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of 10 states that haven’t expand-
ed Medicaid under the Affordable 
Care Act. It has the highest per-
centage of uninsured adults in 
the United States, at 16% — twice 
the national average of 8%4 — 
and consistently ranks among the 
lowest-scoring states on overall 
health system performance.5

Perhaps most important, we 
believe GA-46 sets a dangerous 
precedent. In the aftermath of the 
U.S. Supreme Court’s Dobbs v. 
Jackson Women’s Health Organization 
decision, restrictive abortion laws 
passed in Texas quickly influenced 
policies in other states. The same 
could happen with GA-46. Like
abortion bans that impose crimi-
nal penalties on clinicians at-
tempting to provide lifesaving 
care, anti-immigrant policies such 
as GA-46 and SB 1718 transform 
hospitals from places of healing 
into spaces for enforcing harmful 
political agendas. As a second 
Trump administration approach-
es, the dangers of this precedent 
are even more alarming. Federal 
support could lead to the passage 
of similar directives nationwide, 
thereby deterring immigrants 
from seeking necessary care.

Regardless of current political 
debates, it’s clear that border poli-
tics should have no place in health 
care. Under the World Medical As-
sociation’s Declaration of Geneva 
— which calls on physicians to 
not permit considerations of race, 
ethnic origin, nationality, political 

affiliation, or social standing to
interfere with patient care — phy-
sicians have an ethical responsibil-
ity to advocate for health systems 
that treat all patients with dignity 
and respect. GA-46 and similar 
policies ask physicians to abdicate 
these responsibilities and violate 
the sacred pledge to “do no harm.” 

As stewards and beneficiaries 
of the U.S. health care system, 
physicians can expect to have an 
important choice to make in the 
years ahead: to be bystanders in
the face of injustice or to be ad-
vocates for positive change. Those 
who choose the latter must form
coalitions to vocalize their opposi-
tion to policies that compel physi-
cians to harm patients and risk
moral injury. Our colleagues in 
Texas have criticized GA-46 on so-
cial media, despite threats from 
Governor Abbott to withhold fed-
eral hospital funding for noncom-
pliance. Physicians in Texas and 
Florida must continue to inform
patients of their right to refuse 
disclosure of their citizenship sta-
tus, while endeavoring to empower 
and protect their colleagues — in-
cluding nurses and support staff 
— who may be unable to speak 
out against such policies, given 
their more vulnerable positions 
in hospital hierarchies. Most im-
portant, physicians must insist 
that leaders acknowledge and re-
spect the inherent value of every 
person, regardless of where they 
come from and what documents 

they carry. Hospitals must above
all remain places of healing, up-
holding the dignity, health, and 
well-being of all people they serve.
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Osteoporosis-related fractures 
may be devastating for pa-

tients and can strain health care 
systems, demanding involvement 

from many medical fields, ranging 
from primary care to subspecial-
ties. Fractures occurring later in 
life are a major cause of disability, 

resulting in long-term care needs 
for many people and premature 
death for some. Hip fractures in 
particular account for substantial 
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mortality and loss of indepen-
dence due to mobility limitations, 
particularly within the first 12 
months after a fracture.1 Despite 
treatment advances, 12-month 
mortality remains high; depend-
ing on geographic region, the rate 
ranges from 14.4% to 28.3% for 
community-dwelling patients and 
from 40% to 55% for those living 
in long-term care facilities. More-
over, the total number of hip frac-
tures is expected to nearly double 
by 2050.1

The World Health Organization 
has officially recognized osteopo-
rosis as a major contributor to the 
global burden of disease. Despite 
evidence that bone-strengthening 
medications and fall-prevention 
strategies reduce rates of adverse 
outcomes, such care continues to 
be underutilized, with less than 
20% of patients receiving pharma-
cologic treatment after a fragility 
fracture.1

Fracture liaison services (FLS) 
aim to identify and provide care 
for patients with a fragility frac-
ture in order to reduce the risk of 
a subsequent fracture.1,2 These ser-
vices are designed to bridge the 
gap between acute fracture care 
and the long-term management 
of osteoporosis. Similar models, 
based on a multidisciplinary ap-
proach, are used in clinical areas 
such as cancer, cardiovascular dis-
eases, and diabetes and are recom-
mended in guidelines of scientific 
societies such as the American 
Diabetes Association and the 
American Heart Association.

Some countries are already re-
alizing the benefits of FLS, but 
there are important barriers to 
their widespread adoption in the 
United States. FLS programs im-
plicitly recognize that osteoporo-
sis is a major public health prob-
lem and offer a cost-effective, 
evidence-based strategy for pre-
venting further fractures, disabil-

ity, and premature deaths. More-
over, we believe that making such 
services a routine part of post-
fracture care would benefit all pa-
tients regardless of race and eth-
nicity, thereby reducing current 
disparities in care. And the inte-
grated approach may offer a use-
ful model for the management of 
other chronic diseases.

There are actually four models 
of FLS, and they vary in the in-
tensity of care provided. All four 
models employ a fracture liaison 
nurse or equivalent professional.

Model A — which entails 
identifying patients with fragility 
fractures, investigating their con-
dition, initiating treatment, plan-
ning other preventive measures, 
and arranging follow-up — re-
quires a multidisciplinary, system-
atic approach involving several 
health care professionals and is 
coordinated by a nurse. Patients 
presenting with a fragility frac-
ture are systematically evaluated 
to determine their risk of future 
fracture, risk of falls, and nutri-
tional status. Then, the FLS team 
develops an individualized man-
agement plan that may include 
pharmacologic treatments, life-
style modifications such as resis-
tance and balance exercises, nu-
trition counseling, and education 
about fall prevention. The team 
also facilitates communication be-
tween tertiary and primary health 
care providers to ensure coordi-
nation of care and ongoing mon-
itoring of patients’ bone health. 
Under this FLS model, long-term 
follow-up reduces the risk of sec-
ondary fragility fractures.2

In the other, lower-intensity 
FLS models, patients are identified 
and assessed by the same type of 
fracture liaison nurse or an equiv-
alent professional and then re-
ferred to a primary care clinician 
for initiation of treatment (model 
B), referred to primary care with-

out assessment or initiation of 
treatment (model C), or simply 
informed about their bone health 
(model D). Most of the available 
scientific evidence relates to mod-
el A FLS programs, which have 
been linked to improved clinical 
outcomes.2 Such programs pro-
vide organized, multifaceted co-
ordination for all the health care 
professionals involved in the care 
of patients with fragility fractures, 
including primary care providers, 
bone specialists, orthopedic sur-
geons, geriatricians, internists, 
nurses, and therapists.

Implementation of FLS can 
offer numerous benefits for both 
patients and health care sys-
tems.1-4 Such services have been 
shown to reduce the incidence of 
subsequent fractures by 74% in 
patients’ first year after a fracture 
and by 32% in the second year 
and beyond2; they have also been 
found to reduce related mortality.3 
FLS intervention improves patient 
outcomes such as treatment ini-
tiation, adherence to treatment, 
and quality of life and reduces 
frailty and the risk of falls.4

On the cost side of the equa-
tion, FLS offer a return of $10.49 
for every $1 invested. The highest 
returns on investment are achieved 
by organizations that provide 
treatment recommendations and 
incorporate primary care clini-
cians into the effort.4 Health 
care systems such as Kaiser Per-
manente, which has implement-
ed FLS in multiple regions, have 
observed substantial reductions in 
the rates of subsequent fractures.5 
Recently, several projects have 
been funded by the Patient-Cen-
tered Outcomes Research Institute 
to evaluate various models of FLS 
delivery, assess their effects on 
patient outcomes, and inform pol-
icy decisions regarding broader 
implementation.

The International Osteoporosis 
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Foundation (IOF), the Fragility 
Fracture Network (FFN), and the 
American Orthopaedic Association 
(AOA) have played central roles 
in advancing FLS implementation 
and dissemination of best prac-
tices. Initiatives such as the IOF’s 
“Capture the Fracture” program 
and the AOA’s “Own the Bone” 
program provide recognition, 
training, and tools to support 
and improve the quality of FLS 
worldwide. The American Society 
for Bone and Mineral Research 
(ASBMR) led a multistakeholder 
group (including representatives 
of the IOF, the Bone Health and 
Osteoporosis Foundation [BHOF], 
the FFN, and the AOA) in devel-
oping recommendations high-
lighting the importance of early 
assessment and intervention af-
ter a fragility fracture.1 These 
evidence-based recommendations 
aim to help health care systems 
fill the substantial gap in the care 
of patients with fragility fractures, 
which is exemplified by the low 
percentage of patients who re-
ceive antiosteoporosis treatment 
after a fracture. The recommen-
dations have informed the devel-
opment and implementation of 
FLS worldwide.

Some other countries have suc-
cessfully implemented FLS pro-
grams that aim to guarantee early 
antiosteoporosis treatment and 
adherence, while monitoring pro-
gram performance and efficacy as 
well as patient experience. FLS 
quality indicators have been es-
tablished in several countries. For 
example, Australia, Denmark, and 
Hong Kong have national quality 
indicators for hip-fracture care 
whose achievement is associated 
with reduced mortality.3 The Unit-
ed Kingdom has established a na-
tional FLS database for fracture 
monitoring and implemented an-

nual audits of all secondary care 
hospitals engaged in fracture care. 
Funding remains a key barrier, 
although some countries, such as 
Japan and Australia, have allocat-
ed funds for FLS at the national 
or health care system level.

Despite the proven benefits of 
FLS and the availability of evi-
dence-based guidelines, imple-
mentation of these services in the 
United States has been limited. 
One important barrier is the lack 
of reimbursement for FLS-related 
services, which undermines health 
care institutions’ ability to invest 
in these programs. In the absence 
of financial incentives, many in-
stitutions struggle to justify de-
voting the resources required to 
establish and sustain FLS, which 
results in missed opportunities for 
fracture prevention and improved 
patient outcomes, as well as fu-
ture cost savings.

The ASBMR and the BHOF are 
now actively advocating for Medi-
care reimbursement for FLS un-
der the Centers for Medicare and 
Medicaid Services’ physician fee 
schedule, targeting a tailored cod-
ing solution for care pathways for 
hip and vertebral fractures. This 
advocacy effort has gained trac-
tion, garnering the support of sev-
eral other organizations, particu-
larly under the aegis of the recent 
White House Initiative on Wom-
en’s Health Research. If approved, 
such a coding solution could 
greatly enhance hip-fracture care, 
paving the way to reduced post-
fracture mortality in the United 
States.

We believe the time is right to 
improve the care of patients who 
have sustained fragility fractures. 
The global burden of hip fractures 
is expected to nearly double over 
the next few decades, and current 
U.S. practices aimed at secondary-

fracture prevention are not work-
ing. To avert a global crisis, co-
ordinated global solutions are 
imperative for reducing treatment 
gaps and improving postfracture 
care. FLS can meet those goals 
and save money by reducing the 
burden on health care resources 
over the long term. Ensuring ad-
equate financial coverage for FLS 
and coordinated advocacy by sci-
entific societies, governments, and 
other stakeholders may ultimate-
ly translate into successful sec-
ondary-fracture prevention that 
substantially improves patients’ 
quality of life.

Disclosure forms provided by the au-
thors are available at NEJM.org.
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