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Survival rates after vertebral, hip and distal forearm fracture
among resident of Rochester

100

Velitebral

100

Survival %
N b 23
=) =1

100
80 -
60 —

40

20 I

| | I | J
0 1 2 3 4 5

Years after fracture

Cooper C et al. Am J Epidemiol 1993;137:1001-1005




Estimated Outcome of Hip Fracture Conditional

on Survival
Prefracture Postfracture Outcome Probability (%)
status ~ independent Dependent Nursing home
Independent 74 18 8
Dependent — 50 50
Nursing home — — 100

Cooper C et al. Am J Epidemiol 1993;137:1001-1005



Handgrip Strength Predicts Persistent Walking Recovery g

JOURNAL of

After Hip Fracture Surgery MEDICINE o

Elisabetta Savino, MD,* Emilio Martini, HD," Fulvio Lauretani, MD, Giulio Pioli, MD, PhIZI,d Anna Maria Zagatti, MD,*
Carlo Frondini, MD,” Francesca Pellicciotti, MD, Antonio Giordano, MD, Alberto Ferrari, MD,° Anna Nardelli, MD,¢
Maria Luisa Davoli, I'-‘II:i,d Amedeo Zurlo, MD,® Maria Lia Lunardellj, MD," Stefano Volpato, MD, MPH®

Handgrip Strength Tertiles (N = 504)

Lowest (n = 172) Intermediate (n = 173) Highest (n = 159) P Value

Age (mean + SD) 86.5 (5.7) 85.6 (5.5) 83.8 (4.8) <.001
H . Men, n (%) 45 (26.2) 40 (23.1) 39 (24.5) .81
* Multicenter prospective Marted, n (%) i (29 28 (16.2) 53 (33.) 02
Home esidents o (o) 15..[30.5) 1500010} 153 (0520 20
CcO h ort stu dy’ Caregiver assistance, n (%) 123 (71.5) 114 (65.9) 74 (46.5) <.001
Cognitive impaiment, n (%) 117 (68.0) 87 (50.3) 48 (30.2) <.001
Depressive symptoms, n (%) 85 (49.4) 69 (39.9) 54 (34.0) <.001
PY 1 Charlson Index, median (IQR) 2 (1-4) 2(1-3) 1(0-3) <.001
504 patle ntSI aged 270 yea rs Mo. of medications at admission, median (IQR) 5(3-7) 4 (2-6) 4 (3-5) .04
BADL difficulty, n (%) 129 (75.0) 95 (54.9) 36 (22.6) <.001
. IADL difficulty, n (%) 170 (98.8) 172 (99.4) 159 (100) .39
o Ab I e to wa I k N d e pe N d e ntly Vitamin D (25-OH) ng/mL, median (LQR) 7.5 (4.3-13.2) 9.0 (6.1-13.2) 9.0 (5.7-14.1) 03
C-reactive protein mg/L, median (IQR) 4.2 (2.3-9.8) 5.3 (2.6-8.0) 4.1(1.8-9.1) .19
b efo ret h e fra cture ?;:;o:flc:ctr:::tz{:};n;;:an (1QR) 12.0 (10.9-13.3) 12.4 (10.9-13.5) 12.2 (11.0-13.3) 55
Intracapsular 77 (44.8) 83 (48.0) 81 (50.9)
Trochanteric 87 (50.6) 82 (47.4) 60 (37.7) .03
Subtrochanteric 8 (4.6) 8 (4.6) 18 (11.3)
Days before surgery, median (IOR) 2 (2-4) 3 (2-4) 3 (2-5) <.001
Type of surgery, n (%)
Endoprosthesis 75 (43.6) 71 (41.0) 76 (47.8)
Arthroplasty 3(L7) 6 (3.5) 3(1.9) <.001
Other 94 (54.7) 9 (55.5) 80 (50.3)
Early rehabilitation, n (%) 157 (91.3) 162 (93.6) 136 (85.5) .04




Hypothetical natural pathway for hip fracture in in older people

Functional Level of
Capability capabilty
associated with
disability
T
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Punto 1: Risk factors for steeper age-related functional decline
Punto 2: Risk factors for cathastrofic disability: IE hip fracture

Punto 3: Risk factors for impaired functional recovery




1.8 Multidisciplinary management

N Ic National Institute for 181  Fromadmission, offer patients a formal, acute, orthogeriatric or orthopaedic
Health and Care Excellence i i i
ward-based Hip Fracture Programme that includes all of the following:

I ¢ orthogeriatric assessment

guideline

* rapid optimisation of fitness for surgery

e carly identification of individual goals for multidisciplinary rehabilitation to recover
mobility and independence, and to facilitate return to pre-fracture residence and long-

term wellbeing

e continued, coordinated, orthogeriatric and multidisciplinary review

H I p fraCtu re' m a n age me nt e liaison or integration with related services, particularly mental health, falls prevention,

bone health, primary care and social services
Clinical guideline ¢ clinical and service governance responsibility for all stages of the pathway of care and

Published: 22 June 2011 rehabilitation, including those delivered in the community. [2011]
www.nice.org.uk/guidance/cgl124




Pre-operative assessment
Aging Chinlcal and Experimental Resaarch (2021) 33:2406-2443
hittps=fdatong 1001007, 54062002 1-01398-9

Composition of the multidisciplinary care team

CONSENSUS DOCUMENT ®
|| Staement Type Quality  Strength of
of evi- iz o -
Orthogeriatric co-management for the care of older subjects with hip dence - tion
fracture: recommendations from an Italian intersociety consensus We recommend that  Recommendation High A
the MC T inchndes,
Antonlo De Vincentis' - Astrid Ursula Behr” - Gluseppe Bellell** - Marco Bravi® - Anna Castaldo® - Lucla Galluzzo” - at the minimum,
Glovannl lolascon® - Stefania Maggl® - Emilio Martini™ - Alberto Momoli'! - Graziano Onder” - Marco Paoletta® - I' orthopae -
Luca Pletrogrande'? - Mauro Roselli"™ - Mauro Ruggeri'® - Carmelinda Rugglero' - Fablo Santacaterina® - dic surgecn, an
Lulgl Tritapepe'® - Amedeo Zurlo'” - Raffaele Antonelll Incalzi’ - on behalf of Soclet Itallana Gerlatria e anmesthatist, and a
Gerontologla (51GG), - Assoclazione ltallana di Psicogerlatria [AIP), - Socleta ltallana di Gerlatria Ospedale & ertdlTician
Territorio (SIGOT), - Socleta Itallana di Medicina Generale (SIMG), - Socleta Itallana di Anestesla Analgesia If a geriatrician Recommendation Low B
Rlanimazione e Terapla Intensiva (SIAARTI), - 5ocleta Itallana di Ortopedla e Traumatologla (S10T), - Fragility is unavailahle,
Fracture Network-Italla (FFN-I), - Socleta Itallana di Medicina Fisica e Riabllitativa (SIMFER), - Socleta Itallana dl the MCT might
Fisloterapia (SIF), - Consiglio Mazlonale delle Ricerche (CNR), - Assoclazlone ltallana di Fisloterapla (AlFl), - Istituto conssder imvolving a
Superlore Sanlta {155) specialis in inkermal
medicine with well-
mcozmsaed skills in
geriatric medicine
From the early Recommendation Low B
postoperative phase,
the phy siatrist and
the phy siotherapist
should sctively con-
tribute to the MCT




Principles of Comanagement and Daniel Ari Mendelson. s, wb*  Susan M. Friedman, wp, we
the Geriatric Fracture Center Clin Geriatr Med 30 (2014) 183-189

KEY POINTS

o The 5 principles of the geriatric fracture center
o Most patients benefit from surgical stabilization of their fracture.
o The sooner patients have surgery, the less time they have to develop iatrogenic illness.

o GComanagement with frequent communication avoids common medical and functional
complications.

o Standardized protocols decrease unwarranted variabilty.
o Discharge planning begins at admission.

o Interdisciplinary care is multidisciplinary care that is integrated in a patient-centered
fashion.

o Interdisciplinary care requires communication and shared decision making.

o Comanagement is true interdisciplinary care that results in a collaborative care environ-
ment in which all team members maximize their contributions resulting in improved out-
Comes.



Key Geriatrics roles

The management of hip fracture in the older population.
Joint position statement by Gruppo Italiano Ortogeriatria (GIOG)
Giulio Pioli « A. Barone « C. Mussi L. Tafaro « G. Bellelli < P. Falaschi « M. Trabucchi ¢
G. Paolisso * On behalf of GIOG Aging Clin Exp Res Published online 25/02/2014

, Requisito ,
1.Responsabilita e

gestionale [
2. Profilo e compiti o

dell'ortogeriatra

' 3, Standardizzazionedella ¢
| comunicazione
' 4. Standardizzazione .
| dell'intervento |
5.Rapiditadi intervento | ¢
| chirurgico

\ |
6. Precocita nella
mobilizzazione

|
= |
8. Programma di ‘ J
' prevenzione secondaria  *

7. Continuita assitenziale ¢

Standard dell'intervento
Cogestione ortopedico-geriatrica
Team multidisciplinare nelle varie fasi del percorso

Esperienza comprovata nella valutazione multidimensionale e nella gestione del paziente anziano acuto,
con particolari competenze sulle sindromi geriatriche

Esperienza comprovata nella gestione dei problemi medici perioperatori e del delirium

Esperienza comprovata nella capacita di formulare una prognosi quoad vitam e quoad valetudinem e nel
pianificare la prevenzione delle complicanze in base ai profili di rischio dei pazienti

Esperienza nella diagnosi e nel trattamento della patologia osteoporotica

Descrizione delle procedure comunicate dei diversi professionisti
Definizione delle modalita di visita, breefing e meeting

g\)iii:ppo di protocdili condivisi basati sulle evidenze d»ispoh»il)'il'isui» pfihcipali aspetii del 'perioperator'io

Riduzione del trattamento conservativo al di sotto del 4% dei pazienti e con scelta condivisa dal team
multidisciplinare

Condivisione di protocolli di ottimizzazione preoperatoria con anestesisisti ed ortopedici in base ai criteri
dell"urgenza differita”

Predisposizione di interventi organizzativi per evitare ritardi di intervento dovuti a fattori sistemici
Intervento chirurgico orientato alla possibilita di carico completo immediato

Condivisione di protocolli di riabilitazione precoce con ortopedici, fisiatri/fisioterapisti

Realizzazione di protocolli per il trattamento del dolore, dell'anemia, prevenzione di ipovolemia
postoperatoria e prevenzione e trattamento del delirium

Discharge planning interdisciplinare precoce

Accessoall'intervento riabilitativo intra ed extraospedaliero secondo un piano di trattamento
multidisciplinare, appropriato per tipologia ed intensita, in base alle potenzialita e alle condizioni
prefratturaindipendentemente dallivello cognitivo, dalla sede di provenienza e dall'eta del paziente.
Valutazione in ogni paziente della patologia osteometabolica e del trattamento farmacologicoindicato
Valutazione del rischio di caduta e definizione di un piano preventivo

Pre-operative

Immediate assessment

* CGAincluding screening for geriatric
syndromes (i.e. delirium, acute sarcopenia,
disability)

» Medication managment

. Multi.morbic_lit%/ managment (avoid
specialists intervention)

 Nutritional therapy
« Type of anesthesia
 Pain control
Post operative
 Avoid geriatric complications
« Treatment of geriatric complications
« Early mobilization
Discharge
 Early discharge planning
« Secondary prevention



Different types of orthogeriatric models

Pre-operative Post-operative Early Rehabilitation Late Rehabilitation
A | Orthopedic Ward Rehabilitation
Medical consultative service Service
B Orthopedic Ward Rehabilitation
Daily geriatric consultant team Service
Orthopedic Ward Geriatric Orthopedic Rehabilitation Unit
C Integrated orthopedic and geriatric care Orthopedic consultant
Orthopedic Ward Geriatric Ward Rehabilitation
D | Geriatric consultant Orthopedic consultant Service
I I
| Geriatric and Rehabilitation Ward |
; E | Orthopedic consultant service :
b e e === e mmmmm === Feommm === O :




Orthogeriatric comanagement: Key Performance Indicators

s | FFFAP

National Hip Fracture Database

National Falls and Fragility Fracture Audit Programme (FFFAP)

Home | Charts | KPIs | Benchmarks | Dashboards Login

Key performance
indicators (KPlIs)
KPls Overview
KPls

KPIs Table

KPI 0 - Admission

KPI 1 - Prompt review

KPI 2 - Prompt surgery

KPI 3 - NICE compliance
KPI 4 - Promptly out of bed
KP1 5 - Delirium

KPI 6 - Home return

KPI 7 - Medication

Survival At 30 Days

Search: enter a hospital name, address or postcode... v

KPI overview: [ALL]

) About () Using charts ) FAGs

| Annualised values based on 69,445 cases averaged over 12 months to the end of August 2024, except KPI6 and KPI 7 which are delayed to aflow for follow up data to be included.

0. Admission to specialist ward

9%

NHFD overall: 9%

4. Promptly out of bed

81%

NHFD overall: 81%

1. Prompt orthogeriatric review
NHFD overall: 88%
5. Not delirious post-op

66%

NHFD overall: 66%

2. Prompt surgery
NHFD overall: 58%
6. Return to original residence

74%

NHFD overall: 74%

3. NICE compliant surgery
NHFD overall: 69%
7. Bone medication

47%

NHFD overall: 47%
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Comparison of in-hospital and 1-year mortality according to
orthogeriatric models compared to usual orthopedic care

Experimental Control Experimental Control

Study Events Total Events Total Risk Ratio RR 95%-Cl Weight Study Events Total Events Total RR 95%-C| Weight
Subgroup =ICM Subgroup = ICM
Baroni 2019 ICM 2 112 7 210 054 [0.11; 254) 24% Adunksy 2011 125 B47 382 2267 0.85 [0.71; 1.03] 98%
Biber 2013 5 114 10 169 0.74 [0.26; 211 4.0% Baronl 2019 1EM 16 112 46 20 065 [0.3% 1.10] 4.0%
Boddaert 2014 6 203 10 131 039 [0.14; 1.04] 4.2% Duaso 2017 100 371 10B 421 105 [0.B3; 1.33] B7%
Duaso 2017 5 3N 19 421 - 030 [0.1%; 0.79] 4.3% Folbert 2016 197 850 188 535 0.66 [0.56; 0.78] 10.2%
Folbert 2012 7 140 8 90 056 [0.21; 150] 4.3% Kusen 2019 50 168 46 154 100 [0.71; 1.39]) 66%
Folbert 2016 37 850 33 535 071 [045; 1.11) 7.3% Neuerburg 2019 500 219 81 27 081 [0.5% 117 &8%
Friedman 2009 3 193 3 063 [0.13; 306] 23% Reguant 2019 T 272 58 240 106 [0.79: 143) 7.3%
Gregersen 2012 18 233 16 262 127 [066; 242] 6.1% Stenquist 2016 201 @83 312 96D 083 [0.B1; 1.06] 10.9%
Khan 2002 23 208 56 537 106 [067; 168] 7.3% Random effacts model . : 0.87 [0.75; 1.01] ©4.3%
Naglie 2002 7 13 138 i 053 [022; 128 47% Pradic tmnml::"rvtl [0.58; 1.29] -
Neuerburg 2019 6 219 4 217 149 [043; 519] 32% Heteroganaity: (%= B0%. « = 0.0219. p = 0.0
Stenqvist 2016 31 993 62 989 = 050 [0.33; 076] 7.5%
Swanson 1998 2 38 2 3 —— 087 [0.13; 583 1.7% Subgroup = GCS i
Hmﬁ‘ i 1 156 9 164 — 2'23 [°~f§'- g-";’! ‘g?‘ Baroni 2019 GCS 13 108 46 210 ——s—n 055 [0.31; 0.97] 3.5%
e o b § e et T Deschodt 2011 20 94 17 17 e 096 [054 1.71] 35%
s by i © N Leurg 2011 32 278 55 270 —=— 0.57 [0.38; 0.84] 55%

oo 4 Random effects model : R 0.65 [D.31; 1.38] 12.4%
Subgroup = GCS Pre-cl"tlnn |ntenral . ;i i : i [0.02; 2Z.04] -
Baroni 2019 GCS 1 108 7 210 —_— 028 [0.03; 223] 15% Hemmogenally: "= 22%, T =0.0463, p =0LET '
Deschodt 2011 1 9% 0 77 9.01 [0.01; 5797 51] 0.0% Subgroup = GW :
f;mm""'”,oms 21 “9; i’g ‘:’g; - gf; {g:,’g‘ }gg} gg Frenkel 2017 25 M7 18 102 B 121 [0.70; 2.09) 3.7%
Random effects model - 059 [0.27; 1.30] 15.3% Pueyo 2018 806 3560 1313 5635 B 0.97 [0.89: 1.04] 11.9%
Prodiction Interval — (0.08: 415 . Random effects model . . * 0.95 [D.68; 1.32] 23.2%
Holarogenoit % 1 040, ¢ ) - Prediction interval . N . . H [0A7; 5.41] -

Helerogenaily: 1* = 0° “= 0.0130, 140 H
Subgroup = GW :
Frenkel 2017 12 17 4 102 e 262 [0.87; 7.86] 38% E!l:ﬂmmﬂ’-lﬂl - 0.86 :n‘;?' ?M] 100.
Loefgren 2015 8 285 11 218 056 [0.23; 1.36] 4.7% rediction interva — ;
Lundstrém 2017 6 102 797 082 [0.28; 234] 39% Heterogeneity: 1 = 59%, < = 0.0330, p < 0.01 !
Pueyo 2018 140 3580 231 5635 095 [0.78; 1.17] B86% 0.5 1 2
Watne 2014 6 163 3 166 204 [052; 801 28%
Random effects model 107 [052; 223] 239%
Prediction i mr:rval —t— [0.19; 6.01) -
Hetamganeny: | 2242 = 0.21 ICM: Integrated care model
Immm . . . 072 [0.56; 0.92] 100.0% GCS: Geriatric consultant service
Heterogeneity: 17 = 36%, +* = 0,2228, p = 0.05 f L ! GW: Geriatric ward
0001 01 1 10 1000




Comparison of LOS and time to surgery according to
orthogeriatric models compared to usual orthopedic care

Experimental Control
Study Total Mean 5D Total Mean SO Mean Difference MD 95%-C1 Weight i P
Subgroup = ICM Study Total Mean  SD Total Mean  SD Mean Difference MD 95%-Cl Weight
Bana 2020 127 1370 63000 67 1280 4.7000 090 [-054 2.34] 4.7%
Baroni 2018 ICM 112 820 33000 210 950 4.8000 130 [-218;-041]  5.0% Subgroup = ICN _L‘_
Biber 2013 114 1300 68000 160 1680 10.0000 200 [ 486004 44% Bano 2020 127 1.38 0.9000 97 1.31 1.0208 0.07 [-0.18; 0.33] 10.8%
Duaso 2017 371 580 25900 421 1576 B.3900 086 [-10.70; 0.0  0.0% Baroni 2019 ICM 112 330 21000 210 4.50 3.8000 —=—— <120 [-184;-056] 6.0%
Friedeman 2009 193 460 33000 121 830 63000 370 [«492;-2.48]  4.9% Biber 2013 114 21001786 169 3.10 0.3316 -1.00 [-1.06;-0.94] 0.0%
Gragersan 2012 233 1472 109800 262 19.76 17.7600 E04 [-TB1;-247]  40% Duaso 2017 371 186 11900 421 270 1.7900 0,84 [-1.05:-063] 0.0%
Khan 2002 208 2688 226100 537 2614 259600 0.74 [-304; 4.52] 3.1% Friedman 2009 193 1.00 0.7083 121 1.56 2.6583 —_— 0,55 [-1.04:-0.07] 7.8%
Kusen 2019 168 836 4.4560 154 1045 55050 209 [-319;-0.99] 4.8% Gregersen 2012 233 088 0.7900 262 0.70 0.9800 0.18 [0.02; 0.34] 0.0%
;ﬁﬂ?ﬁ. " ;;; ‘—:3213 Egﬁ ;g fggg ﬁ'm _g-?g ﬂ?ﬁ 13-]3 E'E: Kusen 2019 168 0.82 05250 154 0.99 15382 e 017 [-0.42; 0.09] 10.8%

Vi - : - . M Cf=tse; . Naglie 2002 141 1.30 1.0000 138 1.40 1.3000 _—2_—_ .10 [-0.37; 0.17] 106%
(S| 28100710204 313230 240008 -11.50 [20.8A;-2.32)  1.0% Vidan 2005 155 3.16 1.8000 164 327 22167 011 [055 033] 8.3%
Random effects model d 242 [4.22; 003 1% Random effects model e 0.20 [-0.74; 0.18] S54.4%
Prediction interval [-8.97; 4.72] = I . -

terngeneity: I = B1%, 1 = 7 5586 Prediction interval [ —— [+1.48; 0.90] 24
Subgroup = GC3 X -
Baroni 2019 GGS 108 870 3.0000 210 950 48000 0B0 |-1.66; 0.06] 5.0% Subgroup = GCS
Cheung 2018 76 901 48500 77 11.83 65400 282 [-463:-1.01] 4.5% Baroni 2019 GCS 108 4.20 23000 210 4.50 3.8000 —— <030 [0.97; 037] S57%
Deschadt 2012 94 11.10 51000 77 1240 B.5000 130 [-346; 0LBE]  4.3% Leung 2011 278 1.88 19125 270 227 1.9625 —- 040 [0.72;-007] 99%
Fisher 2006 447 15.90 14.9000 504 1640 17.6000 050 [-257; 1.57] 4.3% Wemer 2020 104 105 1.0188 103 149 14212 —_— 043 [-077;:-0.09] 9.7%
Gilchrist 1988 97 4400 57000 125 4770 T7.7000 370 [-5.46:-1.94]  4.5% Random effects mode| - 0,40 [-0.52; -0.28] 254%
Leung 2011 278 930 44000 270 1080 58000 -1.50 [-2.36;-0.64] 5.0% Pradiction interval _— [-0.79; -0.01) .
Shyu 2008 80 1010 37000 B2 872 4.9600 038 [-007; 1.73] 48% (
Wemer 2020 104 781 42000 103 908 45300 2T [-247-007]  4.9%
Random effects model A.37 [-2.42;-0.33] IT4% Subgroup = GW
Prediction interval [-4.18; 1.44] = Frenkel 2016 117 166 1.5500 102 143 16208 — 0.23 [-0.19; 0.66) B86%
el Prestmo 2015 198 1.20 1.0875 199 1.22 0.8583 ﬁ -0.03 [-022; 0.17] 11.6%

. Random effects model 0.05 [-1.42; 1.51] 202%
Subgroup = GW . Prediction interval .
Frankel 2017 117 1080 67000 102 900 51000 180 [ 023 337 4T% ; ;
Heline 2017 188 1260 R1000 166 1100 T 700 160 [ 0032 24T 4 A% . )
Loefgren 2015 285 13.00 64000 216 1680 12,3000 -3.80 [-5.60;-211] 4.5%
Lundstrim 2017 102 28.00 17.9000  ©7 38.00 40,6000 1000 [F1B75;-1.21]  1.1% | — :
Miura 2009 91 460 11000 7 610 Z.4000 150 [-210;-0.80] 5.1% on inte . ———— .97; 0.
Puayo 2018 3580 1070 6.4000 5635 1160 7.1000 080 [-1.18; 062 52% Heterogenesty: [ = 61%, v = 0.0963, p < 0.01
Random effects model A.24 [-4.B5; 2.37] 254% -15-1-050 05 1 15
Prediction interval [-11.43; 8.96] =
Helerogeneily: I~ = B8%, v° = 11.5177, p <0.01 3
Random effects model . . . .55 [ -2.53; -0.57] 100.0% ICM: Integrated care model
l“h ss’l
Heterogeneily: i* = BO0%, 1° = 53769, ¢ < D1 . ’ L ; . . . A
o 0 o 1w 2 GCS: Geriatric consultant service

GW: Geriatric ward




Comparison of Delirium incidence according to orthogeriatric
models compared to usual orthopedic care

Experimental Control

Study Events Total Events Total Risk Ratio RR 95%-Cl Weight

Subgroup =ICM

Boddaert 2014 72 203 49 118 0.85 [0.64; 1.13] 9.9%

Folbert 2012 54 140 30 90 1.16 [0.81; 1.66] 7.8%

Friedman 2009 47 193 39 121 0.76 [0.53; 1.08] 7.9%

Kusen 2019 22 168 3 154 6.72 [2.05;22.01] 0.0%

Reguant 2019 62 272 66 240 0.83 [0.61; 1.12] 9.4%
0.84 [0.63; 1.11] 9.9%

Vidan 2005 53 155 67 164
Random effects model S :
Prediction interval > R

Heterogeneity: 1% = 0%, t* = 0.0103, p = 0.52

0.87 [0.72; 1.05] 44.9%
[0.59; 1.28] .

Subgroup = GCS

Deschodt 2012 3B 94 41 77 0.70 [0.50; 0.98] 8.4%
Fisher 2006 26 447 59 504 0.50 [0.32; 0.77] 6.1%
Marcantonio 2001 20 62 32 64 0.65 [0.42; 1.00] 6.2%

0.97 [0.69; 1.35] 8.5%

Werner 2020 41 104 42 103
Random effects model ] .
Prediction interval . 3

Heterogeneity: 1 = 50%, 1° = 0.0447, p =011

0.70 [0.45; 1.08] 29.2%
[0.24; 2.07] -

Subgroup = GW

Frenkel 2017 6 117 5 102 1.05 [0.33; 3.33] 1.3%
Lundstrém 2007 56 102 73 97 0.73 [0.59; 0.90] 12.4%
Watne 2014 80 163 86 166 0.95 [0.76; 1.17] 12.2% ICM: Integrated care model
Random effects model 5 . 0.84 [0.55; 1.26] 25.9% . . .
Prediction interval : ) [0.13; 5.51] -- GCS: Geriatric consultant
Heterogeneity: 1% = 35%, 1* = 0.0129, p = 0.22 service
bandom effects model 0.81 [0.71; 0.92] 100.0% GW: Geriatric ward

lU-33; 1.19]

Heterogeneity: 1% = 26%, v* = 0.0266, p = 0.19 ! !

o
-k
o
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-
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Comparison of Functional Status according to orthogeriatric
models compared to usual orthopedic care

Study ADL scale Care model FU (m) ADL score of ADL score of control ~ p value
intervention group group
Bano et al. [34] Katz index ICM 6 Mean loss (5D) Mean loss (5D) <0.001
0=fully dependent 1.1(17) 2.4 (2.2)
6=fully independent
Deschodtet al. [27]  Katz index GCS 4 Mean (SD) Mean (SD) 0.19
6="fully independent 12 10.0 (3.8) 10.8 (3.9) 0.34
18=fully dependent 0.8 (3.8) 100 (3.4)
Prestmo et al. [21] Barthel index GW 1 Mean (SE) Mean (SE) 0.43 ICM: |nteg rated care model
0=fully dependent 14.53 (0.28) 14.21 (0.29) 0.013 . . . .
20 =fully independent 12 16.31 (0.29) 15.30 (0.29) 0.007 GCS Ge.rlat.rlc consultant service
16.46 (0.29) 15.33 (0.30) GW: Geriatric ward
Watne et al. [22] Barthel index GW 4 Median (IQR) Median (IQR) 0.80
0=fully dependent 12 17 (10-20) 16 (12-20) 0.44
20 = fully independent 17 (9.5-19) 16 (11-19)
Naglie et al. [23] Modified Barthel index ICM 3 Mean (SD) Mean (SD) NS
0=fully dependent 6 62.0 62.4 NS
100= fully independent 65.0 65.7
Shyu et al. [18] Chinese Barthel index GCS 1 Mean (SD) Mean (SD) p value for ADL
0=fully dependent 3 81.24 (15.49) 72.92 (19.77) performance
100= fully independent 6 88.82 (13.37) 79.93 (20.00) trajectory:
12 91.84 (11.41) 84.08 (18.71) 0.002
90.53 (18.40) 84.36 (24.02)




Lo Studio GIOG (Gruppo Italiano di OrtoGeriatria)

ad T 7

Overall
(N =3881)

Genere, N (%)

Femmina 2931 (75.5)

Maschio 950 (24.5)
Eta (anni), mediana (Q1-Q3) 84.0 (79.0-89.0)
Domicilio pre-frattura, N (%) (N=3876)

Vive solo 764 (19.7)

Vive in famiglia/Badante 2911 (75.1)

RSA/Casa di riposo/Istituto per anziani 201 (5.2)
Demenza, N (%) (N=3759) 1176 (31.3)
CCI, mediana (Q1-Q3) (N=3640) 5.0 (4.0-7.0)
Activities of Daily Living, mediana (Q1-Q3) (N=3698) 5.0 (3.0-6.0)
Scottish audit hip fracture, N (%) (N=3778)

Deambula autonomamente senza ausili 1532 (40.6)

Deambula fuori casa con un solo ausilio 576 (15.2)

Deambula fuori casa con due ausili o deambulatore 292 (7.7)

-
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Assessment of pre-surgical
cognitive status

p=0624

»
o

100-
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70

% of patients
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Surgery performed
within 48 hours

A EFEoT

p=0.157

2020 2021 2022 2023 2024

Mobilisation
on day following surgery

2020 2021 2022 2023 2024

Bone protection drugs
prescription at discharge*

p <0.001

100-

p=0.576

2020 2021 2022 2023 2024

2020 2021 2022 2023 2024

Overall % of patients
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100

% of patients
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-+ 2016-2018

Absence of urinary catheter
during hospitalisation

p=0.024

2020 2021 2022 2023 2024

Discharge toward
a rehabilitation unit

p=0.016

2020 2021 2022 2023 2024

- - 2020-2024

*included colecalciferol, calcium, antiresorptive or anabolic drugs in panel F.

*II p-value si riferisce al confronto della proporzione media di soggetti soddisfacenti ciascun KPI negli anni 2020-2024 con
quella del 2016-2018 [precedente pubblicazione audit triennale GIOG] (confronto delle due righe orizzontali).

D

Absence of delirium
the day following surgery

100-

% of patients
B 8 ()]

o
T

i)

w
o

N
2

-
2 9

p=0.788
2020 2021 2022 2023 2024

Unpublished data



Terapia osteometabolica in pazienti anziani ricoverati per frattura
di femore: follow-up
30 P<0.005

P<0.001
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Head-to-head: modello ortogeriatrico e fracture liaison service
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What is the problem?

$

Global

High I health and

incidence

fragility Fx ____J  economic

burden

+ Care gap

t there is a need for clinically and
~N cost-effective model of care

COPE 21 for secondary prevention




Percentage (%)

Percentage of individuals who received OP medication
1 year following major fracture in Canada, 2000- 2015
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Care Gap

73.9% in women
83.1% in men

Up to 26.1% in Women and 16.9% in Men
Increase up to 2008-2009 (p for trend <0001)
Followed by decline to 2014- 2015 (p for trend <.0001)

Failure of the

non-target interventions
(change patients’ outcomes without
conneting with the patients, including
education, protocols, guidelines, etc).




Post Fracture Care Programs

Improve outcomes and prevent subsequent fragility fractures

Orthogeriatric Service (OG)
Primary goal: improve overall patients outcomes
(morbidity/ mortality/ functioning/quality of life)

Fracture Liaison Service (FLS)

Primary goal: «capture the first fragility fracture»
and prevent subsequent fragility fractures

Akesson K, et al, Osteop Int 2022



How does Fracture Liaison Service work?

S Type A FLS Mode!
—~

Identify &
Educate . . Ireqt

Type B FLS Model

Identify & Defer to PCP
’ .

Fig.1 The 4 FLS models as described by Ganda et al. [22]

5i Targeted Interventions

Type C FLS Model |dent|fy
: Communicate I
dentty & } B oo Investigate
evaluate & treat l
Initiate
Type D FLS Model I
S Information
Educate .
Integration

Does not communicate with PCP

4

Ganda K, Osteop Int 2021; Hal V.Le et al, Arch Osteop 2024; Tahmasbi F et al, Ostop INt 2024



Fracture Lialson Service

1. Patient-Centered - Transmural- Multiprofessional and Coordinated care
model usually hospital-based

F Hospital wards
e

Dedicated /
Fracture Liaisons Service

HEALTCARE

SAVINGS

(FLS)

)

Patients’
Identification

Taking control of patient’s
journey in his context

Systematic
Qvestigation anD
risk assessment
Appropriate
Treatment
initiation

Modified from Javaid MK, et al, Osteoporosi Int 2020; Akesson K, et al, Osteop Int 2022

Fewer Care Home
admissions

4

Fewer
Secondary care
admissions

10

Lower Refracture

Ongoing treatment
and fracture
monitoring

Fewer
caregivers’
support

*Fewer surgical
procedures

Fewer ED and
Hospital
admissions

Healtcare Service



Fracture Lialson Service

1. Patient-Centered - Transmural - Multiprofessional and Coordinated care

FLS MMG?

FRATTURA
VERTEBRA

ARTRITE
REUMATOIDE

FLS reumatologico?

-y

T-Score <-
25DS

FLS medicina?

model usually hospital-based

FLS 5
FLS ortopedico? endocrinologico?
FRATTURA DIABETE
VERTEBRA ‘ n 1
' FLS geriatrico?
L ANZIANO
K A
MAMMELLA
FLS
oncologico?

FRATTURA

FLS ortopedico?

fisiatrico?

Author’s personal view



Fracture Lialson Service

1. Patient-Centered - Transmural - Multiprofessional and Coordinated care
model usually hospital-based

Depending on patients’ setting, post-fracture programs

FLS NG? i should be adapted while retaining consistent KPIs
FRATTURA : endocrinologico?
VERTEBRA FLS ortopedico? o

FRATTURA
ﬂ n 1 Rate of survival Rate of falls
FLS geriatrico? Rate of new (Seconda ry) fractures Rate of ou‘[pa‘[ien‘[ fO”OW*Up (30—60 days)
l ANZIANO Readmission Rate of follow-up
T Reoperation within this follow-up Comprehensive assessment of
REUMATOIDE & Tipologia di pazienti: perIOd ad herenCe (anti-osteoporosis medication taken according to
FLS reumatologico? pazienti che accedono in PS con frattura an agreed treatment plan)
g f da fragilitA maggiore che necessitano di c c c c c .
e Medication and calcium/vitamin D Mortality at the end of the follow-up
1 %) Elementi chiave del percorso: adherence period
oncologico? CADUTE o Triage ed accertamenti ematochimici . . c e .
- e radiologici in PS; invio fratturati al Residence at end of follow-up period Specialists performing follow-up
A PS ortopedico e fratturati di vertebra . . 2 2 -
2508 fisiatrico? ) iAo (Home / Institution / Acute Care /  (orthopedic surgeon / geriatrician /
FLS medicina? o ricovero ed intervento chirurgico ot rehabilitation
presso il reparto di Ortogeriatria Rehabilitation / Unknown / Dead) )
o contestuale inserimento del paziente
nel percorso FLS integrato tra CASE
Ortopedia e Geriatria MANAGEMENT DIGITALIZZAZIONE MONITORAGGIO

& Punti di attenzione-

Percorso strutturato di presa in carico SCREENING R PATIENT
Ortogeriatrico dedicato alle fratture di E PRESAIN < EXPERIENCE
o || oY
fermore e maggiori, ma non alle fratture CARICO i
vertebrali & minori
=)
S

AMBULATORIO MULTI . NETWORK E EDUCAZIONE E
DEDICATO DISCIPLINARIETA TERRITORIALITA COMUNICAZIONE

Tahmasbi F et al , Osteop Int 2024



Fracture Lialson Service

1. Patient-Centered - Transmural - Multiprofessional and Coordinated care
model usually hospital-based

i

Ortopedico

Geriatra

= ED

Hospital wards

b

Fracture Liaisons Service

Dedicated
(FLS)

4

Endocrinologo

Radiologo ){l

Systematic
investigation and
isk assessment

Patients’
Identification

Reumatologo

A

Oncologo

HEALTCARE
SAVINGS

Taki
jo

' jent’s
| ext

Patient |

Treatment
initiation

Internista

\CAppropriate
<

Fewer Care Home Fewer
admissions caregivers’
ﬁ support
Fewer «Fewer surgical
Secondary care procedures
admissions
ﬁ *Fewer ED and
Lower Refracture Hosplta_l
admissions
Ongoing treatment
and fracture
monitoring
Healtcare Service

Modified from Javaid MK, et al, Osteoporosi Int 2020; Akesson K, et al, Osteop Int 2022



Fracture Liaison Service e Casa della Comunita

Patient-Centered - Transmural- Multiprofessional and Coordinated care model usually hospital-

based and transitioning to home

5i and more Targeted Interventions ....

PoDoDs

Specialist

Payer

Q @ Clinical
- Manager

Radiologist Orthopedic Fall General
surgeon service practitioner

Author’s personal view



Operational Structure of UK-based Fracture Liaison
Service

16 Weeks

12 Weeks

Lifestyle advice ]

Inpatient
admission

‘ Assessment for
bone health
‘ and falls risk

+ Anti-osteoporosis
therapy &
Ca/D supplementation

+ Evidence-based
Falls reduction interventions
C————.—.—....

Index
fracture

FLS identifies
patients

a

Monitoring
short and
medium term

Trauma
clinic

Opportunistic

Spine
Fractures

Secondary care setting

Primary care community setting

Fuggle NR et al, Orthogeriatrics 2021 (Book Chapter) AOM: Anti-Osteoporosis Medication



Where is the problem?

| HIP FRACTURES |

Secondary
Prevention

Incident
major fx

)

16 % 50%
Prior fracture population
—_/
Primary Individuals at high risk —
Prevention for fracture
84 % 0
individuals at intermediate oopulation P 50%
or low risk for fracture
—___

Individuals at low risk for fracture

High quality hospital
care (i.e Orthogeriatrics)
Hip Fracture registries

/databases

Fracture Liaisons
Service
Primary care
Case finding
Screening
Fall Prevention

-

Modified from Department of Health Prevention Package for Older People: Falls and Fractures — Effective interventions in health and social care, 2009

%
w
2
-
w
o
o
@]
s
E
(2
0

Lifecourse

Sarcopenia N/



Orthogeriatrics integrated with FLS

an | !

il 1 Comprehensive Geriatric

Assessment informing Management

PATIENT JOURNEY

Enter your sub headline here

Discharge or Transfer

Experiences relating to
discharge, such as
sufficient notice of Examinations, diagnosis and
discharge and the treatment

provision of information Experiences while undergoing or receiving

the results of tests,, treatments,
operations and procedures

advice and support

Pivotal
time!

Care on the Ward
Experiences while on
the ward, such as
communication with
hospital staff, privacy,

Admission to Hospital

em:x;p:ﬂe:ces :':‘h: t pain management,
U Svar cleanliness and food.
such as waiting times and

respect for privacy.

Revision Pharmacological

& Non-pharmacological
Interventions

(1.5 days LOS)

l

Orthogeriatric out-patient or FLS
(~30-40 days from surgery)

Falls & Fracture
Prevention Interventions

Ortho-Geriatric Unit _

Care-giver Education and
Enpowerement

Identification (100% HF inpatients)
Investigation (lab exams, CGA)

Initiation (Vitamin D and Calcium [100%)],
AQT[10%] at discharge

Post-discharge hip Xray, surgical and clinical

assessment and drug review based on CGA

Laboratory evaluation if needed |

DXA r

Radiologic evaluation (where indicated)

Fall risk assessment and functional recovery
L Follow-up scheduled at 6 or 12 months

A

J

General Practitioners
engagement and monitoring




Orthogeriatrics - FLS care pathway

manages fractures, treats persons and impacts services

1. Survival advantage depending on pre-event

independence

1.00 4

0.75

0.50 A

Survival (%)

0.259 —— 0G-FLS-CP
==~ Usual-CP

Log-rank test p=0.016

5 years from
surgical repair

Age 60-75 years

— - h‘_h—["} 90%

...............................................................

T L O —-

T T I |

0 6 12* 18 24 30 36"

Ruggiero C et al, Arch Osteoporos 2022
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BADL, Basic Activity of Daily Living;
FLS-CP fracture liaison service model of care; U-CP, usual care practice.




Orthogeriatrics - FLS care pathway

manages fractures, treats persons and impacts services

2. Timing & adherence to
secondary prevention

g BY |, o OG-FLS o U-CP 3. Prevention of adverse events
\\ ) 3 3 ol #30
A T gy A%
g 30% ol
g OG-FLS Usual- p
2 cP CP  value
,n e - 4% #‘ Multiple fallers 19% 359%  0.0399
{:,I:Jn | l_ll
- ' 3 months 6 months 9 months
e Health facility 41%  58%  0.0125
g 80% admissions®
80% alive after 1 year | : " X - ] _
80% adherence 1 year | Z “" Time free 176 89 00152
Reduced rates of 2 '("g::;)ta"zat'on
adverse events 420 » » 4
3 months 6 months 9 months

* . . .
Ruggiero C et al, Arch Osteoporos 2022 ED and hospltal admission



Fracture liaison services improve outcomes of patients with L)
osteoporosis-related fractures: A systematic literature review o
and meta-analysis

Chih-Hsing Wu ***, Shih-Te Tu €, Yin-Fan Chang ?, Ding-Cheng Chan **/, Jui-Teng Chien £, Chih-Hsueh Lin ",
Sonal Singh !, Manikanta Dasari’, Jung-Fu Chen ¥, Keh-Sung Tsai "**

Outcome Study design Number of Study/follow-up duration - c c
‘ IR e Patient Without | With
Outcome FLS FLS
BMD testing RCTs 13 3-13
iniior s R o Subsequent 13.4% 6.4% <.05
Total 37 3-26
Treatment RCTs 14 3-12 F ra Ctu res
initiation Controlled 32 3-72

observational

Tota 4 3-72 Mortality 15.8% 10.4% <.05

Adherence RCTs 2 6-24
Controlled 7 3-48
observational
Total 9 648
Re-fracture RCTs 2 6 T 3 1 (o) (o)
s 2 ° Initiation 17.2% 38.0% <.05
observational
Total 1 6-72
Mortality  RCTs 4 6-12 Adherence 341% 57.0% <.05
Controlled 11 12-72
observational
Total 15 6-72

BMD, bone mineral density; Cl, confidence interval; n/a, not applicable; NNT, number needed to treat; RCT, randomised controlled trial
Wu CH, et al, Bone 2018



The impact of fracture liaison services on subsequent fractures
and mortality: a systematic literature review and meta-analysis

N.Li'(® - M. Hiligsmann' + A. Boonen? - M. M. van Oostwaard>* - R. T. A. L. de Bot " - C. E. Wyers** . S. P. G. Bours” -

J. P. van den Bergh>**®

Mortality

Subsequent Fractures

FLS no-FLS Odds Ratio 0Odds Ratio FLS no-fFLS 0dds Ratio 0Odds Ratio
Study or Subgroup Events Total Events Total Weight IV, Random, 95% CI IV, Random, 95% CI Study or Subgroup Events Total Events Total Weight IV, Random, 95% Cl IV, Random, 95% C!
1.2.1 pre-FLS vs. post-FLS 1.2.1 pre-FLS vs. post-FLS
Axelsson 2016 320 2713 361 2616 133%  0.84[0.71,099 - Axelsson 2016 216 2713 228 2616 131%  0.91(0.75,1.10) -
Axelsson 2020 1832 10621 1701 4828 135%  0.38(0.35,0.41] . Axelsson 2020 626 10621 621 4828 136%  0.42(0.38,0.48) -
Gonzalez-Quevedo 2020 74 367 92 357 123% 0.73[0.51,1.03] = Gonzélez-Quevedo 2020 17 367 13 357 712% 1.29[0.61, 2.69] -
Henderson 2017 20 206 47 248 107%  0.46(0.26,081) —— Huntjens 2011 89 1335 191 1920 125%  0.65(0.50,0.84) -
Huntjens 2011 155 1335 343 1920 131%  0.60(0.49,0.74] - Shin 2020 16 852 11 205 68%  0.34[0.15 074 —_—
Ruggiero 2015 33 210 22 172 106%  1.27(0.71,2.27] - Wasfie 2019 32 25 37 150 94%  053(0.31,091] = o
Subtotal (95% CI) 15452 10141 735%  0.65[0.44,0.95] Subtotal (95% ClI) 16103 10076 62.7%  0.62[0.42,0.91] %
Total events 2434 2566 Total events 996 1M
Heterogeneity. Tau*= 0,20, Chi*= 98.63, df = 5 (P < 0.00001), = 95% Heterogeneity. Tau*= 0.18; Chi*= 52.13, df= 5 (P < 0.00001); F= 90%
Test for overall effect Z=2.21 (P=0.03) Test for overall effect Z= 2.44 (P=0.01)
1.2.2 hospital without FLS vs. hospital with FLS 1.2.2 hospital without FLS vs. hospital with FLS
Axelsson 2020 3533 15449 1228 5634 135%  1.06(0.99,1.14) . Axelsson 2020 1247 15443 513 5634 137%  0.88(0.79,0.98] 5
Huntjens 2014 162 1412 234 1910 131% 0.93(0.75,1.15] - Huntjens 2014 95 1412 130 1910 124% 0.99(0.75,1.30) -+
Subtotal (95% Cl) 16861 7544 265%  1.03[0.92 1.15) ¢ Nakayama 2016 63 515 70 416 113%  069(0.48,1.00] s
Total events 2695 1462 Subtotal (95% CI) 17376 7960 37.3%  0.87[0.77,0.99) 4
Heterogeneity: Tau*= 0.00; Chi*= 1.40, df= 1 (P = 0.24); = 29% L?:alr:;eet:esm' —— Ch‘;_“g — 310331). -
TR TN e 2203 P ) 5) Test for overall effect Z= 2.12 (P = 0.03)
o N e AN anemem hg Total (95% CI) 33479 18036 100.0%  0.70[0.52, 0.93] '3
Lﬁ';ﬁ"i?ﬁw Tau*-oarcrm?:-zgsu 3 d1-74(2°2§000001)'l’-98% | : : : TOW evenis g 1
Test fo?overalll eﬂec; g (P; 04 ‘2) A : L 0.01 01 10 100 Heterogeneity: Tau®= 0.15; Chi*= 106.45, df= 8 (P < 0.00001); F=92% =0.01 0?1 1#0 100:

Testfor subaroup differences: Chi*=5.22, df=1 (P=0.02), F=80.8%

Favours FLS Favours no-FLS

Testfor overall effect: Z= 2.47 (P = 0.01)
Test for subaroun differences: Chi*=2.75.df=1 (P=0.10). F=63.7%

Favours FLS Favours no-FLS



Cost-effectiveness analysis of fracture liaison services: a Markov model
using Dutch real-world data

N.Li'2@ . ). P. van den Bergh®%> . A. Boonen?® - C. E. Wyers®>*. S. P. G. Bours%® - M. Hiligsmann'-2

FLS vs. no-FLS for age categories The FLS is cost-effective in Denmark remained

1 favorable in all age categories.

o 0.9
<038 .
g 0.7 Compared to younger groups, patients aged 80 years
206 resulted in slightly higher QALY gained.
3 0.5 50 years
,E 0.4 60 years . .
£ 3 - FLS was estimated to lead a reduction of 41
R 70 years . .

E{L " subsequent fractures in per 1,000 simulated

0.1 80 years

0 individuals with the time horizon of 5 years
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- FLS was associated with a reduction of 30
subsequent fractures in per 1000 individuals in UK
study

Willingness to pay (€ per QALY gained)

Cost-effectiveness acceptability curves of FLS versus no-FLS in patients at different age categories with a
recent fracture (QALY, quality-adjusted life years; FLS, fracture liaison service)

Pinedo-Villanueva R, et al, ] Bone Miner Res 2023



Incidence of Secondary Fractures After Implementation of Different Models
of FLS Secondary Prevention Programs: Scoping Review

Patricia Clark,"” Lucia Méndez-Sanchez,™"” Eliseo Ramirez-Garcia, Sergio Sanchez-Garcia,*
Adriana Medina,” and Juan Humberto Medina Chavez®

Table 2. Range of frequencies reported after the different FF secondary prevention programs

FLS interventions

Program Incidence of secondary Age population Included population Monitoring range
fracture range (%) range range
FLS program (41-87) 0-37% =45 years 75-625,000 2-72 months
Orthogeriatric units (88-92) 1.3-23.4 =65 years 495-898 6-26 months
Educational strategies (93-103) 0-10.9 =45 years 7845321 6—120 months
Exercise programs (104-115) 0-28.8 =50 years 78-162 12-192 months
Screening strategies (116-123) 0.62-15.3 =50 years 65-650,000 12-72 months
Interventions by clinical specialists 0-7 =65 years 624910 6-36 months

(orthopedic or nurses) (124-130)

significant heterogeneity in the incidence of secondary fractures in the different types of FLS. The incidence of
secondary fractures found in these reviews ranged from 0-37%.



Fragility Fracture Prevention - Efficacy and Sustainability

High Added  Big Population benefit (Denominator)
Value =

for the System  Lower Cost = Financial & Social

What about Ml recurrence? -
Index fra hin

Ml recurrence is estimated at 5-7% over a
median follow-up of 10 years, with higher

Competencies: L : : o
- risk in the first year and lower rates in
- bone specialists Overal
Distal ra subsequent years.
- Case managers Ankle (Smolina K et al, Circulation, 2012; Bruno F et al, Int J Card 2022)
Methodology: Hip 630 667 84
- tools Proximal humerus 997 522 117
_ oriented to priorities Multiple fractures 214 935 42
All other fractures®* 1138 5.01 120
Background

*Includes femur, spine, pelvis, clavicle, elbow, tibia/fibula, and other fragility fractures



Barriers and opportunities

'ﬂ Royal College

m of Physicians

FFFAP Fracture Liaison Service Database

Falls and Fragility Fracture Audit Programme (FFFAP)

Login

News/Events

" NHFD expansion
Pelvic fracture inclusion

" FLS-DB exchange - Engaging
patients: why, what and how
Recording available

*  Support Christmas 2025
Helpdesk availability dates

®» Stronger inside and out: mental

wellbeing and broken bones from

osteoporosis e .
New mental health and osteoporasis ImpOriant ABIES;
resources available

Download 2025 report

FLS-DB outlier policy
Outlier policy lauched

FLS-DB outlier policy
Outlier policy lauched

Digitalising FLSs
Recording available

Transfer of care resource
New patient resource available

Run Charts Online benchmarks Improvement Clinical & patient National data-opt-out
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Take home messages: what is the solution?

Ortogeriatria e FLS sono modelli assistenziali altamente appropriati per la
gestione dell’anziano in prevenzione secondaria

Ortogeriatria e FLS devono essere modelli integrati nel percorso di cura
centrato sulla persona

E’ necessario sviluppare cultura, protocolli e procedure multidisciplinari
integrati (PDTA) ed incentivare un processo di “miglioramento continuo”
tramite audit permanenti.



...Grazie per 'attenzione ...
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