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Abstract
Milk provides energy and nutrients considered protective for bone. Meta-analyses of cohort studies have found no clear association between
milk drinking and risk of hip fracture, and results of recent studies are contradictory. We studied the association between milk drinking and hip
fracture in Norway, which has a population characterised by high fracture incidence and a high Ca intake. Baseline data from two population-
based cohorts were used: the third wave of the Norwegian Counties Study (1985–1988) and the Five Counties Study (2000–2002). Diet and
lifestyle variables were self-reported through questionnaires. Height and weight were measured. Hip fractures were identified by linkage to
hospital data with follow-up through 2013. Of the 35 114 participants in the Norwegian Counties Study, 1865 suffered a hip fracture during
613 018 person-years of follow-up. In multivariable Cox regression, hazard ratios (HR) per daily glass of milk were 0·97 (95% CI 0·92, 1·03) in
men and 1·02 (95% CI 0·96, 1·07) in women. Of 23 259 participants in the Five Counties Study, 1466 suffered a hip fracture during 252 996
person-years of follow-up. HR for hip fractures per daily glass of milk in multivariable Cox regression was 0·99 (95% CI 0·92, 1·07) in men and
1·02 (95% CI 0·97, 1·08) in women. In conclusion, there was no overall association between milk intake and risk of hip fracture in Norwegian
men and women.
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Hip fractures are a serious public health problem in Western
countries. Scandinavia has the world’s highest incidence rates of
hip fractures(1). Traditionally the Northern European countries
have had a high dietary intake of cows’ milk and high lactase
persistence(2). Cows’ milk is a plentiful source of substrates for
bone and muscle (energy, protein, Ca and P) in addition to
riboflavin, vitamin B12, iodine, K and other minerals(3,4). Food-
based dietary guidelines in many countries, including Norway,
the UK, the USA, Canada and Australia, recommend daily use of
low-fat milk and dairy products(5,6). Milk is promoted as a Ca
source to osteoporosis patients(7). Although Ca sufficiency is a
key component of skeletal integrity, a link between dietary Ca
intake or milk/dairy product intake and fracture risk has been
difficult to detect in epidemiological studies(8–11).
An earlier meta-analysis of seven cohort studies found no

association between milk intake and risk of hip fracture in
women and a suggestive (non-significant) protective associa-
tion in men(12). An updated meta-analysis published in 2018

with data from cohort studies found no association between
milk intake and risk of hip fracture in sexes combined, with
high heterogeneity between studies(13). Interestingly, a long-
term follow-up of two large Swedish cohorts (included in the
most recent meta-analysis) identified a clear linear trend of
higher risk of hip fracture with higher milk consumption in
61 400 women, while soured milk and yogurt showed the
opposite pattern. No association was observed in 45 300
men(14). An updated analysis of two US cohorts of 80 600
women and 43 300 men followed for an average of 20·8 and
17·5 years, respectively, found an overall reduced risk of hip
fracture with increasing milk intake, and stratified analyses
revealed that the reduced risk was most evident in obese men
and women(15). Thus, the evidence is conflicting and the role of
milk in bone health remains unclear(16).

The aim of the present study was to study the association
between milk consumption and risk of hip fracture in the
Norwegian population.

Abbreviations: HR, hazard ratio; RR, relative risk; SMC, Swedish Mammography Cohort.
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Methods

Study population

Data from regional population-based health studies across
Norway were used. These were analysed as two separate
cohorts due to differences in periods of data collection, age
range of participants, format of questionnaire data including
milk consumption and available covariates.
The data from the Norwegian Counties Study included the

third wave of large cardiovascular health screenings carried
out in the west coast county of Sogn og Fjordane 1985–1986,
the inland county of Oppland 1986–1988 and the northern-
most county of Finnmark 1987–1988(17). The study popula-
tion for analysis comprised those who attended the
screening, responded to the question about milk, had valid
weight, height and smoking data, and were 50 years and
older and residing in Norway as of 1 January 1994 (start of
follow-up).
The Five Counties Study consists of harmonised data

from regional multi-purpose health examination surveys in
five counties performed by the National Health Screening
Service in 2000–2003 and previously described else-
where(18). Counties included Oslo (the capital, urban
south), Oppland, Hedmark (towns and rural areas, south)
and Troms and Finnmark (towns and rural areas, north).
The study population for analysis comprised participants
50 years and older who attended the screening, responded
to the question about milk and had valid weight, height
and smoking data.

Data collected at screening

In all health studies, the participants’ height and weight were
measured by standardised tools. Self-reported information
about lifestyle factors such as health and disease, smoking and
physical activity were collected through questionnaires.

Milk consumption and diet

In the Norwegian Counties Study, diet was assessed through a
sixty-item semi-quantitative FFQ which enabled calculation of
nutrient intake. The FFQ was designed to cover dietary risk
factors for CVD and had an emphasis on fat composition but is
also suitable for studying other outcomes assumed to be related
to dietary components covered by the questionnaire. A vali-
dation of the FFQ against 24 h recalls showed satisfactory
agreement for common foods that are used daily, such as
milk(19). The question about milk consumption was posed as
follows: ‘How many glasses of milk do you usually drink
per day?’ with seven response categories ranging from ‘Do not
drink milk or less than 1 glass per day’ to ‘6 glasses or more
per day’. These response categories were recoded into a dis-
crete numeric variable with values ranging from 0 to 6. For
analyses with categories, the three highest response categories
were recoded into one category indicating ‘4 or more glasses/d’.
This was due to a low proportion responding to the higher
categories, and for comparability with the second cohort (see
below) and with previous studies. The milk question did not

specify the type of milk to be reported (sweet or soured).
A separate question asked about what type of milk the
respondent usually drank, separating milk types according to
the fat content.

In the Five Counties Study, only a few selected questions
about diet were included, which did not allow energy and
nutrient calculations. Information about milk consumption was
obtained through three questions discriminating between types
of milk according to the fat content. Sweet and soured milk,
kefir and yogurt were combined in the same questions and
could not be separated. The questions asked for number of
glasses consumed per d, with the following five frequency
categories: ‘seldom/never’, ‘1–6 glass/week’, ‘1 glass/d’, ‘2–3
glass/d’ and ‘4 glasses or more/d’. This was recoded into a
numeric variable indicating frequency with the values 0, 0·5, 1,
2·5 and 4 glasses/d, respectively. When summing up the
three milk questions, the resulting values ranged from 0 to 12
glasses/d. For analyses with categories, this summed variable
was recoded into five categories ranging from ‘0’ to ‘4 or more
glasses/d’. The volume of a glass of milk was not specified in
either cohort, but the standard volume of a glass of milk at the
time of the data collections was 150 ml (150 g milk)(20). Thus,
the highest category may be considered to represent an intake
level of ≥600 ml/d.

Hip fracture outcome

Incident hip fractures were identified by linkage to the NOR-
EPOS hip fracture database (NORHip). This database includes
information on all proximal femur fractures (femoral neck,
trochanter and sub-trochanter) treated in hospitals in Norway
1994–2013, retrieved from the hospitals’ patient administrative
systems (until 2008) and from the Norwegian Patient Register
(2008–2013)(21,22). Data on hospital admissions with hip frac-
ture before 1994 were not available as this was the first year the
electronic patient administrative systems were used in all
hospitals.

Demographic variables

The National Registry provided dates for deaths and emigration.
Data on marital status and attained education level were
obtained from Statistics Norway. Education level from the 1990
Norwegian Population and Housing Census was used for par-
ticipants in the Norwegian Counties Study, while education
level from the 2001 census was used for participants in the Five
Counties Study.

Follow-up

For participants in the Norwegian Counties Study, follow-up
started 1 January 1994; while for participants in the Five
Counties Study, follow-up started at the date of participation.
The subjects were followed until the date of their first incident
hip fracture, death, emigration or 31 December 2013, whichever
came first.
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Statistical analysis

Statistical analyses were performed in R(23) for Windows, ver-
sion 3.4.3. Baseline characteristics across levels of milk con-
sumption were tested by ANOVA for continuous variables and
χ2 test for categorical variables. Cox proportional hazards
regression using attained age as time-scale(24,25) was performed
to estimate hazard ratios (HR) with 95% CI for hip fracture
according to the level of milk consumption. Plots and tests of
Schoenfeld residuals against time(26) indicated that the propor-
tional hazards assumption was met for milk consumption. To
investigate a potential linear association with hip fracture, milk
consumption was entered as number of glasses of milk per d on
a continuous scale. To investigate a potential non-linear asso-
ciation between milk consumption and hip fracture, predefined
analyses were also performed using penalised splines of milk
consumption as the explanatory variable, and using categories
of milk consumption ranging from <1 glass/d to 4 or more
glasses/d, with 1 glass/d as reference category. Analyses were
performed in sexes combined and separately for men and
women. Tests were considered statistically significant at the
0·05 level. For both cohorts, three models with increasing sta-
tistical adjustment were constructed. The basic model (model 1)
included adjustment for county (and sex in sex-combined
analyses). Age was not entered as a covariate, as attained age
defined the time-scale in the Cox models, but including
adjustment for age at baseline participation (continuous) pro-
duced virtually identical results (data not shown). The inter-
mediate model (model 2) included additional adjustment for
BMI (kg/m2, continuous) and cigarette smoking (five cate-
gories: never-smoker, ex-smoker, currently smoking <15
cigarettes/d, currently smoking 15 or more cigarettes/d, and
currently smoking with number of cigarettes per d not repor-
ted). The fully adjusted model (model 3) also included the
following additional covariates: regular use of any vitamin
supplement or cod liver oil, respectively (yes/no), comorbidity
(mean number of self-reported chronic diseases among the
following options: myocardial infarction, angina, stroke, dia-
betes, treated hypertension), body height (cm, continuous),
physical activity during leisure time (four response categories
dichotomised into sedentary v. moderately active/active/very
active), marital status (dichotomised into married v. unmarried/
widowed/divorced/separated), education level (nine levels
recoded into five levels ranging from primary school or shorter
to postgraduate education). Energy intake estimated from the
FFQ in kJ/d (continuous) was available in the Norwegian
Counties Study only, while the use of acid-suppressing drugs
including proton pump inhibitors and H2 receptor antagonists
(yes/no) and self-rated health in four response categories ran-
ging from poor to very good were available in the Five Counties
Study only. In the Norwegian Counties Study, some participants
had missing data for education (1·1%), energy intake (0·3%),
physical activity (0·08%) and marital status (0·04%). In the Five
Counties Study, some participants had missing data for physical
activity (3·1%), self-rated health (1·5%), education (1·3%) and
marital status (0·4%). For these covariates, missing values were
treated as a separate category in the fully adjusted Cox regres-
sion analyses.

Statistical interaction was tested in the fully adjusted models
by including interaction terms for milk consumption as con-
tinuous exposure and each of the respective variables sex,
county and BMI. Subgroup analyses were performed in strata of
BMI and sex, based on the previous finding of an interaction
between BMI and milk in the Nurses’ Health Study(15). For these
subgroup analyses, BMI was divided in three categories using
the cut-offs 24 and 27 kg/m2, which corresponded closely to the
tertile limits of BMI in the Norwegian Counties Study.

In the Five Counties Study, sensitivity analyses were per-
formed for follow-up time <6 and ≥6 years, corresponding to
the 10 percentile of follow-up time, to investigate whether any
potential influence of milk consumption may be more relevant
for fractures occurring closer in time to the measurement of
dietary exposure. In addition, we performed a sensitivity ana-
lysis limited to participants aged 75 years and older at partici-
pation in the health study. In the Norwegian Counties Study, the
age of participants was too low and the follow-up time for the
majority of participants too long to obtain meaningful results
from such analyses.

Ethical approvals

The study and the data linkages have been approved by the
Norwegian Data Protection Authority, the Regional Committee
for Medical and Health Research Ethics, the Directorate of
Health, Statistics Norway and the Norwegian Institute of Public
Health.

Results

Baseline characteristics, milk consumption and incident
hip fractures

Of the 35 165 eligible participants in the Norwegian Counties
Study, the study population for analysis constituted 35 114
individuals (99·9% of participants) with valid height, weight and
smoking data (51% women). Median age at screening was 50
years (interquartile range (IQR) 46–53 years) and mean BMI
was 25·7 kg/m2. In all, 36% were daily smokers and 18% were
sedentary during leisure time. Mean number of glasses of milk
consumed per d was 2·6 (SD 1·5) corresponding to 390 g milk/d
in men and 1·7 (SD 1·1) corresponding to 255 g milk/d in
women. In both sexes, those reporting the highest milk con-
sumption had the highest energy intake, a lower proportion
were married, a lower proportion had completed secondary
education and a higher proportion were smokers (Table 1).
Among men, there was a slightly higher proportion of sedentary
among those consuming 0 or <1 glass of milk/d, whereas
among women, the high consumers of milk were equally
sedentary as the low consumers. In men, 603 incident hip
fractures occurred during 291 335 person-years of follow-up,
while in women 1262 incident hip fractures occurred during
321 683 person-years of follow-up. Median age at hip fracture
was 72 (IQR 67–77) years.

Of the 23 415 eligible participants in the Five Counties Study,
the study population for analysis constituted 23 298 individuals
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(99·5% of participants) with valid height, weight and smoking
data (54% women). Median age at screening was 62 (IQR 60–
75) years and mean BMI was 27·0 kg/m2. In all, 26% were daily
smokers and 16% were sedentary during leisure time. Mean
number of glasses of milk consumed per d was 1·5 (SD 1·2)
corresponding to 225 g milk/d in men and 1·2 (SD 1·1) corre-
sponding to 180 g milk/d in women. In both sexes, those
reporting the highest milk consumption had a higher

prevalence of daily smokers, a lower proportion were married
and a lower proportion had completed secondary education.
Among women, those with the highest milk consumption were
also older and more sedentary (Table 2). In men 473 incident
hip fractures occurred during 114 876 person-years of
follow-up; while in women 993 incident hip fractures occurred
during 138 120 person-years of follow-up. Median age at hip
fracture was 81 (IQR 76–85) years.

Table 1. Baseline characteristics across glasses of milk* consumed per d in the study population from the third wave of the Norwegian Counties Study
1985–1988†
(Mean values, standard deviations and percentages)

Glasses of milk per d

0 or <1 1 2 3 4+

Men (n 17 175)
Percentage of sample 4·3 23·0 24·4 21·2 27·1
Age at participation (years)
Mean 50·1 50·2 50·3 50·0 49·6
SD 4·9 4·7 4·9 4·8 4·8

BMI (kg/m2)
Mean 25·8 25·8 25·7 25·8 26·0
SD 3·5 3·2 3·1 3·2 3·2

Height (cm)
Mean 175·6 175·7 175·7 175·9 176·1
SD 6·8 6·5 6·4 6·5 6·7

No. self-reported diseases‡
Mean 0·2 0·2 0·2 0·2 0·1
SD 0·5 0·5 0·5 0·5 0·4

Estimated energy intake (MJ)
Mean 6·8 6·9 7·3 7·9 8·9
SD 2·3 2·1 2·0 2·1 2·3

Regular use of any vitamin supplement (%) 20 22 25 24 22
Regular use of cod liver oil (%) 9 12 16 16 16
Daily smokers (%) 41 37 38 40 43
Sedentary during leisure time (%) 22 17 16 17 17
Married (%) 85 84 82 82 79
Higher education (%)§ 33 35 34 32 29
From Finnmark county (%) 20 20 21 24 24

Women (n 17 939)
Percentage of sample 7·9 41·0 29·8 14·1 7·2
Age at participation (years)
Mean 49·3 49·8 50·4 50·2 50·3
SD 4·7 4·7 4·8 5·0 5·2

BMI (kg/m2)
Mean 25·2 25·4 25·6 25·5 25·3
SD 4·5 4·2 4·3 4·5 4·5

Height (cm)
Mean 163·4 163·2 163·1 163·0 162·9
SD 5·9 5·8 6·0 6·4 6·2

No. self-reported diseases‡
Mean 0·2 0·1 0·2 0·1 0·1
SD 0·4 0·4 0·5 0·4 0·4

Estimated energy intake (MJ)
Mean 4·6 4·9 5·4 5·9 6·7
SD 1·5 1·4 1·4 1·5 1·8

Regular use of any vitamin supplement (%) 36 41 45 47 46
Regular use of cod liver oil (%) 6 11 15 18 18
Daily smokers (%) 33 30 32 37 45
Sedentary during leisure time (%) 21 18 17 17 22
Married (%) 85 85 83 81 78
Higher education (%)§ 17 17 16 16 14
From Finnmark county (%) 16 19 22 27 32

* Type of milk was not specified in the question.
† All P values <0·05 except height in women (P=0·11). Continuous variables were compared using ANOVA and categorical variables were compared using χ2 test.
‡ The options include myocardial infarction, angina, stroke, diabetes and treated hypertension.
§ Completed secondary education (baccalaureate) or higher v. first year of high school or lower, according to the data from the Norwegian Population and Housing Census 1990

(Statistics Norway).
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Milk consumption and hip fracture: the Norwegian
Counties Study

In the Norwegian Counties Study, the overall HR for hip frac-
ture per daily glass of milk (type not specified) in the fully
adjusted model (model 3) was 0·99 (95% CI 0·96, 1·04), and it
was not statistically significant in either sex: HR 0·97 (95% CI
0·92, 1·03) in men and HR 1·02 (95% CI 0·96, 1·07) in women

(Table 3). Fully adjusted Cox regression with splines of milk
consumption was not significant in men (P= 0·55 for linear and
P= 0·27 for non-linear association) nor in women (P= 0·36 for
linear and P= 0·55 for non-linear association). Compared
with those drinking 1 glass of milk/d, HR increased non-
significantly in those drinking 0 or <1 glass/d in both sexes, HR
1·33 (95% CI 0·91, 1·93) in men and HR 1·14 (95% CI 0·92,

Table 2. Baseline characteristics across glasses of milk* consumed per d in the study population from the Five Counties Study 2000–2002†
(Mean values; standard deviations and percentages)

Glasses of milk per d

<1 1–<2 2–<3 3–<4 4+

Men (n 10 802)
Percentage of sample 30·7 31·6 24·6 7·8 5·4
Age at participation (years)
Mean 65 67 66 66 65
SD 7 8 8 8 7

BMI (kg/m2)
Mean 27·1 26·9 27·2 27·5 27·6
SD 3·8 3·6 3·7 3·6 3·9

Height (cm)
Mean 174·8 175·0 174·9 175·0 175·1
SD 6·6 6·7 6·5 6·8 6·6

No. self-reported diseases‡
Mean 0·7 0·6 0·6 0·6 0·6
SD 0·9 0·9 0·9 0·9 0·9

Poor or not very good self-rated health (%) 36 33 35 35 40
Daily use of any vitamin or mineral supplement (%) 26 27 25 24 23
Daily use of cod liver oil (%) 39 44 42 45 33
Use of acid suppressing drugs (%)§ 4·3 3·8 3·8 3·2 3·1
Daily smoker (%) 27 24 29 23 31
Sedentary during leisure time (%) 16 14 14 12 17
Married (%) 73 75 72 73 64
Higher education (%)|| 39 42 35 37 29
From Finnmark county (%) 28 20 22 20 22

Women (n 12 457)
Percentage of sample 37·0 36·7 18·4 5·5 2·4
Age at participation (years)
Mean 65 67 67 67 68
SD 7 8 8 8 8

BMI (kg/m2)
Mean 27·0 26·8 26·9 27·4 26·9
SD 4·8 4·7 4·7 4·8 4·8

Height (cm)
Mean 161·9 161·7 161·4 162·0 161·1
SD 6·3 6·4 6·4 6·1 6·5

No. self-reported diseases‡
Mean 0·5 0·5 0·5 0·4 0·5
SD 0·8 0·8 0·8 0·7 0·8

Poor or not very good self-rated health (%) 45 42 42 43 46
Daily use of any vitamin or mineral supplement (%) 45 48 45 49 45
Daily use of cod liver oil (%) 47 53 52 56 54
Use of acid suppressing drugs (%)§ 4·7 4·2 3·4 4·3 5·4
Daily smoker (%) 28 22 24 23 30
Sedentary during leisure time (%) 19 17 20 18 24
Married (%) 59 56 56 55 48
Higher education (%)|| 23 25 21 23 19
From Finnmark county (%) 25 19 18 17 21

* The milk questions included sweet and soured milk, kefir and yogurt. Frequencies were summed from three questions according to the following frequency definitions: seldom/
never= 0; 1–6 glass/week=0·5; 1 glass/d=1; 2–3 glass/d=2·5 and 4 or more glass/d=4.

† All P values <0·05 except height in men (P=0·71), BMI in women (P= 0·08), self-reported chronic diseases in women (P=0·13), self-rated health in women (P=0·14), vitamin/
mineral supplements (P= 0·22 in men, P=0·07 in women) and acid suppressing drugs (P=0·51 in men, P= 0·11 in women). Continuous variables were compared using ANOVA
and categorical variables were compared using χ2 test.

‡ The options include myocardial infarction, angina, stroke, diabetes and treated hypertension.
§ Self-reported use of histamine-2 receptor antagonists and proton pump inhibitors.
|| Completed secondary education (baccalaureate) or higher v. first year of high school or lower, according to data from the Norwegian Population and Housing Census 2001

(Statistics Norway).
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1·42) in women (Table 3). In men drinking 4 or more glasses/d
there was no tendency, while in women there was a suggested
increased risk among the high milk consumers which was
attenuated after adjustment for confounders; HR 1·15 (95% CI
0·92, 1·43) (Table 3).

Milk consumption and hip fracture: the Five Counties Study

In the Five Counties Study, overall HR for hip fractures per daily
glass of milk (including sweet and soured milk, kefir and
yogurt) in the fully adjusted model (model 3) was 1·02 (95% CI
0·97, 1·06) and it was not statistically significant in either sex: HR
0·99 (95% CI 0·92, 1·07) in men, and HR 1·02 (95% CI 0·97,
1·08) in women (Table 4). Fully adjusted Cox regression with
splines of milk consumption was not significant in men
(P= 0·65 for linear and P= 0·70 for non-linear association) nor
in women (P= 0·30 for linear and P= 0·66 for non-linear asso-
ciation). For categories of milk intake with 1 glass/d as the
reference category, there was no association except a non-
significant 23% risk increase in women who reported 4 glasses
or more/d (Table 4).

Statistical interaction and subgroup analysis

The interaction term for milk and sex approached statistical
significance in the Norwegian Counties Study (P= 0·08),

while there was no interaction with sex in the Five Counties
Study (P= 0·49). There was no statistical interaction between
milk and county in men or women in either cohort. Con-
cerning BMI, it showed no interaction with milk consumption
in men in either cohort (P= 0·80 and P= 0·49, respectively).
In women, there was a marginally significant interaction
between milk and BMI among women in the Five Counties
Study (P= 0·052), and stratified analyses within three cate-
gories of BMI suggested an elevated risk of hip fracture per
daily glass of milk for those with BMI <24 kg/m2 (HR 1·09,
95 % CI 0·99, 1·19) but not for those with BMI ≥27 kg/m2 (HR
0·95, 95 % CI 0·86, 1·05) (online Supplementary Table S1). In
subgroup analyses with 1 glass/d as the reference category,
women in the Norwegian Counties Study with BMI <24 kg/m2

who reported a consumption of 4 or more glasses of milk/d
had a statistically significant HR of 1·38 (95% CI 1·02, 1·88) for
hip fracture. In the Five Counties Study, the increased HR in
the low-BMI high milk consuming women was not statistically
significant (HR 1·60, 95% CI 0·94, 2·73 in the fully adjusted
model). The subgroup of women with BMI <24 kg/m2 who
reported a milk intake of 4 glasses or more/d constituted 3·2%
of women in the Norwegian Counties Study and 0·7% of
women in the Five Counties Study. This group was also
characterised by a higher smoking prevalence, a higher pro-
portion being sedentary during leisure time and poorer self-
rated health.

Table 3. Hip fracture according to glasses of milk* consumed per d in the study population from the Norwegian Counties Study 1985–1988
(Hazard ratios (HR) and 95% confidence intervals)

Model 1† Model 2‡ Model 3§

n n hip fractures Person-years of follow-up HR 95% CI P HR 95% CI P HR 95% CI P

All
0 or <1 2155 137 37 872 1·21 1·01, 1·46 0·040 1·19 0·99, 1·44 0·06 1·19 0·99, 1·43 0·07
1 (Ref.) 11 308 627 200 668 1·00 Ref. – 1·00 Ref. – 1·00 Ref. –

2 9 529 545 166 487 1·06 0·95, 1·19 0·31 1·07 0·95, 1·20 0·28 1·04 0·93, 1·17 0·46
3 6175 297 106 366 1·05 0·91, 1·21 0·50 1·03 0·90, 1·19 0·66 1·01 0·87, 1·17 0·89
4+ 5947 259 101 624 1·14 0·98, 1·33 0·09 1·10 0·94, 1·28 0·22 1·07 0·91, 1·26 0·40
Per glass|| 35114 1865 613018 1·01 0·97, 1·05 0·59 1·00 0·97, 1·04 0·90 0·99 0·96, 1·04 0·78

Men
0 or <1 745 34 12 504 1·36 0·93, 1·98 0·11 1·35 0·93, 1·97 0·11 1·33 0·91, 1·93 0·14
1 (Ref.) 3953 140 67 384 1·00 Ref. – 1·00 Ref. – 1·00 Ref. –

2 4184 165 70 869 1·13 0·90, 1·41 0·30 1·13 0·90, 1·41 0·30 1·12 0·89, 1·40 0·34
3 3645 113 61 578 0·93 0·73, 1·20 0·60 0·93 0·73, 1·19 0·57 0·94 0·73, 1·20 0·61
4+ 4648 151 79 000 1·04 0·82, 1·31 0·77 1·02 0·80, 1·28 0·90 1·03 0·81, 1·32 0·80
Per glass|| 17175 603 291335 0·97 0·92, 1·03 0·35 0·97 0·92, 1·03 0·27 0·97 0·92, 1·03 0·39

Women
0 or <1 1410 103 25 368 1·17 0·95, 1·45 0·14 1·15 0·93, 1·42 0·20 1·14 0·92, 1·42 0·22
1 (Ref.) 7355 487 133 284 1·00 Ref. – 1·00 Ref. – 1·00 Ref. –

2 5345 380 95 618 1·03 0·90, 1·18 0·69 1·04 0·91, 1·19 0·60 1·01 0·88, 1·16 0·88
3 2530 184 44 788 1·12 0·94, 1·33 0·19 1·10 0·92, 1·30 0·29 1·05 0·88, 1·26 0·56
4+ 1299 108 22 624 1·30 1·06, 1·61 0·014 1·22 0·99, 1·50 0·07 1·15 0·92, 1·43 0·21
Per glass|| 17939 1262 321683 1·04 0·99, 1·10 0·09 1·03 0·98, 1·08 0·23 1·02 0·96, 1·07 0·58

Ref., reference.
* Type of milk was not specified in the question.
† Adjusted for sex and county.
‡ Adjusted for sex, county, BMI (continuous) and smoking (five categories).
§ Adjusted for sex, county, BMI (continuous), smoking (five categories), body height (continuous), number of self-reported chronic diseases among the options: myocardial

infarction, angina, stroke, diabetes, treated hypertension (continuous), regular use of vitamin supplement (yes/no), regular use of cod liver oil supplement (yes/no), physical
inactivity (inactive, active, missing), marital status (married, single, missing), energy intake (increasing quartiles and one missing category), attained educational level in 1990 (five
increasing categories and one missing category).

|| Discrete numeric variable 0–6 glasses/d entered as a continuous exposure variable.
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Sensitivity analyses

Cox regression confined to participants aged 75 years and older
at baseline in the Five Counties Study yielded similar results as
in the full cohort. In separate analyses according to length of
follow-up in the Five Counties Study, an increased risk of hip
fracture in high milk consuming women was observed only in
the shorter term (<6 years). While there was not a significant
linear trend, women reporting 4 or more glasses of milk/d (299
women, sixteen hip fractures) had HR 1·78 (95% CI 1·05, 3·01)
for hip fracture compared with the reference category (4577
women, 124 hip fractures) in the fully adjusted model. There
was no association with regard to follow-up >6 years, neither a
linear trend nor in categories of milk consumption. In men,
separate Cox regression according to follow-up time did not
yield any substantially different results.

Discussion

In this prospective study using two different cohorts linked with
incident hip fractures from patient administrative systems over a
20-year period, we found no clear association between milk
consumption and risk of hip fracture.
A previous follow-up to the first wave of the Norwegian

Counties Study with 210 incident hip fractures (154 in women
and fifty-six in men) identified in medical records during

average follow-up 13·8 years found a reduced risk of hip frac-
ture in men with higher milk consumption and no association in
women(27). In men, multivariable adjusted relative risk (RR) of
hip fracture was 0·46 (95% CI 0·22, 0·98) in those drinking 4
glasses of milk/d or more (eleven hip fractures) compared with
those drinking 1 glass/d or less. The corresponding RR in
women was 0·83 (95% CI 0·44, 1·56), also with eleven hip
fractures in the highest milk consumption category. There was
no linear trend through increasing milk consumption. Although
we do not have a clear explanation for the discrepant findings
of that study and the current results, it should be noted that the
previous analysis was performed in the cohort participating in
the first wave during the late 1970s, with short follow-up, few
fractures and a younger study population (mean age at hip
fracture 57 years in women and 55 years in men).

Findings from other countries have been conflicting. In 2011,
a meta-analysis(12) summed up the results of cohort studies
investigating the association between milk intake and hip
fracture. Based on six studies with 195 102 women and 3574
incident hip fractures, pooled RR per glass of milk per d in
women was 0·99 (95% CI 0·96, 1·02), with low heterogeneity.
In men, based on three studies with 75 149 men and 195 hip
fractures, pooled RR per daily glass of milk was 0·91 (95% CI
0·81, 1·01). The authors concluded that there was no overall
association between milk intake and risk of hip fracture in
women, but that more data were needed for men.

Table 4. Hip fracture according to glasses of milk* consumed per d in the study population from the Five Counties Study 2000–2002
(Hazard ratios (HR) and 95% confidence intervals)

Model 1† Model 2‡ Model 3§

n n hip fractures Person-years of follow-up HR 95% CI P HR 95% CI P HR 95% CI P

All
<1 7924 432 87 385 1·00 0·88, 1·13 0·95 0·97 0·86, 1·10 0·68 0·94 0·83, 1·06 0·32
1–<2 (Ref.) 7986 564 86 803 1·00 Ref. – 1·00 Ref. – 1·00 Ref. –

2–<3 4949 309 52 965 0·97 0·85, 1·12 0·70 0·98 0·85, 1·13 0·81 0·96 0·84, 1·11 0·61
3–<4 1521 105 16 569 1·00 0·81, 1·23 0·98 1·02 0·83, 1·26 0·87 1·02 0·83, 1·26 0·85
4+ 879 56 9272 1·10 0·83, 1·45 0·50 1·12 0·85, 1·47 0·43 1·06 0·80, 1·39 0·70
Per glass|| 23 259 1466 252996 1·00 0·96, 1·05 0·95 1·01 0·97, 1·06 0·57 1·02 0·97, 1·06 0·51

Men
<1 3311 127 35 491 0·95 0·76, 1·20 0·67 0·93 0·74, 1·18 0·56 0·88 0·70, 1·12 0·30
1–<2 (Ref.) 3409 173 36 005 1·00 Ref. – 1·00 Ref. – 1·00 Ref. –

2–<3 2660 110 28 181 0·90 0·71, 1·14 0·38 0·89 0·70, 1·14 0·36 0·85 0·67, 1·08 0·19
3–<4 842 41 9103 0·96 0·68, 1·35 0·81 0·99 0·71, 1·40 0·97 0·98 0·69, 1·38 0·90
4+ 580 22 6093 0·89 0·57, 1·38 0·59 0·93 0·60, 1·45 0·75 0·81 0·52, 1·26 0·35
Per glass|| 10 802 473 114876 0·99 0·91, 1·06 0·71 1·00 0·93, 1·08 1·00 0·99 0·92, 1·07 0·80

Women
<1 4613 305 51 893 1·02 0·87, 1·18 0·84 0·99 0·85, 1·15 0·91 0·96 0·83, 1·12 0·62
1–<2 (Ref.) 4577 391 50 797 1·00 Ref. – 1·00 Ref. – 1·00 Ref. –

2–<3 2289 199 24 784 1·01 0·85, 1·20 0·93 1·02 0·86, 1·21 0·83 1·01 0·85, 1·20 0·87
3–<4 679 64 7466 1·01 0·77, 1·31 0·96 1·02 0·78, 1·33 0·87 1·03 0·79, 1·35 0·82
4+ 299 34 3178 1·24 0·87, 1·76 0·23 1·24 0·87, 1·77 0·23 1·23 0·86, 1·75 0·25
Per glass|| 12 457 993 138120 1·01 0·95, 1·07 0·81 1·02 0·96, 1·08 0·54 1·02 0·97, 1·08 0·39

Ref., reference.
* The milk questions included sweet and soured milk, kefir and yogurt. Frequencies were summed from three questions according to the following frequency definitions: seldom/

never= 0; 1–6 glass/week=0·5; 1 glass/d=1; 2–3 glass/d=2·5; 4 or more glass/d=4.
† Adjusted for sex and county.
‡ Adjusted for sex, county, BMI (continuous) and smoking (five categories).
§ Adjusted for sex, county, BMI (continuous), smoking (five categories), body height (continuous), number of self-reported diseases among the options: myocardial infarction,

angina, stroke, diabetes, treated hypertension (continuous), daily use of any vitamin or mineral supplement (yes/no), daily use of cod liver oil supplement (yes/no), use of acid
suppressing drugs (yes/no), marital status (married/single/missing), self-rated health (poor/not very good/good/very good/missing), physical inactivity (active/inactive/missing),
attained educational level in 2001 (five increasing categories and one missing category).

|| 0–12 glasses/d entered as a continuous exposure variable.
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However, interestingly, a different conclusion was arrived at
in analyses from the Swedish Mammography Cohort (SMC),
with n 61 433 women followed for an average of 20 years
resulting in 4259 hip fractures, and the Cohort of Swedish Men
with n 45 339 men followed for an average of 11 years, resulting
in 1166 hip fractures(14). While no association was found
between milk consumption and risk of hip fracture in men, a
higher milk consumption was associated with increased risk of
hip fracture in women, with HR 1·09 (95% CI 1·05, 1·13) per
glass of milk per d. HR for three or more glasses per d v. one
glass or less was 1·60 (95% CI 1·39, 1·84), while there was an
increased risk even at 1–2 glasses/d with HR 1·19 (95% CI 1·11,
1·28). The volume of a glass was defined as 200 g milk. These
findings pertained to sweet milk, while a higher intake of
soured milk and yogurt showed the opposite pattern and was
associated with 8% reduced risk per 200 g higher consumption
per d. In an updated analysis in the SMC, these risk patterns
persisted after stratification for fruit and vegetable intake(28).
Moreover, the associations did not differ across two BMI strata
(divided at 25 kg/m2), however, BMI was based on self-
reported height and weight(28). The SMC is comparable to the
cohort of women participating in the Norwegian Counties Study
with regard to the time of baseline data collection (1987–1990),
age distribution and magnitude of milk consumption (mean
240 g/d), and also in Sweden the smoking prevalence was
higher among the women with the highest milk consumption.
In addition, there was more comorbidity in the highest milk
consumption category in the SMC(14). Results from the two
Swedish cohorts were included in a meta-analysis published in
2018 that covered data from ten cohorts. The meta-analysis
found no association between milk intake and risk of hip
fracture in sexes combined(13). There was high heterogeneity
between studies, which is a general shortcoming when per-
forming meta-analyses of cohort studies in nutritional research.
Results from an updated follow-up to the Nurses’ Health

Study and the Health Professionals’ Follow-up Study in US
women and men were published in 2017(15) and were not
included in the above-mentioned meta-analysis. The data
included 2138 hip fractures in 80 600 women and 694 hip
fractures in 43 300 men during an average follow-up of 20·8 and
17·5 years, respectively. RR 0·92 (95% CI 0·87, 0·97) per daily
glass of milk consumed was found in sexes combined. The hip
fracture outcome was based on self-report. There was interac-
tion between milk drinking and BMI (based on self-reported
weight and height), and the reduced risk was most evident at
BMI 30 kg/m2 or higher in both men and women.
The possible causes of the conflicting findings between dif-

ferent cohorts are not understood but have been intensely
debated(29). Studies have predominantly been performed in
Caucasian populations living in Europe and the USA. Milk
drinking may represent different exposures across populations
due to, for example, differences in fortification practices. Unlike
the Scandinavian countries, the US has a long history of
vitamin D fortification of milk(30). Different findings may also
result from methodologic challenges. Participants’ age, proxi-
mity in time between measurement of exposure and outcome,
exposure range for milk consumption, mode of fracture iden-
tification (registry linkage v. self-report), data collection method

for height and weight (measured v. self-reported) and the
available confounders differ between studies.

In the present study, subgroup analyses in women with low
BMI at baseline (<24 kg/m2) showed that HR for hip fracture in
those drinking 4 or more glasses/d were increased compared
with the reference category reporting 1 glass/d in both cohorts,
while there was no trend through increasing milk consumption.
The associations were attenuated, but not eliminated, by
adjustment for confounders. The low-BMI high milk consumers
constituted a low proportion of the population; 3·2 and 0·7% of
women in the two respective cohorts. They were to a higher
degree characterised by behaviour related to increased fracture
risk, including high prevalence of cigarette smoking, physical
inactivity and poor self-rated health. We cannot rule out that our
results are influenced by residual confounding introducing a
spurious positive association between milk consumption and
hip fracture, and that a high milk intake may be an indicator of
poor health in this subgroup of women rather than representing
a causal risk factor for hip fracture. For example, it could be
speculated that the increased risk associated with a high milk
intake in the low-weight women could be related to illness
associated with gastrointestinal complaints. Attempts were
made to capture the potential influence of such illness by
including information on use of acid-suppressing drugs, but this
did not affect our associations.

Also, sensitivity analyses in the Five Counties Study popula-
tion suggested that an increased risk in high milk consuming
women was confined to shorter-term follow-up. This may
suggest that self-reported milk consumption represents a more
valid estimate of exposure the closer to event it is measured.
However, it may also reflect that an effect is more detectable in
the older and frailer segment of the population and that the
characteristics of the population at risk changes during
follow-up due to selection. The sub-cohort who were still alive
and had not fractured within 6 years after baseline examination
had slightly lower average age, higher average BMI, better self-
rated health and lower smoking prevalence at participation
when compared with the full cohort.

Range of exposure and portion sizes

Exposure classification was based on questionnaire data indi-
cating number of glasses of milk usually consumed. The volume
of a glass was not specified in the milk question in either study.
Although standard portion sizes have changed over time(31), a
common standard portion of a glass of milk at the time of the
data collections was 150 ml (150 g milk)(20). The highest cate-
gory of 4 or more glasses/d is thus comparable to the highest
consumption category in the analysis of the Swedish cohorts(14),
corresponding to 600 ml or more/d. In the SMC, mean daily
milk consumption at baseline in 1987–1990 was 240 g/d, which
is similar to the mean daily milk consumption of women in the
Norwegian Counties Study 1985–1988 (estimated to 255 g/d). In
the US cohorts, the average intake in 1986 was slightly lower
than that in the Norwegian Counties Study, with mean milk
consumption reported to be 6·3 servings a 240ml/week, cor-
responding to an average of 216ml/d(15).
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Strengths and limitations

The population-based design is a strength of the present study.
Attendance rates were high in the third wave of the Norwegian
Counties Study: 78, 86 and 87% in the different counties.
Attendance rates in the more recent health studies in five
counties were somewhat lower and varied from 50% in women
aged 75–76 years in Oslo to 75% in women aged 60 years in
Troms and Oppland. Questionnaires were standardised and
data were harmonised across studies. Of particular interest, the
height and weight measurements were standardised and per-
formed in the same way across all health studies included in
both cohorts. Another important strength is the objective out-
come measure obtained from patient administrative databases
in all hospitals in Norway that have been carefully quality
assured(21,22).
A limitation of both cohorts is the small variation in reported

daily milk intake. The participants were homogenous with
regard to milk: the large majority reported around 1 glass/d in
women, while the proportion who reported to drink 4 or more
glasses of milk/d was very low. As milk consumption in Norway
as well as other countries has decreased steadily over time,
more recent assessments of effects of variations in milk intake
on health outcomes will be hampered by a narrow exposure
range, making it more difficult to detect potential associations.
Also, we were not able to separate fracture risk in individuals
who never drank milk from individuals who drank milk infre-
quently, since the lowest response category in the two ques-
tionnaires was defined as ‘Do not drink milk or less than 1 glass
per day’ and ‘Seldom/never’.
Another limitation in both cohorts was that sweet and soured

milk could not be studied separately, as the wording of the
questionnaire combined these types of milk (in addition to
yogurt in the Five Counties Study) into the same questions. In
the SMC, a higher intake of sweet milk entailed increased risk of
hip fracture, while a higher intake of soured milk and yogurt
showed the opposite pattern with fracture risk(14,28). We could
not disentangle an effect of soured milk in our data. However,
sweet milk is the predominant type of milk consumed in Nor-
way. At the time of the data collection (1985–1988 and 2000–
2002), soured milk constituted only 6–7% of milk consumption
in Norway (unpublished data, Norwegian Dairy Council).
In the Norwegian Counties Study, limitations also included a

relatively young population at baseline, with a long average
time period from baseline measurements to occurrence of hip
fractures. Most hip fractures occurred towards the end of the
follow-up period, with median age of 72 years at hip fracture.
Dietary habits and other lifestyle factors and behaviour may
have changed during the long follow-up period and thus con-
tributed to dilute associations. Another limitation is that follow-
up with regard to hip fracture did not commence until 1 January
1994, which was the first year all hospitals nationwide used
electronic patient administrative systems. Any hip fractures
occurring in the period from screening until the start of follow-
up (median 7, maximum 9 years) have not been captured, and
these participants will have been misclassified unless they suf-
fered a second hip fracture during the subsequent years.
However, we expect few hip fractures to have occurred in this

period due to the low average age (median 50 years at parti-
cipation), and we do not believe that this has influenced the
results. Regardless of limitations, the results are supported by
the similar results in the Five Counties Study, performed more
recently and with an older age distribution (median age 62
years at participation and 81 years at hip fracture).

In the Five Counties Study, a limitation is the lack of data
about energy intake since the questionnaires included only a
few selected dietary questions. The semi-quantitative FFQ in the
Norwegian Counties Study did not cover the entire diet, but
yielded meaningful results concerning a positive association
between milk consumption and calculated energy intake.
Adjustment for energy intake in multivariable Cox regression
had a small but not unimportant influence on the estimates for
the milk–hip fracture association: In women, the HR changed
from 1·20 (95% CI 0·97, 1·48) to 1·15 (95% CI 0·92, 1·43) for
4+v. 1 glass/d when including adjustment for energy intake.

Conclusions and implications

Results from our two cohorts of large population-based
regional health studies in Norway did not support a clear
protective nor risk-increasing association between milk con-
sumption in adult life and later hip fractures. Milk and dairy
products represent an important source of energy, protein, Ca
and a number of other important nutrients, and based on
current knowledge it should not be discouraged to the at-risk
population.

Acknowledgements

Data from the Norwegian Patient Register has been used in this
publication. The interpretation and reporting of these data are
the sole responsibility of the authors, and no endorsement by
the Norwegian Directorate of Health is intended nor should be
inferred. Staff in the Norwegian Institute of Public Health (pre-
viously the National Health Screening Service) and Statistics
Norway are acknowledged for data collection and linkage to
hip fracture data. The authors thank Jon Marius Grasto Wick-
mann at the Norwegian Institute of Public Health for his valu-
able contribution in data management and quality assurance.

This work was financed by the Norwegian Institute of Public
Health.

K. H. reviewed the literature, performed the data analyses
and drafted the manuscript. K. H., H. E. M., T. K. O. and A.-J. S.
contributed in the acquisition and quality assurance of hip
fracture data. I. L. performed the calculations of energy and
nutrient intakes in the Norwegian Counties Study and provided
statistical advice. H. E. M., I. L., D. F., T. K. O. and A.-J. S.
critically revised the manuscript for intellectual content. All co-
authors approved the final version of the manuscript and take
responsibility for its integrity.

The authors declare that there are no conflicts of interest.

Supplementary material

For supplementary material/s referred to in this article, please
visit https://doi.org/10.1017/S0007114518003823

Milk drinking and risk of hip fracture 717

D
ow

nloaded from
 https://w

w
w

.cam
bridge.org/core . U

niversitetsbiblioteket i O
slo  (U

iO
) , on 31 M

ay 2019 at 08:55:47 , subject to the Cam
bridge Core term

s of use, available at https://w
w

w
.cam

bridge.org/core/term
s . https://doi.org/10.1017/S0007114518003823

https://doi.org/10.1017/S0007114518003823
https://www.cambridge.org/core
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S0007114518003823


References

1. Cauley JA, Chalhoub D, Kassem AM, et al. (2014) Geographic
and ethnic disparities in osteoporotic fractures. Nat Rev
Endocrinol 10, 338–351.

2. Swallow DM (2003) Genetics of lactase persistence and lac-
tose intolerance. Annu Rev Genet 37, 197–219.

3. Food and Agriculture Organization of the United Nations
(FAO) (2013) Milk and dairy products as part of the diet. In
Milk and Dairy Products in Human Nutrition, pp. 103–206
[E Muehlhoff, A Bennett and DMcMahon, editors]. Rome: FAO.

4. Gaucheron F (2011) Milk and dairy products: a unique
micronutrient combination. J Am Coll Nutr 30, 400s–409s.

5. Food and Agriculture Organization of the United Nations
(FAO) (2016) Food-based dietary guidelines. http://www.fao.
org/nutrition/education/food-dietary-guidelines/home/en/
(accessed July 2018).

6. Weaver CM (2014) How sound is the science behind the
dietary recommendations for dairy? Am J Clin Nutr 99,
1217s–1222s.

7. International Osteoporosis Foundation (2015) Fact sheet: milk
and dairy products are good for bone health. https://www.
iofbonehealth.org/data-publications/fact-sheets/milk-and-dairy-
products-are-good-bone-health (accessed July 2018).

8. Xu L, McElduff P, D’Este C, et al. (2004) Does dietary calcium
have a protective effect on bone fractures in women? A meta-
analysis of observational studies. Br J Nutr 91, 625–634.

9. Meyer HE (2004) Calcium and osteoporotic fractures. Br J Nutr
91, 505–506.

10. Bolland MJ, Leung W, Tai V, et al. (2015) Calcium intake and
risk of fracture: systematic review. BMJ 351, h4580.

11. Bischoff-Ferrari HA, Dawson-Hughes B, Baron JA, et al.
(2007) Calcium intake and hip fracture risk in men and
women: a meta-analysis of prospective cohort studies and
randomized controlled trials. Am J Clin Nutr 86, 1780–1790.

12. Bischoff-Ferrari HA, Dawson-Hughes B, Baron JA, et al.
(2011) Milk intake and risk of hip fracture in men and women:
a meta-analysis of prospective cohort studies. J Bone Miner
Res 26, 833–839.

13. Bian S, Hu J, Zhang K, et al. (2018) Dairy product consump-
tion and risk of hip fracture: a systematic review and meta-
analysis. BMC Public Health 18, 165.

14. Michaëlsson K, Wolk A, Langenskiöld S, et al. (2014) Milk
intake and risk of mortality and fractures in women and men:
cohort studies. BMJ 349, g6015.

15. Feskanich D, Meyer HE, Fung TT, et al. (2018) Milk and other
dairy foods and risk of hip fracture in men and women.
Osteoporosis Int 29, 385–396.

16. Fardellone P, Sejourne A, Blain H, et al. (2017) Osteoporosis:
is milk a kindness or a curse? Joint Bone Spine 84, 275–281.

17. Bjartveit K, Foss OP, Gjervig T, et al. (1979) The cardiovas-
cular disease study in Norwegian counties. Background and
organization. Acta Med Scand Suppl 634, 1–70.

18. Forsén L, Bjørnelv GMW, Bentzen H, et al. (2012) Functional
ability, physical activity and self-rated health in old age.
A cross-sectional population-based study in Norway. Open
Public Health J 5, 40–51.

19. Løken EB & Solvoll K (1997) Can dietary data from the
cardiovascular screenings in Finnmark, Sogn og Fjordane and
Oppland be used to analyse risk for other diseases than
cardiovascular disease? Nor J Epidemiol 7, 191–200.

20. Blaker B & Aarsland M (1995) Measure and Weight for Foods,
2nd ed. Oslo: National Society for Diet and Health.

21. Omsland TK, Holvik K, Meyer HE, et al. (2012) Hip fractures in
Norway 1999–2008: time trends in total incidence and second hip
fracture rates: a NOREPOS study. Eur J Epidemiol 27, 807–814.

22. Søgaard AJ, Holvik K, Meyer HE, et al. (2016) Continued
decline in hip fracture incidence in Norway: a
NOREPOS study. Osteoporos Int 27, 2217–2222.

23. R Core Team (2017) R for Windows version 3.4.3. The
R Project for Statistical Computing. http://www.R-project.org
(accessed January 2019).

24. Korn EL, Graubard BI & Midthune D (1997) Time-to-event
analysis of longitudinal follow-up of a survey: choice of the
time-scale. Am J Epidemiol 145, 72–80.

25. Thiebaut AC & Benichou J (2004) Choice of time-scale in
Cox’s model analysis of epidemiologic cohort data: a
simulation study. Stat Med 23, 3803–3820.

26. Grambsch PM & Therneau TM (1994) Proportional hazards
tests and diagnostics based on weighted residuals. Biometrika
81, 515–526.

27. Meyer HE, Pedersen JI, Løken EB, et al. (1997) Dietary factors
and the incidence of hip fracture in middle-aged Norwegians.
A prospective study. Am J Epidemiol 145, 117–123.

28. Michaëlsson K, Wolk A, Lemming EW, et al. (2018) Intake of milk
or fermented milk combined with fruit and vegetable consump-
tion in relation to hip fracture rates: a cohort study of
Swedish women. J Bone Miner Res 33, 449–457.

29. Byberg L & Michaëlsson K (2018) Comments on Feskanich
et al.: milk and other dairy foods and risk of hip fracture in
men and women. Osteoporos Int 29, 1221–1222.

30. Quick JA & Murphy EW (1982) History of policies in the
United States. In The Fortification of Foods: A Review. USDA
Agriculture Handbook no. 598, pp. 4–5. Washington, DC: US
Department of Agriculture.

31. Norwegian Food Safety Authority, University of Oslo, Nor-
wegian Directorate of Health (2015) Weights, Measures and
Portion Sizes for Foods. Report IS-2286. Oslo: Norwegian
Food Safety Authority, the University of Oslo and the Nor-
wegian Directorate of Health.

718 K. Holvik et al.

D
ow

nloaded from
 https://w

w
w

.cam
bridge.org/core . U

niversitetsbiblioteket i O
slo  (U

iO
) , on 31 M

ay 2019 at 08:55:47 , subject to the Cam
bridge Core term

s of use, available at https://w
w

w
.cam

bridge.org/core/term
s . https://doi.org/10.1017/S0007114518003823

http://www.fao.org/nutrition/education/food-dietary-guidelines/home/en/
http://www.fao.org/nutrition/education/food-dietary-guidelines/home/en/
https://www.iofbonehealth.org/data-publications/fact-sheets/milk-and-dairy-products-are-good-bone-health
https://www.iofbonehealth.org/data-publications/fact-sheets/milk-and-dairy-products-are-good-bone-health
https://www.iofbonehealth.org/data-publications/fact-sheets/milk-and-dairy-products-are-good-bone-health
http://www.R-project.org
https://www.cambridge.org/core
https://www.cambridge.org/core/terms
https://doi.org/10.1017/S0007114518003823

	Milk drinking and risk of hip fracture: the Norwegian Epidemiologic Osteoporosis Studies (NOREPOS)
	Methods
	Study population
	Data collected at screening
	Milk consumption and diet
	Hip fracture outcome
	Demographic variables
	Follow-up
	Statistical analysis
	Ethical approvals

	Results
	Baseline characteristics, milk consumption and incident hip�fractures

	Table 1Baseline characteristics across glasses of milk&#x002A; consumed per d in the study population from the third wave of the Norwegian Counties Study 1985&#x2013;1988&#x2020; (Mean values, standard deviations and percentages)
	Milk consumption and hip fracture: the Norwegian Counties Study

	Table 2Baseline characteristics across glasses of milk&#x002A; consumed per d in the study population from the Five Counties Study 2000&#x2013;�2002&#x2020; (Mean values; standard deviations and percentages)
	Milk consumption and hip fracture: the Five Counties Study
	Statistical interaction and subgroup analysis

	Table 3Hip fracture according to glasses of milk&#x002A; consumed per d in the study population from the Norwegian Counties Study 1985&#x2013;1988 (Hazard ratios (HR) and 95&znbsp;&#x0025; confidence intervals)
	Sensitivity analyses

	Discussion
	Table 4Hip fracture according to glasses of milk&#x002A; consumed per d in the study population from the Five Counties Study 2000&#x2013;2002 (Hazard ratios (HR) and 95&znbsp;&#x0025; confidence intervals)
	Range of exposure and portion sizes
	Strengths and limitations
	Conclusions and implications

	Acknowledgements
	ACKNOWLEDGEMENTS
	Supplementary material
	References


