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Why monitoringmatters?

e Suboptimaladherencan osteoporoticpatientswith oral
bisphosphonates

e Suboptimaladherencan osteoporoticpatientswith parenteraldrugs;
 Reasonamechanismdor non-adherence

e Effectsof BMDmeasurementand of Bone Turnover Markers on
adherence

e Someexperimentswith positiveeffectson adherence




Approximately 30% of patients in NL stop taking their
osteoporotic tablets within three months after start !
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Review > Expert Opin Pharmacother. 2009 Oct;10(14):2303-15.
doi: 10.1517/14656560903140533.

Poor adherence to oral bisphosphonate treatment
and its consequences: a review of the evidence

Véronique Rabenda 1, Michaél Hiligsmann, Jean-Yves Reginster
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Figure 2. Proportion of patients wnhhdequate compliance (MPR = 80%) at 12 mnnthsl‘Proportlon of patients with adequate compliance (MPR = 80%) at 24 months.MPR: Medication
possession ratio; OBP: Oral bisphos
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ORIGINAL ARTICLE

A reappraisal of generic bisphosphonates in osteoporosis
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Fig. 3 Kaplan-Meier curves
for the nsk of early discon-
tinuation during the year fol-
lowing index date (first
dispensation of bisphospho-
nate) [48] with kind permission
from Springer Science + Business
Media BY
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Compliance and persistence with oral @
bisphosphonates for the treatment of
osteoporosis in female patients with

rheumatoid arthritis

Ji-Heh Parl-(‘, Eun-Kyoung Park-‘ Dong-Wan Koo", Shinwon Lee’, Sun-Hee Leeg, Geun-Tae Kim*
and Seung-Geun Lee”

b=
)
E
©
£
Ba
o)
§2
c
o
—-
o)
=
@
o
)
(o
| | 1 ] |
0 24 48 72 %6
Months
Number at risk
Monthly BP 158 78 38 18 0
Weekly BP 238 75 26 10 5 BMC Musculoskeletal

Disorders

2017



BM) Open Real-world persistence and adherence
with oral bisphosphonates for
osteoporosis: a systematic review

F Fatoye, P Smith, T Gebrye, G Yeowell

e Reviewbasedon 89observationaktudies tfrom 15 different
countries

« Calculatiorof persistanceandadherencewere heterogeneous
sono metaanalysis wapossible

Periodwith Persistance Percentage$’ersistancen Different
of OralBisphosphonates Studies

- 6 months 34.8% to 71.3%

- 12 months 17.7% to 74.8%

- 24 months 12.9% to 72%

- 36-60 months No datapresented
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ORIGINAL ARTICLE

GRAND: the German retrospective cohort analysis
on compliance and persistence and the associated risk
of fractures in osteoporotic women treated

with oral bisphosphonates

P. Hadji - V. Claus - V. Ziller - M. Intorcia - K. Kostev »
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Fig. 4 Kaplan-Meier analysis of compliant vs. non-compliant
patients excluding from the analysis of treatment outcome all fractures
up to 6 months after initiation of therapy
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uprates

Adherence to anti-osteoporosis medication
associated with lower mortality following
hip fracture in older adults: a nationwide
propensity score-matched cohort study

Shan-Fu Yu'z, Jur-Shan Chengs, Ying-Chou Chan"i, Jia-Feng [henu, Chung-Yuan Hsu"z, Han-Ming Lai"{
Chi-Hua Ko'~, Wen-Chan Chiu'?, Yu-Jih Su'* and Tien-Tsai Cheng'?"
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Fig. 3 Kaplan-Meier curve of total mortality showing a comparison between patients with good adherence, non-adherence, and non-treated
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Why monitoringmatters?

e Suboptimaladherencan osteoporoticpatientswith oral
bisphosphonates

» Suboptimaladherencein osteoporotic patients with parenteral
drugs;

e Reasonanechanismdgor non-adherence

e Effectsof BMDmeasurementand of Bone Turnover Markers on
adherence

e Someexperimentswith positiveeffectson adherence
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Frequency of discontinuation of injectable osteoporosis therapies
in US patients over 2 years
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Persistence and adherence to parenteral osteoporosis therapies:
a systematic review
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Why monitoringmatters?

e Suboptimaladherencan osteoporoticpatientswith oral
bisphosphonates

e Suboptimaladherencan osteoporoticpatientswith parenteraldrugs;
 Reasonsémechanismdor non-adherence

e Effectsof BMDmeasurementand of Bone Turnover Markers on
adherence

e Someexperimentswith positiveeffectson adherence
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Suboptimalkdherencan osteoporoticpatientswith oral
bisphosphonates

Suboptimaldherencan osteoporoticpatientswith parenteral
drugs;

Reasonanechanismdg$or non-adherence

Effectsof BMD-measurementand of Bone Turnover Markers on
adherence

Someexperimentswith positiveeffectson adherence
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Canthe Bone Turnover Markers P1NP and G&Xsedto identify
low adherencan oral bisphosphonataisers?
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ALGORITHM FOR ADHERENCE
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ALGORITHM FOR ADHERENCE
SCREENING

BTM
Decrease

> LSC

Baseline
BTM

(PINP, CTX)

Treatment
initiation

< LSC

N Continue

Treatment

Reassess

Decrease * Treatment

IF BTM DO NOT DECREASE...

Reassess treatment

Poor adherence !!!

* Treatment stopped
* Wrong administration

Other causes

* Undetected secondary osteoporosis
* Interfering medications

* Lack of efficacy
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The Impact of Monitoring on Adherence and Persistence
with Antiresorptive Treatment for Postmenopausal
Osteoporosis: A Randomized Controlled Trial
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Effect of Monitoring Bone Turnover Markers on
Persistence with Risedronate Treatment of
Postmenopausal Osteoporosis

Pierre D. Delmas, Bernard Vrije A. P. Pols,
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Why monitoringmatters?

e Suboptimaladherencan osteoporoticpatientswith oral
bisphosphonates

e Suboptimaladherencan osteoporoticpatientswith parenteraldrugs;

e Effectsof BMDmeasurementand of Bone Turnover Markers on
adherence

 Reasonamechanismgor non-adherence
e Someexperimentswith positive effectson adherence
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Fig. 1 Persistence with teriparatide according to the different support programs



Osteoporosis International (2022) 33:263-272
httpsy//dolorg10.1007/s00198-021-06102-2

ORIGINAL ARTICLE If.)
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Long-term persistence with denosumab: real-world data
from the Austrian Osteoporosis Clinic (AOC). A retrospective data
analysis

Ewald Boschitsch'2[ . Oliver Naegele? - Anita Klinger'? - Harald Brix-Samoylenko'
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Observational Study > Osteoporos Int. 2014 Feb;25(2):701-9. doi: 10.1007/500198-013-2481-8.
Epub 2013 Sep 13.

Optimizing fracture prevention: the fracture liaison
service, an observational study

D A Eekman ', S Hvan Helden, & M Huisman, H J J Verhaar, | E M Bultink, P P Geusens, P Lips,
W F Lems

visit the clinic. In 337 responding patients, ostecporosis was diagnosed and treatment was initiated.
I After 12 months of follow-up, 88 % of the patients were still persistent with anti-osteoporosis therapy I

and only 2 % suttered a subsequent clinical fracture.

> Osteoporos Int. 2011 Jul;22(7):2099-106. doi: 10.1007/500198-011-1638-6. Epub 2011 Apr 29.

Management of osteoporosis in fracture liaison
service associated with long-term adherence to
treatment

LBoudou ', B Gerbay, F Chopin, E Ollagnier, P Collet, T Thomas

)

Of the 279 selected patients, 155 were evaluatedJOf them, 90.3% had actually started their I
er 27.4 + 11.7 months of follow-up,

Results:
treatment and 80% were still under treatment after 1 year.
67.7% of patients were persistent with their treatment. In addition, 87% of the persistent patients
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Adherenceo drug treatment Is aerioustopic inosteoporoticpatients
adherenceof aroundonly 50%after 1 yearis often observed

Forparenteralosteoporoticdrugs,adherencas around50%after 2
years

Clearly a lowadherenceof around50%after 1 yearhas anegative
effect onfracturereduction(often intentional 3-5 yearstreatment);

Thereare manyreasondor low adherencg(patient-related, physician
related, drugrelated, systenrelated);



« Monitoring by boneturnover markeramight be helpful in improving
adherenceby findinga decreasan boneturnover abovethe treshold it
might reinforcepatientsalreadyafter 3 monthsthat the therapyis
effective

 Onthe other hand,it mayhelp toearlydetectineffectivenessdueto
lackof adherenceor other reasons

 NB monitoringay regularlycontactswith nursemightalsobe helpful;
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Promisingexperiments

Both 1)EducationabndMotivationalprogrammesand 2) intensive follovup
with boneturnover markers and DXA have besgrmwnto showfavorable
results

Adherenceafter 1 yearof up to 90% (!) have been found in Hu®bably
becauseof fear of anotherfracture andbecauseof selectionof patientswho
acceptthe invitationto vist FLS.

Canin the ReatWorld,the Fracture Liaison Servibe a helpfulinstrument in
Improvingadherence
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e Questions ?

Email:
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Part 2: Challenges to monitoring in the FLS setting

M Kassim JavarlAcademic Rheumatologist, University of Oxford

 Nuffield Department of Orthopaedics, Rheumatology and Musculoskeletal
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Overview

Determinants, consequences and potential solutions to poor Pt
adherence to anti-osteoporosis treatment: results of an expert group
meeting organized by the European Sodety for Clinical
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e Challenges from FLS Perspective
Environment

Awareness

Capability

Capacity

Local FLS delivery
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What is a Fracture Liaison Service/ FLS?

Health Care .
( System }—CHealth Care Beneﬂts)

Y

- - Fewer care home
Identify people with Admissions
fragility fractures

Fewer secondary care

\ CFracture Liaison)
Investigate and Service
fracture risk

assessment

' Ql ' Admissions
Personalised
Treatment Fewer re-fractures
R

ecommendation

Monitoring for
treatment initiation
and adherence

Small group of doctors
nurses, administrators and other
healthcare professionals

Follow templated pathways

High volume/ low complexity
Suitable for 80 to 90% of patients

Leave complex patients for
bone specialist



Fracture Liaison Service (FLS) pathway: what is monitoring

\J

Health Care Health Care Benefits
System

A4

- - Fewer care home
Identify people with Admissions
fragility fractures

\5 Fracture Liaison
Service

Fewer secondary care
Admissions

Investigate and
fracture risk
assessment

Personalised
Treatment
Recommendation

Primary care

Fewer re-fractures

Monitoring for
treatment initiation
and adherence

Monitoring at 16 and 52 weeks

Check patient started recommended treatment
Reinforce motivation
Check if needs to switch or stop
Following administration
Following frequency of dosing
Tolerability / Unwanted effects
Emergent cautions
Change in fracture risk



Why Monitoring Is even more important for FLS?

( Health Care)-—CHealth Care Benefits
System

\d

Identify people with
fragility fractures
Fracture Liaison
Service

Investlgate and
fracture risk Ql
assessment

Personalised
Treatment
Recommendation

Primary care

Fewer care home
Admissions

Fewer secondary care
Admissions

Fewer re-fractures

Monitoring for
treatment initiation

and adherence




e

Optimal
Number No of patients
of fractures identified
avoided
80%
Cases Spine Assessment within DXA within
identified fractures 90 days 90 days

PN

Qur Aim

All patients aged 50 years and over
with a recently diagnosed fragility fracture
effectively managed
for bone and falls health

0 i 0 :
% Recommended tf;: Sttr?]g':tg ) /0 ?)tnaymg
Treatment Sy N

50% 80%

16 week
fallow up

PN

1 year drug
adhereance

PN

Treatment by 1st
followup

Falls risk Bone
assessment treatment

PN

Strength & Balance
by 16 weeks




Why 80 / 50 / 80 matters

N= 78 2021 (n=73,615) HAHO Ay NnNK pn
|dentification 39.1% 80%

Treatment 55.8% 50%

[Monitoring 18.8% 80% ]
Number of patients on 3,020 23,557 (x7.8 fold)
treatment at 12 months

https:// www.fffap.org.ukFLStharts.nsfBenchmarks?ReadForm&a021&vw=BALL&orgl=



Challenge 1: Environment: Fracture patient journt

Inpatient
I admission l

[ } clinic

Emergency/ orthopaedics geriatrics/ GR Practice nurse/ Pharmacist
rheumatology/ endocrinology/ radiology/ biochemistry Comm. therapy / Falls Care home/ Patient groups

Lifestyle advice

+ Anti-osteoporosis Monitoring
therapy & short and
Ca/ D supplementation medium term

+ Bvidence-based
Fallsreduction interventions

Assessment for
bone health
and fallsrisk

Index
fracture

A.Sidentifies
patients
-

Secondary care setting

Primary care community setting

Volatile ¢ big changes in patient numbers, staffing, hospital systems, primary care activity
Uncertainty ¢ not predictable

Complexc many factors are involved
Ambiguity ¢ never know all the information




Chasm of patient care

S A
‘_.‘d‘ &.‘A.
{

i Wi

b, Qe N «

ommunity setting

I
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Challenge 2: awareness

Not every FLS is automatically effectiv

e

&7

Not every FLS is
optimally effective and efficient

Isyour proposed or current FLS Is
optimally effective and efficient?

How would you know?



Effective at organisational level?

Effective at patient level?



BEST PRACTICE FRAMEWORK

HEALTH CARE QUALITY

>

M

Guidance

W N o=

U Available in 15 different languages

Arabic

Chinese (traditional)

Chinese (simplified)
| English

French

German

Hebrew

Italian

Japanese

Russian

Slovak

Spanish

Polish

Portuguese

Thai

»

© 0 NOo R IwWwiIN

Set the standard for FLS (13 criteria)

Benchmarking and Quality improvement

Patient Identification

Patient Evaluation

Post Fracture Assessment Timing
Vertebral Fracture (VF) ID
Assessment Guidelines
Secondary Causes of OP

Falls Prevention Services
Multifaceted Assessment
Medication Initiation

10. Medication Review

11. Communication Strategy

12. Longterm Management
13. Database

Download the Best Practice Framework

and learn about the 13 globally-
endorsed standards

- CAPTURE the -
- FRACTURE |

BEST PRACTICE FRAMEWORK
for FRACTURE LIAISON SERVICES

Setting the standard

Studies have shown that Fracture Liaison Service models are
the most cost-effective in preventing secondary fractures. This
systematic approach, with a fracture coordinator at its centre,
can result in fewer fractures, cost savings for the health system

and improvement in the quality of life of patients.

vAYW. Capturethefracture.org

(‘aIOF

AkessorOl 2013



S T T R TE R ETITE
Treatment recommendations, for
patients requiring drug treatments,

Treatment recommendations, for include both a short-term follow-up
patients requiring drug plan <12 months after fracture,
o : treatments, include a long-term AND a long-term follow-up plan
Institution has a protocol in place for long-term g

Long-term foll f evidence.based initial inte G follow-up plan that occurs =12 =12 after fracture, advising when

ollow up of evidence-based initial interventions it :

Management and a long term adherence plan months after fracture advising the patient should undergo future

’ when the patient should undergo reassessment of fracture risk, the
future reassessment of fracture need for treatment and clear
risk and of need for treatment. guidance on when and with whom
lies responsibility for monitoring
adherence to treatment.
The intention of this standard is to ascertain what
processes are in place to ensure that long-term
management of fracture risk is reliably provided. Institution can demonstrate the
In healthcare systems with established primary Institution can demonstrate the proportion of patients originally
care infrastructure, local primary care must be proportion of patients originally assessed by the FLS have a short-

Guidance involved in developing the processes that they assessed by the FLS have a long- term follow-up plan within 6-12

notes/rationale will implement for this aspect of post-fracture term follow-up plan in place that months, as well as a long term

care. In healthcare systems that lack primary care |has been subject at years 1 & 2 management plan in place that has
infrastructure, the FLS must establish effective and beyond. been subject at years 1 & 2 and
feedback processes directly from the patient or beyond.

carer and devise strategies to ensure follow-up by

the FLS.

Footnote: A key responsibility of an FLS of care is to have a protocol in place to ensure long-term follow-up will take place, and clear guidance on when and with whom lies the

responsibility for monitoring adherence to treatment whether it be by the FLS, referred to the pnnmary care physician/provider, or by another means that suits the underlying health
care system.

AkessorOl 2013



oF Best Practice Framework Questionnaire 4 I A

CAPTU RE the Foundation
FRACTURE

ABOUT BEST PRACTICES

User Information The following questions are about the FLS and its success against the Capture the Fracture® Best Practice Framework.

LEa The Best Practice Framework is available at www.capturethefracture.org/best-practice-framework.
FLS Coordinator

ernatio
eopore

Standard 12: Long-Term Management

S1 . Is there a management plan for secondary ® Yes
fracture prevention in place to re-evaluate
Standard 2: Patient Evaluation fracture risk and adherence to osteoporosis O No

treatment in those recommended for treatment?

Standard 4: Vertebral Fracture

S2. What does the re-evaluation include? Please select all that apply:

[ Medication adherence

[ Medication unwanted effects
[ Re-fracture check

[ Change in fracture risk factors
[ Recurrent falls

Other, please specify:

Comments
frartiira nravantinn in~hida nrannecad Aiiratinn Af fraatmaoa




S3. Which patients undergo re-evaluation by your service? Please select all that apply:

[ Hip fracture inpatients

[J Non-hip outpatient fragility fractures
[J Non-hip, non-vertebral inpatients

[J Clinical vertebral fractures

[J Radiological vertebral fractures

S4. At which times are patients reevaluated after recommendation to start Please select all that apply:

treatment?
< 6 months

7-12 months

0 13-24 months S6. In what manner are patients monitored? Please select all that apply:

O > 25 months [J Prescription review
[J Telephone interview
[J Postal questionnaire

Ss. Do you time patient re-evaluation from: [ The date of the index fracture

. [J Clinic review
[ The date treatment is recommended
[J DXA

[ Other, please specify: ) DXA-VFA

[ Other, please specify:

S7. Who is responsible for the long-term management of the patients? Please select all that apply:

[J FLS coordinator

[J Non-clinical specialist
practitioner

[J Clinician - speciality
[J Primary care physician

Other, please specify:

fracture prevention includes refi

58. Comments:




FLS REVIEW AT ORGANISATIONAL LEVEL

Standards of care Hips Other Inpatients Outpatients Spine fracture
1. Patient Identification Yes Yes Yes No
2. Patient Evaluation Yes Yes Yes No
6. Secondary Causes of OP Yes Yes Yes No
7. Falls Prevention Services Yes Yes No No
9. Medication Initiation Yes Yes No No
10. Medication Review Yes Yes Yes No
11. Communication Strategy Yes Yes No No
12. LongTerm Management No No No No
13. Database Yes No No No




11 Key performance indicators (KPI) to track patient journey > find the gaps

START AND
STAY ON TREATMENT

KPI 7: Follow up
KPI 8: AOM initiation
KPI 9: Strength/Balance
weeks initiation
weeks

KPI 3: Fracture risk

KPI 4: DXA scan

KPI 5: Falls risk*

KPI 6: AOM
recommendation™*

\
N C v |
\GPI 11: Data completeness )4~ Sezeks CKPI = persmence)

Javaid Ol 202

Fracture
Liaigon
Services

KPI 1:
Non-spine
Fractures

KPI 2: Spine
Fractures




Patient level FLS Snapshot

My current PFC/ FLS is: Oxford

Approximately how many patients did your service identify in last 12 months=

2400 patients

Index fragility fracture site:

Hip

Other
inpatient

Trauma
outpatients

Clinical Spine

Radiological
Spine

1. Proportion of patients identified by FLS (>80%79%, <50%, No, DK)

2. Time from fracture diagnosis to start FLS assessment
(<12wks, >12wks, DK, NA)

3. Time from fracture diagnosis to DXA scan (<12wks, >12wks, DK, NA

4. Falls Assessment by local guidelines (By FLS, By other, No)

5. Recommended antisteoporosis medication (>50%, <50%,DK NA)

6. Started AOM by 16 weeks from fracture (>80%/7%, <50%, No, DK)

7. On AOM at 52 weeks from fracture (>80%,/9%0, <50%, No, DK

8. Database (national, local, none)

9. Service improvement cycle completed in last 12 months (yes / no)

AOMCc¢ anti-osteoporosis medication




Patient level FLS Snapshot

My current PFC/ FLS is: Oxford

Approximately how many patients did your service identify in last 12 months=

2400 patients

Index fragility fracture site: Hip |Other |Trauma Clinical Spinq Radiological
inpatient |outpatients Spine
1. Proportion of patients identified by FLS (>80%79%, <50%, No, DK) |[>80% [50-79 >80 <50% DK
2. Time from fracture diagnosis to start FLS assessment <12 | <12 >12 >12 X
(<12wks, >12wks, DK, NA)

3. Time from fracture diagnosis to DXA scan (<12wks, >12wks, DK, NA| > 12 | >12 <12 <12 X

4. Falls Assessment by local guidelines (By FLS, By other, No) Other |FLS FLS No X

5. Recommended antisteoporosis medication (>50%, <50%,DK NA) > 50% >50% |<50% >50% X

6. Started AOM by 16 weeks from fracture (>80%/7%, <50%, No, DK) [<50%|>80% [<50% <50% X

7. On AOM at 52 weeks from fracture (>80%,/9%0, <50%, No, DK DK 50-79 <50 <50 X

8. Database (national, local, none) Natio | Local |Local Local X

nal
9. Service improvement cycle completed in last 12 months (yes / no) No No Yes No No

AOMCc¢ anti-osteoporosis medication




Challenge 3apability



Challenge 3apability

Osteoporosis
definition

44 ' W\
77, World Health
V\‘Q:”:,}’ Organization

Q)
FRAX Fracture Risk Assessment Tool

1=

Monitoring detall
Who
When
What
Conseguence

wusnan
wusnan
wusnan

Implement
Review
Scale
Soread

\

Quality / Healthcare
Improvement

‘ Identify the team r\

Check the pathway
| |
Service
improvement
J ‘ Prioritise the gaps ‘

Design the

Download the Best Practice Framework
and learn about the 13 globally-
endorsed standards

BEST PRACTICE FRAMEWORK
for. FRACTURE LIAISON SERVICES

€]

intervention What isyour aim ‘
\{ Understand Why

KPI 7: Follow up
1 6 KPI 8: AOM initiation
KPI 9: Strength/Balance
weeks initiation

Fracture
Lisigon
Services

KPI 15
Non sp ne
Fractures

KPI 2: Spine
Fractures

\

\>‘ % KPI 10: AOM pevs stence
: s 1 AM paristence >
KPI 11: Data completeness Weeks

Patient and carer
Coproduction



Content
Outcomes
Process
Clinical
Balancing
Training
Support
Communication
Evaluation
Learn
Refine
Sustainability
Embed
Report
Share
Spread

Implement
Review
Scale
Spread

ldentify the team

Becoming more
Effective

Design the

Intervention

\

Understand wh

Setting the standard

BEST PRACTICE FRAMEWORK \ma S ‘ l
for FRACTURE LIAISON S

(62 \ e
weeks| o

many patients dd yaur
service idenily i last 12 monihse
Index fragliy fracturg site: | Ho Cther [ Twma | Giical

Check the pathway|&=. . -

ingoese | mapaterss | sgne |
1 Estmated proportionof | 0% | s07 | 0% o
patents dentifed by iLS now
= Average time from e | e || W
Hesicain
Ao
sean
& Falls Assossmont according | B G | BvOher | ByAS | oo | Hane
1o local guideiines |
S Estmated proportion | e | lerthen |kt |l |t
recommensed sati- mow |50 s e
exteoporass medation |
& Monoringolpatients. | Mo | wibin | wilieTlwes | Hore | ferm
" Tewts | i
7 Databise o ] [CEE]
& Service Impravement cycle | ° "o - e
compieted in la=t 12
moaths

Prioritise the gaps

@® Prc

What is your ain+

S —
(OID)

@@ €EFrrorT @@

Driver diagrams

Secondary driver
o Prvae

Primary driver
Assessments nat
completed by

patient

Smart Aim

KPI9 ~Manitaring

weeks past
fracture

Assassments not
complated by care
home staff

Assessment
retumed
late

[
pattway

Equipment

Change ideas

Highlight monitering during
assessment )
Headset & microphone
Reword monitoring script
Video camera
Offer different methods

Good wi

Brepare care home leaflet

Process People

Rota for
appointments
Minimal-DXA
assessment
Smpler lettersto
Primary care

Telemedicin
training for

A.Sand admin.
(deaf patients)
Telemedicine

5
' safety

Send monitoring early

Introduce a reminder

Patient survey
Materials

Guidelinesfor patients,
carers, care homes

Guide for patients

Remote job
Home working planning
environment
Home
schooling
children

Recording
outcomes

Share benefit

| secure service

Environment Management

Leadsto:

80%of remote
consultations will be
good enough to lead
to atreatment
recommendation by
December 2021

Specific

A precise outcome

Measurable

A defined element to demonstrate the outcome

Achievable

Realistic given the constraints of time & resources

Relevant

Directly linked to a goal

— - > < w

Timely

Includes when outcomes would be achieved




Challenge 4Capacity

Under staffed
Under supported

KPI 7: Follow up
KPI 8: AOM initiation

KPI 9: Strength/Balance
initiation

( KPI 1: L Y
| Non-spine
\ Fractures )

KPI 2: Spine
Fractures

Fracture
Liaigon

Services KPI 3: Fracture risk

KPI 4: DXA scan

KPI 5: Falls risk*

KPI 6: AOM
recommendation™

N f ¢
CKPI 11: Data completeness e

52
weeks

See more patients

Health Care \_

System J

Y

' Health Care Benefits

Fewer care home
Admissions

Identify people with)

fragility fractures

(Fracture Liaison)
. ervice
Investigate and Servi

fracture risk
assessment

Fewer secondary care
Admissions

Personalised
Treatment
Recommendation

Primary care

See fewer patients
& Monitor more

Fewer re-fractures

Monitoring for
treatment initiation
and adherence




Challenge 4Capacity

Under staffed
Under supported

Identify the team

PI 8: AOM Initiation N\ Implement
KPI 9: Strength/Balance .
iniiation ) Review ‘ Check the pathway ‘

Scale
Spread Drvice

E:Z:; E” Sck improvement

KPI6: AOM u ‘ Prioritise the gaps

recommendation
N v Design the
\ e #‘ E” 52 KPI 10: AOM persistence intervention What isyour aim ‘
: P weeks N Understand why

See more patients See fewer patients
& Improve

Evidence for the impact of implementing QI for patient benefit



Challenge 4Capacity

Under staffed
Under supported

Identify the team

Implement
Review ‘ Check the pathway ‘
Scale
Spread " Service
K Imprbmem ‘ Prioritise the gaps
- pesign th_e : :
W,L intervention \ Undersand why g What isyour aim |
See more patients “ See fewer patients
I & Improve

Evidence for the impact of implementing QI for patient benefit

NEED TO OPRIMIZE: implementing QI for FLS MODEL FIRST



England and Wales FLSDB audit:

]
Orange F
i (50-79% achievement)

o
A Green |
E o] (>80% achievement)
3
= _
2P

- How many

A Extra fractures

G Avoided?

ST -@q. '3’\'\,\ Qad DO -@q, @\")q, AN
'19'19'9 SP Seded '19'19'19 PP PP SPp Seped

KP12 KPI3 KPI4 KPI5 KPI6e KPI7 KPI8 KPI9 KPI 10 KPI11

o) .9
\ Q\ Qq, ’19\'1;\

Figure 2: The number of services providing amber and green grades of
performance in 2021 compared with 2019 and 2018.



Challenge 4Capacityy Become leaner

See more patients Deliver Monitoring
with fewer staff more efficiently

Fully implemented Digital solutions A) Evidence based DXdverval

a) PATIENT pathway management B) Remote assessment

b) Al Identification of patients C) Primary care prescription data

D) Clear next steps in pathway



Challenge 4Capacityy Become leaner

See more patients

DeliverService Improvement
with fewer staff

more efficiently

Fully implemented Digital solutions A) SEMI AUTOMATIC

Patient level data
a) PATIENT pathway management Performance charts and tables

b) Al Identification of patients B) Digital Resources / Workbooks



Challenge 4: National patient level databases

— == -

& Roval College Fracture Liaison Service Database

1 22:: e cans Falls and Fragility Fracture Audit Programme (FFFAP)

[
National FLS database £
2019
2020
Sc\c(t up to B services/regions to compare. Enter any part of the service name, address, town/city or postcode...

2022

| Compare senﬂ‘ |AII servicasl |mlregims

: [copy| [csv| [print| Show | ~|entries
KPI 7: Follow up K”ﬁ
; ; i KPL 5 Strength  KPI 9
KPI1: 16 KPI 8: AOM initiation A — DR o
Non-spine KPI 9: Strength/Balance | Total KP1 2 KP13  Assessment  within KPI 6 Falls KP17  Balance  week  Treatment KPT 11 1
Fractures 1 2 Weeks initiation | records Cases Spine within 90 20 risk Bone by 16  follow by 1st  yeardrug
Fructurc | Region submitted identified fractures days days ‘assessment treatment weeks up followup adherence
WeekS 1. National averages All 73615 61

Ligigon
Servicts

67.5
65.2

2. England 70354
KPI 3: Fracture risk 3. Wales 2034
KPI 4: DXA scan
KPI 5: Falls risk* |
KPI 6: AOM | East Midlands 6334

recommendation** East of England 7013
London 8160

{V | Worth East 7996

\}A & % 52 T AGA - | North West 3676
GPI 11: Data completeness> i we eks South Central 9341

South East 4601

&
5
i

4. Northern Ireland 1094

~
T

KPI 2: Spine
Fractures

w
-}
n

-
0
w

T - - )
o N O =
n NN R

o

=

1
-
=)
o
w
©
~

South West 12666 61.5

65.5

F3
o
A

Previous

Showing 1 to 14 of 14 entries

Home | Public Charts | Benchmarks | Resources | Support Login
2022 v || Select up to 8 services/regions to compare. Enter any part of the service name, address, town/city or postcode...
10
|Cor|1pare service5| |AII ser\rices| |Ji|| regions 25
50
[copy| [csv| [print| show [ZEETIIN es
KPI 8
KPI 5 Strength

www.fffap.org.uk



g-—-- Fracture Lialson Service Database

Sote s gty e s - g TS0

R i

]
'

¥

Pttt

NN NEENN

= KPI 8
- KPI 5 Strength KPL 9
® KPI 4 DXA & 16 KPI 10
= = Total KPI 2 KPI 3 Assessment  within KPI & Falls KPL 7 Balance week  Treatment KPI111 "
- - Unit records Cases Spine within 90 90 risk Bone by 16  follow by 1st year drug
< FLS Service/Unit Code submitted identified  fractures days days assessment  treatment weeks up followup adherence

Walsall Healthcare WMH 720

33.8 70.4 69.1 75.9

il

Trust FLS

- - Airedale NHS Foundation RCF 574 19.2 34 61.3 72.3
— = Trust

- University Hospital LLD 544 64.5
= = Llandough

= - Sunderland Royal Hospital SUN 941 63.1
. - Bedford Hospital BED 565 57.7
= Cambridge University ADD 1660 55.2
.- o Hospitals NHS Foundation

The Haywood Hospital HAY 1354
Burslem Stoke on Trent

The Hillingdon Hospitals HIL 408
NHS Foundation Trust

54.5

I BREN|
SRR

Barnet Hospital BNT 494
Darset County Hospital WDH 1185

Poole Hospital NHS PGH 1843
Foundation Trust

Yeovil Hospital YEO 1526

Is that
Enough?

The Ipswich Hospital NHS IPS 1645
Trust

www.fffap.org.uk




Patients recommended antisteoporosis medication by FLS (%)

First Followup A - All

100

| Is that
80 Enough?
| No

60

SARC

40

\ \ 5 ] ] o
_. B ¥ Pl y > pl "I.-Q B > . J ) P Ay N K -\.\. + Pla g ¥ ;
CAEE A A A A A U A A A O A A A A A T
Date Index Fracture Diagnosad Year & Month

Patients recommended drug therapy who were reviewed within 4 months National % Patients adherent to prescribed drug at 1yr National %



Challenge 5: Local delivery of improvement

Take the FLS knowledge, experience, expertise In
FLS, Monitoring, Service improvement

Deliverlocalservice improvement



Challenge 5: Local delivery of improvement

REGIONAL

FLS

1”4

Behaviour change

Networks

Ownership

Regional
Advocacy
Guidelines

Cluster of
Practice

Mentors support FLSs

Get started

Get mapped

Become more effective
Coaching calls

FLS <> FLS learn from each other

Digital platforms to support local activities



ODbjectives

e Challenges

1.

[ inpatiern |
admission )
[ Fisidentifes v

) Lifestyle advice

<[ - . - ~
ment for + Antesteoporasis. Monitaring

bane heatth therapy & shortand
patients andfabsnsk | | Ca/D supplementation | mediumtzem |

+ Bridence based
Fallsreductian nterventions |

Secondary care setting

Primary care community setting

Emergem:yﬂnnhnpaed\csﬁ‘gﬁrlatmsf
radiclogy/ bi istry

Download the Best Practice Framework
and learn about the 13 globally-
endorsed standards

Environmentgvolatile, uncertain, complex, ambiguo ...

Awarenesg organisational / Patient level
Capabilityc monitoring / service improvement
Capacityc monitor more/ improve / leaner

Local FLS delivegregional networks

for FRACTURE LIAISON SERVICES

Setting the standard

Studies have shown that Fracture Liaison Service models are

the most cost-effective in preventing secondary factures. This

systematic approach, with a fracture coordinator at ts centre,
cost savings for

and improvement inthe quality o ife of patents

G

Monitoring detail
Who
When
What
Consequence

REGIONAL
AS
Networks

GPf Practice nurse/ Pharmacist
Comm. therapy / Falls/ Care home/ Patient groups

START AND
STAY ON TREATMENT

KP\ 7: Follow up ™
\

KPI 8: AOM initiation
KPI 9: Strength/Balance
e r 8.) B )
cture
Liaigony

Serviees

KPI1:
Non-spine
Fractures

Fractures
v I

\>‘ - %‘/ 52 ‘L KP110: AOM pers\sleﬂc{)
52 N onmeas

Identify the team

.Implemen:
Review Check the pathway
Seale
Spread Sarien
i mt
Frioritise the gaps
Design the

intervention What is your airm
P Understand why —

[ Rovel College Fracture Liaison Service Database

eicion Falls and Fragility Fracture Audit Programme (FFFAP)

Showing 110 14 of 14 eires
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