








Put the Three | s into action

O 1oenirication

IMPACT:

In a meta-analysis, programs that addressed Identi cation
showed that 25% of patients receive BMD testing, and
13% receive osteoporosis treatment.” No study has been
conducted on BMD testing or treatment in programs that
did not focus on identification

MONITORING:
Percentage of patients with a fragility fracture identified by
a post-fracture care program within defined time frame?

@ 2 wesreamon

IMPACT:

In a pilot study in 3 open systems, after 6 months,
92.9% of patients enrolled in a PFC program received
BMD testing compared to 21.2% of those not enrolled®

MONITORING:

* % of identified patients who have a bone health
assessment (e.g., DXA scan) within 3 months of
incident fracture?

* % of identified patients who have a falls risk
assessment within 3 months of incident fracture?

EXAMPLE APPROACHES:

* Diagnostic/fracture codes (ICD-10 M80) used to query for
fragility fractures in target populations, such as those age
50 or older3#

* Flags in EMR systems used to help identify patients at risk®

* EMR and billing systems reviewed for OP- or fracture-related
discharge diagnoses or procedures

* Patient lists generated by residents, advanced practice
practitioners, nursing staff, or a hospital census used to
identify post-fracture care program candidates®

EXAMPLE APPROACHES:

 Specific patient groups (e.g., age 50+ with a history of
fragility fractures) have been targeted for BMD testing*

« Peripheral screening technology (e.g., heel ultrasound
machine) was used if there was limited access to central
BMD testing®®

e Evidence-based screening algorithms, standardized order
set, or other referral processes to ensure screening and
appropriate diagnosis were used?#

¢ Uniform interpretation packages developed for both heel
ultrasound and DXA to ensure interpretation accuracy®

O s wrewenion

IMPACT:

In a pilot study of PFC in 3 open systems, patients
received individualized treatment plans and after 6
months, 54% of program patients received therapy
vs 20% of those not in the program

MONITORING:

* % of assessed patients offered bone-protection
treatment within 3-6 months of incident fracture®”

* % of assessed patients referred for falls
assessment or intervention within 3-6 months
of incident fracture®”

EXAMPLE APPROACHES:

* Treatment algorithms and guidelines developed to assist
providers in making personalized, informed decisions for
patients®®

e Seminar sessions utilized to educate HCPs on intervention
options and guidelines®

* Booklets with osteoporosis algorithms, diet information,
secondary causes of osteoporosis, BMD measurement,
medications, developed and distributed to HCPs®

* Discharge sheets for patients with fragility fractures have
been developed that include prescriptions for calcium and
vitamin D, as well as a referral to physical medicine or
physical therapy for fall-prevention education”
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After implementing the three “I”’s, consider acting on these elements

In addition to improving quality of care for patients, these elements can help document and validate the success of your PFC.

© 4. INFORMATION

Develop a program to educate patients about OP, the risks of fractures, and risks/benefits of OP treatment.

Offer relevant information about OP, risk factors for fracture, lifestyle interventions (e.g., nutrition, exercise), treatment options
and their risks/benefits, and fall prevention on your web site, in brochures or leave behinds (possibly large print), and in
languages appropriate to your patient base.®

* Review whether patients are given OP information during discussions with their HCPs
 Provide OP educational materials at discharge

5. INTEGRATION

Take a system-wide approach to manage each patient’s long-term OP care plan across multiple providers, and track
patient outcomes.

Through the integration of patient care and information across multiple sites/providers within your system, your program can
improve outcomes, and demonstrate the value and sustainability of PFC. This integration will also support and encourage
patient compliance.

* Assign a post-fracture point of contact to communicate with other providers in your institution

» Conduct survey for post-fracture patients to ascertain their level of satisfaction with care

6. DATABASE

Develop a database to manage patients who have had a fragility fracture.
Align your data capabilities and data structure to help understand gaps in care and population health over time.

* Review data currently collected by your institution relative to post-fracture patients, such as lab tests, results, medical
and pharmacy interventions

e Ensure multiple providers are able to share post-fracture patient information

@ 7. QuALITY

Develop a method to annually track the quality of post-fracture care.

Establish baseline for post-fracture patients to encourage iteration and improvement of PFC service.
* Choose a QA framework that includes audit cycles, peer review, and patient care influencer experience measures

* Compare your current program to the Healthcare Effectiveness Data and Information Set (HEDIS), which has been
used to track post-fracture care programs
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Amgen can provide additional educational materials for your PFC.

( Contact your account manager for more resources.)
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