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Purpose. Much of the research on osteoporosis has been generated quantitatively. However, the qualitative osteoporosis literature
provides valuable information on patient and clinician experiences and perspectives, informing the design and implementation of
health research and healthcare services. To identify knowledge gaps and inform the design of future qualitative research, a narrative
review was conducted to consolidate and synthesize the existing insights available within the qualitative osteoporosis research.
Methods. Search terms reflecting the domains of osteoporosis and qualitative research were entered into the Scopus database to
generate a comprehensive survey of qualitative research in the area of osteoporosis. Articles were thematically analysed and the
results are presented in the form of a narrative review. Results. Forty-four articles were included in the narrative review. Qualitative
research in the field of osteoporosis research can be summarized by 3 thematic areas: the meaning of osteoporosis for patients
and the public, the lived experience of an osteoporosis diagnosis, and the programmatic approach to osteoporosis prevention and
treatment. Conclusions. Qualitative studies provide clinically valuable insights in how osteoporosis is conceptualized and managed
and programmatic aspects of osteoporosis treatment. The findings of this narrative review suggest the need for balance between
presenting osteoporosis as a serious health condition and producing unwarranted anxiety and inactivity so as to ensure the best
possible outcomes for individuals with osteoporosis.

1. Introduction and identifying at-risk groups [16]. However, while research
on osteoporosis has proliferated, the field is dominated by

Osteoporosis is “a progressive systemic skeletal disease char-  guantitative research. Insights into individuals’ experiences,

acterized by low bone mass density and microarchitectural
deterioration of bone tissue, with a consequent increase in
bone fragility and susceptibility to fracture” [1]. Globally, a
third of women and 20% of men over 50 will experience
osteoporosis [2]. Fractures can cause acute and chronic
pain, deformity, diminished quality of life, disability, loss of
independence, nursing home admission, and death [3-10].
The field of osteoporosis research is substantial. Major
lines of inquiry span decades and include multiple dis-
ciplines. Research includes randomized clinical trials on,
for example, secondary care prevention strategies [11-13]
and patient decision aids quantifying care gaps [14, 15]

motivations, behaviours, and perceptions are less common
in this literature and can only be provided by the in-
depth tools of qualitative research [17]. Qualitative research
can provide insight into social meanings and behaviours
from the perspectives of affected groups, explore little-
understood phenomena, and help develop new theories
[18]. For example, qualitative research can allow the field
to move beyond numeric descriptions of individuals with
fractures taking up osteoporosis risk screening opportu-
nities to explore individuals’ perceptions of future frac-
ture risk, the reinforcing or constraining factors associated
with osteoporosis investigations, and the decision-making
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TABLE 1: The search domains and associated terms used to conduct
the narrative review.

Osteoporosis domain Qualitative domain

Osteoporosis Qualitative
Hip Interview
Fracture Focus group
Care Ethnograph”
Patient

Adherence

Engagement

* denotes the use of a wildcard search operator to retrieve variations of the
word stem.

constructs important to the design and implementation of
patient-oriented risk screening and healthcare programming.
A first step to rectifying gaps in the osteoporosis literature
is a thorough assessment of the evidence currently available.
Thus, this article seeks to fill this first step by presenting
a comprehensive narrative review on osteoporosis-related
research utilizing qualitative methods.

2. Materials and Methods

In advance of conducting a qualitative substudy within a
larger program of research on secondary fracture prevention,
a narrative review of the literature was conducted to iden-
tify and synthesize osteoporosis-related findings generated
by qualitative approaches [19]. Literature was sought that
crossed the conceptual domains of osteoporosis and qualita-
tive methods. Multiple search terms under each domain were
included (Table 1). Various iterations were entered into the
Scopus database in July 2015. Hand searching of reference
lists of relevant articles was also conducted. The broadest
search terms osteoporosis and qualitative produced over 600
articles. More specific search criteria were used, that is, spe-
cific qualitative method and osteoporosis, to identify further
articles. Restrictions were not placed based on date of article
publication although irrelevant journals were discarded as
the search progressed. Only English articles were reviewed.
Articles that applied qualitative methods to understand
patient, public, and provider perspectives on osteoporosis
and its care were included in the narrative review and
thematically analysed. The intent of this review is to elucidate
common themes covered in qualitative osteoporosis research,
not necessarily to present a comprehensive and systematic
review of all published qualitative osteoporosis literature.

3. Results and Discussion

The studies included in the narrative review are summarized
in Table 2. In total, 44 articles were included, representing
significant global breadth by country of origin (see Table 2).
Qualitative research in the field of osteoporosis research
could be described with three thematic areas: the meaning of
osteoporosis for patients and the public, the lived experience
of an osteoporosis diagnosis, and the programmatic approach
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to osteoporosis prevention and treatment. Each area of
qualitative research focus is described, in turn, below.

3.1. What Does Osteoporosis Mean for Patients and the Public?

3.1.1. Metaphors and Cultural Models. Some authors have
used qualitative techniques to explore how patients and the
public understand osteoporosis and the risk of osteoporosis.
Results often suggest a high level of confusion regarding the
severity, personal relevance, and prevention and treatment
of osteoporosis. Reventlow and others studied the metaphors
used by Danish women in describing osteoporosis and their
conceptualizations of osteoporosis and risk and are the few
scholars who considered embodiment and osteoporosis [20,
21]. Descriptions suggested a lack of trust in one’s body and a
view of the osteoporotic body as nonnormative and relied on
metaphors of destruction and frailty [21]. A focus on physical
characteristics or appearance for assessing osteoporosis risk
has been identified in other samples of older Danish women
[22].

Osteoporosis was alternatively depicted as a natural by-
product of aging, or as a serious disease, possibly amenable
to prevention [20]. Oscillating between the seriousness of the
disease and inconsequentiality, participants reported osteo-
porosis as catastrophic or irrelevant. Participants in some
studies viewed osteoporosis as not personally pertinent [23],
while others viewed it as inducing anxiety and preventive
action, or in terms of its most dire, life-altering consequences
[20, 21, 23]. Confusion was also seen concerning the effects
of hormone therapy. Osteoporosis risk messaging is prob-
lematized by the authors of these studies who suggest it may
produce anxiety among the well and a denigration of aging.

Similar confusion around osteoporosis is seen in other
global contexts. Among Iranian-Australians, confusion was
expressed regarding causes, risk factors, and treatment of
osteoporosis. Culturally specific meanings of osteoporosis
were expressed. Worries of retaining independence and the
limited time available to consult with physicians were com-
monly cited [24]; however, patients also worried about not
being able to seek out medical attention in their first language.
Iranian women were concerned that emotional repression
(silent culture) may contribute to osteoporosis [24]. Women
expressed concern over sun exposure and appropriate fitness
venues [24, 25]. In Turkey, osteoporosis risk was connected
to menopause, wearing traditional clothing and praying.
This is suggestive of the sociocultural valence allayed upon
presumably clinical, objective conditions [25].

3.1.2. Clinical Confusion. Understandings of bone health
among Canadian patients with fractures in more clinical
contexts have been extensively explored [26-29]. Patients do
not connect underlying bone health to the resultant fractures,
which are perceived as freak, traumatic accidents [26, 29].
A conceptualization of fractures as freak events has been
reported by other authors (e.g., [22, 30, 31]). This dissociation
had important impacts on medication adherence. While
close to 2/3 of patients were taking medication, adherence
was related to whether patients perceived their fracture as
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unrelated to underlying bone health. In turn, belief in the
relationship between fractures and bone health was predi-
cated on whether the fall occurred during more mundane
circumstances [29].

Bone mineral density (BMD) testing is the primary test
for the clinical assessment of bone mass and the subsequent
diagnosis of osteoporosis [32]. Miscommunication and mis-
interpretation issues were evident in patients’ understandings
of BMD tests, although this did not necessarily impact adher-
ence [27]. Diagnoses of osteopenia, the low bone mineral
density precursor to osteoporosis [33], were particularly liable
to misunderstanding. Such results tended to be minimized
and viewed as not serious or inaccurate. Patients also, often
erroneously, considered a lack of results to be indicative
of good news. In general, patients did not describe their
bone health in standardized ways, suggesting that more
uniform communication of BMD results must be undertaken
with fracture patients [27]. Inconsistencies were also evident
in (mostly female) Canadian patients’ perceived messages
about bone health from various providers [28]. Compared to
other providers from whom messages were rarely received,
specialists were seen as more engaged in areas of bone health,
up-to-date, and willing to consult with patients [28].

Cultural differences and metaphoric descriptors were
frequent in the literature. Osteoporosis was alternatively
viewed as a natural by-product of aging or a life-altering,
catastrophic diagnosis, which impacts frail older women.
Clinically, patients are confused by the connection between
bone health and fractures and receive nonstandardized mes-
sages concerning osteoporosis that exacerbate confusion.

3.2. How Do Patients Live with Osteoporosis? Coping strate-
gies for osteoporosis have been explored qualitatively by some
authors. Patients adopt multiple approaches for coping with
osteoporosis. Strategies included discounting the everyday
relevance of osteoporosis, by emphasizing their own capac-
ities or denying its impact; focusing on living day-to-day,
either by adopting a hopeful, positive attitude or a sense
of resignation; limiting physical activity in fear of falling;
and relying on social contacts, professionals, painkillers, or
nonpharmacological aids and devices [31, 34-37]. Often,
these approaches are affected by individuals’ self-concept,
resources, and stressors [35, 37]. Some patients become
strong self-advocates for their care and engaged in related
health behaviors, research, and interactions. However, others
found it difficult to adhere to treatment regimes, despite
acknowledging the importance of bone health [31].
Maintaining independence has been revealed to be of
especial importance to patients with osteoporosis, and frac-
tures can have profound effects on wellbeing [30]. Among
Swedish geriatric rehabilitation patients, three areas of activ-
ity were particularly relevant for life satisfaction: going out
of doors, social interaction, and care “close to the body.”
Participants valued being able to persist in former activities
in familiar settings [38]. Swedish, female patients with osteo-
porosis described maintaining independence as central to
health-related quality-of-life [34]. Constant back pain was a
threat to this independence, as was anxiety, self-image issues,
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and bodily limitations in carrying out everyday, social, and
meaningful activities [34]. Maintaining independence was
also of paramount concern for American, rural, older female
patients with osteoporosis, who also spoke of challenges in
shifting caregiver roles in families and anxiety over coping
with the manual demands of farm life while suffering pain,
functional limitations, and the possibility of falls [39].

Nielsen and colleagues conducted one of few studies
on men’s experiences of osteoporosis. Focus groups were
undertaken with Danish men with osteoporosis [40]. The
importance of maintaining a hegemonic masculine identity
was highlighted by participants by being physically active and
strong, only seeking healthcare as a last resort, and engaging
in usual activities, traditional gender roles, and occupations.
Osteoporosis often challenged these roles. Participants also
felt feminized by the condition and its frequent attribution
as a “female disease.” Participants with comorbid or more
severe conditions, or those whose spouses suffered from
such conditions, reconceptualised masculinity to incorporate
more proactive health consumer behaviours [40].

Patients cope with osteoporosis in a multitude of ways,
often reflecting their own self-concept; available social and
capital resources; and views on health and aging. Particular
value was placed on maintaining independence, dignity, and
existing relationships and activities. Men must also negotiate,
when coping with osteoporosis, its connotations as a female
disease.

3.2.1. Medication Adherence. Patients with osteoporosis exp-
ress considerable confusion and ambiguity regarding medi-
cation, dosages, and supplements [26, 41]. Troublingly, this
can persist despite participating in a standardized osteo-
porosis screening program, where education, written instruc-
tions, and direct care referrals were received [26]. Many
researchers have explored reasoning and attitudes underlying
medication adherence. Central to these issues appears to
be relationships with primary providers [41-43]. Having a
trusting relationship with a clinician could ease making a
decision to take medication; however, current adherence did
not necessarily preclude future cessation of medication use
among Canadian patients with osteoporosis [42]. If concerns
about medications use were not alleviated by practitioners,
individuals often resorted to other sources of information
(other providers, friends, family, and pamphlets), as did par-
ticipants in other studies (e.g., [44]). Worryingly, these exter-
nal consultations could result in more negative appraisals of
these medications [44]. Similarly, in focus groups, American
patients with osteoporosis cited use of external research and
emphasized primary provider, self-image, and medication
confusion issues as affecting their likelihood of adherence
[45].

Perspectives of adherence held by health providers were
also described in the literature. Providers tended to focus
on system issues, such as interprovider characteristics; the
asymptomatic nature of osteoporosis; and patient character-
istics, such as use of external information sources. Common
ground with patients was found in areas of side effects, costs,
importance of trusting provider-patient relationships, and
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need for memory aids [45]. These more objective criteria
for adherence were not replicated among English and Dan-
ish patients with osteoporosis. These patients were largely
compliant with medication regimes and characterized their
reasoning in terms of guilt and fear, rather than issues of side
effects or cost [35]. Fear was also a motivating factor among
Canadian postmenopausal patients with osteoporosis [44],
although presumed and experienced benefits of medication
adherence were also reported as a motivator [44]. English
female patients with osteoporosis were cited as prioritizing
fall prevention over medication adherence but recommended
the use of pictures of bones as an adherence technique.
The patients often illustrated osteoporosis via emotionally
resonant drawings of spine curvature and heightloss [41]. The
studies above point to another major knowledge gap in the
literature, the role of emotion in living with osteoporosis and
its relevance in clinical decision-making. Furthermore, the
use of other methods, such as participant observation, would
be highly valuable in exploring adherence.

Perspectives on adherence may be affected by race. Neu-
man and colleagues report that Black Americans were less
likely to express a willingness to have fracture surgery com-
pared to White Americans [46]. They were also characterized
by greater levels of healthcare distrust, lower education levels,
greater comorbidities, and fewer prior surgeries compared
to their White counterparts. In qualitative freelist exercises,
Black participants identified different concerns than White
participants. Importantly, distrust of physicians, particularly
in primary care physicians’ knowledge and engagement in
bone health, and medications has been found in numerous
populations [41, 44, 47, 48].

Similar themes were identified from focus groups on
medication adherence among a racially diverse sample in the
United States [48]. Calcium was considered a cheap and safe
alternative to potentially riskier and expensive medications,
and participants considered themselves to be not at risk for
osteoporosis, in part, due to race, and this affected medication
adherence. Both of these findings parallel views among
female Canadian patients with osteoporosis [44]. Participants
in both studies also stated a preference for once-a-week med-
ications, although this was cost prohibitive for the American
sample [48]. Osteoporosis was considered less severe than
heart disease and cancer. Distrust of physicians’ competence,
the unnaturalness of medications, and risk of side effects also
affected adherence [48]. For those who did consider fractures
to be a major concern, adherence was likely. Adherence
was also likely amongst those who trusted medications and
experienced benefits in functioning or symptoms from taking
the medication. However, not experiencing symptoms could
also motivate medication cessation [48].

Brod and colleagues also explored adherence issues and
osteoporosis treatment [49]. They conducted data collection
with physicians who had prescribed self-injectable osteo-
porosis treatment and the patients to whom these injections
had been prescribed. Physicians’ familiarity with the medica-
tion was a major issue in prescribing, and whether they felt
data was sufficient in areas such as side effects, efficacy, and
long term effects. Concerns were also raised regarding costs,
reimbursement issues, and availability of staff for training and

1

followup. Patients who had experienced previous fractures
and were worried about future issues chose the medication.
Severe side effects and perceived efficacy affected persistence
of the medication, and this could be mediated by high initial
expectations [49].

Nonpharmacologic fracture risk prevention strategies
were also described in the literature. Canadian older adults at
high risk for future fractures described a variety of methods
for protecting themselves from future fracture [36]. Mostly,
these strategies centred on being careful and modifying
existing environments to prevent falls. Other efforts involved
diet, exercise, supplements, and mobility aids and devices
[36]. Interestingly, the use of nonpharmacological strategies
was independent of medication adherence. Participants were
aware of their fracture risk status, suggesting to the authors
that knowledge in this area may be filtering out to the general
public.

Opverall, patients and their providers described complex
and contingent reasoning related to medication adherence.
Prolific researchers in the field, Sale and colleagues, ponder
the utility of adherent/nonadherent labels given the fluid and
adaptive negotiations undertaken by patients with respect to
osteoporosis medication use [42]. Also of note is that while
the asymptomatic nature of osteoporosis is highlighted as a
cause for nonadherence, patients in these studies frequently
recount pain [26, 34, 41, 50], which is often dismissed as
nonosteoporotic by researchers, but may be an important
factor to consider with respect to adherence. Indeed, pain
is little explored in-depth in this literature, despite being
of obvious salience to participants. While issues of cost
and convenience were relevant to some patients, in general,
many patients were distrustful of medications and required
reassurance as to their safety, side effects, and efficacy. If
relationships with providers failed to convince patients as
to the advantages of adherence, they turned to alternate
sources or rejected medication. Some patients were motivated
more by fear of consequences of nonadherence, while others
disclosed belief in the benefits of medication on functioning
and symptoms.

3.2.2. Patient Engagement. Some authors focused on patients’
engagement in care and attitudes toward involvement in clin-
ical encounters. In focus groups and interviews, older Danish
women described their views on osteoporosis screening [22].
Help seeking behavior was perceived as a moral responsibil-
ity, but screening could be rejected by those who felt they
were at low risk for osteoporosis. Osteoporosis screening
was not considered to be as important as cancer screening;
however, most participants did undertake screening, while
acknowledging concerns over labelling, medicalization, and
medication effects [22].

The health-consumer behaviours of members of a
national Canadian osteoporosis group have been explored by
Sale and colleagues [47]. While individuals were recruited
under the assumption that they would be effective health
consumers, the authors detected that most participants could
be categorized as at the extreme ends, either exhibiting
many or few health consumer behaviours. Participants were
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categorized as either having few effective behaviours or more
effective consumers behaviours, based on their communica-
tion with clinicians and care involvement. Participants with
more effective behaviors sometimes expressed a lack of trust
in primary care physicians and viewed them as largely passive
in their care. These more effective participants considered
themselves bad patients due to their self-advocacy. They were
also less frequently compliant to medication regimes and
often researched, switched, and ceased medications. Patients
with more fractures reported more effective behaviours. The
authors note that while the focus was on categorizing patients
as “more” or “less” effective consumers, placing the onus of
care on patients may exacerbate stigma [47].

A study in the UK also demonstrated the complex,
real-life manifestation of “patient engagement” that reflects
idiosyncratic preferences for control in clinical encounters
and the moralistic dimension that patient engagement may
assume. Focus groups were conducted with patients to
evaluate Decision Aids (DAs) designed for osteoporosis and
a number of other conditions [51]. Patients appreciated the
information contained in the DAs as a possible launching
point for greater involvement. However, not all patients
wished to assume the “burden” of decision-making and
preferred the more paternalistic approach to patient care.
The authors conclude that DAs may be useful, as long as it
is made clear to patients that physicians are not necessarily
relinquishing responsibility [51].

Providers’ perspectives on patient engagement in osteo-
porosis care have also been explored. Specialists involved in
treating schizophrenia and osteoporosis in the UK and the
USA were interviewed on patients’ influence on treatment
[52]. Notable differences were found between osteoporo-
sis and schizophrenia patients’ approaches. Osteoporosis
patients were more actively involved than patients with
schizophrenia and relied on different sources of information,
such as the internet, rather than solely on family or friends.
Physicians could be resistant to patients’ own research
activities or view these as time- consuming or biased by
media. Overall, physicians described patients as influencing
prescribing in a variety of ways: from their description of
symptoms, side effects, and conditions, their stated prefer-
ences and refusals, and ultimately their medication adherence
[52].

While patient engagement is increasingly advocated, its
manifestation and implications in osteoporosis care suggest
a more complicated reality. Patients view involvement in
care, clinical decision-making, and screening as a moral
responsibility, and they experience variable willingness to
adopt these responsibilities. Patients’ views on engagement
and their behaviors varied across conditions. How a patient
handles their osteoporosis care may differ from approaches
to care for other conditions. Greater involvement, including
more questioning behaviours and independent research,
may produce lower adherence to prescribed medication
regimes. Some providers demonstrate ambivalence about
patient engagement, urging greater patient education but also
finding engaged patients to be time-consuming and poten-
tially biased [52]. More research is needed to elucidate these
issues and preferences, particularly as patient-centred and

Journal of Osteoporosis

patient-engaged and activated care are increasingly promoted
and may not be preferred by patients in all situations.

3.3. What Are Patients” and Providers’ Views of Programs in
Place for Osteoporosis?

3.3.1. Patients’ and Caregivers’ Views. Patient perspectives on
specific care programs have been explored through qualita-
tive research. Some scholars have focused on the multiple
transitions that patients undergo following hip fractures [53,
54]. Identified themes included the importance of families
as advocates for older relatives and issues of comorbidity
and complications. Conflict and distrust emerged when
participants felt that they were experiencing avoidable com-
plications and the associated suffering, when they felt they
were not integrated into their own care or when uncertain
about processes and the roles of their providers. Transitions
could involve all of medication errors, policies inhibiting
individual care, communication issues, and fragmentary care
[53, 54].

Potential resources for patients with osteoporosis have
been reported following qualitative inquiry. Navigation
within the recovery process of Canadian patients follow-
ing hip fracture has been explored [55]. Similar to other
studies, these participants described the need for more
information on hip fractures and recovery, and the difficulty
of questioning healthcare providers. One recommendation
was the dissemination of a recovery map to help patients
understand the recovery process. Other recommendations
for patients included accepting offered help, maintaining
a positive attitude, and moving more. Online resources
for caregivers of patients following hip fracture have been
developed and evaluated [56]. Online discussion boards
were moderated by a nurse who used self-efficacy-informed
theory to provide encouragement to caregivers. Discussion
posts revolved around types of care provided by caregivers,
fracture prevention strategies employed by caregivers, and
stress-coping mechanisms. Themes within these discussions
centred on the psychosocial burden of being a caregiver and
potential lack of knowledge in this area, patients’ expectations
and transition issues, and the role of clinicians in therapy
and utility of the internet program. Interestingly, discussions
within this forum suggested that caregivers’ concerns could
potentially lead to discouraging beneficial physical activity.
The discussion boards served the added purpose of educating
caregivers about their own osteoporosis-related health needs
[56].

Another internet-based fracture prevention program was
evaluated using mixed methods [57]. The quantitative anal-
ysis suggested little improvements in all but knowledge
and beliefs, that is, not behaviours. However, qualitative
appraisals were more positive, speaking to the valuable nature
of the program in strategizing goal setting, and nutrition
and exercise training. Offering flexible tutorial lengths, use
of other media, and multiple tutorials were all recom-
mended by participants [57]. In addition to these externally
produced online resources, more research is needed on
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patient-generated fora for individuals with osteoporosis and
the potential establishment of virtual communities.

Further emphasizing the value of exercise instruction for
osteoporosis patients, an in-person intervention featuring
supervised group back muscle training was assessed by Qvist
and colleagues [50]. The female participants’ responses were
generally positive, with a particular focus on reduced pain,
improved sleep and increased mobility, strength, confidence
in appearance, and physical activity. Participants described
heightened awareness of their bodies through the exercises
and the utility of enhancing strength and mobility. The
importance of the program’s physiotherapist’s expertise in
appropriate exercises for this population was highlighted.
Social support benefits were also produced via the group
environment. This contrasts with more mixed findings from
Danish and English osteoporosis patients [35]. These patients
reported that group-based education programs could be
helpful and supportive environments but could also be
disheartening in exposure to others’ sicker than oneself or
those seemingly competing to be the sickest in the group [35].

Overall, participants’ and their caregivers’ experiences
of osteoporosis prevention and treatment are characterized
by complex, sometimes problematic transitions and care-
disruptions that can be complicated by patient confusion,
lack of knowledge of recovery and processes, and feelings
of exclusive from clinical relationships. The importance of
provider expertise and appropriateness of content was high-
lighted in prevention-related research. Evaluations suggest
that prevention programs produce benefits in knowledge and
awareness, and those that incorporate in-person exercise may
also benefit physical outcomes and behaviours.

3.3.2. The Provider View. Providers perspectives on osteo-
porosis programming have also been explored. Hand-offs
and transitions have been explored in depth in Canada. An
ethnography of physiotherapy hand-offs in Ontario revealed
the importance of inter-professional handoffs between physi-
cians and physiotherapists. Similar to other studies (e.g.,
[53]), the importance of family caregivers also emerged
[58]. Clinician-patient hand-offs were characterized by uni-
directional transmission of knowledge, little post-discharge
provider responsibility for patients, and difficulties schedul-
ing patient education, which often resulted in frustration
and anxiety. Physiotherapists often relied on contacting
patients’ surgeons rather than previous physiotherapists to
clarify patient information. Caregivers and clinicians often
had to navigate multiple sources of data, including paper
notes concerning their patients [58]. Communication issues
were also highlighted in a strength-based exploration of
hip fracture transitions in British Columbia [59]. Success
in transitions was defined as focusing on processes and
outcomes. The importance of information, communication,
adaptability, and a formalized feedback loop was emphasized.
Concerning outcomes, maintaining patient autonomy was
emphasized, and care pathways were frequently referenced,
but sometimes in critical ways [59].

Beyond provider views of transitions across health system
settings, health professionals’ perspectives have also been
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sought regarding osteoporosis programming. As part of
prototype development of a clinical decision support system
for an osteoporosis screening tool, focus groups with general
practitioners were conducted in Canada [60]. Practitioners
expressed concerns about patients’ understanding; techno-
logical and time, resources, and process issues [60]. Fur-
thermore, there were concerns that osteoporosis screening
might disrupt the actual intended reason for the visit. Patients
evaluated a prototype and made suggestions to the content
and format of the tool, but while most indicated comprehen-
sion of the results, patients stated they would discuss their
results with their physicians [61]. In the area of secondary
prevention, Drew and colleagues explored the implemen-
tation of secondary hip fracture prevention programs in 11
English hospitals using Normalization Process Theory and
semistructured interviews with health care providers includ-
ing fracture prevention nurses, orthogeriatricians, and ser-
vice managers [62]. In general, the services were considered
feasible and relatively simple to implement. Participants were
largely enthusiastic about the programs and demonstrated
this through dedication to transparency and the paperwork
and communicative processes affiliated with the program,
although the efficacy of such communication was sometimes
doubted [62]. The importance of multidisciplinary meetings
and space issues, including cooperative spaces and physi-
cal proximity to the program, was highlighted. The value
of a dedicated fracture prevention coordinator to relieve
time constraints and unify multidisciplinary teams was also
emphasized. Issues arose with respect to communication,
attention to patients, equipment, and access for patients [62].

Generally positive attitudes respecting prevention were
expressed regarding screening among older women and
general practitioners in the UK [63]. Overall, screening
did not substantially affect anxiety or activity engagement.
Results of screening helped produce preventive behaviours
to reduce risk of fracture. Main concerns revolved around
targeting and cost-effectiveness. Location of scans, fears of the
magnetic resonant imaging machine, and costs of the scans
were all raised as issues for implementation [63]. Regarding
nutrition, Dutch healthcare professionals’ perceived barriers
to implementing a nutritional intervention for older adult hip
fracture patients have been explored [64]. Issues identified
by this work included a dearth of knowledge concerning
and time for delivery of appropriate nutritional care. Non-
continuity of nutritional care as patients transitioned to
alternate institutions, lack of patient-specific approaches, and
the deficiency of nutrition care policies and stated goals were
also identified as potential hindrances to the feasibility of a
nutritional intervention [64].

Finally, provider knowledge and attitudes have been
topics of qualitative exploration. Claesson and colleagues
explored Swedish nurses’ perceptions on osteoporosis and
osteoporosis management [65]. Their findings suggest align-
ment with the views of osteoporosis patients (as reviewed
above) in a number of areas. For example, Swedish nurses
tended to prioritize fall prevention and rated their compe-
tence highly in this area. Also similar to patients was a dis-
counting of the seriousness of osteoporosis; a lack of knowl-
edge and confidence concerning osteoporosis treatment;
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and a distrust of osteoporosis medications [65]. Nurses
also identified the inadequacy of existing procedures and
resources but expressed a willingness to identify patients
perceived to be at high risk, learn more, and work with
other professionals [65]. Findings from Canadian [66] and
Australian primary care physicians [67] may validate some
patients’ concerns (reviewed above) that primary care physi-
cians are not knowledgeable or concerned with bone health.
Australian practitioners considered osteoporosis potentially
debilitating among older adults but of less importance than
many other chronic conditions [67]. Focus groups revealed
that Canadian primary care physicians found osteoporo-
sis clinical guidelines excessively detailed, were confused
regarding osteoporosis medication, and would like greater
osteoporosis clinical knowledge [66]. Furthermore, these
practitioners were unsure of older adults’ willingness to
take more medication [66]. Similarly, Australian general
practitioners considered medications potentially cost pro-
hibitive for older adults, although they did believe in their
efficacy [67]. Canadian primary care physicians rarely sent
patients for bone tests, particularly men and premenopausal
women, and were dissatisfied with presentation of BMD
results [66], but Australian practitioners approaches to
screening were more varied [67]. However, doubt over
treating men was shared by both nations’ practitioners
[66, 67]. Somewhat contradictorily, Canadian physicians
advocated for greater patient education but felt that the
media prompted unnecessary patient demands that burdened
already overfilled appointments dealing with complex issues
[66]. The Australian practitioners’ views on patients informed
their treatment approaches. Some practitioners preferred
lifestyle modifications and only resorted to medications when
such behaviours were unachievable. Others immediately
prescribed medications, based on the belief that patients were
incapable of lifestyle changes [67].

To summarize, prevention and treatment program-
ming in the area of osteoporosis are generally well-
supported by patients and providers. Concerns revolve
around resources, time limitations, communication, and nav-
igating role responsibilities in team contexts. Research into
nurses and primary physicians’ attitudes toward osteoporosis
suggests that osteoporosis is not necessarily a prioritized
condition in already overburdened care encounters, and
practitioners require greater knowledge on screening guide-
lines, medications, and treating men.

Areas that appear underrepresented in the qualitative
osteoporosis literature include the perspectives of men with
osteoporosis and the investigation of differences in osteo-
porosis identification and management among individuals
with cognitive decline. Further information would be ben-
eficial to explore how men experience osteoporosis which
could provide healthcare professionals with insight into how
they could better address the needs of male patients with
osteoporosis. Individuals with cognitive impairment are also
rarely included in studies, exacerbating the existing care
gap of this vulnerable population. These observations may
present two topics ripe for further investigation using quali-
tative approaches. Also of significance is the role of affect and
pain in making clinical decisions concerning osteoporosis.
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Furthermore, there is little engagement with embodiment
theory, which might be highly relevant to exploration in these
areas, and the use of participant observation to contextualize
the lives of patients in adherence studies.

3.4. Limitations. The review is characterized by a number of
limitations. Scopus is the largest database of peer-reviewed
literature including fields of technology, science, medicine,
social sciences, and arts and humanities. However, use of an
additional database for searching may have produced more
comprehensive results. Conference abstracts and articles not
in English were not included in the review. The search terms
utilized may not have detected all relevant studies; however,
this review presents an overview of the major foci of qualita-
tive studies conducted in the area of osteoporosis. Given the
breadth of articles reviewed, it is likely that additional articles
would have concentrated on similar content areas.

4. Conclusion

This narrative review has clarified the extent and focus and
consolidated the major findings of qualitative osteoporosis
research. The major foci of this research have been on under-
standing the meaning of osteoporosis for patients and the
public, the lived experience of an osteoporosis diagnosis, and
the programmatic approach to osteoporosis prevention and
treatment. This work adds to the clinically oriented literature
on some of the underlying reasoning for particular outcomes
in program implementation and patients’ knowledge and
adherence. Qualitative researchers have provided numerous
insights into cultural understandings of osteoporosis, medi-
cation adherence, coping strategies, and programming.

Collectively, the studies included in this narrative review
suggest a need to move the public’s perceptions away from
an appearance-focused assessment of osteoporosis risk and
strike a balance between presenting osteoporosis as a seri-
ous health condition and producing unwarranted anxiety
and inactivity among healthy older adults. More qualitative
research is needed, particularly among men with osteoporosis
and those with cognitive decline and also in the areas of
patients’ experiences of pain and affective considerations of
medication use. Clinically, a greater understanding on what
constitutes ideal patient-provider partnerships is necessary,
as is an elucidation of medication adherence as an in-
flux negotiation between patients and clinicians, in order
to ensure the best possible outcomes for individuals with
osteoporosis.
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