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Example Project Initiation
Document (PID)


This Project Initiation Document (PID) is shared as an example from an existing Fracture Liaison Service (FLS) team hoping to improve their current FLS. It is intended to support the development or improvement of a FLS within your organisation. It should be tailored to reflect local priorities, data, governance arrangements and service context and not copied without change. 
 
Please note that not all content or sections in this PID will be relevant in every context. 

We have anonymised the document and said where your own data will need to be added.  Sections that particularly require customisation are marked with [XXXX] throughout the document.

	Recommendations and guidance 
Is shown in blue boxes like this one.  This text should not be included in your project initiation document.  



Disclaimer 
Every effort has been made to ensure that the information contained within this document is accurate and in full compliance with UK law and best practice at the time of writing.  There is no guarantee as to the accuracy or reliability of any information contained in this document.  Use of the information contained in this document is at the user’s risk, and the Royal Osteoporosis Society accepts no liability whatsoever.
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1. Introduction – Case for Change  

 
Fracture Liaison Services (FLS) are nationally recognised as an effective pathway to systematically identify, treat, and refer to appropriate services all eligible patients aged 50 and older within a local population who have suffered fragility fractures.  Thereby reducing and preventing their risk of subsequent fractures. 

Hip fracture accounts for the majority of hospital and outpatient costs related to all osteoporotic fractures. This establishes a significant burden on health and social care resources, plus the impact of fractures on individuals can be devastating, leading to loss of independence, mobility, and capacity to carry out everyday tasks.
 
There is strong evidence that patients who are at the highest risk of fragility fracture benefit the most from intervention and treatment. People who have had one fracture also remain at a two- to three-fold greater risk of sustaining another secondary fracture, and 23% of secondary fractures in women aged over 50 occur within one year of the first event.  Therefore, initiating treatment for these people in a timely way reduces and prevents the likelihood of further fracture.

FLS provides a partial service for the county due to the current workforce constraints.  Adequate resourcing will provide a high-quality service resulting in a reduction of fractures, leading to significant cost savings and increased patient experience.  Thousands of bed days will be saved, plus improved outcomes for patients in terms of reduction in pain and disability, and promotion of healthy ageing. 

FLSs are a preventative service and facilitate the fulfilment of this.  Organisations with an FLS were found to have a 40% reduction in the 3-year risk of secondary fragility fractures to major bones and a 30% reduction of re-fracture to any bone compared with organisations without an FLS. FLS is associated with reduced mortality, and it is cost-effective. Effective secondary fracture prevention throughout the NHS would prevent over 46,000 avoidable fragility fractures (including nearly 20,000 hip fractures) over 5 years in the UK. In recognition of this, the Government has mandated the roll-out of Fracture Liaison Services nationwide by 2030 (NHS 10Yr plan) 

 

The situation in [Your Health System]
All FLSs are mandated to upload data to a national audit managed by the Royal College of Physicians FFFAP (see https://www.fffap.org.uk/FLS/charts.nsf/).  2025 [or relevant year] data from the Fracture Liaison Service Database (FLS-DB) demonstrates current performance in [Your Health System]. The table below shows the number of patients treated and the high proportion of high-risk patients left untreated due to gaps in the service.




	
	Target
	Health System

	Expected fractures (identified)
	
	

	Identification Non-spine fractures
	80%
	

	Identification Spine fracture
	80%
	

	FLS assessment < 90 days
	80%
	

	DXA assessment < 90 days
	80%
	

	Falls assessment 
	80%
	

	Treatment recommendation
	50%
	

	Strength and balance referral < 16 weeks
	80%
	

	16 week follow up
	80%
	

	Treatment within 16 weeks
	80%
	



	The Annual Estimated Fragility Fractures can be found on the FLS-DB. It is shown in column Rx5*, as it is the total number of hip fractures (from the national hip fracture database) multiplied by 5.

The ROS can help with this table if needed.



Missed Opportunities Table 
	Health System
	Annual Estimated Fragility Fractures
	Percentage of Fragility Fractures Identified according to the FLS-DB
	Number of Patients Missed

	
	
	
	

	
	
	
	

	
	
	
	




2. National, Regional and Local Drivers 

Local Priorities

	Depending on the area you are writing this PID for, there will be different local priorities that you can use. The list below has some recommendations of what you can use: 
· Joint forward plan 
· Integrated Care Strategy 
· Joint Local Health and Wellbeing Strategy
· The Joint Strategic Needs Assessment 

The text left in this section highlights how you can use your strategies to support your case for a new/improved FLS. 



The Joint Strategic Needs Assessment includes several priorities which this proposal will directly address, including: 

· Maximise independence and minimise time spent in ill health by reducing disease
· The importance of primary and secondary prevention to reduce co-morbidities and time spent in ill health 

The FutureCare programme has, as part of its remit, a mandate to improve acute capacity by releasing bed days and avoiding unnecessary people per year having an unnecessary hospital stay. 

As the number of people on effective treatment builds, the number of fractures prevented will rise.  The table below shows estimates of the number of fragility fractures prevented as a result of the investment described in this document.

	The number of fragility fractures prevented and bed days saved over 5 years is information that can be calculated by the ROS using the FLS Cost-Benefit Tool. If you don’t already have this information, you can contact the ROS at FLS@theros.org.uk. 



	Number of fragility fractures prevented over 5 years

	Year
	Hip fracture (inpatient)
	Other fracture site (inpatient)
	Other fracture site (outpatient)
	Clinical vertebral
	All fragility fractures

	Year 1
	
	
	
	
	

	Year 2
	
	
	
	
	

	Year 3
	
	
	
	
	

	Year 4
	
	
	
	
	

	Year 5
	
	
	
	
	

	All years
	
	
	
	
	



As the number of prevented fractures increase, the estimated number of bed days used to treat low trauma fractures will fall.  By year 5, the reduction is estimated at around [XXX] bed days per year. The table below shows the expected reduction in bed day usage as a result of the fractures prevented by the FLS.  

Estimated reduction in bed days as a result of fractures prevented
	Year
	Acute bed days
	Rehab bed days
	All bed days

	Year 1
	
	
	

	Year 2
	
	
	

	Year 3
	
	
	

	Year 4
	
	
	

	Year 5
	
	
	

	All years
	
	
	



[Your Health System] Joint-Forward Plan 2023-2028 identifies Healthy Ageing as one of its priority healthcare challenges. Increasing frailty is a well-documented outcome from fragility fractures.  Therefore, a properly resourced FLS working to published standards will contribute directly to achieving this. 
 
Regional Priorities

NHS RightCare, whose pathways are designed to support local health economies in concentrating their improvement efforts where there is greatest opportunity to address variation and improve population health, recommends that commissioners focus on three priorities, including: falls prevention; detecting and managing osteoporosis; and providing optimal support after a fragility fracture. They identify fracture prevention services, incorporating as a high-value intervention on the basis that effective case-finding and appropriate drug treatment reduces risk of further fractures by up to 50%. The FLS model has demonstrated that it is uniquely effective in preventing secondary fractures by delivering assessments to 95-97% of at-risk patients within the local population as opposed to only 25% of patients being assessed under the current standard of care.  

National Priorities

Fit for the Future: the Government’s 10-year Plan for the NHS, identifies that people are living too long in ill health and places an emphasis on moving from sickness to prevention. The 10 Year Plan states the Government’s intention to mandate 100% coverage of FLS across England by 2030.  

Public Health England’s Falls and Fragility Fracture Consensus statement (2017) recommends the establishment of comprehensive FLS as an evidence-based, cost-effective, preventative intervention that can help to improve the health of the population and reduce health and care service demand.) 

Adult Orthopaedic Trauma - GIRFT Programme National Speciality Report recommends the establishment of FLS and that trusts should ensure that patients, over the age of 50, who sustain a fracture either from a low-energy mechanism (such as a fall from a standing height or less) or with no clear history of trauma are identified. Following identification, there should be an active, robust mechanism for assessing the patient for increased bone fragility and associated high risk of further fractures and ensuring the patient is initiated on bone-sparing treatment where appropriate. Appropriately resourced secondary fracture prevention services (often referred to as Fracture Liaison Services) should be in place to ensure this happens in a reliable and consistent manner. This is in accordance with recommendations in the Best Collaborative Pathway Improvement Programme's High Impact Restoration Strategy.

3. Objectives
Objectives are in line with the recommendations of the Royal College of Physicians Falls and Fragility Programme and will be measured, where relevant, against the KPIs of the Fracture Liaison Service Database Audit (FLSDB), which is a National HQIP Audit.

	The objectives below are specific to this example. Your objectives will need to be decided based on the current state of your FLS and the goals you hope to achieve.  




	Ref
	Objective
	Measured by
	Quality, Delivery, Compliance or Cost Achievements
	Completion Date

	1
	Prevent 2ry fragility fractures through effective identification, treatment and follow up of pts with osteoporosis
	Will require modelling.  Expected vs actual fragility fracture numbers
	See section 13 for detail across 5 years
	24 months from commencement and every 12 months thereafter

	2
	Release available beds in acute sector through reduction of unplanned admissions for fragility fracture
	Will require modelling.  Expected vs actual fragility fractures adjusted for expected LoS
	See section 13 for detail across 5 years
	

	3
	Achieve expected rate of identification - non-spine fractures
	FLS Database.  KPI 2
	 
	Data routinely available via web.  Aim to achieve all benchmarks 24 months from implementation 

	4
	Achieve expected rate of identification - spine fractures
	FLS Database.  KPI 3
	 
	

	5
	Achieve expected rate of initiation on treatment
	FLS Database.  KPI 7
	 
	

	6
	Achieve expected rate of persistence on treatment as a result of effective follow up
	FLS Database.  KPI 11
	 
	

	7
	Agree standard FLS pathway for all eligible patients 
	Pathway disseminated and adopted by all parties
	Reduce inappropriate referrals.  Minimise care inequity
	

	8
	Agree referral criteria for DXA scanning in line with ROS DXA Prioritisation Tool
	Criteria adopted by radiography and FLS and disseminated to all referrers
	Reduce inappropriate referrals.  Optimise scan capacity to reduce waiting times
	

	9
	Agree pathology assays, treatment recommendations and monitoring parameters with relevant stakeholders.  
	Secure approval Dorset Bone/Osteoporosis MDT 
	 
	

	10
	Agree and disseminate Zoledronic acid pathway to ensure patients are referred to FLS instead of Rheumatology.  
	Audit numbers of patients on FLS dataset
	 
	




4.   Scope

In scope
· Patient cohort - Patients aged 50 years and above who have sustained a fragility fracture (fall from standing height or less) admitted to or treated in ER 

· Workforce – recruitment / selection / training / deployment

· Digital – integration with [Your digital Systems].  Progressive use of digital solutions for case finding and follow up

· Quality and performance - Royal Society of Osteoporosis clinical standards.  Upload to National Fracture Liaison database[endnoteRef:2] [2:  https://www.fffap.org.uk/fls/flsweb.nsf
] 


· Office space and facilities

· Finance and contracting – staging and ramp-up of implementation.  Activity planning

· Pharmacy – demand, stockholding and home care services

· Radiography - DXA capacity and X-ray reporting

· Primary Care – including referral criteria and clinical messaging

· Treatment & Investigation Unit and Medical Day Unit – capacity for additional infusions

Not in Scope
Primary Prevention – patients who are diagnosed with osteoporosis but have not sustained an index fracture are not included 

Patients who:
· Are out of age range
· Have complex osteoporosis 
· With periprosthetic fracture 
· With pathological fracture 
· With fractures of skull, digits, carpals, cervical spine, ribs 
· Who have suffered a fracture resulting from high trauma 
· Who are admitted for treatment of fragility fracture but not included in ICS population (e.g. holidaymakers)


5.   Existing Arrangements / Current Process

Workforce 

The table below shows current staffing levels at the [Health System] sites.  We have also standardised the WTE per 1,000 incident fractures to highlight the discrepancy in staffing levels based on expected demand.

	This is only relevant if there is already an existing FLS in place 



	Current staffing
	 
	 
	 

	 
	 
	 
	 

	 
	Health System 1
	Health System 2
	Health System 3

	Nursing
	 
	 
	 

	Band 3
	0.00
	0.00
	0.00

	Band 4
	0.00
	0.00
	0.00

	Band 5
	0.00
	0.00
	0.00

	Band 6
	0.00
	0.00
	0.00

	Band 7
	0.00
	0.00
	0.00

	Radiograhy
	 
	 
	 

	Band 4
	0.00
	0.00
	0.00

	Band 5
	0.00
	0.00
	0.00

	Band 6
	0.00
	0.00
	0.00

	Band 7
	0.00
	0.00
	0.00

	Administration
	 
	 
	 

	Band 2
	0.00
	0.00
	0.00

	Band 3
	0.00
	0.00
	0.00

	Band 4
	0.00
	0.00
	0.00

	Other health prof.
	 
	 
	 

	Band 3
	0.00
	0.00
	0.00

	Band 4
	0.00
	0.00
	0.00

	Band 5
	0.00
	0.00
	0.00

	Band 6
	0.00
	0.00
	0.00

	Band 7
	0.00
	0.00
	0.00

	Consultant
	 
	 
	 

	Threshold 2b
	0.00
	0.00
	0.00

	 
	 
	 
	 

	Nursing
	0.00
	0.00
	0.00

	Radiography
	0.00
	0.00
	0.00

	Administration
	0.00
	0.00
	0.00

	Other health prof.
	0.00
	0.00
	0.00

	Consultant
	0.00
	0.00
	0.00

	 

	The skill mix shown below (WTE per 1000 incidents) was calculated by the ROS based on expert professional input.


 

	WTE per 1000 incident fractures
	 
	 

	Estimated incident fractures
	1,803
	4,844
	6,648

	Nursing
	0.55
	0.33
	0.39

	Radiography
	0.00
	0.00
	0.00

	Administration
	0.44
	0.17
	0.24

	Other health prof.
	0.00
	0.00
	0.00

	Consultant
	0.06
	0.01
	0.02




Current Process

The table below highlights the practice and processes.  Additional detail on the patient pathway is shown in Appendix A.

	This table should be kept simple and brief, with more detailed information being provided in the Appendix




	 
	Hip fracture (inpatient)
	Other fracture site (inpatient)
	Other fracture site (outpatient)
	Clinical vertebral

	Identification
	
	
	
	

	Assessment
	
	
	
	

	Treatment
	
	
	
	

	Monitoring
	
	
	
	



[bookmark: _Toc131666639]
6.   Requirements & New Arrangements

Additional workforce to maximise benefits

Current workforce does not support service delivery to: 
· Achieve rates of case finding, treatment and follow-up to minimise preventable fragility fractures 
· Optimise available benefits in the form of bed day reductions and cash equivalent benefits 
· Ensure equity of care across [Health System] population
· Facilitate upload of data to national FLS database and thereby support performance and benchmarking leading to ongoing service improvement
The table below shows the proposed additional workforce to achieve a high-quality FLS and achieve benefits as set out in this document.

	If needed, the ROS can assist in calculating the information for the table below  


	
All organisations
	 
	 
	 
	 

	 
	Current staff
	Proposed additional staff (WTE)
	Total staff
	Estimated additional staff (Cost per year)

	Nursing
	 
	 
	 
	 

	Band 3
	0.00
	0.00
	0.00
	£0

	Band 4
	0.00
	0.00
	0.00
	£0

	Band 5
	0.00
	0.00
	0.00
	£0

	Band 6
	0.00
	0.00
	0.00
	£0

	Band 7
	0.00
	0.00
	0.00
	£0

	Radiograhy
	 
	 
	 
	 

	Band 4
	0.00
	0.00
	0.00
	£0

	Band 5
	0.00
	0.00
	0.00
	£0

	Band 6
	0.00
	0.00
	0.00
	£0

	Band 7
	0.00
	0.00
	0.00
	£0

	Administration
	 
	 
	 
	 

	Band 2
	0.00
	0.00
	0.00
	£0

	Band 3
	0.00
	0.00
	0.00
	£0

	Band 4
	0.00
	0.00
	0.00
	£0

	Other health prof.
	 
	 
	 
	 

	Band 3
	0.00
	0.00
	0.00
	£0

	Band 4
	0.00
	0.00
	0.00
	£0

	Band 5
	0.00
	0.00
	0.00
	£0

	Band 6
	0.00
	0.00
	0.00
	£0

	Band 7
	0.00
	0.00
	0.00
	£0

	Consultant
	 
	 
	 
	 

	Threshold 2b
	0.00
	0.00
	0.00
	£0

	 
	 
	 
	 
	 

	Nursing
	0.00
	0.00
	0.00
	£0

	Radiography
	0.00
	0.00
	0.00
	£0

	Administration
	0.00
	0.00
	0.00
	£0

	Other health prof.
	0.00
	0.00
	0.00
	£0

	Consultant
	0.00
	0.00
	0.00
	£0

	 
	 
	 
	 
	 

	Costs - all additional staff
	 
	 
	£0



Note that all values shown are full year effect.  Necessity for phased implementation means that costs in years 1 and 2 will be lower.  The ROS can support you  to devise a phased implementation plan with detailed costings if the go-ahead is given.

Increase prescribing of anti-osteoporosis medication
There is a very considerable body of evidence to demonstrate that one of the benefits of FLS is achieved through increasing the number of patients on anti-osteoporosis medication who are properly followed up to ensure compliance and therefore persistence of the reduction in risk of fracture.
The Royal Osteoporosis Society has estimated the additional prescribing costs likely for the additional patients that will be identified.  The table below shows an estimate of these costs over 5 years.  
	The cost of treatment is information that can be calculated by the ROS using the Cost-Benefit Tool. If you don’t already have this information, you can contact the ROS at FLS@theros.org.uk. 



	Average cost of treatment per patient - 5 years of treatment for single year cohort

	Year
	Average cost per patient assessed

	Year 1
	

	Year 2
	

	Year 3
	

	Year 4
	

	Year 5
	

	 
	

	All years
	

	 
	 

	Treatment costs per year - cumulative - all cohorts

	Year
	Treatment costs

	Year 1
	

	Year 2
	

	Year 3
	

	Year 4
	

	Year 5
	

	 
	

	All years
	



Note that costs increase as the number of patients on medication grows over time. Falling average cost takes account of small numbers of patients initiated on high cost biologic drugs who then transition to oral medication after 12, 18 or 24 months.
The most commonly prescribed treatment for osteoporosis and the prevention of secondary fragility fractures is highly cost effective at around £1.21 per 28-day prescription. https://bnf.nice.org.uk/drugs/alendronic-acid/medicinal-forms/


7. Options appraisal -

	Scope
	What will the option potentially cover? What are the business needs, service requirements and the required scale of organisational change?


	Solution
	How will the preferred service scope be delivered? This might mean considering available technology or best practice methodologies.

	Delivery
	Who will deliver the preferred scope and solution? It could be internal resources, external providers, or alliances with strategic partners. 

	Implementation
	When will preferred scope, solution and delivery arrangements be implemented? What deadlines, dependencies or constraints are attributed to the options? How long are the phases (or tranches)?

	Funding
	What funding is required to enable the successful delivery of the preferred scope, solution, delivery and implementation options? This could be public or privately funded, or both. Is it capital or revenue? 




	Option 0 
Do Nothing/
Business as Usual
	Option 1 
Implement FLS Improvement Project
	Option 2 
Not considered 

	Scope
Very limited service. Limited ability to ensure patient medication adherence 

	Scope
Establishment of Fracture Liaison service model in accordance with established ROS and RCP/FLSDB criteria.
	

	Solution
LEAN pathway processes-
( in progress). Use existing staff compliment

	Solution
Investment in additional staff and prescribing costs to optimise benefits. Achieve efficiencies through unified processes and introduction of digital solutions over time
	

	Delivery
Existing FLS team, DXA Services

	Delivery
 FLS team, DXA Services
IT and BI to assist with digital platform and active case finding
	

	Implementation
Implement immediately as part of existing service
	Implementation
2 Phases of 6 months each. 6 month Milestones
	

	Funding
Although no funding is required there are still costs associated with ‘do nothing’
	Funding
Recurrent staff costs from [Health System], Office equipment costs 
	



8. Procurement

The FLS will be provided by [XXX] without the necessity for a competitive tendering process.  

Over the first two years of operation, we expect to put in place digital solutions for:
1. Case finding – likely to comprise a machine learning application to identify vertebral fractures opportunistically from CT scans.
2. Case finding – [Digital System] to automate identification of all non-vertebral fractures 
3. Text messaging solution for follow-up of patients at 4 and 12 months with telephone contact for non-responders
From other NHS sites we know that these solutions will release substantive numbers of staff and so will be self-funding.

9. Key Financial Information


Summary – Estimated benefits
	Information for all tables in this section can be provided by the ROS using the Cost Benefit Tool 



Benefits are shown below for cash equivalent and bed days.  
Benefits are shown for all fragility fractures.  Tables are available to show benefit by fracture site and type (hip, inpatient, outpatient, etc).
The table below shows the estimated number of fractures prevented as a result of this improvement.
	Number of fragility fractures prevented over 5 years 
	 

	Year
	Hip fracture (inpatient)
	Other fracture site (inpatient)
	Other fracture site (outpatient)
	Clinical vertebral
	All fragility fractures

	Year 1
	
	
	
	
	

	Year 2
	
	
	
	
	

	Year 3
	
	
	
	
	

	Year 4
	
	
	
	
	

	Year 5
	
	
	
	
	

	All years
	
	
	
	
	



The following values are used to estimate the benefit of fractures prevented.
[image: ]

Estimated fractures prevented are multiplied by expected benefits per fracture.  The table below shows these values for the first five years of operation.
[image: ]
All estimates:  Royal Osteoporosis Society FLS Cost Benefit Tool 
Summary - estimated costs
	Estimate of costs [Example Figures]
	 
	 
	 
	 

	Year
	Treatment costs
	Staff costs
	Overhead
	 
	All costs

	2025
	£163,147
	£506,908
	£76,036
	 
	£746,091

	2026
	£317,377
	£506,908
	£76,036
	 
	£900,321

	2027
	£403,161
	£506,908
	£76,036
	 
	£986,105

	2028
	£487,551
	£506,908
	£76,036
	 
	£1,070,495

	2029
	£572,710
	£506,908
	£76,036
	 
	£1,155,653

	 
	 
	 
	 
	 
	 

	All years
	£1,943,945
	£2,534,539
	£380,181
	 
	£4,858,664



Summary – net cost benefit
[image: ]
10. Key Stakeholders and Communication & Engagement Plan

	A robust Communication and Engagement Plan is essential to securing organisational support and ensuring the long-term success and sustainability of an FLS. It provides a structured approach to engaging key stakeholders, building understanding of the service and its benefits, and demonstrating the value and impact of the FLS to the wider organisation. Effective communication can help secure the necessary resources, strengthen relationships with clinical and non-clinical partners, support appropriate referrals and ensure that the FLS remains aligned with organisational priorities. Regularly communicating outcomes, successes and areas for improvement also helps maintain engagement and build a strong case for the continued development and investment in the service.



	Role
	Contact
	Core or wider
	What will they contribute

	Rheumatology Lead
	
	Wider
	Leadership

	FLS lead
Rheumatology rep.
	
	Core
	Leadership

	FLS nurse lead
	
	Core
	Leadership

	Orthogeriatric 
	
	Core
	Identification/Hip Fracture 

	Patient 1
	
	Core
	Patient Perspective

	Patient 2
	
	Wider
	Patient Perspective

	DXA 
	
	Core
	Investigations DXA Lead

	Primary care 1
	
	Core
	Medication Prescribing/administration

	1ry care pharmacy 
	
	Wider
	Medications usage

	Hospital pharmacy
	
	Wider
	

	TIU (Treatment Investigation Unit)
	
	Core
	Medication Administration 

	MDU (medical Day Unit)
	
	Core
	Medication Administration

	Digital
	
	Core
	Digital Solutions




11. Roles and Responsibilities

	It is important to establish who has what roles and responsibilities at the start of the project. The table below lists some of the roles that will need to be designated.  




	Role
	Responsibility

	Host Organisation
	Responsible and accountable for receiving and ensuring the delivery of funding associated with the programme or project. 

	Lead Organisation
	Accountable for the project's success and is responsible for ensuring that the project is completed on time, within budget, and according to the specified quality standards.

	Senior Responsible Owner
	Have sufficient seniority to provide the project with the necessary support and resources, make key decisions, and act as a bridge between the project team and senior management.  Should have sufficient capacity to support the project as they are accountable for ensuring the programme or project meets its objectives and delivers the projected benefits.

	Programme / Project Manager
	Responsible for the day-to-day running of the project, ensuring work is completed promptly and managing cost, time and quality for a successful outcome.

	Benefits Manager
	Develops and maintains the benefits management approach and provides oversight and assurance that the programme is on track to deliver the expected benefits.

	Change Manager
	Responsible for facilitating and managing changes and their impact, both to the baseline scope of the project and to stakeholders affected by the change
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12.   Project Plan

6-month phased implementation plan 

	Planning for phased implementation can be successful as you are not asking for full funding up front. Setting out the goals and KPI’s that need to be met in each phase to move on to the next. There are some examples below:



The project is planned over three years with a 6-month phased implementation with differing objectives as shown in the phased implementation table below 
	Wider Health System Level
	Phase 1
	Phase 2
	Phase 3
	Phase 4
	Phase 5

	
	
	0-6months
	7-12 months
	13-18 months
	19-24 months
	25-36 months

	General
Milestones
	Local stakeholders
Patient engagement 
Governance
Terms of reference
Implementation group 
Steering committee
Workforce
Digital 
Primary care
Frailty 
Comms
Evaluation 
Other
	1. Set up FLS implementation group
2. Harmonised FLS pathway – (identification, eligibility, assessment forms, DXA indications, laboratory testing, treatment recommendations, monitoring) 
3. Patient Information Centre [
4. Dissemination and Communication framework 
5. Advice and Guidance related to FLS 
6. Weekly FLS-facing case discussion wash-ups for FLS nurses
7. FLS wider stakeholder launch meeting
8. Digital platform – design and pilot 
9. DXA scan capacity/reporting
10. Governance 
11. Frailty pathway 
	1. Review primary care outcomes and develop options 
2. Review FLS wash-up outcomes and develop options 
3. Conduct and report FLS survey for satisfaction, experience, strengths, weaknesses, threats and challenges for secondary and primary care staff 
4. Digital platform launch
	1. Report on FLSDB KPI over last 2  years by place 
2. FLS wider stakeholder meeting
	1. Conduct and report FLS survey for satisfaction, experience, strengths, weaknesses, threats and challenges
2. Report on FLSDB KPI over the last 3 years by place 
 
	1. Conduct and report FLS survey for satisfaction, experience, strengths, weaknesses, threats and challenges
2. Report on FLSDB KPI over the last 4years by place 
3. Report on fracture rates over the last 4 years by place
4. FLS wider stakeholder meeting

	 
	Deliverables
	1. Outcomes from FLS-facing washups - attendance, cases discussed, referral avoided, other impacts
2. Support place-level actions
3. Support Digital Design & Pilot
	1. Outcomes from FLS-facing washups - attendance, cases discussed, referral avoided, other impacts.
2. Digital Platform 
3. FLS Satisfaction survey outcomes-discuss options for challenges, weaknesses and threats.
	1. Outcomes from FLS-facing wash-ups - attendance, cases discussed, referral avoided, other impacts.

	1. Outcomes from FLS-facing wash-ups - attendance, cases discussed, referral avoided, other impacts.
 
	1. Outcomes from FLS-facing washups - attendance, cases discussed, referral avoided, other impacts.
 

	 
	Staffing 
	Project management Consultant 2PA
	Project management Consultant 1PA
	Project management
 Consultant 1PA
	Project management Consultant 1PA
	Project management Consultant 1PA

	 
	COSTS
	[XXXX]
	 
	 
	 
	 

	 
	Risks:
Workforce
Primary care 
Digital 
	DXA capacity: Streamline DXA referral & reporting, TIU
Low treatment rate =Unified treatment thresholds 
Monitoring workload = Digital records for monitoring
Missing hips= Add nhfd hips to flsdb +  
	DXA 
TIU/MDU capacity
Recruitment
Monitoring Workload
 
	DXA capacity 
TIU/MDU capacity
Recruitment
Monitoring Workload
 
 
	DXA capacity
TIU/MDU capacity
Recruitment
Monitoring Workload
 
	DXA capacity 
TIU/MDU capacity
Recruitment
Monitoring Workload
 




	Hospital level
	Phase 1
	Phase 2
	Phase 3
	Phase 4
	Phase 5

	
	
	0-6months
	7-12 months
	13-18 months
	19-24 months
	25-36 months

	General
Milestones
	Local stakeholders
Patient engagement 
Workforce
Digital 
QI 
Other
	Challenges: Identification, treatment, monitoring, data (whatever is earliest) 
Governance team including 3 patients. 
 
	Outpatients
Challenges: Identification, treatment, monitoring, data 
	Inpatients
Identification, treatment, monitoring, data
	Spine
Identification, treatment, monitoring, data
	Spine
Identification, treatment, monitoring, data

	KPIs:
KPI 2: Identification Non-Spine fracture 80%
KPI 3: Identification Spine fracture: 80%
KPI 4: FLS assessment < 90 days: 
KPI 5: DXA assessment < 90 days: 
KPI 6: Falls assessment: 
KPI 7: Treatment recommendation: 
KPI 9: 16 weeks follow-up: 80%
KPI 10:Ttreatment by 16 weeks: 80%
KPI 11: 1 year drug adherence: 
 
	For hips- data sharing for monitoring
For inpatients- nil 
For outpatients:
KPI 2 = 80%
KPI 4= 50%
KPI 5= 50%
KPI 6=90%
KPI 7= 50% 
KPI 9= 80% 
KPI 10=50%  
For spines – nil 
+ Anabolic pathway support 
+ 
	For hips- Nil
For inpatients: Nil
For Outpatients- 
KPI 2 = 80%
KPI 4= 80%
KPI 5= 80%
KPI 6=90%
KPI 7= 80% 
KPI 9= 80% 
KPI 10=80%  
KPI 11 50%
For spines-Nil
+ Anabolic pathway support 
 
 
	For hips- Nil
For inpatients:
KPI 2 = 80%
KPI 4=80% 
KPI 5= 80%
KPI 6=90%
KPI 7=80%
KPI 9=80%
KPI 10=80%
KPI 11=50%
For OPD-as phase 2+ 
KPI 11=80%
For Spines -Nil
 
	For hips- Nil
For inpatients: As Phase3 +KPI 11 80%
For OPD- As phase 3
For spines-  
KPI 2 = 80%
KPI 4= 50%
KPI 5= 50%
KPI 6=90%
KPI 7= 50% 
KPI 9= 80% 
KPI 10=50%  
 
 
	For hips- Nil 
For inpatients:As Phase 4
For OPD- AS Phase 4
For spines- 
KPI 2 = 80%
KPI 4=80% 
KPI 5= 80%
KPI 6=90%
KPI 7=80%
KPI 9=80%
KPI 10=80%
KPI 11=50%
 
 

	Additional number of patients managed 
	Hip= 0
Other inpatient= 0
Outpatient=1000
Spine=0
	Hip= 0
Other inpatient=0
Outpatient=1000
Spine=0
 
	Hip= 0
Other inpatient= 500
Outpatient=0
Spine=0
 
	Hip= 0
Other inpatient=0 
Outpatient=0
Spine=500
 
	Hip= 0
Other inpatient= 0
Outpatient=0
Spine=500
 

	Costs

	Current:
Consultant
Nurse
Admin
Radiographer 
Pharmacist
Other 
	Radiographer for 450 + reporting time Band 6 x0.6 =£XXX
Band 6 x 1 .6  £XXX
Admin band 4 x1.0 £XXX
Consultant 1PA £XXX

 
	Radiographer for 450  Band 6 x0.6 £XXX
Band 6 x 1 .6 £XXX
Admin band 4 x1.0 £XXX
Consultant 1PA £XXX
 
	Radiographer for 250 + reporting time B6x 0.3 £XXX
Band 6x0.6 £XXX.
Admin band 4 x0.5  £XXX
Consultant 1PA  £XXX
 
	Radiographer for 450  Band 6 x0.6 £XXX
Band 6 –x0.6 £XXX
 
Admin band 4 x0.5 £XXX
Consultant 1PA £XXX
 
	Radiographer for 450  Band 6 x0.6  £XXX
Band 6 x 0.6  £XXX
 
Admin band 4 x0.5  £XXX
Consultant 1PA £XXX
 

	 
	Risks
Workforce
Primary care 
Digital
	DXA capacity Streamline dxa referral & reporting , TIU
Low treatment rate 
Workload = Digital records for monitoring using dorset intelligence and insight service 
Missing hips= Add nhfd hips to flsdb + 
 
	DXA capacity /DXA workforce upskill 
TIU  capacity
Recruitment
Monitoring Workload
Low treatment rate
 
	DXA capacity /DXA workforce upskill 
TIU capacity
Recruitment
Monitoring Workload
 
	DXA capacity 
TIU capacity
Recruitment
Monitoring Workload
 
	DXA capacity 
TIU capacity
Recruitment
Monitoring Workload




	Hospital level
	Phase 1
	Phase 2
	Phase 3
	Phase 4
	Phase 5

	
	
	0-6months
	7-12 months
	13-18 months
	19-24 months
	25-36 months

	General
Milestones
	Local stakeholders
Patient engagement 
Workforce
Digital 
QI/governance
Other
	Workforce – medication training
Governance team including 3 patients 
Challenges: Identification, treatment, monitoring, data, Engage OG/Pathway, Increase in Zol use Anabolics support
	Governance team including 3 patients,
Challenges MDU Capacity, Elderly
Care/radiology engagement, 
identification, treatment, monitoring, data,
Recruiting /training new staff
	Challenges: MDU Capacity, Injectables/anabolic
identification, treatment, monitoring, data,
Recruiting /training new staff
	Challenges: MDU Capacity Injectables/anabolic
identification, treatment, monitoring, data,
Recruiting /training new staff
	Challenges: MDU Capacity Injectables/anabolics
identification, treatment, monitoring, data,
Recruiting /training new staff

	Target KPI achievement (50%, 80%) 
KPI 2: Identification Non-Spine fracture
KPI 3: Identification Spine fracture
KPI 4: FLS assessment < 90 days 
KPI 5: DXA assessment < 90 days 
KPI 6: Falls assessment 
KPI 7: Treatment recommendation
KPI 9: 16 weeks follow-up
KPI 10:Ttreatment by 16 weeks
KPI 11: 1 year drug adherence
	For hip – Engage OG OG/Pathway
KPI 2 = 80%
KPI 4= 50%
KPI 5= 70%
KPI 6=80%
KPI 7=50%
KPI 9=50%
KPI 10=50%
KPI  11=50%
For Spine -Streamline 
For Outpatients -nil
For inpatients-Nil
	For Spine
For Hip as phase 1
KPI 3=80%
KPI 4= 80%
KPI 5= 80%
KPI 6=80%
KPI 7=50%
KPI 9=50%
KPI 10=50%
KPI 11=50%
For Spine - streamline ID Pathway &
KPI 11 80%
For I/P Nil
For OPD Nil
	For hip as Phase 2 
Plus KPI 11 =80%
For Spine as Phase 2 
Plus KPI 11 =80%
 
For OPD
KPI2= 80%
KPI 4 =70%
KPI 5= 80%
KPI 6=80%
KPI 7=50%
KPI 9=60%
KPI 10=70%
KPI 11=50%
For Inpatients Nil
 
	For hip  as Phase 3
For Spine As Phase 3
For outpatients As Phase 3 plus KPI 7 =80%, KPI 11=80%
For Inpatients
 KPI 2= 50%
KPI 4= 50%
KPI 5= 80%
KPI 6=80%
KPI 7=50%
KPI 9=50%
KPI 10=50%
KPI 11=50%
	For hip  As Phase 4
For Spine As Phase 4
As Phase 4
For Inpatients
KPI2= 80%
KPI 4= 50%
KPI 5= 80%
KPI 6=80%
KPI 7=50%
KPI 9=80%
KPI 10=80%
KPI 11=50%
 

	New number of patients managed 
	Hip=60
Other inpatient=170
Outpatient=
Spine=0
 
450 more get recommended treatment 
450 already recommended > improved monitoring and adherence = 225 
 
675 patients to be managed 
 
	Spine =100
Other inpatient=170
Outpatient=
Hips=0
 
	OPD=100+ 170 = 270 
Other inpatient=0
Hips=0
Spine=0
 
	Hip=0
Other inpatient=0
Outpatient=0
Spine=170
 
	Hip=0
Other inpatient=0
Outpatient=0
Spine=0
 

	Costs 
	Current:
Consultant ((Share UHD)
Nurse
Admin
Radiographer 
Pharmacist
Other 
	Band 6 Nurse 1 £XXX
Band 4 Admin x1
 
	Band 6 Nurse x1 £XXX
 
	Band 6 Nurse X1  £XXX
Band 4 Admin x  0.5   £XXX
 
	Band 6 Nurse x  0.5  £XXX
Band 4 Admin x 0.5  £XXX
	 

	 
	Risks
Workforce
Primary care 
Digital
	DXA capacity 
MDU capacity
Recruitment
Monitoring Workload
Low treatment rate
Workforce upskill +Anabolics
OG Pathway=
streamline
	DXA capacity 
MDU capacity
Recruitment/ Training
Monitoring Workload
Low treatment rate
Low Monitoring rate
 
 
	DXA Capacity
Workforce upskill 
MDU  capacity
Recruitment/Training
Monitoring Workload
Low treatment rate
	DXA capacity 
Workforce upskill 
MDU capacity
Recruitment/Training
Monitoring Workload
Low treatment rate
 
	Monitoring Workload
Low treatment rate
 











13. 
14.   Benefits

· Patients identified early to prevent further fracture
· Significant cost reduction to coincide with reduction of patients requiring inpatient admission
· Patients remaining on preventative treatment
· Reduction of length of stay in acute and community healthcare settings
· Reduction of patients with no criteria to reside in acute healthcare setting
· Reduced numbers of patients attending the Emergency Department leading to increased performance against the 4 hour safety standard
· Patient experience
· Patient and staff wellbeing

Fragility fractures prevented  
See Section 3: Objective 1

	Estimated number of fragility fractures prevented over 5 years (ICS) 
[Example Figures]
	 

	Year
	Hip fracture (inpatient)
	Other fracture site (inpatient)
	Other fracture site (outpatient)
	Clinical vertebral
	All fragility fractures

	Year 1
	6
	2
	9
	3
	21

	Year 2
	34
	11
	48
	16
	108

	Year 3
	55
	18
	79
	26
	178

	Year 4
	73
	24
	103
	34
	233

	Year 5
	86
	28
	122
	40
	277

	All years
	254
	83
	361
	119
	818


 
















Bed day reduction
See Section 3: Objective 2

[image: ]














Gross benefits – cash equivalent

[image: ]

Waiting time / list reduction for DXA scanning
See Section 3: Objective 8

This benefit will create capacity for additional patients identified and requiring a scan as a result of improvements in case finding.  Precise figures are not available.





15.   Risk


1. If clinical collaboration is not established, the proposed pathway will not be feasible, resulting in delays in the identification, investigation, and treatment of patients.
2. If skilled workforce members cannot be recruited promptly, it will reduce the service's capacity to treat patients, resulting in a high number of untreated individuals. 
3. If digital solutions are not updated, treatment delays will continue, and there will be insufficient data to effectively monitor the service's performance.
4. If there is no established pathway between Primary Care and the Fracture Liaison service, treatment delays may occur, and patients could receive suboptimal care.
5. If DXA capacity is not increased alongside the expansion of FLS, there will be delays to investigation and subsequent treatment
6. If there is no robust pathway for referral to the Falls/Frailty services, patients may experience more falls, increasing the risk of fractures.
7. If the Falls/Frailty services do not expand their capacity, wait times will increase, leading to a higher risk of fractures.
8. If TIU/MDU do not expand their capacity to administer IV anti-osteoporosis medications, treatment delays will occur, resulting in an increased risk of fractures.

A full risk register will be created as part of the implementation project planning.


















Appendix A – Current patient pathways – highlights and variation

· Identify patients as per NOGG guidelines (patients identified via data received from fracture clinics)
· Contact identified patients to recommend treatment options including anabolic/high-cost medications (bisphosphonates, IV Zolendronic acid and Denosumab)
· Suitability for anabolic medications (Romosozumab/Teriparatide) discussed with the consultant and/or Bone Health MDT
· Counsel and prescribe anabolic medications
· Complex patients/previously treated patients discussed with the consultant. 
· Patients attend Treatment & Investigation Unit (TIU) for IV Zolendronic acid infusions (FLS service monitor compliance)

	Current Pathway for Patients

	
	Identification
	Assessment
	Treatment Recommendation
	Monitoring

	Hips 
	Via Trauma Lists and direct referral from Orthogeriatric 
	>85 Via OG Team, <75 FLS 75-85 CFS> CFS< 6 FLS. Telemed 
	OG for >85/frail-Zolendronate /denosumab
If FLS-decide after DXA
	OG monitor as part of NHFD, FLS as part of FLSDB

	Other Inpatient 
	Not usually ID whilst IP
	Not usually ID whilst IP
	Not usually ID whilst IP
	Not usually ID whilst IP

	Outpatient 
	Via Trauma lists, direct referral and custom report from Business Intelligence 
	DXA & FRAX plus other investigations if appropriate, Falls & Lifestyle advice 
	First line Alendronate/ Zolendronate / Dmab or d/w Consultation for parenteral / anabolic
	As per FLS-DB 12-16 weeks and 48-52 weeks 

	Vertebral 
(Clinical, DXA/VFA. Radiological)
	Not systematically identified. Approx 200 per year Via Trauma lists, direct referral, and radiology referral 
	DXA & FRAX plus other investigations if appropriate, Falls & Lifestyle advice 
	First line Alendronate / Zolendronate / Denosumab or d/w Consultant for parental / anabolic 
	As per FLS-DB 12 – 16 weeks and 48-52 weeks
Zolendronate patients yearly whilst on Rx to ensure it is being given 
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Estimated benefit - base value

Hip fracture 

(inpatient)

Other 

fracture site 

(inpatient)

Other 

fracture site 

(outpatient)

Clinical 

vertebral

Acute care £17,325 £3,343 £430 £1,703

Community and primary care £2,233 £116 £116 £379

Social care £8,357 £164 £164 £3,276

All £27,915 £3,623 £711 £5,358
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Estimated benefits - cash equivalent (ICS)

Year
2026 £19,247|
2027 £100,038
Acute care 2028 £164,068
2029 £215,303
2030 £255,706
[ Allyears || £754,362]
Year 1 £2,538]
Community and Year 2 £13,194]
) Year 3 £21,638
primary care
Year 4 £28,395|
Year 5 £33,724]
‘ Allyears ‘ ‘ £99,489|
Year 1 £9,883]
Year 2 £51,368|
Social care Year 3 £84,246
Year 4 £110,555
Year 5 £131,301
Allyears || £387,352)
All benefits Year 1 £31,668
Year 2 £164,599
Year 3 £269,953
Year 4 £354,253
Year 5 £420,730

Allyears || £1,241,204
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Net benefit per year

Year (cash?:n;::lent) All costs Net benefit
Year 1 £211,775 £746,091 -£534,316
Year 2 £1,100,716 £900,321 £200,395
Year 3 £1,805,240 £986,105 £819,135
Year 4 £2,368,976 £1,070,495 £1,298,482
Year 5 £2,813,526 £1,155,653 £1,657,873

All years £8,300,233 £4,858,664 £3,441,569
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Estimated benefits - bed days (ICS)

Year
Acute bed Year 1 23
days Year 2 118
Year 3 193
Year 4 254
Year 5 301
Allyears ‘ ‘ 889
Non acute Year 1 0
bed days Year 2 1
Year 3 2
Year 4 3
Year 5 4
I Allyears il 1
All bed days Year 1 23
Year 2 119
Year 3 196
Year 4 257
Year 5 305

All years ‘ ‘ 900





