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Abstract
Summary We conducted a qualitative study with French men and women in order to provide insight into individuals’ experi-
ences, behaviors, and perceptions about osteoporosis (OP) and OP care. The data showed that both sexes, but especially men,
were unfamiliar with OP, did not always feel concerned, and mistrusted pharmacological treatments.
Introduction To engage actively in osteoporosis (OP) prevention, people need to have basic knowledge about the disease.
The aim of this qualitative study was to explore knowledge and representations of OP care and prevention among both
men and women.
Methods Focus groups were conducted in the Rhône-Alpes Region, France, with women aged 50–85 years and men aged 60–
85 years, with or without a history of fragility fracture and/or an OP diagnosis (respectively referred to as Baware^ or Bunaware^).
A total of 45 women (23 Baware^ and 22 Bunaware^ in 5 and 4 focus groups, respectively) and 53 men (19 Baware^ and 34
Bunaware^ in 3 and 4 focus groups, respectively) were included. A thematic analysis of transcripts was performed to explore
knowledge and representations about OP, risk factors, prevention, and treatment.
Results The data showed that both sexes, but especially men, had limited knowledge of OP and considered it as a natural aging
process not related to fragility fractures. They generally did not feel concerned by OP and no important difference was observed
between Baware^ and Bunaware^ patients. Women expressed their fear of the disease, associated with aging and the end of life,
while men considered it to be a women’s disease only. Both sexes were aware of OP risk factors, but were suspicious towards
treatments because of the associated side effects.
Conclusion Understanding people’s representation of OP might help to provide patients with relevant information in order to
optimize their preventive behavior and decrease the burden of the disease.
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Osteoporosis (OP) is a skeletal disease characterized by
low bone density and alterations in bone micro-architec-
ture, leading to increased bone fragility concerning pre-
dominantly postmenopausal women but also men [1]. OP

is responsible for fragility fractures associated with mor-
bidity, loss of independence, and mortality. Although two
thirds of the fractures occurred in women, half of all
deaths concerned men [2]. With the aging of the popula-
tion, OP is becoming a major public health issue world-
wide with increasing human and financial costs. In
France, reports estimated that in 2010, nearly 25% of
women and 7% of men over 50 years of age were con-
cerned by OP, with 4300 deaths directly attributed to OP
fractures [3, 4]. The financial cost of OP for pharmaco-
logical prevention and fracture care is significant and has
been estimated in 2010 at 3.5 billion euros and 1.3 billion
euros for French women and men, respectively, mostly for
hip fractures [2, 4, 5].

Various national and international guidelines have been
developed to assess bone status and improve OP management
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and fracture prevention in an evidence-based and cost-
effective manner [6, 7]. New models of care have proved their
efficacy for primary but also secondary prevention with frac-
ture liaison services (FLS) developed to improve OP manage-
ment and prevent the fracture cascade [8–10].

However, these recommendations are not implemented in
routine practice. Thus, OP is under-diagnosed and under-
treated despite the availability of effective treatments: less
than 20% of patients experiencing a fragility fracture world-
wide received appropriate OP management despite the high
risk of fracture recurrence [11, 12]. The situation is worse for
men than for women, as only 4.5% of the former being treated
for OP after a fragility fracture (versus 27% of women) [13].

This care gap may be explained by the asymptomatic na-
ture of the disease and by barriers related to both the
healthcare system and the patients [6, 7]. Studies show that
patients often do not know a great deal about OP and have
difficulties in perceiving its existence in the absence of symp-
toms. The question of OP as natural bone deterioration rather
than a disease has been raised [14–18]. A greater understand-
ing of the reasons for the failures in reducing the OP care gap
is crucial in order to develop more effective prevention and
information strategies. However, qualitative research on
healthcare providers’ and patients’ perceptions, personal ex-
periences, and behaviors regarding OP is currently lacking.
The first step to designing effective programs for OP preven-
tion and care is to obtain an in-depth understanding of pa-
tients’ representations and concerns about the disease.

We therefore aimed to explore the knowledge and repre-
sentations of French men and women regarding OP and its
prevention and their ideas for improvement. This study is part
of a program aiming to acquire a better understanding of the
reasons impeding the implementation of current OP guide-
lines in France in order to define effective strategies to im-
prove OP management and lower its social and human cost.

Methods

A descriptive qualitative study was implemented using focus
group interviews to explore representations of OP in a French
population. The focus group methodology uses interactions
between participants to explore and stimulate different points
of view through guided open discussion [19].

Participants

Four types of participants were recruited to attend four types
of focus groups: women aged 50 to 85 years and men aged 60
to 85 years, a priori Baware^ about OP (referred to asWa and
Ma, respectively), or a priori Bunaware^ about OP (referred to
asWun andMun, respectively). To be Baware^ was defined as
having a personal history of fragility fracture, an OP

diagnosis, a pharmacological treatment, and/or a medical
follow-up concerning OP. Patients who were Bunaware^ did
not have a personal history of fragility fracture, an OP diag-
nosis, a treatment, and/or a medical follow-up for OP.
Unaware patients were recruited through the members of a
French health insurance company Association de
Prévoyance Interprofessionnelle des Cadres et Ingénieurs de
la région Lyonnaise (APICIL) in Lyon and its vicinity. Aware
patients were recruited among the participants of two studies
conducted by our group (the Prevost study for women [20]
and the Strambo study for men [21]) and through APICIL.
Patients were invited to participate by a letter explaining the
study objectives, the focus-group process, and the confidenti-
ality of the data collected. Sample size was determined by
similar qualitative previous studies on osteoporosis prevention
[15, 19]. The study was approved by the local ethics commit-
tee (Institutional Review Board: IORG0007394. Ref:
IRBN092014/CHUSTE).

Procedures and data collection

Focus groups were conducted by a moderator (general
practitioner (GP), trained for focus-group-based research)
and audio-recorded. Two assistants independent from the
research team (residents in general practice trained for
focus-group-based research) noted the non-verbal interac-
tions. A semi-structured interview guide covering five
topics (disease representation, risk factors, consequences,
prevention, patient expectations) was developed by the
authors, based on the existing literature (Table 1). It was
enriched and validated by the study steering group, com-
posed of GPs, public health researchers, and rheumatolo-
gists and through pilot interviews. The guide was the
thread of the interviews and allowed debate and interac-
tions between participants around different aspects of the
main theme. The frame allowed both to make sure that all
the preset themes were addressed and to prompt partici-
pants in case the answer was not developed enough. Four
types of focus group were used, composed of either aware
or unaware men, or aware or unaware women.

Before the beginning of the discussion, participants com-
pleted a short sociodemographic questionnaire. Each discus-
sion started with a word association task by the question: BIf I
say osteoporosis, what words come to mind.^ At the end of
each focus group, participants were free to ask questions to the
moderator and all patients received an information booklet on
OP and fragility fractures. Groups were performed until data
saturation but a minimum of three focus groups were planned
for each type of participant to have enough data to analyze
similarities and differences between the different types of
groups. Saturation was raised when no new information
emerged during focus groups.
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Data analysis

The audio recordings of interviews were comprehensively tran-
scribed and linked with field notes of the assistants. A thematic
analysis of the transcribed corpus of interviews was performed
by the assistants with Nvivo 10 software (NVivo QSR
International). Participants’ responses were coded and catego-
rized into themes and subthemes, based on the similarity of
content in each focus group and across the different groups;
the analysis was performed both at the individual and group
level and allowed the identification of the opinions of the ma-
jority of the participants and selection of the most representative
quotes [22]. Each idea was coded in order to consolidate occur-
rences. The interviews and transcription were conducted in
French. The quotes chosen to be mentioned in this paper were
translated into English and reviewed by a native English scien-
tific and medical writer for consistency.

Results

The participants

A total of 45 women and 53 men were included in focus
groups, each with 4 to 8 participants: 23 Baware^ women in 5
focus groups and 22 Bunaware^ women in 4 focus groups and
19 Baware^men in 3 groups and 34 Bunaware^men in 4 groups
(Table 2). Men have been recruited older than women to reflect
the fact that the age-associated bone loss and osteoporosis starts
later in men than in women. Participation was effective only
after the written consent was signed. Three to five groups were
necessary to obtain saturation in each population.

General representations of OP

Little is known about OP

Each focus group started with a word association task by the
question: BIf I say osteoporosis, what words come to mind?^
OP was defined as bone fragility by most of the participants;
women generally associated it with aging and fractures sec-
ondary to mild trauma, whereas men, particularly the
Bunaware,^ considered it was a women’s disease for which
they had never expressed any concern.

Wun3A: I suppose that the bone is eroding away like a
stone at the seaside.

Wun2C: the bones break… spontaneously, I believe .

MunD3: … a hole in the bone.

Table 2 Patients and focus-group characteristics

Aware patients* Unaware patients**

Women Men Women Men

Number of focus groups 5 3 4 4

Number of patients 23 19 22 34

Age: mean ± sd 70.6 ± 5.8 75.5 ± 7.2 67.6 ± 8.1 70.4 ± 6.1

*Patients with history of OP fracture, OP diagnosis, pharmacological
treatment, or medical follow-up for OP

**Patients without personal history of OP fracture, OP diagnosis, treat-
ment, or follow-up for OP

Table 1 Themes developed in the
focus groups Osteoporosis: knowledge and disease

representation
- If I say osteoporosis, what words come to mind?

- Definition

- Symptoms

- Personal perception. Do you feel concerned?

- Diagnosis

Risk factors - Do you know the risk factors?

- Who is Bat risk^ and why?

- What about lifestyle and osteoporosis risk factors?

Consequences - Which consequences?

- Are they serious?

- Which difficulties for everyday life?

Prevention - How to prevent OP?

- Is prevention useful? Necessary?

- Prevention: for who?

- Do you know OP treatment?

- What are your expectations to improve OP prevention?

Expectations from the GPs - What do you expect from your GP? Information? OP
management? Medication?
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The fracture was considered as the consequence of OP by
both aware and unaware women and by some men. But many
of the men wondered if OP could be responsible for fractures.

Wun1A: OP often leads to hip fracture.

However, most participants had limited and sometimes in-
accurate knowledge of OP; they frequently confused it or
associated it with other pathologies, particularly osteoarticular
diseases such as arthritis or osteoarthritis, and associated OP
with pain.

Wun2F:…It’s the joints wearing away… so OP…. you
get it mostly in the joints.

MaES2: … I wonder whether OP can lead to bone
cancer?

MunA4: I don’t believe there’s any link between height
loss and OP. In OP, it breaks, and that’s that.

Considering the diagnosis, bone densitometry (BMD) was
mentioned in all focus groups composed of women but only
by few men and with difficulties. Generally, participants were
not certain about the objective of the test and the meaning of
its results.

Wun4D: Your bones are weighted to say if it’s good or
not. Thus you know what density is.

OP risk factors were generally known bymost Baware^ and
Bunaware^ women, less frequently by men and with some
confusion sometimes. Age, female sex, menopause, family
history of OP, calcium/vitamin D deficiency, loss of height,
and physical inactivity, but also hard physical occupation were
mentioned as OP risk factors. To have suffered a first fragility
fracture, a corticoid treatment, tobacco were quoted as poten-
tial risk factors by Baware^ women only.

On the whole, the level of knowledge on OP was quite
similar between aware and unaware participants. However,
some points, as OP risk factors, were mentioned only by
aware women.

Is OP a disease?

Participants consider OP as asymptomatic and silent.
The question of OP as a disease or a natural bone deterio-

ration was raised in all groups, aware or unaware. It was gen-
erally considered as an inevitable consequence of aging, al-
though certain men did describe it as a disease.

Wa5B …it is as the white hair … it can be a conse-
quence of ageing … it is not really a pathology.

MunE4: ... maybe it’s not a disease, it’s just a deficiency
that needs to be filled.

Wun4D: ...I’ve never seen someone having an OP being
ill...

For men, OP is a women’s problem only

In all focus groups composed of men, OP was considered as a
women’s problem, which did not concern them. Most did not
have any experience of men with OP among their relatives; they
could only report experiences of women suffering from OP.

MunB4: ...I did not even know that OP existed in men.

BUnaware^ but also some Baware^men said they had never
received any information about it from their GP, even after a
fracture. Some Baware^ men expressed their surprise and felt
embarrassed when they received the diagnosis of OP.

MaR3: BI was surprised with the diagnosis,^ said a man
with a low BMD T-score.

An osteoporotic participant even spoke of his distress, feel-
ing that his masculine identity was questioned as he had never
heard of male OP.

MaES1: BWhen I discovered this OP in 1993, there was
no statistics on men. All the papers that I was given
concerned women. For a while I changed sex!^ he said,
smiling.

Difficulties to associate fragility fractures and OP

There was an interesting paradox in that even if participants
considered that a fracture could be a consequence of an
underlying OP, they did not feel concerned themselves.
Many aware participants who experienced a fragility frac-
ture considered it was an isolated event, an accident due to
the fall or the violence of the impact. Men more frequently
than women did not connect their fracture with bone fragil-
ity or bone health.

Wa5A: I had 2 fractures; at first the elbow, because I had
a fall. Then the wrist….it’s beginning to frighten me!
But I thought, no: it is because I had a very violent
impact, anyone would have fractured.

MunD1: There must be accidents apparently not serious,
but resulting in a fracture because of the presence of OP
... I had 2 fractures. Both times it was an accident, very
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clearly. The first time, I slipped .... And the second time,
in the street, my hands were in my pockets, I fell and it’s
there that it broke.

Men and women, Baware^ or not, did not feel concerned
by OP

Participants often under-estimated their personal risk of frac-
ture, mostly those who never had a fracture but also those who
had one, as the fracture was often considered as a Btraumatic^
event. They did not feel concerned even when they had re-
ceived an OP diagnosis and benefited from information about
OP. OP was often minimized and not considered as serious
compared to cancer or heart disease.

Wun3A: …OP concerns people who are thin and frag-
ile, who are 90 years old.

MaR3 who knew he was osteoporotic: I do not feel
anything. Perhaps if something happens, a fracture, so
that I would change my mind.

Wun1: I think about it from time to time ... I go swim-
ming, do gymnastics and hiking. I would not want at all
to be forced to give up this because of that.

Others, among the Baware^men and women, perceived the
risk and tried to reduce their activity in an attempt to reduce
the risk of fracture.

MaES1: when you have OP, you have to be careful... I
used to play tennis, windsurfing, but I stopped.

Women expressed their fear of OP and old age

Overall, women had a better knowledge of OP than men
(Table 3). They generally associated OP with fracture and
aging, but also with frailty, disability, and even death. They
had the image of a Bbent old lady,^ with restricted physical
capacities.

Wun1A:The little ladies who walk very bent, who have
difficulties to raise their eyes, who walk with a walking
stick, who can do nothing.

Wa3D:…When you are told that you have OP, it means
that you are getting old. It is not very pleasant.

Women, more than men, evoked the psychological conse-
quences of being diagnosed with OP, they discussed the

psychological consequences of being diagnosedwithOP, the fear
of falls and fractures that will restrict their activities. It may create
anxiety of becoming frail, disabled, and dependent on others, but
also to be considered frail by the relatives and socially isolated.

Wa2D: It’s more the rest of the family who is afraid and
is always telling me: Byou have to be careful^. But I do
not want to! I do not like being told Bbe careful^.

Wun4D: ...it’s the loneliness that it generates...

Conversely, men, and particularly Bunaware^ men, were
generally convinced that they had perfect bone health. Some
showed a disinterest for OP even if they were concerned.

MaR1who knew he was osteoporotic: As long as we do
not have any problem, we do not think about anything.

OP prevention

Generally, both sexes had reasonably good knowledge of
the recommendations for OP prevention: to have a healthy
lifestyle, a balanced diet, with adequate calcium intake, so-
lar exposure for vitamin D, and physical exercise. However,
the benefits of dairy products, sun exposure, and exercise
were considered with suspicion and balanced against their
possible deleterious effects. Male respondents attached

Table 3 Similarities and differences in OP representations in women
and men

Women Men

OP definition OP is a natural aging
process rather than a
disease

OP is a natural aging
process rather than a
disease

Knowledge on
OP

Good Limited

Feeling of
being
concerned

Did not feel concerned for
themselves

Did not feel concerned:
OP is a Bwomen’s
disease^

Feeling
towards
diagnosis of
OP

Fear and anxiety linked to
age, fracture and
dependence

Surprised when diagnosed
as osteoporotic

Feeling
towards
bone frailty

Aware that bones may be
frail

Considered that they have
strong bones

Link between
fracture and
OP

The fracture is an
important event, but not
connected to OP

The fracture is an
important event, but not
connected to OP

Interest in OP
prevention

Good Limited

Representation
of OP
medication

Suspicion. Associated
with deleterious effects

Suspicion. Associated
with deleterious effects
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importance to continuing to practice sports at high risk of
fracture (e.g., skiing, martial arts). Women were interested
in knowing which sport was the most likely to strengthen
muscles and bones and to maintain balance and coordina-
tion to avoid falling. To reduce the risk of fall by adapting or
even limiting certain physical activities was an important
part of OP prevention in several female focus groups, both
Baware^ and Bunaware.^

Wun3D: To work on one’s balance, it is very important
when you get older

For women, OP prevention should include information
campaigns and OP screening, whereas this idea was contro-
versial in focus groups composed of men: as OP is not fre-
quent in men, they considered it useless to implement preven-
tion campaigns.

Wun4B: It is by knowing things that we can better pre-
vent them.

MaH4: If we don’t have a way to treat it, there’s no use
in detecting it.

Although some women emphasized the risks associated
with the hormonal treatment of menopause; the majority of
them were in favor of it to prevent or cure OP.

Women and men mistrust pharmacological treatments

Little was known about OP treatments, except that they
have deleterious side effects and strict administration re-
quirements in all groups, Baware^ or not. For some par-
ticipants, treatment meant calcium and vitamin D supple-
mentation, associated with prevention through a healthy
lifestyle. The names of anti-resorptive drugs were men-
tioned only by Baware^ men or women. Some were sus-
picious about treatment and reluctant to take a medication
for which they did not see immediate benefits. Discussion
focused mainly on the side effects and problems of ab-
sorption for patients who have received a treatment, i.e.,
mostly women but also a few men.

Wun2C: The treatment was almost more disabling than
the disease.

Wa5B: I had a treatment but I stopped it. ... I do not
believe in it.

MunB1: It is terrible, I know this treatment… you have
to take it the first two days of the month and for one hour
you cannot lie down.

MaES1: ... I had an acute esophagitis and since then I
had a hiatal hernia and I am treated for that, it’s very
annoying.

Patients’ expectations of the healthcare professionals

Most Bunaware^ men reported that their GP had never talked
to them about OP. Among men who experienced a fracture,
some had been advised to check their bone status by the or-
thopedic surgeon but others did not remember having been
told anything.

MunE2: My GP never told me about it. I’m 74!

MaO3: after an accident I had an operation on my hip
and the surgeon later said: Byou should check if you do
not suffer from a weakness of the bones^.

Most participants expected an appropriate management
that would be initiated by their GP, concerning a pathology
for which they had little information or even that they have
never thought of before. Women expected discussion and pre-
vention messages from their GP. Men generally thought that it
was the role of the GP to screen for OP if he/she considered
they were Bat risk^ and to treat if necessary. Some men were
reluctant to receive prevention advice for a condition that they
believed to concern women.

Wa2C: I expect that my physician talks to me about
pathologies when you get older; that would seem obvi-
ous to me, and that the GP does prevention rather than
give us a drug.

MunE2: In addition to prevention, it is the role of the
physician to inform his/her patient if he/she thinks that a
given patient may bemore concerned byOP than others.

Some participants did not trust their GP with regard to OP
and preferred to have a specialist referral. Men and women
agreed on the fact that often the GPs did not have enough time
during the consultation to discuss prevention. Some women
mentioned that they received discordant messages from the
healthcare providers in charge of their OP, i.e., GPs, gynecol-
ogists, and rheumatologists, leading to confusion.

Wun3E: I do not expect much from him for my bones.

Most women expected reliable information and prevention
that should be initiated by the GP. They imagined prevention
campaigns in the media, dedicated care centers, or a dedicated
patient Bhealth book^ to trace treatment and follow-up.
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BUnaware^ men were not all convinced by the usefulness
of prevention. However, some men recognized consulting on-
ly in emergency situations, leaving little room for prevention.

Each focus group ended with a free discussion; participants
had several questions for the moderator and showed interest in
havingmore information. Some reported that they appreciated
the opportunity to share their experience with others dealing
with the same disease.

Discussion

This focus-group-based study aimed to explore the represen-
tations regarding OP and bone health of French men and
women, having been affected or not by OP and/or fragility
fractures. We found that awareness of OP was poor consider-
ing that this study population was expected to be concerned
given subjects’ age and, for nearly half of them, a history of
fragility facture or an OP diagnosis. Women and men gener-
ally associated OP with bone fragility, aging, and fracture, but
they did not show a great interest in it.

In line with that reported elsewhere, most of the partici-
pants herein could describe OP as bone fragility, associated
with aging and fracture, but many, particularly men, had in-
sufficient and sometimes inaccurate knowledge, with frequent
confusion with osteoarticular diseases [18, 23, 24]. In the ab-
sence of visible signs, there was an ambiguity for participants
to describe OP as a disease: it did not meet their classical
representation of a disease and was generally described as a
natural bone deterioration associated with old age that they
had to accept. In the absence of pain or symptom, OP was
not considered a serious condition compared to cancer or car-
diovascular diseases [15, 18, 23].

Most of the participants herein generally considered a low-
energy fracture as an isolated event not related to bone fragil-
ity; they explained it by the fall and the violence of impact.
Even after a re-fracture, they did not consider themselves at
increased fracture risk and, consequently, could not be recep-
tive to OP investigation and medication as described [14, 25,
26]. Giangregorio et al. have reported that awareness of an
increased susceptibility to re-fracture decreases in function
of patient age, which is worrying as both age and a previous
fracture are predictors of re-fracture [14]. It has been proposed
that the term Bfragility fracture^ be reconsidered, as patients
do not see anything fragile in their fracture related to a trau-
matic event and not to bone quality [26].

An interesting fact was that we could not detect an impor-
tant difference in the perception between Baware^ and
Bunaware^ patients; thus, having experienced a fragility frac-
ture or received a diagnosis of OP does not always lead pa-
tients to recognize they should be concerned by OP. Indeed,
there was ambiguity in the representations of OP and a true
paradox: participants usually associated OP with bone

fragility and fracture but did not relate their own fractures to
OP. BAware^ men and women often under-estimated their
condition when they were personally concerned. They did
not feel sick and denied the evidence, as described in other
studies, mainly for women [15, 17, 23].

However, there were differences between the perceptions
ofmen and women. The perceptions ofmen onOP have rarely
been gathered and the few published studies have shown that
OP is generally considered as a women’s problem although the
prevalence of OP and low bone density in men over 65 years of
age reaches approximately 45% [27, 28]. Compared to women,
men had a more limited and sometimes inaccurate knowledge
on OP that they often associated with women. They generally
considered that they had a perfect bone health and felt confident
in their capacity to have a lifestyle compatible with a good bone
health [27]. Although male OP is recognized nowadays,
Although male osteoporosis is recognized nowadays, it has
long been considered a female disease only, which probably
delays its recognition as a male disease in both the general
population and among health care providers [29, 30].

Conversely to men, women had a better knowledge of OP
that they associated with frailty, aging, fractures, dependence,
and end of life. For some women, to be diagnosed as osteo-
porotic may create anxiety of becoming frail, disabled, depen-
dent on others, and socially isolated, but also to be considered
vulnerable and frail by the relatives. It is important for
healthcare providers to understand the feelings and percep-
tions of their patients with regard to OP and to provide them
with adapted, meaningful, and usable knowledge. This will
enable patients to make sense of the diagnosis and improve
their adherence to prevention measures and treatments.
Several theoretical models were proposed to describe the dif-
ferent steps of the management of illnesses. One of these,
Leventhal’s common sense model, provides a framework to
explain the multi-level process by which patients become
aware of health threat and manage to cope with it; it may be
adapted to OP and fit with the ideas expressed by our patients
[18, 25, 31].

Most had heard about BMD but they were not certain
about the goal of the test and the meaning of its results and
had difficulties to understand the diagnosis, as has been
described elsewhere [15]. We recently reported in a popula-
tion of women with a fragility fracture and a low BMD that
only 61% could report this result, while 49% considered
they had a normal BMD [20]. These data point to a lack of
efficacy in the communication between healthcare profes-
sionals and patients: the message given by the medical staff
is probably not clear enough and/or misunderstood by the
patient. Prevention measures, i.e., a balanced diet, calcium
intake, solar exposure for vitamin D, physical exercise, and
fall prevention, were generally known by most participants,
particularly women; to have a healthy lifestyle was consid-
ered beneficial to health in general. A few women herein
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expressed their fear of fall and fracture and self-limited their
activities, as has been reported in other countries [18, 32].
Furthermore, women perceiving a risk for OP tend to avoid
weight-bearing sports to put less strain on their bone [33].
Men, especially those Bunaware,^ considered that they had
a perfect bone health and could carry on practicing at-risk
activities. Even if they knew their personal risk factors and
prevention measures, some interviewees, particularly men,
were not ready to change their way of life to prevent OP, as
they did not perceive any threat [24, 29].

Pharmacological treatments were mainly known for their
deleterious side effects and dosing recommendations rather
than for their positive effects. The negative information
sometimes delivered by the media may render it difficult
for the physician to explain the benefits and risks of the
treatments [17, 25]. In addition, GPs are sometimes reluc-
tant to prescribe OP treatment for the same reasons: side
effects, doubt as to their efficacy, over-medicated elderly
patients [17, 34]. If the GP is not convinced of the benefit,
the patient is less likely to be convinced to begin a long-term
treatment, for an improvement he/she will not perceive.
These results are in accordance with the low OP treatment
prescription and adherence worldwide [35–37].

The participants of the present study, especially women,
generally considered that it is the role of the GP to initiate
the investigation for OP and give prevention advices. To in-
duce a change in the management of OP, the first step is to
inform patients without creating anxiety, to make them per-
ceive the threat and raise confidence in their ability to be active
in the management of their health. Health empowerment fo-
cuses on bringing patients with basic knowledge and skills to
raise awareness of their health status and help them to engage
successfully in an adapted health behavior [38]. The data pre-
sented herein indicate that people lacked basic knowledge of
OP but were interested to have more information. Education
and prevention should focus on the possibilities rather than the
limitations, showing that it is possible to live with OP consid-
ering preventive measures, without the constant threat of the
fracture [39]. To provide patients with evidence-based infor-
mation tailored to the needs of patient groups considering sex,
age, and social context should facilitate discussion with their
GP and increase patient involvement in OPmanagement. This
also implies a reinforcement of knowledge of OP care in
healthcare providers.

The present study has strengths and limitations. The design
with the inclusion of men and women both Baware^ and
Bunaware^ of OP allowed us to analyze beliefs according to
four types of participants, which is unique since other studies
in the field usually target one specific population [17, 33, 40].
However, it was conducted among patients who volunteered
to participate; the Bunaware^ participants were recruited
through a health insurance company, excluding a more fragile
population not subscribing to any health insurance. Thus, the

population may be biased towards those more actively en-
gaged in their health and with a higher education, explaining,
at least in part, why there was no great difference between
Baware^ and Bunaware^ men and women. Furthermore, it
was conducted in the French health system in which the cost
of the BMD test following a fragility fracture and of OP treat-
ment after menopause or fragility fracture is covered by the
national healthcare insurance; it therefore might not be repre-
sentative of other healthcare systems. Nevertheless, this type
of interviews in small groups allows participants to interact
and to express their concerns and priorities. In addition, the
participants reported they appreciated the opportunity to share
their experience with others dealing with the same disease.

In conclusion, the present study highlighted the barriers
to OP care in an elderly French population and showed that
women andmen often lack relevant information to deal with
the disease. This may allow patient’s education to be adjust-
ed to men and women representations and concerns about
osteoporosis that could improve patients’ engagement in
their health.
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