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Fragility fractures: urgency and complexity

The global burden of osteoporosis-related fragility fractures
has been increasing over recent decades, primarily due to an
ageing population [1,2]. Hip fractures, the most severe type
of fragility fracture, are projected to nearly double by 2050
compared with 2018 levels [3]. These fractures impose a sub-
stantial burden not only on patients but also on their families
and societies with rising healthcare expenses [1]. Patients with
fragility fractures are typically frail and multimorbid, which
complicates both their treatment and recovery [4]. They are at
increased risk of surgical complications, delirium, infections,
opioid dependence, failure to regain prefracture mobility
status, and elevated mortality [5]. A fragility fracture substan-
tially increases the risk of falls and new fractures within the
first 2 years [6] with even higher excess mortality [7]. Thus,
secondary fracture prevention is urgent. Reflecting on this,
the landmark paper Global call to action to improve the care
of individuals with fragility fractures was published in 2018
[8]. It was endorsed by 81 professional organizations world-
wide—including several orthopedic associations and the Fra-
gility Fracture Network (FFN).

The role of orthopedic surgeons in the multidisci-
plinary strategy (Figure 1)

To address the growing burden of fragility fracture patients
and improve their care, there is an urgent need for an evi-
dence-based multidisciplinary strategy [8-10] that can bridge
the entire clinical course, from the initial injury through hos-
pital treatment to community-based recovery. The multidisci-

plinary strategy includes, but is not limited to, orthogeriatric

acute care [11], integrated rehabilitation [12], and secondary

fracture prevention [13,14]. Orthopedic surgeons play a key
role as leaders or facilitators in this strategy through:

e Determining the most appropriate treatment, be this non-
surgical or surgical, considering fracture type, surgical
method and implant, timing of surgery, and weightbearing
regime.

 Identifying and considering patient challenges related to
their medical, cognitive, physical, and social status when
deciding on treatment.

* Optimizing acute fracture care by assessing and managing
pain, delirium, malnutrition, infections, venous thrombo-
embolism, need for fluid resuscitation, and promoting early
mobilization.

e Initiating secondary fall and fracture prevention by assess-
ing the cause of falling and the risk of future falls, inves-
tigating history and risk of underlying osteoporosis, and
ensuring follow-up within a local Fracture Liaison Service
(FLS).

* Monitoring surgical outcomes like mortality, bleeding,
wound infection, fracture healing, osteosynthesis/implant
failure, and reoperation.

* Enhancing the focus on functional recovery, quality of life,
and return to home—outcomes increasingly recognized as
important by patients and their caregivers.

e Ensuring clear communication of patient needs to general
practitioners, rehabilitation centers, and family/caregivers
following discharge.
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This approach acknowledges the
necessity of adapting strategies to

the unique and diverse structures of

individual healthcare systems. Still,
what proves effective in one coun-

try may be transferable to another.
For example, some countries have

implemented evidence-based clini-
cal care standards such as compre-
hensive geriatric assessment, early

surgery, early mobilization, delir-
ium screening, bone health, and falls
assessment through national hip
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patient survival [23]. These initia-
tives can serve as a valuable source

Figure 1. Role of the orthopedic surgeon and other members of the multidisciplinary orthogeriatric
team in evaluating the entire clinical course of patients with fragility fractures.

* Promoting evidence-based care of fragility fracture patients
through high-quality clinical research, education, and trans-
lation of knowledge into clinical practice.

Introduction to Global FFN

The FFN was founded in Europe in 2011 and is one of only a
few global organizations with a truly interdisciplinary mem-
bership. The first international FFN congress took place in
2012. The FFN now has about 14,000 members, of which
23% are orthopedic surgeons, from more than 100 countries
covering all continents. The FFN vision is a world in which
every individual who sustains a fragility fracture achieves
optimal recovery of independent function and quality of life,
without experiencing subsequent fractures. The FFN mission
is to optimize globally the multidisciplinary management of
the patient with a fragility fracture. It operates on 4 pillars: (i)
acute multidisciplinary care, (ii) rehabilitation, (iii) second-
ary prevention, and (iv) policy change. The pillars are built
on close collaboration among a united team of professionals
including orthopedic surgeons, geriatricians, anesthesiolo-
gists, nurses, physiotherapists, occupational therapists, dieti-
tians, and osteoporosis specialists, with outreach to general
practitioners and community-based healthcare providers. The
FFEN offers several learning activities through six Special
Interest Groups, mentorships, and focused educational webi-
nars, guidelines, and open access books [15-17]. The FFN also
provides a unique platform for interdisciplinary research col-
laboration, particularly in areas that extend beyond the scope
of a single specialty [13,18-22]. The policy pillar emphasizes
the establishment of multidisciplinary regional and national
FFN organizations and alliances aimed at driving policy
reforms that support the implementation of the first 3 pillars.

of inspiration for other countries,
especially within geographically
and culturally aligned regions such
as the Nordic area.

Introduction to established FFN organizations in
Nordic Orthopaedic Federation countries

The FFN Norway was established in 2018 and currently
comprises approximately 700 members, of which 17% are
orthopedic surgeons. FFN Norway has initiated several activ-
ities including hosting annual meetings, the development of
interdisciplinary national hip fracture guidelines, the revi-
sion of physiotherapy and early rehabilitation guidelines, and
the publication of guidelines for secondary prevention [24].
The FFN Netherlands was established in 2023 and currently
focuses on defining and strengthening the roles of nurses
and nurse practitioners through FLS. The FFN Denmark was
established in October 2023 and currently includes 386 mem-
bers, of which 9% are orthopedic surgeons. Since its incep-
tion, FFN Denmark has organized 2 national meetings featur-
ing sessions on various patient care topics and including more
than 30 scientific abstracts at each meeting. FFN Denmark is
currently leading a multidisciplinary initiative in collabora-
tion with the Danish Osteoporosis Association and 6 medical
specialty societies to implement FLSs in all Danish hospi-
tals starting January 2026. An FLS can substantially reduce
the risk of new fractures by ensuring systematic assess-
ment, management, and monitoring of osteoporosis and risk
of falls [14,24]. The initiative to establish FFN Sweden has
come from the orthopedic community. FFN Sweden aims to
improve the multidisciplinary care of patients with fragility
fractures and fracture prevention. FFN Sweden plans to act in
close collaboration with other relevant national associations
to increase awareness, organize educational programs, host
annual meetings, and take part in updating national best prac-
tice guidelines, as well as advocating policy change.
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At present (September 2025), there are no established
FFN organizations in Estonia, Finland, Iceland, or Lithuania,
although several healthcare professionals have been active in
the Global FFN.

Conclusion

Although the FFN organization is relatively new, it repre-
sents a vital and rapidly growing network for advancing the
care of patients with fragility fractures through multidisci-
plinary collaboration, education, and implementation of best
practices. Due to their central role in fracture management,
orthopedic surgeons across the globe should embrace the mul-
tidisciplinary FFN framework and join the team. The respon-
sibility and of opportunity for orthopedic surgeons to act as
leaders, collaborators, communicators, and researchers within
the multidisciplinary team—both within Global FFN and the
national FFNs—are crucial in improving outcomes and ensur-
ing patient safety in the care of patients with fragility fractures.
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