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ABSTRACT 

Objective. To examine the longitudinal relationship between bone mineral density 

(BMD) and the incidence and progression of knee, hip and hand osteoarthritis, and the 

relationship between prevalent vertebral and non-vertebral fractures and the incidence and 

progression of osteoarthritis in elderly men and women in the Rotterdam Study. 

Methods. Age- and sex-specific quartiles of baseline femoral neck BMD (FN-BMD) 

were constructed for a total number of 4,154 subjects. Radiographs were scored for 

incidence and progression of knee and hip osteoarthritis, and for incidence of hand 

osteoarthritis. Prevalent vertebral fractures were scored using the McCloskey/Kanis 

method, and prevalent non-vertebral fractures were reported by baseline interview.  

Results. Subjects in the highest quartile of FN-BMD had an increased risk of incident 

knee radiographic osteoarthritis (ROA) (OR 1.58; 95%CI: 1.14 to 2.18), and an increased risk 

of incident hip ROA (OR 1.57; 95%CI: 1.06 to 2.32) compared to the lowest quartile. No 
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significant relationship was found between high FN-BMD and progression of knee or hip 

ROA, or the incidence of hand ROA. Prevalent vertebral and non-vertebral fractures were 

not related to the incidence or progression of knee or hip ROA. Vertebral fractures were 

however associated with incident hand ROA (OR 1.74; 95%CI: 1.02 to 2.98). 

Conclusion. Results from the present study confirm earlier studies and thus provide 

strong evidence that high FN-BMD is a prognostic risk factor for the development of knee 

and hip ROA. Vertebral fractures were found to be a risk factor for incident hand ROA. 

 

 INTRODUCTION 

The inverse relation between osteoporosis (OP) and osteoarthritis (OA) has been 

described extensively in the past decades(1, 2). However, whether high bone mineral density 

(BMD) is the cause or consequence of OA is unclear. A number of prospective studies(3-7) 

indicated that high BMD at baseline is associated with increased risk of incident knee OA. 

Two of these studies found a protective effect of high BMD on progression of knee OA(4, 5), 

while Nevitt and al. found that progression was not significantly related to BMD(7). 

 

However, almost no data is available on the relationship between BMD and 

incidence or progression of hip and hand OA. A previous review concluded that the 

relationship between OA and OP is elusive and that especially longitudinal studies show no 

clear relation between OA and OP(8). 
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We have previously studied the association between baseline BMD, incident and 

progressive radiographic OA of the knee and prevalent vertebral and non-vertebral fractures 

in 1,403 men and women(9). We found that high baseline BMD was associated with 

increased incidence of knee OA, and that subjects with a prevalent vertebral fracture had 

less risk of incident or progressive knee OA. Since our publication, few longitudinal studies 

have been performed to further examine the influence of BMD on the development of OA. 

A recent review summarized all available published data on the relationship between BMD 

and longitudinal OA, adding up to a total of 4,942 individuals (including 1,403 subjects of our 

own Rotterdam Study), showing increased risk for the development of knee OA in subjects 

with high baseline BMD(10). 

 

Regarding the development of hip OA, even less longitudinal studies are available. 

Hochberg mentioned a dose–response relationship between the quartile of baseline BMD 

and the incidence of radiographic hip OA in the SOF study(11), while Barbour et al. recently 

found no association between high BMD and radiographic hip OA in the Johnston County 

Osteoarthritis Project(12).  

 

To our knowledge, only one longitudinal study on baseline BMD and incident hand 

OA was performed, showing no association(3). Hand OA is especially interesting in this 

respect, since development of OA in the hands, especially of DIP and DIP-joints, is thought 

to be due to more systemic influences, like adiposity(13), sex hormone levels(14) and genetic 

influences(15) rather than local (mechanical) loading.  
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In the current study, we aimed to study the association between baseline BMD and 

the development of hip and hand OA, and between prevalent vertebral and non-vertebral 

fractures and the risk of OA.  In addition, we wanted to verify the positive association 

between high BMD and the development of knee radiographic OA (ROA) we found 

previously in the Rotterdam Study in an expanded study population (total sample size is 

4,154) drawn from the Rotterdam Study-I and II, with extended (now 8.4 years) follow up 

time. 

MATERIALS AND METHODS 

Subjects. The study population consisted of subjects of the Rotterdam Study-I (RS-I) 

and Rotterdam Study-II (RS-II). The rationale and study design have been described 

previously(16, 17). The study population consisted of 3,005 subjects (55.8% women), drawn 

from RS-I, and 1,149 subjects (54.4% women) drawn from RS-II (Figure 1: cohorts in the total 

Rotterdam Study). The selection was based on the availability of radiographs of the knees, 

hips and hands at baseline and follow-up examinations, and data on BMD, prevalent 

vertebral and non-vertebral fractures and potentially confounding factors at baseline. 

 

Radiographic osteoarthritis. Radiographs of knees, hips and hands were taken at 

three visits for RS-I: RS-I-1 (baseline measurement, between 1998 and 1993), RS-I-3 

(between 1997 and 1999, mean follow up time 6.5 years) and RS-I-4 (between 2002 and 

2004, mean follow up time 11.9 years, Figure 1). For RS-II, radiographs were taken at two 

visits: RS-II-1 (baseline, between 2000 and 2001) and at RS-II-2 (between 2004 and 2005, 

mean follow-up time 4.1). The overall mean follow-up time was 8.4 years (standard 
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deviation (SD) 2.2, range 3.7 to 13.6) for subjects in RS-I and for RS-II 4.1 years (SD 0.6, range 

1.1 to 5.8). Prevalence, incidence and progression of ROA were scored by the 

Kellgren/Lawrence (K/L) grading system(18) as described previously(9, 19, 20). In short, 

prevalence of ROA of the knee or hip was defined as a K/L score of ≥2 at baseline at one or 

both knees/hips. Prevalence of hand ROA was defined as presence of a K/L score ≥2 in 2 out 

of 3 hand joint groups for one or both hands. Incident ROA was defined when a subject had 

no prevalent ROA (a K/L score <2) of both knees, both hips or both hands at baseline, and a 

K/L score of ≥2 at follow-up (RS-I-3, RS-I-4 or RS-II-2) of one or both knees, one or both hips 

or one or both hands, respectively. Progressive ROA was defined as an increase of K/L score 

in subjects with prevalent ROA of that same joint. Thus, the analysis is person-based: 

incident OA can only occur in subjects without prevalent ROA at both the left and right joint, 

progression of ROA can only occur in subjects with prevalent ROA at the left, right or both 

joints. A third measure was calculated: incidence or progression of OA. This was defined by 

having either incident ROA or showing progression of ROA. This measure was constructed 

for comparison with our previous study(9), and for reasons of power when stratifying for 

study population. Subjects that received total joint replacement during follow up were 

excluded from the analysis of that joint group. The radiographs in RS-I and RS-II were 

obtained using the same protocol, and were scored by PhD-students trained by a 

radiologist. The interobserver agreement was 0.71 for RS-I and 0.68 for RS-II(20). Data on 

incidence of hand OA was available for 2,118 subjects.  
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Fracture assessment. Prevalent non-vertebral fractures: Between 1989 and 1993, an 

extensive baseline home interview on medical history and of risk factors for chronic diseases 

was performed by trained interviewers. Data on non-vertebral fracture history at or after 

age of 50 was obtained as described previously(9, 16).  Vertebral fractures:  Both at baseline 

(between 1989 and 1993) and at the second follow-up visit (between 1997 and 1999), 

radiographs of the thoracolumbar spine were available for 2,920 individuals from RS-I. The 

thoracolumbar spine radiographs of the follow-up visit were scored for the presence of 

vertebral fracture using the McCloskey/Kanis method, as described previously(21). If 

vertebral fractures were detected, the baseline radiograph was also evaluated. If the 

vertebral fracture was already present at baseline, it was considered to be a prevalent 

fracture. If it was not present at baseline, the fracture was defined as incident. 

 

Bone mineral density. BMD measurements of the femoral neck were performed at 

baseline using dual energy X-ray absorptiometry (DXA, Lunar DPX-L densitometer). Standard 

positioning was used with anterior-posterior scans of the right proximal femur unless there 

was a history of hip fracture or prosthesis implantation. In the latter case, the left side was 

scanned(9, 22).  

 

Other variables. Data on age, sex, height, weight, body mass index (BMI) and other 

potentially confounding (use of a walking aid, lower limb disability and smoking) variables 

were obtained as described previously(9, 16).  
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 Statistical analysis. Age- and sex-specific quartiles of femoral neck BMD (FN-BMD) 

for RS-I and RS-II were created by forming quartiles of FN-BMD by age groups per 5 years for 

men and women separately. The significance of the differences in height, weight and BMI by 

these quartiles was calculated by means of a linear regression model. Odds ratios (ORs) with 

95% confidence intervals (95%CI) for the association between FN-BMD quartiles and ROA 

were calculated by means of logistic regression modeling, and were adjusted for baseline 

age, sex, BMI, study population, follow up time and corresponding K/L sum score at 

baseline. This sum score was calculated by adding up the K/L scores (0-4) of both knees, 

both hips or both hand joints, thus creating sum scores for each separate joint group. This 

was done in order to adjust for the potential confounding effect of mild OA at baseline (a 

K/L score 1 of one or both joints) on the incidence of ROA, and of the severity of OA at 

baseline for progression of ROA. FN-BMD per SD was calculated stratified by sex and study 

population, and ORs for the association between SD increase in FN-BMD and ROA were 

calculated by means of logistic regression modeling as well, and adjusted for baseline age, 

sex, BMI, study population, follow up time and corresponding K/L sum score at baseline. 

ORs for the association between the incidence or progression of knee, hip and hand ROA 

and prevalent vertebral and non-vertebral fractures in RS-I were calculated by means of 

logistic regression modeling, and were adjusted for baseline age, sex, body mass index, 

femoral neck bone mineral density, use of walking aid, lower limb disability, fall tendency 

and corresponding K/L sum score at baseline. We used IBM© SPSS version 22 for all our 

analyses. 
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RESULTS 

 In Table 1 the baseline characteristics of the RS-I and RS-II study populations by age- 

and sex-specific quartiles of FN-BMD are shown. The mean height, weight and BMI were 

significantly higher with increasing FN-BMD. Subjects in RS-II were on average 2 years 

younger compared to those in RS-I, and had significantly increased weight and BMI. RS-I 

included 389 incident and 236 progressive knee ROA cases, 221 incident and 116 

progressive hip ROA cases, and 320 incident hand ROA cases. In RS-II, 65 incident and 51 

progressive knee ROA cases were present, 32 incident and 21 progressive hip ROA cases, 

and 96 incident hand ROA cases. 

 

Bone mineral density 

Table 2 shows the association between age- and sex-adjusted quartiles of FN-BMD 

and the incidence of knee and hip ROA, the progression of knee and hip ROA, and the 

combined measure for incidence or progression. An increase of incidence in knee ROA was 

seen with high FN-BMD: subjects in the highest FN-BMD quartile had a 58% increased risk of 

incident knee ROA compared to subjects in the lowest quartile (OR 1.58; 95%CI: 1.14 to 

2.18). The effect for progression of knee OA was non-significant (OR 1.07; 95%CI: 0.64 to 

1.78), the risk for incident knee ROA or progression of knee ROA was 42% increased (OR 

1.42; 95%CI: 1.09 to 1.86). The risk for incident knee ROA increased 15% with each SD 

increase in FN-BMD (OR 1.15; 95%CI: 1.04 to 1.28). No significant progression of ROA was 

seen per SD increase in FN-BMD (OR 0.89; 95%CI: 0.77 to 1.03). 
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Subjects in the highest FN-BMD quartile had a 57% higher risk for incident hip ROA 

compared to the lowest quartile (OR 1.57; 95%CI: 1.06 to 2.32). The higher risk for 

progression of radiographic hip OA was not significant (OR 2.17; 95%CI: 0.99 to 4.79), while 

an 82% increased risk of incidence or progression of hip ROA (OR 1.82; 95%CI: 1.28 to 2.59) 

was observed. The increased risk for incidence or progression of hip ROA per SD FN-BMD 

was 16% (OR 1.16; 95%CI: 1.05 to 1.29). In contrast to radiographic knee OA, the latter 

association was driven by the progression of radiographic hip OA: the increased risk of 

progression per SD FN-BMD increase was 32% (OR1.32; 95%CI: 1.04 to 1.66). The increased 

risk of incident hip ROA per SD FN-BMD was not significant (OR 1.07; 95%CI: 0.95 to 1.22). 

 

No significant association between high FN-BMD and the incidence of radiographic 

hand OA was found, as is shown in Table 3. Additional adjustment for other potentially 

confounding variables (use of a walking aid, lower limb disability and smoking) available for 

subjects in RS-I, did not change the risk estimates for knee, hip or hand ROA (data not 

shown). 

 

In Supplementary Table 1 the incidence and progression of ROA by quartiles of FN-

BMD for RS-I and RS-II separately are shown. The incidence or progression of knee and hip 

ROA for subjects in RS-II was approximately half compared to the incidence or progression 

for subjects in RS-I in each quartile. The incidence or progression of knee and hip ROA 

increased per quartile in both RS-I and RS-II. This resulted in a 36% increased risk for 

incident or progressive knee ROA for subjects in the highest quartile compared those in the 



A
cc

ep
te

d
 A

rt
ic

le

This article is protected by copyright. All rights reserved. 

lowest quartiles in RS-I (OR 1.36; 95%CI: 1.01 to 1.84), and a 84%  increased risk for hip ROA 

(OR 1.84; 95%CI: 1.26 to 2.70). In RS-II, the increased risks in the highest quartiles failed to 

reach significance. However, for the incidence or progression of knee ROA a 30% increased 

risk per SD FN-BMD was observed in RS-II.  

In RS-I, the percentage of subjects with incident hand OA tended to increase in the 

higher BMD quartiles (Supplementary Table 2), with a significantly increased risk of 52% for 

subject in the third quartile (OR 1.52; 95%CI: 1.03 to 2.23), but no significant association was 

seen was seen for the highest quartile (OR1.18; 95%CI: 0.79 to 1.76). In RS-II, no significant 

association between FN-BMD and incident hand ROA was found. 

 

Prevalent fractures 

 Table 4 shows the association between prevalent vertebral and non-vertebral 

fractures and the combined measure of incidence or progression of radiographic knee and 

hip OA, and the incidence of radiographic hand OA. No significant associations were found 

between fractures and radiographic knee and hip OA, and with non-vertebral fractures and 

the incidence of hand ROA. Subjects with a vertebral fracture at baseline, however, had a 

74% increased risk of incident hand ROA (OR 1.74; 95%CI: 1.02 to 2.98) after adjustments 

for possible confounding factors. 
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DISCUSSION 

Results of this study present strong evidence that high BMD is a significant risk factor 

for the development of subsequent knee and hip OA. High baseline FN-BMD is significantly 

related to the incidence of radiographic knee and hip OA, but not to the incidence of 

radiographic hand OA. Furthermore, high baseline FN-BMD is not associated with the 

progression of radiographic knee OA. The association between high FN-BMD and the 

progression of radiographic hip OA is not significant, but there is a significant increase in risk 

of progressive hip OA per SD increase of FN-BMD. Prevalent vertebral fractures are 

associated with the incidence of radiographic hand osteoarthritis, but not with any of the 

measures in knee and hip ROA. Non-vertebral fractures are not associated with incidence or 

progression of knee, hip or hand OA.    

 

Bone mineral density 

Results on the relationship between BMD and the incidence on knee ROA confirm 

earlier studies(3-7), and strengthens the evidence that high FN-BMD is an important risk 

factor for developing subsequent knee ROA. In contrast to knee OA, almost no previous data 

was available on the association between high BMD and incident hip OA. The current study 

provides evidence that high BMD is also a significant risk factor for incident radiographic hip 

ROA. This finding confirms the results mentioned by Hochberg et al.(11) They concluded that 

a greater BMD increases the risk that an elderly white woman will develop radiographic hip 

OA when the diagnosis of OA is based upon osteophytosis, but not when the diagnosis is 

based upon the development of JSN alone. However, no numbers, percentages or ORs were 
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presented in this paper. The conflicting results reported by Barbour et al.(12) on the other 

hand, might be explained by the limited number of subjects in their study. In our study, we 

observed that in the smaller sub group, RS-II, the association between the highest quartile 

of FN-BMD and incidence or progression of knee and hip ROA failed to reach significance, 

probably due to lack of power (Supplementary Table 1). The increase in risk of incident or 

progressive knee ROA per SD increase of FN-BMD however was significant in RS-II. This 

could be due to the increased power by analyzing per SD increase in BMD, instead of per 

quartile. 

No association of high FN-BMD and progression of knee ROA was observed in this 

study. This is consistent with previous findings(7) and might be due to collider bias(23) or lack 

of power, since the number of cases with progressive knee OA is low. 

Comparing the results on knee ROA of the present study with results reported by 

Bergink et al. in 2005 (Table 5), it can be concluded that both studies found that high BMD 

at baseline is associated with increased risk of incident knee OA during follow-up. The 

present study, thus, confirms previous results and provides stronger evidence. Nevertheless, 

the increased risk of incident knee ROA per SD increase of FN-BMD in 2005 was 50% (OR 

1.5; 95%CI: 1.1 to 1.9), while in the present study the increased risk is lower, 15% (OR 1.15; 

95%CI: 1.04 to 1.28). Looking at the results from RS-I and RS-II separately, it can be 

concluded that the increased risk per SD increase of FN-BMD is higher in RS-II than in RS-I 

(OR 1.30; 95%CI: 1.08 to 1.58 and OR 1.00; 95%CI: 0.90 to 1.10, respectively, Supplementary 

Table 1). A possible explanation for the higher OR in RS-II, which is more similar to the OR in 

2005, is that the mean age of the RS-II study population in the present study, like the mean 

age of the subjects in RS-I in 2005, is relatively low, and that the risk attenuates with 
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extended follow-up time and aging of participants. In younger patients the development of 

subsequent ROA might be more likely to be caused by systemic effects associated with high 

BMD, and to a lesser extent by environmental influences.  

The present study is the first prospective study to provide consistent evidence for 

the relationship between high baseline BMD and incident hip OA. The risk for incident hip 

ROA and knee ROA is similar. But other than for knee ROA, a significant increased risk was 

found for progression of hip ROA per SD FN-BMD. This is also translated into the higher 

increased risk for incidence or progression in hip ROA, compared to knee ROA. However, the 

risk for progression of hip ROA alone was not significantly increased for subject in the 

highest FN-BMD quartile.      

Following the fact that contrary to knee and hip ROA, no associations were found 

between BMD and the incidence of hand ROA, it seems that the positive association 

between BMD and ROA is strongest in weight-bearing joints. This might be due to local 

mechanical influences. Repetitive forces on subchondral bone with altered bone 

characteristics, like increased stiffness of cortical bone, might lead to increased 

deterioration of overlying cartilage. Consequently this is more pronounced in weight-

bearing joints.  

Osteophytes around the femoral head may influence femoral neck BMD and will 

result in higher BMD measured at the femoral neck. They can, thus confound the 

association between BMD and hip OA. However, previous studies with data from the 

Rotterdam Study showed that hypertrophic hip OA was associated with elevated BMD also 

measured at remote sites, like the skull(24). Discrimination between atrophic and 

hypertrophic ROA seems important since atrophic OA is associated with deceased BMD, and 
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hypertrophic OA with increased BMD(24). In the present study radiographic OA was classified 

using the K/L score, in which the formation of osteophytes, besides joint space narrowing, 

determines the severity of OA. Consequently, this study focused on the incidence and 

progression of hypertrophic, rather than atrophic AO. Since atrophic AO is considered to be 

a different disease type than hypertrophic OA(25, 26), and associated with different risk 

factors(24, 27), the present results can’t be generalized to all types of OA, especially atrophic 

OA.  

 

Prevalent fractures 

In our previous research a significant protective effect of prevalent vertebral 

fractures on the risk of incidence and progression of knee ROA was reported. These results 

were not confirmed by the present study. Although a decreased risk of incident and 

progressive knee OA was observed, the association was not significant (OR 0.72; 95%CI: 0.48 

to 1.09). The present study, however, provides evidence for an increased risk of hand ROA in 

subjects with prevalent vertebral fractures (OR 1.74; 95%CI: 1.02 to 2.98). It is likely that a 

common risk factor influences both the incidence of OA in non-weight bearing joints and 

vertebral fracture risk. Stronger correlations between genetic factors and OA are seen in 

hand OA compared to knee or hip OA(15, 28). Likewise recent studies show that vertebral 

fracture risk is influenced by genetic factors(29, 30). It is plausible that a common (heritable) 

bone characteristic affects both vertebral fracture risk and the incidence of hand OA. 

Another possible explanation for this observation might be that subjects with a prevalent 

vertebral fracture are more dependent on the use of a walking aid, leading to an increased 

risk of hand OA(31).  
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Methodological considerations 

 In the present study, the incidence and progression of ROA were combined in a 

composite measure ‘incidence or progression’ to be able to compare our results to our past 

study(9) and to decrease multiple testing when analyzing RS-I and RS-II separately, and when 

analyzing the association between prevalent fractures and ROA. In addition, we feel this is a 

valid approach considering that the development and worsening of OA is a continuous 

process and the distinction between incident and progressive OA remains artificial. We 

constructed quartiles of FN-BMD to compare subjects with low BMD to those with high 

BMD, and analyzed per increase SD FN-BMD to evaluate the effect of BMD change on 

incidence or progression of OA in the total study population, thus increasing power. To 

avoid multiple testing and to avoid the known profound confounding effect of lumbar spine 

osteophytes on BMD measurements, analyses were done with FN-BMD, and not with 

lumbar spine BMD.  

Participants were selected based on the availability of follow-up radiographs. This 

selection introduces a possible selection bias, since these subjects survived the follow-up 

period, and were healthy enough to visit the research center. Furthermore, since selection 

of the study population was based on both the availability of data on exposure (BMD) and 

outcome (incidence or progression of OA), collider bias may be introduced(23). A possible 

association between baseline BMD and especially progressive knee or hip OA could be 

obscured by this type of bias, since subjects with progressive OA are less likely to return to 

the research center for follow examinations.  
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In order to adjust for the potential confounding effect of mild OA at baseline (K/L 

score 1 at one or both joints) on the incidence of ROA, and of the severity of OA at baseline 

for progression of ROA, we adjusted for site-specific K/L sum score. However, if mild OA at 

baseline does not confound the possible association between baseline BMD and incidence 

or progressive OA, but is independently associated with exposure (BMD) and outcome 

(incidence or progressive OA), adjusting for it could lead to collider bias(23, 32). Therefore we 

performed additional analyses without adjustment for baseline site-specific K/L sumscore. 

The odds ratio’s without adjustment for the baseline sumscore were marginally higher than 

with adjustment for the baseline K/L sumscore, which argues against collider bias. 

Finally, we excluded subjects with joint replacements in our analyses as they are not 

merely an expression of worsening of OA, but also –and perhaps mainly- of pain experience 

and burden to daily living. This could weaken an association between baseline BMD and 

radiographic OA. In our study population RS1, 21 subjects received a total knee replacement 

(TKR) and 46 subjects received a total hip replacement (THR) during a mean follow up time 

of 8.4 years. Including subjects with TKRs and THPs in the analyses resulted in slightly 

increased ORs for incident knee and hip OA of subjects in the highest quartiles of baseline 

BMD compared to those in the lowest BMD quartiles (data not shown). 

 

In conclusion, the present large longitudinal study confirms earlier studies and thus 

provides strong evidence that high FN-BMD is a prognostic risk factor for the development 

of subsequent radiographic knee and hip OA. No evidence was provided for high FN-BMD as 

a prognostic risk factor for progression of radiographic knee or hip, or for the incidence of 

radiographic hand OA.  However, a significant higher risk of progression of hip ROA was 
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found for each SD increase in FN-BMD. The protective effect of vertebral fractures for the 

incidence or progression of radiographic knee OA could not be confirmed by the present 

study, but vertebral fractures were found to be a risk factor for the incidence of hand OA. 
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FIGURE LEGEND 

Figure 1. Cohorts in the Rotterdam Study 
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Table 1. Baseline characteristics study populations by age- and sex-specific quartiles of FN-BMD: RS-I & RS-II 

  RS-I   

  All  Quartile 1 Quartile 2 Quartile 3 Quartile 4  p-trend* 

          

FN-BMD (gm/cm2, range)  0.89 (0.49-1.49)  0.74 (0.49-0.88) 0.84 (0.70-0.96) 0.92 (0.76-1.05) 1.05 (0.83-1.49)   
          

number  3005  755 757 752 741   
          

women (%)  55.8  55.6 55.9 55.6 56.3   
          

age (yrs  sd)  65.3 ± 6.5  65.4 ± 6.6 65.3 ± 6.4 65.3 ± 6.6 65.2 ± 6.5   
          

height (cm  sd)  168.4 ± 9.1  167.4 ± 9.5 167.9 ± 9.3 168.7 ± 8.8 169.6 ± 8.9  1.0 x 10-6 
          

weight (kg  sd)  74.5 ± 11.5  69.4 ± 11.0 73.5 ± 10.8 76.5 ± 10.7 78.8 ± 11.5  1.2 x 10-64 
          

BMI (kg/m2 
 sd)  26.3 ± 3.5  24.7 ± 3.1 26.1 ± 3.4 26.9 ± 3.3 27.4 ± 3.6  3.0 x 10-57 

          
  RS-II  

  All  Quartile 1 Quartile 2 Quartile 3 Quartile 4  p-trend* 
  

FN-BMD (gm/cm2, range)  0.93 (0.48-1.46)  0.78 (0.48-0.93) 0.89 (0.67-1.00) 0.97 (0.77-1.09) 1.10 (0.85-1.46)   
          

number  1149  287 290 290 282   
          

women (%)  54.4  54.4 54.5 54.5 54.3   
          

age (yrs  sd)  63.1 ± 6.4  63.3 ± 6.6 63.1 ± 6.4 62.8 ± 6.4 62.8 ± 6.4   
          

height (cm  sd)  168.8 ± 8.9  167.8 ± 9.2 168.9 ± 8.7 169.0 ± 9.1 169.8 ± 8.6  0.9 x 10-2 
          

weight (kg  sd)  77.1 ± 13.1  71.4 ± 12.4 76.0 ± 12.4 78.9 ± 12.5 82.2 ± 12.8  4.3 x 10-25 
          

BMI (kg/m2 
 sd)  27.0 ± 3.9  25.3 ± 3.3 26.6 ± 3.5 27.6 ± 3.9 28.5 ± 4.0  2.7 x 10-26 

          

 

values are means with standard deviations (sd) or percentages, *unadjusted p-values 

FN-BMD: femoral neck bone mineral density, BMI: body mass index,  RS: Rotterdam Study 
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Table 2. Association between age- and sex-adjusted quartiles of FN-BMD and incident and progressive knee and hip ROA 

  Knee ROA, RS-I & -II 

quartiles 
FN-BMD 

 
Incidence 
cases/total (%) 

OR*  
Progression 
cases/total (%) 

OR*  
Incidence or 
progression 
cases/total (%) 

OR* 

Quartile 1  90/933 (9.6 %) 1 (reference)  42/109 (38.5 %) 1 (reference)  132/1042 (12.7 %) 1 (reference) 

Quartile 2  112/902 (12.4 %) 1.29 (0.93 - 1.78)  70/145 (48.3 %) 1.39 (0.82 - 2.38)  182/1047 (17.4 %) 1.34 (1.02 - 1.75) 

Quartile 3  116/868 (13.4 %) 1.28 (0.92 - 1.78)  78/174 (44.8 %) 1.09 (0.65 - 1.84)  194/1042 (18.6 %) 1.23 (0.94 - 1.61) 

Quartile 4  136/811 (16.8 %) 1.58 (1.14 - 2.18)  97/212 (45.8 %) 1.07 (0.64 - 1.78)  233/1023 (22.8 %) 1.42 (1.09 – 1.86) 

          

  
per increase 
sd FN-BMD 

1.15 (1.04 - 1.28)  
per increase 
sd FN-BMD 

0.89 (0.77 - 1.03)  
per increase 
sd FN-BMD 

1.06 (0.97 - 1.15) 

      

  Hip ROA, RS-I & -II 

quartiles 
FN-BMD 

 
Incidence 
cases/total (%) 

OR†  
Progression 
cases/total (%) 

OR†  
Incidence or 
progression 
cases/total (%) 

OR† 

Quartile 1  49/992 (4.9 %) 1 (reference)  21/50 (42.0 %) 1 (reference)  70/1042 (6.7 %) 1 (reference) 

Quartile 2  59/991 (6.0 %) 1.01 (0.68 - 1.52)  30/56 (53.6 %) 1.71 (0.74 - 3.96)  89/1047 (8.5 %) 1.17 (0.81 - 1.68) 
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Quartile 3  59/986 (6.0 %) 1.04 (0.69 - 1.56)  30/56 (53.6 %) 1.61 (0.70 - 3.75)  89/1042 (8.5 %) 1.17 (0.81 - 1.70) 

Quartile 4  86/930 (9.2 %) 1.57 (1.06 - 2.32)  56/93 (60.2 %) 2.17 (0.99 - 4.79)  142/1023 (13.9 %) 1.82 (1.28 - 2.59) 

          

  
per increase 
sd FN-BMD 

1.07 (0.95 - 1.22)  
per increase 
sd FN-BMD 

1.32 (1.04 - 1.66)  
per increase 
sd FN-BMD 

1.16 (1.05 - 1.29) 

 

*Adjusted odds ratio’s (OR), with 95% confidence intervals between parentheses, are adjusted for age, sex, body mass index, study population, follow up time and knee ROA sum score at baseline 

† Adjusted odds ratio’s (OR), with 95% confidence intervals between parentheses, are adjusted for age, sex, body mass index, study population, follow up time and hip ROA sum score at baseline 

FN-BMD: femoral neck bone mineral density, ROA: radiographic osteoarthritis, RS: Rotterdam Study, sd: standard deviation 
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Table 3. Association between age- and sex-adjusted quartiles of FN-BMD and incident hand ROA 

  Hand ROA, RS-I & -II 

quartiles 
FN-BMD 

 Incidence  
cases/total (%) 

OR* 

Quartile 1  103/565 (18.2 %) 1 (reference) 

Quartile 2  98/532 (18.4 %) 1.01 (0.73 - 1.40)  

Quartile 3  112/520 (21.5 %) 1.22 (0.88 - 1.69)  

Quartile 4  103/501 (20.6 %) 1.03 (0.74 - 1.44)  

    

 
 per increase 

sd FN-BMD 
1.01 (0.90 - 1.13) 

 

 

*Adjusted odds ratio’s (OR), with 95% confidence intervals between parentheses, are adjusted for age, sex, body mass index, study population, follow up time and 

hand ROA sum score at baseline 

FN-BMD: femoral neck bone mineral density, ROA: radiographic osteoarthritis, RS: Rotterdam Study, sd: standard deviation
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Table 4. Knee, hip and hand ROA by prevalent vertebral and non-vertebral fractures, RS-I 

  Knee ROA  Hip ROA  Hand ROA 

prevalent 
fracture type 

 
Incidence or 
progression 
cases/total (%) 

OR*  
Incidence or 
progression 
cases/total (%) 

OR*  
Incidence 
cases/total (%) 

OR* 

          

vertebral 
fracture 

         

absent  541/2597 (20.8 %) 1 (reference)  306/2710 (11.3 %) 1 (reference)  304/1229 (24.7 %) 1 (reference) 

present  38/211 (18.0 %) 0.72 (0.48 - 1.09)  25/210 (11.9 %) 0.96 (0.57 - 1.61)  24/74 (32.4 %) 1.74 (1.02 - 2.98) 
          

non-vertebral 
fracture 

         

absent  516/2596 (19.9 %) 1 (reference)  290/2686 (10.8 %) 1 (reference)  310/1228 (25.2 %) 1 (reference) 

present  148/579 (25.1 %) 1.21 (0.96 - 1.53)  84/596 (14.1 %) 1.25 (0.92 - 1.68)  55/250 (22.0 %) 0.77 (0.54 - 1.10) 
       

 

OR*: Odds ratio, with 95% confidence intervals between parentheses, adjusted for age, sex, body mass index, femoral neck bone mineral density, use of walking aid, lower limb disability, fall tendency and 

corresponding ROA sum score at baseline 

ROA: radiographic osteoarthritis, RS: Rotterdam Study
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Table 5. Characteristics past study versus present study 

 Past study*  Present study 

 RS-I  RS-I RS-II 

Number of patients 1,403  3,005 1,149 

Follow-up time (yrs) 6.5  8.4 4.1 

Incident knee ROA 74  389 65 

Progressive knee ROA 25  236 51 

 

ROA: radiographic osteoarthritis 

RS: Rotterdam Study 

 

* Bergink AP, Uitterlinden AG, Van Leeuwen JP, Hofman A, Verhaar JA, and Pols HA. Bone mineral density and vertebral fracture history 

are associated with incident and progressive radiographic knee osteoarthritis in elderly men and women: the Rotterdam Study. Bone 

2005;37:446-56. 

 

 

 

 

 




