
Secular Trends in Hip Fractures Worldwide:
Opposing Trends East Versus West
Ghada Ballane,1 Jane A Cauley,2 Marjorie M Luckey,3 and Ghada El‐Hajj Fuleihan1

1Calcium Metabolism and Osteoporosis Program, WHO Collaborating Center for Metabolic Bone Disorders, Division of Endocrinology and
Metabolism, American University of Beirut Medical Center, Beirut, Lebanon

2Department of Epidemiology, Graduate School of Public Health, University of Pittsburgh, Pittsburgh, PA, USA
3Barnabas Health Osteoporosis Center, Livingston, NJ, USA

ABSTRACT
Despite wide variations in hip rates fractures worldwide, reasons for such differences are not clear. Furthermore, secular trends in the
age‐specific hip fracture rates are changing the world map of this devastating disease, with the highest rise projected to occur in
developing countries. The aim of our investigation is to systematically characterize secular trends in hip fractures worldwide, examine
new data for various ethnic groups in the United States, evidence for divergent temporal patterns, and investigate potential
contributing factors for the observed change in their epidemiology. All studies retrieved through a complex Medline Ovid search
between 1966 and 2013 were examined. For each selected study, we calculated the percent annual change in age‐standardized hip
fracture rates de‐novo. Although occurring at different time points, trend breaks in hip fracture incidence occurred in most Western
countries and Oceania. After a steep rise in age‐adjusted rates in these regions, a decrease became evident sometimes between the
mid‐seventies and nineties, depending on the country. Conversely, the data is scarce in Asia and South America, with evidence for a
continuous rise in hip fracture rates, with the exception of Hong‐Kong and Taiwan that seem to followWestern trends. The etiologies
of these secular patterns in both the developed and the developing countries have not been fully elucidated, but the impact of
urbanization is at least one plausible explanation. Data presented here show close parallels between rising rates of urbanization and
hip fractures across disparate geographic locations and cultures. Once the proportion of the urban population stabilized, hip fracture
rates also stabilize or begin to decrease perhaps due to the influence of other factors such as birth cohort effects, changes in bone
mineral density and BMI, osteoporosis medication use and/or lifestyle interventions such as smoking cessation, improvement in
nutritional status and fall prevention. © 2014 American Society for Bone and Mineral Research.
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Introduction

Hip fractures are the most devastating osteoporotic fracture
at both the personal and societal level. Thirty to fifty percent

of hip fracture patients lose functional independence, 20% to
40% die within the first year, and of those who survive, 10% may
ultimately sustain a hip fracture of the contralateral hip.(1–4) With
aging populations and an increase in age‐specific hip fracture
rates in many developing countries,(5) the global human, social,
and economic costs of osteoporosis is rising, most dramatically
in the most populous areas of the world http://documents.
worldbank.org/curated/en/2008/01/13198371/population‐aging‐
economic‐growth. For example, the incidence of hip fracture has
already risen twofold to threefold in most Asian countries during
the past 30 years, and by 2050 more than 50% of all osteoporotic
fractures will occur in Asia.(6,7) Similarly, the number of hip
fractures is projected to double and even quadruple in some
countries in the Middle East (http://www.iofbonehealth.org/
regional‐audit).

The aim of our study is to conduct a detailed synthesis of the
literature on secular trends in hip fractures and to examine new
evidence of strikingly divergent temporal patterns in hip fracture
incidence worldwide, including new data from Southern Europe,
the Middle East, Asia, and South America, in addition to data
on ethnic differences in secular trends in the United States.
Furthermore, we explore the intriguing possibility of urbanization
as a contributing factor to the rise in hip fracture rates in both the
West and the East.(8) Insight into such changes and their
underpinnings provide essential information needed to design
effective strategies to address this growinghealth threatworldwide.

Materials and Methods

Literature search and selection criteria

A Medline OVID search covering the period between January 1,
1966, to February 29, 2012, and updated for the purpose of this
publication until October 31, 2013, was designed and initially
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conducted to evaluate the geographic variability in hip fractures
worldwide.(9) The search was limited to the English language
and to human adults aged 19 years and above. Two Boolean
models were created: the first model consisted of the following
concepts and their related terms in theMedical Subject Headings
(MESH; NCBI; http://www.ncbi.nlm.nih.gov/mesh): hip fracture,
incidence, and part X of the world with each concept searched
singly, then merged through the AND term; where part X of the
world represents either the continent subdivided into Northern,
Southern, Eastern, and Western parts, or a specific region
(Scandinavia and the Middle East) or a specific country (USA,
Canada, and Australia); the second model also consisted of three
concepts: osteoporotic fracture, incidence, and part X of the
world; and the same search strategy was applied. The first model
retrieved 3734 publications and the second model retrieved
2826 publications. All articles were scanned by title to select
relevant titles; common titles retrieved from the two models
were then removed. During this process, the articles discussing
incidence of fractures and secular trends were triaged for further
evaluation and selected as detailed below. Other relevant articles
were selected from the reference list of the evaluated articles, the
authors’ libraries, andmajor scientificmeetings. Selection criteria
were as follows: (1) articles published in the English language; (2)
studies including hip fracture rates at different time points over a
defined more than 1‐year period in a specific population; (3)
studies in which rates were standardized to an internal reference
population representative of the population studied—a few
studies standardizing to an external populations or not providing
standardized rates are discussed in the text but are not included
in the figures; and (4) same database and method of data
collection for hip fractures used at the beginning and at the end
of the follow‐up.

Calculation of annual percentage change in fracture rates

For each study selected, the percent annual change in age‐
standardized hip fracture rates for men, women, and both
genders combined was calculated de novo between two time
points by subtracting the age‐standardized rate of hip fractures
of the first study year from that of the last study year, then
dividing the result by the first rate, and then by the number of
years between the two time points. The result is expressed in %
change/year.

Results

Sixty articles were included in the final analysis, representing
countries from North and South America, Europe, Oceania, and
Asia. Secular trends in age‐standardized hip fracture rates by
gender are illustrated in Fig. 1A, B. Additional data from countries
for which age‐standardized rates could not be calculated are
summarized in Table 1.

North America

The earliest studies exploring temporal trends in hip fracture
incidence with the longest follow‐up were conducted in
Rochester, MN, USA,(10–12) a predominantly white community
with self‐contained medical care. From 1928 to 1972,(11) the
annual age‐adjusted rates rose rapidly in women and started to
fall slowly thereafter, whereas rates in men rose more steadily
and began a downturn after 1980. For both genders combined,
age‐adjusted rates increased by 3.8%/year from 1928 until 1972,

then showed a trend toward a decrease of 0.4%/year from 1972
until 1992 (Fig. 1A, B). Extension of follow‐up in the same
region(11) from 1980 until 2006 showed a continued decline in
age‐adjusted rates of first‐ever hip fracture by 1.4%/year in
women and stabilization of rates inmen. Rates of all hip fractures,
including recurrent ones, also declined by 1.4%/year in women
and 0.4%/year in men. An important finding in this follow‐up,
although not reaching statistical significance, was the lower
relative risk of recurrent hip fracture in those whose first‐ever hip
fracture occurred in 2000 to 2006 compared to earlier decades
after adjusting for the expected risk of fracture, despite the lack
of a systemic change in osteoporosis management among hip
fracture patients. A more recent nationwide representative
study(13) of age‐adjusted hip fracture rates in a 20% sample of
patients aged 65 years and older enrolled in Medicare between
1985 and 2005, including recurrent hip fractures occurring more
than 180 days after the first one, demonstrated annual increases
of 0.9% and 1.6% inwomen andmen, respectively (changes were
most pronounced in those aged 75 years and older), between
1985 and 1995, followed by a remarkable decline of 2.4%/year in
women and 1.9%/year in men between 1995 and 2005.

In California, the state with the largest proportion of Hispanic
residents in the United States, a study using a hospital discharge
database in patients 55 years and older identified discordant
trends in hip fracture rates among different ethnic groups
between 1983 and 2000.(14) Although age‐adjusted rates
decreased by 0.6% per year among non‐Hispanic white women,
the rates in Hispanic women increased by 4.9% per year and did
not change in black or Asian women. Similarly, in men, rates
increased by 4.2% per year among Hispanics and remained
almost the same in other ethnic groups. In a more recent cohort
study examining hip fracture rates between 2000 and 2009,
using a 5% random sample from theMedicare national database,
Wright and colleagues(15) showed continued declines in hip
fracture incidence in white women and men, whereas black and
Asian beneficiaries experienced nonsignificant declines and the
rates of Hispanic women and men changedminimally over time.
As a result, ethnic minorities comprise an increasing proportion
of hip fracture cases in the United States, with Hispanics
increasing from 3% of cases in 1983 to 7% in 2000, and Asians
from 2% in 1983 to 4% in 2000.(15)

In Canada, a recent large nationwide study analyzing data
from the Hospital Morbidity Database over 21 years (1985 to
2005)(16) showed continuously decreasing rates of age‐adjusted
hip fracture rates in men and women. Furthermore, regression
analysis identified a significant change in the slope around 1996,
with a decrease of 1.2% per year from 1985 to 1996 and 2.4% per
year after 1996. Regional studies from Ontario and Quebec
showed a similar trend in hip fracture rates as the national
study, showing a plateau in the age‐adjusted rates through
the 1980s, followed by a progressive acceleration in the decline
after the mid‐1990s.(17–20) A more recent large regional study
from the province of Manitoba examined fractures in men
and women aged 50 years and above between 1986 and
2006,(21) demonstrated annual declines in age‐adjusted hip
fracture rates of 1% in women and 0.7% in men, with an
acceleration of the rate of decline after 1996 in both men and
women comparable to the trend reported in the national and
other regional studies.

In Mexico,(22) national data spanning the period between 2000
and 2006 showed an increase in age‐specific hip fracture rates in
men and women, an effect that was mainly observed at older
ages; however, age‐standardized rates were not provided.
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Fig. 1. Secular trend in hip fractures by continent in men (A) and women (B). For country‐study selected, the percent annual change in age‐standardized
hip fracture rates for men and women is calculated between two time points by subtracting the age‐standardized hip fracture rate of the first study year
from that of the last study‐year, then dividing the result by the first rate, and then by the number of years between the two time points. The result is
expressed in percent change/year.
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Table 1. Percent Annual Change in Age‐Standardized Hip Fracture Rates in Women and Men Worldwide

Region Country Sourcea Period Catchment

Annual

change,

women (%)b

Annual

change,

men (%)b

Annual

change,

both

genders (%)

North America United States Melton and colleagues (1998)(11) 1928–1972 R(Rochester) þ 7.1 þ15.5 þ8.2

Melton and colleagues (1998)(11) 1972–1992 R(Rochester) –0.6 þ1.4 –0.2

Melton and colleagues (2009)(12) 1980–2006 R(Rochester) –1.4 –0.06

Brauer and colleagues (2009)(13) 1985–1995 N þ0.9 þ1.6

Brauer and colleagues (2009)(13) 1995–2005 N –2.45 –1.9

Canada Leslie and colleagues (2009)(16) 1985–2005 N –1.5 –1.2 –1.4

Leslie and colleagues (2011)(21) 1986–2006 R(Manitoba) –1 –0.5

Vanasse and colleagues (2012)(20) 1993–2004 R –1.1 –0.83

South America Ecuador Orces (2011)(23) 1999–2008 N þ3.8 þ2.6 þ3.4

Northern Europe Denmark Giversen (2006)(24) 1987–1997 R(Viborg) þ3.7 þ9.4 þ5.1

Abrahamsen and Vestergaard (2010)(25) 1997–2006 N –2.2 –2

Rosengren and colleagues (2013)(26) 1993–2010 N –1.2

Finland Korhonen and colleagues (2013)(27) 1970–1997 N þ2.2 þ3.8

Korhonen and colleagues (2013)(27) 1997–2010 N –1.9 –1

Iceland Siggeirsdottir and colleagues (2014)(35) 1989–2000 N þ1.3

Siggeirsdottir and colleagues (2014)(35) 2000–2008 N –2.2

Siggeirsdottir and colleagues (2014)(35) 1989–2004 N þ2.7

Siggeirsdottir and colleagues (2014)(35) 2004–2008 N 0

Norway Lofthus and colleagues (2001)(28) 1978–1988 R(Oslo) þ1.7 þ2.3

Lofthus and colleagues (2001)(28) 1988–1996 R(Oslo) –0.56 –0.22

Emaus and colleagues (2011)(29) 1994–2008 R(Harstad) þ0.54 þ2.8

Omsland and colleagues (2012)(30) 1999–2008 N –1.2 –0.7

Sweden Gullberg and colleagues (1993)(31) 1950–1991 R(Malmo) þ1.4 þ3.5 –2.6

Bergstrom and colleagues (2009)(33) 1993–2005 R(Umea) –2.6 –0.85

Rosengren and colleagues (2012)(34) 1987–1996 N 0 0

Rosengren and colleagues (2012)(34) 1996–2002 N –1.4 –0.7

Central Europe Germany Wildner and colleagues (1999)(36) 1974–1989 R(East G) þ3.1 þ3.3

Icks and colleagues (2008)(37) 1995–2004 N þ0.2 þ0.9 þ0.4

Netherlands Boereboom and colleagues (1992)(38) 1972–1987 N þ2.3 þ3.6

Goettsch and colleagues (2007)(39) 1993–2002 N –0.52 –0.21 –0.37

United Kingdom Spector and colleagues (1990)(40) 1968–1978 N þ5.5 þ6.6

Spector and colleagues (1990)(40) 1978–1985 N –0.55 –1.3

Balasegaram and colleagues (2001)(41) 1992–1999 N 0 0

Wu and colleagues (2011)(42) 1998–2009 N 0

Ireland McGowan and colleagues (2013)(43) 2000–2009 N –1 0

Austria Dimai and colleagues (2011)(44) 1989–2005 N þ2.1 þ3 þ2.2

Dimai and colleagues (2011)(44) 2005–2008 N –2.3 –1.1 –2

France Maravic and colleagues (2011)(45) 2002–2008 N –1.1 þ0.5

Switzerland Lippuner and colleagues (2011)(46) 2000–2007 N –1.7 –1.7

Southern Europe Spain Hernandez and colleagues (2006)(47) 1988–2002 R(Cantabria) þ2.8 þ3 þ2.8

Arias and colleagues (2013)(48) 2002–2008 N –0.3 þ0.3 –0.3

Oceania Australia Chipchase and colleagues (2000)(53) 1989–1996 R(South) þ2.6 0

Boufous and colleagues (2004)(54) 1990–2000 R(NSW) 0 0

Crisp and colleagues (2012)(56) 1997–2007 N –2 –1.3

New Zealand Langley and colleagues (2011)(57) 1974–1987 N þ1.6 þ2.4

Langley and colleagues (2011)(57) 1987–2007 N –2.7 –1.6

South East Asia Japan Hagino and colleagues (2005)(58) 1986–2001 R(Tottori) þ3.2 þ4

Hagino and colleagues (2009)(59) 2001–2006 R(Tottori) þ3 þ3.5

South Korea Lim and colleagues (2008)(63) 2001–2004 N þ1.2 –3.9

Yoon and colleagues (2011)(64) c 2005–2008 N þ1.6 þ0.7

China Xia and colleagues (2012)(8) c 2002–2006 R(Beijing) þ14.4 þ12.3

Hong Kong Lau (1989)(65) 1965–1985 N þ6.5 þ4.4

Chau and colleagues (2013)(69) 2001–2009 N –1.9 –1.2

Singapore Koh and colleagues (2001)(60) 1991–1998 N þ1.1 þ0.95

Taiwan Chan and colleagues (2013)(70) 1999–2010 N –2.5

Middle East Lebanon Sibai and colleagues (2011)(71) c 2007–2008 N 0 0

Ahmadieh, El‐Hajj Fuleihan,

unpublished datac
2009–2012

R¼ regional study; N¼national study; NSW¼New South Wales.
aAll the studies using age‐standardized rates, whether to an internal or to an external population were included in the table.
bFor country‐study selected, the percent annual change in age‐standardized hip fracture rates for men and women is calculated between two time

points by subtracting the age‐standardized hip fracture rate of the first study year from that of the last study‐year, then dividing the result by the first rate,
and then by the number of years between the two time points. The result is expressed in % change/year.

cAll studies using age‐standardized rates to an external population.
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South America

Studies on hip fracture trends in South America are lacking
except for Ecuador. Nationwide data in Ecuador was collected
prospectively from the national surveillance system between
1999 and 2008.(23) This data demonstrated dramatic increases in
the annual age‐standardized hip fracture incidence rates by
3.8%/year in women and 2.6%/year in men.

Europe

Secular trend analysis is available for many countries in
Scandinavia, Central Europe, and Southern Europe, with the
most robust data stemming from Scandinavian countries where
national health care registries were established toward the latter
half of the last century.

Scandinavia

Scandinavian countries report some of the highest rates of hip
fractures worldwide, with evidence for changing temporal
patterns in age‐adjusted incidence rates available for Denmark,
Finland, Norway, Sweden, and Iceland.
A register‐based study of patients aged 50 and above in Viborg

county, Denmark,(24) documented a 56% increase in the age‐
adjusted incidence rates of first hip fracture for both genders
between 1987 and 1997, an increase that was more pronounced
in men (10.4%/year) than in women (4.1%/year). When secular
trends were examined from 1980 to 2010 in nationwide Danish
register‐based studies,(25,26) the age‐standardized rate of hip
fractures increased by 2.8%/year between 1980 and 1993 in both
genders combined and then decreased by 1.2% per year after
1993.
In Finland, nationwide data on hip fractures available from the

Finnish National Hospital Discharge Register showed a consider-
able rise in age‐adjusted hip fracture rates among those 50 years
and older between 1970 and 1997 in both genders, averaging
3.8%/year in men and 2.2%/year in women.(27) However,
consistent decreases in age‐standardized rates became evident
starting in 1997 with 1%/year and 1.9%/year declines in men and
women, respectively, between 1997 and 2010, a trend that is very
similar to that observed in Denmark.
In Oslo, Norway, the decline in age‐adjusted hip fracture rates

started somewhat earlier than in Denmark and Finland.
Comparing rates in 1978/79, 1988/89, and 1996/1997,(28) it
was shown that rates increased in men (2.3%/year) and women
(1.7%/year) between 1978 and 1988, with a decreasing trend
between 1988 and 1996. On the other hand, a recent study from
Harstad, Northern Norway,(29) encompassing the years from 1994
to 2008 showed significantly lower age‐adjusted rates than in
Oslo, but in contrast a trend toward increasing rates over the
study period, more significant inmen (2.8%/year) than in women
(0.5%/year). The different trends within the same country
highlight both regional variations in hip fracture incidence and
the possibility of regional differences in secular trends within the
same country. However, national data from the hospitals’ patient
administrative systems(30) recently showed continuously de-
creasing rates overall between 1999 and 2008 (0.7%/year in men
and 1.2%/year in women) in line with the data from Oslo.
In Sweden, the trend break appears to have occurred in

the early to mid‐1990s based on data reported from two
regions, Malmö and Umea, and nationwide. In Malmö, data
collected in the Department of Diagnostic Radiology(31) showed
an exponential increase in age‐standardized hip fractures rates of

1.4%/year in women and 3.5%/year in men between 1950 and
1991, with a significant increase across all age groups inmen, but
only at older ages in women: 70 to79 years and over 80 years. A
more recent study from Malmö using data from the Department
of Diagnostic Radiology and the Department of Orthopedics in
Malmo University Hospital covering 97% of trauma patients in
Malmo, suggests stabilization of age‐standardized rates of hip
fractures between 1990 and 2001(32) with a trend break in
fracture rates occurring in the early 1990s. Other regional data
coming from Umeå, Sweden,(33) demonstrated a decline in age‐
adjusted rates between 1993 and 2005 of 2.6%/year in women
and 0.85%/year inmen. A recent analysis of national data(34) from
the register of the Swedish National Board of Health including all
hospital discharges in Sweden shows stable age‐standardized
rates between 1987 and 1996, which then started to decline at a
rate of 0.7%/year in men and 1.4%/year in women between 1996
and 2002.

In Iceland, a recent study(35) showed that the trend break in
this country occurred at a later point, in the early years of the 21st
century (Fig. 1A, B; Table 1).

In summary, data from Scandinavian countries indicate
increasing incidence in age‐adjusted rates of hip fracture until
the 1990s, followed by decreasing rates occurring somewhat
later than in North America, beginning in the early 1990s in
Norway and Sweden, and in the mid‐late 1990s in Denmark and
Finland.

Central Europe

Available studies from Central Europe again show a pattern of
rising rates followed by recent stabilization in age‐standardized
hip fracture rates in Germany, the Netherlands, and the United
Kingdom, and decreases in rates in Austria, France, and
Switzerland. An initial steep increase in age‐adjusted hip fracture
rates in East Germany was reported between 1974 and 1989 in
both genders for patients aged 60 years and above, 3.3%/year in
men and 3.1%/year in women.(36) However, a recent population‐
based study(37) analyzing trends between 1995 and 2004
suggests a slowing of the annual increase in the fracture rate
to 1.4%/year for both genders combined. The same study
reported a smaller increase of 0.3%/year for both genders
combined in West Germany between 1995 and 2004, although
the total age‐standardized incidence to the total German
population in 2000 was still higher in West Germany than in
East Germany.

A similar picture is seen in the Netherlands, where nationwide
data show a linear increase in age‐adjusted hip fracture rates in
both men (3.6%/year) and women (2.3%/year) aged 50 and
above between 1972 and 1987.(38) Subsequently, nationwide
data from 1993 to 2002(39) showed a slow decline of 0.2%/year in
men and 0.5%/year in women since 1993. The same study
analyzed the incidence of osteoporosis during the same period
using the PHARMO database that includes pharmacy dispensing
records linked to hospital discharge records of 40 population‐
defined areas in the Netherlands (osteoporosis proxy) and
showed that the incidence of osteoporosis decreased by 19%
during the same period.

In the United Kingdom, age‐adjusted hip fracture rates
increased steadily between 1968 and 1978 in both men and
women, by 6.6%/year and 5.5%/year, respectively, and subse-
quently decreased by 1.3%/year in men and 0.55%/year in
women between 1978 and 1985.(40) In a trend analysis using
national data from the Department of Health information,(41)
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age‐standardized rates remained almost unchanged between
1992 and 1999. Using the same database from 1998 to 2009,(42)

age‐adjusted incidence rates also remained unchanged overall
for both genders combined, despite fluctuations between 1998
and 2003. These data could not be included in the summary
figures because age‐standardized rates were not provided
separately for each gender, but they are illustrated in Table 1.

Available trend analysis from Ireland is more recent and
spans the period between 2000 and 2009, showing stable
age‐standardized rates in men and a 1% annual decrease in
women.(43)

Hip fracture trends in Austria were examined for the entire
Austrian population aged 50 years and above between 1989 and
2008.(44) In women, the age‐standardized incidence increased
until 1999, dipped slightly in 2000, remained fairly stable from
2001 until 2005, and then started to decrease until 2008. In men,
the incidence rate increased at a steady pace until 2006, and
declined thereafter. Annual changes calculated for the two
periods 1989 to 2005 and 2005 to 2008 are shown in Fig. 1A, B.

The recent nationwide data from France,(45) reporting hip
fracture rates in patients aged 40 years and above between 2002
and 2008 showed a significant decrease in age‐specific hip
fracture rates, both in men and women for the age groups 60 to
74, 75 to 84, and above 85 years (Table 1). However, annual
changes to illustrate secular trends could not be calculated
because age‐standardized rates were not provided.

Over almost the same period (2000 to 2007) as that studied
in France, nationwide data from the Swiss Federal Statistical
Office also reported a significant linear trend of decreasing age‐
adjusted rates of hip fractures of 1.7%/year in men and women
aged 45 years and above.(46) The largest decrease was observed
in the 65 to 74 years age group in both genders.

Southern Europe

Data from Southern Europe is scarce. Available data from
Cantabria in Northern Spain, in 1988 and 2002, shows a
significant increase in the rates of hip fractures of 3%/year and
2.8%/year in men and women, respectively between these two
data points.(47) More recent national data showed stable rates in
men and women between 2002 and 2008.(48)

A recent trend study from Greece,(49) collecting data by a
questionnaire sent to all public and private orthopedic depart-
ments for the years 1997, 2002, and 2007, compared the age‐
adjusted hip fracture rates to those reported by a previous
study(50) for the years 1977, 1982, 1987, and 1992. It showed that
rates increased significantly between 1977 and 2002 (3.3%/year
in men and 4.9%/year in women) but later stabilized in men and
decreased in women by 1.5%/year between 2002 and 2007.
The accuracy of the data was difficult to assess because
they were collected by questionnaire without using the
International Classification of Diseases (ICD) code to define
fractures, and incidence rates were limited to selected years
rather than the entire time period. Comparison of two incidence
studies from Turkey suggests a substantial increase in hip
fracture rates over a 20‐year period. The MEDOS study(51)

conducted in 1988 to 1989, reports very low crude rates in men
(24/100,000 to 62/100,000) and women (28/100,000 to 34/
100,000) over 50 years of age. Twenty years later, the FRACTURK
study(52) conducted in 12 Turkish regions, many overlapping
those of the MEDOS study, in addition to two hospitals, reported
a several‐fold increase in both genders, with crude rates of 119/
100,000 in men and 227/100,000 in women. The increase was

observed in all age groups but was most striking in women
above the age of 70 years.

Oceania

Trend analyses in Australia are based on regional studies and one
recent national study. A study conducted in South Australia
between 1989 to 1996,(53) in patients over age 50 years, found no
significant temporal changes in age‐standardized fracture rates
in men or women. Data from New South Wales between 1990
and 2000,(54) showed that age‐standardized rates remained
stable. The Dubbo osteoporosis epidemiology study(55) also
showed no significant change in the age‐specific hip fracture
incidence rates between 1989 and 2000 in patients aged 65 years
and above; however, no age‐standardized rates were provided to
enable calculation of annual change. Overall, this regional data
indicates stable age‐adjusted hip fracture incidence rates in
Australia from the late 1980s until 2000. More recent nation-
wide(56) data from all public and private hospitals in Australia,
through the National Hospital Morbidity Database, has shown
decreasing age‐adjusted hip fracture rates in both genders
(1.3%/year in men and 2%/year in women) between 1997 and
2007.

National data from New Zealand,(57) between 1974 and 2007
indicates trends similar to those observed in North America and
Scandinavia. Age‐adjusted hip fracture incidence rates in men
over age 50 years rose by 2.4%/year between 1974 and 1987,
then decreased by 1.6%/year between 1987 and 2007, but
remained at 1.2 times the rate observed in 1974. In women, age‐
adjusted rates increased by 1.6%/year between 1974 to peak in
1987 and declined thereafter by 2.7%/year until 2007, when rates
became 0.86 times the 1974 rate.

South‐East Asia

Temporal trends in hip fractures in Asia differ markedly from
those observed in Western countries and show an overall
continuous increase except in highly urbanized areas such as
Hong Kong and Taiwan.

In Japan, the most detailed analyses of temporal trends have
been conducted in Tottori prefecture, in southern Japan. A
comparison of hip fracture rates for three time‐periods, 1986 to
1988, 1992 to 1994, and 1998 to 2001,(58) showed a significant
increase with time for both genders, 4%/year in men and
3.2%/year in women. A follow‐up study(59) for the years 2004 to
2006 documented a continued increasing age‐adjusted hip
fracture rate of 3.5%/year in men and by 3%/year in women
compared to 2001.

Nationwide data from Singapore(60) collected on residents
aged 50 years and above showed an increase in age‐adjusted hip
fracture rates of 0.9%/year in men and 1.1%/year in women
between 1991 and 1998. Comparison of rates with those of the
1960s,(61) despite a different methodology, suggests a dramatic
increase in hip fracture incidence rates over the past 40 years
with rates age‐standardized to the 1985 United States popula-
tion, which were 1.5 and 5.5 times higher in the 1995 to 1998
period than those of the 1955 to 1962 period inmen andwomen,
respectively.(62) The rapid increase in fracture rates among
women was seen only in the Chinese and Malay ethnic groups,
whereas the rates among Indians decreased from the high rates
seen in the 1960s.

A recent trend analysis in South Korea spanned the period
from 2001 to 2008. The first national study(63) covering 97% of
the total population examined data from the Health Insurance
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Review Agency from 2001 to 2004, in patients aged 50 years
and above, showed an increase in the age‐adjusted hip fracture
rates in women of 1.2%/year in contrast to a decrease in men of
3.9%/year. However, the decreasing trend in men was not
confirmed in the second national study covering the period from
2005 to 2008,(64) using the same database, which used a more
stringent definition of hip fracture. This study showed an
increasing trend in both genders, of 0.7%/year in men and
1.6%/year in women (Table 1). Because rates were calculated
standardized to an external population in the second study,
Korea is not included in Fig. 1A, B, but it is included in Table 1.
In China, a dramatic increase in hip fractures rates was recently

reported in Beijing residents aged 50 years and over.(8)

Comparing hip fracture data from 1990 to 1992 to those in
2002 to 2006, age‐adjusted rates increased 1.6‐fold in men and
2.8‐fold in women between the two periods. In addition, a
marked increase in hip fracture rates was also noted from 2002 to
2006 with an annual change of 12.3%/year and 14.4%/year in
men and women, respectively (Table 1). These findings were not
included in the figures because rates were age‐standardized to
the 2004U.S. Census, as opposed to the Chinese population at
large.
Temporal trends in Hong Kong were also examined by

comparing rates provided by different studies at different time
points. Lau and colleagues(65) compared age‐standardized
rates in 1965 to 1967(66) to rates in 1985 and showed a rise of
4.4%/year in men and of 6.5%/year in women. In a similar study,
the same author demonstrated decreasing age‐specific rates
from 1985 to 1995 except in women aged 70 to 79 and 80þ years
and in men aged 60 to 69 years.(67) However, rates were not age‐
standardized to allow calculation of yearly changes, and
evaluation of trends over time. More recently, two nationwide
studies,(68,69) using the same database, examined fracture rates
for the periods between 1995 and 2004 and 2001 and 2009,
respectively, and showed that age‐adjusted rates declined by
1.2%/year inmen and by 1.9%/year in women between 2001 and
2009.(69)

Recent national data from Taiwan(70) also shows a decreasing
trend of hip fractures in both genders combined (2.5%/year)
between 1999 and 2010, paralleling the decrease observed in
Hong Kong.
In summary, the published information on gender‐specific

incidence of hip fractures in Hong Kong show that hip fracture
rates rose rapidly in Hong Kong from 1966 to 1985 inmen and up
to 1995 in women then started to decline in both genders, a
decline that was also documented in Taiwan between 1999 and
2010. This trend is consistent with that of Western countries, and
is in sharp contrast to the consistently rising rates in other Asian
countries.

Middle East

The only data on hip fracture trends in the Middle East comes
from representative data on hip fracture rates from the Lebanese
National Hip Fracture registry, for years 2007 to 2012 in men and
women above 50 years of age(71) (Ahmadieh H, El‐Hajj Fuleihan
G, unpublished data). It showed no change in age‐standardized
rates in either gender.

Discussion

Analysis of secular trends in age‐adjusted hip fracture rates
worldwide shows differences in the trends and their timing

between countries and continents. In the United States, Canada,
Northern Europe, Oceania, Hong Kong, and Taiwan, the earliest
studies demonstrated high or rising age‐adjusted rates of hip
fractures, which then reached a plateau or started to decline,
albeit at somewhat different time points. The earliest decreases
were noted in the United Kingdom starting in the late 1970s and
in North America starting in the mid‐1980s, followed by
Scandinavia where rates started to decline in the early 1990s
for Norway and Sweden, and the late 1990s for Denmark and
Finland. On the other hand, continuously rising rates have been
reported from Southern Europe, South America, and many parts
of Asia.

Data regarding secular trends in the incidence of hip fractures
in papers published until 2010 was reviewed previously by
Cooper and colleagues.(5) Since that time, data on secular trends
has become available for the first time for Ecuador,(23) Iceland,(35)

Taiwan,(70) and Lebanon(71) (Ahmadieh H, El‐Hajj Fuleihan G,
unpublished data); new nationwide studies are available from
Sweden,(34) Norway,(30) Turkey,(52) and Australia(56); and updated
data are available from Finland,(27) Denmark,(26) Greece,(49)

Korea,(63,64) China (Beijing),(8) and Hong Kong,(69) which are all
included in our analyses. In addition, we have included data on
secular trends in different ethnic groups in the United States.(15)

Morin and colleagues(72) recently performed a brief update on
the information presented by Cooper and colleagues,(5) and
included some, but not all, of the countries we covered above,
and did not cover the new studies in Asia.(60,62–64,70)

Our approach differs substantially from the two prior
papers(5,72) in several aspects. Most importantly, we performed
an extensive study exclusively focusing on hip fractures from
1966 until November 2013, and implemented a de novo
calculation for deriving estimates for secular trends for all
countries of interest based on the original data published, and
clearly separated data evaluation by gender. In some instances,
we also included additional time segments within the same
study period to better define temporal changes in fracture rates.
For example, in Austria,(44) we showed an increase in rates from
1989 until 2000 followed by a stabilization until 2005, and a
decrease in rates from 2005 until 2008. In Germany, this
new data(35,36) revealed a recent slowing in the rate of increase
(3.1%/year in women from 1974 to 1989 as compared to
0.2%/year from 1995 to 2004).

Our study also led to some interesting new findings. For
example, although many regions of Asia are experiencing
sustained increases in fracture rates, rates in two highly
developed areas, Hong Kong and Taiwan, are declining, similar
to those of Western countries. Additionally, in most countries,
with the exception of France, Austria, Spain, and Korea, hip
fracture incidence follows the same trends in men and women.
However, the rate of change is generally more pronounced in
women, raising the possibility of gender‐specific differences in
the underlying causes for secular changes.

The etiology of rapid increases in hip fracture incidence
documented until the 1970s in the United Kingdom, until the late
1980s and mid‐late 1990s in the United States, Scandinavia, the
Netherlands, Austria, and Hong Kong, and currently in most of
Asia, Southern Europe, and Ecuador, remains unknown. It is well
documented, however, that hip fracture rates are consistently
found to be higher in urban than in rural areas,(73–75) which
makes urbanization a plausible contributing factor to the rise in
age‐adjusted rates observed in developing countries. When
examined together, the process of urbanization appears to
parallel the increase in hip fracture rates in most regions,(76)
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whereas stabilization in the proportion of the urban population is
reflected in a cessation in the growth in age‐standardized hip
fracture rates. Nationwide data from North America show that
the proportion of the urban population stabilized in 1990 at 78%
in the United States and in 1970 at 75.7% in Canada(76,77); the
trend break in hip fractures occurred in the mid‐1990s in the
United States and by themid‐1980s fracture rates were declining
in Canada. In most Asian countries, urbanization is still increasing
in Japan, South Korea and Beijing providing an intriguing parallel
to the continuous rise in hip fracture rates observed in this
region. Hong Kong, on the other hand, was urbanizing rapidly at
the same time fracture rates were climbing, becoming
exclusively urban in 1990, at which time hip fracture rates
stabilized and subsequently began to decline.

The mechanisms by which urbanization may impact hip
fracture rates are not known, but may include decreased physical
activity, an increase in hard surfaces, calcium and vitamin D
deficiencies,(78) or other lifestyle factors.(79,80) Increased urbani-
zation could also reflect an associated increase in prosperity and
access to medical care, which could, theoretically, increase
survival of the frailest elderly, as was recently proposed as a
possible contributor to the increase in fracture rates among older
Korean women.(81)

Of equal interest are the declining rates of fractures now being
observed in North America, Europe, Hong Kong, and Taiwan. The
increasing use of specific osteoporosis therapy has been
proposed as a contributor to the decreasing rates of hip
fractures in many countries. In the United States, a Medicare
study by Brauer and colleagues(13) showed that the trend break
in hip fracture incidence rates coincided with increasing use of
bisphosphonates after 1996 and of selective estrogen receptor
modulators after 1999. However, the low rate of medication use
in this population makes it unlikely that this is the major
explanation of the declining rates in the United States. In
Canada,(13) decreasing hip fracture rates were evident before
widespread use of bone density testing and the modern era of
pharmacotherapy. In addition, the similar temporal patterns in
fracture rates observed in men and women excludes a possible
major contribution of postmenopausal hormone therapy to this
decrease in incidence. Similarly, in Europe, the national study
from Denmark,(25) analyzing trends in antiosteoporotic medica-
tion prescriptions in parallel to hip fracture incidence showed a
sixfold lower prevalence of medication use in men despite a
similar decrease in hip fracture rates in both genders. The authors
calculated that, only 0.5% to 1.3% of prevented fractures in men
and only 1.9% to 3.7% of prevented hip fractures in women could
have been attributed to specific therapy.(25)

Other factors proposed to be playing a role in secular declines
in hip fracture rates in North America and Europe are temporal
changes in bone density and obesity. Looker and colleagues(82)

demonstrated an increase in bone mineral density (BMD) in non‐
Hispanic U.S. white women, between the two periods 1988 to
1994 and 2005 to 2008. This may, in part, explain the decreasing
trends in hip fracture incidence in this subgroup over time.
Concurrently, data from the National Health Examination Survey
(NHANES)(83) also documented increasing body size and weight
over this time period, with the prevalence of overweight and
obesity in U.S. adults rising from 56% in 1988 to 1994 to 64%
in 1999 to 2000. Higher body weight has consistently been
associated with greater BMD and lower rates of bone loss.(84)

A recent meta‐analysis of 12 prospective population‐based
cohorts(85) has also demonstrated a lower risk for hip fractures
with higher body mass indexes (BMIs) (risk ratio per unit higher

BMI of 0.93 [95% CI, 0.91 to 0.94], p< 0.001). These associations
suggest that increasing BMI may be a contributor to the secular
decrease in hip fracture rates observed in the United States and
other Western countries. Leslie and colleagues,(86) however,
recently demonstrated that improvements in BMD, rather than
greater rates of obesity or osteoporosis treatment, was the best
explanation of the linear decline in osteoporotic fractures in the
Manitoba, Canada, database between 1996 and 2006. Whether
the temporal increases in bone density observed in the United
States and Canada are the result of intrauterine effects, greater
bonemass accrual during early life, and/or to lower rates of adult
bone loss is not known. This observation, however, suggests that
birth cohort effects related to improvements in early‐life risk
factors, such as maternal and offspring nutrition, leading to a
healthier aging population, may contribute to falling fracture
rates. This hypothesis is supported by studies from Denmark,(87)

Sweden,(34) Canada,(88) Korea,(89) and Portugal,(79) which found
birth cohort effects on hip fracture incidence and BMD. For
example, in Portugal, hip fracture risk was higher for those born
during major economically or politically unstable periods,
suggesting that conditions during fetal life or at birth may
impact future risk for hip fractures. On the other hand, whereas
Canadianmen born prior to 1950 had significantly higher rates of
hip fracture compared to those born after 1954, no significant
birth cohort effect was observed in women to explain their
temporal decline in hip fracture incidence.

Other factors such as the average increase in the number of
reproductive years reported in women in the United States(80)

and in Hong Kong(68) may have played a role in the trend breaks
observed in women, but would not explain parallel changes in
hip fractures in men. Other contributors, such as smoking
cessation,(90) improvement in physical activity,(91) calcium intake
and vitamin D status,(25,92) and fall prevention,(68,93,94) could have
also influenced, to a limited extent, the hip fracture rates.

The possible influence of immigration on secular changes in
fracture incidence should not be overlooked when evaluating
fracture trends in developed countries. Lower fracture rates
would be predicted if the composition of a country’s population
changed owing to an increasing proportion of immigrant
populations who have a lower genetic risk of osteoporotic
fractures, as has been documented for the peoples of Southern
Europe, Africa, and Asia, compared to Scandinavia, the United
Kingdom, the United States, and Canada.(95) In Sweden, for
example, the percent of foreign‐born permanent residents was
6.6% in 1970, 7.5% in 1980, 9.2% in 1990, 11.3% in 2000, and
12.2% in 2004.(96)

Some limitations to our study may be inherent to the search
methodology and from the fact that only studies published in
English were included. However, to the best of our assessment
this investigation contains the most complete compendium on
this topic to date. Other limitations are inherent to any other
similar study and stem from the limited availability of trend
studies and/or population‐based studies. Indeed, although most
countries had nationwide representative data, some countries
such as Spain, Japan and China only had regional studies. In
addition, trend data from Asia is very limited and no studies are
available for countries such as India, Indonesia, and Pakistan,
which rank among the most populous countries worldwide.
Moreover, African countries completely lack secular trend data.
Trend analysis in these regions is particularly important because
they are expected to have the most striking increase in hip
fracture rates in the future owing to demographic changes
alone.(6,7) Another important limitation of trend analysis derives
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from the accuracy of data collection. Some studies did not use
the ICD code to define hip fractures.(29,31,58,59) In Beijing, China,
for example, the data from public records was found to
underestimate the rates of hip fractures in 1990 to 1992 by
75% largely because of miscoding of intertrochanteric frac-
tures.(97) Adjustment of fracture rates for this underestimate was
performed in the Beijing studies, but may not have been
assessed and taken into account by other analyses. In other
studies, data collection was not continuous over the study years,
but rather reported hip fracture incidence for specific years at
regular intervals.(8,28,50–52,58,59,67) Other studies had a short time
span for secular trend analysis(8,22,60,63,64,71) (Ahmadieh H, El‐Hajj
FuleihanG, unpublished data), which couldmask the consistency
in the rising or decreasing trends.
The importance of including secular trends in age‐specific

fracture rates in the prediction of the socioeconomic impact of
fractures cannot be overstated. The annual number of hip
fractures is projected to increase worldwide owing to aging of
the world’s population alone, with the majority of this increase
expected in the developing countries. However, if a 1% secular
increase in age‐specific hip fracture rates for many regions of the
world is additionally considered, a further 42% increase in
frequency in hip fractures in 2025, and an 82% increase in 2050,
are expected compared to the estimates based on demographic
changes alone.(7) Furthermore, the projected number of hip
fractures in 2050 will be five times higher when the 3%/year
increase in age‐adjusted hip fracture rates occurring outside
North America and Northern Europe are considered.
For the individual patient, secular changes in fracture rates also

affect fracture prediction and treatment decisions based on the
country‐specific Fracture Risk Assessment Tool (FRAX) calculator.
The FRAX formula uses the country‐specific (and, in the United
States, ethnic‐specific) hip fracture rates to calculate an
individual’s 10‐year probability of fractures. The country‐specific
fracture rate must be revised to reflect secular trends for fracture
prediction to be accurate. In the United States, the FRAX
calculator was recently revised to reflect the observed decrease
in age‐specific fractures rates. As a result, hip fracture probability
estimates dropped by as much as 40% compared to those
produced by the older version of US‐FRAX.(98) In developing
countries with rapidly rising rates of fractures, and improved
longevity, FRAX calculations will significantly underestimate
fracture probability if not updated frequently.(99)

Conclusion

Evidence for secular changes in hip fracture rates is available for
many countries and regions of the world, with rates currently
declining in North America, Oceana, Northern Europe, Hong
Kong, Taiwan, and in most of Central Europe, but with increasing
rates of hip fractures in much of Asia, Southern Europe, and
South America. Alongwith aging of the population, these secular
changes in fracture incidence are expected to change the world
map for hip fractures in the future, with the developing countries
expected to lead theworld in the annual number of hip fractures.
This change will have many implications for both public and
individual health management and will require fracture preven-
tion programs in developing such as those in developed
countries. In addition, further efforts to identify the factors
related to increasing and decreasing incidences are needed
in order to design public health strategies that could reduce
fractures throughout the world.

Disclosures

All authors state that they have no conflicts of interest.

Acknowledgments

Authors’ roles: Study design: GB, ML, JC, andGEHF. Study conduct:
GB. Data collection: GB and GEHF. Data analysis: GB and GEHF.
Data interpretation: GB, ML, JC, and GEHF. Drafting manuscript:
GB. Revising manuscript content: GB, ML, JC, and GEHF.
Approving final version of manuscript: GB, ML, JC, and GEHF.
GEHF takes responsibility for the integrity of the data analysis.

References

1. Cooper C, Atkinson EJ, Jacobsen SJ, O’Fallon WM, Melton LJ 3rd.
Population‐based study of survival after osteoporotic fractures. Am J
Epidemiol. 1993;137(9):1001–5.

2. Center JR, Nguyen TV, Schneider D, Sambrook PN, Eisman JA.
Mortality after all major types of osteoporotic fracture in men and
women: an observational study. Lancet. 1999;353(9156):878–82.

3. Johnell O, Kanis JA. An estimate of the worldwide prevalence,
mortality and disability associated with hip fracture. Osteoporos Int.
2004 Nov;15(11):897–02.

4. Morales‐Torres J, Gutierrez‐Urena S. The burden of osteoporosis in
Latin America. Osteoporos Int. 2004;15(8):625–32.

5. Cooper C, Cole ZA, Holroyd CR, et al. Secular trends in the incidence of
hip and other osteoporotic fractures. Osteoporos Int. 2011;22(5):
1277–88.

6. Cooper C, Campon G, Melton LJ 3rd. Hip fractures in the elderly: a
world‐wide projection. Osteoporos Int. 1992 Nov;2(6):285–9.

7. Gullberg B, Johnell O, Kanis JA. World‐wide projections for hip
fracture. Osteoporos Int. 1997;7(5):407–13.

8. Xia WB, He SL, Xu L, et al. Rapidly increasing rates of hip fracture in
Beijing. China. J Bone Miner Res. 2012 Jan;27(1):125–9.

9. Ballane G, Cauley JA, Arabi A, El‐Hajj Fuleihan G. Geographic
variability in hip and vertebral fractures. In: Marcus R, Feldman D,
Dempster DW, Luckey M, Cauley JA, editors. Osteoporosis. 4th ed.
Amsterdam: Elsevier; p. 623–44. 2013.

10. Melton LJ 3rd, O’Fallon W, Riggs B. Secular trends in the incidence of
hip fractures. Calcif Tissue Int. 1987 Aug;41(2):57–64.

11. Melton LJ 3rd, Therneau TM, Larson DR. Long‐term trends in hip
fracture prevalence: the influence of hip fracture incidence and
survival. Osteoporos Int. 1998;8(1):68–74.

12. Melton LJ 3rd, Kearns AE, Atkinson EJ, et al. Secular trends in
hip fracture incidence and recurrence. Osteoporos Int. 2009;20(5):
687–94.

13. Brauer CA, Coca‐Perraillon M, Cutler DM, Rosen AB. Incidence and
mortality of hip fractures in the United States. JAMA. 2009;302(14):
1573–9.

14. Zingmond DS, Melton LJ 3rd, Silverman SL. Increasing hip fracture
incidence in California Hispanics, 1983 to 2000. Osteoporos Int.
2004;15(8):603–10.

15. Wright NC, Saag KG, Curtis JR, et al. Recent trends in hip fracture rates
by race/ethnicity among older US adults. J Bone Miner Res. 2012;
27(11):2325–32.

16. Leslie WD, O’Donnell S, Jean S, et al. Trends in hip fracture rates in
Canada. JAMA. 2009;302(8):883–9.

17. Jaglal SB, Sherry PG, Schatzker J. The impact and consequences of hip
fracture in Ontario. Can J Surg. 1996; (39):105–11.

18. Jaglal SB, Weller I, Mamdani M, et al. Population trends in BMD
testing, treatment, and hip and wrist fracture rates: are the hip
fracture projections wrong? J BoneMiner Res. 2005 Jun;20(6):898–05.

19. Levy AR, Mayo NE, Grimard G. Rates of transcervical and
pertrochanteric hip fractures in the province of Quebec, Canada,
1981‐1992. Am J Epidemiol. 1995 Aug 15;142(4):428–36.

Journal of Bone and Mineral Research SECULAR TRENDS IN HIP FRACTURES WORLDWIDE 1753



20. Vanasse A, Orzanco MG, Dagenais P, et al. Secular trends of hip
fractures in Quebec. Canada. Osteoporos Int. 2012;23(6):1665–72.

21. Leslie WD, Sadatsafavi M, Lix LM, et al. Secular decreases in fracture
rates 1986–2006 for Manitoba, Canada: a population‐based analysis.
Osteoporos Int. 2011;22(7):2137–43.

22. Johansson H, Clark P, Carlos F, Oden A, McCloskey EV, Kanis JA.
Increasing age‐ and sex‐specific rates of hip fracture in Mexico: a
survey of the Mexican Institute of Social Security. Osteoporos Int.
2011;22(8):2359–64.

23. Orces CH. Trends in hip fracture rates in Ecuador and projections for
the future. Rev Panam Salud Publica. 2011;29(1):27–31.

24. Giversen IM. Time trends of age‐adjusted incidence rates of first
hip fractures: a register‐based study among older people in
Viborg County, Denmark, 1987‐1997. Osteoporos Int. 2006;17(4):
552–64.

25. Abrahamsen B, Vestergaard P. Declining incidence of hip fractures
and the extent of use of anti‐osteoporotic therapy in Denmark 1997–
2006. Osteoporos Int. 2010;21(3):373–80.

26. Rosengren B, Björk J, Cooper C, Abrahamsen B. Hip fracture trends in
Denmark 1980‐2010 with age‐period‐cohort‐effects. J Bone Miner
Res. 2013; 28 Suppl 1. [Poster session presented at: Annual Meeting
American Society for Bone and Mineral Research (ASBMR); 2013 Oct
4‐7; Baltimore, MA, USA; Presentation Number: SA0323]. Available
from: http://www.asbmr.org/education/AbstractDetail?aid¼0fc939f3‐
2f12‐4d8f‐90d8‐07edfccbe109.

27. Korhonen N, Niemi S, Parkkari J, Sievanen H, Palvanen M, Kannus P.
Continuous decline in incidence of hip fracture: nationwide statistics
from Finland between 1970 and 2010. Osteoporos Int. 2013;24(5):
1599–603.

28. Lofthus CM, Osnes EK, Falch JA, et al. Epidemiology of hip fractures in
Oslo. Norway. Bone. 2001;29(5):413–8.

29. Emaus N, Olsen LR, Ahmed LA, et al. Hip fractures in a city in Northern
Norway over 15 years: time trends, seasonal variation and mortality:
the Harstad Injury Prevention Study. Osteoporos Int. 2011;22(10):
2603–10.

30. Omsland TK, Holvik K, Meyer HE, et al. Hip fractures in Norway 1999‐
2008 : time trends in total incidence and second hip fracture rates: a
NOREPOS study. Eur J Epidemiol. 2012;27(10):807–14.

31. Gullberg B, Duppe H, Nilsson B, et al. Incidence of hip fractures in
Malmo, Sweden (1950–1991). Bone. 1993; 14(Suppl 1):S23–9.

32. Ahlborg HG, Rosengren BE, Jarvinen TL, et al. Prevalence of
osteoporosis and incidence of hip fracture in women—secular
trends over 30 years. BMC Musculoskelet Disord. 2010;11:48.

33. Bergstrom U, Jonsson H, Gustafson Y, Pettersson U, Stenlund H,
Svensson O. The hip fracture incidence curve is shifting to the right.
Acta Orthop. 2009;80(5):520–54.

34. Rosengren BE, Ahlborg HG, Mellstrom D, Nilsson JA, Bjork J, Karlsson
MK. Secular trends in Swedish hip fractures 1987‐2002 : birth cohort
and period effects. Epidemiology. 2012;23(4):623–30.

35. Siggeirsdottir K, Aspelund T, Jonsson BY, et al. Epidemiology of
fractures in Iceland and secular trends inmajor osteoporotic fractures
1989–2008. Osteoporos Int. 2014 Jan;25(1):211–9.

36. Wildner M, Casper W, Bergmann KE. A secular trend in hip fracture
incidence in East Germany. Osteoporos Int. 1999;9(2):144–50.

37. Icks A, Haastert B, Wildner M, Becker C, Meyer G. Trend of hip fracture
incidence in Germany 1995‐2004 : a population‐based study.
Osteoporos Int. 2008;19(8):1139–45.

38. Boereboom FT, Raymakers JA, de Groot RR, Duursma SA. Epidemiol-
ogy of hip fractures in The Netherlands: women compared with men.
Osteoporos Int. 1992;2(6):279–84.

39. Goettsch WG, de Jong RB, Kramarz P, Herings RM. Developments of
the incidence of osteoporosis in The Netherlands: a PHARMO study.
Pharmacoepidemiol Drug Saf. 2007;16(2):166–72.

40. Spector TD, Cooper C, Lewis AF. Trends in admissions for hip
fracture in England and Wales, 1968–85. BMJ. 1990;300(6733):
1173–4.

41. Balasegaram S, Majeed A, Fitz‐Clarence H. Trends in hospital
admissions for fractures of the hip and femur in England, 1989–
1990 to 1997‐1998. J Public Health Med. 2001;23(1):11–7.

42. Wu TY, Jen MH, Bottle A, Liaw CK, Aylin P, Majeed A. Admission rates
and in‐hospital mortality for hip fractures in England 1998 to 2009:
time trends study. J Public Health (Oxf). 2011;33(2):284–91.

43. McGowan B, Casey MC, Silke C, Whelan B, Bennett K. Hospitalisations
for fracture and associated costs between 2000 and 2009 in Ireland: a
trend analysis. Osteoporos Int. 2013;24(3):849–57.

44. Dimai HP, Svedbom A, Fahrleitner‐Pammer A, et al. Epidemiology of
hip fractures in Austria: evidence for a change in the secular trend.
Osteoporos Int. 2011;22(2):685–92.

45. Maravic M, Taupin P, Landais P, Roux C. Change in hip fracture
incidence over the last 6 years in France. Osteoporos Int. 2011;22(3):
797–801.

46. Lippuner K, Popp AW, Schwab P, et al. Fracture hospitalizations
between years 2000 and 2007 in Switzerland: a trend analysis.
Osteoporos Int. 2011;22(9):2487–97.

47. Hernandez JL, Olmos JM, Alonso MA, et al. Trend in hip fracture
epidemiology over a 14‐year period in a Spanish population.
Osteoporos Int. 2006;17(3):464–70.

48. Arias LH, Treceno C, Garcia‐Ortega P, et al. Hip fracture rates and
bisphosphonate consumption in Spain. An ecologic study. Eur J Clin
Pharmacol. 2013;69(3):559–64.

49. Lyritis GP, Rizou S, Galanos A, Makras P. Incidence of hip fractures in
Greece during a 30‐year period: 1977–2007. Osteoporos Int. 2013;
24(5):1579–85.

50. Paspati I, Galanos A, Lyritis GP. Hip fracture epidemiology in Greece
during 1977‐1992. Calcif Tissue Int. 1998;62(6):542–7.

51. Elffors I, Allander E, Kanis JA, et al. The variable incidence of hip
fracture in southern Europe: the MEDOS Study. Osteoporos Int.
1994;4(5):253–63.

52. Tuzun S, Eskiyurt N, Akarirmak U, et al. Incidence of hip fracture and
prevalence of osteoporosis in Turkey: the FRACTURK study.
Osteoporos Int. 2012;23(3):949–55.

53. Chipchase LS, McCaul K, Hearn TC. Hip fracture rates in South
Australia: into the next century. Aust N Z J Surg. 2000;70(2):117–9.

54. Boufous S, Finch CF, Lord SR. Incidence of hip fracture in New South
Wales: are our efforts having an effect? Med J Aust. 2004;180(12):
623–6.

55. Chang KP, Center JR, Nguyen TV, Eisman JA. Incidence of hip and
other osteoporotic fractures in elderly men and women: Dubbo
Osteoporosis Epidemiology Study. J Bone Miner Res. 2004;19(4):
532–6.

56. Crisp A, Dixon T, Jones G, et al. Declining incidence of osteoporotic
hip fracture in Australia. Arch Osteoporos. 2012;7(1–2):179–85.

57. Langley J, Samaranayaka A, Davie G, Campbell AJ. Age, cohort and
period effects on hip fracture incidence: analysis and predictions
from New Zealand data 1974–2007. Osteoporos Int. 2011;22(1):
105–11.

58. Hagino H, Katagiri H, Okano T, Yamamoto K, Teshima R. Increasing
incidence of hip fracture in Tottori Prefecture, Japan: trend from 1986
to 2001. Osteoporos Int. 2005;16(12):1963–8.

59. Hagino H, Furukawa K, Fujiwara S, et al. Recent trends in the
incidence and lifetime risk of hip fracture in Tottori, Japan.
Osteoporos Int. 2009;20(4):543–8.

60. Koh LK, Saw SM, Lee JJ, Leong KH, Lee J. Hip fracture incidence rates
in Singapore 1991–1998. Osteoporos Int. 2001;12(4):311–8.

61. Wong PC. Fracture epidemiology in a mixed southeastern Asian
community (Singapore). Clin Orthop Relat Res. 1966 Mar‐Apr;45;
55–61.

62. Lau EM. The epidemiology of osteoporosis in Asia. IBMS Bonekey.
2009;6(5):190–3.

63. Lim S, Koo BK, Lee EJ, et al. Incidence of hip fractures in Korea. J Bone
Miner Metab. 2008;26(4):400–5.

64. Yoon HK, Park C, Jang S, Lee YK, Ha YC. Incidence and mortality
following hip fracture in Korea. J KoreanMed Sci. 2011;26(8):1087–92.

65. Lau EM. A survey on fractured proximal femur in Hong Kong. [MD
thesis]. Hong Kong: University of Hong Kong; 1989.

66. Chalmers J, Ho KC. Geographical variations in senile osteoporosis.
J Bone Joint Surg Br. 1970 Nov;52(4):667–75.

1754 BALLANE ET AL. Journal of Bone and Mineral Research

http://www.asbmr.org/education/AbstractDetail?aid&x003D;0fc939f3-2f12-4d8f-90d8-07edfccbe109
http://www.asbmr.org/education/AbstractDetail?aid&x003D;0fc939f3-2f12-4d8f-90d8-07edfccbe109
http://www.asbmr.org/education/AbstractDetail?aid&x003D;0fc939f3-2f12-4d8f-90d8-07edfccbe109


67. Lau EM, Cooper C, Fung H, Lam D, Tsang KK. Hip fracture in Hong
Kong over the last decade—a comparison with the UK. J Public
Health Med. 1999;21(3):249–50.

68. Kung AWC, Yates S, Wong V. Changing epidemiology of osteoporotic
hip fracture rates in Hong Kong. Arch Osteoporos. 2007;2(1–2):53–8.

69. Chau PH, Wong M, Lee A, Ling M, Woo J. Trends in hip fracture
incidence and mortality in Chinese population from Hong Kong
2001–09. Age Ageing. 2013;42(2):229–33.

70. Chan DC, Lee YS, Wu YJ, et al. A 12‐year ecological study of hip
fracture rates among older Taiwanese adults. Calcif Tissue Int.
2013;93(5):397–404.

71. Sibai AM, Nasser W, AmmarW, Khalife MJ, Harb H, Fuleihan Gel H. Hip
fracture incidence in Lebanon: a national registry‐based study with
reference to standardized rates worldwide. Osteoporos Int. 2011;
22(9):2499–506.

72. Morin SN, Lix LM, Majumdar SR, Leslie WD. Temporal trends in the
incidence of osteoporotic fractures. Curr Osteoporos Rep. 2013
Dec;11(4):263–9.

73. Wittich A, Bagur A, Mautalen C, et al. Epidemiology of hip fracture in
Tucuman. Argentina. Osteoporos Int. 2010;21(11):1803–7.

74. Jonsson B, Gardsell P, Johnell O, Redlund‐Johnell I, Sernbo I.
Differences in fracture pattern between an urban and a rural
population: a comparative population‐based study in southern
Sweden. Osteoporos Int. 1992;2(6):269–73.

75. Chevalley T, Herrmann FR, Delmi M, et al. Evaluation of the age‐
adjusted incidence of hip fractures between urban and rural areas:
the difference is not related to the prevalence of institutions for the
elderly. Osteoporos Int. 2002;13(2):113–8.

76. United Nations, Department of Economic and Social Affairs,
Population Division. World urbanization prospects: the 2011 revision
[Internet]. New York: United Nations; 2013 [cited 2014 May 26].
Available from: http://esa.un.org/unup.

77. U.S., Census Bureau. 2010; Census of Population and Housing,
Population and Housing Unit Counts, CPH‐2‐5, United States
Summary. Washington, DC: U.S. Government Printing Office; 2012.

78. Lau EM, Suriwongpaisal P, Lee JK, et al. Risk factors for hip fracture in
Asian men and women: the Asian osteoporosis study. J Bone Miner
Res. 2001 Mar;16(3):572–80.

79. Alves SM, CastiglioneD, Oliveira CM, de Sousa B, PinaMF. Age‐period‐
cohort effects in the incidence of hip fractures: political and
economic events are coincident with changes in risk. Osteoporos
Int. 2014 Feb;25(2):711–20.

80. Nichols HB, Trentham‐Dietz A, Hampton JM, et al. Frommenarche to
menopause: trends among US women born from 1912 to 1969. Am J
Epidemiol. 2006 Nov 15;164(10):1003–11.

81. National Health and Nutrition Examination Survey Report. 2001;
Seoul, Korea: Ministry of Health and Welfare; 2004.

82. Looker A, Melton LJ 3rd, Borrud L, Shepherd J. Changes in femur neck
bone density in US adults between 1988–1994 and 2005–2008:
demographic patterns and possible determinants. Osteoporos Int.
2012;23(2):771–80.

83. U.S., Department of Health and Human Services. Centers for Disease
Control and Prevention. Healthy weight, overweight, and obesity
among U.S. adults. National Health and Nutrition Examination
Survey; 2003. Available from: http://www.cdc.gov/nchs/data/
nhanes/databriefs/adultweight.pdf.

84. Khosla S, Atkinson EJ, Riggs BL, Melton LJ 3rd. Relationship between
body composition and bonemass in women. J BoneMiner Res. 1996;
11(6):857–63.

85. De Laet C, Kanis J, Odén A, et al. Body mass index as a predictor
of fracture risk: a meta‐analysis. Osteoporos Int. 2005 Nov;16(11):
1330–8.

86. Leslie WD, Lix LM, Yogendran MS, Morin SN, Metge CJ, Majumdar SR.
Temporal trends in obesity, osteoporosis treatment, bone mineral
density and fracture rates: a population‐based historical cohort study.
J Bone Miner Res. 2014 Apr;29(4):952–9.

87. Abrahamsen B, Heitmann BL, Eiken PA. Season of birth and the risk of
hip fracture in Danish men and women aged 65 þ. Front Endocrinol
(Lausanne). 2012 Jan 18;3:2.

88. Jean S, O’Donnell S, Lagace C, et al. Trends in hip fracture rates in
Canada: an age‐period‐cohort analysis. J Bone Miner Res. 2013;
28(6):1283–9.

89. Nam HS, Shin MH, Zmuda JM, et al. Race/ethnic differences in
bone mineral densities in older men. Osteoporos Int. 2010;
21(12):2115–23.

90. Høidrup S, Prescott E, Sørensen TI, et al. Tobacco smoking and risk
of hip fracture in men and women. Int J Epidemiol. 2000 Apr;29(2):
253–9.

91. Ekholm O, Kjøller M, Davidsen M, et al. [Health and morbidity in
Denmark 2005 anddevelopment since 1987] Sundhedog sygelighed
i Danmark 2005 and udviklingen siden 1987. Copenhagen, Denmark:
[National Institute of Public Health] Statens Institut for Folkesundhed;
2006. ISBN‐10: 87‐7899‐112‐9; ISBN‐13: 978‐87‐7899‐ 112‐6. Available
from: http://www.si‐folkesundhed.dk/upload/hele_rapporten_2005.
pdf.

92. Briefel RR, Johnson CL. Secular trends in dietary intake in the United
States. Annu Rev Nutr. 2004;24:401–31.

93. Jensen J, Lundin‐Olsson L, Nyberg L, Gustafson Y. Fall and injury
prevention in older people living in residential care facilities. A cluster
randomized trial. Ann Intern Med. 2002 May 21;136(10):733–41.

94. Gates S, Fisher JD, Cooke MW, Carter YH, Lamb SE. Multifactorial
assessment and targeted intervention for preventing falls and
injuries among older people in community and emergency care
settings: systematic review and meta‐analysis. BMJ. 2008;336(7636):
130–3.

95. Cauley JA, El‐Hajj Fuleihan G, Arabi A, et al. Official Positions for
FRAX(R) clinical regarding international differences from Joint Official
Positions Development Conference of the International Society for
Clinical Densitometry and International Osteoporosis Foundation on
FRAX(R). J Clin Densitom. 2011;14(3):240–62.

96. Westin C. Sweden: Restrictive Immigration Policy and Multicultural-
ism [Internet]. Washington, DC: Migration Policy Institute; 2006 [cited
2014 May 26]. Available from: http://www.migrationpolicy.org/
article/sweden‐restrictive‐immigration‐policy‐and‐multiculturalism.

97. Xu L, Lu A, Zhao X, Chen X, Cummings SR. Very low rates of hip
fracture in Beijing, People’s Republic of China the Beijing Osteopo-
rosis Project. Am J Epidemiol. 1996;144(9):901–7.

98. Ettinger B, Black DM, Dawson‐Hughes B, Pressman AR, Melton LJ 3rd.
Updated fracture incidence rates for the US version of FRAX.
Osteoporos Int. 2010;21(1):25–33.

99. Kreidieh OI, El‐Hajj Fuleihan G. Impact of changes in mortality on
FRAX‐derived fracture probabilities. Bone. 2014 May;62;43–50.

Journal of Bone and Mineral Research SECULAR TRENDS IN HIP FRACTURES WORLDWIDE 1755

http://esa.un.org/unup
http://www.cdc.gov/nchs/data/nhanes/databriefs/adultweight.pdf
http://www.cdc.gov/nchs/data/nhanes/databriefs/adultweight.pdf
http://www.si-folkesundhed.dk/upload/hele_rapporten_2005.pdf
http://www.si-folkesundhed.dk/upload/hele_rapporten_2005.pdf
http://www.migrationpolicy.org/article/sweden-restrictive-immigration-policy-and-multiculturalism
http://www.migrationpolicy.org/article/sweden-restrictive-immigration-policy-and-multiculturalism

