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Why does osteoporosis matter? 

 

because ... 



Worldwide a fragility fracture 

occurs every 3 seconds 



Why does fragility fracture prevention matter? 

Projected incidence of hip fractures by 20501 

Adapted from Cooper C et al, Osteoporosis Int, 1992;2:285-289 

Estimated no of hip fractures: (1000s) 

Projected to 
reach 3.25 
million in  
Asia by 2050 
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Total number of 

hip fractures: 

1990 = 1.66 million  

2050 = 6.26 million 

1. Osteoporosis International 1992;2(6):285-289 Cooper C, Campion G, Melton LJ 3rd.  



• Because New Zealand’s 1 million baby boomers began to retire in 2011 

 

• By the late 2050s, one in four New Zealanders will be aged ≥65 years1   
 

• The population aged ≥85 years is set to grow at least 3-fold, from 72,500 people in March 20112 
to between 250,000 and 420,000 by 20613  

 

• 3,803 cases  of hip fracture occurred in 2007, at a cost of NZ$105 million4 

 

• The annual incidence of hip fractures in women aged >60 years in 1991 was 1,8305 which had 
risen to 2,639 by 20074, an increase of 44% 

 

• Audits throughout the world have shown that the majority of patients presenting with fragility 
fractures do not receive intervention to prevent secondary fractures 

– Studies from New Zealand identified a similar ‘care gap’ across the country 6,7 

Why does osteoporosis matter in New Zealand? 

1. Statistics New  Zealand. Demographic trends. 2011 

2. Statistics New  Zealand. National population estimates: March 2011 quarter. 2011 

3. Statistics New  Zealand. National Population Projections: 2009 (base)-2061 

4. Appl Health Econ Health Policy 2011;9(2):111-123. Brown P et al 

5. Pharmacoeconomics 1996;9(3):231-245 Lane A 

6. Osteoporosis Int 2005;16 Suppl 2:S44-53 Dreinhoffer K et al 

7. J Bone Joint Surg Br 2009; 91-B(SUPP II):342. Stracey-Clitherow  HD & Bossley CJ 



A systematic approach to fracture prevention 



Hip fracture care and prevention in the UK 

A consensus on a systematic approach 

Patient 

society 

Policy 

makers 

Professional 

organisations 



Percentage of patients with hip fracture reporting prior 

fragility fracture
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1. ASBMR 2006. 28th Annual Meeting in Philadelphia, Pennsylvania, USA. 2006. Abstract SA405. Lyles KW et al 

2. Clin Orthop Rel Res 2007;461:226-230 Edwards BJ et al 

3. NHS Quality Improvement Scotland. Effectiveness of Strategies for the Secondary Prevention of Osteoporotic 
Fractures in Scotland. 2004. McLellan AR et al 

n=2038     n=632        n=704    

Signal fractures 

Patients presenting with hip fracture 

Graph courtesy of Dr. JR Bayly 
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Fracture risk and ease of case-finding 

Effective targeting of healthcare resources 

Adapted from Curr Med Res Opin 2005;21:4:475-482 Brankin E et al 

* BOA-BGS 2007 Blue Book. http://www.nhfd.co.uk/ 

50% of hip 

fractures from 
16% of the 
population 

50% of hip 

fractures from 
84% of the 
population 

The majority of post-menopausal women (84%*) have not suffered a fragility fracture 

Strategies to case-find new and prior fracture patients could identify up to 

50% of all potential hip fracture cases from 16% of the population 

120,000 

women 

620,000 

women 

Individuals at low fracture risk 

Individuals at intermediate fracture risk 

Individuals at high fracture risk 

Patients with prior fracture 

Patients with 

new fracture Secondary 

prevention 

Primary 

prevention 

Fracture 

Liaison 

Services 

http://www.nhfd.co.uk/


• Offer assessment to all patients over 50 years presenting with a fragility fracture 

 

• Glasgow FLS is delivered by a Nurse Specialist supported by a Lead Clinician in Osteoporosis 

 

• Nurse Specialist identifies patients with new fragility fractures: 

– admitted to the orthopaedic inpatient ward, and 

– managed as outpatients through the fracture clinic 

 

• The Nurse Specialist arranges attendance of appropriate patients at the “one stop” FLS clinic 

where BMD is measured by DXA to assess future fracture risk 

 

• Treatment for secondary fracture prevention initiated by the FLS when merited on basis of future 

fracture risk 

 

• Older patients, where appropriate, are identified and referred onto the falls service/falls pathway 

 

• Long-term management plans agreed by protocol with local general practice 

Fracture Liaison Service 

The Glasgow Model: aims and service structure 

1. Best Prac Res Clin Rheum 2005;19:6:1081-1094 Gallacher SJ 

2. Osteoporosis International 2003;14(12):1028-1034 McLellan AR et al 

3. Calcif Tissue Int 2007;81:85-91 Langridge CR et al 



Fracture Liaison Service 

Service structure 

(Adapted from) BOA-BGS 2007 Blue Book. http://www.nhfd.co.uk/ 

* Older patients, where appropriate, are identified and referred for falls assessment 
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Comprehensive communication of management plan to GP 
supported by fully integrated FLS database system 

http://www.nhfd.co.uk/


Centre 

operating 

FLS 

NHS Quality Improvement Scotland national audit 

FLS vs other models: Outcome after hip fracture by centre 

NHS Quality Improvement Scotland. Effectiveness of Strategies for the Secondary 

Prevention of Osteoporotic Fractures in Scotland. 2004. McLellan AR et al.  



NHS Quality Improvement Scotland national audit 

FLS vs other models: Outcome after wrist fracture by centre 

NHS Quality Improvement Scotland. Effectiveness of Strategies for the Secondary 

Prevention of Osteoporotic Fractures in Scotland. 2004. McLellan AR et al.  

Centre 

operating 

FLS 



The Bone and Joint Decade in England 

Hospital admissions for hip fractures 

Hospital Episode Statistics for England. Graph Courtesy of Dr. Jonathan Bayly 



The Bone and Joint Decade in Glasgow 

Hospital admissions for hip fractures 

NHS Greater Glasgow and Clyde Strategy for Osteoporosis and Falls Prevention 2006‐2010: 

An Evaluation 2007‐2009. Skelton D and Neil F 

Emergency admissions with hip fracture (codes S.72.0-72.2)  by 7.3% 



The Glasgow Fracture Liaison Service 

A cost-saving intervention 

• In May 2011, a formal cost-effectiveness 

analysis of the Glasgow FLS was published  

 

• This study concluded that 18 fractures were 

prevented, including 11 hip fractures, and 

£21,000 was saved per 1,000 patients managed 

by the Glasgow FLS versus UK ‘usual care’ 

Osteoporosis International 2011; 22(7):2083-98 Wolowacz SE et al 



Hip fracture care and prevention in the UK 

A consensus on a systematic approach 

Professional 

organisations 



Professional consensus guidance on hip fractures 

2007 Blue Book and National Hip Fracture Database  

• A systematic approach to hip fracture care and prevention1-3 

 

• Hip fracture care 

– Blue Book Chapter 1 

– Effective ortho-geriatric services for hip fracture patients 

– Universal National Hip Fracture Database participation 
 

• Hip fracture prevention 

– Blue Book Chapter 2 

– An FLS for every hospital to identify all new fragility fracture patients 

– Pro-active case-finding of all unassessed prior fragility fracture patients 

1. BOA-BGS 2007 Blue Book 

2. National Hip Fracture Database 

3. NHFD Toolkit – Version 3 

All available at http://www.nhfd.co.uk/ 

http://www.nhfd.co.uk/


Adoption of FLS across the UK 

The National Osteoporosis Society Manifestos 

http://www.nos.org.uk/NetCommunity/Page.aspx?pid=818  

http://www.nos.org.uk/NetCommunity/Page.aspx?pid=818


Falls and fracture care and prevention 

A road map for a systematic approach 

Hip 

fracture 
patients 

Objective 1: Improve outcomes and improve 

efficiency of care after hip fractures – by 
following the 6 “Blue Book” standards 

Non-hip fragility 

fracture patients 

Objective 2: Respond to the first fracture, 

prevent the second – through Fracture 
Liaison Services in acute and primary care 

Individuals at high risk of 

1st fragility fracture or 

other injurious falls 

Objective 3: Early intervention to restore 

independence – through falls care pathway 
linking acute and urgent care services to 

secondary falls prevention 

Older people 

Objective 4: Prevent frailty, preserve bone 

health, reduce accidents – through 
preserving physical activity, healthy lifestyles 

and reducing environmental hazards 

Stepwise 

implementation 

- based on size 

of impact 

1. DH Prevention Package for Older People 



2011 National Hip Fracture Database Report 

Fracture care & secondary prevention for 53,433 cases 

NHFD 2011 National Report. Available from www.nhfd.co.uk  

http://www.nhfd.co.uk/


2011 National Hip Fracture Database Report 

Blue Book core standards 

NHFD 2011 National Report. Available from www.nhfd.co.uk  

1. 58% admitted to an orthopaedic ward within four hours 

2. 87% receive surgery within 48 hours 

3. 3% reported as having developed pressure ulcers 

4. 37% assessed preoperatively by an ortho-geriatrician 

5. 66% discharged on bone protection medication 

6. 81% received a falls assessment prior to discharge 

http://www.nhfd.co.uk/


Secondary prevention in primary care 

The Lanarkshire experience 



• 617 women with 1 fracture  53 on treatment 

• 161 women with 2 fractures  12 on treatment 

•   50  women with 3 fractures  11 on treatment 

•   15  women with 4 fractures   4 on treatment 

•    9   women with 5 fractures   1 on treatment 

•  852  women with ≥1 fracture  81 on treatment 

Curr Med Res Opin 2005;21:4:475-482 Brankin E et al 

Secondary prevention in primary care 

The Lanarkshire experience 



Key Findings 

• 21% of women > 65 had suffered a prior fracture 

• 86% had low bone mass 

• 52% were osteoporotic 

• 70% of women > 75 with fracture are osteoporotic 

• Before programme, 9% of fracture  patients treated 

• After programme, 64% of fracture patients treated 

• National guidance implemented 

Curr Med Res Opin 2005;21:4:475-482 Brankin E et al 

Secondary prevention in primary care 

The Lanarkshire experience 



The final piece of the UK policy puzzle 

The UK GP Contract 2012-13 

NHS Employers. Summary of 2012/13 QOF Changes 

− OST1:   The practice can produce a register of patients: 

 Aged 50-74 years with a record of a fragility fracture after 1 April 2012 

and a diagnosis of osteoporosis confirmed on DXA scan 

 Aged 75 years and over with a record of a fragility fracture after 1 April 

2012 

− OST2: The percentage of patients aged between 50 and 74 years, with a 

fragility fracture, in whom osteoporosis is confirmed on DXA scan, who are 

currently treated with an appropriate bone-sparing agent 

− OST3: The percentage of patients aged 75 years and over with a fragility 

fracture, who are currently treated with an appropriate bone-sparing agent 

http://www.nhsemployers.org/SiteCollectionDocuments/Summary of QOF changes for 2012-13 -ja21111.pdf


Clear, concise information 

on all aspects of 

osteoporosis management 
 

How to implement QOF, 

and much more 
 

Keep updated by joining 

our email list 

 

Osteoporosis Resources for Primary Care 
www.osteoporosis-resources.org.uk 

Supported by 



The 7 I’s of osteoporosis management: 
• Introduction: An introduction to osteoporosis, its causes and the impact it has on 

society 

• Identification: Case-finding individuals that are at high risk of fractures or an 
injurious fall, or who have already suffered a fragility fracture 

• Investigation: Using diagnostic and risk assessment tools to assess those older 
people that will benefit most from treatment 

• Initiation: Treatment options, lifestyle changes and other interventions to reduce 
fracture risk 

• Information: Effective communication between healthcare professionals and with 
patients to deliver optimal long-term care 

• Incentives: How the Quality and Outcomes Framework and other incentives reward 
good management of fracture risk 

• Implementation: Putting best practice into every practice 

 

Osteoporosis Resources for Primary Care 
www.osteoporosis-resources.org.uk 

Supported by 



 

 

Osteoporosis Resources for Primary Care 
www.osteoporosis-resources.org.uk 

Supported by 

Launched February 2012 



Osteoporosis is a long-term condition1 

Only General Practice can deliver long-term solutions 

1. J Endocrinol Invest 1999;30:583-588 Kanis JA & Johnell O 

2. Osteoporosis Review. 2009;17(1):14-16 Mitchell PJ 

‘Hip fracture is all too often the final destination of a thirty year journey 

fuelled by decreasing bone strength and increasing falls risk’2 

 



Whilst we have been talking, 

 

342 people have had a fragility fracture, 

 

 60 people have broken their hip 

 

30/60 let us know they were coming 
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