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Secondary prevention of osteoporosis among general practitioners
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SOUHRN
Blazkova S., Vytiisalova M., Stépan J., Palicka V., Byma S., Hala T., V1ek J.: Sekundarni prevence osteoporézy mezi praktickymi l6kati
Cile: Prakticti lékaii maji kliCovou roli v prevenci a 1é¢bé osteopordzy (OP). Cilem této studie bylo zhodnotit jejich aktivity v sekun-
darni prevenci OP.
Metodika: Analyzovali jsme dotaznikovy priizkum realizovany na vzorku nahodné vybranych praktickych lékait (PL) v Ceské repub-
lice. Hodnotili jsme demograficka data, vnimani dulezitosti ulohy PL v boji proti OP, hodnoceni rizika a management OP a jejich ba-
riéry.
V}"si,edky: Navratnost dotazniku byla 38% (n = 525), primérny vék respondenta byl 52 let. Frakturu jako dusledek osteoporézy zvazu-
je 91 % respondenti, ale vice nez polovina z nich pouze ob¢as nebo vyjimecné. Osteologickou etiologii zvazovali ¢asté&ji kvuli véku pa-
cienta a nepfiméfené malému urazu, ktery zlomeninu zpusobil. Rizikové faktory OP (jiné nez vék) uvadélo 70 % respondentii.
Nejcastéjsi aktivitou PL nasledujici po fraktufe je odeslani pacienta ke specialistovi (82 %), doporuceni upravy Zivotniho stylu (64 %)
a predepsani pfipravki s vapnikem/vitaminem D (61 %). Méné nez polovina PL uvedla snahu zajistit prevenci pada.
Zavér: Prakticti lékafi se ucastni sekundarni prevence osteoporozy, ale mohli by byt vice zainteresovani a mohli by mit vétsi povédo-
mi o prevenci OP. Je dulezité je motivovat, aby se stali aktivnéjsimi v managementu osteoporotickych fraktur.
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SUMMARY

Blazkova S., Vyttisalova M., Stépén J., Palicka V., Byma S., Hala T., VI¢ek J.: Secondary prevention of osteoporosis among general
practitioners

Objectives: General practitioners (GPs) should play an integral role in the prevention and treatment of osteoporosis (OP). The objec-
tive of this study was to evaluate their activities in the secondary prevention of OP.

Methods: We analyzed a postal questionnaire survey among a randomly selected sample of GPs practicing in the Czech Republic.
Information on demographic data, attitude to the GP’s role in the fight against OP, OP risk assessment and management and their
barriers were analyzed.

Results: The questionnaire return rate was 38 % (n = 525) and the respondents’ mean age was 52 years. Fracture as a consequence of
OP was considered by 91% of respondents, but by more than half of them only sometimes or exceptionally. Osteoporotic etiology was
most often suspected because of the patient’s age and of the fact that the fracture was caused by a relatively low impact. Risk factors
(other than age) were reported by about 70 % of respondents. The most frequent GP post-fracture activity was referral to a specialist
(82 %), recommendation for lifestyle adjustments (64 %) and prescription of calcium /vitamin D supplements (61 %). Less than half of
GPs stated instruction on fall prevention.

Conclusions: GPs take part in the secondary prevention of OP, but they could be more deeply interested in and have greater aware-
ness of the prevention of OP. It is important to motivate GPs to become more active in the management of OP fractures.

Keywords: general practitioner, secondary prevention, osteoporosis, fracture

Osteologicky bulletin 2012;17(1):32-35

Adresa: Mgr. Sarka Blazkova, Department of Social and Clinical Pharmacy, Faculty of Pharmacy in Hradec Kralové, Charles
University in Prague, Heyrovského 1203, 500 05 Hradec Kralové, Czech Republic, e-mail: blazkova@faf.cuni.cz

Doslo do redakce: 21. 11. 2011
Prijato k tisku: 10. 4. 2012

32

Osteologicky bulletin 2012 c. 1 roc. 17




PUVODNi PRACE

Introduction

Osteoporosis (OP) is an important health, economic and
social concern for an ever increasing proportion of the el-
derly population. Fragility fracture is a major risk factor for
the future event: following the first vertebral fracture, pa-
tients have a four to five times increased risk of experien-
cing subsequent fracture within the next year [1]. In the light
of this fact, the national OP guidelines (including the Czech
ones) recommend specific treatment not only in women
with OP values of BMD but also in those with a history of
OP fracture [2]. A history of fracture is also one of the in-
put variables for the FRAX tool that predicts the ten-year
risk of fracture after entering a patient’s clinical risk factors
and femoral neck BMD if available [3,4].

Effective therapeutic options that reduce by about half the
risk of fracture are currently available in routine clinical
practice [5]. However, at eight months after fragility fractu-
re, adequate treatment is provided to as few as 16 % of wo-
men [6] and 10 % of men [7] in Canada, 20 % of women [8]
in the USA and 18 % [9] to one third of women [10] in
Australia.

The objective of this study was to evaluate the activities of
general practitioners (GPs) in the secondary prevention of
OP.

Methods

We analysed data from a two-round postal questionnaire
survey. The addressed GPs were a randomly selected sam-
ple of GPs practicing in the Czech Republic. A four-page
questionnaire (including a cover letter) with multiple choice
questions was distributed in 2007. The questionnaire collec-
ted information on demographic data, attitude to the GP’s
role in the fight against OP, OP risk assessment and mana-
gement and its barriers, knowledge of OP and sources of in-
formation. The method has been described in detail else-
where [11].

Knowledge of OP was assessed using 21 items (mostly
with two response alternatives) that covered general infor-
mation and essential risk factors, epidemiology, prevention
and consequences. Each correct response scored one point.
The total osteoporosis knowledge score was used as a con-
tinuous variable in statistical analysis.

Statistical analysis

The results are given as valid percentages of the number
of respondents (N) who answered the given question. To in-
vestigate the associations between variables, Kendall corre-
lations for two continuous (ordinal) variables and Mann-
Whitney test for dichotomous and continuous (ordinal)
variables were used. P < 0.05 was considered statistically
significant.

Results

As has been published in more detail, the questionnaire
return rate was 38 % (525 respondents, mean age 52 years,
61.5 % of women). The demographic data are listed in Table I.
Only 7 % of respondents rate the GP’s role in the fight
against OP as small, the remaining part rate the GP’s role as
either medium (56 %) or essential (38 %). The mean know-
ledge score was 12.2 + 3.3 of 21 possible points [11].

When facing a patient with fracture, OP as a cause is con-
sidered by 91 % of respondents: 9 % of them always con-
sider OP as a cause of fracture, 31 % do so often, 55 %
sometimes and 5 % exceptionally. The cause of OP is con-
sidered more often by the GPs who rate their role in the
fight against OP higher (p = 0.009).

The reasons for suspecting OP fracture are listed in
Table II. OP fracture is suspected because of a relatively
low impact that caused the fracture, patient’s age and risk
factors more often by the GPs with a higher knowledge sco-
re (p < 0.001 for each reason).

The steps taken by the respondents when facing a patient
with fracture as a consequence of OP are reviewed in Table III.
If the GP refers the patient to a specialist (82 % of GPs do
s0), most referrals are to an osteologist or orthopedist, fol-
lowed by rheumatologist, internist or another specialist.
Proactive management (fall prevention, prescription of cal-
cium/vitamin D supplements, lifestyle changes and referral
to a specialist) is most frequently reported by the GPs with
a higher knowledge score (p < 0.001 for each activity). Fall
prevention is most often recommended by male (p = 0.004)
and younger GPs (p = 0.008).

Discussion

This analysis of activities within the secondary preventi-
on of OP is part of a comprehensive questionnaire survey
“Barriers to management of osteoporosis-related fractures
among general practitioners*. Some results have already be-
en published [11]. It is the first attempt to map the attitudes
of GPs towards the prevention, diagnosis and treatment of
osteoporosis in the Czech Republic. Questionnaire survey is
the only way, how to assess this topic.

Table |

Characteristics of the study population
age N =495
mean (range) 52 (30-83)
< 50 years (%) 33
50-60 years (%) 46
> 60 years (%) 21
Length of professional experience N =477
mean (range) 25 (1-53)
gender N =501
male (%) 38.5
female (%) 61.5
Community size N =499
< 2000 population (%) 16
2000-10 000 population (%) 31
10 000-100 000 population (%) 33
> 100 000 population (%) 20
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Possible selection bias (the higher participation of GPs
who are better acquainted with the studied area) is an ex-
pected limitation to our study. As has been described in de-
tail elsewhere [11], the bias should not be too great. Some
respondents could overrate their own activities.

OP as a cause of fracture is considered by most respon-
dents, most frequently due to striking characteristics. Pro-

Table Il
Question: On what grounds do you suspect osteoporosis
as a cause of fracture? (multiple choice, please underline
the most relevant option, if any): N = 525

Yes
(most relevant option),
%

The suspicion/diagnosis

has been reported by the specialist 36.8 (0.8)
The fracture was caused

by a relatively low impact 83.5 (7.5)
Patient’s age 83.9 (3.6)
Osteoporosis risk factors

(other than age) 68.6 (4.0)
Fracture location 50.8 (1.3)
Other 5.4 (0)

Table IlI
Question: What steps do you take when facing a patient
with a fracture as a consequence of osteoporosis?
(multiple choice, please underline the most relevant
option, if any): N = 525

Yes
(most relevant option),
%
I provide instruction
on fall prevention. 39.4 (0.4)
I prescribe calcium/vitamin D
supplements. 61.3 (2.5)
I recommend lifestyle changes
(appropriate diet, physical activity). 63.7 (2.5)
I refer the patient to a specialist,
if not yet under follow up. 81.8 (4.0)
I take other steps. 2.7 (0)
The patient presents after full
recovery and there is no need
for intervention. 1.7 (0)
The patient is not likely to present
for a post-fracture check-up
and thus there is no opportunity
for intervention. 2.1 (0)

active post-fracture care is reported more often by GPs with
a higher awareness of OP. Mean score of 12 of possible 21
points in the knowledge assessment should be considered as
alerting in this context.

When facing a patient with fracture, OP as a cause is con-
sidered by most respondents (91 %), but more than half of
them consider OP as a cause of fracture only sometimes.
One of the possible reasons might be a lack of ownership of
the responsibility for treating OP [12].

In the Czech Republic, the GPs readily prescribe calcium/
vitamin D supplements. As antiresorptive (and osteoanabo-
lic) drugs can only be prescribed by selected outpatient spe-
cialists, close collaboration between the GPs and these spe-
cialists is needed for the management of OP. Expectedly,
OP as a cause of fracture is more frequently considered by
the GPs who rate higher their role in the fight against OP.
The most frequent reasons for suspecting an OP-related
fracture (> 80 % of respondents) are the patient’s age and
a relatively low trauma that has caused the fracture, i.e. stri-
king characteristics. Risk factors requiring a deeper analysis
are reported by about 70 % of respondents.

In the assessment of the knowledge of OP, including the
risk factors, the respondents obtained a mean score of 12 of
possible 21 points. Improvement could be achieved by using
simple tools such as FRAX for fracture risk assessment.
Expectedly again, OP as a cause of fracture is suspected
because of risk factors, a relatively low trauma and the pa-
tient’s age most often by the GPs with a higher knowledge
score.

According to the Czech OP guidelines [2], any patient af-
ter fracture should receive specific therapy which is cove-
red, at least in part, by the health insurance company, when
prescribed by a specialist. Nevertheless, referral to a specia-
list after OP-related fracture was only reported by 82 % of
GPs in our survey.

More than 60 % of respondents recommend lifestyle
changes and prescribe calcium/vitamin D supplements. In
a similar survey conducted in Israel, 75 % of GPs recom-
mended to patients after fracture that they should quit smo-
king, 57 % of GPs instructed them to increase physical acti-
vity, 39 % of GPs prescribed vitamin D and 51 % 1-alpha
D3 [13]. In Australia, 24 % of patients after fracture repor-
ted to have been instructed to increase calcium intake and
33 % of patients were told to increase physical activity.
Since the Australian survey addressed the patients, it is not
clear whether these recommendations were actually given
by the GPs [9]. Less than half of GPs report to provide in-
struction on fall prevention to patients after OP-related frac-
ture; nevertheless, fall is often a cause of fracture and fall
prevention should be an integral part of post-fracture care.

Expectedly again, proactive post-fracture care (fall pre-
vention, prescription of calcium/vitamin D supplements, re-
commendation of lifestyle changes, referral to a specialist)
is reported more often by the GPs with a higher awareness
of OP (higher knowledge score, higher self-rating of the
role in the fight against OP). Surprisingly, the instruction on
fall prevention is more often provided by the male and youn-
ger GPs. A possible explanation is that these GPs more rea-
dily participate in various physical activities and thus are
more aware of the risk of accidents including falls.
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As has been shown, the extent of the knowledge of OP has
a significant impact on the post-fracture management. The
knowledge has a positive effect on the GP’s initiative.
Education of GPs to raise their awareness of the issue is the-
refore essential, particularly in the light of the fact that
a 57 % score was only obtained for the knowledge of OP.
Nevertheless, a lack of knowledge is only one of the barri-
ers to OP management in primary care and is not conside-
red as the most important by the GPs [11].

Conclusion

General practitioners participate in the secondary preven-
tion of osteoporosis. Their role could be emphasized becau-
se they are the first contact for patients. It could be achieved
by closer cooperation between GPs and specialists, continu-
ing education, implementation of simple fracture risk as-
sessment tools into clinical practice (i.e. FRAX) and increa-
sing ownership of the responsibility for treating OP by
allowing prescribing specific treatment.

Acknowledgements

The project was fully supported by The Charles University
Grant Agency (grant GAUK 103107/2007/C/FaF) and SVV
265005.

We acknowledge all GPs, who responded our question-
naire. There was no conflict of interest.

References

1.

—
—_

Klotzbuecher CM, Ross PD, Landsman PB, Abbott TA 3rd, Berger M. Patients
with prior fractures have an increased risk of future fractures: a summary of the li-
terature and statistical synthesis. J Bone Miner Res 2000;15:721-739.

Bayer M, Jeniek S, Kuerovi I, Palicka V, Kutilek S, Rosa J. Doporugené postu-
py pro diagnostiku a 1é¢bu osteoporézy II. Cast prvni. Osteol bull 2007;1:27-33.
FRAX: WHO Fracture Risk Assessment Tool; http://www.shef.ac.uk/FRAX/ last
access 10/Jan/2010.

Kanis JA, Johnell O, Oden A, Johansson H, McCloskey E. FRAX and the assess-
ment of fracture probability in men and women from the UK. Osteoporos Int
2008; 19:385-397.

Delmas PD. Treatment of postmenopausal osteoporosis. Lancet 2002;359:
2018-2026.

Bessette L, Jean S, Davison KS, Roy S, Ste-Marie L-G, Brown JP. Factors influ-
encing the treatment of osteoporosis following fragility fracture. Osteoporos Int.
2009;20:1911-1919.

Papaioannou A, Kennedy CC, loannidis G, Gao Y, Sawka AM, Goltzman D,
Tenenhouse A, Pickard L, Olszynski WP, Davison KS, Kaiser S, Josse RG,
Kreiger N, Hanley DA, Prior JC, Brown JP, Anastassiades T, Adachi JD; CaMos
Research Group. The Osteoporosis care gap in men with fragility fractures: the
Canadian Multicentre Osteoporosis Study. Osteoporors Int 2008;19:581-587.
Teng GG, Warriner A, Curtis JR, Saag K. Improving Quality of care in
Osteoporosis: Opportunity and Challenges. Curr Rheumatol Rep 2008;10:123-130.
Bliuc D, Ong CR, Eisman JA, Center JR. Barriers to effective management of os-
teoporosis in moderate and minimal trauma fractures: a prospective study.
Osteoporos Int 2005;16:977-982.

. Eisman J, Clapham S, Kehoe L. Osteoporosis Prevalence and Levels of Treatment

in Primary Care: The Australian Bone Care Study. J] Bone Miner Res 2004;19:
1969-1975.

. Blazkovi S, Vytiisalovd M, Palika V, Stépan J, Byma S, Kubena AA, Héla T,

Vicek J. Osteoporosis risk assessment and management in primary care — focus on
quantity and quality. J Eval Clin Pract 2010;16(6):1176-1182.

. Levinson MR, Clay FJ. Barriers to the implementation of evidence in osteoporo-

sis treatment in hip fracture. Intern Med J. 2009;39(3):199-202.

. Werner P, Vered I. Management of osteoporosis: a survey of Israeli physicians’

knowledge and attitudes. Isr Med Assoc J 2000;2:361-364.

Osteologicky bulletin 2012 ¢. 1 roc. 17

35 |




