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Disclaimer

• Amgen does not engage in the promotion of unregistered products or unapproved indications

• Amgen can only recommend the usage of treatments referenced in accordance with the 
Approved Product Information

• Presentations are intended for educational purposes only and do not replace independent 
professional judgment. Statements of fact and opinions expressed are those of the speakers 
individually and, unless expressly stated to the contrary, are not the opinion or position of  
Amgen. Amgen does not endorse or approve, and assumes no responsibility for, the content, 
accuracy or completeness of the information presented

• Please refer to the appropriate Approved Product Information before prescribing any agents 
mentioned in this presentation



Disclosures

• Have received honoraria from Novo Nordisk, Eli Lilly, Sanofi, DAQ, 
Astra Zeneca, Merck, Amgen, Optom Qld

• Have received project funding from Greater Metro South Brisbane 
Medicare Local, Merck, Novo Nordisk, Amgen, Astra Zeneca

• I do not believe any of these influence this presentation
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Learning Objectives
By the end of the workshop

1. To increase understanding and knowledge in Osteoporosis (OP) as a chronic disease which is
manageable in primary care

2. Understand that fracture carries a morbidity burden and loss of independence for patients

3. Understand that this morbidity risk increases with age and managing people of advancing age
can keep people in the community for longer.

4. Share The Mater Hill Family Centre (MHFC) practice journey experience as a multidisciplinary
team approach where the doctor and nurse played specific but complementary roles, what
worked and the challenges encountered in developing the method.

5. Increase nurse awareness of the REFRAME website and the tools available within it – We don’t
have to re-invent the wheel



Outline
1. WHY IS OP IMPORTANT? 

• OP Background facts
• OP as a chronic disease – is expensive
• End organ damage in OP – the fracture
• How to prevent end organ damage in OP

2. THE MHFMC EXPERIENCE ABOUT THIS IMPORTANT CONDITION 
• The MHFMC experience – finding OP
• The MHFMC experience – managing OP

3. GROUP ACTIVITY (1) 

4. FINDING THE AT RISK AND UNDIAGNOSED WITH OP 

5. GROUP ACTIVITY  (2)  
• USING CASES TO DEVELOP SYSTEMS 

6. TOOLS 

7. REFRAME 

8. Q&A 



1. Why is OP Important?



1. Osteoporosis – Prevalence facts

Poor Bone Health
Osteoporosis
Osteopenia1

Diabetes2 Obesity over 
18yo3

People over 65 
years of age3

2012-2105 4.74 million 1.2 million 11.2 million 11.6% of 
population

2022-2025 6.2 million 3 million 16.9 million 17.25 % of 
population

WHY DOES DIABETES GET MORE ATTENTION WHEN IT IS 
LESS PREVALENT?

1. https://www.osteoporosis.org.au/burdenofdisease
2. https://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/e7282521-472b-4313-b18e-be84c3d5d907.pdf
3. ABS 20153. Osteoporosis Australia

https://static.diabetesaustralia.com.au/s/fileassets/diabetes-australia/e7282521-472b-4313-b18e-be84c3d5d907.pdf


Why does DM get more attention?

• Affects younger patients (than OP)?

• Lifestyle-related and reversible?

• Multi-system complications?

• Politically Australian Diabetes Society is louder?

• Politicians and celebrities develop diabetes?

• Imagery of  the disease? 
• Amputations and injections versus walking aides



Action Point 1.
Poor Bone Health is common and has high prevalence-

LET’S FIND THEM !

https://www.aihw.gov.au/reports/arthritis-other-musculoskeletal-conditions/estimating-the-prevalence-of-osteoporosis-in-austr/contents/summary



2. Osteoporosis is an expensive disease like diabetes

(1) 2012 2022

Fractures per day 395 501

Fractures in 12 months 140822 183105

Costs $ 2.7 Billion 3.84 Billion

These costs include ambulance services, hospitalisations, emergency department 
and outpatient services, rehabilitation, aged care and community services. 

(1) https://www.osteoporosis.org.au/sites/default/files/files/BofD_Exec_Sum_for_print.pdf

Total annual cost of Diabetes is as high as $14 billion 
per annum (includes direct and indirect cost) (2)

(2) Australian National Diabetes Strategy  2016–2020



3. Osteoporosis – End Organs and loss of function

OSTEOPOROSIS END ORGAN EFFECTS DIABETES END ORGAN EFFECTS

Fractures: EYES: - Loss of vision

Hip KIDNEYS: Nephropathy

Spine HEART: CAD and AMI

Wrist BRAIN- CVA, Dementia

Other fragility fractures NERVES- Neuropathy

PAD- Amputation

SKIN: Dermopathy

COSTS?

Well-controlled diabetes 
helps prevent these

PREVENT A FALL – PREVENT 
THE FRACTURE



Action Point 2

• OP is expensive in both $ and Quality of Life

• We have a responsibility to patients (QOL) and to the community ($) 
to BE PROACTIVE in interventions to change outcomes. 

• If not us then who?



4. How do you prevent end organ damage -
fracture?
• Understand why fractures are important

• The fracture cascade. Fractures beget fractures. 
• First fractures often do not lead to a diagnosis of OP and hence no 

treatment of OP

• Don’t wait for the secondary fracture prevention

• Prevent the first fracture

• What if the first is a hip fracture

• PREVENT A FALL – PREVENT A FRACTURE *

*http://www.osteoporosis.org.au/sites/default/files/files/oa_medical_brochure_2nd_ed.pdf



Consequences of a fracture

In women with hip fracture:

Fracture begets future 

fracture

Deteriorated quality 

of life

Long-term care 

admission

Mortality

40% had prior fracture1 53% need a 

walking aid2

18% enter 

long-term care3

25% die within 

1 year4

1. Hajcsar EE, et al. CMAJ 2000;163:819–22.  2. Pasco J, et al. Osteoporos Int 2005;16:2046–52. 3. Jean S, et al. J Bone Miner Res 2013;28:360–71; 4. 
Department of Medicine UoM, Western Hospital, Footscray, Victoria. The burden of brittle bones: epidemiology, costs & burden of osteoporosis in Australia. 
2007. 5. Hopkins RB, et al. Osteoporos Int 2012;23:921–7.

Lifetime risk of hip fracture in women > 50 years is 12.1%5



Why are falls important?
• 33% of people over 65 experience a fall each year accounting for 17% of 

emergency admissions and 4% of all hospital admissions in this age group

• In older people, nearly half of falls occur in the home and immediate home 
surroundings. 

• The remaining falls occur in public places or in other people’s homes.

• Falls can result in minor injuries including abrasions, bruises and sprains, or cause 
serious injury and fractures. 

• Falls are responsible for 90% of hip fractures. 

• It is estimated that up to 6% of falls result in a fracture.
*http://www.osteoporosis.org.au/sites/default/files/files/oa_medical_brochure_2nd_ed.pdf



Hip Fracture Prevention: Falling. How do Younger Adults Fall?



Hip Fracture Prevention: Falling. How do Older Adults Fall?



Falls Prevention and the Chronic Disease Model

1. Waldron N, Hill A-M, Barker A. Aust Fam Phys 2012: 4; 930–5. 2. Australian Institute of Health and Welfare 2011. A snapshot of osteoporosis in 

Australia 2011. Arthritis series no. 15. Cat. no. PHE 137. Canberra: AIHW. 

OPTOM:

Vision check1

HMR:

Medication 

review1

Podiatry1

EP:

Exercise 

program1

OT: Environmental 

assessment1
Falls clinics2

Chronic Disease 
Plan–

Co-ordinated 
Care

CDM Nurse + GP

REVIEW AT 3 and 
6 MONTHS
EXERCISE 

USUALLY FALLS 
OFF



Falls – the Exercise Physiologist  and scope for 
prevention

1. As women get older they tend to fall more inside the home on a level surface 

and less outside

2. Most common causes of falls reported were trips, slips and loss of balance. 

3. ~ 27% suffered injuries as a result of a fall, and the proportion suffering injuries 

increased with age. 

4. On the other hand, those taking part in planned exercise and those active for 

seven or more hours per week had fewer falls. 

5. Poor vision, inactivity and subjective fall risk as variables that were 

independently and significantly associated with falling. 

Spink M, et al. BMJ 2011;342:d3411
Lord SR, et al. Aust J Public Health 1993;17:240–45. 



The hazards that increase the falls risk for 
the elderly…the Occupational Therapist visit 
is very important

Trip hazards
Lighting
Walking paths



Falls, feet and the podiatrist – a multifaceted 
approach (1,2)

• Reduced the rate of falls in community dwelling older people with 
disabling foot pain. 

• The components of the intervention are inexpensive and relatively 
simple to implement, suggesting that the programme could be 
incorporated into routine podiatry practice or multidisciplinary falls 
prevention clinics

• Orthotics
• Footwear
• Foot and ankle exercises
• Fall prevention education

• 36% reduction in falls rates.

1. Frankowski O. J Foot Ankle Res 2010;3(Suppl 1):P10.  2. Spink M, et al. BMJ 2011;342:d341



Why is it important to manage (not just treat) OP? The 
fracture cascade.

Secondary fracture prevention

1. Åkesson K, Mitchell P. Capture the Fracture. International Osteoporosis Foundation 2012. 
Adapted from Åkesson K, Mitchell P 20121

FRACTURE 
BEGETS 

FRACTURE
BEGETS

MORBIDITY AND 
MORTALITY

1 in 2 older 
women and 1 in 
3 older men will 

suffer  an OP 
fracture 
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What if we don’t manage OP? The impact of osteoporotic fracture in 
Australia – morbidity and mortality

*Includes pelvic, distal femur, proximal tibia, multiple rib, and proximal 

humerus. 

Bliuc D. et al. JAMA 2009; 301(5): 513-521

Higher fracture incidence in women

Hip Vert. Major* Hip Vert. Major*

Fractures

Deaths

183

283

154

63

107

69

MenWomen

Men

Women

Other major 

fractures

Hip

Spine

0 1 2 3 4

Age-adjusted Standardised Mortality Ratio†

Higher mortality in fractured patients (M)

†Ratio of observed to expected deaths, by gender and fracture type 

in the first 5 years post -fracture. 

More men with 
hip fracture die 
than  women 

with hip 
fracture

More women 
have OP, hence 

they fracture 
more, but men 

die more



Fractures – cause death and change lives
• Prevent the fracture (and the cascade)

• Treating OP –
• means anti-resorptive or other therapy – best we can hope for is 50% reduction in 

fracture risk 

• Managing OP 
• means improving bone density PLUS

• Prevent falls

• Improving hip flexor strength 

• Improving balance 

• Checking feet and footwear 

• Home safety



Action Point 3

• Fractures change lives

• Use STRUCTURED CARE to develop systems to help PREVENT 
FRACTURES AND FALLS

• Identify those who have had a fracture that may be classed as a 
fragility fracture



Show of hands

• Who works with a structured approach to OP detection, management 
and monitoring?



CONSIDER THIS STRUCTURE.
Would this help in management 
and monitoring?

Joe, 72 years old
Lifestyle: sun, exercise

ADL’s: struggling because of low back 
pain
Treated with antiresorptive therapy
Attends every 3-4 months, has BMD every 2 
years

Confounded by prostate cancer, 

hypertension, TIA, OSA
Falls prevention in place with good footwear 
and EP falls classes

Falls risk high
Falls and fractures – L2#
WHAT ARE THE AREAS THAT MAKE US STOP 
AND THINK?



2. THE MHFMC EXPERIENCE ABOUT 
THIS IMPORTANT CONDITION

Our systems



The MHFMC Experience – finding OP

• Practical solutions which a busy practice can implement to make a 
difference for patients 



Myths that GP’s have to battle with according to 
Osteoporosis Australia

1. Adult patients discharged from hospital following a fracture have been 
treated appropriately

2. Poor bone health is complicated to manage 

3. Osteoporosis isn’t really an issue until a fracture occurs 

4. Fractures only occur in people who have osteoporosis on BMD

5. Osteoporosis is rare in men 

6. Only patients over 70 need a bone density test with DXA 



Myths that GP’s need to overcome –
according to CM
1. Secondary prevention is the best way to find and manage OP

• What if the first fracture is a hip fracture!

2. We advise and look for people at risk of T2D – why not OP? We 
don’t wait for hyperglycaemia and the complications, we look for 
risk factors for T2D



Our Journey
• OP meetings
• Took me 2 OP meetings to get it
• Too much competition for GP time in managing chronic disease

• DM, OP, CAD, HT, CKD, CVD, OA, and age

Age n= OP HT DM

50-69 F 435 154 298 131

50-69 M 364 106 212 126

>/= 70 F 751 154 186 98

>/=70 M 640 19 218 109

GP’s prefer absolute numbers than percentages…. 42% mean nothing if you don’t 
know n=.  EG, we should always start with how many over 70 do you have and work 

from that. ABSOLUTE NUMBERS MEANS MORE TO GP



What we did

• Accepted as a group we wanted to be involved:
• Small Group Learning 

• Case finding



Small Group Learning

• Planning meeting

• Identify we were lacking in coding and diagnosing

• Agree that we needed to upskill by understanding and learning how 
to manage

• Endo: Understanding OP, FRAX, meds, non drug management

• Radiology; BMD, XR, understanding T score and Z score 

• AHP: Fall prevention (EP and Podiatry) Calcium and Vitamin D (dietitian) 
Home safety (OT) Medications that may cause falls (Pharmacy and HMR)



Next steps:

• Upskilled

• Decide on a management process we could work with

• Find them



Case finding - What we did in 2014
• Started with the over 70 year old because they were easy

• STEP 1: How many did we have diagnosed? Did we have the 42.5% 
of females and the 12.9%of males?  - WE HAD MORE

Gender Numbers Percentage

Female OP/Total Female 193/393 49.1%

Male OP/Total Male 63/315 20.0%

Female (osteopenia)/Total 88/393 22.4%

Male (osteopenia)/Total 38/315 12.1%

Total Female – low bone health 231/393 58.7%

Total Male – low bone health 101/315 32.0%



What we did – finding the undiagnosed ≥ 70 
and in those turning 70 in future

STEP 2
• Nurse printed up list of all 70 year old with no diagnosis. Went into 

file checked BMD status

• Put in recall for BMD if no BMD

• BMD became part of our 75+ health assessment 

• Doctor acted on recall at next visit

• Cost to patient – nil (rebated BMD and our radiologist bulk billed)



What we achieved with the over 70’s 2016 -

• Problem with data from PenCAT - Puts osteopenia and osteoporosis together

• Zedmed Flexireports are ICPC based but too clunky

FLEXIREPORT
Gender

Age: ≥70 Age: ≥70 (%) Osteoporosis 
Australia

Males 68 (346) 19.6% 12.9%

Females 195 (426) 56.9% 42.5%

PenCAT
Gender

Age: ≥70 Age: ≥70 (%) Osteoporosis 
Australia

Males 106 (364) 29.1% 12.9%

Females 271 (435) 62.3 % 42.5%



Case finding - What we did with 50-69 yo
• STEP 3: what about the 55-69 yo

• This was more interesting!

• We knew we weren’t achieving much here – FINDING ONLY HALF

FLEXIREPORT
Gender

Age: 50-69 Age: 50-69% Expected Deficit

Males 9 + 10(505) 1.8% 5.9% - 4.1%  (66%)

Females 57 + 101 (569) 10.0% 22.8% - 12.8%(56%)

Overall 66+ 111(1074) 6.2% 14.4% - 8.2% (57%)



How did we approach finding the undiagnosed?

• Decided we wanted to do it
• Contacted local radiologist and negotiated  a fee for non-Medicare rebated BMD 

of $60
• Nurse produced report – males and female 50-69 with no diagnosis of OP 
• Letter of invitation to participate in OP awareness
• Patient attended, saw nurse, risk factor analysis
• Patient saw GP, who determined if BMD was rebated or not
• Referral for BMD (with indication to be rebated or charged)
• Patient returned for results
• If normal BMD – recall in place for 3 or 5 years
• If OP or Osteopenia – secondary causes looked for, a GPMP – TCA put in place 

(more later), 
• Recall for 2 years



What worked

• Women came 

• Team intervention effective



What didn't
• Men didn’t come

• We stopped mailing them and did this opportunistically as they 
attended for other reasons using risk factors

• Acceptance of condition was hard. THEY FELT FINE! 
• “why look for something that is not making me unwell”

• Needed better education
• Addressed with more nurse input when they returned for their review of their 

BMD and any pathology requested



What we achieved

• There was more osteopenia than osteoporosis. 

• We still struggle finding the males

• Recording fractures is hard and does not happen that often 

Gender: 
2014

Age: 50-69
OP + Osteopenia 

(total in age )

Age: 50-69 (%) Expected Deficit

Males 9 + 10 (580) 3.3% 5.9% -2.6% (44%)

Females 59 + 105(666) 24.6% 22.8%

STILL NOT GOOD – SOMEWHAT IMPROVED IN MEN, WOMEN OK



What systems have we put in place?

• To diagnose
• We have selected certain clinical risk factors as triggers for discussion (CKD, 

asthma and steroids, females, menopause, RA)

• To understand
• Nurse upskilled and posters on walls where patients sit in GP room and 

opposite where they sit with nurse

• To manage
• Non drugs (GPMP – TCA)

• Drugs – guided by clinical situation



MHFMC Experience – Managing OP
Our GPMP - TCA
• GPMP – easy to do

• Goal : falls prevention, fracture prevention, prevent loss of function

• Actions: Patient and GP had well defined actions

• TCA
• Goal: falls prevention, fracture prevention, prevent loss of function

• Actions:
• Nurse – educate, support, monitor (tools needed)

• Exercise Physiology – balance assessment, exercise for power and falls prevention

• Podiatry – foot wear assessment, balance

• Dietitian – calcium, vitamin D, and sarcopenia management

• Optom – vision and depth perception

• Pharmacy – meds review regards falls risk



Managing OP - Diabetes –actions necessary become goals

Patients 
clearly see 

what actions 
are needed. It 
engages them 
to be involved 
in their care!



Costs to patient
HCP Actions Cost to Patient

Nurse Education, support, monitor NIL

Exercise Physiology Balance assessment, exercise for 
power and falls prevention

NIL  or $15 out of pocket 
(depended on pensioner status)

Podiatry Foot wear assessment, balance Nil or $15 out of pocket
(depended on pensioner status)

Dietitian Calcium, vitamin D, and 
sarcopenia management

Nil or $15 out of pocket
(depended on pensioner status)

Optom Vision and depth Nil

Pharmacy HMR Nil



Outcomes for us at MHFMC

• A well coordinated multifaceted approach to OP management, the more 
people involved emphasised the importance to the person with OP and 
leads to ownership.

• “if this many people are to help me it must be important”



What we learned

• There will always be non acceptance

• Males 50-70 are resistant but very accepting after 70

• Women as always are quite willing to participate in preventative 
health programmes

• We have to stay on top of it –
• < 70 year old people fall off the rails and slip through recalls



What could we do better? 
• Are the fracture rates real?

• Is it just that there are not as many fractures in primary care as appear in 
journals?

• Is it we don’t record it as an event, even though we record retinopathy,  
amputation for diabetes and AMI for CAD

• Solution? 
• ASK THE PERSON IN THE ROOM

Consider This:
Fracture records are missing so cant be used as a search tool

Do PENCAT extraction
All ICPC coded for osteopenia or osteoporosis, with no antiresorptive therapy
Ask this group – “have you ever had  a fracture?”



Our Structured Approach
Assessment Result

A ADL’s

AHP involved

Activity

B BP sit

BP stand

BMD

C Calcium

Confounders

Complication

D Drugs/Medications for OP

Vitamin D Replacement □ Yes  □ No 

Vitamin D level

Dr Visits

Dental Review □ < 6 months  > 6 months

Dental extraction planned □ Yes (explain)  □ No  □ Dentures

Distress re OP

E Eyes

Exercise – Resistance/ Balance

EP review □ < 12 months,  □ > 12 months, □ never

F Feet □ Safe  □ Risk

Falls □ Yes  □ No 

Fractures □ Yes  □ No 



The business outcome

• OP never on its own

• Has either been present or will be present for more than 6 months

• Always needs a multi-disciplinary approach – hence GPMP TCA

• As you do this you find polypharmacy so Home Medication 
Review(HMR) is necessary

• Review is essential – hence GPMP and TCA review 

• It’s good medicine that needs to be rewarded



Business Model for Managing OP
Medicare Item 
Number

Frequency Amount Billed Medicare P.A.

721 (GPMP) Each 1-2 years $144.25

723 (TCA) Each 1-2 years $114.30

732 (GPMP review)
(TCA review)

First review 3 months, then 6 monthly 
for OP (2 x in 12 months each for GPMP 
review and TCA review )

$284.20

10997 (nurse 
contribution to care)

Every visit with nurse, up to 5 times a 
year

$ 60.00

900 (HMR) Each 12 months $154.80

TOTAL $ 757.55



Action Point 4

• Look and you will find

• Be systematic

• Use structured care processes

• It will pay for itself



3. Group Activity 1 – 15 minutes

• Case 1



Case 1: Elise*, widow, 69 yo

• What happened to Elise?

• Fell over inside when playing with grandchild 

and hit her head. 

• Taken to A&E by concerned daughter. 

Examination/CT scans revealed no internal 

bleeding. 

• She had pain on deep inhalation, possible 

fractured rib? 

• Sent home – GP to follow up

History and medications:

Hypertension: telmisartan 80mg/ hydrochlorothiazide 

12.5mg/day

Hyperlipidaemia: atorvastatin 40 mg/day

Type 2 diabetes: metformin 2000 mg/day

AF: rivaroxaban 20 mg/day

Depression- sertraline 50mg mane 

Things to consider :

• Does she have OP?

• If risk factors are cumulative, how many red 
flags does she have?

• How do you find these sorts of patients?

• What would a management plan look like?

*hypothetical patient case



Elise – Management 
Radar

Elise ACTION POINTS
Confounders – AF
Falls risk – already fallen
Fractures- YES
Treatment: Nil yet

It is clear what action is 
necessary



Male, aged 69 years, visits for CV check-up

He jokingly comments that his grandsons tower over him and he seems to be 
shrinking. 

You don’t have a ‘baseline’ height for him but he reports that he was always “5 
foot 11 – just one inch short of 6 foot”.  You measure him today and he is 1.76 
m – which is a loss of 4 cm.

*hypothetical case

Case 2: Joe* 69 yo

Things to consider :

• Does he have OP?

• If so, how would you confirm?

• How do you find these sorts of 
patients?

• What would a management plan 
look like for him?

What other information do 
you need?

Ask 3 questions of him that 
will help.

Ask 3 questions of his GP 
that will help.



Questions to consider

• Does he live alone

• Smoking, alcohol

• What medications

• Falls

• Confounders

• Weight loss and indicators of sarcopenia

• Pain (most vertebral fractures are painless unless acute traumatic)

• Loss of functions – what can’t he do anymore?



In practice, consider:

• Regular height measurement in older 
patients1

• Kyphosis check; wall-occiput distance 
greater than zero, or rib-pelvis distance less 
than 2 fingerbreadths2

• Vertebral fracture assessment (VFA) offered 
with some DEXA scans may be a useful 
screen for fractures; confirmation by X-ray 
required

• MBS rebate not available for VFA

1. Moayyeri A, et al. J Bone Min Res 2008;23:425–32.  2. Green AD, et al. JAMA 2004;292:2890900. 3. Clark EM, et al. Rheumatology 2010;49:505–12. 

Fred, you are 
getting shorter -
you might have 

osteoporosis

Really, I feel fine, 
most of the guys 

my age are 
getting shorter



4. FINDING THE AT RISK AND UNDIAGNOSED 
WITH OP

OP risk factors and assessment – What tools do we have?



1. 

Case finding

2.

Evaluation

3. 

Diagnosis and 
management

4. 

Ongoing 
management

Identify patients with 

minimal trauma 

fracture or at high risk 

of fracture

Clinical risk factors

Secondary causes

BMD assessment

Shared decision making

Lifestyle changes

Fall prevention

Anti-osteoporosis 

medication

Self management

Adherence

1. Adapted from van den Bergh JP et al. Nat Rev Rheumato 2012;8:163–72.

Identification, diagnosis and management

Use a 
structured 
care model 
for better 
outcomes



Finding the undiagnosed and those at risk of OP
Osteoporosis is an important silent disease like diabetes. Individuals with 
OP

• Feel the fracture (mostly eg Wrist, Humerus and Hip, but vertebrae often 
asymptomatic)

• Feel the loss of function 

• Cannot feel reduced bone density so there is no clue

HOW DO YOU FIND THEM IN A BUSY PRACTICE IF THEY FEEL FINE? 
• Just like diabetes. They cannot feel the BGL unless it is over 12-15 mmol.

• They cannot feel their bone density

WE HAVE SYSTEMS FOR DIABETES, WHY NOT OP?



Who can develop OP?
• Ageing

• The most common cause, especially in postmenopausal 
females

• We can’t stop aging so how can we prevent OP?

• People with clinical risk factors

• What are the risk factors for OP?
• Personal

• Lifestyle

• Comorbidities

• Medications

THINK  ABOUT 
DIABETES AND CAD

FAMILY HISTORY, 
SMOKING, OBESITY, 

ETHNICITY, INACTIVITY, 
BP, MEDICATIONS, 
PREVIOUS EVENTS, 

COMORBIDITIES



 Older than 65 

 A fracture after age 50 –
 Should prompt discussion to determine if the fracture was minimal trauma and 

likely OP related or 

 If not minimal trauma – the circumstances involved but

 NEVER IGNORE

 Family history of osteoporosis or minimal trauma fracture

 Low BMI (and now high BMI)

 Menopause before age 45 

1Red Flag - Personal*

* http://www.osteoporosis.org.au/sites/default/files/files/oa_medical_brochure_2nd_ed.pdf



Low calcium intake (dairy)

More than 10 alcoholic drinks per week

Inactivity

Falls 

Smoker

2

Red Flag - Lifestyle



 Hyperthyroidism 

 Chronic lung disease 

 Cancer 

 Inflammatory bowel disease 

 Chronic liver or kidney disease 

 Hyperparathyroidism 

 Vitamin D deficiency 

 Cushing's disease 

 Multiple sclerosis 

 Rheumatoid arthritis 

3
Red Flag - Comorbidities



 Oral glucocorticoids (steroids) 
 Cancer treatments (radiation, chemotherapy) 
 Thyroid medicine 
 Antiepileptic medications 
 Anti-depressants
 Gonadal hormone suppression 
 Immunosuppressive agents 
 PPI – through impact on Ca absorption

4Red Flag - Medications
4



Action point 5

• Become aware of risk factors for OP and identify those who may 
already have OP

• Think as you do for diabetes (obesity, family history, inactivity, GDM, 
ethnicity, age) and heart disease (BP, lipids, smoking, obesity, family 
history, diabetes) 

• The more risk factors the more likelihood

• Use PENCAT and SEARCH FOR RISK FACTORS or the SPECIFIC PENCAT 
FILTER FOR OP



5. Group Activity 2



Case-finding for osteoporosis – How?

The RACGP recommends assessment of:

All individuals over the age of 50 who sustain a fracture following minimal trauma 

• Includes vertebral compression fracture where there is no history of 
significant trauma

Postmenopausal women and men over the age of 50 with one or more major risk factors for 
minimal trauma fracture 

• The need for assessment is determined by the individual risk-factor profile 



Case 2: *Maria, 60 yo

* real case

• What happened to Maria?

• Slipped in shower, hurt her back and left wrist

• Taken to ED by husband

• Examination/CT scans revealed no # L spine

• Left radius fracture, immobilised

• Letter from orthopaedic specialist “I will review 

6 weeks post fracture”

History and medications:

Hypertension: Amlodopine 5 mg, Irbersartan 300mg

Hyperlipidaemia: atorvastatin 40 mg/day

Depression – sertraline 50mg mane

Carer for her 85 yo mother

Premature menopause 35 years old. HRT ongoing since

BMD 2013 – T score -1.2 Hip, -1.0 spine

Things to consider :

• Does she have OP?

• When should she have had a BMD after 2013

• If risk factors are cumulative, how many red flags 
does she have?

• How do you find these sorts of patients?

• What would a management plan look like?



Case 3: * Susan, 53 yo

• Why did Susan attend?

• Responded to invitation to attend for 

discussion about OP and assessment of 

risk.

• Wants to discuss the menopause and her 

flushes while here

History and medications:

Nil medications

No history of fractures

Active at gym, 

Non smoker, non drinker

Mother OP  - diagnosed aged 70, now 81 years old,  fractures L 

spine

Father OP – aged 86 fall, fracture NOF, dementia 

Things to consider :

• Could she have OP?

• Does she qualify for rebated BMD?

• Should she have a BMD?

• If risk factors are cumulative, how many red flags does she 
have?

• What other information do you need?

• How do you find these sorts of patients?

• What would a management plan look like?

* real case



6. Tools



Tools – coming soon

AusOPRisk



What next for us – AusOPRisk Tool (fashioned on AusD Risk)

Have your parents had a fracture

Are you taking medication….

Have you ever had a fracture 

How much dairy

Have you had or have  RA, CKD …..



Action Point 6

• Technology has the structure and process that we need to find, 
evaluate and manage people with OP



ACTIONS FOR MONDAY

1. Find at risk
1. Link to PAP now 5 years???

2. Men with PSA

3. Look at CKD patients – path labs will give list as well

4. Polypharmacy 

2. Find those who have fractured and slipped through untreated for OP

3. The business model

4. Systems in place to ask about #



Ask your at-risk patients:
1. Have you had a fracture or broken a bone as a result of a fall?

2. If you had had a similar fall when you were younger would you have expected it 
to result in a broken bone?

3. Have you noticed any height loss in the last year?

Supplementary questions, do you ask about:

1. Risk factors/medications that increase fracture risk?

2. Fall risk; eyewear, dizziness, nocturia, osteoarthritis, muscle weakness

Do you have a systematic approach, resources to help save time, 
tools to optimise outcomes,? Do you know where to start?



7. REFRAME – filling the gap



7. REFRAME – filling the gap



7. REFRAME – filling the gap



7. REFRAME – filling the gap

Helping with systems, processes and tools to identify,  
diagnose, assess and manage the patient in GP with OP.



Summary of action points

• Poor Bone Health is common and has high prevalence- FIND THEM

• BE PROACTIVE in interventions to change outcomes. If not us then who?

• Fractures change lives. Use STRUCTURED CARE to develop systems to help 
PREVENT FRACTURES AND FALLS

• Become aware of risk factors for OP. Think as you do for diabetes and CAD. 
The more risk factors the more likelihood. Use PENCAT and SEARCH FOR RISK 
FACTORS or the SPECIFIC PENCAT FILTER FOR OP

• Technology has the structure and process that we need to find, diagnose, 
assess and manage people with OP



8. Q&A



Thank you


