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Abstract
Summary We aimed to systematically review qualitative studies
exploring the experience of living with osteoporosis to develop
new conceptual understanding. We identified themes about the
invisibility/visibility of osteoporosis, the experience of uncertain-
ty of living with osteoporosis (OP) and living with an ageing
body and the place of gender.
Purpose The aim of this reviewwas to systematically review the
body of qualitative studies exploring the experience of living
with either osteoporosis or osteopenia and to use meta-
ethnography to develop new conceptual understanding.
Methods We systematically reviewed and integrated the
findings of qualitative research from four bibliographic
databases (Medline, Embase, Cinahl, Psychinfo) to
September 2015 in order to increase our conceptual un-
derstanding of the lived experience of osteoporosis and
osteopenia. Articles were appraised for quality; each
was independently read by two researchers to identify
concepts which were compared and developed into a
conceptual model.
Results Our findings demonstrate that coming to terms with
a diagnosis of osteoporosis is linked to its relative visibility
or invisibility. For some, OP has not become manifest and
self-identity is intact (biographical integrity). For others, OP

is profoundly manifest and self-identity is no long intact
(biographical fracture). We also demonstrate that over-
whelming uncertainty pervades the experience of OP. Our
final theme demonstrates how the experience of OP is set
within a cultural context with certain views about ageing
and gender.
Conclusions Our synthesis has highlighted the wealth of quali-
tative data about osteoporosis and osteopenia. Despite the in-
creasing body of literature on the subject, there remains a need
to adjust our interactions with patients. This will allow clinicians
to understand how patients can be helped to receive and under-
stand their diagnosis and move forward in partnership with
healthcare providers to promote optimal management of the
disease.
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Introduction

Osteoporosis (OP) is a global health issue with 1 in 3 women
and 1 in 5 men over the age of 50 years, predicted to break a
bone as a result of OP [1]. OP is one of the most common
long-term conditions which can have a major impact on an
individual’s health-related quality of life (QoL) due to pain,
limitations in activity, social participation and altered mood [2,
3]. Qualitative research can help us to understand people’s expe-
rience of living with particular health conditions and allow us to
contextualise the decisions that people make regarding their own
health care. However, the proliferation of research and issues
related to retrieving qualitative studies can make it difficult to
use this knowledge [4]. Insights from qualitative syntheses have
contributed to our understanding of complex processes such as
medicine taking [5], adherence to diabetes treatments [6], use of
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antidepressants [7] and patients’ experience of chronic musculo-
skeletal pain [8] and pelvic pain [9]. The review was set within
the context of an ongoing OP randomised controlled trial. This
trial incorporates a qualitative study to explore the experiences
and views of people with OP and vertebral fracture regarding the
trial interventions, their perceptions regarding the appropriateness
and acceptability of the interventions and to explore the factors
influencing their adherence to the intervention programmes.
There are various methods for synthesising qualitative research
[10–12]. Studies range from those aiming to describe qualitative
findings to studies that are more interpretive and generate theory.
Meta-ethnography is an interpretive form of knowledge synthe-
sis, proposed by Noblit and Hare [13], which aims to develop
new conceptual understandings. The aim of this review was to
systematically review the body of qualitative studies exploring
the experience of living with OP to bring together the findings of
published qualitative research.

Method

Meta-ethnography

Noblit and Hare [13] propose seven stages to a meta-
ethnography synthesis which take the researcher from formulat-
ing a research idea to expressing the findings of research. These
stages are not discrete but form part of an iterative research pro-
cess. (1)Getting started involves formulating a research idea that
is ‘worthy of the synthesis effort’. (2) Deciding what is relevant
involves determining your search and inclusion strategy. (3)
Reading the studies involves careful attention to the conceptual
content of the included studies. (4) Determining how studies are
related involves identifying and describing the ‘metaphors’ or
concepts in studies and ‘translating’ or comparing them to those
in other studies. This is fundamental to meta-ethnography where
concepts are the raw data of the synthesis. (5) Translating studies
into each other involves sorting concepts from primary studies
into conceptual categories or ‘piles’, thus ‘translating qualitative
studies into one another’. Translation is achieved through the
constant comparative method [14]. (6) Synthesising translations
involves developing amodel that helps tomake sense of the topic
under investigation. (7) Expressing the synthesis involves output
and dissemination of findings. This may differ from other syn-
thesis approaches that stop analysis at the stage where they have
theoretically saturated categories.

We included reports of qualitative studies that explored
adults’ own experience of OP. Studies were included if partic-
ipants had a diagnosis of OP or osteopenia, osteoporotic frac-
ture or were taking medication for the treatment of OP. We
searched four electronic bibliographic databases from incep-
tion until September 2015: Medline, Embase, Cinahl,
Psychinfo. An example of search syntax is shown in
Table 1. As meta-ethnography relies on identifying and

defining concepts within each study, we chose to limit the
search to English language. We used a combination of free
text terms and thesaurus or subject headings. We refined
search terms specific to qualitative research available from
the InterTASC Information Specialists’ Sub-Group (ISSG)
Search Filter Resource (www.york.ac.uk/inst/crd/intertasc/).
We screened titles, abstracts or full texts to exclude articles
that did not meet the inclusion criteria.

The use of quality criteria to determine inclusion for
syntheses of qualitative studies has been challenged
[15–19]. We know that quality appraisal does not produce
consistent judgements [17]. The decision to appraise, or
not, is confounded by the prevailing research culture where
appraisal for qualitative synthesis is the expectation. It may
be argued that excluding studies on the basis of quality
criteria may exclude insightful studies [10]. Others argue
that there may be a positive relationship between sound
method and positive contribution to the synthesis [20].
We agreed that papers should provide an adequate method-
ological report [19]. KB and CML appraised all papers
using the Critical Appraisal Skills Programme (CASP) for
appraising qualitative research [21] as a focus for discus-
sion on methodological adequacy. However, as central fea-
ture of meta-ethnography is that the data are the concepts
[13] to be utilised within a meta-ethnography, studies must
above all provide adequate description of their concepts
[13].

We uploaded a full copy of all papers onto Nvivo 9 soft-
ware to help organise the qualitative analysis [22]. NVivo 9
allows the collection, organisation and analysis of a large body

Table 1 Example search syntax

1. EMBASE; exp. OSTEOPOROSIS/; 95,733 results.

2. EMBASE; exp. QUALITATIVE RESEARCH/; 30,962 results.

3. EMBASE; (qualitative ADJ research).ti,ab; 8273 results.

4. EMBASE; (grounded ADJ theory).ti,ab; 7894 results.

5. EMBASE; NURSING METHODOLOGY RESEARCH/; 14,146
results.

6. EMBASE; exp. OSTEOPOROTIC FRACTURES/; 10,767 results.

7. EMBASE; ethnograph*.ti,ab; 7259 results.

8. EMBASE; phenomenol*.ti,ab; 18,506 results.

9. EMBASE; osteopen*.ti,ab; 12,435 results.

11. EMBASE; osteoporo*.ti,ab; 78,877 results.

12. EMBASE; 1 or 6 or 9 or 11; 119,566 results.

13. EMBASE; exp. ETHNOGRAPHY/ OR exp. ETHNOGRAPHIC
RESEARCH/; 1872 results.

14. EMBASE; exp. PHENOMENOLOGY/; 7373 results.

15. EMBASE; exp. GROUNDED THEORY/; 2434 results.

16. EMBASE; 2 OR 3 OR 4 OR 5 OR 7 OR 8 OR 13 OR 14 OR 15;
75,721 results.

17. EMBASE; 12 AND 16; 134 results.
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of knowledge by. It also allows tracking of developing ideas
and theories through ‘memos’.

We used the methods of meta-ethnography [13] to synthe-
sise the data [10, 23, 24]. Central to meta-ethnography is iden-
tifying key ideas or ‘concepts’ and comparing these concepts
across studies [13]. Two members of the team (FT and CML)
read each paper to identify and describe the concepts. We
compared these independent descriptions and developed a
collaborative description. Our aim was not to reach consensus
but to dialectically develop ideas. These refined concepts
formed the primary data for the meta-ethnography. We did
not re-organise or recode primary findings. If there was no
clear concept articulated in the original study, then we labelled
it untranslatable [19]. In short, if the original study was purely
descriptive and needed recoding to decipher a clear idea, then
there was no ‘data’ to analyse. FT and KB organised concepts
into categories with shared meaning through constant compar-
ison. FT developed a draft conceptual model [13] to draw the
themes together into a framework and discussed and refined
this model in collaboration with the team.

In order to ensure that we had incorporated the perspective
of patients and service users into our analysis and review, we
sought the input of a group of current service users who were
attending an exercise group for OP to read, and then discuss
with us, the conceptual categories as described in Table 2.
Four patients agreed (two men and two women), and their
input was incorporated into our overall findings.

Findings

We identified 270 potential qualitative studies (Fig. 1) and
removed 34 duplicates. We screened 236 titles, 128 abstracts
and 70 full text articles. We excluded 35 from full-text screen-
ing that did not meet the inclusion criteria (for example there
was no diagnosis of osteopenia or OP).We included 35 papers
that reported 34 unique international studies: Canada (n = 14),
USA (n = 6), UK (n = 6), Sweden (n = 3), Denmark (n = 3),
Brazil (n = 1) and UK and Denmark (n = 1). These qualitative
studies explore the experience of 773 participants, of which 83
were men (Table 3) [23–56].

We appraised all of the articles using the CASP quality
appraisal checklist [21]. There was considerable discrepancy
in scoring between quality reviewers. There were only 2 stud-
ies where both reviewers agreed on the quality score, and 10
studies had a discrepancy of at least 10 %. The correlation
between the sets of scores was 0.54, i.e. only moderate
agreement.

The conceptual categories and supporting studies are
shown in Table 2. Six papers included sections where FT
and CML were unable to decipher a coherent concept; six
concepts were not included in the conceptual analysis, as they
did not represent a gravitational idea. These are also shown in

Table 2. For transparency, we have listed concepts that we did
not think fit the conceptual categories in order to allow the
reader to consider the placement of these concepts (Table 2).
Readers may feel that these concepts fit under the umbrella of
our suggested categories or that they contribute to additional
categories to be considered.

Negotiating the visibility and invisibility
of osteoporosis

Central to the qualitative findings in this review is the
person’s struggle to negotiate the visibility or invisibility
of OP. Participants discovered their OP in various ways.
For example some found out by chance through diag-
nostic screening following a fracture or as a result of
routine tests for coexisting health condition. Some initi-
ated their own testing as a result of pain or physical
changes such as loss of height. Coming to terms with
this diagnosis was a process linked to the relative visi-
bility or invisibility. Whilst some accepted that the
symptoms were linked to their bone health (and made
adaptations), others did not make this link. Some pre-
ferred not to find out as ‘knowing [gives me] something
to worry about’.

Our first overriding conceptual category describes OP as
notmanifest. In this category, a person’s personal narrative, or
biography, which describes who they are, remains intact: I
know I have got it but I can’t see it; there was nothing fragile
about my fracture; I am not the type to get OP; it is not as bad
as other conditions. Our second category describes OP as
manifest and personal biography as fractured: OP choreo-
graphs my life; I am becoming isolated; I don’t want to rely
on other people; living in fear of falls and fractures; fear of
what is to come; I am watching my body get old. Our third
conceptual category describes an overwhelming uncertainty
that pervades the experience of OP: what is my risk? What
is a bone mineral density (BMD) scan all about? What are the
actual benefits of medication? This uncertainty hinges on the
patients relationship with their healthcare professional which
is integral to the process of determining risk and decision
making. Our final theme demonstrates how the experience
of OP is set within a cultural context with certain views about
ageing and gender.

Biographical integrity—osteoporosis is not manifest

This category includes conceptual themes that describe OP as
not manifest and personal biography as intact.

I know I have got it but I can’t see it This describes OP as
occupying an invisible place in everyday life. Some remain
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able to accommodate the disease process and retain their bio-
graphical integrity. Some struggled to accept a diagnosis of
OP because they felt healthy and had no visible signs. There
was a sense that visible symptoms (e.g. pain) would be a
warning sign of damage and potential risk (‘you must be able
to feel something’). Even those who accepted the diagnosis
might choose to stop or relax treatment at times that the dis-
ease was not manifest (‘that’s the hard part because you can’t
see anything’).

There was nothing fragile about it Participants did not al-
ways link bone fragility and fracture. Some described the cir-
cumstances of their fracture as ‘traumatic’ and gave vivid
descriptions of traumatic events. At times, this view was sup-
ported by the HCP; ‘[he said that] anyone would have frac-
tured in these circumstances’. Some were shocked because
their fracture followed an innocuous event.

I am not the type to get OP Even when participants under-
stood the link between bone health and fracture, they did not
always feel that they were personally at risk. Some were
shocked if the scan was positive. Some felt that because they
had lived a healthy life with a good diet and plenty of exercise,
this protected them from developing poor bone health. Others
felt that they were protected by physical attributes, strong
genetic makeup or that they were just too young (‘I always
had good strong bones as far as I know’).

It is not as bad as other conditions OP could retain relative
invisibility because participants prioritised other health con-
cerns (such as heart disease or diabetes), particularly if symp-
toms of OP were not manifest. Some compared themselves to
people with other ‘more serious’ conditions such as dementia
or cancer. Some did not regard OP as serious even following a
fracture or when taking OP medication (‘I mean, I could have
lung cancer or dementia. … I think I’m lucky’).

Biographical fracture—osteoporosis is manifest

This category includes conceptual themes that describe OP as
manifest. In this category, a person’s personal biography has
been fractured, specifically individuals who are experiencing
mobility challenges and/or pain from fractures.

OP choreographs my life This describes the biographical
disruption of OP fracture. OP could have a profound impact
on mobility, work and social lives. Some described deep emo-
tions such as shock, anger, sadness and fear. For some, the role
of pain in choreographing daily activities could continue long
after fracture repair.

I am becoming isolated Loving and caring relationships were
felt integral to health and quality of life. Some had become
isolated at home or dependent on family and friends for social
contact. Continuing pain could also affect relationships with
family and friends. For example some avoided social situa-
tions. Others described feelings of vulnerability, loneliness
and abandonment. Sharing experiences about OP with other
people who had OP could foster experiences of affinity and
increase confidence.

I don’t want to rely on other people Personal autonomy and
independence were also described as integral to good health
and quality of life. Dependency on family members profound-
ly altered established social roles. Having to accept help (par-
ticularly with personal care) was one of the most difficult
things to do. At times, relatives could be ‘too’ helpful, but
equally, it was not easy to ask for help when it was needed.
Although pleased to receive help, this was not always avail-
able and this change in role could become a frank reminder of
the process of getting old.

Living in fear of falls This describes vigilance about living in
a world that is now viewed as dangerous. Some felt deeply
threatened by activities that would not normally pose a threat.
Some managed their risk of fractures by taking great care to
prevent falls, rather than through diet, exercise or medication.
Aids and devices become one way of controlling risk. Caution
became a natural habit and could contribute to social isolation
as people chose to stay at home in a ‘safe’ environment.

Fear of what is to come This describes deep concern with
what the future might bring. Hope hinged on success of treat-
ment or being able to successfully accommodate manifesta-
tions of OP and was countered by fear of unpredictable con-
sequences. Participants described fears of losing mobility, of
being wheelchair bound, of being dependent on others and of
further fractures, falls and deformity.

I am watching my body get old The physical manifestations
of OP were described as synonymous with becoming ‘old’.
Loss of height and spinal deformity were described as the
hallmark of both OP and ageing. At times, this was
underpinned by negative cultural meanings of ageing. Some
were reluctant to accept the diagnosis of OP because they saw
the physical changes as a mark of being old which threatened
personal identity. Participants spoke profoundly of personal
diminishment (I am shrunken, stooped, bent). Some were
haunted by the spectre of someone who embodied this image
for them; ‘I couldn’t believe it… this woman in such marvel-
lous shape … all of a sudden here she is with this … debili-
tating thing’.
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Overwhelming uncertainty

This conceptual category describes an overwhelming uncer-
tainty that pervades the experience of OP.

What is my risk? This describes overwhelming uncertainty
about fracture risk. There was an underlying sense that ‘ev-
eryone gets a bit of OP’which could downplay a sense of risk.
Some had never received or discussed their BMD tests with a
healthcare professional. Some assumed that no news was
good news, even if they were prescribed OP medication.
Participants described confusion and worry about inconsistent
information. Some remembered being given inaccurate advice
such as the following: you are protected by your physical
make-up and don’t need testing, or, older people should take
medication to prevent OP even when they don’t have OP.
Some actively sought out other sources of information, for
example other health professionals, written material, friends,
family or other people with OP.

What is a ‘BMD’ test all about? This describes uncertainty
about the meaning and process of BMD testing confusion
over risk status. Some felt it would be an invasive test and
were pleasantly surprised. A good understanding of test re-
sults could help participants to evaluate their risk and decide
what to do.

What are the actual benefits of medication? This describes
the complex process of deciding whether or not to take med-
ication to manage OP. This process could be straightforward
or accompanied by worrisome thoughts and the decision
could alter depending on the context. For some, their default
decision was not to take medication as the side effects
outweighed the manifestations of OP. Participants described
fears and suspicions of medication (for example will it cause
cancer? have I been fully informed? Is the doctor over-pre-
scribing? What is the agenda of pharmaceutical companies?)
The complexity of administering the medication and a lack of
understanding of what it was doing to you could also be a
disincentive. Some personally disliked the idea of taking med-
ication and preferred to make lifestyle modifications, whereas
for others, medication provided a feeling of safety and was
regarded the only solution to prevent decline.

Relationship with healthcare professional The relationship
between healthcare professional and patient was described as
integral to negotiating uncertainty. This relationship could
help or hinder the processes of determining risk and deciding
how to manage OP. A therapeutic relationship incorporated
the following: being listened to, being treated with respect,
being kept informed and being taken seriously. Some de-
scribed the doctor as too busy or as ‘not interested’. For some,
the patient’s role was to follow the doctor’s instructions. ThisT
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could be vested in previous good experience or a paternal
view of healthcare provision (‘I know the doctors can’t be
wrong’). Others described the patient’s role as self-advocate
for their own health. This involved taking control of your own
health by seeking information, asking questions and actively
seeking specialist referrals or specific medications (‘we had to
wheedle and deal around that a long time before he finally
agreed’).

Cultural images

Our final conceptual category demonstrates how the experi-
ence of OP is set within a culturally specific context that in-
corporates cultural constructs of the ageing body and OP as a
women’s condition.

The ageing body

OP synonymous with age and decline Participants described
the inevitability of OP as a normal part of ageing that is

beyond personal control (‘… the crumbly status of old age’).
Some talked about their fracture risk in terms of physical in-
stability that comes with old age (‘becoming a bit doddery’)
rather than bone fragility. Others described OP as a chronic
lifelong condition of ageing where bones have become ‘weak’
or ‘brittle’ or ‘thin’, or confused it with ‘wear and tear’ or
arthritis. The physical manifestations of OP (I can see my
body getting old) could be a frank reminder of age and
decline.

I am focussing on life’s possibilities This describes positive
cultural images of the ageing body. For example some de-
scribe the need to focus on enjoying the possibilities of older
adulthood and taking on new challenges. Maintaining mean-
ingful and valued occupations was described as integral to
good health, quality of life and a positive sense of self.
Some regarded ageing as a natural process, even a time of
increased wisdom that brought change and potential benefit;
‘I’m really proud of myself of being a new member of the
rowing club’. Personal resources and a positive approach to
life were viewed as protective, whereas negative thinking and
worry could negatively affect a life of health.

Fig. 1 Flow diagram of search

33 Page 8 of 13 Arch Osteoporos (2016) 11: 33



T
ab

le
3

In
cl
ud
ed

st
ud
ie
s

A
ge

re
po
rt
ed

C
ou
nt
ry

S
am

pl
e
co
nt
ex
t

N
um

be
r

D
at
a
co
lle
ct
io
n
an
al
ys
is

B
ea
to
n
[2
3]

64
(4
7–
80
)

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:f
ra
ct
ur
e
cl
in
ic

24
(1
8
w
om

en
)

5
fo
cu
s
gr
ou
ps
,g
ro
un
de
d
th
eo
ry

H
al
lr
up

[2
4]

76
–8
6

Sw
ed
en

Fr
ag
ili
ty

fr
ac
tu
re
:f
ra
ct
ur
e
pr
ev
en
tio
n
pr
og
ra
m
m
e

13
w
om

en
In
-d
ep
th

in
te
rv
ie
w
,p
he
no
m
en
ol
og
y

B
es
se
r
[2
5]

69
(S
D
10
.1
)

U
K

O
P/
os
te
op
en
ia
an
d
m
ed
ic
at
io
n:

O
P
sc
re
en
in
g
un
it/
rh
eu
m
at
ol
og
y

14
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
th
em

at
ic
an
al
ys
is

D
e-
so
uz
a
[2
6]

36
–7
9

B
ra
zi
l

O
P;

ca
lc
iu
m

di
so
rd
er
s
un
it

12
(1
1
w
om

en
)

N
on
-s
tr
uc
tu
re
d
in
te
rv
ie
w
s
gr
ou
nd
ed

th
eo
ry

Fr
en
ch

[2
7]

67
.4
(5
2–
87
)

C
an
ad
a

O
st
eo
pe
ni
a
(1
3)
/O
P
(1
7)
:O

P
tr
ea
tm

en
tp

ro
gr
am

m
e

30
w
om

en
Fo

cu
s
gr
ou
p,
th
em

at
ic
an
al
ys
is

G
ia
ng
re
go
ri
o
[2
8]

67
.5
(S
D
12
.7
)

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:f
ra
ct
ur
e
cl
in
ic

12
7
w
om

en
Te
le
ph
on
e
in
te
rv
ie
w
,t
he
m
at
ic
an
al
ys
is

H
al
lb
er
g
[2
9]

68
–8
4

Sw
ed
en

Fr
ag
ili
ty

fr
ac
tu
re

(v
er
te
br
al
):
fo
llo

w
-u
p
st
ud
y

10
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
th
em

at
ic
an
al
ys
is

H
an
se
n
[3
0]

65
–7
9

D
en
m
ar
k

Fr
ag
ili
ty

fr
ac
tu
re

(f
ir
st
kn
ow

n)
:D

E
X
A
sc
an

cl
in
ic

15
w
om

en
O
pe
n
in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

Iv
er
se
n
[3
1]

65
–8
5

U
SA

O
P/
os
te
op
en
ia
an
d
m
ed
ic
at
io
n:

ad
ve
rt
s
in

ho
sp
ita
ln

ew
sl
et
te
r

32
(3
0
w
om

en
)

3
fo
cu
s
gr
ou
ps
,t
he
m
at
ic
an
al
ys
is

Ja
ch
na

[3
2]

84
(7
1–
93
)

U
SA

O
P
an
d
fr
ag
ili
ty

fr
ac
tu
re
(h
ip
):
as
si
st
ed

liv
in
g
fa
ci
lit
y

5
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
co
nt
en
ta
na
ly
si
s

L
au

[3
3]

70
(4
8–
88
)

C
an
ad
a

O
P/
os
te
op
en
ia
an
d
m
ed
ic
at
io
n:

pr
im

ar
y
an
d
se
co
nd
ar
y
he
al
th
ca
re

pr
of
es
si
on
al
s

37
w
om

en
7
fo
cu
s
gr
ou
ps
,p
he
no
m
en
ol
og
y

M
az
or

[3
4]

73
.4
(S
D
6.
2)

U
SA

O
P/
os
te
op
en
ia
an
d
m
ed
ic
at
io
n/
m
ul
ti-
sp
ec
ia
lty

gr
ou
p
pr
ac
tic
e

36
w
om

en
Te
le
ph
on
e
in
te
rv
ie
w
,t
he
m
at
ic
an
al
ys
is

M
ck
en
na

[3
5]

43
–8
2

U
K

O
P:

su
pp
or
tg

ro
up
s;
ex
er
ci
se

cl
as
se
s
an
d
5
A
si
an

co
m
m
un
ity

ce
nt
re
s.

21
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

M
ea
do
w
s
[3
6]

40
–6
5

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:w

om
en

an
d
bo
ne

he
al
th

st
ud
y

19
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
th
em

at
ic
an
al
ys
is

M
ea
do
w
s
[3
7]

40
–6
5

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:w

om
en

an
d
bo
ne

he
al
th

st
ud
y

24
w
om

en
4
fo
cu
s
gr
ou
p,
th
em

at
ic
an
al
ys
is

N
ie
ls
on

[3
8]

51
–8
2

D
en
m
ar
k

O
P
(m

en
):
de
pa
rt
m
en
to

f
en
do
cr
in
ol
og
y

16
m
en

4
fo
cu
s
gr
ou
ps
,p
he
no
m
en
ol
og
y

N
ie
ls
on

[3
9]

50
–8
4

U
K
/D
en
m
ar
k

O
P
an
d
D
E
X
A
sc
an
:O

P
m
an
ag
em

en
to

r
se
lf
-h
el
p
gr
ou
p

14
(1
0
w
om

en
)

Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

Pa
ie
r
[4
0]

U
SA

Fr
ag
ili
ty

fr
ac
tu
re

(v
er
te
br
al
):
vi
a
he
al
th
ca
re
pr
of
es
si
on
al
s

5
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

Q
ua
nt
oc
k
[4
1]

70
(6
5–
76
)

U
K

O
P
(s
ev
er
e)
:O

P
se
rv
ic
e

11
w
om

en
Fo

cu
s
gr
ou
p,
th
em

at
ic
an
al
ys
is

Q
vi
st
[4
2]

68
(6
0–
93
)

Sw
ed
en

Fr
ag
ili
ty

fr
ac
tu
re

(v
er
te
br
al
):
ex
er
ci
se

pr
og
ra
m
m
e

11
w
om

en
O
pe
n
in
te
rv
ie
w
s,
th
em

at
ic
an
al
ys
is

R
ic
ha
rd
so
n
[4
3]

33
–8
1

U
K

D
E
X
A
sc
an
:D

E
X
A
sc
an

cl
in
ic

15
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s
‘t
em

pl
at
e
an
al
ys
is
’

R
ob
er
to

[4
4]

53
–8
9

U
SA

O
P:

co
m
m
un
ity

ad
ve
rt
s

21
w
om

en
4
fo
cu
s
gr
ou
ps
,t
he
m
at
ic
an
al
ys
is

S
al
e
[4
5]

49
–8
2

C
an
ad
a

O
P:

O
P-
sc
re
en
in
g
pr
og
ra
m
m
e

18
(1
4
w
om

en
)

Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

S
al
e
[4
6]

47
–8
0

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
an
d
D
E
X
A
sc
an
:O

P-
sc
re
en
in
g
pr
og
ra
m
m
e

24
(1
8
w
om

en
)

5
fo
cu
s
gr
ou
ps
,t
he
m
at
ic
an
al
ys
is

S
al
e
[4
7]

65
–8
8

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:O

P-
sc
re
en
in
g
pr
og
ra
m
m
e

30
(2
1
w
om

en
)

Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

S
al
e
[4
8]

50
–7
9

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:O

P-
sc
re
en
in
g
pr
og
ra
m
m
e

25
(2
2
w
om

en
)

Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

S
al
e
[4
9]

65
–8
8

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:O

P-
sc
re
en
in
g
pr
og
ra
m
m
e

21
(1
5
w
om

en
)

Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

S
al
e
[5
0]

S
al
e
[5
1]

51
–8
9

C
an
ad
a

Fr
ag
ili
ty

fr
ac
tu
re
:a
dv
er
ti
n
pa
tie
nt

ne
w
sl
et
te
r

28
(2
6
fe
m
al
es
)

Te
le
ph
on
e
in
te
rv
ie
w
,p
he
no
m
en
ol
og
y

S
al
e
[5
2]

Sa
lte
r
[5
3]

70
–8
5

U
K

O
P
an
d
m
ed
ic
at
io
n:

m
ul
ti-
ce
nt
re

tr
ia
l

30
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
th
em

at
ic
an
al
ys
is

So
lim

eo
[5
4]

70
.3
6
(5
3–
86
)

U
SA

O
P
(m

en
):
bo
ne

he
al
th

cl
in
ic

23
m
en

Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
th
em

at
ic
an
al
ys
is

W
es
to
n
[5
5]

68
–7
9

U
K

O
P
an
d
m
ed
ic
at
io
n:

O
P
sc
re
en
in
g
tr
ia
l

10
w
om

en
Se
m
i-
st
ru
ct
ur
ed

in
te
rv
ie
w
s,
ph
en
om

en
ol
og
y

W
ilk
in
s
[5
6,
57
]

65
.3
(5
4–
80
)

C
an
ad
a

O
P:

O
P
cl
in
ic
or

se
lf
-h
el
p
gr
ou
p

28
w
om

en
In
-d
ep
th

in
te
rv
ie
w
,t
he
m
at
ic
an
al
ys
is

Arch Osteoporos (2016) 11: 33 Page 9 of 13 33



Gender—osteoporosis is a women’s condition

One study [26] described how the female gendering of OP
could have a profound effect on men’s experience of living
with OP and their decision to seek help. Some described the
shame and embarrassment of living with a ‘female disease’
and chose to hide their diagnosis for fear of ridicule (or even
job loss). Men referred to the cultural construct of men as
strong and described their incapacity to live up to this con-
struct; ‘I accepted that I am a sissy a long time ago’. Some also
perceived the need for health care as weakness and, therefore,
as not masculine; ‘If osteoporosis wasn’t looked upon as a
female disease, more men would seek help’.

Conceptual model

Our conceptual model hinges on the negotiation between in-
visibility and visibility of osteoporotic symptoms. On the one
side, personal biography remains intact (I am not the type to
have OP, I can’t see it; it is not as bad as other things and there
was nothing fragile about my fracture). On the other side,
personal biography is fractured (it choreographs my life; I
am becoming isolated; I don’t want to rely on others; I am
living in fear of falls and what might come; I am watching my
body become old). Self-construct hinges upon negotiating this
balance between integrity/fracture of personal biography and
visibility/invisibility of symptoms. Our model draws attention
to the relationship between fractured body and a fractured
sense of self. Negotiating visibility/invisibility of OP is ac-
companied by an overwhelming uncertainty (what is a BMD
test; what is my risk; what are the benefits of medication?)
which can be influenced, both positively and negatively, by a
person’s relationship with their healthcare provider. This ex-
perience of living with OP is set within a cultural framework
with certain views about ageing and gender. On the one hand,
the physical manifestations of OP are seen as synonymous
with age and decline, yet at the same time, focussing on life’s
possibilities in older adulthood provides a cultural image of
ageing well. Gendered views of OP as a women’s condition
provide another cultural construct that influence the experi-
ence of OP (Fig. 2).

Discussion

This is the first international study to systematically review
and integrate qualitative research in order to increase our un-
derstanding of people’s experience of what it is like to live
with OP. The review suggests that patients navigate living
with this chronic condition in diverse ways. Our findings res-
onate with those found in the ‘Life with Osteoporosis project’
conducted by the UK National Osteoporosis Society [58]. In

this project, 3228 people completed a questionnaire about
living with OP, and 27 people took part in in-depth interviews.
This survey support the wide-ranging impact of OP on peo-
ple’s lives, particularly, giving up the things you love; emo-
tional insecurity and fear of ridicule because of changing body
shape; fear of losing independence; and not being able retain
physical contact with loved ones. The survey found that 30 %
of people found OP a financial burden, and a quarter of people
who were working at the time of diagnosis had given up their
job or made changes to their working lives.

Central to the qualitative findings in this review is the per-
son’s struggle to negotiate the visibility (manifest) or invisi-
bility (not manifest) of OP. People with OP negotiate a balance
between invisibility and visibility of osteoporotic symptoms,
and self-construct can hinge upon successfully negotiating
this. The study participants describe how they struggled to
understand and give meaning to their symptoms [55, 59, 60].

The review sought to include papers that gave insight into
the experience of living with a diagnosis of osteoporosis.
However, participants included were those with osteopenia
and those with a history of multiple fragility fractures but
where the original authors had not been explicit that the re-
spondents met the definition of osteoporosis based on t-score
of −2.5 SD on DEXA scan. All participants, however, clearly
had significant poor bone health and a high risk of fragility
fracture and as such, we believe that there is commonality in
the issues raised by them irrespective of whether their t-score
categorised them as osteoporotic or osteopenic.

The review demonstrates contrasting feeling; on the one
hand, OP is invisible and fragility fractures do not accord with
the lived experience of symptoms that they could observe or
feel; conversely, others interpreted the diagnosis as inhabiting
a body that could be easily damaged with little or no provo-
cation. The process can be accompanied by overwhelming
uncertainty. We see how patients might not fully understand
tests, risk or how to decide what action to take. This over-
whelming uncertainty is underpinned by a person’s relation-
ship with their healthcare provider. The lack of understanding
is important as without a clear understanding about the poten-
tial health impact and the importance of adherence to both
pharmacological and non-pharmacological strategies aimed
at bone health, outcomes may be adversely affected [23, 27,
31, 33]. The experience of living with OP is set within a
cultural framework with certain views about ageing and gen-
der. On the one hand, the physical manifestations of OP are
seen as synonymous with age and decline, yet at the same
time, focussing on life’s possibilities in older adulthood pro-
vides a cultural image of ageing well. Many of the studies
reported OP as a natural progression expected with age, sug-
gesting that patients might made sense of their diagnosis
through a fatalistic acceptance [30]. Gendered views of OP
as a women’s condition provide another cultural construct that
influence the experience of OP.

33 Page 10 of 13 Arch Osteoporos (2016) 11: 33



There are methodological issues to be considered for qual-
itative syntheses [61]. For example how many studies should
be included? Noblit and Hare do not advocate an exhaustive
search [13], and the number of studies included in meta-
ethnography ranges widely [10, 18]. Meta-ethnography does
not aim to summarise the entire body of knowledge, or make
statistical inference, but focusses on conceptual insight. We
did not exclude studies as a result of methodological appraisal,
and this is not an uncommon decision for qualitative synthe-
ses. Inter-rater reliability for qualitative appraisal tools is low
and does not necessarily have bearing on a studies conceptual
insight. There is no consensus on what makes a qualitative
study ‘good’ or ‘good enough’ and not agreed framework
for doing this [10, 18]. Although appraisal tools are often used
in qualitative synthesis [21], the majority of qualitative syn-
theses (27 out of 41) identified by Campbell and colleagues’
did not use appraisal criteria to determine inclusion [10].
Where tools are used to appraise the quality of qualitative
research, there tends to be low agreement between researchers
[18]. Our findings support this. However, these checklists are
useful in providing a focus for discussions [10]. Some argue
that quality appraisal should not be used at all to exclude
studies from qualitative synthesis [61]. As appraisal tools tend
to focus on method, some argue that excluding studies on this
basis may mean that insightful conceptual studies are exclud-
ed [10]. Although some experts suggest that studies should

not be excluded on the grounds of quality, they do not recom-
mend ‘abandoning appraisal’ altogether [10]. Conceptual in-
sight is fundamental to meta-ethnography, and therefore, in-
clusion is determined by clarity of ideas.

We have used establishedmethods [13, 61, 62] to develop a
conceptual model that helps us to understand what it is like to
live with OP. We have included studies where participants
have a diagnosis of OP or osteopenia and fragility fracture.
It might be that the experience of OP is different for those with
fractures at different sites (e.g. hip or vertebral fracture) or for
different ages or genders. Research including homogenous
groups of participants with OP could add insight.

A number of issues are identified that are pertinent to clin-
ical practice, especially the importance of giving the diagnosis
of OP. It is also vital that healthcare professionals check that
the patient understands their diagnosis as the themes of uncer-
tainty and invisibility clearly show that patients’ struggle to
understand the meaning and the implications of this diagnosis.
The theme that OP is set within a patient’s cultural framework
is important for clinicians to understand, particularly in rela-
tion to adherence to advice regarding diet, exercise and med-
ication. This is particularly pertinent to men, who feel that OP
is a female disease, despite the statistical likelihood that it will
affect 20% of them. Similarly, we need to be cognisant that all
communication needs to be culturally sensitive for ethnic
groups who are known to be at greater risk due to low vitamin

Fig. 2 Conceptual model
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D and greater levels of social isolation [63, 64]. Overall, our
synthesis has highlighted the wealth of qualitative data about
OP. Despite the increasing body of literature on the subject,
there remains a need to adjust our interactions with patients to
understand how patients can be helped to receive and under-
stand their diagnosis and move forward in partnership with
healthcare providers to promote optimal management of the
disease.

Acknowledgments This work was supported as part of the PROVE
study and funded by the National Institute for Health Research Health
Technology Assessment programme under its commissioned research
programme (HTA 10/99/01). The trial is supported by the NIHR
Biomedical Research Unit at Nuffield Department of Orthopaedics,
Rheumatology and Musculoskeletal Sciences, University of Oxford.

Department of Health Disclaimer: The views and opinions expressed
therein are those of the authors and do not necessarily reflect those of the
HTA, NIHR, NHS or the Department of Health.

Compliance with ethical standards

Conflicts of interest None.

Open Access This article is distributed under the terms of the Creative
Commons At t r ibut ion 4 .0 In te rna t ional License (h t tp : / /
creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give appro-
priate credit to the original author(s) and the source, provide a link to the
Creative Commons license, and indicate if changes were made.

References

1. Staa TV, Dennison E, Leufkens H, Cooper C (2001) Epidemiology
of fractures in England and Wales. Bone 29:517–522

2. Bruyere O, De Cock C, Deroisy R, Reginster JY (2009) Bone
mineral density and health related quality of life: a 3-year follow
up study of osteoporotic postmenopausal women. The Open
Geriatric Medicine Journal 2:44–52

3. Lips P, VanSchoor N (2005) Quality of life in patients with osteo-
porosis. Osteoporos Int 16:447–455

4. Sandelowski M, Barrosso J (2007) Handbook for synthesising
qualitative research. Springer Publishing Company, New York

5. Britten N, Campbell R, Pope C, Donnovan J, Morgan M, Pill R
(2002) Usingmeta ethnography to synthesise qualitative research: a
worked example. Journal of Health Services and Research Policy
7(4):209–215

6. Campbell R, Pound P, Pope C, Britten N, Pill R, Morgan M,
Donovan J (2003) Evaluating meta-ethnography: a synthesis of
qualitative research on lay experiences of diabetes and diabetes
care. Soc Sci Med 56:671–684

7. Malpass A, Shaw A, Sharp D, Walter F, Feder G, Ridd M, Kessler
D (2009) BMedication career^ or Bmoral career^? The two sides of
managing anti-depressants: a meta-ethnography of patients experi-
ence of antidepressants. Soc Sci Med 68:154–168

8. Toye F, Seers K, Allcock N, BriggsM, Carr E, Andrews J, Barker K
(2013a) A meta-ethnography of patients’ experiences of chronic
non-malignant musculoskeletal pain. Health Services and
Delivery Research 1(12):1–189

9. Toye F, Seers K, Barker K (2014b) Ameta-ethnography of patients’
experiences of chronic pelvic pain: struggling to construct chronic
pelvic pain as ‘real’. J Adv Nurs 70(12):2713–2727

10. Campbell R, Pound P, Morgan M, Daker-White G, Britten N, Pill
R, Yardley L, Pope C, Donovan J (2011) Evaluating meta-ethnog-
raphy: systematic analysis and synthesis of qualitative research.
Health Technol Assess 15(43):1–164

11. Dixon-Woods M, Agarwal S, Jones D, Young B, Sutton A (2005)
Synthesising qualitative and quantitative research evidence: a re-
view of possible methods. Journal of Health Services and
Research Policy 10(1):45–53

12. Barnett-Page E, Thomas J (2009) Methods for synthesis of qualita-
tive research: a critical review. In: Economic and Social Research
Council Research Methods, National Centre for Research Methods
Working Paper Series (01/09)

13. Noblit G, Hare R (1988) Meta-ethnography: synthesising qualita-
tive studies. Sage Publications, California

14. Charmaz K (2006) Constructing grounded theory. Sage
Publications, California

15. Eakin J, Mykhalovskiy E (2003) Reframing the evaluation of qual-
itative health: reflections on a review of appraisal guidelines in the
health sciences. J Eval Clin Pract 9(2):187–194

16. Barbour R (2001) Checklists for improving rigour in quali-
tative research: a case of the tail wagging the dog? Br Med
J 322:1115–1117

17. CRD (2009) Centre for Reviews and Dissemination. Systematic
reviews—CRD’s guidance for undertaking reviews in healthcare.
In: Edited by dissemination CfRa, vol. http://www.york.ac.
uk/inst/crd/intertasc/qualitat.htm. University of York, York
Publishing Services Limited

18. Dixon-Woods M, Sutton A, Shaw R, Miller T, Smith J, Young B,
Bonas S, Booth A, Jones D (2007) Appraising qualitative research
for inclusion in systematic reviews: a quantitative and qualitative
comparison of three methods. Journal of Health Services and
Research Policy 12(1):42–47

19. Toye F, Seers K, Allcock N, BriggsM, Carr E, Andrews J, Barker K
(2013b) ‘Trying to pin down jelly’—exploring intuitive processes
in quality assessment for meta-ethnography. BMC Med Res
Methodol 13:46

20. Elmir R, Schmied V, Wilkes L (2010) Women’s perceptions and
experiences of a traumatic birth: a meta-ethnography. J Adv Nurs
66(10):2142

21. CASP (2010) Critical Appraisal Skills Programme: making sense of
evidence about clinical effectiveness: 10 questions to help you make
sense of qualitative research http://wwwcasp-uknet/wp-content/up-
loads/2011/11/CASP_Qualitative_Appraisal_Checklist_14oct10pdf

22. Nvivo qualitatitve data analysis and software; QSR
International Pty Ltd. Version 10, 2012

23. Beaton E, Sujic R, McIlroy BK, Sale J, Elliot-Gibson V, Bogoch R
(2012) Patient perceptions of the path to osteoporosis care follow-
ing a fragility fracture. Qual Health Res 22(12):1647–1659

24. Hallrup LB, Albertsson D, Tops AB, Dahlberg K, Grahn B (2009)
Elderly women’s experiences of living with fall risk in a fragile
body: a reflective lifeworld approach. Health & Social Care in the
Community 17(4):379–388

25. Besser SJ, Anderson JE, Weinman J (2012) How do osteoporosis
patients perceive their illness and treatment? Implications for clin-
ical practice. Arch Osteoporos 7(1–2):115–124

26. De Souza LB, Da Silva Mazeto GM, Bocchi SC (2010) Self-
managing osteoporosis treatment for well-being recovery mediated
by the (in)visibility of the disease signs. Revista latino-americana
de enfermagem 18(3):398

27. French MR, Moore K, Vernace-Inserra F, Hawker GA (2005)
Factors that influence adherence to calcium recommendations.
Canadian Journal of Dietetic Practice & Research 66(1):25–30

33 Page 12 of 13 Arch Osteoporos (2016) 11: 33

http://www.york.ac.uk/inst/crd/intertasc/qualitat.htm
http://www.york.ac.uk/inst/crd/intertasc/qualitat.htm


28. Giangregorio L, Dolovich L, Cranney A, Adili A, Debeer J,
Papaioannou A, Thabane L, Adachi JD (2009) Osteoporosis risk
perceptions among patients who have sustained a fragility fracture.
Patient Educ Couns 74(2):213

29. Hallberg I, Ek A, Toss G, Bachrach-LindströmM (2010) A striving
for independence: a qualitative study of women living with verte-
bral fracture. BMC Nurs 9:1–31

30. Hansen C, Konradsen H, Abrahamsen B, Pedersen BD (2014)
Women’s experiences of their osteoporosis diagnosis at the time
of diagnosis and 6 months later: a phenomenological hermeneutic
study. International Journal of Qualitative Studies on Health and
Well-Being 9:22438

31. IversenMD, Vora RR, Servi A, Solomon DH (2011) Factors affect-
ing adherence to osteoporosis medications: a focus group approach
examining viewpoints of patients and providers. J Geriatr Phys
Ther 34(2):72–81

32. Jachna CM, Forbes-Thompson S (2005) Osteoporosis: health be-
liefs and barriers to treatment in an assisted living facility. J
Gerontol Nurs 31(1):24–33

33. Lau E, Papaioannou A, Dolovich L, Adachi J, Sawka M, Burns S,
Nair K, Pathak A (2008) Patients’ adherence to osteoporosis thera-
py: exploring the perceptions of postmenopausal women. Canadian
Family Physician Médecin de Famille Canadien 54(3):394

34. Mazor M, Velten S, Andrade E, Yood A (2010) Older women’s
views about prescription osteoporosis medication: a cross-sectional,
qualitative study. Drugs Aging 27(12):999–1009

35. McKenna J, Ludwig AF (2008) Osteoporotic Caucasian and South
Asianwomen: a qualitative study of general practitioners’ support. J
R Soc Promot Heal 128(5):263

36. Meadows LM, Mrkonjic LA (2003) Breaking—bad news:
women’s experiences of fractures at midlife. Canadian Journal of
Public Health 94(6):427–431

37. Meadows LM, Mrkonjic LA, Petersen KMA, Lagendyk LE (2004)
After the fall: women’s views of fractures in relation to bone health
at midlife. Women & Health 39(2):47–63

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

39. Nielsen D, Huniche L, Brixen K, Sahota O, Masud T (2013)
Handling knowledge on osteoporosis—a qualitative study. Scand
J Caring Sci 27(3):516–525

40. Paier GS (1996) Specter of the crone: the experience of vertebral
fracture. ANS Advances in Nursing Science 18(3):27

41. Quantock C, Beynon J (1997) Evaluating an osteoporosis service
using a focus group. Nurs Stand 11(42):45–48

42. Qvist N, Bergströöm I, Kronhed A-CG, Karlsson S, Forss A (2011)
Empowering the fragile body: experiences of a back muscle group
training program in postmenopausal women with vertebral frac-
tures. A qualitative interview study. Adv Physiother 13(2):63–71

43. Richardson JC, Hassell AB, Hay EM, Thomas E (2002) BI’d rather
go and know^: women’s understanding and experience of DEXA
scanning for osteoporosis. Health Expect 5(2):114–126

44. Roberto KA, Reynolds SG (2001) The meaning of osteoporosis in
the lives of rural older women. Health Care for Women
International 22(6):599–612

45. Sale JEM, Beaton DE, Bogoch ER, Elliot-Gibson V, Frankel L
(2010a) The BMDmuddle: the disconnect between bone densitom-
etry results and perception of bone health. J Clin Densitom 13(4):
370–378

46. Sale JEM, Beaton DE, Sujic R, Bogoch ER (2010b) ‘If it was
osteoporosis, i would have really hurt myself.’ Ambiguity
about osteoporosis and osteoporosis care despite a screening

programme to educate fragility fracture patients. J Eval Clin
Pract 16(3):590–596

47. Sale JEM, Gignac MA, Frankel L, Hawker G, Beaton D, Elliot-
Gibson V, Bogoch E (2012) Patients reject the concept of fragility
fracture—a new understanding based on fracture patients’ commu-
nication. Osteoporos Int 23(12):2829–2834

48. Sale JEM, Bogoch E, Hawker G, Gignac M, Beaton D, Jaglal S,
Frankel L (2014b) Patient perceptions of provider barriers to post-
fracture secondary prevention. Osteoporos Int 25(11):2581–2589

49. Sale EM, Gignac A, Hawker G, Frankel L, Beaton D, Bogoch E,
Elliot-Gibson V (2011) Decision to take osteoporosis medication in
patients who have had a fracture and are ‘high’ risk for future
fracture: a qualitative study. BMC Musculoskelet Disord 12:92

50. Sale JEM,GignacMA,Hawker G, BeatonD, Bogoch E,Webster F,
Frankel L, Elliot-Gibson V (2014a) Non-pharmacological strate-
gies used by patients at high risk for future fracture to manage
fracture risk—a qualitative study. Osteoporos Int 25(1):281–288

51. Sale JEM, Cameron C, Hawker G, Jaglal S, Funnell L, Jain R,
Bogoch E (2014c) Strategies used by an osteoporosis patient group
to navigate for bone health care after a fracture. Arch Orthop
Trauma Surg 134(2):229–235

52. Sale EM, Hawker G, Cameron C, Bogoch E, Jain R, Beaton D,
Jaglal S, Funnell L (2015) Perceived messages about bone health
after a fracture are not consistent across healthcare providers.
Rheumatol Int 35(1):97

53. Salter C, McDaid L, Bhattacharya D, Holland R, Marshall T, Howe
A 2014 Abandoned acid? Understanding adherence to bisphospho-
nate medications for the prevention of osteoporosis among older
women: a qualitative longitudinal study. PloS one 9(1)

54. Solimeo SL, Weber TJ, Gold DT (2011) Older men’s explanatory
model for osteoporosis. The Gerontologist 51(4):530–539

55. Weston JM, Norris EV, Clark EM (2011) The invisible disease:
making sense of an osteoporosis diagnosis in older age. Qual
Health Res 21(12):1692–1704

56. Wilkins S (2001a) Women with osteoporosis: strategies for manag-
ing aging and chronic illness. Journal of Women & Aging 13(3):
59–78

57. Wilkins S (2001b) Aging, chronic illness and self-concept: a
study of women with osteoporosis. Journal of Women &
Aging 13(1):73–93

58. National-Osteoporosis-Society (2014) Life with osteoporosis: the un-
told story. Available on: https://www.nosorguk/documentdoc?id=1715.
Accessed 10 Oct 2015

59. Petrie KJ, Weinman J (2006) Why illness perceptions matter.
Clinical Medicine 6:536–539

60. Reventlow S, Bang H (2006) Brittle bones: ageing or threat of
disease exploring women’s cultural models of osteoporosis.
Scandinavian Journal of Public Health 34(3):320–327

61. Toye F, Seers K, Allcock N, Briggs M, Carr E, Barker K (2014a)
Meta-ethnography 25 years on: challenges and insights for synthe-
sising a large number of qualitative studies. BMC Med Res
Methodol 14(80)

62. Mays N, Pope C, Popay J (2005) Systematically reviewing quali-
tative and quantitative evidence to inform management and policy
making in the field. Journal of Health Services and Research Policy
10(1):6–20

63. Lane NE (2006) Epidemiology, etiology and diagnosis of osteopo-
rosis. American Journal of Obstetric and Gynaecology 194:S3–11

64. Barrett-Connor E, Siris ES, Wehran LE, Miller PD, Abbott TA,
Berger ML, Santora AP, Sherwood LA (2005) Osteoporosis and
fracture risk in women of different ethnic groups. J BoneMiner Res
20:185–194

Arch Osteoporos (2016) 11: 33 Page 13 of 13 33

https://www.nosorguk/documentdoc?id=1715

	A qualitative systematic review of patients’ experience of osteoporosis using meta-ethnography
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Method
	Meta-ethnography

	Findings
	Negotiating the visibility and invisibility of osteoporosis
	Biographical integrity—osteoporosis is not manifest
	Biographical fracture—osteoporosis is manifest
	Overwhelming uncertainty
	Cultural images
	The ageing body
	Gender—osteoporosis is a women’s condition
	Conceptual model
	Discussion
	References


