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Fracture Liaison Service (FLS)
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1. [bookmark: _Toc229387002]
Introduction
[bookmark: _Toc229387003]This document
This is not a business case.  All local NHS organisations and / or health and social care systems have their own local templates for business cases, and you MUST use the correct local document.  
This document contains ideas, guidance and suggested text that will help you complete your local template.  The suggested text includes references as MS Word Endnotes.
Advice from NHS teams about the business case process has also been included.

[bookmark: _Toc229387004]Using this Business Case Resource
This Resource is NOT designed to be read from start to finish.  Instead, you should read and familiarise yourself with your local business case template and then use the Table of Contents in this Resource to find the advice and text you need, section by section. 
The Business Case Resource is designed to help you write a business case for fracture liaison service(s) (FLS).  The Business Case Resource will help you in two possible scenarios:
1. Writing a business case for a new service where none exists – service development
2. Writing a business case to improve an existing service – service improvement
Consult your local business or service manager to obtain the correct template as there may be more than one type.
The Resource is arranged in a way that broadly follows NHS business case templates. Each heading shown in the table of contents matches the sections that you will find in a template.  
There is no standard NHS business case template, and the headings and order of sections in local templates will vary.  Under each heading in this document, you will find two sections:
	Recommendations and guidance 
Is shown in blue boxes like this one.  This text should not be included in your business case.  



Suggested text
Text for pasting. Comprises material suitable for copying and pasting into your local template. Any references are automatically copied across when you paste the text.  These will appear as numbered endnotes at the end of your local business case.  
The suggested text relates to preparing a business case for establishing a new FLS in accordance with clinical standards published by the Royal Osteoporosis Society.  See link below for latest version:  https://theros.org.uk/ros-clinical-publications-and-resources

Local inputs - text. Where you need to insert local information, such as the names of organisations, we have shown this [in bold type in square brackets].

Local input values. Where you need to insert values, such as the number of fractures, we have shown this as follows [XXXXX].  Note that the number of X’s does not indicate the value.  The ROS can help with many of these values – see below.

Tables – costs and benefits.  Costs and benefits are at the heart of any business case, and working out these figures can take a lot of time.  The Charity is able to provide bespoke tables for your organisation to show the costs and benefits.  Where these are available, you will see the message [FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

Tables – other.  In some sections, we have included an example table or other figure which may be useful.  These can be pasted into a local Excel workbook in order to enter local values, ready for pasting into your business case.  Look out for the text [Example table - paste into an Excel workbook to enter local values].

[bookmark: _Toc229387005]The four nations of the UK
We have tried to write the text in such a way as to make it applicable across NHS organisations in England, Northern Ireland, Scotland and Wales.  From time to time, we may refer to a document that does not apply in all countries, for example, the NICE guidance.  You will need to edit and / or add text that is relevant to your health system.
Consult your local business or service manager to obtain the correct template, as there may be more than one type.

[bookmark: _Toc229387006]The FLS Cost Benefit Tool
The ROS FLS Cost Benefit Tool (referenced throughout this document) is a separate MS Excel workbook which generates tables and other information for use in your business case.  The Tool is not available for download, but is used by trained colleagues in the Charity. 
The Tool provides estimates of essential data for inclusion in your business case, such as:
· Number of fractures occurring and likely to be prevented
· Potential benefits – cash equivalent and bed days
· Potential costs
· Staff skill mix and whole time equivalent
· Prescribing costs
This information is formatted as tables designed to be pasted directly into a business case, showing the total estimated benefits and costs of implementing and running a service for 1 to 5 years.  
The Tool already contains data about your organisation and can save you a great deal of time and trouble in research and calculation.  In some sections, you will see the message [FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

[bookmark: _Toc229387007]10 steps to writing your business case
The table below sets out a series of steps to follow in preparing your business case.
	1
	Understand the business case process

	
	It is essential to understand key aspects of the process, including:

	
	·       Who makes decisions – any committees / individuals

	
	·       When do they meet and on what dates – allowing for deadlines for submission

	
	·       Any criteria for considering a business case

	
	·       Financial thresholds – there may be a different process for high-value projects

	2
	Obtain the correct template

	
	Consult your local business or service manager to obtain the correct template as there may be more than one type.

	3
	Engage colleagues and decision-makers

	
	Engaging your colleagues is essential to building a coalition for change and for sharing the work involved in developing a business case.  It is good practice to establish a group that meets regularly to move the process forward.

	4
	Define your project

	
	You will need to make decisions about the boundaries of your proposed project.  In developing a new FLS or improving an existing one, there is likely to be an effect on adjacent services (e.g. radiology, rheumatology, emergency department, medical day case, primary care, etc).  These should be acknowledged in your business case, but you will not be expected to resolve and to cost all of these issues and activities.  

	5
	Populate using ‘suggested text’

	
	Where you need to insert local information, such as the names of organisations and values we have shown (see section ‘Using this Business Case Resource’).  Any references are automatically copied across when you paste the text.  These will appear as numbered endnotes at the end of your local business case.  Numbering is automatic, so there should be no need to edit the references themselves.

	6
	Calculate costs and benefits

	
	Contact the ROS for help with calculations (fls@theros.org.uk).  They have access to the FLS Cost Benefit Tool, which provides tables and other information for use in your business case.  Much of the data in the Tool is pre-loaded and can save you a great deal of time and trouble in research and calculations.  (see section ‘The FLS Cost Benefit Tool’).

	7
	Edit text

	
	You must edit any text that you paste from this resource.  Your business case must speak directly to local decision-makers about the local health and social care system.  

	8
	Write the Executive Summary

	
	Always write this last.  See the section in this Business Case Resource.

	9
	Proof read 

	
	Your final document to address any errors, missing data, repetition and to sharpen the text in a way that makes it coherent and easy to read. Ideally, you will not proof read text that you have written yourself.

	10
	Submit your business case

	
	Be prepared to attend the meeting where your case is considered.



[bookmark: _Toc229387008]Organising your material
Putting the right information in the right format and in the right place is important for building a clear and persuasive argument.

Appendices – should be used for detail and supporting information that might get in the way of your argument if used in the body text.   
If your business case covers more than one organisation, it is a good idea to include summary information in the body text and refer the reader to organisation-specific information in an appendix.
Complex diagrams, tables and charts can also be placed in an appendix.  This allows you to switch to landscape format if your picture does not fit easily into the template.

Tables - are vital, particularly for showing information on costs, staff, and caseload.  You may need to show how these change over time.  Try to be consistent in the formatting, as this will make them easier to read. 
The FLS Cost Benefit Tool is a separate MS Excel workbook which generates tables and other information for use in your business case.  In some sections of this Business Case Resource, you will see the message [FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].
In some sections, we have included an example table or other figure which may be useful.  These can be pasted into a local Excel workbook to enter local values, ready for pasting into your business case.  Look out for the text [Example table - paste into an Excel workbook to enter local values].

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.



2. [bookmark: _Toc229387009]Section by section guidance and suggested text
[bookmark: _Toc229387010]Executive summary
	Recommendations and guidance 
This is the most important part of the document.  It will be the first section and may be the only part that decision-makers read. 
Write it last, when the business case is nearly complete and use text from elsewhere in the document. You should not include anything in the Exec Summary that does not appear in the business case.
Keep to clear, brief statements: there is no need to include a supporting argument; this can come later. For this reason, there is no need for references in the Exec Summary.
Put the most important ones nearer the top – usually the recommended action and the potential benefits.  
Keep to one page or less.



This business case recommends the establishment of co-ordinated provision of fracture liaison services (FLS) in [organisation / area / system name], with the aim of preventing secondary fragility fractures to realise benefits of reduced mortality, morbidity, and resource use across the health and social care system.
Tackling osteoporosis through the provision of effective FLS will contribute to meeting a range of challenges, including:
· Shift to prevention of debilitating fragility fractures while avoiding unplanned acute admissions, many of which are for elderly patients, leading to long stays.  
· Address inequalities in care by standardising the pathway and delivery models for all patients 50 and over with a primary fracture.  
· Improve efficiency through team and collaborative working, plus digital solutions - particularly in case identification and patient follow-up 
· Encourage optimal medicine use through efficient and effective follow-up
· Promote partnership and collaboration across acute, community / primary and social care 
· Support and empower clinical leaders to continuously improve
Hip fractures in 20254/26 were the third most common unplanned bed day admission in [organisation / area / system name], taking up [XXXXX] bed days at a cost of [XXXXX]
[organisation / area / system name] has identified Fracture Liaison Services (FLS) as one of their key priorities for [current year/current year +1] to ensure that there is equitable service provision to all patients across the health and social care community. 
The estimated total cost savings across acute, primary and social care are [XXXXX]million over 5 years.  Across the acute hospitals, we estimate a saving of [XXXXX] million over 5 years with a reduction in acute and rehab bed days of [XXXXX] over the same period.  
An FLS systematically identifies, treats, and refers to appropriate services for all eligible patients aged over 50 within a local population who have suffered fragility fractures, to reduce their risk of subsequent fractures. 
The implementation of an FLS model achieving published clinical standards would yield significant benefits. Over five years, it is estimated [XXXXX] fractures would be prevented, of which [XXXXX] are hip fractures, [XXXXX] inpatient other fractures, [XXXXX] outpatient other fractures and [XXXXX] clinical vertebral fractures.
With expected identification rates, we anticipate identifying and assessing around [XXXXX] patients annually.  Allowing for the [XXXXX] currently identified, around [XXXXX] additional patients would be assessed for treatment to prevent secondary fragility fractures.
A reduction in fragility fractures will also lead to reduced demand on key social services, including home help in the immediate post discharge period and residential care for the 13.1% of patients with hip fractures not discharged back to their own homes.  
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/
We have already established a FLS Working Group with the remit to optimise implementation and realise benefits.  Details on the role and function of this Group are included in this document.  
A high-quality, comprehensive performance mechanism is already in place in the form of the FLS Database run by the Royal College of Physicians https://www.fffap.org.uk/FLS/charts.nsf/.  There is no need to build a local performance reporting scheme. 
The estimated cost of additional staffing to ensure that the FLS is established and fully resourced to meet the ICB population is estimated at [XXXXX] per year.  By implementing a fully staffed FLS we estimate a net cost saving across acute, community and primary and social care of [XXXXX] million over the 5 years.
This business case includes [XXXXX] options and recommends Option [XXXXX] as the preferred model. 





[bookmark: _Toc229387011]The case for change
	Recommendations and guidance 
You need to make the case for why you need to implement the recommendations in the business case.
This is one of the most important sections in your business case, as it must clearly describe what change you plan to make and the reasons for making it.  In your local template, it may have alternative headings such as ‘the case for change’ or ‘description of the proposal’.
The reader will have read the Executive Summary and will understand the overall argument.  Try to make sure that this section fits with this argument and does not simply repeat points made elsewhere.  This section can add to the persuasive power of the business case by describing the problems and issues that arise from the current practice, specifically the morbidity, mortality and resource use that result from failing to prevent fractures. The example text below has been devised with this aim in mind.
Your business case needs to demonstrate that FLS will meet specific needs and priorities in your local health and social care system.  Work with local partners to identify the local priorities that have been published and adopted, and include text that explicitly states how FLS will help to achieve these.
If you can quantify how FLS will meet specific targets, e.g. reductions in bed days and unplanned admissions, this will build a more compelling case.
It is possible, if unlikely, that FLS does not connect to any of the local published priorities.  If this is the case, it is worth seeking advice and counsel from managers and other decision makers as to whether now is the right time to submit a business case. 



[bookmark: _Toc229387012]The burden of disease
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:1].  Over one year, these fragility fractures are comprised of approximately 79,000 hip fractures, 66,000 vertebral fractures, 69,000 forearm fractures and 322,000 other fractures[endnoteRef:2].   [1:  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]  [2:  National Osteoporosis Society.  Fracture Liaison Service Implementation Toolkit:  A Call to Action.  Available at: https://www.nos.org.uk/file/fls-toolkit-/FLSIT-Call-to-Action-V2-8.pdf?pdf=toolkit-call-to-action] 

In England, Wales, and Northern Ireland, hip fractures are the most common reason for an older person to need admission to a hospital for emergency surgery[endnoteRef:3]. [3:  National Hip Fracture Database, 2023 National Hip Fracture Database Report on 2022, https://www.nhfd.co.uk/FFFAP/Reports. ] 

Hip fracture is the most common serious orthopaedic injury affecting older people. In Scotland, 7000 patients sustain a hip fracture each year, and this is projected to rise to 10,300 a year by 2029[endnoteRef:4]. [4:  Makaram et al, Lessons learned from hip fracture registries – From the Scottish perspective to global practice.  Injury, Volume 54, Supplement 5, October 2023, ] 

Hip fractures account for the occupation of over 4,000 beds at any one time across England, Wales and Northern Ireland (more than 20% of Orthopaedic bed occupancy in the UK), and an average length of stay of 20.3 days[endnoteRef:5].  A survey conducted by the ROS reported that a fifth of women who have broken a bone break 3 or more before being diagnosed with Osteoporosis[endnoteRef:6].  Current projections suggest that the number of hip fractures will increase by 65% in the next 20 years if secondary fracture prevention care does not improve[endnoteRef:7]. [5:  National Osteoporosis Society. Stop at One Survey. (2013). National Osteoporosis Society]  [6:  National Osteoporosis Society. Stop at One Survey. (2013). National Osteoporosis Society]  [7:  National Osteoporosis Society. Effective secondary prevention of fragility fractures: clinical standards for fracture liaison services. Bath: NOS, 2015] 

By 2060, the number of hip fractures occurring in England, Wales and Northern Ireland is projected to increase by 107 % (n = 139,105). In males, there was an estimated increase of 130 % compared with 97 % in females[endnoteRef:8].  [8:  Murphy et al.  Hip fracture projections up to the year 2060: an analysis based on data from the National Hip Fracture Database (NHFD) for England, Wales, and Northern Ireland.  Injury . 2024 Nov;55(11):111863.  doi: 10.1016/j.injury.2024.111863. ] 

In Scotland, between 2017 and 2021, the number of annual hip fractures increased from 6,675 to 7,797 (15%), with a rise in incidence from 313 to 350 per 100,000 (11%) for the at-risk population. By 2029, assuming discharge rates remain constant, the total overall length of hospital stay following hip fracture in Scotland will increase by 60,699 days per annum, incurring an additional cost of at least £25 million per year. Approximately five more acute hip fracture beds may be required per hospital to accommodate this increased activity[endnoteRef:9]. [9:  Harris et al, The impact of an ageing population on future increases in hip fracture burden
insights from the Scottish Hip Fracture Audit.  The Bone and Joint Journal, 106-B No.1 | Pages 62 - 68  https://doi.org/10.1302/0301-620X.106B1.BJJ-2023-0740.R1 ] 

Incidence of fragility fractures is an expression of health inequality, with the risk of fracture increasing by 25% for people of lower socio-economic status[endnoteRef:10].   [10:  Valentin et al, Socio-economic inequalities in fragility fracture incidence: a systematic review and meta-analysis of 61 observational studies. Osteoporos Int
. 2021 Dec;32(12):2433-2448 (2021)] 

Public Health England (January 2017) issued a ‘Falls and fracture consensus statement’ that committed ‘to supporting and encouraging effective commissioning and the spreading of good practice so that every older person, whatever their background, wherever they live, is provided with the best opportunity to live and age well without fear of falling and injury’.

[bookmark: _Toc229387013]Proposed solution: Fracture liaison service
An FLS systematically identifies, treats, and refers to appropriate services for all eligible patients aged over 50 within a local population who have suffered fragility fractures, to reduce their risk of subsequent fractures.[endnoteRef:11]  [11:  Royal Osteoporosis Society Clinical Standards for Fracture Liaison Services. https://theros.org.uk/media/1eubz33w/ros-clinical-standards-for-fracture-liaison-services-august-2019.pdf ] 

The FLS model is delivered by a small team of specialist nurses, administrators and allied healthcare professionals who use patient pathways to manage 80 to 90% of adults over 50 years who present with a fragility fracture, that is, a fracture sustained from a fall from standing height or less. This will entail identification, investigation, treatment recommendation and monitoring at 16 and 52 weeks after the index data fracture. 
There is extensive guidance on the treatment of osteoporosis and on service quality and standards.  These will be incorporated into the clinical pathways, standards and service specifications detailed in this business case.  
Current national guidance provides evidence that effective case finding and use of appropriate drug therapies reduces the risk of future clinical fractures by up to 50%[endnoteRef:12].  [12:  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] 

Research[endnoteRef:13] into the effectiveness of services designed to prevent secondary osteoporotic fractures delivers assessment to 95-97% of at-risk patients within a local population.   [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. http://www.healthcareimprovementscotland.org/previous_resources/audit_report/osteoporotic_fractures_audit.aspx ] 

In areas where there is no formal prevention service, only 25% of at-risk patients are assessed, which demonstrates that it is uniquely effective in managing patients’ risk factors and preventing secondary fractures[endnoteRef:14].  [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 http://www.healthcareimprovementscotland.org/previous_resources/audit_report/osteoporotic_fractures_audit.aspx] 

Organisations with a dedicated service were found to have a 40% reduction in the 3-year risk of secondary fragility fractures to major bones and a 30% reduction in re-fracture to any bone compared with organisations without a comparable service[endnoteRef:15].  [15:  A. Nakayama, A., Major, G., Holliday, E., Attia, J. and Bogduk, N. (2015) Evidence of effectiveness of a fracture liaison service to reduce the re-fracture rate. Osteoporosis International] 

The FLS model is also associated with reduced mortality, increased treatment initiation and treatment adherence (65%–88% at 1 year), and it is cost-effective[endnoteRef:16].  [16:  Walters. S, Khan. T,Ong. T and Sahota. O, (2017)Fracture liaison services: improving outcomes for patients with osteoporosis. Available on line: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5237590/ ] 

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[endnoteRef:17].  [17:  Royal Osteoporosis Society FLS Benefits Calculator available at: https://theros.org.uk/healthcare-professionals/fracture-liaison-services/implementation-toolkit/] 


[bookmark: _Toc229387014]Current situation
	Recommendations and guidance 
Many NHS organisations will have some provision in place for the prevention of secondary fragility fractures, for example there may be local guidelines to administer infusions of bisphosphonates to patients with hip fractures prior to discharge.  
Alternatively, you may have an FLS which is not comprehensive or achieving published standards.  It is important the decision-makers understand what they are being asked to approve / fund.  You should describe this accurately and make clear whether this is an entirely new service or an improvement to existing provision.
In some cases, you may be proposing improvements to services in multiple hospitals.  It is helpful to spell out the current situation in each.
We have included some example tables.  All values are for illustration purposes only.



[Example tables - paste into an Excel workbook to enter local values].

Current service provision in each organisation
	Organisation name
	Active case finding
	Assessment
	Treatment initiation
	Follow up 
4 m
	Follow up 12m
	Upload to FLSDB

	Hospital 1
	Yes
	Yes
	Yes
	Partial
	None
	None

	Hospital 2
	 
	 
	 
	 
	 
	 

	Hospital 3
	 
	 
	 
	 
	 
	 

	…etc
	 
	 
	 
	 
	 
	 



Number of additional cases expected in Year 1 by organisation (figures used are an example) [Input own values]
	Organisation name
	Estimated incident fractures
	Cases to be identified1
	Current cases identified
	Additional cases2

	Hospital 1
	2,122
	1,783
	0
	1,783

	Hospital 2
	2,859
	2,402
	505
	1,897

	Hospital 3
	2,514
	2,112
	2,012
	100

	…etc
	0
	0
	0
	0

	Total
	7,496
	6,297
	2,517
	3,780

	1. Case identification rate used is % of Estimated incident fractures: Hip fractures 100%.  All other fractures 80%

	2. This is the number of cases used to estimate costs and benefits, over and above current service provision



[bookmark: _Toc229387015]Local priorities and plans
	Recommendations and guidance 
You will need to work with management and commissioning leads in the local health and social care system to identify the local priorities that your business case will address.  Local managers are guided by national guidance as shown below.

In England, Integrated Care Systems are required to submit Joint Forward Plans.  https://www.england.nhs.uk/publication/joint-forward-plan/ 

See also the NHS 10-year plan (England), published in June 2025.
https://www.gov.uk/government/news/landmark-plan-to-rebuild-nhs-in-working-class-communities

In England, see the Renewed Women’s health strategy, published April 2026
Renewed Women’s Health Strategy for England - GOV.UK

In Northern Ireland, the Department of Health has published a three-year plan.  https://www.health-ni.gov.uk/publications/health-and-social-care-ni-three-year-plan

In Scotland, the Operational Improvement Plan was published in April 2025. https://www.alliance-scotland.org.uk/blog/news/scottish-government-publishes-nhs-scotland-operational-improvement-plan/

In Wales, health boards are guided by the NHS Wales Planning Framework https://www.gov.wales/nhs-wales-planning-framework-2024-2027




[Detailed information about how FLS will contribute to local priorities and plans to be added here.  See below for some of the themes that may feature]  
Tackling osteoporosis through the provision of effective FLS will contribute to meeting a range of challenges: 
1. Shift resources and attention to the prevention of debilitating fragility fractures
2. Address inequalities in care by standardising the pathway and delivery models for all patients 50 and over with a primary fracture
3. Reduce demand by avoiding unplanned acute admissions, many of which are for elderly patients, leading to long stays
4. Improve efficiency through team and collaborative working, plus digital solutions  
5. Harness digital technology - particularly in case identification and patient follow-up 
6. Encourage optimal medicine use through efficient and effective follow-up
7. Promote partnership and collaboration across acute, community / primary and social care 
8. Support and empower clinical leaders to continuously improve
9. Shift care from a hospital setting to patients homes

[bookmark: _Toc229387016]Effective treatments
Large scale randomised trials have demonstrated the clinical effectiveness of anti-osteoporosis medication in reducing the risk of secondary fragility fracture.[endnoteRef:18] [18:  Javaid, MK. Efficacy and efficiency of fracture liaison services to reduce the risk of recurrent osteoporotic fractures.  Aging Clinical and Experimental Research (2021) 33:2061–2067 https://doi.org/10.1007/s40520-021-01844-9] 

Treatments for osteoporosis with the aim of reducing secondary fracture risk have been evaluated by NICE[endnoteRef:19].  These are listed separately in this business case. [19:  National Institute for Health and Care Exellence https://www.nice.org.uk/] 

Treatments for osteoporosis with the aim of reducing secondary fracture risk have been evaluated by SIGN[endnoteRef:20].  These are listed separately in this business case. [20:  Scottish Intercollegiate Guidelines Network. https://www.sign.ac.uk/] 

[bookmark: _Toc229387017]Quality
	Recommendations and guidance 
For the clinical standards, please see https://theros.org.uk/ros-clinical-publications-and-resources
Clinical guidelines and NICE guidance are subject to change.  You should check relevant websites for the latest publications.  See:
NICE     -  https://www.nice.org.uk/Guidance
NOGG   - https://www.nogg.org.uk/
SIGN     -  https://www.sign.ac.uk/

	The information shown below may usually be included as an appendix.



[bookmark: _Toc229387018]Clinical standards for FLS
The Royal Osteoporosis Society has published clinical standards[endnoteRef:21] for fracture liaison services.  These are summarised briefly below: [21:  Royal Osteoporosis Society, Effective Secondary Prevention of Fragility Fractures: Clinical Standards for Fracture Liaison Services, 2019.  https://theros.org.uk/media/1eubz33w/ros-clinical-standards-for-fracture-liaison-services-august-2019.pdf] 

1. Identify: People aged 50 years and over with a fragility fracture are systematically identified.
2. Investigate: Investigations to assess 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.

[bookmark: _Toc229387019]Clinical guidelines and NICE guidance

Relevant and current guidance and standards for the treatment of osteoporosis and prevention of secondary fragility fractures.

Royal Osteoporosis Society Royal Osteoporosis Society - Better Bone Health for Everybody (theros.org.uk) 
NOGG 2021: Clinical guideline for the prevention and treatment of osteoporosis
International Osteoporosis Foundation, Capture the Fracture – global campaign to break the fragility fracture cycle 
International Osteoporosis Foundation: Broken Bones, Broken Lives: a roadmap to solve the fragility fracture crisis in Europe
NICE Clinical Guideline NG259, Osteoporosis: assessing the risk of fragility fracture Up-dated July 2026 
NICE Quality standards [QS149]  Osteoporosis. Published date: April 2017  
NICE Quality Standard 86: Falls in older people. Review date: January 2017
Royal College Physicians. Falls and Fragility Fracture Audit Programme (FFFAP) 
Royal College Physicians. Fracture Liaison Service Data Base Accessed May 2026 
Royal College Physicians. FLS Commissioner Report 2024
Relevant NICE technology appraisals
NICE Alendronate, etidronate, risedronate, raloxifene and strontium ranelate for the primary prevention of osteoporotic fragility fractures in postmenopausal women. Technology appraisal TA160 & Technology appraisal TA161. October 2008. Up-dated February 2018)
NICE Romosozumab for treating severe osteoporosis. Technology appraisal guidance TA791.  Published: 25 May 2022.  https://www.nice.org.uk/guidance/ta791
NICE Abaloparatide for treating osteoporosis after menopause.  Technology appraisal guidance TA991. 7 August 2024. https://www.nice.org.uk/guidance/ta991
NICE Denosumab for the prevention of osteoporotic fractures in postmenopausal women.  Technology appraisal guidance TA204. 27 October 2010. https://www.nice.org.uk/guidance/ta204

Relevant guidance in Scotland
SIGN 142 Management of osteoporosis and the prevention of fragility fractures: A national clinical guideline.  https://www.sign.ac.uk/media/1812/sign-142-osteoporosis-v3.pdf



[bookmark: _Toc229387020]Productivity
	Recommendations and guidance 
This section requires careful editing.  Not all of the solutions proposed will be suitable for every organisation, and some may already be in place.
You may also have local challenges and opportunities which are not covered in this text.



[bookmark: _Toc229387021]Improving productivity - Digital solutions
The NHS Productivity Plan[endnoteRef:22] describes how NHS organisations can use ‘our data to identify opportunities for improvement and adopt new technologies that revolutionise care. For staff, it means less time spent chasing patient data or waiting for their technology to work – whether the most basic tool or innovative product.’   [22:  NHS Productivity, 16 May 2024. https://www.england.nhs.uk/long-read/nhs-productivity/] 

FLS provides significant opportunities for NHS organisations in England to achieve the 4% productivity improvement set out in planning guidance[endnoteRef:23].  Several opportunities have been identified for productivity improvement.  These are summarised below: [23:  NHS England, Priorities and planning guidance.  January 2025.  https://www.england.nhs.uk/long-read/2025-26-priorities-and-operational-planning-guidance ] 


Case identification – is carried out by nursing and administration staff working with other departments (radiography, emergency department, trauma and orthopaedics, orthogeriatrics) using identification criteria and compilation of lists of patients for assessment by the FLS.  Approximately 25 - 49% of staff inputs in an FLS are directed to this task.  Automated case identification systems can be implemented, which will output a definitive list of FLS cases for assessment with consequent reductions in staff time under the ‘manual’ approach. 

Additional case finding – software products are available to opportunistically identify patients with extant vertebral fractures who are not currently under treatment.  

Patient follow-up – the FLS pathway requires follow-up at 4 months and 12 months post initiation to ensure that patients are compliant with medication and thereby achieve the expected reduction in fracture risk.  These activities are carried out via telephone and face-to-face consultations and account for around 17% of total staff inputs.  Over half of these contacts can be digitised using digital patient surveys with follow-up for non-responders. 

Upload – to the national FLS Database for purposes of clinical and performance management and benchmarking.  This can be automated via a hospital’s electronic patient record system, reducing the need for administrative support to carry out manual data entry.


[bookmark: _Toc229387022]Benefits
	Recommendations and guidance 
The Royal Osteoporosis Society’s FLS Cost Benefit Tool provides estimates for two types of benefit, which are:
· Cash equivalent – costs of treating fractures that have been prevented as a result of the FLS
· Bed days – avoided as a result of the FLS 
The outputs of the FLS Cost Benefit Tool are in tables which can be pasted directly into the business case template and/or included in appendices.  Look out for [FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].
Some local templates include a pre-formatted table.  You should take advice on whether these need to be completed or whether you can substitute the tables provided by the Charity.
If your business case covers multiple organisations, it may be helpful to show a summary table in this section and add detail for each unit in the appendices.
Supporting information, such as Benefits per fracture, may also belong in an appendix.



Suggested text
Estimated benefits – cash equivalent
The implementation of a Fracture Liaison Service meeting published standards[endnoteRef:24] in [XXXXX] would yield significant benefits. Over a five-year period, it is estimated [XXXXX] fractures would be prevented of which [XXXXX] are hip fractures, [XXXXX] inpatient other fractures, [XXXXX] outpatient other fractures and [XXXXX] clinical vertebral fractures.  [24:  Royal Osteoporosis Society Clinical Standards for Fracture Liaison Services. https://theros.org.uk/media/1eubz33w/ros-clinical-standards-for-fracture-liaison-services-august-2019.pdf] 

The estimated total cost savings across acute, primary and social care are [XXXXX] million over a 5-year period.  Across the acute hospitals, we estimate a saving of [XXXXX] million over 5 years. 
The cash equivalent has been estimated as the costs of treatment of fractures that are prevented as a result of implementation.  These have been provided by the Royal Osteoporosis Society and are shown below:
[FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

Benefits per fracture – cash equivalent
The costs to the health and social care system of treating and caring for patients with four types of fragility fracture in the NHS have been estimated by the Royal Osteoporosis Society.  These estimates are used to calculate the cash equivalent benefits shown in this business case.  The estimates per fracture are shown in the table below together with information about how the estimates were calculated. 




	Estimated cash benefits per fracture prevented [Input own values]

	 

	 
	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



Acute care costs for hip fractures are taken from the REDUCE study[endnoteRef:25].  For other fracture sites, these comprise: Emergency department event (rate = 1.00); Hospitalisation event (Rate = 1.00 for inpatient fracture sites only); Outpatient follow-up in fracture clinic (rate = 1.00); Referral for outpatient follow-up (rate = 0.4943 vertebral fracture and 0.3658 for non-hip/non-vertebral fracture).  All costs NHS payment scheme 2024/25[endnoteRef:26]  [25:  Patients’ recovery of mobility and return to original residence after hip fracture are associated with multiple modifiable components of hospital service organisation: the REDUCE record-linkage cohort study in England and Wales. Patel et al. BMC Geriatrics (2023) 23:459.  https://doi.org/10.1186/s12877-023-04038-2]  [26:  NHS Payment Scheme 2024/25 - 23-25 NHPS 24-25 Prices workbook.  https://www.england.nhs.uk/publication/2023-25-nhs-payment-scheme/ ] 

Community and primary care costs for hip fractures are from the REDUCE study[endnoteRef:27].  For other fracture sites, these comprise: GP visits (rate = 0.9437 for non-hip, non-vertebral fractures and 0.9867 for vertebral fractures).  Costs from PSSRU Unit Costs of Health and Social Care 2023[endnoteRef:28].  Also included is non-osteoporosis GP prescribing obtained from the NICE evaluation[endnoteRef:29]. [27:  Patients’ recovery of mobility and return to original residence after hip fracture are associated with multiple modifiable components of hospital service organisation: the REDUCE record-linkage cohort study in England and Wales. Patel et al. BMC Geriatrics (2023) 23:459.  https://doi.org/10.1186/s12877-023-04038-2]  [28:  PSSRU Unit Costs of Health and Social Care 2023.  https://kar.kent.ac.uk/105685/. Table 9.4.2: Unit costs for a GP.  Cost per appointment = 10 minutes]  [29:  National Institute for Health and Clinical Excellence/ScHARR, Osteo model 31 prepared for consultation; sheet 'Cost of fractures'] 

Social care costs for hip fracture comprise home help in the immediate post-discharge period,[endnoteRef:30] added to an estimate of the average cost of residential care (£47,000[endnoteRef:31]) for the 13.1%[endnoteRef:32] of patients with hip fracture not discharged back to their own home.  For non-hip fractures, all costs are home help only[endnoteRef:33].     [30:  National Institute for Health and Clinical Excellence/ScHARR, Osteo model 31 prepared for consultation; sheet 'Cost of fractures']  [31:  Chair’s presentation Bisphosphonates for preventing osteoporotic fragility fractures (including a partial update of NICE technology appraisal guidance 160 and 161).  Chair’s presentation Bisphosphonates for preventing osteoporotic fragility fractures (including a partial update of NICE technology appraisal guidance 160 and 161)]  [32:  Patients’ recovery of mobility and return to original residence after hip fracture are associated with multiple modifiable components of hospital service organisation: the REDUCE record-linkage cohort study in England and Wales. Patel et al. BMC Geriatrics (2023) 23:459.  https://doi.org/10.1186/s12877-023-04038-2]  [33:  National Institute for health and Clinical Excellence/ScHARR, Osteo model 31 prepared for consultation; sheet 'Cost of fractures'.  Data on file.] 


[bookmark: _Toc229387023]Estimated benefits - bed days
This initiative will have a significant impact on bed days in acute and rehab settings.  Estimates are shown in the table below.  Note that the bed day saving is incorporated into the cash equivalent benefits shown above and should not be added to the benefits calculation.
[FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

Benefits per fracture – bed days
The average lengths of stay in acute and rehabilitation settings for patients with four types of fragility fracture in the NHS have been estimated by the Royal Osteoporosis Society.  These estimates are used to calculate the total bed days avoided.  The estimates per fracture are shown in the table below together with information about how the estimates were calculated. 
	Length of stay in bed days
	 

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

	Acute
	[XXXXX]
	5.6
	Not applicable
	10.5

	Non-acute
	[XXXXX]
	Data not available
	
	Data not available

	Total LoS
	18.1
	5.6
	
	10.5



Acute and non-acute bed days for hip fracture in England, Northern Ireland and Wales are taken from the National Hip Fracture Database and are specific to each organisation[endnoteRef:34].   [34:  National Hip Fracture Database.  https://www.nhfd.co.uk/20/nhfdcharts.nsf/fmbenchmarks?readform&report=outcomes&year=2023] 

Acute bed days for Other fracture site (inpatient) are a weighted average of data for different fracture types from all hospitals in England[endnoteRef:35]. [35:  Hospital Episode Statistics.  https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2023-24] 

Acute bed days for Clinical vertebral fractures are a weighted average of data from all hospitals in England[endnoteRef:36]. [36:  Hospital Episode Statistics.  https://digital.nhs.uk/data-and-information/publications/statistical/hospital-admitted-patient-care-activity/2023-24] 

Acute and non-acute bed days for hip fracture in Scotland are taken from the Scottish Hip Fracture Audit and are specific to each organisation[endnoteRef:37].   [37:  Scottish Hip Fracture Audit.  https://publichealthscotland.scot/publications/scottish-hip-fracture-audit/scottish-hip-fracture-audit-reporting-on-2023/dashboard/ ] 


[bookmark: _Toc229387024]Benefits realisation
FLS is a service designed to prevent secondary osteoporotic fractures, particularly in the first few years after the primary fracture when the risk of re-fracture is highest.  Realising the benefits of effective FLS services takes time.  This section briefly sets out the factors that influence benefits realisation and describes the proposed implementation and performance management programme.

Variation in fractures over time.  The benefit for the patient accrues as a result of taking clinically and cost-effective medication to reduce the risk of fracture.  For the health and social care system, the benefit accrues as a result of a large number of patients on effective treatment, leading to a lower number of fractures than would have occurred without the intervention.  The number of fragility fractures prevented by the proposed FLS has been estimated by the Royal Osteoporosis Society using its FLS Cost Benefit Tool.  These estimates are shown in the table below:
[FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

Due to the natural variation in fracture tracking, the number of fractures occurring in a population following implementation of FLS compared to previous time periods is not a viable performance measure.  

Time to build cohort / population effect.  The proposed FLS will see patients who have had a primary fragility fracture as they present at each hospital.  The estimates of fractures prevented are estimated over a five-year period for each annual patient cohort.  The number of patients on treatment will increase each year as newly identified patients are added to those on treatment from previous year(s).  Therefore, the benefits increase cumulatively in each of the five years shown.

Implementation period.  The FLS Implementation Group has considered the likely time to implement effective services at each of the hospitals, taking a realistic view of the recruitment environment and the time taken to train and upskill new and existing staff.  A project implementation plan has been drawn up and is shown in Appendix [XXXXX].  This will be developed into a reporting tool with format and frequency of reports to be agreed with commissioners during the implementation phase, which we expect to last [XXXXX] months.

Tracking performance after implementation.  Due to the problems inherent in estimating the reduction in fractures (expected vs actual) described above, it is strongly recommended that performance management is concentrated on the achievement of key performance indicators relating to cases identified; patients initiated on effective treatment, and patients followed up to ensure treatment compliance.  
A high-quality, comprehensive performance mechanism is already in place in the form of the FLS Database run by the Royal College of Physicians.  See section Performance for more information. 



[bookmark: _Toc229387025]Costs
	Recommendations and guidance 
The Royal Osteoporosis Society’s FLS Cost Benefit Tool provides estimates for three types of costs, which are:
· Staff costs for the FLS pathway
· Prescribing costs for up to five years from initiation
· Overhead costs
Other costs, such as new equipment or new facilities, are not included and must be calculated according to local need.
The outputs of the FLS Cost Benefit Tool are in tables which can be pasted directly into the business case template and/or included in appendices.  Look out for [XXXXX]
Some templates include a pre-formatted table.  You should take advice on whether these need to be completed or whether you can substitute the tables provided by the Charity.



Suggested text
[bookmark: _Toc229387026]All costs
Cost includes the following elements:
1. Staff costs
2. Overhead
3. Prescribing costs
[FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

[bookmark: _Toc229387027]Staff costs 
Staff costs have been built up based on the expected number of patients at each stage of the pathway multiplied by the number of minutes of input by each staff type and grade.  The total time is then converted into whole-time equivalents by staff type and grade.  The WTE values are based on expected patient-facing time,[endnoteRef:38] which takes account of expected amounts of time for annual leave; mandatory training; continuing professional development; administrative sessions; sick leave.  [38:  PSSRU Unit Costs of Health and Social Care 2023.  https://kar.kent.ac.uk/105685/. ] 

The total WTE by staff type and grade is shown below:
[FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

On-costs
On-costs are calculated using the following values:
	On Costs
	% of salary

	Employers NI
	13.80%

	Employers Pension
	14.38%

	All on costs
	28.18%




[bookmark: _Toc229387028]Expected prescribing costs
Prescribing costs are estimated by multiplying the expected number of patients to start treatment in each year by the average cost of prescribing for five years following initiation.  
[FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk].

The average cost of prescribing, estimated by the Royal Osteoporosis Society, is shown in the table below.  
	Year
	Average cost per patient

	Year 1
	£101.44

	Year 2
	£47.19

	Year 3
	£24.84

	Year 4
	£23.19

	Year 5
	£21.84

	All years
	£218.51



Estimating the total costs of prescribing in each year is calculated taking into account of:
· Increased number of patients assessed in each year due to demographic change 
· Expected treatment mix including injectable anabolic medicines; infused bisphosphonates and oral bisphosphonates
· Expected persistence on treatment, depending on the regimen for each treatment
· Expected mortality of patients during the five-year term of the business case, depending on the site of the index fracture
· Date of commencement in the first year of each patient cohort, i.e. first year is divided by 2
· Exclusion of prescribing costs falling outside the five-year term of the business case, i.e. for patients commencing in Year 2, only the first 4 years of prescribing costs are included in the totals
For information on the details of these calculations, please contact the Royal Osteoporosis Society fls@theros.org.uk.

[bookmark: _Toc229387029]Overhead
Overhead is applied to total staff costs in each year at the rate of 15%.

FLS Cost Benefit Tool can generate a table to insert here.  Contact us via fls@theros.org.uk.

[bookmark: _Toc229387030]Inclusion of 5 year costs and benefits in this business case
FLS is a service that identifies and treats patients as a result of an incident fragility fracture.  The FLS pathway covers approximately 12 months from assessment to 12-month follow-up after which the patient is discharged to the care of their GP.  In some cases, patients may be given appointments for the administration of biologic medicines outside the 12 month pathway.
This business case estimates costs and benefits based on each of the five years.  Benefits are estimated for five years from the commencement of treatment for each patient cohort beginning in each of the five years.  In a similar way, prescribing costs are estimated for five years.
However, for patient cohorts in Years 2 – 5, some of these costs and benefits will fall outside of the business case period and have therefore been excluded.  The diagram below shows this in schematic form.   

[Illustration - paste directly into local business case template].
Handling of costs and benefits by annual cohort (schematic only)
[image: ] 

[bookmark: _Toc229387031]Option appraisal
	Recommendations and guidance 
Some local business case processes ask for an option appraisal.  The options that you set out will depend on local circumstances; it is difficult to offer detailed text for you to use.  However, we can add a few things about option appraisals with confidence.
Options will almost always include a Do Nothing option.  Under this heading, you should describe the current situation with a description and estimated number and cost of fragility fractures that are occurring as a result of not implementing your business case. 
The usual practice is to set out 2 options in addition to the Do nothing option.  You should have a clear idea of which option you prefer and make a recommendation to this effect.
Options might vary according to different aspects of service delivery, such as:
· Point of care for each part of the pathway
· Single service provider vs collaborative between multiple organisations
· Digital delivery of parts of the pathway e.g. semi-automated case finding or follow up using text messaging
· Staged implementation vs single start date




Suggested text
Option 1 - Do nothing
This option means that service provision will continue as at present.  This option avoids the need for additional investment but leads to a number of significant disbenefits as the number of preventable secondary fragility fractures rises in line with the increase in the population at higher risk, leading to increases in:
1. Emergency room attendances
2. Unplanned orthopaedic admissions 
3. Acute bed days in orthopaedics and elderly care
4. Outpatient appointments following fracture
5. GP appointment following fracture
In addition, there will continue to be inequity of care across [Your Health System] population with treatment and therefore risk of suffering a secondary fracture determined by place of residence and hospital attended.  
For people with severe osteoporosis who are at risk of multiple fractures, the inability to obtain effective care will result in severe and enduring morbidity with heightened risk of mortality.
This is not an option as FLS has been mandated by the Government that all ICBs in England will have FLS in place by 2030.
If we do nothing, we will be an outlier and will receive reminders from the FLS database at Trust and ICB levels.
It is against the current NHS Pillars as outlined within the NHS 10 Year Plan, and we also won’t deliver against the NHS Forward Plan.

Options
[Example table - This can be pasted into a local Excel workbook in order to work through how different activities might be carried out under the different options. enter local values, ready for pasting into your business case.]

	Activity
	Task
	Option X
	Option Y

	Service design
	Develop ICS-wide FLS Service Specification
	
	

	
	Operate FLS Implementation Group
	
	

	
	Devise local care pathways in accordance with FLS Service Spec.
	
	

	
	FLS assessment and treatment recommendations 
	
	

	
	 
	
	

	Service delivery
	Skill mix
	
	

	
	Staff rotas
	
	

	
	Clinic design
	
	

	
	Case identification
	
	

	
	1st appointment (assessment)
	
	

	
	Injectable treatments 1st appointment 
	
	

	
	Injectable treatments F / up appointments 
	
	

	
	Biologic and infused treatments 1st appointment
	
	

	
	Biologic and infused treatments F / up appointments
	
	

	
	Follow up 4 months
	
	

	
	Follow up 12 months
	
	

	
	Multi-Disciplinary Team meetings
	
	

	
	Clinical governance
	
	

	
	Advice and guidance to GPs
	
	

	Training and development
	FLS training of new staff
	
	

	
	Professional development in FLS / osteoporosis
	
	

	
	Mentorship for FLS / osteoporosis
	
	

	
	Ongoing training - updates, etc
	
	

	Performance and improvement
	Capture and upload of data to FLS Database
	
	

	
	Annual patient experience and satisfaction survey and report
	
	

	
	Reporting against agreed KPIs
	
	

	
	Bespoke service improvement using benchmark data
	
	

	
	Patient complaints
	
	

	
	ICS-wide service improvements
	
	

	
	Development of digital case identification solutions
	
	

	
	Digital solutions to reduce admin burden and improve patient safety 
	
	 

	
	 
	 
	 



[bookmark: _Toc229387032]
Performance
	Recommendations and guidance 
Senior managers are interested in performance over two overlapping time periods, which are:
1. Implementation period
2. After implementation
For the implementation period, you will need a bespoke implementation plan.  An example is shown in the suggested text.
For tracking performance after implementation, the Royal Osteoporosis Society strongly recommends that the FLS Database https://www.fffap.org.uk/fls/flsweb.nsf/docs/About is the platform for performance monitoring and reporting, as well as providing time series and benchmark data for service improvement.
The database is available to NHS organisations in England, Northern Ireland and Wales. 
In Scotland, the Scottish Government has committed to implementing a Fracture Liaison Service (FLS) audit, scheduled to begin in 2026. Please check the relevant websites in Scotland for more information.
 



Suggested text
Implementation period.  The FLS Implementation Group has considered the likely time to implement effective services at each of the sites, taking into account the current recruitment environment, vacancy approval processes, the recruitment process itself, as well as the time it will take to train and / or upskill new and existing staff.  A project implementation plan has been drawn up and is shown in Appendix [XXXXX].  This will be developed into a reporting tool with format and frequency of reports to be agreed with commissioners during the implementation phase, which we expect to last [XXXXX] months.

Tracking performance after implementation.  
A high-quality, comprehensive performance mechanism is already in place in the form of the FLS Database run by the Royal College of Physicians.  These data are available at https://www.fffap.org.uk/FLS/charts.nsf/.  
The Falls and Fragility Fracture Audit Programme is a national clinical audit programme commissioned by the Healthcare Quality Improvement Partnership (HQIP) and managed by the Royal College of Physicians (RCP).  It is mandatory for fracture liaison services to upload data to this audit.
Thus, there is no need to build a local performance reporting scheme. It is recommended that commissioners access the audit run charts directly and review these against the proposed performance framework to be agreed.
Due to the problems inherent in estimating the reduction in fractures (expected vs actual), it is strongly recommended that performance management is concentrated on the achievement of key performance indicators relating to cases identified; patients initiated on effective treatment and patients followed up to ensure treatment compliance.  The performance indicators are shown in the table below:
FLS Database Performance Indicators
	
	Indicator
	Description

	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

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

	KPI 3
	Identification of spinal fractures
	Percentage of patients with a spine fracture as their fracture site

	KPI 4
	Time to FLS assessment
	Percentage of patients who were assessed by the FLS within 90 days of their fracture

	KPI 5
	Time to DXA
	Percentage of patients who had a DXA ordered or recommended who were scanned within 90 days of fracture

	KPI 6
	Falls Assessment
	Percentage of patients who received a falls assessment or were referred or recommended for a falls assessment

	KPI 7
	Bone Sparing therapy recommended
	Percentage of patients who were recommended anti-osteoporosis medication

	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

	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

	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

	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





[bookmark: _Toc229387033]Implementation
	Recommendations and guidance 
You need to be realistic about implementing your service. Enter text here to show advice to health professionals
For the implementation period, you will need a bespoke implementation plan.  An example / template is shown in the suggested text.




Suggested text
Implementation period.  The FLS Implementation Group has considered the likely time to implement effective services at each of the sites, taking into account the current recruitment environment; vacancy approval processes, the recruitment process itself; as well as the time it will take to train and / or upskill new and existing staff.  A project implementation plan has been drawn up and is shown in Appendix [XXXXX].  This will be developed into a reporting tool with format and frequency of reports to be agreed with commissioners during the implementation phase, which we expect to last [XXXXX] months.

[Example implementation plan.  This can be pasted into a local Excel workbook in order to enter local values, ready for pasting into your business case.]

	Implementation Plan
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	Month
	 
	 
	 
	 

	 
	-3 to 0
	Decision
	0 - 3
	4 - 6
	7 - 9
	Add columns >>>>

	Draw up / approve job descriptions
	 
	 
	 
	 
	 
	 
	 

	Secure vacancy approval
	 
	 
	 
	 
	 
	 
	 

	Advertise posts
	 
	 
	 
	 
	 
	 
	 

	Select staff
	 
	 
	 
	 
	 
	 
	 

	Commence new staff
	 
	 
	 
	 
	 
	 
	 

	Train / upskill
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Commence service
	 
	 
	 
	 
	 
	 
	 

	1st patient on treatment
	 
	 
	 
	 
	 
	 
	 

	Achieve case finding plan
	 
	 
	 
	 
	 
	 
	 

	Achieve DXA plan
	 
	 
	 
	 
	 
	 
	 

	Achieve patient initiation plan
	 
	 
	 
	 
	 
	 
	 

	Access to full range of treatments
	 
	 
	 
	 
	 
	 
	 

	1st patient 4 month f/up
	 
	 
	 
	 
	 
	 
	 

	1st patient 12 month f/up
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Draft performance schedule
	 
	 
	 
	 
	 
	 
	 

	Agree performance schedule
	 
	 
	 
	 
	 
	 
	 

	Register FLSDB
	 
	 
	 
	 
	 
	 
	 

	1st upload to FLSDB
	 
	 
	 
	 
	 
	 
	 

	1st performance report
	 
	 
	 
	 
	 
	 
	 

	Regular performance reports
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 

	Recruitment
	 
	 
	In progress
	 
	 
	 

	Service delivery
	 
	 
	Complete
	 
	 
	 
	 

	Performance management
	 
	 
	 
	 
	 
	 
	 






[bookmark: _Toc229387034]Risks
	Recommendations and guidance 
Business case templates will usually include a section headed ‘Risks’ or ‘Risk Management’.  This will usually relate to the risks attached to implementing your service improvement and not to clinical issues such as ‘fracture risk’.  
This section can be challenging, and we strongly advise you to discuss this with your service manager.
Looking at a completed business case will give you an idea of how to complete this section.

Managing risk
Managers are used to risk in all that they do. There will always be risk and it is not possible to eliminate it.
The purpose of this section is to signal to senior management that you understand what might go wrong and have thought about how you can reduce the effect on patients and on the organisation.  
You only need to describe risks that relate to your service and that you could reasonably know about.  

Describing and quantifying risk
You will usually be asked to complete the section as follows:
· Description – briefly describe the risk in one sentence
· Scoring - award each risk a score using a method that will be set out in the template.  This usually includes: probability – how likely it is to happen, and impact – how much it will affect things if it does
· Mitigation – how can you reduce the probability or magnitude?  This is the action you or the organisation can take.  You are not expected to go outside of your scope and competence to mitigate risks.  

Implementation and after
It can be useful to think about risk in two time periods and to set this out explicitly.  These are:
1. Risks to implementation – what might affect your ability to implement the change described in your business case, for example:
· Can you recruit the right staff 
· Are the right clinic facilities in place
· Do you have enough DXA slots

2. Risks to service delivery – ongoing issues once the service is up and running, for example:
· Capacity issues in related services e.g. primary care, medical day case
· Higher than expected referrals or cases identified

Typically you should expect to identify and list between 5 and 10 risks.
The charity is not able to offer suggested text for this section. 
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Recommendations
	Recommendations and guidance 
The recommendations should appear as the first statement in your Executive Summary as well as in the relevant section in the local template.
State your recommendation succinctly and in plain English.  You do not need to include any justification or evidence for making the recommendations, as these are set out elsewhere in the business case.  
In the suggested text, we include a range of different recommendations.  These require editing.



Suggested text
We recommend that [organisation name] approves this business case for the establishment of Fraction Liaison Service(s) as set out in this business case under Option [XXXXX].  In order to achieve this, we request that [organisation name] agrees to:
· Make available recurrent funding for the establishment of a Fracture Liaison Service as set out in this business case at Option [XXXXX].  
· Commission a new Fracture Liaison Service as set out in this business case at Option [XXXXX].  
· Formalise commissioning of the existing Fracture Liaison Service in [organisation name]  where partial FLS provision is in place. 
· Make available funding for each trust to achieve FLS provision in accordance with published standards, taking account of existing provision.
· Adopt the national FLS Database as the performance monitoring mechanism for services FLS DB Benchmark reporting
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