home for end 
of life care. 

Of the remaining 26 patients, 23 (88%) 
had denosumab placed on their repeat 
prescription in primary care. However, six 
of these 23 (26%) patients did not actually 
receive the injection following discharge 
(four of these had no reason given but GP 
surgeries often said that if an injection had 
been given by the district nurse they did 
not have a record of it so it may have been 
administered). One patient had a discharge 
summary stating that the injection had been 
given as an inpatient which would have 
misled primary care. One patient had had 
recurrent acute and community hospital 
admissions since discharge so there may not 
have been an opportunity for primary care 
to administer the drug. 

Only three of the 26 patients (12%) did 
not have denosumab put on their repeat 
prescription with their GP.

Recommendations
All patients who had not had a prescription or 
had not had their denosumab injection given 
had this highlighted to their GP for action. 

Discussion
The interventions of specifying future 
prescribing on the drug chart and of 
dictating a consultant letter at the point 
of decision were useful actions to ensure 
community prescribing of denosumab 
and compliance with medications. This 
is especially important with this older age 
group of patients who typically sustain neck 
of femur fractures and may not remember 
to inform their GP of their treatment plan 
themselves. 

Figure 1. Results of cycle 2.

17 had injection

Three died

Three did not 
receive prescription No reason given

One prescribed 
alendronic acid

Four no reason 
given

30 discharge prescriptions 
for denosumab

30 denosumab letters sent

30 letters received by GP

26 able to receive 
denosumab

23 received prescription

Six did not have injection

Two with relevant 
reasons
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It is also interesting to note that when the 
orthogeriatricians are choosing which bone 
protection drug to use, of those patients 

KEY POINTS
■■ In the UK, denosumab is usually started 

by hospital clinicians and continued 
by primary care physicians in the 
community. However, in the authors’ 
region denosumab is a ‘green light’ drug 
and only prescribed and funded by the 
primary care team. 

■■ Discharge summaries are an important 
form of communication between 
secondary and primary care.

■■ Prescribing denosumab on the inpatient 
drug chart and highlighting its use in a 
consultant-written letter to the primary 
care team improved prescribing and 
administration of denosumab in the 
community. 

■■ The project has highlighted the 
importance of communication between 
secondary and primary care.

■■ The study raises the issue of how many 
other medical changes made during an 
inpatient stay are not being adequately 
communicated to primary care with the 
significant risk of either under-treatment 
or adverse drug reactions.

recommended denosumab three patients 
died (only 10% (3/30) of patients) and all 
within 1 week of discharge. This suggests that 
the correct population is being selected to 
have denosumab as it has a shorter duration 
of action than drugs such as zoledronic acid. 
The more frail patients at higher risk of 
mortality are having drugs such as zoledronic 
acid as a single dose pre-discharge.

The process of re-auditing has hopefully 
highlighted to colleagues in primary care 
that despite improved communication 
from secondary care and an increase in 
primary care prescriptions not all patients 
are receiving denosumab injections. This will 
hopefully encourage the primary care team 
to look at their internal processes to ensure 
this happens. 

This project has also highlighted the 
importance of communication between 
secondary and primary care to ensure 
continuity of care and prescribing. While 
this should not be a primary method of 
communication, older patients may be less 
likely to tell their GP about medication 
changes. This study raises the issue of how 
many other medical changes made during an 
inpatient stay are not being communicated 
adequately to primary care with the 
significant risk of either under-treatment or 
adverse drug reactions. 

Despite this intervention, unfortunately 
not all of the patients who were recommended 
denosumab received the injection, despite 
all letters and discharge summaries being 
received by primary care. To improve 
this process, it is therefore important that 
colleagues in primary care are educated about 
the importance and need for bone protection 
medications, including denosumab, to 
ensure they are prescribed and administered. 

The authors encourage other hospitals 
to look at their communication to primary 
care regarding drugs which are initiated by 
secondary care but funded by primary care. 

Increasing levels of shared patient 
care between secondary and primary care 
shows the importance of clear and safe 
handovers which need to be undertaken for 
all medications and treatment plans in the 
elderly population.  BJHM
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Quality improvement projects

Improving the ward-based care 
of patients post-thyroidectomy

T
he quality of ward-based care has 
a direct impact on the overall 
outcomes of patients admitted 
to hospital (Cheung et al, 2008). 
Patients undergoing surgery are at 

a particularly high risk as they can potentially 
deteriorate rapidly in the postoperative 
period (National Patient Safety Agency, 
2007). 

During this phase of recovery nursing 
staff on the wards play one of the most 
crucial roles, as they have the most contact 
with patients (Liaw et al, 2011). In addition 
to providing direct nursing care, while 
administering medications and adequate 
nutrition, they also have an important role 
in regularly monitoring patients by assessing 
their vital observations and maintaining 

fluid-balance charts in order to detect any 
signs of deterioration early. They are also the 
first point of contact with patients’ relatives, 
hence it is imperative that they have a good 
understanding of the patient’s clinical 
condition. 

Hospitals have traditionally been able to 
provide dedicated subspecialist wards for 
each surgical specialty. However, with the 
financial pressures faced within the NHS, 
such specialist wards are at risk of being 
closed down, and an increasing number of 
patients are now being managed on general 
surgical wards (Foxton et al, 2014). It has 
been suggested that outcomes may be poorer 
on such generalist wards when managing 
patients requiring specialist expertise (Aiken 
et al, 1999).

Otolaryngology requires appropriately 
trained nursing staff with a specific skill-
set and it has previously been shown that 
staff on specialist ear, nose and throat wards 
have a better knowledge base than those on 
general wards (Foxton et al, 2014), through 
a questionnaire-based survey addressing 
the management of epistaxis, otitis externa 
and postoperative patients. This increased 
awareness is likely to improve the overall 
quality of care provided.

Within the authors’ hospital, patients 
undergoing ear, nose and throat surgery were 
no longer managed on a dedicated specialist 
ward, but were instead being cared for on two 
generic surgical wards, which included both 
elective and emergency patients admitted 
under the care of various surgical teams 
including general, vascular and orthopaedic 
and ear, nose and throat surgery.

Patients undergoing thyroidectomy 
are one cohort of ear, nose and throat 
patients who are routinely being managed 
on general wards. They can be high risk as 
complications in the postoperative period 
are potentially life threatening. These 
include hypocalcaemia (5.5%; Baldassarre 
et al, 2012) and airway obstruction as a 
result of postoperative haematoma (0.1–1%; 
Savargaonkar, 2004), or recurrent laryngeal 
nerve palsy (0.9–5.1%; Chiang et al, 2005). 
Such scenarios are rare, so the majority 
of nurses would have limited experience 
of managing them first hand. However, 
as patients can deteriorate rapidly, it is 
imperative that ward-based clinical staff are 
competent in appropriately managing these 
patients in the initial stages.

A pilot study of junior doctors within the 
authors’ institution suggested that medical 
staff were not confident in the management 
of patients post-thyroidectomy, and this was 
improved through departmental education 
sessions. However, it was unclear whether 
nursing staff looking after these patients had 
a similar lack of confidence. This quality 
improvement project assessed whether 
nurses had the theoretical knowledge to 
care for this specific patient group following 
thyroidectomy, and enhanced their awareness 
of the postoperative management of these 
patients. 

Methods
A prospective, questionnaire-based audit 
was conducted evaluating understanding 
of perioperative management issues for 
thyroidectomy patients. The project was 
registered with the audit department and 
no ethical approval was required.

The study population consisted of all 
nursing staff on the two surgical wards on 
which ward-based clinical care was provided 
for patients following thyroid surgery.

The questionnaire was initially piloted 
among junior ear, nose and throat doctors, 
and changes were made using the feedback 
received, in order to ensure that the 
questions were both relevant and appropriate 

ABSTRACT
Nursing staff play a crucial role in managing surgical patients in the postoperative period. 
However, with an increasing risk of subspecialty wards facing closure as a result of financial 
pressures within the NHS, the knowledge base and expertise of ward-based nursing staff of 
surgical subspecialties is becoming increasingly limited. Using patients undergoing thyroidectomy 
as an example, a quality improvement multidisciplinary audit is presented, which shows how 
simple targeted interventions through a multidisciplinary approach can help maintain high 
standards of patient care in a secondary care setting. 
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A ward round proforma improves 
documentation and communication

A 
daily ward round provides 
clinical daily assessment for 
the patient and outlines the 
management plan (Thompson et 
al, 2004; Zegers et al, 2011). It 

is imperative that accurate documentation 
takes place to ensure correct records 
about each patient encounter are made 
in the notes, not only for medicolegal 
purposes, but also to ensure good written 
communication between members of the 
health-care team (Thompson et al, 2004; 
Zegers et al, 2011).

Several studies have demonstrated 
that implementation of a structured ward 
round proforma improves documentation, 
communication and overall quality of 
care (Thompson et al, 2004; Wright, 
2009; Ehsanullah et al, 2015). One 
successful example widely used in trauma 
and orthopaedic surgery is the use of a 
standardized care proforma for patients 
suffering a femoral neck facture (Butt et al, 
2011). However, there is limited evidence 
from within this specialty about the use of a 
similar proforma for routine inpatient ward 
rounds. 

This article presents the results of an audit 
which evaluated the quality of inpatient 
ward round documentation in a busy 
district general hospital before and after the 
implementation of a standardized proforma 
designed for trauma and orthopaedic 
patients.

Methods
The authors’ institution is a large district 
general hospital with a catchment area 
of around 750 000. Elective patients are 
managed on a separate site to the trauma 
admissions. This audit focuses on trauma 
inpatients only. All new trauma admissions 
are discussed in a multidisciplinary trauma 
meeting the following morning. In 
addition, a board round of every trauma 
inpatient occurs twice weekly (Mondays 
and Fridays).

The audit standards used were based on 
guidelines for clinicians on medical records 
and notes published by the Royal College of 
Surgeons of England (Anonymous, 1990), 
as well as guidance on the physician’s role 
(Black, 2000) and Writing Good Medical 
Notes from the Royal Colleges of Physicians 
of the UK (Carpenter, 2011).

This audit was registered and approved by 
the authors’ institution’s clinical governance 
department and was conducted between 
January and June 2015.

Patients’ medical records were reviewed 
over the course of three consecutive days. 
The notes were scrutinized for the following 
information:

 ■ Legibility, date and time, name and grade 
of the doctor, contact number

 ■ Documented diagnosis, problems, 
management and/or discharge plan

 ■ Specialist assessments including 
neurovascular status, weight-bearing 
status, surgical wound review, 
observations, early warning score, results 
of investigations and decision from the 
daily trauma meeting.

The notes were reviewed by two of the 
authors using a pre-determined checklist 
(Table 1). The handwriting was considered 
legible if the main structure of the sentence 
was understood. In the first cycle, the medical 
records of a random sample of twenty 
inpatients were analysed. These results were 
presented in a clinical governance meeting and 
a ward round proforma was suggested as an 
intervention. Two versions of the ward round 
proforma (Figures 1 and 2) were designed. One 
predominantly consisted of tick boxes to allow 
doctors to check all the relevant information 
during the daily ward round (version 1). The 
other incorporated more ‘white box’ space, 
designed to provide more flexibility for the 
end user, but also contained several prompts 
or reminders for consideration during the 
review (version 2). These forms were printed 
on a single sheet of bright yellow paper, 
making them easily identifiable. One form 
was used per patient per day and this was filed 
in the patient’s notes. 

ABSTRACT
This article present the results of an audit cycle which evaluated the quality of inpatient ward 
round documentation in a busy district general hospital before and after the implementation of a 
standardized proforma which was specifically designed for trauma and orthopaedic patients. In 
each cycle, 20 case notes were examined and the data analysed to examine three main areas: 

1. Diagnosis, management and/or discharge plan 

2. Objective assessments including neurovascular status, weight-bearing status, surgical wound 
review, observations, results of investigations and decision from the daily trauma meeting 

3. Logistics of the documentation such as legibility, date and time, name and grade of the doctor 
and contact number. 

This audit demonstrated that using a ward round proforma can significantly enhance the quality of 
documentation and improve communication between multidisciplinary team members.
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