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ABSTRACT:
Background: Prior studies have identified some risk factors for stress fracture in athletes

and military recruits.

Objective: To determine whether historical factors, physical measures, biochemical
variables of skeletal metabolism, genetic factors, bone density (BMD) and bone size
could predict risk of stress fracture over 4 years in physically fit cadets at the US Military
Academy (USMA).

Methods: Baseline surveys, assessments of height, weight, scores on the Army Physical
Fitness Test, and peripheral BMD were obtained in all cadets (755 men, 136 women),
and central BMD in a subset. Blood samples were analyzed for variables of calcium
homeostasis, bone turnover, and selected hormones and genetic factors. Stress fractures

were adjudicated by review of orthopedic notes and imaging reports.

Results: 5.7% of male and 19.1% of female cadets had at least 1 stress fracture (58%
metatarsal and 29% tibial), most within 3 months of entry to USMA. In males, risk of
stress fracture was higher in those who exercised <7 h per week during the prior year
(RR 2.31; CI 1.29,4.12), and in those with smaller tibial cortical area (RR 1.12; CI
1.03,1.23), lower tibial bone mineral content (RR 1.11; CI 1.03,1.20) and smaller femoral
neck diameter (RR 1.35, Cl 1.01, 1.81). In women, higher stress fracture risk was seen in
those with shorter time since menarche (RR 1.44 per year; ClI 1.19, 1.73) and smaller
femoral neck diameter (RR 1.16; CI 1.01, 1.33.).

Conclusion: Although prior physical training in men, length of prior estrogen exposure
in women and leg bone dimensions in both genders played a role, the maximum variance
explained by all of these factors was below 10%. We conclude these factors play a minor

role in the development of stress fractures in physically fit USMA cadets.



INTRODUCTION

Stress fractures are mechanical loading injuries, which result from an imbalance between
microdamage and bone remodeling and repair [1-2]. Stress fractures are common in
athletes, dancers and military recruits [3-12], with incidence in the military ranging from
1-5% of males to 2-21% of females [5-10] and an estimated cost of $34,000 per soldier
in the US [13]. Risk factors for stress fractures can be categorized as extrinsic or intrinsic,
with only some modifiable [14-17]. Extrinsic factors include type of physical activity,
prior training regimens, footwear and environment [3,18-20]. Environmental factors,
such as running surface (treadmill vs. concrete) [3,21], techniques used for certain
activities (bending legs during landing from a jump) [22-23] and quality of footwear can
also contribute to the development of stress fracture [3]. Most athletes can identify a
change in their training regimen as a precipitant to the development of a stress fracture,
with sudden changes more likely to produce stress fractures compared with gradual
changes in training [3]. Length of marching is a key determinant of stress fracture risk in
the military and reducing march length has been shown to decrease stress fracture risk

significantly [24].

Various intrinsic factors have also been reported to be associated with an increase in
stress fracture risk. Females are at much higher risk than males [9], [25-31]. Women with
the female athlete triad (oligomenorrhea or amenorrhea, osteoporosis and eating disorder
with energy deficit) are at particularly high risk [15,32-34]. Disordered eating alone may
reduce skeletal repair efficiency and increase stress fracture risk [35]. Bigger bones [36-
38] and bigger muscles, particularly calf and thigh, appear to be protective [39]. Other
potentially important skeletal features include leg-length discrepancy, degree of external
hip rotation and foot shape [14,23,37,40-41]. In prior studies of military recruits, as in
athletes, higher fitness levels are consistently associated with reduced stress fracture risk
[3,8,28, 34, 42-43].

Several prior studies have shown an inverse relationship between bone density and stress
fracture risk [7, 23, 33, 34, 44-45]. Valimaki studied a comprehensive list of endocrine
factors possibly associated with stress fracture risk in male military recruits [43]. The
only positive finding was a 60% higher median PTH level in those with fracture. In that



study, vitamin D and sex steroid levels did not differentiate fracture cases from others. In
contrast, in young Finnish men, serum 25(OH)D levels were related to the incidence of
stress fracture [46]. It is unclear whether calcium intake contributes to stress fracture risk;
at least one study in military cadets found that calcium supplementation was ineffective
at decreasing stress fracture risk [47], although a much larger study reported a significant
reduction in stress fracture occurrence during basic training with calcium and vitamin D
supplementation [48].

Although recruits to the United States Military Academy (USMA) are at potential risk for
stress fractures as a result of multiple extrinsic factors, including footwear, physical
activity, and long march durations, there have been no data published concerning whether
intrinsic skeletal factors and modifiable lifestyle factors can affect risk of stress fracture
risk in cadets at the USMA. This population is unique among military cohorts, with
regard to baseline high physical fitness level [49], and it was hypothesized that in the
setting of more homogeneous underlying fitness, other factors might emerge as
significant. The goal of this study, therefore, was to determine if calcium intake, exercise,
lifestyle, fitness, skeletal size, bone density, biochemical variables of skeletal metabolism

or genetic profiles could predict risk of stress fracture prospectively over 4 years of study.

METHODS

This study was approved by the Institutional Review Board of Keller Army Hospital,
USMA, West Point, NY. The USMA is a 4 year military college with strict entrance
requirements that include academic and physical excellence. The first 6 weeks at the
USMA is comprised of 6 weeks of cadet basic training to ensure that cadets are in
adequate physical condition required for military readiness, and includes long marches in

boots with heavy packs.

Study cohort
Prior to initiation of this investigation, each cadet of one entire incoming class of the

USMA was mailed an overview of the study protocol and a consent form to review at



home. Upon arrival at the USMA, the class consisting of 1054 male and 192 female
cadets, was briefed en masse by the investigators to overview the purpose of the study
and the procedures involved in the investigation. 71.5% of these incoming cadets
consented to participate (n = 891; 755 men, mean age 18.7 years; 136 women, mean age
18.4 years). Of the consenting male cadets, self identified racial distribution was 86.5%
Caucasian, 5% Asian, and 8.5% Black. Of consenting females, 79.4% were Caucasian,
11% Asian, and 9.6% Black.

Baseline surveys for historical data

All cadets who volunteered to participate in the investigation completed baseline surveys,
which included questions concerning prior clinical fractures, parental fracture history, age
at menarche, and for the preceding 12 months: average daily calcium intake using the
modified Block questionnaire [50], average weekly exercise duration, smoking history,
alcohol ingestion and estimated number of menstrual cycles in female cadets over the
year preceding matriculation into USMA. An Eating Disorders Inventory (EDI-2) was
also completed during the last year in USMA in 311 men and 96 women [51]. Scores on
the Eating Disorder Inventory have been shown to be stable in individuals of this age
group, such that scores at the time the inventory was completed (during the last year)
would be expected to correlate strongly with scores upon entry to USMA [51].

Physical measurements

All baseline physical measurements were obtained within days of cadet arrival at USMA.
The physical education department obtained height and weight measurements from which
body mass index was derived (weight divided by height squared). The army physical
fitness test included individual scores for 2-mile run speed, number of push-ups in 2 min
and number of sit-ups in 2 min, as well as a composite score of these three fitness
variables [52].

Bone density and bone size measurements

Within the first two months of arrival to USMA, bone mineral density (BMD) of the
calcaneus was measured by peripheral dual X-ray absorptiometry (pDXA, Lunar PIXI,



Madison, WI) and bone size and macroarchitecture of a single slice at the distal tibia was
assessed by peripheral quantitative computed tomography (pQCT, Norland, Fort
Atkinson, WI) in all cadets. To identify and standardize the distal tibial site, the tibial
length was measured with the cadet seated in a chair with the knee flexed and length
measured from the apex of the patella to the medial malleolus (to the closest centimeter).
The pQCT measurement site was then determined in an automated fashion utilizing the
entered tibial length to position at the 33% distal site from the starting point of above the
medial malleolus. Bone mineral content (mg per 1 mm slice of bone), cortical thickness
(mm), periosteal and endosteal circumferences (mm) were measured directly. Cortical
thickness was derived using the circular ring model, which calculates a mean cortical
thickness from measures of total bone area and cortical bone area. Central BMD was
measured by DXA (Lunar DPX-1Q, Madison, WI) at the spine and hip in all 136 women
and a randomly selected subset of male cadets (n = 146). Measurements of calcaneus
BMD, tibial variables by pQCT and spine and hip BMD (in the selected subgroup) were
repeated annually over the 4 years at USMA. The short-term coefficient of variation
(CV%) for each machine was calculated by scanning ten individuals on each machine
twice. The coefficients of variation for in vivo BMD measurements of the calcaneus,
spine and total hip were 1.0%, 1.5% and 1.5%, respectively. The CV% was 2.2% for
tibial mineral content and 3.2% for cortical thickness.

Bioelectrical impedance measurements

The Tanita 305 total body fat analyzer (Skokie, IL: Tanita Corporation of America, Inc.)
was used to assess weight, impedance, percent body fat, fat mass, lean body mass and
total body water. The primary variable of interest was percent body fat. The test retest

correlation coefficient for percent body fat was 0.99.

Biochemical measurements

A single serum sample was collected on the third day after arrival at USMA on all study
participants in July and participants were not fasting. Serum samples were analyzed for
levels of 25-hydroxyvitamin D; intact PTH(1-84); ferritin; bone turnover [osteocalcin



(OC), crosslinked n-telopeptide (NTX), and C-terminal crosslinked telopeptide (CTX)];
hormones [luteinizing hormone (LH), estradiol (E2) and testosterone (TST) in men only,
and sex-hormone binding globulin (SHBG) in all]. OC and NTX were measured by
ELISA (Quidel, San Diego, Ca. for OC, and Osteomark, Princeton NJ for NTX). CTX,
PTH, hormone levels and ferritin were measured on the Roche Elecsys (Bohemia NY).
Level of 25(OH)D was measured by RIA (Diasorin, Stillwater, MN. Intraassay %CVs
were 1.0-4.6% for the bone turnover markers, 0.8-2.2% for the hormones, and 8.6% for
25(0OH)D. Interassay %CVs were 1.9-6.9% for turnover markers, 2.1-3.7% for
hormones, and was 7.0% for 25(OH)D.

Genetic analyses

Genotyping for polymorphisms in the ESR1, COLIA1 and VDR genes was carried out on
PCR amplified fragments of genomic DNA (dbSNP reference) extracted from peripheral
blood leucocytes using the Nucleon Il DNA extraction kit (Scotlab, Coatbridge,
Lanarkshire, UK) according to the manufacturer's instructions. For the ESR1
polymorphisms ESR1—Pvull (rs2234693) and Xbal (rs9340799) genotypes were
determined by DNA sequencing, using standard methods as previously described [53].
Genotyping for the COLIAL Spl polymorphism (rs1800012) was carried out by TagMan
analysis as previously described [54]. For the VDR gene, genotypes at the Bsml
polymorphism (rs1544410) were determined by allelic discrimination using the 5’
nuclease Tagman assay (Applied Biosystems, Foster City, CA, USA) as previously
described [55]. All genotyping was performed blindly and 10% of all samples were

repeated to ensure concordance of results.

Stress fracture incidence

Stress fracture diagnoses were made by orthopedists at the USMA over the 4 years, on
the basis of symptoms, physical examination and radiologic imaging tests ordered by the
orthopedist following standard protocols of the Keller Army Hospital. All cadets with a
suggestion of bone pain, tenderness or swelling had an initial X-ray, as well as a follow
up X-ray, radionuclide bone scan or MRI as deemed necessary by the orthopedist.



Investigators (FC, RL), blinded to subject characteristics, adjudicated results of
orthopedic evaluation from both the clinic or emergency department notes and reports of
imaging tests generated by Keller Army Hospital radiologists and orthopedists.
Radiographic descriptions included focal periosteal bone formation and/or edema,
endosteal callous, focal cortical lucencies, cortical cracks and focal sclerosis, with

impressions consistent with a stress fracture diagnosis.

Statistical analysis

Baseline questionnaire data were analyzed with chi-square or Fisher's Exact tests.
Skeletal measures and biochemical variables were analyzed with t-tests or Wilcoxon rank
sum tests for non-normally distributed variables. Relative risks were calculated using log
binomial models, with and without controlling for race. Genetic markers were analyzed
with chi-square, and Cochran—Mantel-Haenszel tests. All analyses were performed with
SAS version 9.2 (Cary, NC).

RESULTS

Stress fracture results are based on all cadets who consented to participate (n = 891; 755
men, mean age 18.7 years; 136 women, mean age 18.4 years). Over the 4-year
prospective trial, 176 (20%) of the cadets enrolled in our study left the academy for
personal reasons. This included 58 withdrawals during the first three months at USMA,
where cadets undergo intensive basic physical training for 2 months, followed by the
beginning of the academic program. Gender, age distribution, prior level of physical
activity, prior milk intake, and fracture history were similar between those who left and
those who remained. All fractures that occurred prior to withdrawal from the USMA

were included in these analyses.

Fracture incidence and location

5.7% of males and 19.1% of females had at least 1 stress fracture (Fig. 1a) over the

4 years with a total of 98 stress fractures occurring in 69 cadets. Fourteen men (1.6%) and



8 women (5.9%) had 2 fractures, 3 men had 3 fractures (0.4%), and one woman had 5
fractures (0.7%). More than 50% of the stress fractures occurred within the first 3 months
of matriculation to the USMA. Fig. 1b shows the site distribution of the fractures; the
most common fractures for both genders were metatarsal (58% of all fractures) and the

next most common site was the tibia (29%).

Historical and physical characteristics

Table 1 presents mean physical characteristics of the cohort by gender and stress fracture
occurrence. Mean age was slightly lower in women with stress fracture than women
without. Although women had a slightly lower BMI than men, percent fat by bioelectrical
impedance (BIA) (first measured after 1 year at USMA) showed lower fat percent in
males. There were no differences in height, weight, BMI or body fat by BIA in cadets
with and without stress fracture. Results on the army physical fitness test, including time
to run 2 mi (males 12 min, 28 s and females 14 min, 27 s) and number of pushups (males
55, females 32) revealed the high level of physical fitness in entrants to the USMA as
compared to average military recruits (mean 2-mile run speed for males 14 min, 31 s and
females 17 min, 24 s) and number of push-ups (males 45, females 22) [49]. However,
none of the physical measures, including any part of the physical fitness test or the
composite physical fitness score was different between fracture and non-fracture cadets
for either gender.

A survey of self-reported characteristics revealed that 35% and 49% of the females and
males, respectively, had had a prior clinical fracture, with no differences in this
proportion seen between those who had a subsequent stress fracture versus those who did
not. Almost all prior fractures (94%) were peripheral fractures likely related to typical
childhood or sports related trauma. The majority of cadets consumed more than 1 glass of
milk daily and there were no differences in milk intake between cadets with and without

fracture for either gender.

Approximately 5% of males and 2% of females reported they smoked in the past year.
Less than 10% of males and 1% of females had used chewing tobacco. Little or no

alcohol intake was reported in 60% of males and 68% of females prior to entering
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USMA. No alcohol use was permitted while at USMA. 75% of both male and female
cadets exercised 7 or more hours weekly during the year prior to matriculation. For
males, a higher incidence of stress fractures was seen in those cadets who exercised less
than 7 h per week the year before entering the academy (44% of men with fractures vs.
24% of men without fractures; p = 0.004). Male cadets who exercised 7 or more hours
per week prior to USMA entry scored 6% higher on the Army Physical Fitness Test upon
entry (p < 0.0001) than those who did not. In female cadets, those who exercised > 7 h
weekly prior to matriculation had a 16% higher score on the Army Physical Fitness Test
(p = 0.007) as compared to those who exercised less than 7 h per week. However, prior
exercise did not predict stress fractures in females.

Female cadets who had fractures had a later age of menarche compared with cadets
without fractures (13.1 vs. 12.1 years; p < 0.01). 22% of the female population at the
USMA had 9 or fewer menstrual cycles in the year prior to entry and 5.3% reported
having 0 to 3 cycles in the year prior to USMA entrance, however, the prevalence of
fewer than 10 menstrual periods or fewer than 6 menstrual periods in the year prior to
entering the USMA was not higher in those who had subsequent stress fracture.
Approximately 10% of cadets were on oral contraceptives at baseline and there was no
difference in use between cadets with and without stress fracture. During the year prior to
matriculation, those women who had > 9 menstrual periods did not differ in terms of
weight, BMI, BIA, EDI or exercise history compared to those who had fewer menstrual
periods.

Female cadets in the highest quartile of Eating Disorder Inventory scores had a mean
total score of 38.5, similar to the score previously published for patients with anorexia
nervosa [51]; however, there was no relationship between the Eating Disorder Inventory
score and stress fracture risk. Furthermore, women in top quartile of Eating Disorder
Inventory scores had higher BMI (23.7 vs. 22.4 in all other quartiles; p = 0.02), but no
difference in BMD at any site or number of menstrual cycles prior to or after entering the
USMA. However, female cadets who were in the top quartile of the EDI were more

likely to have taken oral contraceptives (n = 14, 10.45%) at baseline.
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Bone density, bone size and biochemical indices

Table 2A and Table 2B present selected mean variables of bone density, bone size and
biochemistry. All were within normal ranges, though bone density levels were on average
1 standard deviation (SD) higher for men and 0.8 SD higher for women compared to
standard age and gender matched reference populations (Lunar Reference Database; GE
lunar, Madison WI).

For women, although there were no significant differences, average BMD level in those
who had a stress fracture was 3.3% lower at the spine (p = 0.13), 3.9% lower at the total
hip (p = 0.09), and 4.4% lower at the femoral neck (p = 0.06) compared to those who did
not (Table 2A). In men, average BMD levels at all sites in those who had a stress fracture
were similar to those who did not. Femoral neck diameter was smaller in both male and
female cadets who had a stress fracture compared to those who did not (p < 0.03).
Furthermore, in men, tibial cortical area and tibial BMC were both lower in those who
had a fracture versus those who did not (both p < 0.05). BMD of the spine, femoral neck,
total hip, calcaneus and tibia (both BMD and cross sectional cortical area) were all
significantly higher in those who exercised more than 7 h weekly prior to entry to the
Academy. In contrast, in women, there were no significant relationships between history
of exercise > 7 h/weekly and BMD. In men, longer prior exercise history was associated
with greater cross sectional area of the femoral neck. This relationship was not seen in

women.

Levels of bone turnover were higher in males than females, but no differences were seen
between cadets with and without stress fractures (Table 2B). As expected, mean serum
SHBG level was higher in females, and mean levels of testosterone and ferritin higher in
males. There were no differences in any of the biochemical variables of bone turnover,
calcium homeostasis or hormone levels between fracture and non-fracture cadets for

either gender.

Change in weight during USMA

12



During the time at the academy 6% of women lost greater than 5 Ib of weight and 47%
gained more than 5 Ib, the remaining 47% stayed within 5 Ib of their entry weight. During
the time at the academy 4% of men lost greater than 5 Ib of weight and 41% gained more
than 5 Ib, the remaining 54% stayed within 5 Ib of their entry weight. There was no
association between change in weight and stress fracture occurrence in either males or

females.

Menstrual function during USMA

Menstrual function and contraceptive use were assessed prospectively during the 4 years
at the USMA. During the first 3 months of USMA basic training, menstrual function was
interrupted in many cadets. Of the 26 women who had stress fractures, 28.6% had no
menstrual periods during the first 3 months and 21.4% had only 1 menstrual period.
However, this interruption in menstrual function was similar in women who had no stress
fractures (33.3% had no menstrual periods and 20% had only 1 menstrual period during
the first 3 months).

Genetic factors

Table 3A and Table 3B present genetic analyses for four separate genes associated with
BMD and/or fracture risk in other populations for both men (Table 3A) and women
(Table 3B) [56]. Each of the genotypes was in Hardy Weinberg equilibrium. None of the
genetic factors was associated with stress fracture incidence, whether or not analyses

controlled for race.

Fracture risk predictors

Table 4 presents relative risks of stress fracture for significant risk factors. Men who
exercised <7 h per week in the year prior to USMA matriculation had a 2.3 fold
increased stress fracture risk (Cl 1.3-4.1) compared to those who exercised > 7 per week.
For women, fewer years since menarche was associated with increased risk, mean

4.9 years in fracture cases vs 5.8 years in nonfracture cases (1.4 fold, CI 1.2-1.7).
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However, past history of amenorrhea or oligomenorrhea was unrelated to subsequent
stress fracture risk. In addition, prospectively assessed amenorrhea during the basic
training period (first 2 months at the USMA) was also unrelated to stress fracture

occurrence during basic training or thereafter.

In males, each 10 mg decrease in tibial BMC increased fracture risk (RR 1.11, Cl 1.03-
1.2), but this relationship was not seen in women. Also, in males, each mm? decrease in
tibial cortical area was related to increased fracture risk (RR 1.12, ClI 1.03-1.2), but
again, this was not seen in women. In both men and women, each mm decrease in
diameter of the femoral neck was related to increased fracture risk for both men (RR
1.35, CI 1.01-1.81) and women (1.16; CI 1.01-1.33). In men, the relationship between

femoral neck diameter and stress fracture risk was lost after controlling for race.

DISCUSSION

We have investigated a series of factors thought to be possible contributors to the
development of stress fracture occurrence, including historical lifestyle factors, menstrual
regularity, anthropometric indices, physical fitness, bone density, bone size, bone
turnover markers, hormone levels, indices of calcium homeostasis and several genetic
factors shown to predict bone density or fracture risk in other populations [14, 15, 37, 43,
46, 57]. In our study, the only significant factors shown to be predictive in men were
lower levels of prior exercise, cortical tibial dimensions, tibial BMC (most likely a
reflection of tibial size) and femoral neck diameter (though the latter was no longer
significant after controlling for race). In women, stress fracture risk was associated with a
shorter time since menarche and a smaller diameter of the femoral neck. The magnitude
of risk variance explained by any one of these factors ranges from 0.9 to 2.6% in men and
3.7 to 4.8% in women. The amount of risk explained by all of the factors combined for

men is only 7%, and for women only 10%.
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Our study in this uniqgue USMA population is consistent with studies in military recruits
in some, but not all, respects. Although prior studies in military recruits have found lack
of prior physical capability to be a major predictor of risk in females [9, 26, 28, 29], we
did not find this association in females, as measured by self reported prior exercise or
score on the fitness test on admission. Perhaps this is related to the overall high level of
physical fitness for cadets entering the USMA compared to that of basic military recruits
[49] or because of the limited sample size. However, lower level of prior exercise was a
risk factor for stress factors in men in our study, though in all cadets, exercise duration

prior to USMA matriculation was higher than average for age matched young men [58].

Our findings indicating a relationship between bone size (tibia in men, femoral neck
diameter in both women and men) and stress fracture risk in USMA cadets, is consistent
with findings of several other prospective investigations [25, 36, 40, 59, 60]. This is also
clearly one of the major factors accounting for the consistently higher stress fracture risk
in women compared with men in all populations where it has been studied [36]. It is
possibe that these bone size measurements may be related to stress fractures that occur at
more distal sites. Our study is also somewhat similar to other prospective studies showing
at best a weak relationship between BMD and stress fracture risk [36, 43, 61, 62]. It is
possible that with a larger group of cadets, significance might have been achieved with
BMD as a predictor of stress fracture risk in women. It is also likely that the homogeneity
of our cohort with respect to BMD level and the fact that overall our cohort had BMD
levels that were very high compared to the average population explains why such a
minimal difference was seen in women and none was seen in men. More importantly,
though, since BMD was so high in our cohort, it is hard to invoke BMD as a major
contributor to the development of stress fracture in our population. Furthermore, in
studies such as that of Valimaki et al, BMD differences were seen only after multiple
adjustments (age, height, weight, etc). Therefore, BMD is not likely to be useful in
identifying those individuals likely to be at high risk of fracture [43].

Measurement of biochemical indices of bone turnover after stress injury has occurred is

not particularly useful since stress injuries accelerate remodeling to repair the damage

15



and this is reflected in increments in serum and urinary markers of turnover [63]. Our
study was the largest to investigate prospectively the role of baseline bone turnover as a
predictor of stress fracture risk. We showed no relationship in either gender, consistent
with the findings of Valimaki et al. in a smaller series [43]. We only measured indices at
one time point, however, and fasting morning specimens were not possible, so variability
due to dietary and diurnal influences on these measurements could not be mitigated [64].
Moreover, biochemical markers of bone turnover may be affected by heavy exercise the
day before the sampling, and our study protocol did not take this into account [64]. Bone
turnover levels are also affected by age and growth status, and it is possible that some of
the cadets, particularly males, had elevated levels associated with continued linear growth
[65].

Shaffer et al. found that lack of menstrual function during the year preceding military
training was an important predictor of stress fracture risk, though lesser degrees of
menstrual irregularity were not predictive. We had very few women with complete
amenorrhea prior to entry into the USMA so were likely underpowered to see this
relationship. We did find the number of years after menarche to be a significant risk
factor in our study, though age of menarche was not predictive in the Shaffer study [9].
Our data are consistent with data from Gilsanz et al. [66] who found that later pubertal
age (in both genders) was associated with lower BMD. Whether the slightly longer
estrogen exposure could improve bone strength independently of the other factors
measured (bone size, density, etc.) is unknown. No relationship between BMD or bone
size with years from menarche was seen. Lappe et al. also found an association between
amenorrhea during basic training and stress fracture risk [48]. In our study, however,
there was no association between interrupted menstrual function during the first few
months at the USMA and stress fracture incidence, but again, we were likely
underpowered to see this relationship.

16



There are several limitations to this prospective cohort trial. The USMA used
radionuclide scans primarily, rather than MRI to confirm stress fracture diagnosis when
the study started. Not everyone was sent out for this procedure due to time required and
cost of transporting cadets. Some of these individuals might have had stress fractures and
some were even treated as such, but per our study protocol, only stress fractures with
radiologic confirmation were included as cases. Therefore, we might have underestimated
the number of fractures in our trial. Although this study was quite comprehensive, there
are some factors that we did not consider. For example, we did not examine several
intrinsic factors, such as foot structure, leg length discrepancy, or external hip rotation, all
predictive in other populations [14, 23, 37, 40, 41]. We did not assess Depo-Provera use
for contraception during the year prior to matriculation, a factor that has also been shown

to be associated with risk of stress fracture [48].

In conclusion, our study indicates that intrinsic factors, other than gender, play little role
in affecting the risk of stress fracture (explaining less than 10% of risk). Studies
attempting to affect intrinsic factors with medical therapy to decrease risk of stress
injuries are unlikely to be fruitful in a population, which is at baseline, so highly
physically fit. Given that stress fractures are a substantial problem for military readiness,
future studies concentrating on interventions affecting extrinsic factors should be

evaluated for efficacy in reducing the incidence of stress fractures in this population.
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Figure 1. Stress fracture incidence and site distribution
Percent of cadets with stress fractures by academy year
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a. Percent of cadets with stress fractures by academic year, separately for males and
females m. Multiple stress fractures within a year were counted once, whereas multiple
fractures occurring in different years were counted separately for each year. 60 fractures
occurred in 43 men and 38 fractures occurred in 26 women.

b. Number of stress fractures at each skeletal site, for males and females m.
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Table 1: Baseline Characteristics in Cadets with and without Stress Fracture by Gender

Males (n=755) Females (n=136)
Stress No Stress Stress No Stress
Fracture Fracture Fracture Fracture
Mean (sd) or n (%) (n=43) (n=712) (n=26) (n=110)
Age (years) 19 (0.8) 19 (1.0) 18 (0.5) 19 (0.8)
Height (m) 1.8 (0.1) 1.8 (0.1) 1.7 (0.1) 1.7 (0.1)
Weight (kg) 77 (14) 78 (13) 64 (11) 64 (8)
BMI (mean,sd) 24 (4) 25 (3) 23 (3) 23 (2)
Percent body fat by bioimpedence 9(3) 9(3) 20 (3) 21 (3)
Army Physical Fitness Test 215 (35) 215 (34) 200 (44) 210 (40)
Baseline Survey
Prior fracture (n, %) 16 (37) 353 (50) 8 (31) 39 (36)
History of parental fracture (n, %) 13 (30) 158 (22) 5 (19) 24 (21)
Glasses of milk daily in past year (n,% )
<1 9 (20) 159 (22) 8 (31) 47 (44)
1-2 23 (54) 333 (47) 13 (50) 49 (45)
>3 11 (26) 218 (31) 5(19) 12 (11)
Hours of exercise / week in past year (n, %)
<7 19 (44)* 173 (25) 7(27) 23 (22)

>7 24 (56) 536 (75) 19 (73) 85 (78)
Years from menarche - - 49 (1.2)* 5.8 (1.4)

Menstrual cycles in past year (n, %)

0-6 1(4) 12 (12)

7-9 - - 4 (16) 12 (12)

10-12 21 (80) 82 (76)
Smoked in past year (n, %) 2 (5) 39 (6) 0(0) 4 (4)
Used chewing tobacco in past year (n, %) 5(7) 64 (9) 0(0) 2 (2)
Current oral contraceptive users (n, %) - - 3(12) 11 (10)

** Maximum possible score = 300. Includes run score, push-up score, and sit-up score (Army age and
gender standardized)
* p<0.05 Fracture vs. no fracture within gender
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Table 2A: Baseline Bone Measures in Cadets with and without Stress Fracture

Males (n=755) Females (n=136)
Stress No Stress Stress No Stress
Fracture Fracture Fracture Fracture

(n=43) (n=712) (n=26) (n=110)
Bone density & bone size Mean (sd)
Spine BMD (g/cm?)® 1.29 (0.1) 1.28 (0.1) 1.2 (0.1) 1.27 (0.1)
Total hip BMD (g/cm?)? 1.29 (0.2) 1.25 (0.2) 1.1(0.1) 1.15 (0.1)
Femoral neck BMD (g/cm?)? 1.26 (0.2) 1.31(0.2) 1.16 (0.1) 1.11 (0.1)
Femoral neck diameter (mm) 33 (5)* 36 (3) 30 (2)* 32 (3)
Femoral neck cross-sectional area (mm?) 254 (34) 243 (37) 179 (19)* 196 (27)
Tibial cross sectional area (mm?) 443 (62) 460 (62) 364 (53) 372 (47)
Tibial circumference (mm) 78 (7) 81 (8.3) 70 (5) 72 (10)
Tibial cortical thickness (mm) 4.3 (0.6) 4.6 (0.9) 3.8(0.5) 3.8(0.6)
Tibial BMC (mg) 346 (41)* 367 (47) 289 (29) 293 (33)
Tibial cortex cross-sectional area (mm?) 286 (34)* 305 (42) 235 (27) 235 (29)
Calcaneal BMD (g/cm?) 0.70 (0.2) 0.72 (0.1) 0.58 (0.1) 0.59 (0.1)

Table 2B. Baseline biochemistry measures in cadets with and without stress fracture

Serum Biochemistry Median (IQR)

25(0OH)-Vitamin D (ng/mL) 28 (10) 27 (11) 26 (9) 25 (8)
Parathyroid hormone (pg/mL) 34 (1) 30 (18) 32 (16) 30 (17)
Osteocalcin (ng/mL) 9.2 (3.4) 9.4 (2.5) 7.2(2.1) 7.0 (1.8)
NTX (nM)c 16 (7) 17 (8) 12 (5) 12 (6)
CTX (ug/L)d 656 (282) 678 (302) 454 (246) 442 (204)
Estradiol (pg/mL))b 77 (39) 79 (32) - -
Testosterone (ng/mL) 8.4 (5.7) 8.0 (5.4) 1.9(1.2) 1.9(1.1)
Luteinizing hormone (mIU/mL)b 3.0(2.5) 2.9 (2.5) - -
SHBG (nmol/L) 33 (20) 29 (13) 51 (31) 61.4 (40)
Ferritin (ng/mL) 73 (52) 79 (57) 42 (24) 39 (34)

& DXA was performed in a subset of men. 7 men with DXA had a stress fracture.

b | H and estradiol were not measured in women due to variation in menstrual cycle on the day blood was drawn.
¢ Cross-linked N-telopeptide of type 1 collagen

d C-terminal cross-linked telopeptide of type 1 collagen

¢ Sex-hormone binding globulin

* p<0.05 fracture vs. no fracture within gender
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Table 3a: Genetic Factors in Men

Stress Fracture No Stress Fracture
Genotype 1 2 3 1 2 3
COL1A1* 27 (67.5) 12(30.0) 1(2.5) 469 (67.6) 203(29.3) 22(3.2)
VDR® 8(20.0) 18(45.0) 14(30.8) 97 (16.4) 321 (44.2) 273(39.4)
ESR1 Xbal® 2(50) 17 (425) 21(52.5) 76(11.0) 290 (41.9) 326 (47.1)
ESR1 Pvull® 6(15.0) 19(47.5) 15(37.5) 142(20.5) 341(49.2) 209 (30.2)

31=8S, 2=Ss, 3=ss  "1=BB, 2=Bb, 3=bb  “1=XX, 2=Xx, 3=xx  "1=PP, 2=Pp, 3=pp
Values are number (%). Not all cadets had all genetic analyses. There was no significant difference in genotype

distributions between the fracture and no fracture groups for any marker.

Table 3b: Genetic Factors in Women

Stress Fracture No Stress Fracture
Genotype 1 2 3 1 2 3
COL1A1% 21(80.8) 4(15.4) 1(3.9) 65 (62.5) 33(31.7) 6(5.8)
VDR" 4(154) 14(53.9) 8(30.8) 17(16.4) 46(44.2) 41 (39.4)
ESR1 Xbal® 3(11.5) 13(50.0) 10(38.5) 15(14.4) 40(385) 49 (47.1)
ESR1 Pvull® 6(23.1) 16(615) 4(154) 23(22.1) 47(45.2) 34(32.7)

31=SS,2=Ss,3=ss  "1=BB, 2=Bb, 3=bb  °1=XX, 2=Xx, 3=xx  “1=PP, 2=Pp, 3=pp
Values are number (%). Not all cadets had all genetic analyses. There was no significant difference in genotype

distributions between the fracture and no fracture groups for any marker.
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Table 4: Risk Factors for Stress Fracture in Men or Women**

Men Women

Exposure
Relative Risk (C.l1.)  Relative Risk (C.I.)

Exercise< 7 hours / week in year prior to

entry (<7 hours/week vs. > 7 hours/week) 2.31(1.29, 4.12)* 1.27 (0.60, 2.74)
Years from menarche - 1.44 (1.19, 1.73)*
Diameter of femoral neck (mm) 1.35(1.01,1.81)* 1.16 (1.01, 1.33)*
Cross-sectional area of femoral neck (mm?) 0.93 (0.75,1.56) 1.22 (1.06, 1.41)*
Tibial BMC (mg) 1.11 (1.03,1.20)* 1.03 (0.92, 1.16)
Tibial cortex cross-sectional area (mm?) 1.12 (1.03,1.23)* 1.01 (0.89, 1.15)

* Confidence interval does not enclose 1.0 (p<0.05).
** Analyses were also performed controlling for race. Results were nearly identical, with the exception of
femoral neck diameter in men, which was no longer statistically significant when controlling for race.

22



REFERENCES

[1] R.K. Evans, A.J. Antczak, M. Lester, R. Yanovich, E. Israeli, D.S. Moran
Effects of a 4-month recruit training program on markers of bone metabolism
Med Sci Sports Exerc, 40 (2008), pp. S660-S670

[2] R.L. Pentecost, R.A. Murray, H.H. Brindley
Fatigue, insufficiency, and pathologic fractures
JAMA, 187 (1964), pp. 1001-1004

[3] B.H. Jones, S.B. Thacker, J. Gilchrist, C.D. Kimsey Jr., D.M. Sosin
Prevention of lower extremity stress fractures in athletes and soldiers: a systematic review
Epidemiol Rev, 24 (2002), pp. 228-247

[4] M.H. Niva, V.M. Mattila, M.J. Kiuru, H.K. Pihlajamaki
Bone stress injuries are common in female military trainees: a preliminary study
Clin Orthop Relat Res, 467 (2009), pp. 2962—-2969

[5] S.A. Almeida, K.M. Williams, R.A. Shaffer, S.K. Brodine
Epidemiological patterns of musculoskeletal injuries and physical training
Med Sci Sports Exerc, 31 (1999), pp. 1176-1182

[6] E.W. Kelly, S.R. Jonson, M.E. Cohen, R. Shaffer
Stress fractures of the pelvis in female navy recruits: an analysis of possible mechanisms of injury
Mil Med, 165 (2000), pp. 142-146

[7]J. Lappe, K. Davies, R. Recker, R. Heaney
Quantitative ultrasound: use in screening for susceptibility to stress fractures in female army recruits
J Bone Miner Res, 20 (2005), pp. 571-578

[8] M.J. Rauh, C.A. Macera, D.W. Trone, R.A. Shaffer, S.K. Brodine
Epidemiology of stress fracture and lower-extremity overuse injury in female recruits
Med Sci Sports Exerc, 38 (2006), pp. 1571-1577

[9] R.A. Shaffer, M.J. Rauh, S.K. Brodine, D.W. Trone, C.A. Macera
Predictors of stress fracture susceptibility in young female recruits
Am J Sports Med, 34 (2006), pp. 108-115

[10] B.H. Jones, D.N. Cowan, J.P. Tomlinson, J.R. Robinson, D.W. Polly, P.N. Frykman
Epidemiology of injuries associated with physical training among young men in the army
Med Sci Sports Exerc, 25 (1993), pp. 197-203

[11] A.W. Johnson, C.B. Weiss Jr., D.L. Wheeler
Stress fractures of the femoral shaft in athletes—more common than expected. A new clinical test
Am J Sports Med, 22 (1994), pp. 248-256

[12] K.L. Bennell, S.A. Malcolm, S.A. Thomas, J.D. Wark, P.D. Brukner

The incidence and distribution of stress fractures in competitive track and field athletes. A twelve-month
prospective study

Am J Sports Med, 24 (1996), pp. 211-217

[13] U.S. Army Research Institute of Environmental Medicine

U.S. Army Research Institute of Environmental Medicine Bone Health and Military Readiness, U.S. Army
Research Institute of Environmental Medicine, Natick, MA, USA (2006)

23


http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0010
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0015
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0020
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0025
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0030
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0035
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0040
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0045
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0050
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0055
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0060
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0065

[14] R. Korpelainen, S. Orava, J. Karpakka, P. Siira, A. Hulkko
Risk factors for recurrent stress fractures in athletes
Am J Sports Med, 29 (2001), pp. 304-310

[15] K. Bennell, G. Matheson, W. Meeuwisse, P. Brukner
Risk factors for stress fractures
Sports Med, 28 (1999), pp. 91-122

[16] E.A. Joy, D. Campbell
Stress fractures in the female athlete
Curr Sports Med Rep, 4 (2005), pp. 323-328

[17] N.J. Kadel, C.C. Teitz, R.A. Kronmal
Stress fractures in ballet dancers
Am J Sports Med, 20 (1992), pp. 445-449

[18] R.H. Daffner, H. Pavlov
Stress fractures: current concepts
AJR Am J Roentgenol, 159 (1992), pp. 245-252

[19] M. Ohta-Fukushima, Y. Mutoh, S. Takasugi, H. lwata, S. Ishii
Characteristics of stress fractures in young athletes under 20 years
J Sports Med Phys Fitness, 42 (2002), pp. 198-206

[20] A.E. Field, C.M. Gordon, L.M. Pierce, A. Ramappa, M.S. Kocher

Prospective study of physical activity and risk of developing a stress fracture among preadolescent and
adolescent girls

Arch Pediatr Adolesc Med, 165 (2011), pp. 723-728

[21] D. Zahger, A. Abramovitz, L. Zelikovsky, O. Israel, P. Israel
Stress fractures in female soldiers: an epidemiological investigation of an outbreak
Mil Med, 153 (1988), pp. 448-450

[22] C. Milgrom, A. Finestone, Y. Levi, A. Simkin, I. Ekenman, S. Mendelson et al.
Do high impact exercises produce higher tibial strains than running?
Br J Sports Med, 34 (2000), pp. 195-199

[23] K.L. Bennell, S.A. Malcolm, S.A. Thomas, S.J. Reid, P.D. Brukner, P.R. Ebeling et al.
Risk factors for stress fractures in track and field athletes. A twelve-month prospective study
Am J Sports Med, 24 (1996), pp. 810-818

[24] A. Finestone, C. Milgrom
How stress fracture incidence was lowered in the Israeli army: a 25-yr struggle
Med Sci Sports Exerc, 40 (2008), pp. S623-S629

[25] T.J. Beck, C.B. Ruff, R.A. Shaffer, K. Betsinger, D.W. Trone, S.K. Brodine
Stress fracture in military recruits: gender differences in muscle and bone susceptibility factors
Bone, 27 (2000), pp. 437-444

[26] B.H. Jones, M.W. Bovee, J.M. Harris 111, D.N. Cowan
Intrinsic risk factors for exercise-related injuries among male and female army trainees
Am J Sports Med, 21 (1993), pp. 705-710

[27] J.L. Kelsey, L.K. Bachrach, E. Procter-Gray, J. Nieves, G.A. Greendale, M. Sowers et al.
Risk factors for stress fracture among young female cross-country runners

24


http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0070
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0075
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0080
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0085
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0090
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0095
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0100
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0105
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0110
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0115
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0120
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0125
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0130
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0135

Med Sci Sports Exerc, 39 (2007), pp. 1457-1463

[28] N.S. Bell, T.W. Mangione, D. Hemenway, P.J. Amoroso, B.H. Jones
High injury rates among female army trainees: a function of gender?
Am J Prev Med, 18 (2000), pp. 141-146

[29] P.E. Bijur, M. Horodyski, W. Egerton, M. Kurzon, S. Lifrak, S. Friedman
Comparison of injury during cadet basic training by gender
Arch Pediatr Adolesc Med, 151 (1997), pp. 456-461

[30] J.J. Knapik, M. Canham-Chervak, K. Hauret, M.J. Laurin, E. Hoedebecke, S. Craig et al.
Seasonal variations in injury rates during US Army Basic Combat Training
Ann Occup Hyg, 46 (2002), pp. 15-23

[31] J.J. Knapik, M.A. Sharp, M. Canham-Chervak, K. Hauret, J.F. Patton, B.H. Jones
Risk factors for training-related injuries among men and women in basic combat training
Med Sci Sports Exerc, 33 (2001), pp. 946-954

[32] A. Nattiv, A.B. Loucks, M.M. Manore, C.F. Sanborn, J. Sundgot-Borgen, M.P. Warren
American College of Sports Medicine position stand. The female athlete triad
Med Sci Sports Exerc, 39 (2007), pp. 1867-1882

[33] A.D. Cline, G.R. Jansen, C.L. Melby
Stress fractures in female army recruits: implications of bone density, calcium intake, and exercise
J Am Coll Nutr, 17 (1998), pp. 128-135

[34] A.C. Winfield, J. Moore, M. Bracker, C.W. Johnson
Risk factors associated with stress reactions in female Marines
Mil Med, 162 (1997), pp. 698-702

[35] R. Ihle, A.B. Loucks
Dose-response relationships between energy availability and bone turnover in young exercising women
J Bone Miner Res, 19 (2004), pp. 1231-1240

[36] R.K. Evans, C. Negus, A.J. Antczak, R. Yanovich, E. Israeli, D.S. Moran
Sex differences in parameters of bone strength in new recruits: beyond bone density
Med Sci Sports Exerc, 40 (2008), pp. S645-S653

[37] M. Giladi, C. Milgrom, A. Simkin, Y. Danon
Stress fractures. Identifiable risk factors
Am J Sports Med, 19 (1991), pp. 647-652

[38] S.M. Tommasini, P. Nasser, M.B. Schaffler, K.J. Jepsen
Relationship between bone morphology and bone quality in male tibias: implications for stress fracture risk
J Bone Miner Res, 20 (2005), pp. 1372-1380

[39] K.L. Popp, J.M. Hughes, A.J. Smock, S.A. Novotny, S.D. Stovitz, S.M. Koehler et al.
Bone geometry, strength, and muscle size in runners with a history of stress fracture

Med Sci Sports Exerc, 41 (2009), pp. 2145-2150

[40] M. Giladi, C. Milgrom, A. Simkin, M. Stein, H. Kashtan, J. Margulies et al.

Stress fractures and tibial bone width. A risk factor

J Bone Joint Surg Br, 69 (1987), pp. 326-329

[41] R. Weist, E. Eils, D. Rosenbaum

25


http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0140
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0145
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0150
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0155
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0160
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0165
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0170
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0175
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0180
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0185
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0190
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0195
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0200
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0205

The influence of muscle fatigue on electromyogram and plantar pressure patterns as an explanation for the
incidence of metatarsal stress fractures
Am J Sports Med, 32 (2004), pp. 1893-1898

[42] D.W. Armstrong 111, J.P. Rue, J.H. Wilckens, F.J. Frassica
Stress fracture injury in young military men and women
Bone, 35 (2004), pp. 806-816

[43] V.V. Valimaki, H. Alfthan, E. Lehmuskallio, E. Loyttyniemi, T. Sahi, H. Suominen et al.
Risk factors for clinical stress fractures in male military recruits: a prospective cohort study
Bone, 37 (2005), pp. 267-273

[44] K.H. Myburgh, J. Hutchins, A.B. Fataar, S.F. Hough, T.D. Noakes
Low bone density is an etiologic factor for stress fractures in athletes
Ann Intern Med, 113 (1990), pp. 754-759

[45] T.D. Lauder, S. Dixit, L.E. Pezzin, M.V. Williams, C.S. Campbell, G.D. Davis
The relation between stress fractures and bone mineral density: evidence from active-duty Army women
Arch Phys Med Rehabil, 81 (2000), pp. 73-79

[46] J.P. Ruohola, I. Laaksi, T. Ylikomi, R. Haataja, V.M. Mattila, T. Sahi et al.
Association between serum 25(OH)D concentrations and bone stress fractures in Finnish young men
J Bone Miner Res, 21 (2006), pp. 1483-1488

[47] M.P. Schwellnus, G. Jordaan
Does calcium supplementation prevent bone stress injuries? A clinical trial
Int J Sport Nutr, 2 (1992), pp. 165-174

[48] J. Lappe, D. Cullen, G. Haynatzki, R. Recker, R. Ahlf, K. Thompson
Calcium and vitamin d supplementation decreases incidence of stress fractures in female navy recruits
J Bone Miner Res, 23 (2008), pp. 741-749

[49] M. DiBenedetto
Experience with a pre-basic fitness program at Fort Jackson, South Carolina
Mil Med, 154 (1989), pp. 259-263

[50] S.R. Cummings, G. Block, K. McHenry, R.B. Baron
Evaluation of two food frequency methods of measuring dietary calcium intake
Am J Epidemiol, 126 (1987), pp. 796-802

[51] D.M. Garner

Eating disorder inventory-2: professional manual: psychological assessment resources (Odessa, Fla. P.O.
Box 998, Odessa 33556)

(1991)

[52] J. Knapik
The Army Physical Fitness Test (APFT): a review of the literature
Mil Med, 154 (1989), pp. 326-329

[53] O.M. Albagha, U. Pettersson, A. Stewart, F.E. McGuigan, H.M. MacDonald, D.M. Reid et al.
Association of oestrogen receptor alpha gene polymorphisms with postmenopausal bone loss, bone mass,
and quantitative ultrasound properties of bone

J Med Genet, 42 (2005), pp. 240-246

[54] F.E. McGuigan, S.H. Ralston
Single nucleotide polymorphism detection: allelic discrimination using TagMan

26


http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0210
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0215
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0220
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0225
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0230
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0235
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0240
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0245
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0250
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0255
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0260
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0265
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0270

Psychiatr Genet, 12 (2002), pp. 133-136

[55] H.M. Macdonald, F.E. McGuigan, A. Stewart, A.J. Black, W.D. Fraser, S. Ralston et al.

Large-scale population-based study shows no evidence of association between common polymorphism of
the VDR gene and BMD in British women

J Bone Miner Res, 21 (2006), pp. 151-162

[56] S.H. Ralston, A.G. Uitterlinden
Genetics of osteoporosis
Endocr Rev, 31 (2010), pp. 629-662

[57] J. Korvala, H. Hartikka, H. Pihlajamaki, S. Solovieva, J.P. Ruohola, T. Sahi et al.
Genetic predisposition for femoral neck stress fractures in military conscripts
BMC Genet, 11 (2010), p. 95

[58] United States Department of Health & Human Services
Youth Risk Behavior Surveillance—United States, 2009
Youth risk behavior surveillance: Centers for Disease Control and Prevention (2010)

[59] P. Brukner, K. Bennell
Stress fractures in female athletes. Diagnosis, management and rehabilitation
Sports Med, 24 (1997), pp. 419-429

[60] K. Crossley, K.L. Bennell, T. Wrigley, B.W. Oakes
Ground reaction forces, bone characteristics, and tibial stress fracture in male runners
Med Sci Sports Exerc, 31 (1999), pp. 1088-1093

[61] A. Nattiv
Stress fractures and bone health in track and field athletes
J Sci Med Sport, 3 (2000), pp. 268-279

[62] J.W. Nieves, C. Formica, J. Ruffing, M. Zion, P. Garrett, R. Lindsay et al.
Males have larger skeletal size and bone mass than females, despite comparable body size
J Bone Miner Res, 20 (2005), pp. 529-535

[63] S.W. Veitch, S.C. Findlay, A.J. Hamer, A. Blumsohn, R. Eastell, B.M. Ingle
Changes in bone mass and bone turnover following tibial shaft fracture
Osteoporos Int, 17 (2006), pp. 364-372

[64] R. Eastell, R.A. Hannon, P. Garnero, M.J. Campbell, P.D. Delmas

Relationship of early changes in bone resorption to the reduction in fracture risk with risedronate: review of
statistical analysis

J Bone Miner Res, 22 (2007), pp. 1656-1660

[65] J.E. Fares, M. Choucair, M. Nabulsi, M. Salamoun, C.H. Shahine, Gel H. Fuleihan
Effect of gender, puberty, and vitamin D status on biochemical markers of bone remodedeling
Bone, 33 (2003), pp. 242-247

[66] V. Gilsanz, J. Chalfant, H. Kalkwarf, B. Zemel, J. Lappe, S. Oberfield et al.

Age at onset of puberty predicts bone mass in young adulthood
J Pediatr, 158 (2011), pp. 100-105 [105 e1-2]

27


http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0275
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0280
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0285
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0290
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0295
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0300
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0305
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0310
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0315
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0320
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0325
http://www.sciencedirect.com/science/article/pii/S8756328213001543%23bb0330

