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Ipswich Fracture Liaison Service
Å 2002

Å Dr Gavin Clunie

Å Sonya Stephenson, Senior Orthopaedic nurse

Å Consultation with local GPs ςsecondary care service, links to community

ÅCharitable 
funding for DXA

Å2019 
Replacement 
5·! ΧΧΦ



Nurses
Karen BrixeyςSpecialist Nurse 
Wendy Chapman- Community
42.5h community /17.5h IPH 

Jan Mickleburgh 10h

Trudi Laws & Sally Matthews
ςElderly Care 1WTE

Radiographers

Carolyn MacNicol
Marion Benton
Jo Whitmore

Admin

Sue Holdaway
Alison Brunning
Approx22hour

Consultants

Dr Suzanne Lane
Dr Julie Brache
Dr Dan Coates

Dr AbdulkaderςDXA 
Metabolic Bone



Team Qualifications

ÅPG Cert in Osteoporosis with DXA Reporting (Derby). 
Carolyn MacNicol(DCR), Marion Benton (BSc), Karen Brixey(RGN), Jo Whitmore 
(BSc) 

ÅCertificate in Bone Densitometry (NOS): 

Carolyn MacNicol, Marion Benton, Jo Whitmore (BSc).

ÅRadiation Protection Supervisors: 

Carolyn MacNicol, Marion Benton.



Aims of FLS ςPrevent secondary #
ÅInternational Osteoporosis Foundation

ÅBest Practice Framework 13 Standards 
ï5 Gold Stars awarded 2015

ÅFalls and Fragility Fracture Audit Programme 
FFFAP ςRCP Since 2016
ïParticipated as pilot site in development

ÅNational Osteoporosis Society Guidelines



IOF Best Practice Framework /
National FFFAP Audit

1. Patient identification

2. Patient evaluation : 90% identified 
assessed for fracture risk

3. Post fracture assessment (8 / 12 wks)

4. Vertebral fractures > 50s

5. Consistent with national guidelines

6. 20 osteoporosis screening  (>90%)

7. Falls prevention ς90% evaluated

8. Health & Lifestyle risk assessment - 90%

9. Medication initiation ς90% # patients

10. 90% FLS patients compliance review

11. Communication 10 / 20 care

12. Short & long-term management plans

13. Database



Outline of Services
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Fragility Fracture Case Finding
2018 - 2046 FLS referrals

GP referrals
(out of area)

A&E referrals

Often duplicate

List screened
Notes triaged

Fragility fracture
Fracture clinic

>50 yrs

List screened
Notes triaged 

Vertebral fracture
Screening x-rays

50-90yrs
Spines PACS 
Notes triaged
Identifies new #

VFA on DXA

Radiographer

Inpatients

2 Wards
-All hips
-Non-hips >50yr
Ortho outliers 
-Where possible
Medical outliers
FAB
MAU
- Referrals

Cross Border #
Bury St Edmunds / 

Colchester
Ad Hoc

!

!

!



Patient Pathways

<75 yrsFLS 
clinic invitation

Hip fractures
& complicated 

non-hips
Community follow 

up all patients

Fragility fracture
Fracture clinic

>50 yrs

Vertebral fracture
Screening x-rays

Radiographer

Inpatients

All Falls 
assessment

>75 yrsassessed 
and treated 
directly by 
orthoelderly team

Bloods
Vitamin D
IV zoledronate

Non Hip Fractures
>75 yrsGP letter

Phone call
FU only need

!

>75 yrsGP letter
Phone call

FU only need

!

>80 yrsGP letter
No FU

<80 yrsFLS 
GP letter to
consider FLS
Referral if new # 

<75 yrs
Invitation to FLS 

clinic 



Patient numbers
ÅPatient population 385 000 East Suffolk CCG
ï(2010 circa 300 000, hip # increased 400-500/annum)

2018 
ÅDXA Service carried out 2610 scans (805 FLS)

Å2052 fragility fractures  , 80% women, 51% >75 yrsold

Å74% (1528) non hip #
Å22% (453) hip # 
Å4% (70) spine



At Ipswich FLS Clinic
ÅPatient questionnaire  / DXA scan

ÅFLS appointment ςNurse / Specialist Radiographer

ÅResults explained

ÅHealth education and Falls Screen 

ÅTreatment /medication explained as appropriate

ÅReport sent to GP with recommendations 
ïblood tests where appropriate

ïRecommendation for treatment

ïConservative measures

ÅAs needed discussion with Consultant / Bone Clinic

Å If treated 
ïTelephone follow up at 3 months and 1 year



Treatment of Osteoporosis

ÅNICE CG146, QS149, TA464 Update 2017-2018

ÅFRAX Fracture Risk Assessment tool

ÅRCP/ Bone and Tooth Society / National 
Osteoporosis Society 2002

ïprevention and treatment of glucocorticoid-
induced osteoporosis 



Falls Service / Community Services

ÅInpatients full falls assessment
ÅFLS ςFalls screen 
ÅPhysio / OT referral all hip # on discharge
ïHome hazards, falls risks, exercise regimen

ÅFrailty Assessment Base (FAB) IPH , 
ï(New FAB in Felixstowe to start in April 2019)

ÅInterface geriatrician referrals
ÅFalls coordinator 
ïsees complex cases in own home
ïCommunity hospital frequent fallers
ïCare home / hospital staff training



What do we do well?
ÅMulti-disciplinary working 
ï resourceful, passionate, enthusiastic, qualified and innovative team

Å Community / Secondary care interface
ïhǊƛƎƛƴŀƭ tǊƛƳŀǊȅ ŎŀǊŜ Ψōǳȅ-ƛƴΩ όǘƛƳŜ ŦƻǊ ǊŜǾƛŜǿύ
ïNurse Practitioners working in both settings
ïConsultant A&G for GPs

ÅOne stop FLS clinic

Å Follow up at 3 and 2 months for 
ïAll <75 yrs, 
ïall hip patients
ïselected >75s ongoing support

Å Falls prevention



What do we do well? - Benchmarking

ÅCase finding
ïMore resources for 
Åcross border referrals

ÅMedical patients

ïVertebral # screening / CT screening ςprioritise

ÅPatients <75yrs offered DXA

ÅFalls risk assessment

ÅRecommending treatment
(data entry problems)



High pt
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Vert # 
improving



Rx

DXA

FALLS


