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Summary 

 

The majority of men and women do not currently receive appropriate preventive care following a 

fragility fracture. Consequently, a large number of people suffer further debilitating fractures, 

creating a substantial but avoidable burden for our already strained health care systems. Secondary 

Fracture Prevention programs (also known as Fracture Liaison Services) address this care gap 

through the assessment and management of osteoporosis and falls risk. Recent multi-sector efforts 

internationally, including New Zealand, Europe and North America are driving the nationwide im-

plementation of SFP programs. In Australia, however, less than 20% of hospitals have such programs 

in place.  

 

This position paper by the Australian and New Zealand Bone and Mineral Society calls for a proactive 

dialogue between Federal, State and local governments, learned societies, consumer groups and 

other interested organisations, to develop a process to ensure that Australians and New Zealanders 

receive the best practice for secondary fracture prevention to optimise bone health and reduce falls 

risk. 

----- 

Why secondary fracture prevention matters 

Osteoporotic or ‘fragility’ fractures impose significant morbidity on older people. In 2014, over 

24,000 hip fractures occurred in Australia1, and nearly 4,000 cases were recorded in New Zealand.2-4 

Although hip fractures are associated with the greatest mortality, morbidity and cost, they represent 

only a minority of all fractures caused by osteoporosis. Thus, the total number of osteoporotic 

fractures exceeds 140,000 cases per year in Australia, at a direct annual cost of AU$1.6 billion.1 

Direct costs for fracture care in New Zealand have been estimated at NZ$330 million (AU$356 

million).2, 3 

 

Every fragility fracture increases the risk of future fractures. Half of those who break their hip have 

presented previously with a minimal trauma (i.e. fragility) fracture.5-8 The risk of a subsequent hip 

fracture in these patients is 2-4 times that of their age-matched peers who are fracture-free.9, 10   

 

The risk of future fractures can be reduced by up to 80% if the root causes, i.e. osteoporosis and falls 

risk are appropriately managed by a Secondary Fracture Prevention (SFP) program (also known as 

Fracture Liaison Services, FLS).11-19 The majority of symptomatic fractures occur after a fall, 

highlighting the importance of evidence-based falls reduction strategies. Therefore, prevention of 

subsequent fractures should have high priority to both the medical community and the government. 

Currently, this is clearly not the case. The lack of action to reduce the incidence of further fragility 

fractures in those who have already suffered a fragility fracture is startling and represents a system-

wide challenge for the health care system.  

 

Large scale studies in primary20 and hospital-based care21 from Australia and overseas22 demonstrate 

a universal care gap in secondary fracture prevention. 

• Primary care: The Australian ‘BoneCare Study’ evaluated standard practice of care in more than 

88,000 women aged over 60 years from 927 primary care physicians.20  Less than 28% of women 

with a fracture history received specific treatment for osteoporosis to prevent further fractures. 

• Hospital-based care: An audit of 16 Australian hospitals found that only 10% of patients 

presenting with an incident fragility fracture were investigated for osteoporosis, and only 8% 

were commenced on treatment consistent with currently approved guidelines.21 
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Subsequent studies from Australia23, 24 and New Zealand25-28 have confirmed a persistent care gap 

despite concerted efforts to promote osteoporosis awareness among health professionals and the 

community. This failure is due to the lack of coordination (fragmentation) of medical care between 

general practice and specialty disciplines, and, in Australia, is further aggravated by the State-

Commonwealth funding divide. 

 

Aim 

The purpose of this Position Paper is to advocate and motivate a broad and rapid implementation of 

systematic secondary fracture prevention. This requires a multi-disciplinary effort where all stake-

holders play their role in delivering best practice for men and women who sustain a fragility fracture. 

In Australia, it is critical to promote inter-jurisdictional engagement between the States and 

Commonwealth of Australia.  

 

Secondary Fracture Prevention Programs 

During the last 15 years, effective models have been developed in a growing number of countries to 

deliver secondary preventive care for patients presenting with fragility fractures.29 The main purpose 

of a SFP program can be summarised through three ‘i’s’, that is to: 

• Identify patients with osteoporosis. 

• Investigate and determine individual fracture risk (including falls risk). 

• Initiate interventions known to reduce fracture risk.  

 

Different models of SFP programs can be classified according to how many of the ‘3 i’s’ they deliver, 

whereby rates of BMD testing and osteoporosis treatment initiation are used as surrogate endpoints 

to assess the effectiveness of such programs.30  Table 1 shows the proportion of fracture patients 

receiving bone mineral density (BMD) testing and treatment for osteoporosis as a function of the 

intensity of the SFP program attended. Thus, Type A (3i) and Type B (2i) models out-perform the less 

intensive Type C (1i) and Type D (‘Zero i’) programs. Thus, as a minimum, an SFP program must 

identify fracture patients, provide them with direct education on osteoporosis and future fracture 

risk, alert their primary care provider and undertake investigations to determine future fracture risk, 

ideally including BMD testing. 

 

A key aspect of any Type A or Type B model is the presence of a coordinator who oversees all 

aspects of the SFP program, from the initial patient contact after their fragility fracture, initial 

osteoporosis and falls risk assessment, to patient follow-up once interventions have been initiated. 

In most programs, the fracture liaison coordinator plays a pivotal role in identifying patients with a 

fragility fracture (through collaboration with the staff of orthopaedic and emergency departments) 

and the use of hospital databases. Once patients are ‘captured’, most SFP programs perform a full 

osteoporosis risk factor assessment, including clinical osteoporosis risk factors, falls risk assessment 

and bone density testing. Components of falls risk management include vision interventions, foot 

care, home hazards reduction and medication review (particularly of centrally acting medications). 

 

As shown in Table 1, Type A and Type B models address the care gap by increasing treatment 

initiation. They have also been shown to reduce re-fractures18, 31 in a clinically and economically 

effective manner.31-35  In the US, Kaiser Permanente Southern California estimated savings of 

US$30.8 million (AU$36.3 million) in 2006 through hip fracture prevention.31 The SFP program at 

Concord Hospital, Sydney, was deemed highly cost-effective with a cost of around AU$17,000 per 

Quality Adjusted Life Year (QALY) gained.33 The International Osteoporosis Foundation (IOF) ‘Capture 

the Fracture®’ campaign website consolidates details of such programs.36 
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Table 1: Secondary Fracture Prevention (SFP) programs and improvement in patient care
30, 37

  

(Reproduced with kind permission of Osteoporosis Canada) 

 

 

Major national efforts to implement SFP programs are ongoing in Canada37, the United Kingdom38, 

the United States39, 40 and other countries.41, 42  The UK has taken the most pro-active stance through 

a multi-sector drive to implement SFP programs. Ninety-seven percent of hip fracture patients and 

95% of wrist fracture patients were assessed by the Glasgow FLS versus less than 30% for other ser-

vice configurations.7 A cost-effectiveness analysis showed that the cost per QALY gained was GBP 

5,740 (AU$10,676).43  In the United States, the National Bone Health Alliance (NBHA)  – a public-

private partnership on bone health launched in late 2010 –  has achieved an unprecedented level of 

participation and consensus across sectors.44  The 2014 State of Health Care Quality Report45 from 

the National Committee for Quality Assurance (USA) reported the percentage of women 65 – 85 

years of age who suffered a fracture and who had either a bone density test or a prescription for a 

drug to treat osteoporosis in the six months after the fracture. From 2007 to 2010, this measure did 

not change significantly for Health Management Organisations (from 20.4% in 2007 to 20.7% in 

2010). By 2013, three years after launch of the NBHA, the rate had increased to 29.2%, providing 

evidence at the national level that post-fracture care is improving. In addition, Osteoporosis Canada 

has launched “Make the FIRST break the LAST with Fracture Liaison Services”, which aims to drive 

implementation of SFP programs across all Canadian provinces by 2015.37 
 

Current implementation in New Zealand 

In September 2013, the Australian and New Zealand Hip Fracture Registry Steering Group published 

findings of a facilities level audit conducted across both countries during 201246, in the course of 

work to establish trans-Tasman guidelines for acute hip fracture care47 and national hip fracture 

registries. This audit evaluated various elements of service provision pertaining to hip fracture 

patients, including the presence of a Fracture Liaison Service (Table 2). Accordingly, as of December 

2012, less than 20% of Australian hospitals - and no hospitals in New Zealand - had an SFP program 

established. A second facilities level audit published in 2014 reported that 6 new SFP programs had 

come into operation across both countries by December 2013.48 
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Table 2. Australian and New Zealand facilities level audit published in September 2013
46

 (Reproduced with kind permission 

of the Australian and New Zealand Hip Fracture Registry Steering Group) 

 

Since the facilities level audits were conducted, progress has been made in New Zealand. 

Osteoporosis New Zealand (ONZ) worked collaboratively with the Ministry of Health and the Health 

Quality and Safety Commission New Zealand (HQSC) to catalyse this change. In December 2012, ONZ 

published BoneCare 2020 which highlighted the missed opportunity resulting from an absence of SFP 

programs across New Zealand.4 The core elements of BoneCare 2020 are illustrated in Figure 1, 

which includes universal access to SFP programs (Fracture Liaison Services). In 2013, HQSC featured 

the strategy in their national Reducing harm from falls initiative.
49 

 

Figure 1: BoneCare 2020: A systematic approach to hip fracture care and prevention for New Zealand
4
 (Reproduced with 

kind permission of Osteoporosis New Zealand) 

  

 
 

New Zealand’s 20 District Health Boards (DHBs) undergo a District Annual Planning process with the 

Ministry of Health every year which determines local and national priorities. For the health service 

NSW VIC NT Qld ACT WA TAS SA NZ Overall Total

Number of hospitals 

performing hip 

fracture surgery.

37 24 2 13 1 6 3 8 22 116

Hospitals with 

dedicated orthopaedic 

bed available

68%

(range 

14-45)

75% 

(range 

5-44)

50%

(32 

beds)

85% 

(range 

18-48)

100%

(34beds

)

83%

(range 

16-45)

33% 

(18beds)

50% 

(range 

15-60) 

82% 

(range 

10-90)

83/116 (72%)

Hospitals with 

Geriatric service 

available

62% 46% 50% 54% 100% 67% 33% 38% 55% 63/116 (54%)

Hospitals which have a 

fracture liaison service

22% 17% 0% 15% 0% 17% 0% 25% 0% 17/116 (15%)

Collect local hip 

fracture data.

38% 67% 50% 69% 100% 83% 0% 38% 64% 63/116 (54%)

Barriers to proposed 

hip fracture service

redesign

59% 58% 50% 62% 100% 50% 67% 75% 64% 72/116 (62%)



Australian and New Zealand Bone and Mineral Society Position Paper on Secondary Fracture Prevention Programs 

 

9 

 

year July 2013 – June 2014, implementation of a Fracture Liaison Service (FLS) was a requirement for 

all DHBs50, which has been continued in health service year July 2014 – June 2015.51 The first SFP 

program in New Zealand was established in December 2013 by Waitemata DHB which serves the 

population of North and West Auckland.52  At the time of writing, a further 5 SFP programs have 

been established serving over half of New Zealand’s population, and progress in all other DHBs is 

ongoing.51, 53 

 

SFP Programs in Australia 

In Australia, osteoporosis has been a National Health Priority Area since 2002.54  However, to date, 

all hospital-based SFP programs were developed by individuals ‘championing’ the cause of patients 

after a minimal trauma fracture. The New South Wales (NSW) government is currently attempting to 

integrate and standardise post-fracture care through the Agency for Clinical Innovation (ACI). There 

is also an ongoing initiative by the ACI and ANZBMS to develop secondary fracture prevention pro-

grams in the primary care setting. The governments of South Australia55 and Western Australia56 

have also published strategy documents which call for implementation of SFP programs. The 

Australian Commission on Quality and Safety in Health Care (http://www.safetyandquality.gov.au/) 

is developing standards for hip fracture care. Consistent with previous standards published by the 

Commission, there will be a number of agreed standards and a set of quality indicators to help 

evaluate practice. It is anticipated that auditing of these indicators will be possible through the ANZ 

Hip Fracture Registry. 

 

There are a number of clinician-initiated SFP programs in Australia18, 19, 35, 57-63 (mostly ‘Type A’ 

models). Since Medicare Australia is a comprehensive tax-funded health care system and subsidises 

all aspects of care, even comprehensive SFP programs result in no or minimal expense to the 

patient. Although not yet implemented nationally, these programs already demonstrate benefits in 

the Australian setting over up to 7 years of follow-up.18, 64 The rate of BMD testing in those attending 

the SFP programs ranged from 83% to 100%, which contrasts the 10% uptake rate of BMD testing in 

an information-based intervention (‘Type D’).59  Lih and colleagues reported treatment rates of 79% 

in the intervention group compared to 31% in the control group consisting of those who did not 

attend the program.18  Vaile and colleagues reported treatment rates of 51% in the intervention 

group compared to 11% in a historical control group.35  The clinical effectiveness of the Type A 

model is demonstrated by a reduction in re-fracture rates which ranges between 69%19 and 80%.18, 64    

Moreover, a formal cost-effectiveness analysis of a SFP program at a tertiary referral centre in 

Sydney revealed that the service was cost-effective within the Australian context.33   

 

 

Next steps for implementation of Secondary Fracture Prevention in Australia and New Zealand 
 

A broad consensus exists on the need for the implementation of SFP programs to provide effective 

care to patients who present with a fragility fracture. We propose the following as the next steps to 

make secondary fracture prevention a reality for all older Australians and New Zealanders:  

 

In Australia: 
 

− Initiate interdisciplinary and inter-jurisdictional engagement and collaboration to promote 

the implementation of effective SFP programs across the nation. A ‘Secondary Fracture 

Prevention Summit’, called by ANZBMS in conjunction with other interested parties, will 

draw together all stakeholders, including representatives from leading health professional 

and patient organisations as well as State and Federal health ministries. This Summit should 

be held in 2015 and follow the example of a similar meeting in the United States in 200865 

which led to formation of the U.S. National Bone Health Alliance.44 
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− The Summit would lead to a specific costed-action plan which identifies funding mechanisms 

endorsed by both State and Federal governments to implement SFP programs in healthcare 

localities in Australia. 
 

− The Summit would also initiate establishment of an Australian National Fracture Prevention 

Alliance to monitor and evaluate nationwide implementation of SFP programs during the 

period 2015-2020. Reports will be published on an annual basis against pre-agreed timelines 

for specific levels of implementation. 

 

In New Zealand: 
 

− Ongoing implementation of SFP programs in accordance with the DHB District Annual 

Planning process requirements for 2014-1551 will be monitored by the Ministry of Health. 
 

− Osteoporosis New Zealand will collaborate with the Ministry of Health to undertake a review 

of progress towards the national objective of universal access to SFP programs by June 2015. 

All leading health professional organisations will contribute to this review process. 
 

− Ongoing monitoring of the performance of SFP programs in New Zealand should feature in 

the 2015-16 District Annual Planning process. 

 

 

 

Conclusion 
 

The majority of older Australians20, 21, 23, 24 and New Zealanders25-28 who suffer from osteoporosis, 

and as a consequence sustain fragility fractures, do not receive the care required to prevent such 

fractures. Recent collaborative initiatives in New Zealand should lead to universal access to 

secondary fracture prevention programs within the next year. A similar, government-supported 

approach is needed in Australia as most patients at high risk of suffering debilitating and costly 

fragility fractures do not receive appropriate management of their disease. This system-wide failure 

has led to an unacceptable care gap for some of the most vulnerable members of our society, the 

old and elderly.   

 

The Australian and New Zealand Bone and Mineral Society calls on the Australian Commonwealth 

and State governments to join the leading health professional and patient organisations to agree to 

a process which will make secondary fracture prevention available for all older Australians.  
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