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ABSTRACT
Although much is known about system-level barriers to prevention and treatment of bone health problems, little is known about
patient-level barriers. The objective of this studywas to identify factors limiting engagement in bone health care from the perspective
of rural-dwelling patients with known untreated risk. Over 6 months, 39 patients completed a qualitative interview. Interview ques-
tions focused on the patient’s experience of care, their decision to not accept care, as well as their knowledge of osteoporosis and the
impact it has had on their lives. Participants were well-informed and could adequately describe osteoporosis and its deleterious
effects, and their decision making around accepting or declining a dual-energy x-ray absorptiometry (DXA) scan and treatment
was both cautious and intentional. Decisions about how to engage in treatment were tempered by expectations for quality of life.
Our findings suggest that people hold beliefs about bone health treatment that we can build on. Work to improve care of this pop-
ulation needs to recognize that bone health providers are not adding a behavior of medication taking to patients, they are changing a
behavior or belief. Published 2021. This article is a U.S. Government work and is in the public domain in the USA. JBMR Plus published
by Wiley Periodicals LLC on behalf of American Society for Bone and Mineral Research.
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INTRODUCTION

Osteoporosis is underdiagnosed, with few adults who are
at-risk of osteoporosis and fragility fracture being

screened,(1,2) and undertreated, with patients who need bone
health medication either not being prescribed bone health med-
ication or not taking it.(3,4) Identification and treatment of osteo-
porosis is significantly lower among rural-residing US military
Veterans than it is among urban-residing Veterans,(5–7) which is
likely attributable to rural Veterans’ limited access to diagnostic
imaging and specialty care consultations generally available only
in larger urban medical centers. In 2016 the Veterans Affairs
(VA) Office of Rural Health committed funds to support an inno-
v-

ative approach to delivering primary osteoporosis prevention to
rural Veterans, the Rural Bone Health Team (RBHT). The RBHT co-
manages osteoporosis care with Veterans’ primary care pro-
viders (PCPs) by assuming clinical ownership of bone health
screening and management. This co-management is achieved
by leveraging existing telehealth technology (i.e., RBHT initiated
telephone consults with rural primary care patients at high risk
of osteoporosis) and electronic health record capabilities (i.e.,
e-consults), facilitated by a care coordination agreement.

The RBHT delivery model is described in detail elsewhere,(8)

but in brief, the clinic uses the VA electronic medical record to
identify patients at risk of osteoporosis and then provides direct
care using telehealth. The RBHT notifies patients of their risk by
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US Postal Service (US mail) and assists patients in obtaining a
dual-energy x-ray absorptiometry (DXA) screening from the
nearest VA or community facility. The RBHT also coordinates
the screening with upcoming VA appointments. DXA results
are examined in concert with a patient’s clinical and behavior risk
factors and the osteoporosis diagnosis communicated with the
patient by phone. Patients who wish to initiate therapy receive
medications at low to no cost through the US mail service. The
RBHT was designed to overcome systemic barriers to prevention
and treatment of bone health problems in Veterans, including
PCPs overburdened with other health concerns and unsure
how to identify at-risk Veterans, treat osteoporosis, reduce high
costs, avoid long travel times, and circumvent often cumber-
some connections with non-VA community providers. Little is
known about patient-level barriers to prevention and treatment
in US Veterans.

Although implementation of the RBHT was determined to be
feasible, less than half of eligible Veterans accept care from
RBHT.(9,10) Given that this clinic design reduces cost and travel
barriers, the objective of this study was to identify other factors
limiting engagement in bone health care from the perspective
of patients with known untreated risk. In this article we report
our analysis of qualitative interviews with Veterans who declined
care from the clinic, those who accepted a DXA but declined to
initiate medications, and those who completed a DXA and
started pharmacotherapy. We found that breaking down barriers
to accessing diagnostic care does not always lead tomore utiliza-
tion of the affiliated treatments, and that understanding when
and how patients fall out of care pathways is key to improving
patient engagement and increasing utilization of preventative
treatments for fragility fracture related to osteoporosis.

MATERIALS AND METHODS

We identified barriers to patient acceptance of care from the
RBHT by evaluating qualitative interviews conducted with three
groups of patients: (i) patients who declined a DXA, (ii) patients
who had a DXA, but declined medication, and (iii) patients who
had a DXA and accepted medication. This study received Institu-
tional Review Board (IRB) approval from the University of Iowa
IRB (IRB #201805721).

Study design

Knowledge of how Veterans’, especially men’s, attitudes toward
bone health care affects their decision making is scant. Although
there are studies examining knowledge and other factors in the
context of secondary prevention models,(11) to our knowledge
there are little to no data examining the patient experience in
the context of a primary prevention model such as the RBHT.
Thus, we used an “exploratory descriptive design,”(12) including
conducting a literature review,(13) purposive sampling,(14) semi-
structured interviewing, and thematic analysis.(15)

Interview questions focused on the patient’s experience of
care or their decision to not accept care from the RBHT as well
as their knowledge of osteoporosis and the impact it may have
had on their lives.

Study sample and recruitment

Participants in this study were all patients who had been con-
tacted by the RBHT. Eligibility criteria for receiving outreach from
the RBHT included: rural residence, evidence of regular Veterans

Health Administration (VHA) primary care, renal sufficiency for
treatment, and age-related risk.(10) We used electronic health
record data to ascertain patient completion of DXA and initiation
of osteoporosis medications when indicated, in order to recruit
patients in each of our subgroups. Target sample size was set
at 75 overall, 25 per group, consistent with typical qualitative
approaches to achieving data saturation (20–30 participants in
a heterogeneous sample, and five participants per subgroup).(14)

Participants were sent a recruitment letter and then called by a
study team member (Shylo E. Wardyn) to ensure receipt of the
materials, review the forms, review the elements of consent,
answer questions about the study, and schedule the interview.
Participants who wished to participate but were unable to com-
plete a phone interview due to disability (e.g., poor hearing) were
sent a written questionnaire to complete and return.

Data collection

Phone interviews were conducted over 6 months and audio
recorded with consent from the participant. The interview guide
was developed to elicit patient experiences with the RBHT at dif-
ferent points in the care process, and to understand their atti-
tudes toward screening and treatment of bone health, their
beliefs and knowledge about osteoporosis, and the relative
importance of osteoporosis in the context of their overall health
and care. The interview guide is available in Appendix S1. The
written questionnaire, sent to participants who were unable to
complete a phone interview, was based on the interview guide.
Interviews lasted from 5 to 40 min (mean, 19 min) and were tran-
scribed by trained transcriptionists and then uploaded into a
qualitative data analysis software, MAXQDA (Verbi Software, Ber-
lin, Germany).(16)

Data analysis

Interview data were analyzed using theoretical thematic analy-
sis(15) to identify semantic patterns within the data related to
the interview questions. The codebook was developed using a
consensus process. First, deductive codes were derived from
the interview guide. Three authors (Samantha L. Solimeo, Melissa
J.A. Steffen, and Jennifer M. Van Tiem) each coded the same nine
interviews independently to facilitate discussions about codify-
ing coding definitions and coding choices. Following these dis-
cussions, the same three authors each separately coded
10 interviews using the codebook. Coded data were then
reviewed for intersection frequency by code and interviewee
group (e.g., accepted care and medication) to identify patterns
for narrative synthesis.

RESULTS

Thirty-nine patients completed the interview. Of the 39 patients
who participated in interviews, seven patients declined a DXA,
15 patients had a DXA but declined medication, and 17 patients
had a DXA and accepted medication. There were three partici-
pants who declined a DXA from the RBHT and later reported
interest in DXA during the qualitative interview. See Table 1 for
an overview. Our sampling strategy was designed to identify dif-
ferences between those who did and did not accept DXA and
those who did and did not initiate treatment. Overall, partici-
pants were well-informed and could adequately describe osteo-
porosis and its deleterious effects. Though some participants
reported surprise at receiving a letter from the RBHT informing
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them of their risk of developing osteoporosis, their decision-
making around accepting or declining a DXA scan and treatment
was both cautious and intentional. Often people who chose not
to take a prescription were willing to take supplements like cal-
cium and vitamin D, engage in exercise, and modify their diet
to eat more calcium-rich foods. Decisions about how to engage
in treatment were tempered by expectations for quality of life.
Our findings suggest that encouraging patients to engage in
care requires becoming interested in their understanding of
their health and accommodating what about their lives they
hope to preserve as they age.

DXA decision-making

Participants who declined a DXA mentioned competing priori-
ties related to comorbidities such as cancer, essential tremors,
or chronic obstructive pulmonary disease (COPD). In addition,
beliefs about perceived importance and susceptibility influenced
some patients’ decision making. One participant reported that
he perceived osteoporosis was an important health problem,
but only “for younger people below [the] age of 80+ years;” he
said that his sense of the importance of osteoporosis changed
“recently after being diagnosed [with] adrenal cancer, and being
told that [he had] broken his back” (P6). He listed “pain relief and
control” and “quality of life” as more important than osteoporo-
sis and declined care from the RBHT “because of [his age];” he
said, “I felt others would need help more than I” (P6). Another
participant reported that he “felt like [the outreach letter from
RBHT] didn’t apply to [him].” He described his decision to forgo
a DXA scan thusly:

[I] think my bones are pretty healthy…I’m physically
active a lot. I’ve never broken a bone. Well, I have
smashed up some fingers and stuff over the years.
But that they—, I-I mean, they certainly seem strong
enough for me. You know, I still do some manual
labor—not as much as used to—and I’m fit. I’m not
overweight, and I think my bones are in pretty good
shape. I drink milk with cereal a couple three times a
week, have a varied diet, and I haven’t had any prob-
lems with my bones. (P8)

Among those who completed the DXA, we identified three pat-
terns of decision making: (i) those who accepted a DXA because
the RBHT recommended it, (ii) those who accepted a DXA
because they wanted more information about their bone health,
and (iii) those who accepted a DXA for both reasons. Participants
who accepted a DXA on the recommendation from a care pro-
vider, and because they wanted more information about their
bone health, described a constellation of overlapping concerns.
One participant, who was wheelchair-dependent, reported how:

My wife…convinced me I probably should be wor-
ried more about my bone density even though I
have no side effects at this time…it’d be terrible if I
broke a hip. I hop out of my wheelchair and I go
on my butt on the ground quite a bit to do outside
things. And so, if I ever broke…my hips I’d really
be in a mess so. I guess it’s got me thinking I should
pursue, at least, a little more information about
where I’mheaded.… You know, falls and everything
are getting more possible with age. (P1)

As this comment illustrates, DXA participants factored in what
they knew about how they had lived their lives and they antici-
pated their future health based on what they knew and the facts
of their health as they saw it.

Treatment decisions

Of the 32 interviewees whose DXA results indicated significant
fracture risk, two declined to initiate an osteoporosis medication
due to their or their community providers’ beliefs about medica-
tions. Patients who declined osteoporosis medication justified
this decision as an effort to preserve their existing health by pro-
tecting themselves against perceived medication side effects.
One participant reported being aware of how [alendronate]
“makes your bones grow and it makes ‘em brittle” (P3); another
participant remembered how a friend took [the medication] and
“got the Guillain-Barré business on her whole right side and
[was] messed up to this very day” (P4). Participants made the
decision to decline medication based on information, and not
always hearsay. As one person described:

I got tested. My bone density was truly low and…
they sent me a prescription to fill…I took it to my
drugstore and got a feed-out on what the side
effects might be with that particular drug that was
recommended. And because it was a very severe
number of side effects, at my age, I’m inmy 80s right
now … but that was a few years ago. I was still old
then. But in any event, I chose not to do that. (P7)

The participant with a double leg amputation accepted a DXA
scan but sought a second opinion about his treatment options
from a community provider. He decided not to take medication
and reported how:

[The RBHT] was saying that I had low density, soft
bone tissue and I should start more calcium pills
and this bone—I can’t remember which—
alendronate—or something…they subscribed that,
and I read up on all the disadvantages and

TABLE 1. Numbers of interview participants by care decisions

Participant characteristics Overall (n = 39) Men (n = 33) Women (n = 6)

Declined DXA 7 6 1
Completed DXA, declined pharmacotherapy 15 12 3
Completed DXA, initiated pharmacotherapy 17 15 2

Abbreviation: DXA, dual-energy x-ray absorptiometry.
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advantages of it. And I decided to get that second
opinion from a private doctor bone scan. And so, I
never did start that medication…I’ve been strong,
and I’ve used my upper body for my legs. I’ve had
arthritis in my shoulders and I just wanted to make
sure, you know, taking that medication was the
proper thing to do because of all the side effects I
read about. (P1)

Other participants declined medication because they were con-
cerned with the volume ofmedications they were already taking,
and how those medications also came with side effects that
made them sick. A person who had had two heart attacks
recalled how:

I never have liked to takemedicine. I have to takemed-
icine currently for my heart. I had two heart attacks
and so I take that with a lotta reluctancy, but I have
to do it… at one point in time I was taking…a HAND-
FUL of medicines and come to find out, they were
making me sick, and so then they had to re-evaluate
and say, ‘Okay, well, you don’t have to take this one.
You don’t have to take this one,’ and so finally we
got down to where I’m taking, I think, two pills in
regards to my heart… so to increase doing more of
it [for bone health], I would really have to be assured
or really make sure that I had to do it. (P2)

Participants’ concerns about side effects were less about isolated
side effects of osteoporosis treatments. Rather, they were con-
cerns about side effects and age, or and current physical limita-
tions, or and side effects from other medications. For these
participants, even if they perceived that the treatment would
prevent bone health problems, the potential side effects only
highlighted their existing health concerns and physical
limitations.

The 17 participants who initiated a medication after consulta-
tion with the RBHT were also already doing some form of bone
health treatment such as engaging in exercise, taking supple-
ments (e.g., calcium, vitamin D), or eating to promote bone
health (e.g., incorporating more calcium-rich foods into their
diet). During an interview with a participant who had been pre-
scribed alendronate after a DXA and was currently taking the
medication, we asked about their conversations with the RBHT.
The complexity of their response reflects the balance that all par-
ticipants reported trying to achieve when taking care of their
bone health, in concert with multiple care providers (i.e., their
PCP and the RBHT), and with an eye to maintaining their lifestyle.
Regarding supplements, the participant reported that RBHT:

They asked me about calcium and what I was doing.
I told ‘em I didn’t drink milk and I eat a lotta cheese. I
like cheese, and that seemed to be okay for, you
know, as far as I’ve been getting some input on cal-
cium and stuff, and I take One-a-Day…vitamins and
I–, then, they also asked that I have plenty of vitamin
D and I take 4000 units of vitamin D every day, and I
was doing that before this, before this. That was
recommended to me by my doctor. (P5)

The RBHT also spoke with the individual about exercise. He
already had an active lifestyle as a rancher, working with horses.
He reported that the team spoke with him about exercise to
maintain bone health:

Yes, they talked some about [exercise], before they
knew much about what I did…but I told them I
was not interested in any special exercises or any-
thing and, because I’m very active anyway. And they
said, “Well, from what we hear, we don’t think you
need to. You have to just be careful. Make sure that
you know that you’re susceptible to–, at your age,
and also because of your density–, of fractures.” (P5)

Reflecting on his engagement with treatment for bone health
and looking forward, thinking about his prognosis, the partici-
pant reported:

Well, I believe they told me I would be getting
another scan sometime this summer and I’m looking
forward to it to see if we’re maintaining my density
and if it’s helping or if it’s not, then what direction
we gotta go so I don’t get all humped up or crooked
or whatever, see what they can do. Andmy doctor is
aware of what [the RBHT is] doing and I think he’s
interested in seeing what’s happening when I get
results and sharing them with him, which I intend
to do and so on. I’m quite positive about it…[bone
health is] very important to me as far as it’s my struc-
ture and as long as I can keep my bones healthy and
my muscles toned, I can be active and doing what
I’m doing. (P5)

Decisions to accept or decline treatment, specifically medication,
related to participants wanting to sustain their quality of life and
safeguard the shape of their lives, habits, and jobs. Present in
each of their reports was an awareness of their age and the
mounting limitations of their aging bodies. Decisions around
treatment and preparing to accommodate the side effects pre-
sented by the medications were necessarily balanced with
accommodations participants were already making as they grew
older.

DISCUSSION

The RBHT was designed to reduce osteoporosis screening and
treatment for rural-dwelling Veterans. Despite making care more
accessible, some Veterans with fracture risk declined DXA, and
others completed DXA but declined to initiate medications
known to reduce their fracture risk. We interviewed Veterans to
understand their decision making to enhance the clinic design
and to contribute to the growing literature on low utilization of
bone health care services. In doing so we: (i) confirm the impor-
tance of health beliefs and provider referral to care in the
patient’s decisions, and (ii) illustrate opportunities to build upon
the patient’s existing health beliefs in future efforts to improve
DXA and treatment rates.

For all participants, whether they accepted or declined care,
their decision was informed by a desire tomaintain their lifestyle.
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Participants who declined care framed their bone health as an
adjunct to their overall health. A DXA or medication could be
declined or avoided without compromising their current health
status; sometimes participants declined medication because
they perceived that medication might ultimately compromise
their current health status. Most participants reported accepting
care. Accepting care meant finding a treatment that balanced
positive steps they were already taking with additional treat-
ment indicated through conversation with the RBHT.

A recent qualitative metasynthesis(13) identified 10 studies
examining patient barriers to DXA. Although most subjects were
White women and thus not necessarily representative of older
Veterans, the findings there suggest that patient engagement
with osteoporosis care is affected by: osteoporosis’s asymptom-
atic nature; perceived age and gender stigma associated with
an osteoporosis diagnosis(17–22); confusion about the DXA’s pur-
pose; the belief that osteoporosis is not a serious health concern;
the relatively lower ranking of osteoporosis in relation to other
health conditions; and the belief that osteoporosis fractures are
not indicative of disease but arise from poor luck.(13,23)

Low rates of osteoporosis medication initiation, adherence,
and persistence are well documented, but there has been com-
paratively little attention paid to patient rationale underlying
these patterns, particularly in the context of primary prevention
approaches.(24) Recent pharmacological research suggests that
fear of rare side effects (i.e., atypical fracture or osteonecrosis of
the jaw) is driving low initiation rates.(25,26) Recent qualitative
research has identified how adherence and persistence with
medication can be impacted by the confluence of patients’med-
ication beliefs, including perceived ineffectiveness and fear of
side effects, with patients’ preference for “natural” treatments
and lack of knowledge about the connection between osteopo-
rosis and risk of fracture.(22,27,28)

Our findings confirm findings from these other qualitative
studies and suggest that people hold beliefs about bone health
treatment that we can build on. Participants are concerned
about sustaining their overall health; and they are used to living
their lives, using their bodies, and managing the limitations of
their bodies. Providers need multipurpose tools that provide
education about DXA and osteoporosis medication, and that
also target patients’ multilayered beliefs about DXA and osteo-
porosis medication. For example, providers need to be able to
engage beliefs about how the bone health medications are dan-
gerous or ineffective and the belief that fractures are from bad
luck and the belief that osteoporosis is a disease that primarily
affects women. Work to improve care of this population needs
to recognize that bone health providers are not adding a behav-
ior of medication taking to patients, they are changing a
behavior or belief.

Our study has several limitations. We contacted potential par-
ticipants 9 to 12 months after their care decisions with the RBHT,
which may have heightened recall bias. Some participants also
expressed confusion in understanding the difference between
the letters they received about participating in the RBHT and
the letters they received about participating in our research
study. We did not collect demographic information (e.g., race,
age, education, comorbidities), though this information would
be helpful in making future claims about generalizability. When
this study was conducted, there was little information on
patient-level barriers to treatment, and so the interviews focused
specifically on participants’ decision-making. Finally, we did not
use any survey measures of knowledge or beliefs, so we are
not able to categorize our qualitative data according to these

scales; if we had used these scales, it would be easier to compare
our findings to findings from other studies. Even so, our data pro-
vide some information about how patients currently access care
(i.e., osteoporosis care pathways) and why patients decline
osteoporosis care.

Our findings inform the ongoing implementation of telemed-
icine clinics developed to serve geographically dispersed, older
adult populations, and contribute new information about
patient barriers to care. Focusing on medications may limit
opportunities for care providers to stay in conversation with their
patients and work with them to manage their bone health care.

ACKNOWLEDGMENTS

Funding provided by the US Department of Veterans Affairs
(VA) Office of Rural Health (Award #10707). Visit www.
ruralhealth.va.gov to learn more. Support is also provided by
the Health Services Research and Development (HSR&D) Service
through the Center for Access and Delivery Research and Evalu-
ation (CADRE) (CIN 13-412). The views expressed in this article
are those of the authors and do not necessarily represent the
views of the U.S. Department of Veterans Affairs.

AUTHOR CONTRIBUTIONS

Jen Van Tiem: Formal analysis; writing-original draft; writing-
review & editing.Melissa Steffen: Data curation; formal analysis;
writing-review & editing. Aaron Seaman: Data curation; writing-
review & editing. Karla Miller: Writing-review & editing. Shylo
Wardyn: Data curation; project administration. Chris Richards:
Data curation; writing-review & editing. Samantha Solimeo:
Conceptualization; formal analysis; funding acquisition; investi-
gation; methodology; supervision; writing-review & editing.

DISCLOSURES

JMVT reports no disclosures of potential conflicts of interest.
MJAS reports no disclosures of potential conflicts of interest. ATS
reports no disclosures of potential conflicts of interest. KM reports
no disclosures of potential conflicts of interest. SEW reports no
disclosures of potential conflicts of interest. CCR reports no dis-
closures of potential conflicts of interest. SLS reports no disclo-
sures of potential conflicts of interest.

PEER REVIEW

The peer review history for this article is available at https://
publons.com/publon/10.1002/jbm4.10501.

DATA AVAILABILITY STATEMENT

Research data are not shared due to privacy/ethical restrictions.

REFERENCES

1. Binkley N. Does low vitamin D status contribute to "age-related"mor-
bidity? J Bone Miner Res. 2007;22(Suppl 2):V55-V58.

2. Lewiecki EM, Laster AJ, Miller PD, Bilezikian JP. More bone density
testing is needed, not less. J Bone Miner Res. 2012;27(4):739-742.

3. Khosla S, Shane E. A crisis in the treatment of osteoporosis. J Bone
Miner Res. 2016;31(8):1485-1487.

JBMR® Plus ATTITUDES TOWARD BONE HEALTH 5 of 6 n

http://www.ruralhealth.va.gov/
http://www.ruralhealth.va.gov/
https://publons.com/publon/10.1002/jbm4.10501
https://publons.com/publon/10.1002/jbm4.10501


4. Danila MI, Outman RC, Rahn EJ, et al. Evaluation of a multimodal,
direct-to-patient educational intervention targeting barriers to oste-
oporosis care: a randomized clinical trial. J Bone Miner Res. 2018;33(5):
763-772.

5. Antonelli M, Einstadter D, Magrey M. Screening and treatment of
osteoporosis after hip fracture: comparison of sex and race. J Clin
Densitom. 2014;17(4):479-483.

6. Lewiecki E, Wright N, Curtis J, et al. Hip fracture trends in the United
States, 2002 to 2015. Osteoporos Int. 2018;29:717-722.

7. Healthcare Inspection: Management of Osteoporosis in Veterans
with Fractures. Washington, DC: Office of Inspector General: Depart-
ment of Veterans Affairs; 2010.

8. Lawrence PT, Grotzke MP, Rosenblum Y, et al. The bone health team:
a team-based approach to improving osteoporosis care for primary
care patients. J Prim Care Community Health. 2017;8(3):135-140.

9. Steffen MJ, Van Tiem J, Seaman AT, Miller K, Wardyn SE, Solimeo S.
Patient experience of an osteoporosis telemedicine clinic. Geronto-
logical Society of America 2020 Annual Scientific Meeting; 2020.

10. Miller KL, Steffen MJ, McCoy KD, et al. Delivering fracture prevention
services to rural US veterans through telemedicine: a process evalu-
ation. Arch Osteoporos. 2021;16(1):27.

11. Luc M, Corriveau H, Boire G, et al. Implementing a fracture follow-up
liaison service: perspective of key stakeholders. Rheumatol Int. 2020;
40(4):607-614.

12. Hunter D, McCallum J, Howes D. Defining exploratory-descriptive
qualitative (EDQ) research and considering its application to health-
care. In: Proceedings of Worldwide Nursing Conference 2018
(Worldwide Nursing Conference 2018). http://nursing-conf.org/
accepted-papers/#acc-5b9bb119a6443.

13. Seaman AT, Steffen M, Doo T, Healy HS, Solimeo SL. Metasynthesis of
patient attitudes toward bone densitometry. J Gen Intern Med. 2018;
33(10):1796-1804.

14. Kuzel AJ. Sampling in qualitative inquiry. In Crabtrree BF, Miller WL,
eds. Doing Qualitative Research. 2nd ed. Thousand Oaks, CA: Sage
Publications; 1999 pp 33-45.

15. Braun V, Clarke V. Using thematic analysis in psychology. Qual Res
Psychol. 2006;3(2):77-101.

16. VERBI Software. MAXQDA 2020. Berlin, Germany. 2020. https://www.
maxqda.com/

17. Binkley N. A perspective on male osteoporosis. Best Pract Res Clin
Rheumatol. 2009;23(6):755-768.

18. Adler RA. Osteoporosis in men: insights for the clinician. Ther Adv
Musculoskelet Dis. 2011;3(4):191-200.

19. Adler RA. Osteoporosis in men: a review. Bone Res. 2014;2:14001.

20. Dy CJ, Lamont LE, Ton QV, Lane JM. Sex and gender considerations in
male patients with osteoporosis. Clin Orthop Relat Res. 2011;469(7):
1906-1912.

21. Nielsen DS, Brixen K, Huniche L. Men’s experiences of living with
osteoporosis: focus group interviews. Am J Mens Health. 2011;5(2):
166-176.

22. Beauvais C, Poivret D, Lespessailles E, et al. Understanding patients’
perspectives and educational needs by type of osteoporosis in men
and women and people with glucocorticosteroid-induced osteopo-
rosis: a qualitative study to improve disease management. Calcif Tis-
sue Int. 2019;105(6):589-608.

23. Solimeo SL, McCoy K, Reisinger HS, Adler RA, Vaughan SM. Factors
associated with osteoporosis care of men Hospitalized for hip frac-
ture: a retrospective cohort study. JBMR Plus. 2019;3(9):e10198.

24. Crandall CJ. Can we pave the pathway to fracture prevention? Ann
Intern Med. 2019;171(1):62-63.

25. Brown JP, Morin S, Leslie W, et al. Bisphosphonates for treatment of
osteoporosis: expected benefits, potential harms, and drug holidays.
Can Fam Physician. 2014;60(4):324-333.

26. Eastell R, Rosen CJ, Black DM, Cheung AM, Murad MH, Shoback D.
Pharmacological management of osteoporosis in postmenopausal
women: an Endocrine Society clinical practice guideline. Clin Endocri-
nol Metab. 2019;104:1595-1622.

27. Luc M, Corriveau H, Boire G, Filiatrault J, Beaulieu MC, Gaboury I.
Patient-related factors associated with adherence to recommenda-
tions made by a fracture liaison service: a mixed-method prospective
study. Int J Environ Res Public Health. 2018;15(5):944.

28. Danila MI, Outman RC, Rahn EJ, et al. A multi-modal intervention for
activating patients at risk for osteoporosis (APROPOS): rationale,
design, and uptake of online study intervention material. Contemp
Clin Trials Commun. 2016;4:14-24.

JBMR Plus (WOA)n 6 of 6 VAN TIEM ET AL.

http://nursing-conf.org/accepted-papers/%23acc-5b9bb119a6443
http://nursing-conf.org/accepted-papers/%23acc-5b9bb119a6443
https://www.maxqda.com/
https://www.maxqda.com/

	Attitudes toward bone health among rural-dwelling veterans identified as at risk of fracture: a qualitative analysis
	INTRODUCTION
	MATERIALS AND METHODS
	Study design
	Study sample and recruitment
	Data collection
	Data analysis

	RESULTS
	DXA decision-making
	Treatment decisions

	DISCUSSION
	ACKNOWLEDGMENTS
	AUTHOR CONTRIBUTIONS
	DISCLOSURES
	PEER REVIEW
	DATA AVAILABILITY STATEMENT

	REFERENCES


