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Summary
Objetive: Define the profile of the candidate and non‐candidate osteoporosis patient for assistance in osteoporosis
teleconsultation, in the post‐COVID‐19 era. Proposal of a management protocol for outpatient follow‐up. 
Methods: We have carried out a bibliographic review through a systematic search in the Pubmed.gov databases of the
available evidence of articles in English and Spanish with an inclusion date until October 2020, following the recom‐
mendations of the GRADE system (Grading of Recommendations, Assessment, Development and Evaluation). Database
is aimed at locating and accessing relevant information for this review in an updated way. 
Results: The profile of the patient candidate for teleconsultation would be of those who present a history of osteoporosis,
previously diagnosed, with treatment and  requiring follow‐up. COVID‐19 has occurred in a context in which the main
causes of mortality are chronic diseases and the need to protect against transmission. 
Conclusions: We propose a consensus for managing this patient, with differentiated sections for the different stages of
the telematic care process. This will help in clinical decision‐making and also in the process of follow‐up and therapeutic
adherence and, therefore, in optimal use of healthcare resources. 
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INTRODUCTION

Osteoporotic fractures represent a growing public health
problem worldwide. At present, we lack adequate proce‐
dures for prevention, diagnosis, assessment, intervention
and patient follow‐up. 

New technologies have provided new communication
tools and have changed our mentality, with the possibi‐
lity of carrying out, virtually, actions or procedures in
our daily lives that until now required our physical pre‐
sence, either for technical, cultural or social reasons1. 

The COVID‐19 pandemic, caused by the SARS‐COV‐2
virus, has triggered a global public health emergency
with rapid evolution and tragic consequences. The fight
against this disease is forcing to modify the forms of
care, which includes transforming some face‐to‐face
consultations into remote ones2. 

Prior to the COVID‐19 pandemic, telemedicine, in its
different forms, was used in exceptional situations. One
of the first uses was the tele‐nursing practice that emer‐
ged in the UK and Canada at a primary care level. 

During the alarm or lock‐down period and the ensuing
care crisis caused by the pandemic, which began in March
2020, we have been forced to carry out inquiries electro‐
nically. Osteoporosis, as a chronic disease, is a healthcare
challenge in this new situation in our consultations, which
we should take advantage of to assess its benefits and be
able to overcome its barriers. For this reason, the defini‐
tion of a clinical profile of the patient and the creation of
a care circuit are absolutely necessary to ensure the co‐
rrect care of these patients. However, today, the informa‐
tion available on the possible benefits or safety of this
type of telematic care is quite limited3. 
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The objective of our proposal is to develop a protocol for
the management of the patient in telematic follow‐up,
where it is essential to promote coordinated action between
the different levels of care, Primary Care, Social Healthcare
and Hospital, with the participation of doctors from the va‐
rious specialties involved, as well as Nursing and Commu‐
nity Pharmacy, which facilitate detection, assessment and
treatment, ensuring good adherence. 

PROFILE OF THE PATIENT WITH OSTEOPOROSIS WHO ATTENDS
OUTPATIENT CONSULTATIONS FOR VARIOUS MEDICAL SPECIALTIES

The profile of the patient with osteoporosis is diverse and
various specialties converge in their care, developing their
activity at all levels of care (rheumatologists, internists, fa‐
mily doctors, gynecologists, trauma specialists, geriatri‐
cians, physical therapists), different specialties for the same
patient with osteoporosis. What varies is the reason for
consultation, the vital moment and the location of the pa‐
tient. Medical societies have collected the characteristics of
patients with osteoporosis,  making it possible to establish
the characteristic profile in each specialty. The RETOSS
(Rheumatology and Osteoporosis) study, promoted by the
Spanish Society of Rheumatology (SER), analyzed the pro‐
file of patients with postmenopausal osteoporosis in the
rheumatology consultation. These were patients with low
calcium intake, a family history of fracture, a previous his‐
tory of fractures, insufficient calcidiol levels, and aged over
70 years, in addition to a high incidence of back pain.

Most were referred from Primary Care (63%), Gyneco‐
logy (13.8%) or Trauma (10%)4. 

The OSTEOMED (Osteoporosis in Internal Medicine) re‐
gistry, promoted by the Osteoporosis Working Group (GTO)
and under the aegis of the Spanish Society of Internal Medi‐
cine (SEMI), showed that the main reasons for consultation
in Internal Medicine services were confirmed vertebral frac‐
tures (17.2%), non‐vertebral fractures (9.1%), back pain or
kyphosis (9.8%), musculoskeletal pain (11.4%), and suspec‐
ted secondary osteoporosis (7.2 %). Overall, it was a seden‐
tary patient profile (36%), with low sun exposure (23%). An
active search for patients receiving corticosteroids was re‐
commended, and in this the Internal Medicine and Primary
Care consultations play an important role. The patients were
referred from Primary Care, other hospital services and
other consultations of the Internal Medicine service itself5. 

From the geriatrics perspective, the National Registry
of Hip Fractures (NRHP) collects hip fracture patients
older than 75 years admitted in 2017 in 54 hospitals in
Spain. It is the Spanish prospective study of a patient
with a higher mean age, mainly women, and with a high
percentage of previous cognitive impairment, mostly wi‐
thout prior treatment for osteoporosis. Differences are
evident between autonomous communities, such as ac‐
cess to functional rehabilitation units, the probability of
returning home or secondary prevention of fractures6. 

In an attempt to unify criteria for diagnosis, treatment
and referral to the different specialists that converge
around the patient with osteoporosis, the scientific socie‐
ties of specialties involved in the treatment of osteoporo‐
sis presented a consensus document in 2017, establishing
three well‐differentiated profiles with postmenopausal
osteoporosis (PMO)7. 

A. Osteoporosis patient without fracture
The consensus agrees that in patients without risk of
fracture, follow‐up should be carried out by Primary
Care or Rheumatology. In case of high risk of fracture,

the follow‐up by Rheumatology would be prioritized. Pa‐
tients with early surgical or symptomatic menopause
are subject to Gynecology care. In case of associated
thyroid disease, she would be treated by Endocrinology. 

Those patients with osteoporosis where a significant
loss of bone mineral density is observed, despite correct
pharmacological treatment, would require rheumato‐
logy care. 

In all patients whose musculoskeletal condition also
conditions pain or functional loss, an assessment and
subsequent follow‐up by Rehabilitation would be re‐
commended. 

As complementary examinations, bone densitometry
(dual radiological absorptiometry –DXA–) and lumbar
spine radiography are recommended every 2 years. The
consultation should also serve to underline adherence
to treatment.

B. Patient with osteoporosis with vertebral fracture
In acute vertebral fracture, especially involving the pos‐
terior wall, it is the Traumatology Service that must assess
the surgical option, which must be accompanied by a me‐
dical evaluation by Rheumatology, Internal Medicine or
Geriatrics according to age and comorbidities5.

The importance of having an FLS (Fracture Liaison Ser‐
vice), or a Bone Metabolism Unit, as a device that should
assume responsibility for such fractures is highlighted8. 

At the follow‐up level after the acute moment, follow‐
up by rheumatology and rehabilitation or geriatrics is
recommended in case of advanced age or functional or
cognitive deficit. At the level of outpatient follow‐up, pri‐
mary care is recommended, provided there are specifi‐
cally trained professionals. 

Figure 1. Medical care circuits for patients diagnosed
with postmenopausal osteoporosis (PMO) according to
the patient's profile. Adaptado de Blanch et al.7
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C. Osteoporosis patient with non-vertebral fracture
These fractures correspond mainly to hip and distal ra‐
dius fractures. The acute phase care corresponds to
Traumatology, but the care by interdisciplinary teams
integrated in an FLS or orthogeriatric unit have shown
improvements in both complications and mortality, as
well as functional improvement at discharge. They also
improve coordination with primary care and secondary
prevention of new fractures10. 

To sum up, regardless of the referring specialty, the
recommendation is: 

● Attention to the fracture by multidisciplinary units.
To highlight the role of the FLS. 
● Coordination between levels of care, especially
highlighting the role of Primary Care in secondary
prevention. 
● Establish standardized evaluation and follow‐up
measures (risk of fracture, pain, functional capacity,
quality of life). 

IMPACT OF COVID-19 INFECTION FOR OSTEOPOROSIS OUT-
PATIENT CLINICS

During the period of the recent health crisis, telemedi‐
cine has been the main contact tool for patients of hos‐
pitals and outpatient clinics. Previously, its use had been
rather sporadic11. 

One of the most affected hospital environments has
been outpatient facilities, both due to the limitation of
face‐to‐face visits by patients and the availability of doc‐
tors given the great overload in hospital wards. 

Furthermore, patients have limited or reduced atten‐
dance at face‐to‐face consultations for fear of being infec‐
ted, which may lead to follow‐up problems, cancellation
of diagnostic tests or delay in requesting initial specialist
visits12,13.

According to the Catalan Health Service data, in Ca‐
talan hospitals over the second quarter of 2020, initial
visits of any specialty decreased by 50% compared to
the same quarter of the previous year without recove‐
ring in the third quarter (70% of those made in 2019),
the majority being by telemedicine. Before the health
crisis, 13,500 face‐to‐face visits, 14,500 telephone visits
and about 1,000 telematic consultations were attended
daily in Primary Care centers; now face‐to‐face visits are
around 18,000 a day, telephone visits around 86,000 and
telematic consultations around 17,00014.

TELEMEDICINE IN THE COVID-19 ERA

Digital tools offer important opportunities to reshape
current healthcare systems, and are not incompatible
with face‐to‐face visits throughout the doctor‐patient re‐
lationship. There will be times when the face‐to‐face
consultation makes more sense (first visits) and at other
times it will be more convenient to use telemedicine (fo‐
llow‐up).

There are different formats of telematic consultation: 
● By telephone. Through a phone call from the doctor
to the patient. 
● Video call. It consists of calling the patient through
a device that allows the patient and the doctor to see
each other, which facilitates both identification and
non‐verbal communication. 
● Electronic consultation or e‐consultation. Telematic
contact between professionals and with the patient
that would allow resolution of doubts.
Telematic consultation has advantages and disadvan‐

tages (Table 1)15,16. The Catalan Health Service has pu‐
blished a document affirming that telematic care may be
more useful in the follow‐up visits of stable chronic pa‐
tients who are well aware of  their condition and do not
require a physical examination17.

There is scientific evidence regarding telemedicine use
in the field of osteoporosis18. Some telemedicine experien‐
ces have been carried out in countries with great distan‐
ces between populations such as Australia and Canada,
where the geography and distribution of health workers
require a remote approach to the ambulatory care of he‐
alth problems in the population19. A recent study from a
Canadian osteoporosis telemedicine program found that
participating patients perceived a number of benefits
such as high‐quality care, valued the experience and cre‐
dibility of the treating physician, but also posed some
drawbacks such as coordination of their care with the re‐
sults of the complementary examinations carried out and,
sometimes, the sub‐optimal follow‐up of other health pro‐
fessionals, such as physiotherapists20. 

In the United Kingdom, telephone consultations are
promoted in the clinical guidelines for follow‐up consul‐
tations in the Fracture Liasion Service (FLS) with the aim
of promoting adherence to osteoporosis treatment21.

The great challenge for the future is in the transition
to the post‐pandemic phase, since the key transformation
of telemedicine is to change from a crisis mode (where

Table 1. Advantages and disadvantages of telematic consultation15,16

Advantages Disadvantages

Results similar to those obtained in the face‐to‐face visit are

achieved

Demands a series of technological skills

Provides a more efficient management for the professional Not all households have the structure, technology and skills 

necessary to carry out these consultations 

Saves patient time, as it avoids travel and waiting time Older people with sensory limitations (visual, hearing), 

cognitive impairment 

It can be useful to solve problems and to solve doubts about 

medication, administrative tasks, monitoring of chronic 

patients

Difficulty correct identification of the patient 

It contributes to reducing face‐to‐face visits and facilitating

more time per person for care 

Loss of non‐verbal communication 
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the use of provisional or unapproved technologies has
been allowed) to a sustainable mode where it is neces‐
sary for the different health centers to invest in systems
that guarantee the safe transfer of data, the encryption
of emails, guaranteeing patient privacy along with long‐
term technical support22,23.

Directive 2011/24/EU on the rights of patients in re‐
mote cross‐border healthcare using telemedicine, des‐
cribes them. Although future challenges must be posed
in interoperability and compliance with the General
Data Protection Regulation (GDPR). 

PROFILE OF THE SUSCEPTIBLE PATIENT REGARDING TELEMEDICINE
CARE

The profile of the patient with osteoporosis who comes
to our consultations is getting older, with more associa‐
ted chronic diseases and, probably, with a greater limi‐
tation for face‐to‐face access to follow‐up medical
consultations.

There are different formats of telematic consultation
such as telephone consultation, video call, specific tele‐
matic platforms. The success of this communication lies
in choosing, in a personalized way, the proposal that best
suits each patient24. Thus, prior to the consultation, the

person’s functional and cognitive situation, their cultural
level, socio‐family environment and the presence of sen‐
sory or compression deficits that would favor the pre‐
sence of a relative during the consultation should be
assessed. 

An important aspect is the role of nursing in telematic
consultation. As in the FLS model8,9, it would be to esta‐
blish initial contact with the patient who meets the in‐
clusion criteria (Table 2) into inform them that the
planned medical consultation will be telematic (specif‐
ying date and time), and preparing the patient in rela‐
tion to relevant information for this visit (Table 3)13. 

Subsequently, the osteoporosis specialist will carry
out the telematic consultation in the available format,
preferably following a template that allows structuring
the visit in anamnesis, assessment of complementary
tests carried out, summary of the case and decision‐ma‐
king in relation to the diagnosis and/or therapeutic plan. 

All this should be recorded in the clinical history, to
facilitate continuity of care. Finally, the administrative
staff will manage, within the healthcare circuit, the com‐
plementary tests that proceed, and will schedule a new
follow‐up visit, if necessary. 

CONCLUSIONS

Osteoporosis is a very prevalent chronic disease with
great social and health repercussions that requires pro‐
longed treatment over time, an aspect that sometimes
complicates adherence to it. 

This situation requires us to actively redesign the cu‐
rrent healthcare of our patients to ensure a correct identi‐
fication, assessment and monitoring in a safe and effective
way. Knowing the clinical profile of patients referred to an
osteoporosis consultation will help to improve the mana‐
gement of this disease. 

COVID‐19 has occurred in a context in which the main
causes of mortality are chronic diseases, and where
there are social inequalities, and this also has to do with
the expansion of the pandemic. For all these reasons, the
long‐term care approach that should be used should
make it easier for people to protect themselves against

Table 2. Inclusion criteria 

Table 3. Structural proposal to carry out telematic consultations. Adapted from Barrios V et al.13

● Confirmed diagnosis of osteoporosis (bone
densitometry vs. previous fragility fracture) 

● No hearing, cognitive or visual impairment problems 

● Present minimal knowledge of health condition 

● No comorbidities that prevent the development
of telecare 

● Acceptance of healthcare technology by patient 

● Sufficient Internet access vs. telephone coverage 

● No economic cost for the patient 

Steps Who Responsibility 

1. Initial
contact with
the patient 

Personal
administrative/case
management 

Patient location (write down valid contact number 
Preparation of the patient (annotated treatments, helping family member
if necessary, recent taking of constants, weight, analytical if applicable)  
Patient notes. Establishment of appointment (day, time) 

2. Consultation
medical
telematics

OP specialist Use of template (recommended) 
Case summary
Evolution:emergency services or hospitalizations, other consultations
Current treatment  
Anamnesis 
Analytical or other test results  
Timely therapeutic changes 
Therapeutic plan and circuit  
Continuity of care: recommendations for primary care
Document in medical history 

3. Flow of
the patient

Personal
administrative/case
management

Healthcare circuit: request for tests or new consultation if applicable 
Current query record 
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transmission. Important changes have been caused in
the form of attention in our consultations, some of them
will surely be reversed with the passage of time; Others,
such as the increase in non‐contact visits at the expense
of face‐to‐face visits, are presumably to last once the
pandemic is over. 

The need to limit access to hospitals and infections
has imposed telemedicine, but it is here to stay. There
are many advantages that it can offer to professionals
and users, becoming a key assistance tool. Faced with
this scenario, it is imperative to move towards a more
secure and protocolized telematic attention. This care
must be carried out in a structured way to be cost‐effec‐
tive.  For this, we will previously review the clinical and

functional situation in which the patient is located and
thus be able to correctly plan said assistance, indicating
its need and suitability. 

A posteriori, its articulation will be based on a series
of guidelines divided into three major steps: the initial
contact with the patient, the telematic medical consul‐
tation as such and the care flow of the process. The pri‐
vacy of clinical data is ensured. 

It is essential that health authorities make use of scien‐
tific knowledge to act in the complex and difficult situa‐
tion we currently face, to maintain outpatient care for our
patients with osteoporosis, prioritizing the evaluation of
their results on the health of patients, as well as their im‐
pact on health systems in the short and long term. 
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