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Low serum magnesium levels are associated with increased risk
of fractures: a long-term prospective cohort study
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Abstract Magnesium, which is an essential trace element
that plays a key role in several cellular processes, is a major
component of bone; however, its relationship with risk of
major bone fractures is uncertain. We aimed to investigate
the association of baseline serum magnesium concentrations with risk of incident fractures. We analyzed data on
2245 men aged 42–61 years in the Kuopio Ischemic Heart
Disease prospective cohort study, with the assessment of
serum magnesium measurements and dietary intakes made
at baseline. Hazard ratios [95% confidence intervals (CI)]
for incident total (femoral, humeral, and forearm) and
femoral fractures were assessed. During a median followup of 25.6 years, 123 total fractures were recorded. Serum
magnesium was non-linearly associated with risk of total
fractures. In age-adjusted Cox regression analysis, the
hazard ratio (HR) (95% CIs) for total fractures in a comparison of the bottom quartile versus top quartile of magnesium concentrations was 2.10 (1.30–3.41), which
persisted on adjustment for several established risk factors
1.99 (1.23–3.24). The association remained consistent on
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further adjustment for renal function, socioeconomic status, total energy intake, and several trace elements 1.80
(1.10–2.94). The corresponding adjusted HRs for femoral
fractures were 2.56 (1.38–4.76), 2.43 (1.30–4.53) and 2.13
(1.13–3.99) respectively. There was no evidence of an
association of dietary magnesium intake with risk of any
fractures. In middle-aged Caucasian men, low serum
magnesium is strongly and independently associated with
an increased risk of fractures. Further research is needed to
assess the potential relevance of serum magnesium in the
prevention of fractures.
Keywords Magnesium  Cohort study  Fracture  Risk
factor

Introduction
Magnesium is an essential trace element that plays a key
role in several cellular processes including nucleic acid
synthesis, enzymatic reactions, and cell replication. It is
also an important component of bone, with 67 percent of
total body magnesium known to be found in the bone tissue
[1]. A number of factors are known to play an important
role in bone health and these include ageing, heritability,
sex, physical activity, hormonal factors and nutrition [2].
Investigations of the effect of nutrition on bone health
has mostly focused on specific dietary factors such as
calcium and vitamin D. There have been suggestions that
magnesium might also be linked with bone heath. In both
human and animal experimental models, magnesium deficiency has been shown to be associated with decreased
osteoclastic and osteoblastic activity, osteopenia and
skeletal fragility [3, 4].
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Although it appears that magnesium may have a beneficial effect on bone health, its relationship with fractures
is uncertain. It has been postulated that magnesium may
be involved in the development of fractures via (1)
modulation of osteoclastic and osteoblastic activity; [5]
(2) its effects on bone density and fragility; [3] and (3)
alteration in levels of other micronutrients such as calcium
and vitamin D [1, 5], which are needed for bone health. A
number of epidemiological as well as clinical studies have
reported dietary magnesium intake and magnesium supplementation to be linked to greater bone mineral density
[6–9], suggesting that magnesium may be associated with
risk of fractures. In an analysis of the Norwegian Epidemiologic Osteoporosis Studies (NOREPOS) hip fracture
database, Dahl et al. [10] demonstrated a protective
association between magnesium in drinking water and risk
of hip fractures. However, a recent meta-analysis of 12
studies, has demonstrated that high intakes of magnesium
were not associated with risk of hip and total fractures
[11]. Given the inconsistent evidence on the association
between dietary magnesium and fracture risk and the
dependence of serum magnesium concentrations on dietary magnesium sources as well as water [12, 13], it would
be clinically useful to ascertain if serum magnesium
concentrations are linked to fracture risk. Data however on
the association between serum magnesium status and risk
of major fractures is sparse. In a longitudinal analysis of
the European Prospective Investigation into Cancer and
Nutrition (EPIC)–Norfolk cohort, Hayhoe et al. demonstrated statistically significant trends between serum
magnesium concentrations and risk of fractures; however,
the associations were attenuated to null after adjustment
for confounding factors [14]. Fractures (particularly
osteoporotic fractures) are one of the leading worldwide
causes of disability and morbidity, especially among the
aging population, and increase the burden on health systems [15]. The prevention of fractures is therefore of
public health importance and the evaluation of putative
risk factors such as serum magnesium, which may have
predictive or causal relevance to the risk of fractures and
which could help tailor preventive and therapeutic interventions is a priority. In this context, our first objective
was to assess the shape, nature, and magnitude of the
prospective association between serum magnesium with
risk of incident total and femoral fractures. The second
objective was to assess the consistency of the association
in important clinical subgroups using a population-based
cohort of 2245 relatively healthy men from eastern Finland. In subsidiary analysis, we assessed the association of
dietary magnesium intake with the risk of fractures in the
same set of participants.
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Methods
This report was conducted according to STROBE
(STrengthening the Reporting of OBservational studies in
Epidemiology) guidelines for reporting observational
studies in epidemiology (online Appendix 1) [16].
Study population
The Kuopio Ischaemic Heart Disease (KIHD) populationbased prospective cohort analyzed in this study was set up
primarily to investigate risk factors for cardiovascular disease
and other additional health outcomes in eastern Finland [17].
This cohort has been described in detail previously; [17–19] in
brief, the KIHD cohort consisted of a representative sample of
3433 randomly selected men aged 42–61 years living in the
city of Kuo-pio and its neighbouring rural communities who
participated in the baseline study conducted between March
1984 and December 1989. Of the 3433 men, 3235 were found
to be eligible; and of this number, 2682 (78%) volunteered to
participate, 186 did not respond to the invitation, and 367
declined to give informed consent. The data set analyzed in the
present study includes 2245 men with baseline data on serum
magnesium, relevant covariates, and fracture outcomes. The
ethical committee of the University of Eastern Finland
approved all procedures involving human subjects and each
study participant provided written informed consent according to the Declaration of Helsinki.
Ascertainment of incident fractures
All incident fractures, representing all femoral, humeral,
and forearm fracture cases that occurred from enrollment to
2014 were included. The primary outcome measures
included incident total and femoral fractures. No losses to
follow-up were recorded. In the KIHD study, participants
are under annual continuous surveillance for the development of new outcome events, including fractures [20].
Fracture incidence data were collected from the National
Hospital Discharge Register data by computer linkage and
a comprehensive review of hospital records, discharge
diagnoses, and inpatient physician claims. The events were
coded according to the International Classification of Diseases Tenth Revision diagnostic codes for fractures by site.
Measurement of risk factors
Methods for collection of blood specimens and the measurement of lipids, biochemical analytes, and all trace
elements have been previously described in detail [21].
Briefly, besides fasting overnight before blood collection,
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participants were told to abstain from drinking alcohol for
at least 3 days and from smoking for at least 12 h before
assessment. Serum samples collected were stored frozen at
-80 C for 0.2–2.5 years. Serum magnesium was measured using atomic absorption spectrometry (Perkin Elmer
Zeeman 5000, Perkin Elmer, Norwalk, CT, USA) which
involved the use of acetylene-air (1:4) flame technique.
Serum magnesium was diluted in a ratio of 1:50 with
distilled water. The wavelength was 185.2 nm for magnesium. The between-run Coefficient of Variation for the
method was 2.4% (37 assays) [22]. The measurement of
pH-corrected serum ionized calcium concentrations was
made using ion selective electrodes (Microlyte 6, Kone,
Finland; CV 1.6%). Measurement of serum zinc concentrations were made using the PerkinElmer 306 atomic
absorption spectrophotometer (Norwalk, Connecticut,
USA). Participants completed self-administered health and
lifestyle questionnaire for the assessment of age, smoking,
alcohol consumption, socio-economic status (SES), baseline diseases, and medical history [21]. Energy expenditure
of physical activity was assessed using the validated KIHD
12-month leisure-time physical activity questionnaire
[23, 24]. Dietary magnesium, energy, and other nutrient
intakes were assessed quantitatively at the time of blood
sampling by recording food intake over 4 days using a
validated questionnaire [25]. During dietary assessment,
common sets of household measures were used to help the
participants assess food portion sizes. Instructions were
given and completed food records were checked by an
experienced nutritionist. The average of the 4 days dietary
intake was calculated. Food intakes were converted into
nutrient intakes using the Nutrica software (version 2.5;
National Public Health Institute, Turku, Finland), which
uses mainly Finnish values of nutrient composition of
foods and takes into account loss of vitamins during food
preparation. The Nutrica software contains a large database
comprising 1300 food items and dishes and the nutrient
composition of foods, including dietary magnesium. The
Nutrica software was developed at the Research Center of
the Social Insurance Institution of Finland.

risk of total fractures, hazard ratios (HRs) were calculated
within quartiles of serum magnesium concentrations and
plotted against the mean serum magnesium concentrations
within each quartile. Floating variances were used to calculate 95% confidence intervals for the log hazard ratio in
each group, including the reference group, to allow for
comparisons across the groups irrespective of the arbitrarily chosen reference category (top quartile) [27]. As the
association showed a non-linear shape, HRs were calculated by quartiles defined according to the baseline distribution of serum magnesium concentrations. Hazard ratios
were progressively adjusted for (1) age; (2) plus body mass
index (BMI), height, systolic blood pressure (SBP),
smoking status, history of diabetes mellitus, and physical
activity; and (3) plus estimated glomerular filtration rate
(eGFR), as calculated using the Chronic Kidney Disease
Epidemiology Collaboration formula [28], SES, energy
intake, serum zinc, serum potassium, and serum ionized
calcium. These confounders were selected based on their
previously established role as risk factors for fractures,
evidence from previous research, or their potential as
confounders based on known associations with fracture
outcomes and observed associations with serum magnesium using the available data [29]. Collinearity diagnostics
using the variance inflation factor [30] showed no evidence
of collinearity between BMI and height. We evaluated
effect modification by pre-specified clinically relevant
characteristics using interaction tests. To avoid potential
bias due to participants at high risk of fractures at baseline,
we carried out sensitivity analyses that excluded the first
5 years of follow-up. All statistical analyses were conducted using Stata version 14 (Stata Corp, College Station,
TX, USA).

Statistical analysis

Table 1 summarizes characteristics of the study population
(n = 2245). The mean (SD) serum magnesium levels and
dietary magnesium intake at baseline were 1.98 (0.15) mg/
dl and 417.2 (69.3) mg/day respectively. Based on the
suggested normal reference range of 1.8–2.3 mg/dl for
serum magnesium [31], 136 (6.1%) men had hypomagnesemia (\1.8 mg/dl) and only 22 (1%) men had excess
serum magnesium levels ([2.3 mg/dl) in the study population. The mean (SD) age and BMI of study participants
were 53 [5] years and 26.9 (3.6) kg/m2 respectively. Serum
magnesium levels were weakly and inversely correlated
with alcohol consumption, SES, fasting glucose, and renal

Baseline characteristics were presented as means (SD) or
median (interquartile range) for continuous variables and
percentages for categorical variables. Cross-sectional correlations of serum magnesium levels with various risk
markers were determined by calculating partial correlation
coefficients adjusted for age. Cox proportional hazard
regression models were used to conduct time-to-event
analyses. Schoenfeld residuals were used to confirm the
proportional hazards assumptions [26]. To characterize the
shape of the association between serum magnesium and

Results
Baseline characteristics and correlates of serum
magnesium levels
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Table 1 Baseline participant characteristics and correlates of serum magnesium

Magnesium (mg/dl)

Overall (N = 2245)
Mean (SD), median (IQR), or n (%)

Partial correlation, r (95% CIs)

1.98 (0.15)

–

Questionnaire/prevalent conditions
Age at survey (years)

53.1 (5.0)

0.05 (0.01–0.09)*

Alcohol consumption (g/week)

75.9 (137.6)

-0.08 (-0.13 to -0.04)***

Total energy intake (kJ/day)

9855 (2609)

-0.03 (-0.07 to 0.01)

Socioeconomic status

8.51 (4.24)

-0.06 (-0.10 to -0.02)*

Dietary magnesium intake (mg/day)
History of diabetes

417.2 (69.3)

-0.03 (-0.07 to 0.01)

No

2156 (96.0)

–

Yes

89 (4.0)

–

Smoking status
Other

1529 (68.1)

–

Current

716 (31.9)

–

History of hypertension
No

1564 (69.7)

–

Yes

681 (30.3)

–

Physical measurements
BMI (kg/m2)

26.9 (3.6)

-0.02 (-0.06 to 0.02)

Height (cm)

172.8 (6.2)

-0.00 (-0.04, 0.04)

SBP (mmHg)

134 (17)

-0.03 (-0.07 to 0.01)

DBP (mmHg)

89 (10)

-0.01 (-0.05 to 0.03)

Physical activity (kj/day)
Lipid markers

1546 (1489)

0.00 (-0.04 to 0.04)

Total cholesterol (mmol/l)

5.90 (1.08)

0.07 (0.03–0.11)***

HDL-C (mmol/l)

1.29 (0.30)

-0.03 (-0.07 to 0.02)

Triglycerides (mmol/l)

1.10 (0.80–1.56)

0.01 (-0.03 to 0.05)
-0.17 (-0.21 to -0.13)***

Metabolic and renal markers
Fasting plasma glucose (mmol/l)

5.36 (1.27)

Serum creatinine (lmol/1)

89.7 (21.3)

0.13 (0.09–0.17)***

Estimated GFR (ml/min/1.73 m2)

87.0 (17.0)

-0.14 (-0.18 to -0.10)***

Trace elements
Serum zinc (mg/l)

0.94 (0.12)

0.11 (0.07–0.16)***

Serum ionized calcium (mmol/l)

1.18 (0.05)

0.06 (0.02–0.10)**

Serum potassium (mmol/l)

3.92 (0.30)

-0.02 (-0.06 to 0.02)

BMI body mass index, CHD coronary heart disease, CI confidence interval, DBP diastolic blood pressure, GFR glomerular filtration rate, HDLC high-density lipoprotein cholesterol, IQR interquartile range, SD standard deviation, SBP systolic blood pressure
Asterisks indicate the level of statistical significance: * P \ 0.05; ** P \ 0.01; *** P \ 0.001; Adjusted for age

function. Weak positive correlations were observed for
age, total cholesterol, creatinine, zinc, and serum ionized
calcium. No significant correlation was observed with
dietary magnesium intake. Online Appendix 2 shows
baseline characteristics of study participants by quartiles of
serum magnesium. Except for a few characteristics, there
were generally no significant differences in baseline characteristics across quartiles of serum magnesium.
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Magnesium and risk of fractures
During a median (interquartile range) follow-up of 25.6
(17.6–27.9) years, 123 incident total fractures (annual rate
2.49/1000 person-years at risk; 95% CI 2.08–2.97) were
recorded. Of the 22 men who had excess serum magnesium
concentrations at baseline, none of them experienced a
fracture at follow-up; and of the total number of incident
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fractures, 78 were femoral fractures. In analyses adjusted
for several established risk factors (age, body mass index,
height, systolic blood pressure, smoking, history of diabetes, alcohol consumption, and physical activity), a nonlinear inverse association was observed between serum
magnesium and risk of total fractures (Fig. 1). Comparing
the bottom quartile versus top quartile of serum magnesium
concentrations, the age-adjusted HR for total fractures was
2.10 (95% CI 1.30–3.41; P = 0.003), which remained
consistent 1.99 (95% CI 1.23–3.24; P = 0.005) following
further adjustment for several established risk factors. The
HR was minimally attenuated to 1.80 (95% CI 1.10–2.94;
P = 0.019) on additional adjustment for eGFR, SES, total
energy intake, serum zinc, serum potassium, and serum
ionized calcium (Table 2). The association between serum
magnesium and total fractures was not significantly modified by several clinically relevant characteristics (P for
interaction C0.10 for each; Fig. 2). In a sensitivity analysis
which was limited to a sample of 2129 men (117 total
fractures) after the first 5 years of follow-up was excluded,
the associations remained consistent: 2.05 (95% CI
1.25–3.36; P = 0.005), 1.95 (95% CI 1.19–3.21;
P = 0.008), and 1.77 (95% CI 1.07–2.93; P = 0.026)
respectively.

(B)
6.0

6.0

5.2

5.2

4.4

4.4

3.6

3.6

2.8

2.8

Hazard ratio (95% CI)

Hazard ratio (95% CI)

(A)

In analyses adjusted for several established risk factors,
there was a continuous association of serum magnesium
with risk of femoral fractures, which was potentially consistent with either a curvilinear or linear shape (online
Appendix 3). The corresponding adjusted HRs for femoral
fractures were 2.56 (95% CI 1.38–4.76; P = 0.003), 2.43
(95% CI 1.30–4.53; P = 0.005), and 2.13 (95% CI
1.13–3.99; P = 0.019) respectively.
Based on the distribution of serum magnesium in the current study and published guidelines which suggest a normal
reference range of 1.8–2.3 mg/dl [31], HRs for total and
femoral fractures were calculated using the following serum
magnesium categories: (1)\1.8 mg/dl (group 1 and referent,
hypomagnesemia); (2) 1.8–2.0 mg/dl (group 2); and (3)
[2.1 mg/dl (group 3). The inverse and independent associations of serum magnesium with the risk of total and femoral
fractures remained consistent (Table 3). In subsidiary analyses using the bottom quartile of serum magnesium concentration as a reference comparison, participants in the top
quartile of serum magnesium concentrations had a decreased
risk of both total and femoral fractures (online Appendix 4).
There was no evidence of an association of dietary
magnesium intake with risk of total and femoral fractures
(Table 4).

2.0

1.2

0.4

2.0

1.2

0.4
1.8

1.9

2

2.1

2.2

Baseline magnesium concentrations(mg/dl)
Fig. 1 Hazard ratios for incident total fractures by quartiles of serum
magnesium levels. a Adjusted for age; b adjusted for age, body mass
index, height, systolic blood pressure, smoking status, history of
diabetes, alcohol consumption, and physical activity; the mean

1.8

1.9

2

2.1

2.2

Baseline magnesium concentrations(mg/dl)
magnesium level (mg/dl) was 1.79 for the lowest quartile; 1.93 for
the second quartile; 2.03 for the third quartile; and 2.17 for the top
quartile; CI confidence interval
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Table 2 Association of serum magnesium and incident fractures by quartiles of serum magnesium
Serum magnesium (mg/dl)

Events/total

Model 1
HR (95% CI)

Model 2
P value

HR (95% CI)

Model 3
P value

HR (95% CI)

P value

Total fractures
Q4 (2.08–2.55)

26/557

ref

Q3 (1.98–2.08)

24/564

0.93 (0.53–1.61)

0.787

ref
0.92 (0.53–1.60)

0.768

ref
0.86 (0.50–1.51)

0.608

Q2 (1.88–1.98)

27/558

1.12 (0.65–1.92)

0.677

1.10 (0.64–1.90)

0.720

1.01 (0.59–1.74)

0.968

Q1 (0.92–1.88)

46/566

2.10 (1.30–3.41)

0.003

1.99 (1.23–3.24)

0.005

1.80 (1.10–2.94)

0.019

Q4 (2.08–2.55)
Q3 (1.98–2.08)

15/556
16/556

ref
1.08 (0.53–2.19)

0.828

ref
1.08 (0.53–2.18)

0.840

ref
1.01 (0.50–2.04)

0.987

Q2 (1.88–1.98)

16/553

1.20 (0.59–2.43)

0.615

1.19 (0.59–2.42)

0.626

1.08 (0.53–2.20)

0.833

Q1 (0.92–1.88)

31/559

2.56 (1.38–4.76)

0.003

2.43 (1.30–4.53)

0.005

2.13 (1.13–3.99)

0.019

Femoral fractures

CI confidence interval, HR hazard ratio, ref reference, Q quartile
Model 1: Adjusted for age, Model 2: Model 1 plus body mass index, height, systolic blood pressure, smoking, history of diabetes, alcohol
consumption, and physical activity, Model 3: Model 2 plus estimated glomerular filtration rate, socioeconomic status, total energy intake, serum
zinc, serum potassium, and serum ionized calcium

Comment
Summary of findings
We have shown in this population-based prospective study
of middle-aged Caucasian men that low serum magnesium
concentrations are independently associated with an
increased risk of future total and femoral fractures. Whiles
serum magnesium was non-linearly associated with risk of
total fractures, we observed a continuous decrease in risk of
femoral fractures with increasing levels of serum magnesium. Given the low event rate for femoral fractures, further work is required to determine whether a curvilinear or
linear shape would better describe the relationship. The
associations persisted after controlling for several confounders including other trace elements such as serum zinc
and serum ionized calcium. There was also no evidence of
effect modification by several clinically relevant subgroups. In a subsidiary analyses, high serum magnesium
concentrations were associated with a reduced risk of
fractures and we found no evidence of an association of
dietary magnesium intake with risk of both total and
femoral fractures.

association between serum magnesium concentrations and
risk of fractures after multivariable adjustment [14]. A
broad body of evidence suggests that magnesium has a
beneficial effect on bone health; however, the greater
majority of studies have explored dietary magnesium as an
exposure and not serum magnesium status. Although high
dietary magnesium intake has been linked with greater
bone mineral density [6, 8]; the evidence of a beneficial
effect on risk of fractures is not convincing. The majority
of studies including a recent pooled analysis of 12 studies
have consistently demonstrated that high dietary magnesium intake is not protective of risk of fractures [6, 11].
Indeed, our subsidiary analysis of dietary magnesium and
fracture risk showed statistically non-significant associations. In contrast, magnesium consumption in excess of the
recommended dietary allowance has also been shown to be
associated with an increased risk of lower-arm and wrist
fractures in the Women’s Health Initiative Observational
Study. The investigators however postulated that this might
be due to greater physical activity and risk of increased
falls in this group of women [6]. Whether the current
findings of an inverse association of serum magnesium
with fracture risk reflects a true association may need to be
confirmed in other large-scale prospective studies.

Comparison with previous work
Possible explanations for findings
Previous published articles exploring the prospective
association between serum magnesium and risk of fractures
are scarce. In the only study published to date to our
knowledge, investigators employing the large-scale EPIC
cohort were unable to show a statistically significant
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Though magnesium, the second most abundant intracellular cation, plays a role in several cellular processes; the
mechanistic pathways by which magnesium influences
bone metabolism are currently unclear. However pathways
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Subgroup

No. of participants

No. of total fractures

HR (95% CI)

P-value*

Age at survey (years)
< 54.4
≥ 54.4

1,206
1,035

59
64

1.53 (0.75, 3.09)
2.20 (1.11, 4.35)

.628

Body mass index (kg/m2)
< 26.54
≥ 26.54

1,121
1,120

64
59

2.20 (1.11, 4.35)
1.78 (0.89, 3.54)

.233

Systolic blood pressure (mmHg)
< 132.2
≥ 132.2

1,131
1,110

65
58

3.20 (1.54, 6.61)
1.25 (0.64, 2.46)

.232

Physical activity (kj/day)
< 1186
≥ 1186

1,121
1,120

65
58

2.15 (1.14, 4.06)
1.81 (0.85, 3.83)

.150

Serum zinc (mg/l)
< 0.94
≥ 0.94

1,131
1,110

66
57

2.06 (1.07, 3.97)
1.81 (0.87, 3.75)

.578

Serum ionized calcium (mmol/l)
< 1.19
≥ 1.19

1,216
1,025

67
56

2.76 (1.34, 5.68)
1.43 (0.71, 2.86)

.545

Serum potassium (mmol/l)
< 4.0
≥ 4.0

1,223
1,018

71
52

1.83 (1.00, 3.35)
2.42 (1.05, 5.53)

.290

Alcohol consumption (g/week)
< 31.9
≥ 31.9

1,121
1,120

54
69

1.74 (0.88, 3.45)
2.34 (1.18, 4.66)

.553

Smoking status
Non-smokers
Current smokers

1,528
713

91
32

1.80 (1.01, 3.21)
2.49 (1.02, 6.09)

.323

.5

.75

1

1.5

2.5

5

7.5

HR (95% CI) comparing bottom versus top quartile of magnesium concentrations (mg/dl)

Fig. 2 Hazard ratios for serum magnesium levels and total fractures
risk by several participant level characteristics. Hazard ratios were
adjusted for age, body mass index, height, systolic blood pressure,
smoking status, history of diabetes, alcohol consumption, and
physical activity; CI confidence interval, GFR glomerular filtration

rate, HR hazard ratio; * P value for interaction; cut-offs used for age,
body mass index, systolic blood pressure, physical activity, serum
zinc, serum ionized calcium, serum potassium, and alcohol consumption are median values

Table 3 Association of serum magnesium and incident fractures by clinical categories of serum magnesium
Serum magnesium(mg/dl)

Events/total

Model 1
HR (95% CI)

Model 2
P value

Model 3

HR (95% CI)

P value

HR (95% CI)

P value

Total fractures
[2.0
1.8–2.0

34/722
74/1387

ref
1.25 (0.83–1.88)

0.284

ref
1.24 (0.82–1.86)

0.308

ref
1.18 (0.78–1.78)

0.431

\1.8

15/136

3.30 (1.79–6.08)

\ 0.001

2.95 (1.59–5.49)

0.001

2.51 (1.34–4.70)

0.004

Femoral fractures
[2.0

20/719

ref

1.8–2.0

48/1370

1.42 (0.84–2.39)

0.192

1.41 (0.83–2.37)

0.202

1.32 (0.78–2.23)

0.304

\1.8

10/135

3.80 (1.77–8.16)

0.001

3.32 (1.53–7.22)

0.002

2.64 (1.20–5.78)

0.016

ref

ref

CI confidence interval, HR hazard ratio, ref reference
Model 1: Adjusted for age, Model 2: Model 1 plus body mass index, height, systolic blood pressure, smoking, history of diabetes, alcohol
consumption, and physical activity, Model 3: Model 2 plus estimated glomerular filtration rate, socioeconomic status, total energy intake, serum
zinc, serum potassium, and serum ionized calcium
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Table 4 Association of dietary magnesium intake and incident fractures
Dietary magnesium(mg/day)

Events/total

Model 1
HR (95% CI)

Model 2
P value

HR (95% CI)

Model 3
P value

HR (95% CI)

P value

Total fractures
Q4 (C 457.70)

35/561

ref

Q3 (413.40–457.60)

29/561

0.80 (0.49–1.31)

0.382

ref
0.85 (0.52–1.39)

0.512

0.92 (0.56–1.52)

ref
0.743

Q2 (372.59–413.32)

29/561

0.77 (0.47–1.26)

0.305

0.82 (0.50–1.34)

0.422

0.88 (0.53–1.46)

0.626

Q1 (30.13–372.53)

30/562

0.82 (0.50–1.34)

0.429

0.82 (0.50–1.34)

0.424

0.89 (0.54–1.47)

0.654

Q4 (C 457.70)
Q3 (413.40–457.60)

18/553
17/554

ref
0.93 (0.48–1.80)

0.821

ref
0.98 (0.51–1.91)

0.959

ref
1.08 (0.55–2.12)

0.813

Q2 (372.59–413.32)

23/558

1.17 (0.63–2.18)

0.609

1.25 (0.67–2.32)

0.488

1.34 (0.71–2.52)

0.362

Q1 (30.13–372.53)

20/559

1.07 (0.57–2.02)

0.838

1.04 (0.55–2.00)

0.896

1.20 (0.62–2.32)

0.581

Femoral fractures

CI confidence interval, HR hazard ratio, ref reference, Q quartile
Model 1: Adjusted for age, Model 2: Model 1 plus body mass index, height, systolic blood pressure, smoking, history of diabetes, alcohol
consumption, and physical activity, Model 3: Model 2 plus estimated glomerular filtration rate, socioeconomic status, total energy intake, serum
zinc, serum potassium, and serum ionized calcium

proposed that link low serum levels of magnesium to
increased fracture risk include impaired bone growth,
decreased bone density, and bone fragility or osteoporosis
[3]. Via a nitric oxide-dependent mechanism, magnesium
has an effect on osteoblast activity and number of osteoclasts [5]. In selective dietary magnesium depletion in
animal models, Rude and colleagues observed bone loss,
decrease in osteoblasts, and increased osteoclasts in these
animals. Magnesium deficiency leads to resistance or low
vitamin D and parathyroid hormone levels [3, 32–34],
which may lead to reduced bone formation and subsequently increased risk of fractures. Magnesium also affects
bone metabolism by altering calcium homeostasis [1, 5].
Magnesium deficiency in animal models have been shown
to stimulate production of cytokines, which are known to
increase osteoclastic bone resorption. An increase in
receptor activator of nuclear factor kB ligand (RANKL)
and a decrease in osteoprotegerin (OPG), both caused by
magnesium deficiency, cause an increase in bone resorption. Magnesium is known to stabilize and slow the
transformation of amorphous calcium phosphate to
hydroxyapatite [35], which gives bones higher bone mass
[36]. Magnesium is essential for normal neurological and
muscular function [12]; low serum magnesium concentrations (hypomagnesemia) may manifest as muscle weakness
and seizures [37], which lead to falls and subsequently
fractures. Several reasons could account for the null findings demonstrated between dietary magnesium and risk of
fractures. First, observational studies of dietary intake are
prone to misclassification bias in addition to the fact that
food sources of magnesium are also frequently high in
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nutrients such as potassium and calcium; which are beneficial and interact with other micronutrients to maintain
bone health and therefore it is difficult to evaluate the
separate effect of each nutrient. Second, the possibility that
individuals dietary intake of magnesium may not correlate
with their total body stores or serum levels. Though a low
serum magnesium concentration generally signifies low
total body magnesium status; serum magnesium concentrations do not accurately reflect total body magnesium
stores [38, 39]. Thus, it is not uncommon to find normal
serum magnesium concentrations in the presence of
depleted total body stores and vice versa.
Implications of findings
The long-term prospective and independent association
demonstrated between baseline magnesium concentrations
and risk of fractures, suggest that serum magnesium status
may modify fracture risk and this may have implications
for clinical practice. The findings do suggest that avoiding
low serum concentrations of magnesium may be a
promising though unproven strategy for risk prevention of
fractures. Although serum magnesium concentration
depends on magnesium intake from food and water, suggesting that increased intake may lead to increased serum
levels and reduced fracture risk, this is not supported by the
available evidence. Indeed, a number of studies including
the present analysis, have shown no correlation between
dietary magnesium intake and serum magnesium concentrations [14, 40]. It has been postulated this could be a
reflection of the tight homeostatic control of the
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magnesium cation in the circulation [14]. In addition, it is
also known that the absorption and bioavailability of
minerals can be affected by interactions between different
dietary nutrients; such as the case of fibre, calcium, and
phosphorus for magnesium [41, 42]. Serum magnesium
concentration is regulated by a balance between intestinal
absorption and excretion by the kidneys; therefore,
decreased intestinal absorption, increased gastrointestinal
loss, or renal loss, may contribute to the lack of a correlation between dietary intake and serum concentrations of
magnesium. Factors or conditions known to cause these
include old age, inflammatory bowel disorders, malabsorption syndromes, diabetes, certain medications (e.g.,
diuretics, proton-pump inhibitors), as well as renal
impairment [39, 43]. Based on these observations, modulating or treating these underlying co-morbid conditions or
factors that predispose to low serum magnesium concentrations may subsequently help to prevent the development
of hypomagnesemia. Though hypomagnesemia is common
and its prevalence in the general population ranges from
2.5 to 15% [44], most patients are usually asymptomatic
and symptoms usually manifest only when the serum
concentrations fall below 1.2 mg/dl [45]. Since serum
magnesium concentration is not measured as part of the
routine blood screening panel, individuals with low serum
levels are difficult to identify. Serum magnesium screening
should therefore be conducted in the elderly and in situations such as chronic diarrhoea, hypocalcemia, hypokalemia, and other co-morbid conditions that predispose to low
circulating levels of magnesium. Magnesium supplementation may also be another way of increasing serum levels,
especially for people who are unable to get the recommended dietary allowance from dietary sources. Though
the evidence is sparse, a number of human studies as well
as experiments in animal models have indeed shown that
magnesium supplementation is associated with improvement in bone mineral density and suppression of bone turn
over markers [9, 46]. Sojka and Weaver [46] in their 2-year
magnesium supplementation study of a group of menopausal women, concluded from their findings that magnesium therapy resulted in greater bone density and appeared
to have prevented the risk of fractures. The overall evidence suggests that increasing serum magnesium concentrations may protect against the future risk of fractures;
however, well-designed magnesium supplementation trials
are needed to investigate these potential therapeutic
implications.
Strengths and limitations
The current analysis employed a large population-based
prospective cohort of men who were selected to be

nationally representative. The study sample had a high
response rate and there was complete follow-up for all
participants. To our knowledge, this is the first prospective
analysis that shows an independent and inverse association
between serum magnesium and incident fractures. Assay
measurements for serum magnesium employed atomic
absorption spectrometry which has a high level of precision. Other strengths of the current analysis include the
long follow-up period of over 20 years and comprehensive
analysis with adjustment for a broad panel of lifestyle,
nutritional and socioeconomic factors, and biochemical
markers enabling reliable assessments of the associations.
The research was limited because of the observational
nature of the study; the findings cannot be generalized to
women and other populations; inability to correct for
within-person variability in serum magnesium levels
because of absence of data on repeat measurements;
absence of data on other types of fractures such as vertebral
fractures; absence of data on fractures related to falls or
fall-related hospitalizations, given that low serum magnesium status leads to an increased risk of falls; inability to
adjust for other potential confounders such as vitamin D,
bone mineral density, use of medications, previous fracture, and prevalent conditions such as thyroid disease,
crohn’s disease, coeliac disease, and myelomas which are
uncommon in the study population; and inability to replicate the results in an independent cohort because this data
was not available. In addition, serum magnesium levels
does not necessarily reflect total body magnesium content
[47]; however, it is the best estimate of magnesium status
as it correlates with ionized and intracellular magnesium
[48].

Conclusion
Low serum magnesium concentrations is independently
associated with an increased risk of total and femoral
fractures in middle-aged Caucasian men. Further research
is needed to replicate these results in women and other
populations as well as assess the potential relevance of
serum magnesium in fracture prevention.
Acknowledgements We thank the staff of the Kuopio Research
Institute of Exercise Medicine and the Research Institute of Public
Health and University of Eastern Finland, Kuopio, Finland for the
data collection in the study.
Funding This work was supported by the Academy of Finland,
Helsinki, Finland and Finnish Foundation for Cardiovascular
Research, Helsinki, Finland. These sources had no role in design and
conduct of the study; collection, management, analysis, and interpretation of the data; and preparation, review, or approval of the
manuscript.

123

S. K. Kunutsor et al.
Compliance with ethical standards
Conflict of interest The authors declare they have no conflicts of
interest.

15.

Open Access This article is distributed under the terms of the
Creative Commons Attribution 4.0 International License (http://crea
tivecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided you give
appropriate credit to the original author(s) and the source, provide a
link to the Creative Commons license, and indicate if changes were
made.

16.

17.

18.

References
19.
1. Wu L, Luthringer BJ, Feyerabend F, Schilling AF, Willumeit R.
Effects of extracellular magnesium on the differentiation and
function
of
human
osteoclasts.
Acta
Biomater.
2014;10(6):2843–54. doi:10.1016/j.actbio.2014.02.010.
2. Martini LA. Magnesium supplementation and bone turnover.
Nutr Rev. 1999;57(7):227–9.
3. Rude RK, Singer FR, Gruber HE. Skeletal and hormonal effects
of magnesium deficiency. J Am Coll Nutr. 2009;28(2):131–41.
4. Rude RK, Gruber HE, Norton HJ, Wei LY, Frausto A, Kilburn J.
Dietary magnesium reduction to 25% of nutrient requirement
disrupts bone and mineral metabolism in the rat. Bone.
2005;37(2):211–9. doi:10.1016/j.bone.2005.04.005.
5. Castiglioni S, Cazzaniga A, Albisetti W, Maier JA. Magnesium
and osteoporosis: current state of knowledge and future research
directions.
Nutrients.
2013;5(8):3022–33.
doi:10.3390/
nu5083022.
6. Orchard TS, Larson JC, Alghothani N, et al. Magnesium intake,
bone mineral density, and fractures: results from the Women’s
Health Initiative Observational Study. Am J Clin Nutr.
2014;99(4):926–33. doi:10.3945/ajcn.113.067488.
7. Tucker KL, Hannan MT, Chen H, Cupples LA, Wilson PW, Kiel
DP. Potassium, magnesium, and fruit and vegetable intakes are
associated with greater bone mineral density in elderly men and
women. Am J Clin Nutr. 1999;69(4):727–36.
8. Ryder KM, Shorr RI, Bush AJ, et al. Magnesium intake from
food and supplements is associated with bone mineral density in
healthy older white subjects. J Am Geriatr Soc.
2005;53(11):1875–80. doi:10.1111/j.1532-5415.2005.53561.x.
9. Aydin H, Deyneli O, Yavuz D, et al. Short-term oral magnesium
supplementation suppresses bone turnover in postmenopausal
osteoporotic women. Biol Trace Elem Res. 2010;133(2):136–43.
doi:10.1007/s12011-009-8416-8.
10. Dahl C, Sogaard AJ, Tell GS, et al. Nationwide data on municipal
drinking water and hip fracture: could calcium and magnesium be
protective? A NOREPOS study. Bone. 2013;57(1):84–91. doi:10.
1016/j.bone.2013.06.017.
11. Farsinejad-Marj M, Saneei P, Esmaillzadeh A. Dietary magnesium intake, bone mineral density and risk of fracture: a systematic
review
and
meta-analysis.
Osteoporos
Int.
2016;27(4):1389–99. doi:10.1007/s00198-015-3400-y.
12. Saris NE, Mervaala E, Karppanen H, Khawaja JA, Lewenstam A.
Magnesium. An update on physiological, clinical and analytical
aspects. Clin Chim Acta. 2000;294(1–2):1–26.
13. Marier JR. Magnesium content of the food supply in the modernday world. Magnesium. 1986;5(1):1–8.
14. Hayhoe RP, Lentjes MA, Luben RN, Khaw KT, Welch AA.
Dietary magnesium and potassium intakes and circulating magnesium are associated with heel bone ultrasound attenuation and

123

20.

21.

22.

23.

24.

25.

26.
27.

28.

29.

30.

31.

osteoporotic fracture risk in the EPIC-Norfolk cohort study. Am J
Clin Nutr. 2015;102(2):376–84. doi:10.3945/ajcn.114.102723.
Rachner TD, Khosla S, Hofbauer LC. Osteoporosis: now and the
future. Lancet. 2011;377(9773):1276–87. doi:10.1016/S01406736(10)62349-5.
von Elm E, Altman DG, Egger M, Pocock SJ, Gotzsche PC,
Vandenbroucke JP. The Strengthening the reporting of observational studies in epidemiology (STROBE) statement: guidelines
for reporting observational studies. J Clin Epidemiol.
2008;61(4):344–9. doi:10.1016/j.jclinepi.2007.11.008.
Salonen JT. Is there a continuing need for longitudinal epidemiologic research? The Kuopio Ischaemic Heart Disease Risk
Factor Study. Ann Clin Res. 1988;20(1–2):46–50.
Kunutsor SK, Kurl S, Zaccardi F, Laukkanen JA. Baseline and
long-term fibrinogen levels and risk of sudden cardiac death: a
new prospective study and meta-analysis. Atherosclerosis.
2016;245:171–80. doi:10.1016/j.atherosclerosis.2015.12.020.
Kunutsor SK, Laukkanen JA. Serum zinc concentrations and
incident hypertension: new findings from a population-based
cohort study. J Hypertens. 2016. doi:10.1097/HJH.
0000000000000923.
Karppi J, Kurl S, Makikallio TH, Ronkainen K, Laukkanen JA.
Serum beta-carotene concentrations and the risk of congestive
heart failure in men: a population-based study. Int J Cardiol.
2013. doi:10.1016/j.ijcard.2012.12.072.
Salonen JT, Nyyssonen K, Korpela H, Tuomilehto J, Seppanen R,
Salonen R. High stored iron levels are associated with excess risk
of myocardial infarction in eastern Finnish men. Circulation.
1992;86(3):803–11.
Saaranen M, Suistomaa U, Kantola M, Saarikoski S, VanhaPerttula T. Lead, magnesium, selenium and zinc in human seminal fluid: comparison with semen parameters and fertility. Hum
Reprod. 1987;2(6):475–9.
Laukkanen JA, Laaksonen D, Lakka TA, et al. Determinants of
cardiorespiratory fitness in men aged 42–60 years with and
without
cardiovascular
disease.
Am
J
Cardiol.
2009;103(11):1598–604. doi:10.1016/j.amjcard.2009.01.371.
Kunutsor SK, Khan H, Laukkanen JA. Serum albumin concentration and incident type 2 diabetes risk: new findings from a
population-based cohort study. Diabetologia. 2015;58(5):961–7.
doi:10.1007/s00125-015-3520-0.
Voutilainen S, Rissanen TH, Virtanen J, Lakka TA, Salonen JT.
Kuopio Ischemic heart disease risk factor S. Low dietary folate
intake is associated with an excess incidence of acute coronary
events: the Kuopio Ischemic Heart Disease Risk Factor Study.
Circulation. 2001;103(22):2674–80.
Therneau TM, Grambsch PM. Modeling survival data: extending
the cox model. New York: Springer; 2000.
Easton DF, Peto J, Babiker AG. Floating absolute risk: an
alternative to relative risk in survival and case-control analysis
avoiding an arbitrary reference group. Stat Med.
1991;10(7):1025–35.
Levey AS, Stevens LA, Schmid CH, et al. A new equation to
estimate glomerular filtration rate. Ann Int Med.
2009;150(9):604–12.
Groenwold RH, Klungel OH, Grobbee DE, Hoes AW. Selection
of confounding variables should not be based on observed associations with exposure. Eur J Epidemiol. 2011;26(8):589–93.
doi:10.1007/s10654-011-9606-1.
Lazo M, Selvin E, Clark JM. Brief communication: clinical
implications of short-term variability in liver function test results.
Ann Int Med. 2008;148(5):348–52.
Drueke TB, Lacour B. Magnesium homeostasis and disorders of
magnesium metabolism. In: Feehally J, Floege J, Johnson RJ,
editors. Comprehensive clinical nephrology. 3rd ed. Philadelphia:
Mosby; 2007. p. 136–8.

Low serum magnesium levels are associated with increased risk of fractures: A long-term…
32. Griffin TP, Murphy M, Coulter J, Murphy MS. Symptomatic
hypocalcaemia secondary to PTH resistance associated with
hypomagnesaemia after elective embolisation of uterine fibroid.
BMJ Case Rep. 2013. doi:10.1136/bcr-2013-008708.
33. Rude RK, Gruber HE, Norton HJ, Wei LY, Frausto A, Mills BG. Bone
loss induced by dietary magnesium reduction to 10% of the nutrient
requirement in rats is associated with increased release of substance P
and tumor necrosis factor-alpha. J Nutr. 2004;134(1):79–85.
34. Welsh JJ, Weaver VM. Adaptation to low dietary calcium in
magnesium-deficient rats. J Nutr. 1988;118(6):729–34.
35. Blumenthal NC, Betts F, Posner AS. Stabilization of amorphous
calcium phosphate by Mg and ATP. Calcif Tissue Res.
1977;23(3):245–50.
36. Bigi A, Foresti E, Gregorini R, Ripamonti A, Roveri N, Shah JS.
The role of magnesium on the structure of biological apatites.
Calcif Tissue Int. 1992;50(5):439–44.
37. Vallee BL, Wacker WE, Ulmer DD. The magnesium-deficiency
tetany syndrome in man. N Engl J Med. 1960;262:155–61.
doi:10.1056/NEJM196001282620401.
38. Assadi F. Hypomagnesemia: an evidence-based approach to
clinical cases. Iran J Kidney Dis. 2010;4(1):13–9.
39. Ayuk J, Gittoes NJ. Contemporary view of the clinical relevance
of magnesium homeostasis. Ann Clin Biochem. 2014;51(Pt
2):179–88. doi:10.1177/0004563213517628.
40. Gamez C, Artacho R, Ruiz-Lopez MD, Navarro M, Puerta A,
Lopez MC. Serum concentration and dietary intake of Mg and Ca

41.

42.

43.

44.
45.
46.
47.
48.

in institutionalized elderly people. Sci Total Environ.
1997;203(3):245–51.
Hardwick LL, Jones MR, Brautbar N, Lee DB. Magnesium
absorption: mechanisms and the influence of vitamin D, calcium
and phosphate. J Nutr. 1991;121(1):13–23.
Watkins DW, Jahangeer S, Floor MK, Alabaster O. Magnesium
and calcium absorption in Fischer-344 rats influenced by changes
in dietary fibre (wheat bran), fat and calcium. Magnes Res.
1992;5(1):15–21.
Vaquero MP. Magnesium and trace elements in the elderly:
intake, status and recommendations. J Nutr Health Aging.
2002;6(2):147–53.
Mouw DR, Latessa RA, Hickner J. Clinical inquiries. What are
the causes of hypomagnesemia? J Fam Pract. 2005;54(2):174–6.
Agus ZS. Hypomagnesemia. J Am Soc Nephrol.
1999;10(7):1616–22.
Sojka JE, Weaver CM. Magnesium supplementation and osteoporosis. Nutr Rev. 1995;53(3):71–4.
Jahnen-Dechent W, Ketteler M. Magnesium basics. Clin Kidney
J. 2012;5(Suppl 1):i3–14. doi:10.1093/ndtplus/sfr163.
Huijgen HJ, Sanders R, van Olden RW, Klous MG, Gaffar FR,
Sanders GT. Intracellular and extracellular blood magnesium
fractions in hemodialysis patients; is the ionized fraction a
measure of magnesium excess? Clin Chem. 1998;44(3):639–48.

123

