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Service Specification Resource

This resource:

This resource has been created by the Royal Osteoporosis Society as part of the Fracture Liaison Service Implementation Toolkit

Endnotes – any text copied and pasted from this section into another MS Word document should automatically pull through reference information. These are placed and numbered automatically so that, if you move any text, the numbering will remain correct.

You are free to use, change, edit or adapt this template as you wish. We trust that you will find this tool useful.

If you have any queries or would like to make any suggestions on how to improve it, please contact us at the Royal Osteoporosis Society at FLS@theros.org.uk.

Disclaimer
This resource is provided free as part of the Fracture Liaison Implementation Toolkit by the Royal Osteoporosis Society. This resource does not represent the views of the Royal Osteoporosis Society. Every effort has been made to make sure that the information contained within this document is accurate and in full compliance with UK law and with best practice at the time of writing. There is no guarantee as to the accuracy or reliability of any of the information contained in this resource and its use is entirely at the user’s risk and no liability whatsoever is accepted by the Royal Osteoporosis Society.

Instructions for use
The resource is fully editable. Formatting has been kept to a minimum to allow flexible use either by editing this document or copying material to use in local documents.  The resource may include guidance on use and/or sections where local information may need to be entered. These have been highlighted [using bold text in square brackets]. Please delete or overwrite these sections as you go along and make the necessary font or formatting changes.

Note that this resource is based on the service specification in use in NHS England as part of the standard NHS contract for acute services. Text may be edited, amended or copied for use in other service specification templates in use in other home nations.
[Please delete this box when you use this resource]
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	Service Specification No.
	[Insert Service Specification Number Here]

	Service and/or Pathway Name
	Fracture Liaison Services (FLS)

	Commissioner Lead/s (Name, Email and Signature)
	[Insert Name, Email & Signature]

	Version 
	[Version Number]

	Date of Review
	[Insert Review Date]



	1.	Population and /or Geography

		
National Context 
A Fracture Liaison Service (FLS) systematically identifies, investigates, initiates treatment and integrates care for patients over the age of 50 who have suffered a fragility fracture, to reduce their risk of subsequent fractures. Fragility fractures are broken bones that result from mechanical forces that would not ordinarily cause a fracture, known as low-level (or 'low energy') trauma[endnoteRef:2]. The World Health Organisation has quantified this as a force equivalent to a fall from a standing height or less[endnoteRef:3].  [2: References: 
  Kanis JA, Oden A, Johnell O et al. (2001) ‘The burden of osteoporotic fractures: a method for setting intervention thresholds’. Osteoporosis International 12: 417–27.
]  [3:  National Institute for Health and Care Excellence (2012). NICE Clinical Guideline 146. Osteoporosis: Assessing the Risk of Fragility Fracture. https://www.nice.org.uk/guidance/cg146?unlid (accessed July 2020).
] 

It is estimated that currently every year in the UK there are more than 500,000 fragility fractures, that’s one every minute (1,400 a day)[endnoteRef:4].  At age 50, the lifetime risk of fracture is greater than 50% for women and 20% for men,[endnoteRef:5] and many of these will be fragility fractures.  After a fragility fracture, patients are five times more likely to experience a second fracture within the next 2 years[endnoteRef:6].  [4:  Svedbom A, Hernlund E, Ivergård M, Compston J, Cooper C, Stenmark J, McCloskey EV, Jönsson B, Kanis JA, EU Review Panel of IOF. (2013). Osteoporosis in the European Union: a compendium of country-specific reports. Arch Osteoporos. 8(1-2):137]  [5:  van Staa TP, Dennison EM, Leufkens HG, and Cooper C (2001) ‘Epidemiology of fractures in England and Wales’. Bone, 29(6), pp517-522.
]  [6:  International Osteoporosis Foundation (2018) ‘Broken Bones, Broken Lives: A roadmap to solve the fragility fracture crisis in Europe’.  Available at: http://share.iofbonehealth.org/EU-6-Material/Reports/IOF%20Report_EU.pdf (accessed July 2020)] 

Fragility fractures are the clinical manifestation of osteoporosis[endnoteRef:7].  Osteoporosis is a condition characterised by low bone mass and micro-architectural deterioration of bone tissue with a consequent increase in bone fragility and susceptibility to fracture[endnoteRef:8].  It is the Fourth most consequential health condition, measured in disability and premature death (DALYs)[endnoteRef:9] [7:  National Osteoporosis Society (2015) ‘Effective secondary prevention of fragility fractures: clinical standards for fracture liaison services’.  Available at: http://theros.org.uk/media/1776/clinical-standards-report.pdf (accessed November 2019)]  [8:  National Institutes of Health Consensus Development Conference statement (1991). The American Journal of Medicine 90(1), pp107–110.]  [9:  Borgstrom F, Karlsson L, Ortsater G et al, Fragility Fractures in Europe: burden, management and opportunities, Arch Osteoporos 15, 59 (2020)
] 

Hip fractures place a significant burden on healthcare systems, accounting for around one million acute hospital bed days each year and costing approximately £2 billion annually in care[endnoteRef:10]. Often described as "heart attack-level" events, hip fractures have major impacts not only on hospitals but also on ambulance services and social care. Importantly, around half of all hip fracture patients have previously experienced another fracture that could have identified them as being at increased risk[endnoteRef:11]. In addition, an estimated 70% of spinal fractures go undiagnosed and never come to medical attention, despite being key warning signs for future hip fractures, affecting approximately 2.6 million people. [10:  Svedbom A, Helmund E, Ivergard M, Cooper C, Osteoporosis in the EU, a compendium of country-specific reports
]  [11:  Falls and Fractures: Effective interventions in Health and Social Care, Department of Health, 2009
] 

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 with other service models[endnoteRef:12]. The FLS model is associated with increased treatment initiation and adherence to treatment (65%–88% at 1 year)[endnoteRef:13].  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[endnoteRef:14]. FLS is associated with reduced mortality and it is cost-effective[endnoteRef:15].  [12:  McLellan AR, Reid DM, Forbes K et al., (2004) NHS Quality Improvement Scotland. ‘Effectiveness of Strategies for the Secondary Prevention of Osteoporotic Fractures in Scotland’. Available at: http://www.healthcareimprovementscotland.org/previous_resources/audit_report/osteoporotic_fractures_audit.aspx  (accessed February 2020)
]  [13:  McLellan AR, Reid DM, Forbes K et al., (2004) NHS Quality Improvement Scotland. ‘Effectiveness of Strategies for the Secondary Prevention of Osteoporotic Fractures in Scotland’. Available at: http://www.healthcareimprovementscotland.org/previous_resources/audit_report/osteoporotic_fractures_audit.aspx  (accessed February 2020)
]  [14:  McLellan AR, Reid DM, Forbes K et al., (2004) NHS Quality Improvement Scotland. ‘Effectiveness of Strategies for the Secondary Prevention of Osteoporotic Fractures in Scotland’. Available at: http://www.healthcareimprovementscotland.org/previous_resources/audit_report/osteoporotic_fractures_audit.aspx  (accessed February 2020)
]  [15:  McLellan AR, Reid DM, Forbes K et al., (2004) NHS Quality Improvement Scotland. ‘Effectiveness of Strategies for the Secondary Prevention of Osteoporotic Fractures in Scotland’. Available at: http://www.healthcareimprovementscotland.org/previous_resources/audit_report/osteoporotic_fractures_audit.aspx  (accessed February 2020)
] 


Population and/or geography to be served.
[Use this space to add the local context for FLS]


1.2 Service Exclusions or acceptance criteria

1.2.1 Acceptance Criteria

· Patients must be registered with a [Your Health System] GP Practice.
· Age ≥50; fragility fracture from a fall at standing height or less.
· Have experienced a fragility fracture 

Referrals are accepted from: 
· Medical Assessment Unit
· Fracture clinic
· Falls team (if separate from above)
· Inpatient wards
· Emergency department
· Radiology
· GPs
· Community nurses
· Community hospital
· Physiotherapists
· Other AHPs

1.2.2 Exclusion Criteria [This needs to be agreed locally]

· Fractures of skull/face, cervical spine, hands, feet (unless locally agreed).
· Patients are already under active, equivalent FLS management elsewhere.
· Trauma fractures
· Cancer-related fractures

1.2.3 Referral routes

· Automatic case‑find from ED/T&O systems and radiology lists (daily/near‑real‑time sweeps).
· Primary care e‑referrals for community‑identified fragility fractures.
· Inpatient alerts for hip and non‑hip fragility fractures.
· Community Services e.g. MSK / physio services


	2.	Service desired outcomes

	
2.1	Local defined outcomes

Early intervention for fragility fractures results in optimisation of clinical care, which will lead.
to improve outcomes for both patients and the wider health and social care system.

Patient outcomes: 

· Effective prevention of secondary fractures and associated morbidity and mortality
· Early identification of those who present with a significant risk of fragility fractures.
· Enabled to maintain/improve independence, health and wellbeing for longer. 
· Better understanding of own condition and how to self-manage. 
· Improved adherence to prescribed medication.
· Reduction in mortality rates 

Improved quality of life. Whole-system outcomes:

· Effective prevention of secondary fractures leading to fewer A&E attendances, emergency admissions and readmissions.
· Decrease in the overall number of secondary fragility fractures due to the timely diagnosis of bone-related conditions.
· Increase in the number of patients diagnosed and treated as appropriate for bone health-related conditions with an appropriate referral for bone densitometry via DXA.


	3.	Service description

	
3.1	Aims and objectives of service.

The FLS aims to systematically identify adults aged 50+ with fragility fractures, assess bone health, and provide evidence‑based interventions to reduce future fracture risk.

Objectives of the FLS are to deliver care in line with the published Royal Osteoporosis Society Clinical Standards for FLS, which correlate to the FLS-DB National KPIs.  
1. Identify: People aged 50 years and over with a fragility fracture are systematically identified.
2. Investigate: Investigations to assess the risk of fragility fractures and falls and possible underlying secondary causes for osteoporosis are offered to people identified by the FLS.
3. Inform and Involve: Information and support are offered to people (and where relevant their carers) using the FLS.
4. Intervene: Interventions to reduce the risk of fragility fractures are offered to people as required.
5. Integrate: The FLS will integrate with the wider healthcare system to facilitate an inclusive patient pathway, ensuring effective case finding, onward referrals and long-term management of osteoporosis.
6. Quality: The FLS demonstrates clinical accountability, ongoing quality improvement, effective governance and funded access to continuing professional development for all practitioners.
Other objectives include:
· Early identification and assessment
· Systematic case‑finding and triage.
· Arranging investigations or undertaking DXA scans in line with national guidance
· Reporting outcomes and management plans to GPs
· Initiating appropriate pharmacological and non‑pharmacological treatment
· Providing advice, guidance, and self‑management support
· Making onward referrals to relevant services (e.g., Falls Services, dietetics, exercise programmes)
· Collecting data to inform long‑term bone health strategy e.g. FLS Database FLS Web
· Supporting shared decision‑making and personalised care
· Working collaboratively across the system to ensure seamless care


Treatment and Follow‑Up:
· Treatment is initiated and then reviewed within 16 weeks and at 52 weeks, then the patient is referred to Primary Care for ongoing care.
· Monitoring of adherence and treatment effectiveness
Community Clinics:
· Assessment and management planning for patients with abnormal DXA results
· Referral to fall services, consultant-led bone health clinics, or exercise programmes as appropriate.
· Management plans shared with GPs for prescribing and ongoing care.
· Integrated Neighbourhood Team model

3.2	Service description/care pathway

Service Description
3.3 Service Delivery
· The service shall operate [insert hours/days here]
· The service shall carry out a comprehensive, multifactorial bone health assessment within 12 weeks of the fragility fracture.
· The service will follow up on all patients' recommended treatment to reduce the risk of further fracture at 16 and 52 weeks post-fragility fracture
[Local discussion will be needed on how the service will deliver each element of the pathway i.e. face to face assessments (location of these), telephone/video assessments, accessibility issues, domiciliary visits, questionnaires (with timescales for sending out) etc] 
3.4 Population covered
The service will assess and manage the bone health of all patients over 50 who have suffered a fragility fracture to prevent subsequent fractures. The service will be available to: 
· All patients attending [name of hospital]
· All patients registered with a GP practice in [Your Health System] 
There will also need to be considerations for private referrals as well as collaboration across boundaries for out-of-area presentations. 
Patient group:
The definition of a fragility fracture, as outlined in the ROS Clinical Standards, is a broken bone (fracture) resulting from a low impact, such as a fall from standing height or less.  This excludes the face, skull, scaphoid, cervical, fingers and toes and level of trauma that excludes road traffic collision and falls from more than 6 feet in men and women age ≥ 50years.
Areas where fragility fractures present:
1. Inpatient Trauma Service
2. Outpatients Trauma Service
3. Accident and Emergency Department
4. Minor Injuries Unit
5. Other Secondary Care
6. Primary Care Services
7. Community Services
Care Pathway:
Definition of fragility fracture: The definition of a fragility fracture as outlined in the ROS Clinical Standards is a broken bone (fracture) resulting from a low impact, such as a fall from standing height or less.  This excludes face, skull, scaphoid, cervical, fingers and toes and level of trauma that excludes road traffic collision and falls from more than 6 feet, in men and women age ≥ 50years,
Assessment by a dedicated fracture prevention practitioner (FPP)
	Assessment:
	Offered to:

	Risk factor questionnaire (bone health and falls)
	All

	DXA
	Patients aged 50 years and over and last DXA more than 2 years ago if clinically indicated

	Bloods
	All patients referred to an FLS clinic should have a blood test as clinically indicated.  



Treatment protocols & detection of treatment concordance/ failures
Assessment and treatment regime as part of the fracture clinic appointment will be delivered by skilled health professionals from the integrated bone health and falls prevention team. 
Pharmacological treatment will follow current NICE guidance (NG226 and relevant TAs), NOGG 2024 recommendations, along with locally approved prescribing protocols agreed by the [Your Health System] Medicines Optimisation Committee.
A comprehensive bone health and falls assessment will be undertaken.
The aim is to complete the assessment and management plan at the first FLS assessment.  Only those who require further assessment will be seen in the face-to-face or virtual clinic (e.g. DXA fracture risk assessment/ treatment selection)

Fracture prevention team provides:
Short contact assessment to give information on the process and make arrangements for a DEXA scan.
Combined bone health and falls assessment, development of an agreed management plan with personal information prescription and referral for a full falls assessment if indicated or to consultant lead bone health clinic if the criteria are met, or exercise classes.

Triage of all DEXA results requested by the FLS or bone service 
· From outpatients and inpatients with suspected fragility fracture
· Contact those with normal results to inform them.
· Make clinic appointments for those who have an abnormal result.

Clinics
For those patients with a positive result on DEXA, from referrals generated in fracture clinics or by inpatient trauma teams.
Combined bone health and falls assessment, development of an agreed management plan with personal information prescription and referral for a full falls assessment if indicated or to consultant lead bone health clinic if the criteria are met or exercise classes. 
The management plan will be sent to the individual's GP to instigate prescribing or any onward referrals to other services as indicated. 
The service will keep a database of all contacts and outcomes of treatment that is compatible with the bone health service in secondary care and the falls and bone health service in the community. 

3.3	Interdependence with other services/providers

The FLS Service will be expected to work alongside and with the following partners in order to support a whole system approach to patients’ overall care:
 
· Falls services
· Frailty service 
· Multi-disciplinary Day Assessment Unit (MuDAS)
· Osteoporosis Service
· Rheumatology
· Medical Assessment Unit
· Orthopaedics and trauma
· Medicine and care of older people departments
· Emergency department
· Radiology
· Intermediate care
· Falls coordinator and falls prevention services.
· GPs
· Community nurses
· Community hospitals
· [Health System]
· Public Health
· Physiotherapists
· Other AHPs
· [Health System] Commissioning leads.
· Secondary Care Providers and Consultants
· Local community services
 
This list is not exhaustive and is dependent upon the care required by each patient.


	4.	Applicable Service Standards

	
4.1	The following NICE Guidance for fracture liaison services is to be followed. Details are outlined below and can also be found at the following links –   

· NICE Technology appraisal TA160, Alendronate, etidronate, risedronate, raloxifene and strontium ranelate for the primary prevention of osteoporotic fragility fractures in postmenopausal women. October 2008. Updated 7 February 2018)
· NICE Technology appraisal TA161, Alendronate, etidronate, risedronate, raloxifene, strontium ranelate and teriparatide for preventing bone fractures in postmenopausal women. October 2008. Updated January 2011. Updated February 2018. It is also included in the current ongoing NICE review for osteoporosis medicines (ID6689 as of January 2026).
· NICE Guideline NG259, Osteoporosis: risk assessment. Published July 2026
· NICE Quality standards [QS149] Osteoporosis. Published date: April 2017. 
· NICE Quality Standard 86: Falls in older people. Review date: January 2017. Last updated April 2025.
· NOGG 2024: Clinical guideline for the prevention and treatment of osteoporosis

4.2 Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges)

· Royal College of Physicians, Falls and Fragility Fracture Audit Programme (FFFAP) ‘Strong bones after 50’, March 2020
· Effective Secondary Prevention of Fragility Fractures: Clinical Standards for Fracture Liaison Services 
https://strwebprdmedia.blob.core.windows.net/media/bphbqiqj/ros-clinical-standards-for-fracture-liaison-service.pdf
· Royal College Physicians recommends that commissioners use the Department of Health prevention package to inform the commissioning of effective falls and fracture services. See Objective 2 in Falls and Fractures: Effective interventions in health and social care at
http://www.laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
· International Osteoporosis Foundation, Capture the Fracture – global campaign to break the fragility fracture cycle. Available at: http://www.iofbonehealth.org/capture-fracture
· British Orthopaedic Association Standards for Trauma: Fracture Liaison Services https://www.boa.ac.uk/standards-guidance/boasts.html

	Local Information Requirement (Description)
	Reporting Period
	Format of Report
	Timing and Method of Delivery of the Report

	Participation in FLS‑DB: completeness of mandatory fields; case ascertainment vs local fracture denominator; submission timeliness; outlier status and actions.
	Annually (May)

	Health System to access reports from the FLS Database to check compliance (this is live data)
	[To decide as a health system]




	5.	Applicable quality requirements 

	
5.1 Applicable national quality requirements
These 11 KPIs were developed by the Fracture Liaison Service Database (FLS-DB) multidisciplinary advisory group, which includes patient representation. All the KPIs are based on NICE technology assessments and guidance on osteoporosis and the Royal Osteoporosis Society (ROS) clinical standards for FLSs. The FLS should aim to deliver these KPIs as part of their service:

	Local Quality Requirement (LQR)

	Threshold
	Method of Measurement
	Period over which the Requirement is to be achieved

	KPI 1 - Data Completeness
	Service with a good level of data completeness – defined as fewer than five fields with more than 20% of data missing
	FLS Database
	Annually (May)


	KPI 2 - Case identification of all non-spinal fragility fractures
	Percentage of records entered into the FLS against estimated fragility fracture caseload
	FLS Database
	Annually (May)


	KPI 3 - Identification of spinal fractures
	Percentage of patients with a spine fracture as their fracture site
	FLS Database
	Annually (May)


	KPI 4 - Time to FLS assessment

	Percentage of patients who were assessed by the FLS within 90 days of their fracture
	FLS Database
	Annually (May)


	KPI 5 - Time to DXA
	Percentage of patients who had a DXA ordered or recommended who were scanned within 90 days of fracture
	FLS Database
	Annually (May)


	KPI 6 - Falls Assessment
	Percentage of patients who received a falls assessment or were referred or recommended for a falls assessment
	FLS Database
	Annually (May)


	KPI 7 - Bone Sparing therapy recommended
	Percentage of patients who were recommended anti-osteoporosis medication
	FLS Database
	Annually (May)


	KPI 8 - Strength and balance training
	The percentage of non-hip fracture patients who had attended a strength and balance class within 16 weeks of their fracture
	FLS Database
	Annually (May)


	KPI 9 - Monitoring contact 12 – 16 weeks post fracture  
	The percentage of eligible patients who were followed up between 12 and 16 weeks after their fracture
	FLS Database
	Annually (May)


	KPI 10 - Commenced bone sparing therapy by first follow-up 
	The percentage of patients who had commenced (or were continuing) anti-osteoporosis medication at the time of the first follow-up
	FLS Database
	Annually (May)


	KPI 11 - Adherence to prescribed anti-osteoporosis medication at 12 months post fracture
	The percentage of patients who had confirmed adherence to a prescribed anti-osteoporosis medication at 12 months post-fracture
	FLS Database
	Annually (May)






	6.	Service Delivery Location Points

	
[To be decided locally, example text below]

· The provider must have at least one site within the [Your Health System] geographical area where all aspects of the service pathway described in this specification are delivered. 
· The provider must discuss and agree to any changes to the location of any new or existing service sites before commencing services or treatment.
· Premises should be Disability and Discrimination Act (DDA) compliant and particularly friendly to visually impaired people.

Additional sites can be added to this list but must be:
· Within reasonable distance for [Your Health System] patients to travel.

The inclusion of the site must be supported with a clear rationale for how this will benefit [Your Health System’s] patients.
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