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Background: Osteoporosis and attributable fractures are disruptive health events that 
can cause short and long-term cost consequences for families, health service and gov-
ernment. In this fracture-based scenario analysis we evaluate the broader public eco-
nomic consequences for the Korean government based on fractures that can occur at 3 
different ages. Methods: We developed a public economic modelling framework based 
on population averages in Korea for earnings, direct taxes, indirect taxes, disability pay-
ments, retirement, pension payments, and osteoporosis health costs. Applying a scenar-
io analysis, we estimated the cumulative average per person fiscal consequences of os-
teoporotic fractures occurring at different ages 55, 65, and 75 compared to average non-
fracture individuals of comparable ages to estimate resulting costs for government in 
relation to lost tax revenue, disability payments, pension costs, and healthcare costs. All 
costs are calculated between the ages of 50 to 80 in Korean Won (KRW) and discounted 
at 0.5%. Results: From the scenarios explored, fractures occurring at age 55 are most costly 
for government with increased disability and pension payments of KRW 26,048,400 and 
KRW 41,094,206 per person, respectively, compared to the non-fracture population. A 
fracture can result in reduction in lifetime direct and indirect taxes resulting in KRW 
53,648,886 lost tax revenue per person for government compared to general popula-
tion. Conclusions: The fiscal consequences of osteoporotic fractures for government 
vary depending on the age at which they occur. Fiscal benefits for government are great-
er when fractures are prevented early due to the potential to prevent early retirement 
and keeping people in the labor force to the degree that is observed in non-fracture 
population. 
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INTRODUCTION

Osteoporosis and attributable fractures are a public health burden that reduces 
physical activities, increases dependency on family and state support, increases 
morbidity and risk of mortality.[1-3] A growing concern from osteoporosis has in-
creasingly been recognised in Asian countries where costs of ageing are forecast-
ed to increase over the next few decades, placing increasing strain on health ser-
vices and families.[4] Despite the enormous personal, family, and economic bur-
den, osteoporosis screening, treatment and prevention of falls has received only 
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limited attention from many health services.[5] To this 
point recent data from Korea illustrates that the annual 
number of osteoporotic fractures has been increasing 
steadily since 2008.[6-8] 

A variety of factors are likely to influence the growing 
rate of osteoporosis and fracture risks in Asia of which age-
ing populations is considered one of the main drivers.[5,9] 
South Korea is especially concerned with ageing and age-
related diseases since becoming an aged society in 2000, 
as the proportion of those 65 or older has reached 7% of 
the population.[10] To better understand the impact of 
ageing and to inform social and economic policies to ad-
dress the needs of an ageing population, the Korean gov-
ernment began collecting data in those over the age of 50 
through the Korean Longitudinal Study on Aging (KLoSA).
[7] The KLoSA survey collects many economic and clinical 
parameters, some of which provide proxy measures of os-
teoporosis, specifically whether a person has experienced 
hip fracture before and the presence of fear of falling in 
older person. 

Improving osteoporosis outcomes and preventing frac-
tures can offer a range of patient and public benefits in-
cluding a reduction of healthcare costs and contributing to 
active ageing and improved workforce participation in the 
elderly.[11,12] For many years now osteoporosis and relat-
ed fractures have been recognised as an important com-
ponent of the active ageing agenda due to the disabling 
nature of fractures and resulting fear of falls that can occur.
[13,14] Governments are being encouraged by national 
patient support groups to introduce better screening mea-
sures, and many governments are actively pursuing strate-
gies to identify and reduce the burden of osteoporosis.[9] 

Policy-makers and decision-makers seek to understand 
the broader economic consequences of health and health-
care that are not identified using traditional cost-effective-
ness approaches.[15] To understand the broader economic 
impact of osteoporotic fractures, we apply a public eco-
nomic analytic framework that builds on previously pub-
lished frameworks for estimating disability costs and lost 
tax revenue for government attributable to health condi-
tions.[16] We apply a fiscal modeling approach to estimate 
the lifetime costs for government for fractures that are like-
ly to occur at different ages. We apply a scenario approach 
based on one individual experiencing a fracture at age 55, 
65, or 75. We project the “per person” costs to government 

in future tax revenue losses and future disability, early re-
tirement, and health costs. The findings from this approach 
can be used to inform government policy for screening 
and treatment to estimate the likely fiscal gains from chang-
ing fracture incidence rates. 

METHODS

A scenario based “per person” fiscal cost calculator mod-
el was developed for estimating public economic conse-
quences of osteoporosis and osteoporotic fractures in South 
Korea. The analytic approach applied in this analysis was 
based on previously reported frameworks for evaluating 
investments in healthcare technologies for estimating dis-
ease burden from the government perspective.[16,17] The 
calculator estimates the difference in fiscal burden between 
a person with osteoporosis at different ages of fracture 
and the average person in the general population that 
does not have osteoporosis, adjusted for age-specific mor-
tality. In the osteoporosis scenarios, an individual experi-
encing a fracture can have an elevated risk of permanent 
disability compared to the general population and incur 
additional transfers in the form of healthcare resource use 
costs, disability pension, and transitioning out of work 
which affects one’s lifetime taxes paid to government. Tax-
es in our model consist of direct taxes as a function of one’s 
employment and salary, and indirect taxes which are based 
on consumption and value added tax (VAT) applied to dis-
posable income.[18] A discount rate of 0.5% was applied 
to projected income.[19] 

The comparative framework first involves constructing 
the average fiscal life course and then generating scenarios 
by which osteoporosis and related fractures influences a 
persons’ ability to achieve the population averages. This in-
volves modeling age-specific average work force participa-
tion, average earnings adjusted for average life-expectan-
cy. Data were identified from a search of national databas-
es in Korea, and the literature, for age-specific data on mor-
tality, salary, employment, and disability. Household in-
come by age data was acquired from Korean Statistical In-
formation Services, which provides incomes for persons 
over the age of 30 by 10 year age brackets.[20] 

The data on employment status was identified in the 
Korean Longitudinal Study of Aging survey, which gives 
real world data on many variables in the elderly popula-
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tion of Korea.[21] The survey provides real world observa-
tions on employment of middle-aged and elderly individu-
als in Korea (the survey population is 45 or older). There-
fore, we do not assume that persons retire at a single re-
tirement age, rather we use the observed proportion of re-
tirement by age from the survey, to have a continuous re-
tirement function. Old age pension and disability pension 
payments were based on average monthly pension pay-
ments provided in the national Pension statistics report.
[22] The 3 transfers we estimate are direct taxes, indirect 
taxes, and healthcare resource use costs given by age stra-
ta in a study using the Korean National Health Insurance 
database from 2012.[23] Marginal tax rates were obtained 
from the Korean Statistical Information Services website.
[20] Indirect tax rates were estimated applying the 10% 
VAT rate to disposable income rate of 82%.[24] Old age 
pensions below 3.5 million KRW are 100% deductible, and 
any pension above this deduction was taxed at the lowest 
marginal tax rate of 6% as pensions did not exceed the 
lowest tax bracket in any of our scenarios, and all pensions 
were adjusted for survival.[25] Disability pensions were not 
taxed, per Korean law.[26] 

After constructing the profile of a person without any 
specific disease, data was obtained for patients with osteo-
porosis. In osteoporotic patients, there is an increased health-
care cost even before a fracture is observed.[27] These 
healthcare costs from Cho et al.[27], are given in a stratified 
format, with osteoporosis related costs of fracture and 
non-fracture increasing with age. There is also an increased 
risk of fracture which we treat as acute health events in 
which costs vary depending on the nature of the fracture.
[28] The time of the first fracture then influences several 
fiscal variables such as disability status and the risk of tran-
sitioning from employment to non-employment. From this 
we calculate other transfers made to such a person includ-
ing disability and likelihood of receiving retirement pen-
sion where one may not have received it had they contin-
ued working.[20,21] 

1. Fiscal model equations
In Figure 1A-C we present per capita age-specific dis-

counted total transfers and per capita age-specific dis-
counted gross taxes, and in Table 1 we present the dis-
counted net present value of total transfers and of gross 
taxes (Equation 1-2). 

Equation 1, Total transfers:

Equation 2, Gross taxes:

In these 2 equations, t is measured in units of years, and 
the calculation is made over a time-period of 30 years. 

We also present an outcome of net tax which can be found 
in Table 1. This is calculated as follows:

Equation 3, Net Tax:
Net Tax=Equation 2 – Equation 1

2. Clinical scenarios
Previous studies have reported the impact of fractures 

on one’s ability to work and can influence retirement deci-
sions.[29] Because fractures can influence an individual’s 
life course, the fiscal consequences of fractures are depen-
dent on the severity and type of fracture, and the age at 
which they occur, and work status at the time of fracture. 
Hence, in this analysis we evaluate the impact of fractures 
that are likely to occur at the age of 55, 65, and 75. In the 
analysis described in this analysis we present 3 clinical sce-
narios whereby diagnosis of osteoporosis was made at age 
50, 60, and 70 and a hip fracture was experienced at age 
55, 65, or 75, respectively, where the prevalence of frac-
tures varies with age, peaking between ages 65 to 74.[27] 
In all fracture scenarios, we estimate costs annually and 
then cumulatively over time between age 50 to age 80 to 
estimate the per person costs to government attributed to 
fractures at specific points in time: 55, 65, and 75. Our clini-
cal scenarios are based on numbers for hip fractures as 
data is more readily available for this type of fracture.[7] 
Furthermore, hip fractures are often used as a surrogate for 
determining the international burden of osteoporosis, as 
they are the major event which results in fracture-related 
health care expenditure, as well as mortality in men, and 
women over the age of 50.[2] The age of osteoporosis di-
agnosis is dependent on guidelines for when testing is rec-
ommended, as such, it should be noted that it does not ac-
count for osteoporosis being present prior to diagnosis.[9]

For each fracture scenario the resulting impact on gov-
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Fig. 1. (A) Estimated transfers and taxes in a person in the general population compared to a person in the osteoporosis population, diagnosed at 
age 50, that has first fracture at age 55. (B) Estimated transfers and taxes in a person in the general population compared to a person in the os-
teoporosis population, diagnosed at age 60, that has first fracture at age 65. (C) Estimate transfers and taxes in a person in the general popula-
tion compared to a person in the osteoporosis population, diagnosed at age 70, that has first fracture at age 75.
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ernment transfers and morbidity attributable impact on 
work and future lifetime taxes paid was estimated. Upon 
fracture, we assume that the osteoporotic person will not 
return to work and will collect disability for 5 years follow-
ing the year of the fracture, after which they would collect 
old age pension. This assumption is consistent with prior 
studies reporting the incidence of becoming disabled fol-
lowing a fracture.[28] We also assume that a person would 
receive old age pension, directly, if they have a fracture and 
stop working after the retirement age of 65. 

RESULTS

The life-time estimated transfers and tax in the 3 age sce-
narios, comparing an osteoporotic individual with a person 
in the general population are shown in Figure 1A-C. In all 
scenarios the average annual per capita taxes paid to gov-
ernment between the ages of 50 to 80 were estimated. As 
taxes represent revenue for government, the values are 
expressed as positive and are shown above the x-axis in 
Figure 1A-C for each year. As demonstrated in Figure 1A-C, 
taxes are also paid in retirement as people pay taxes to 
government on investment income, pensions and indirect 
consumption taxes i.e., VAT. In the 3 age scenarios, govern-
ment transfers at the individual level including disability 
payments, health costs and pension payments are expens-
es for government; hence they are shown as negative costs 
to government and are shown below the x-axis. In the 3 
scenarios we indicate the age of the fracture with a black 
bar, and the resulting health costs in the year of the frac-
ture are observed as an inverted peak. 

In clinical scenario 1, the individual is diagnosed with os-
teoporosis early, at age 50, and experiences a first fracture 
at age 55, consequently there is a marked difference in 
taxes due to reduced participation in the labor force com-
pared with the general population (Fig. 1A). There is also 
marked difference in transfers in all scenarios which is a re-
sult of taking early pension, and disability pension, as well 
as the remaining lifetime health care cost from diagnosis 
of osteoporosis. In the year of fracture there are increased 
health costs that shift depending on the age of the frac-
ture. Small differences in direct and indirect taxes are ob-
served from the 2 scenarios experiencing fractures at the 
age of 65 and 75 as people work longer and avoid disabili-
ty compared to those with earlier fractures (Fig. 1B, C). Ta
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Table 1 shows results for 3 scenarios with varying ages of 
osteoporosis diagnosis and age of first fracture, for the ages 
between 50 and 80. The estimated old-age pension varies 
according to the age at which fracture occurs where those 
experiencing fractures at age 55 are likely to require KRW 
55,731,390 compared to those with fractures occurring at 
age 75 with KRW 15,982,836 (Table 1). Comparing the age 
at which fractures occur, we also demonstrate that health 
costs and rehabilitation per fracture are higher in older 
aged persons. The total transfers received in the form of 
disability pension, old-age pension and health costs was 
highest in the scenario when fracture occurs at the age of 
55 (KRW 261,585,085). We demonstrate that delaying frac-
tures results in fewer transfers of KRW 209,705,039 and 
KRW 198,242,183 in fractures at age 65 and 75 compared 
to fractures at age 55, respectively, and the non-fracture 
general population is even lower at KRW 166,950,185. 

Impact of fractures was estimated to influence lifetime 
earnings between the ages of 50 and 80 in the 3 fracture 
scenarios with highest earnings observed in the non-frac-
ture population (KRW 477,180,076). Consequently, reduced 
earnings in the fracture populations influences the amount 
of taxes paid to government between the ages of 50 and 
80 compared to the non-fracture general population. 
Gross taxes between ages 50 and 80 were lowest in those 
with fractures at 55 (KRW 51,270,280) compared to frac-
tures at the age of 65 (KRW 94,337,014) and 75 (KRW 
99,312,555). Avoiding fracture all together resulted in the 
highest lifetime taxes paid in the non-fracture population 
as they were able to continue working longer paying KRW 
104,919,165. 

DISCUSSION

The osteoporotic fracture scenarios described in our re-
search provide insights into how a disabling fracture can 
influence government public spending and tax revenues 
between the ages of 50 and 80. Firstly, we illustrate the 
cross-sectorial cost consequences for government attribut-
ed to lost tax revenue, disability payments and healthcare 
costs that can result from an osteoporotic fracture. We il-
lustrate the public economic impact of fractures which in-
fluences future employment for different ages at which a 
fracture occurs compared to the non-fracture general pop-
ulation. This link has been modeled based on the previ-

ously reported relationship between fractures and likeli-
hood of retiring.[29,30] Furthermore, as fractures can often 
lead to disability to be paid by governments, we demon-
strate the likely savings that can be achieved by prevent-
ing fractures and related disability costs paid by govern-
ments compared to the non-fracture population. 

In the 3 scenarios we demonstrate that the value for gov-
ernment changes depending on the age of the fracture 
and the labor participation rate of the individual. The re-
sults demonstrate that the impact of fractures in earlier 
ages will impact lifetime earning capacity and as a result 
fewer taxes paid to government as noted in those aged 55 
compared to fractures at the age of 65 or 75. Furthermore, 
while healthcare cost savings appear in all 3 scenarios, the 
health costs attributed to fractures become the dominant 
impact on government health services in older aged co-
horts that are no longer working and not able to access 
disability pensions that are available to those in younger 
ages. Again, fractures in younger cohorts are likely to have 
greater public economic burden as they influence disabili-
ty rates and the likelihood of early retirement. In the sce-
nario described in this analysis we demonstrate the poten-
tial fiscal impact of fracture; however, it is important to ac-
knowledge that not all fractures will lead to disability. To 
align government policies in relation to promoting active 
ageing and maintaining a healthy work force to work into 
older ages might suggest improved screening for osteopo-
rosis in younger ages could yield fiscal benefits for govern-
ment. Fracture and non-fracture related health costs in os-
teoporosis patients have previously been reported to in-
crease with age, a finding also reflected in our study.[27] 

The model framework described in our research estimates 
the fiscal impact from reducing osteoporotic fractures. In 
all likelihood, our numbers are an underestimate of public 
costs as we do not include the broader impact of fractures 
on family members. In many instances people experienc-
ing osteoporotic fractures will increase their dependency 
on family members thereby reducing the ability of rela-
tives to participate in paid work and thus further reducing 
earnings and taxes paid to government by family mem-
bers. As previously demonstrated in Australia, chronic dis-
eases can reduce work activity of family members caring 
for another member of the family which can increase im-
pact on government due to reduced earnings from paid 
employment and consequently reduced taxes paid to gov-
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ernment while increasing dependence on public assistance 
for carers.[31] Moreover, previous estimates from Korea 
suggest that 5.7% of the overall cost burden in osteoporo-
sis is attributed to lost work of family members caring for 
elderly parents.[12] A comparable nationwide study in Aus-
tralia that estimated the economic burden of osteoporosis 
and osteopenia and related fractures in males and females 
over the age of 50 found that 7.8% of total costs were at-
tributed to informal care.[32] Furthermore, a prospective 
study in the Netherlands of 116 osteoporotic patients, aged 
50 years and older found that more than 50% of total costs 
of their fractures were indirect costs, and in employed pa-
tients, 81% of costs were from indirect costs, largely from 
variables such as sick leave.[33] Considering the propor-
tion of indirect cost attributed to fractures would suggest 
the cost consequences for government are higher due to 
reduced taxes paid.[16] 

The results described in our analysis also underestimate 
the fiscal consequences attributed to early mortality known 
to be associated with osteoporotic fractures.[34] Previously 
reported studies using national level data in Korea from 
the Health Insurance Review Assessment Service have re-
ported excess mortality in those individuals experiencing 
vertebral fractures.[35] The investigators reported elevated 
risk of death across all age groups in subjects over age 50 
after experiencing vertebral fracture compared to the gen-
eral population. The risk of death was shown to increase 
with age and was found to be higher in males compared 
to females. As the scenarios described in our findings do 
not consider mortality as an attributable outcome, we likely 
underestimate the fiscal impact of early mortality in work-
ing aged subjects that can have fiscal consequences for 
government from reduced lifetime tax contributions.[16,36] 

The fiscal analysis framework illustrates that a broader 
range of costs can arise following fractures. These costs are 
mostly attributable to impacting disability status, decreased 
independence and in severe cases being institutionalized 
following a fracture.[37] While hip fracture is the most com-
mon fracture that can lead to disability, vertebral fractures 
and associated pain can be problematic for many individu-
als. The study reported by Kim et al. [38] indicated that fol-
lowing vertebral compression fractures many people ex-
perience disability that does not recover to pre-fracture 
status. Furthermore, a study in China reported osteoporotic 
fracture data on working aged cohorts where it was found 

that approximately 50% of those under the age of 60 re-
tired early following fractures.[30] The authors also report-
ed average lost days of work from working aged persons 
to be 302 days suggesting there can be short-term losses 
for individuals, families and companies attributed to verte-
bral fractures.[30] 

The findings described in our research quantify the pub-
lic economic impact attributable to people that withdraw 
from the work force following osteoporotic fractures. Al-
though the analysis applies Korean cost data, we believe 
the findings described in our research are broadly applica-
ble to other countries as there is evidence supporting the 
relationship between osteoporosis and related comorbidi-
ties and work force participation in Europe.[29] Furthermore, 
a range of health conditions can influence ones’ ability to 
continue working; hence the lost tax revenue and disabili-
ty costs could be applicable to a range of other health con-
ditions that influence early retirement and access to dis-
ability benefits. 

We believe the findings can inform policy makers regard-
ing the fiscal benefits of fracture avoidance. Based on the 
scenarios described in our research there are clearly bene-
fits to be gained from preventing fractures earlier. Whilst 
all fractures can give rise to health-related costs, and pa-
tient burden, preventing fractures in younger persons can 
have fiscal advantages for government suggesting pro-
grams to identify patients earlier will save costs in the fu-
ture. This would suggest the benefits of early detection, 
treatment and avoidance – a policy imperative that is be-
ing pursued by only a limited number of governments. 

DECLARATIONS

Acknowledgments
MPC and SP were funded by a grant from Amgen Aus-

tralia. The authors declare no financial interests or holdings 
in the sponsoring organisation. HYK received no financial 
grants from the sponsor and has no conflicts of interest to 
declare in relation to this work. The authors had full edito-
rial control and the final determination of published mate-
rial in the manuscript.

Ethics approval and consent to participate
The sources of data used in this economic assessment 

were obtained from a review of the literature. No clinical 



Mark P. Connolly, et al.

260  http://e-jbm.org/ https://doi.org/10.11005/jbm.2019.26.4.253

trials were performed, and no human or animal subjects 
participated in this evaluation. 

Conflict of interest
No potential conflict of interest relevant to this article 

was reported.

ORCID
Mark P. Connolly https://orcid.org/0000-0002-1886-745X
Saswat Panda https://orcid.org/0000-0002-3491-8093
Ha-young Kim https://orcid.org/0000-0002-0651-2213

REFERENCES

1. The International Osteoporosis Foundation. Broken bones, 
broken lives: A roadmap to solve the fragility fracture cri-
sis in Europe. Nyon, CH: The International Osteoporosis 
Foundation; 2019.

2. Johnell O, Kanis JA. An estimate of the worldwide preva-
lence and disability associated with osteoporotic fractures. 
Osteoporos Int 2006;17:1726-33.

3. Goel A, Chen Q, Chhatwal J, et al. Cost-effectiveness of ge-
neric pan-genotypic sofosbuvir/velpatasvir versus geno-
type-dependent direct-acting antivirals for hepatitis C 
treatment. J Gastroenterol Hepatol 2018;33:2029-36.

4. Cheung CL, Ang SB, Chadha M, et al. An updated hip frac-
ture projection in Asia: The Asian Federation of Osteopo-
rosis Societies study. Osteoporos Sarcopenia 2018;4:16-
21.

5. Mithal A, Kaur P. Osteoporosis in Asia: a call to action. Curr 
Osteoporos Rep 2012;10:245-7.

6. Lim S, Koo BK, Lee EJ, et al. Incidence of hip fractures in 
Korea. J Bone Miner Metab 2008;26:400-5.

7. National Institute on Aging. Korean longitudinal study of 
aging (KLoSA). 2019 [cited by 2019 Feb 5]. Available from: 
https://www.nia.nih.gov/research/resource/korean-longi-
tudinal-study-aging-klosa

8. Korean Society for Bone and Mineral Research, National 
Health Insurance Service. Osteoporosis and osteoporotic 
fracture fact sheet. Seoul: Korean Society for Bone and 
Mineral Research, National Health Insurance Service; 2018.

9. Gold M. Demystifying ageing: Lifting the burden of fragili-
ty fractures and osteoporosis in Asia-Pacific. 2017 [cited 
by 2018 Nov 27]. Available from: https://perspectives.eiu.
com/healthcare/demystifying-ageing-lifting-burden-fra-

gility-fractures-and-osteoporosis-asia-pacific
10. Cha HB. Public policy on aging in Korea. Geriatr Gerontol 

2004;4:S45-8.
11. Ha YC, Kim HY, Jang S, et al. Economic burden of osteopo-

rosis in South Korea: Claim data of the national health in-
surance service from 2008 to 2011. Calcif Tissue Int 2017; 
101:623-30.

12. Kim J, Lee E, Kim S, et al. Economic burden of osteoporotic 
fracture of the elderly in South Korea: A national survey. 
Value Health Reg Issues 2016;9:36-41.

13. World Health Organization. Active ageing: A policy frame-
work. Geneva, CH: World Health Organization; 2002.

14. Kim S, So WY. Prevalence and correlates of fear of falling in 
Korean community-dwelling elderly subjects. Exp Geron-
tol 2013;48:1323-8.

15. Black DC. Working for a healthier tomorrow. London, UK: 
Crown Copyright; 2008.

16. Connolly MP, Kotsopoulos N, Postma MJ, et al. The fiscal 
consequences attributed to changes in morbidity and 
mortality linked to investments in health care: A Govern-
ment perspective analytic framework. Value Health 2017; 
20:273-7.

17. Mauskopf J, Standaert B, Connolly MP, et al. Economic 
analysis of vaccination programs: An ISPOR good practic-
es for outcomes research task force report. Value Health 
2018;21:1133-49.

18. Statistics Korea. Household income & expenditure trends 
in the third quarter 2016. 2016 [cited by 2018 Nov 27]. 
Available from: http://kostat.go.kr/portal/eng/pressRe-
leases/1/index.board?bmode=read&aSeq=358731

19. International Monetary Fund. Interest rates, discount rate 
for Republic of Korea. 2019 [cited by 2019 Feb 2]. Available 
from: https://fred.stlouisfed.org/series/INTDSRKRM193N

20. Statistics Korea. Household assets, liabilities and income 
by age groups of households head. 2018 [cited by 2018 
Nov 27]. Available from: http://kosis.kr/statHtml/statHtml.
do?orgId=101&tblId=DT_1HDCA06&vw_cd=MT_ETITLE 
&list_id=&scrId=&seqNo=&language=en&obj_var_id=  
&itm_id=&conn_path=E3&path=%252Feng%252Fsear
ch%252Fsearch01_List.jsp

21. The Program on Global Aging, Health, and Policy, The 
Center for Economic and Social Research. Korean longitu-
dinal study of aging. 2018 [cited by 2018 Nov 27]. Available 
from: https://g2aging.org/?section=study&studyid=5

22. National Pension Service. National pension statistics facts 

http://kosis.kr/statHtml/statHtml.do?orgId=101&tblId=DT_1HDCA06&vw_cd=MT_ETITLE&list_id=&scrId=&seqNo=&language=en&obj_var_id=&itm_id=&conn_path=E3&path=%252Feng%252Fsearch%252Fsearch01_List.jsp
http://kosis.kr/statHtml/statHtml.do?orgId=101&tblId=DT_1HDCA06&vw_cd=MT_ETITLE&list_id=&scrId=&seqNo=&language=en&obj_var_id=&itm_id=&conn_path=E3&path=%252Feng%252Fsearch%252Fsearch01_List.jsp
http://kosis.kr/statHtml/statHtml.do?orgId=101&tblId=DT_1HDCA06&vw_cd=MT_ETITLE&list_id=&scrId=&seqNo=&language=en&obj_var_id=&itm_id=&conn_path=E3&path=%252Feng%252Fsearch%252Fsearch01_List.jsp
http://kosis.kr/statHtml/statHtml.do?orgId=101&tblId=DT_1HDCA06&vw_cd=MT_ETITLE&list_id=&scrId=&seqNo=&language=en&obj_var_id=&itm_id=&conn_path=E3&path=%252Feng%252Fsearch%252Fsearch01_List.jsp
http://kosis.kr/statHtml/statHtml.do?orgId=101&tblId=DT_1HDCA06&vw_cd=MT_ETITLE&list_id=&scrId=&seqNo=&language=en&obj_var_id=&itm_id=&conn_path=E3&path=%252Feng%252Fsearch%252Fsearch01_List.jsp


Fiscal Impact of Osteoporotic Fractures

https://doi.org/10.11005/jbm.2019.26.4.253 http://e-jbm.org/  261

book. 2018 [cited by 2018 Nov 27]. Available from: https://
www.nps.or.kr/jsppage/info/resources/info_resources_ 
03_01.jsp?cmsId=statistics_year

23. Hyun KR, Kang S, Lee S. Population aging and healthcare 
expenditure in Korea. Health Econ 2016;25:1239-51.

24. Korea Ministry of Government Legislation. Korean laws in 
English: Value-added tax act. 2019 [cited by 2018 Nov 27]. 
Available from: http://www.moleg.go.kr/english/korLawEng

25. Organisation for Economic Cooperation and Development. 
Pensions at a glance 2017: OECD and G20 Indicators. Paris, 
FR: OECD Publishing; 2017.

26. Korea Legislation Research Institute. Statutes of the Re-
public of Korea. 2019 [cited by 2018 Nov 27]. Available 
from: http://elaw.klri.re.kr/eng_service/main.do

27. Cho H, Byun JH, Song I, et al. Effect of improved medica-
tion adherence on health care costs in osteoporosis pa-
tients. Medicine (Baltimore) 2018;97:e11470.

28. Kwon JW, Park HY, Kim YJ, et al. Cost-effectiveness of phar-
maceutical interventions to prevent osteoporotic fractures 
in postmenopausal women with osteopenia. J Bone Metab 
2016;23:63-77.

29. Alavinia SM, Burdorf A. Unemployment and retirement 
and ill-health: a cross-sectional analysis across European 
countries. Int Arch Occup Environ Health 2008;82:39-45.

30. Qu B, Ma Y, Yan M, et al. The economic burden of fracture 
patients with osteoporosis in western China. Osteoporos 
Int 2014;25:1853-60.

31. Schofield D, Shrestha RN, Zeppel MJB, et al. Economic 

costs of informal care for people with chronic diseases in 
the community: Lost income, extra welfare payments, 
and reduced taxes in Australia in 2015-2030. Health Soc 
Care Community 2019;27:493-501.

32. Tatangelo G, Watts J, Lim K, et al. The cost of osteoporosis, 
osteopenia, and associated fractures in Australia in 2017. J 
Bone Miner Res 2019;34:616-25.

33. Eekman DA, ter Wee MM, Coupe VM, et al. Indirect costs 
account for half of the total costs of an osteoporotic frac-
ture: a prospective evaluation. Osteoporos Int 2014;25: 
195-204.

34. Bliuc D, Nguyen ND, Milch VE, et al. Mortality risk associat-
ed with low-trauma osteoporotic fracture and subsequent 
fracture in men and women. JAMA 2009;301:513-21.

35. Lee YK, Jang S, Jang S, et al. Mortality after vertebral frac-
ture in Korea: analysis of the National Claim Registry. Os-
teoporos Int 2012;23:1859-65.

36. Kotsopoulos N, Connolly MP. Is the gap between micro- 
and macroeconomic assessments in health care well un-
derstood? The case of vaccination and potential remedies. 
J Mark Access Health Policy 2014;2.

37. Dyer SM, Crotty M, Fairhall N, et al. A critical review of the 
long-term disability outcomes following hip fracture. BMC 
Geriatr 2016;16:158.

38. Kim KW, Cho KJ, Kim SW, et al. A nation-wide, outpatient-
based survey on the pain, disability, and satisfaction of 
patients with osteoporotic vertebral compression frac-
tures. Asian Spine J 2013;7:301-7.

https://www.nps.or.kr/jsppage/info/resources/info_resources_03_01.jsp?cmsId=statistics_year
https://www.nps.or.kr/jsppage/info/resources/info_resources_03_01.jsp?cmsId=statistics_year
https://www.nps.or.kr/jsppage/info/resources/info_resources_03_01.jsp?cmsId=statistics_year



