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A B S T R A C T   

Introduction: Population-based knowledge on the occurrence of femoral shaft fractures is necessary for allocation 
of health care services, optimization of preventive measures, and research purposes. This nationwide study aimed 
to provide an overview on the incidence of femoral shaft fractures over a 15-year period and to gain insight into 
health care consumption and work absence with associated costs in the Dutch population. 
Methods: Data of patients who sustained an acute femoral shaft fracture in the years 2005–2019 were extracted 
from the National Medical Registration of the Dutch Hospital Database. The incidence rate, hospital length of 
stay (HLOS), direct medical costs, productivity costs, and years lived with disability were calculated for age- and 
gender specific groups. 
Results: A total of 15,847 patients with a femoral shaft fracture were included. The incidence rate increased with 
13 % over this 15-year period (5.71/100,000 persons per year in 2005 and 6.47/100,000 in 2019). The mean 
HLOS per patient was 13.8 days in 2005–2009 versus 8.4 days in 2015–2019 for the entire group. Mean HLOS 
per patient increased with age (10.0 days for age group 0–9 and 12.7 days for age group >80), but declined over 
time from 13.6 days in 2005–2009 to 8.8 days in 2015–2019 in males, and from 13.7 days and to 8.2 days, 
respectively, in females. The costs due to work absence was higher in males. Cumulative health care costs were 
highest in females >80 years (8.4 million euros versus 1.6 million in males). 
Conclusion: The incidence rate of femoral shaft fractures increased over the past 15 years in the Netherlands. 
Mean HLOS per patient has decreased in all age groups and in both sexes. Health care costs were highest for 
female octogenarians.   

Introduction 

Femoral shaft fractures are a common injury after high energy 
trauma (HET), most of these HET are motor vehicle accidents (MVA). 
The incidence rate of femoral shaft fractures shows a bimodal distribu
tion [1,2]. In the younger population femoral shaft fractures are usually 
the result of HET and in the elderly the result after low energy trauma 
(LET). For femoral shaft fractures it is unclear if the differences in 
trauma mechanism and the associated differences in age are associated 
with differences in treatment and health care. For achieving the best 

allocation of health care services, optimization of preventive measures, 
and research purposes, population-based knowledge on the occurrence 
and healthcare costs of femoral shaft fractures is crucial. Earlier reports 
showed incidence rates ranging from 10–21 per 100,000 persons per 
year [2–5]. Weiss et al. and Lundin et al. showed a stable incidence rate 
over time in Sweden for two periods, respectively 1998–2004 and 
2001–2016 [2,4]. 

Few studies are available, and most of these tended to focus on only 
the incidence rate of femoral shaft fractures. Detailed assessment of 
HLOS, costs of work absenteeism, and health care consumption, such as 
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hospital stay, physical therapy, home care, nursing care, and rehabili
tation are not available. The insight in direct and indirect medical costs 
and costs for lost productivity could offer tools for cost reduction and 
gives direction to future demands. 

Therefore, the purpose of this nationwide study was to provide an 
overview on the incidence rate of femoral shaft fractures over a 15-year 
period and to provide insights in health care consumption and produc
tivity costs in the Dutch population. The hypothesis was that incidence 
rate is highest in young adult males, and health care costs are highest in 
the elderly. 

Methods 

Collecting data 

Data were collected for patients who sustained an acute femoral shaft 
fracture in the period January 1, 2005 to December 31, 2019. The same 
method from earlier studies was used [6–8]. Injury cases were extracted 
from the National Medical Registration (LMR) of the Dutch Hospital 
Database (DHD), Utrecht, the Netherlands. The DHD collects data of all 
hospitals in the Netherlands with a uniform classification system and has 
an almost complete national coverage (missing values <5 %, except 12 
% in 2007). These figures were extrapolated by the Consumer Safety 
Institute to full national coverage for each year. An extrapolation factor 
was estimated by comparing the adherence population of the partici
pating hospitals with the total Dutch population in each year using the 
population data obtained from Statistics Netherlands [9,10]. Patients 
are included in the LMR for their main diagnosis at discharge, defined by 
the International Classification of Diseases (ICD) 9th and (since 2010) 
10th revision. The following codes were used for identifying patients 
with a femoral shaft fracture; ICD-9 codes, group 821 with subgroups 
821.01 and 821.11 (closed fracture of shaft of femur and respectively 
open fracture of shaft of femur) were included. From the ICD-10 data
base, group S72 with subgroup S72.3 (fracture of shaft of femur) was 
included. The study was exempted by the local Medical Research Ethics 
Committee Erasmus MC (No. MEC-2022–0201). 

Calculation of incidence rates 

Age- and sex-specific incidence rates were calculated in 10-year age 
groups for each year of the study. In order to adjust for differences in the 
demographic composition over time, incidence rates were standardized 
for age (in 10-year age groups) and sex using a direct standardization 
method, as previously described [11]. In short, the age- and sex-specific 
incidence rates per 100,000 person years were calculated upon Dutch 
mid-year standard population, data was retrieved from the Statistic 
Netherlands database [10]. 

Trauma mechanism and hospital length of stay 

Data regarding trauma mechanism and hospital length of stay 
(HLOS) were extracted from the LMR database for 10-year age cate
gories and for males and females separately. Trauma mechanisms were 
grouped into traffic accident versus “other”. Femoral shaft fractures due 
to falling from standing height or less or fractures sustained due to other 
low energy trauma was categorized as “other”. In order to assess trends 
over time, data were averaged over 5-year intervals; 2005–2009, 
2010–2014, and 2015–2019. 

Health care and productivity costs 

Data on patient numbers and health care used were retrieved from 
the LMR database for 10-year age categories and for males and females 
separately. These were supplemented with data from a patient follow-up 
survey with questions relating to health care use outside the hospital, 
work absence, and health related quality of life (HRQoL) [12]. HRQoL 

was assessed with the EQ-5D classification, productivity costs were 
assessed with data from the LMR and a patient follow-up survey on 
health care use [12]. The EQ-5D is a questionnaire in which health is 
defined along five dimensions; mobility, self-care, usual activities, pain 
or discomfort, and anxiety or depression. An extra dimension, cognitive 
disability, was added in the previous study [12]. The Dutch Burden of 
Injury Model was used in order to assess the health care costs of injury 
[11,13,14]. Medical costs included ambulance care, in-hospital care, 
general practitioner (G.P.) care, home care, physical therapy, and 
rehabilitation/nursing care. Patients were followed until two years after 
trauma. Health care costs were calculated by multiplying incidence and 
health care volumes with unit costs (e.g., costs per day in hospital). 
National guidelines for health care costing were used in order to esti
mate unit costs [15]. Productivity costs were determined as described by 
Putter et al., and were defined as the costs associated with production 
loss and replacement due to illness, disability, and premature death [16, 
17]. To estimate costs for productivity loss for all patients aged 15–64 
years the absenteeism model was used. The friction cost method was 
used because healthcare needs are most substantial in the first year after 
injury for the majority of injuries [18]. Outcome data were averaged for 
the last 5 years of the study period (i.e. 2015–2019), the data was 
calculated for 10-year age categories and for males and females 
separately. 

Years lived with disability 

The number of years lived with disability (YLD) was calculated as 
described in previous studies [7,12,15]. In summary the YLD was 
calculated based on a generic health-status classification, the EQ-5D, as 
described above. The YLD was obtained by linking the incidence data 
(subdivided into injury diagnosis groupings) with disability information 
that is the proportion of injury cases with lifelong consequences, and 
injury-specific disability weights of temporary and lifelong conse
quences. The number of years lived with disability was calculated from 
the patient follow-up survey mentioned above [12,15]. The model 
described by Haagsma et al. and Pollinder et al. was used to calculate the 
disability weights from empirical follow up data on the health-related 
quality of life of individual trauma patients, and adjusted for popula
tion norms, age and sex [12,19]. The disability weight reflects the 
impact of a health condition in terms of health-related quality of life; it 
has a value ranging from 1, indicating full health, to 0, worst imaginable 
health state [19]. Data gathered during the 5-year interval 2005–2019 
were used for this study. Data was calculated for 10-year age categories 
and for males and females separately. 

Results 

Incidence rates 

During the 15-year study period, a total of 15,847 patients sustained 
a femoral shaft fracture in the Netherlands. The incidence rate increased 
by 13 % over time, from 5.7 per 100,000 person years in 2005 to 6.5 per 
100,000 person years in 2019 (Fig. 1). There is a bimodal distribution of 
femoral shaft fractures in incidence rates and in sex. Mostly young men 
(<40 year) account for the first high incidence rate whereas females 
above the age of sixty mostly account for the second high incidence rate. 
The second peak of the incidence rate in femoral shaft fractures, is 
higher than the first, Fig. 1C. This is explained by the smaller group of 
people of 80+ compared to the younger patients. 

Trauma mechanism 

Fig. 2 shows the percentage of patients who sustained a femoral shaft 
fracture due to a traffic accident. The percentage of femoral shaft frac
tures caused by a traffic accident increases from 14.5 % in patients aged 
0–9 years to 78.4 % in patients aged 20–29 years. Above the age of 30 
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the number of fractures caused by traffic accidents decreased by age, this 
is more pronounced in females; the percentage declined to 3.7 % in the 
>80 year group in females versus 13.9 % in males. The distribution in 
trauma mechanism remained stable over time (data not shown). 

Hospital length of stay 

Data of HLOS in three consecutive five-year cohorts are shown in 
Fig. 3. The mean HLOS per patient declined over time from 13.8 in 
2005–2009 to 8.4 in 2015–2019. The HLOS per patient increased with 
age (mean 10,0 days for age group 0–9 and mean 12.7 days for age group 
>80). 

Due to a higher incidence rate, the cumulative HLOS per year shows 
a steep increase in female above the age of 60 and in males until 30 years 
(Fig. 3C and D). Both peaks have declined over time. The biggest 
decrease was seen in male aged 10–19 year, a decrease of 55 % (from 
1039 days in 2005–2009 to 462 days in 2015–2019), for female the 
biggest decrease was seen in patients >80 year, from 3354 days in 
2005–2009 to 2483 days in 2015–2019 (i.e. respectively − 26 %).The 
mean HLOS per case in patients >80 years in 2005–2009 was 18.0 days 
and in 2015–2019 the mean HLOS per case was 9.0 days. 

Total costs and health care costs 

The total costs for femoral shaft fractures in the period 2015 and 
2019 were €26.4 M (5.3Mper year), of which €14.4 M (54.6 %) were due 
to femoral shaft fractures in females. The costs per patient and the cu
mulative costs are shown in Figs. 4 and 5, respectively. 

The total costs per patient were €16,000 and are higher for female 
(€21,000) than male (€12,000); Fig. 4. In both sexes the costs rise with 
age, up to €29,000 in female patients >80 year. This difference between 
male and females is mainly due to the higher consumption of rehabili
tation and nursing care in the older females (50 % in female patients 
>80 years). Up to the age of 50 costs made in the hospital were the 
highest regarding health care costs, this addresses both male and female. 
Combined with the incidence, the cumulative health care costs for 
femoral shaft fractures are €19.2 M per year. More importantly, 40 % 
(€8.4 M) of these cumulative costs were made in female patients >80 
year. 

Fig.. 1. Patient numbers in the years 2005–2019 (A), incidence rate (per 
100,000 person years) in the years 2005–2019 (B), and age-related incidence 
(C) of femoral shaft fractures in the Netherlands 
Data are shown for all patients (green) and for males (blue) and females (red) 
separately. Of panel C, data are averaged over 5-year periods (i.e., 2005–2009, 
2010–2014, and 2015–2019) and are shown for 10- year age groups. 

Fig.. 2. Age-related percentage of patients sustaining a femur shaft fracture due 
to a traffic accident 
Data (averaged for the years 2015–2019) are shown for the entire group (green) 
as well as for males (blue) and females (red) separately for 10-year age groups. 
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Productivity costs 

The total costs for loss of productivity were €7.2 M (€5.4 M for males 
and €1.8 M for females). The cumulative costs due to work related 
absence was higher in male, mostly due to the higher incidence of 
femoral shaft fractures in non-working population of female. Mean costs 
per patient for lost productivity were €26,000 for males and €17,000 for 
females, respectively. The costs for loss of productivity were highest for 
patients between the age of 40–49 and 50–59 for both sexes. 

Years lived with disability (YLD) 

YLD per patient declined linearly over age, Fig. 6a. There was no 
relation with gender. The YLD per patient declined from 4.8 years in the 
age group 0–9 to 0.5 years in the patients >80 years. 

Discussion 

Between 2005 and 2019 a total of 15,847 patients sustained a 
femoral shaft fracture in the Netherlands, the incidence rate of femoral 

shaft fractures increased with 13 % during this 15 years. Current study 
showed that since 2005 the mean HLOS per patient decreased for both 
male as female over time, form 13.8 days in 2005–2009 to 8.4 days in 
2015–2019. The mean HLOS increases by age. The mean YLD for 
femoral shaft fractures in the Netherland is 2.6 years, which is higher in 
the young. The highest health care costs were seen in female patients 
>80 year, they account for 40 % of the cumulative health care costs. 

The increase in femoral shaft fractures may be attributed to the 
increasing number of elderly and the increasing traffic in the 
Netherlands [20]. Previous studies showed a higher incidence rate of 
femoral shaft fractures than what this study revealed; 6.47 per 100,000 
person years [2–5]. Overtime the already known bifocal model of age 
distribution in incidence rates and trauma mechanism remains un
changed. Over time there are two peaks with a higher incidence rate of 
femoral shaft fractures, the young men (<40 year) as a result of 
high-energy trauma (i.e. traffic accidents) and in the “elderly” woman 
(>60 years) usually the result of low-energy trauma. 

No studies have previously described a loss of HLOS for femoral shaft 
fractures, the same phenomenon is seen in other long bone fractures 
such as humeral fractures and tibia shaft fractures [7,8]. The biggest 

Fig.. 3. Age-related hospital length of stay per patient (A and B) and cumulative hospital length of stay (C and D) of patients with a femoral shaft fracture 
Data are shown for 10-year age groups, for males (blue, A and C) and females (red, B and D), and for 5-year time periods (i.e., 2005–2009, 2010–2014, 
and 2015–2019). 
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decrease of HLOS was seen in females above 80, this is most likely the 
result of faster postoperative allocation of the patient for rehabilitation 
over the years. Although current data do not allow to draw a conclusion, 
the decrease in LOS is most likely attributable to earlier transfer to 
nursing or rehabilitation facilities, due to advanced hospital protocols 
and care pathways. 

There is a difference in the LOS between elderly males and females. 
This could be due to the fact that most women outlive their husbands 
and live alone. Until the end of life, most men who fracture their femur 
are supported in activities of daily living (ADL) by their spouse. When 
elderly women fracture their femur, they more often live alone and 
require home care (or admission in a nursing home with prolonged 
HLOS) for ADL support. 

The somewhat high number of HLOS for femoral shaft fractures may 
be explained due to the fact that the cohort did not exist of purely iso
lated shaft fractures, but also included polytrauma patients. This could 
also explain the small difference in hospital costs per case between 
young patients and the elderly. Young patients with a femoral shaft 
fracture are more frequently polytrauma patients, and require more 
surgical treatment for other injuries. 

The present study is the first to describe age- and sex specific 
outcome on YLD for femoral shaft fractures. Earlier studies did not 
discriminate between hip and upper leg injuries [21]. For femoral shaft 
fractures the mean YLD was 2.6 year, the YLD was high in the young 
population and decreases with age. 

With roughly €5.0 million cumulative costs a year and with high 
costs for lost productivity, femoral shaft fractures pose a serious societal 
health burden. These high costs are based on loss of productivity in the 
working population and on substantial health care consumption of 
elderly. Mean costs per patient due to lost productivity were €14,700 for 
males and €9400 for females. For health care consumption the mean 
costs were €12,900 for males and €13,300 for females. The health care 
costs are slightly higher than earlier reported by a large study from the 
USA [22]. The difference can partially be explained by inflation, but 
more important is the length of the study, the study calculated the costs 
based on six months follow-up. Not 100 % of the patients with a femoral 
shaft fracture return to work within six months. Compared with other 
fractures, femoral shaft fractures have higher mean direct health care 
costs per patient (€13,300 for femoral shaft fractures versus €3461 for 
foot and ankle fractures, €6785 for rib fractures, and €8864 for humeral 

Fig.. 4. Age-related direct and indirect medical costs per patient (A and B) and cumulative cost (C and D) in males (A and C) and females (B and D) with a femoral 
shaft fracture 
Data (averaged for the years 2015–2019) for six main cost categories are shown for 10-year age groups. 
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fractures (all Dutch studies with the same data source as ours)) [6,8,23]. 
This could be explained by the LOS for patients with a femoral shaft 
fracture. 

The National Medical registration has a national coverage, thus data 
from both rural and urban areas and all levels of trauma care are 
included in this study. This should support generalizability of our find
ings to developed countries in the world with a similar health care 
system as the Netherlands. 

One strength of this study is the use of population-based data for 
femoral shaft fractures, this provides long-term trends and reliable data. 
Secondly, this is the first study to report about years lived with 
disability, hospital length of stay, and health care costs for femoral shaft 
fractures derived from a large population based study. Also, this study 
provided age- and sex specific costs which helps in allocation of health 
care resources and helps with any improvement if necessary. 

The data of this study give insight in health care costs and costs for 
lost productivity which can be used for cost reduction, especially for 
future demands with an increasing population and increasing health 
care costs. Research focus for younger patients could be on identifying 
the surgical approach and rehabilitation program that are associated 

with the lowest time to functional recovery and the shortest duration of 
work absence. For the elderly the focus should be more on prevention of 
femur fractures, minimally invasive surgical techniques, and 
rehabilitation. 

Population-based studies also have limitations. First, the data pre
sented on health care and productivity costs are best estimates and not 
exact numbers for these specific patients but data based on validated 
models and calculations. An important limitation is the patient selection 
with the ICD codes in the LMR. Patients are included in the LMR for their 
main diagnosis at discharge only, which is generally the most severe 
injury. Patients with more severe injury than a femoral shaft fracture 
could be missing. This could be another explanation for the lower 
incidence rate compared to other studies. Another limitation is the lack 
of information regarding the clinical details of the patient and the injury. 
Since most patients who sustain a femoral shaft fracture are young and 
healthy, no major variation is to be expected between patients. The last 
limitation is the fact that femoral shaft fractures are usually the result of 
high-energy trauma and are accompanied with other injuries. These 
injuries may increase the HLOS, therefore the results of HLOS need to be 
interpreted with care. 

Fig.. 5. Age-related direct and indirect costs per patient (A and C) and cumulative costs (B and D) in males (A and C) and females (B and D) with a femoral shaft 
fracture 
Data (averaged for the years 2015–2019) are shown for 10-year age groups. 
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Conclusion 

Current study showed an increase of 13 % in the incidence rate of 
femoral shaft fractures over the last 15 years in the Netherlands, 
whereas the HLOS decreased the last 15 years in all age groups and for 
both sexes. The total health care costs per patient were €16,000 and 
were higher for females (€21,000) than males (€12,000). In both sexes, 
both more pronounced in females, the costs rise with age up to €29,000 
in patients >80 year. Combined with the incidence rate, the cumulative 
health care costs for femoral shaft fractures are €19.2 million per year, 
female patients >80 years accounted for 40 % of these costs (€8.4 
million). Costs for lost productivity were €26,000 per patient for males 
and €17,000 for females, the highest costs were seen in the age of 40–49 
and 50–59 for both sexes. 

Funding 

This research received no specific grant from any funding agency in 
the public, commercial or not-for-profit sectors. There are no statements 
to declare relating contributorship, data sharing, or ethics approval. 

Code availability 

Not applicable. 

Declaration of Competing Interest 

All authors declare that they have no conflict of interests or any 
competing interests. 

Data availability 

Data is available when needed. 

References 

[1] Singer BR, McLauchlan GJ, Robinson CM, Christie J. Epidemiology of fractures in 
15,000 adults: the influence of age and gender. J Bone Joint Surg Br 1998;80(2): 
243–8. 

[2] Lundin N, Huttunen TT, Enocson A, Marcano AI, Fellander-Tsai L, Berg HE. 
Epidemiology and mortality of pelvic and femur fractures-a nationwide register 
study of 417,840 fractures in Sweden across 16 years: diverging trends for 
potentially lethal fractures. Acta Orthop 2021;92(3):323–8. 

[3] Enninghorst N, McDougall D, Evans JA, Sisak K, Balogh ZJ. Population-based 
epidemiology of femur shaft fractures. J Trauma Acute Care 2013;74(6):1516–20. 

[4] Weiss RJ, Montgomery SM, Al Dabbagh Z, Jansson KA. National data of 6409 
Swedish inpatients with femoral shaft fractures: stable incidence between 1998 and 
2004. Injury 2009;40(3):304–8. 

[5] Court-Brown CM, Caesar B. Epidemiology of adult fractures: a review. Injury 2006; 
37(8):691–7. 

[6] De Boer AS, Schepers T, Panneman MJM, Van Beeck EF, Van Lieshout EMM. Health 
care consumption and costs due to foot and ankle injuries in the Netherlands, 1986- 
2010. BMC Musculoskel Dis 2014;15. 

[7] Leliveld MS, Polinder S, Panneman MJM, Verhofstad MHJ, Van Lieshout EMM. 
Epidemiologic trends for isolated tibia shaft fracture admissions in the Netherlands 
between 1991 and 2012. Eur J Trauma Emerg S 2020;46(5):1115–22. 

[8] Mahabier KC, Den Hartog D, Van Veldhuizen J, Panneman MJM, Polinder S, 
Verhofstad MHJ, et al. Trends in incidence rate, health care consumption, and costs 
for patients admitted with a humeral fracture in the Netherlands between 1986 and 
2012. Injury 2015;46(10):1930–7. 

[9] Van der Stegen R, Ploemacher J. Discription of methods for statistics by diagnoses 
in time by using the LMR (1981–2005). The Hague: Statistics Netherlands (CBS); 
2009. p. 9. 

[10] Nederland C. Population in the Netherlands. 2021. https://wwwcbsnl/nl-nl/visua 
lisaties/dashboard-bevolking/. 

[11] Polinder S, Iordens GIT, Panneman MJM, Eygendaal D, Patka P, Den Hartog D, 
et al. Trends in incidence and costs of injuries to the shoulder, arm and wrist in the 
Netherlands between 1986 and 2008. BMC Public Health 2013;13. 

[12] Polinder S, van Beeck EF, Essink-Bot ML, Toet H, Looman CWN, Mulder S, et al. 
Functional outcome at 2.5, 5, 9, and 24 months after injury in the Netherlands. 
J Trauma 2007;62(1):133–41. 

[13] Meerding WJ, Mulder S, van Beeck EF. Incidence and costs of injuries in the 
Netherlands. Eur J Public Health 2006;16(3):272–8. 

[14] Polinder S, Meerding WJ, van Baar ME, Toet H, Mulder S, van Beeck EF, et al. Cost 
estimation of injury-related hospital admissions in 10 European countries. 
J Trauma 2005;59(6):1283–90. discussion 90-1. 

[15] Polinder S, Haagsma JA, Toet H, van Beeck EF. Epidemiological burden of minor, 
major and fatal trauma in a national injury pyramid. Br J Surg 2012;99(Suppl 1): 
114–21. 

[16] de Putter CE, Selles RW, Polinder S, Panneman MJ, Hovius SE, van Beeck EF. 
Economic impact of hand and wrist injuries: health-care costs and productivity 
costs in a population-based study. J Bone Joint Surg Am 2012;94(9):e56. 

[17] Koopmanschap MA, Rutten FF, van Ineveld BM, van Roijen L. The friction cost 
method for measuring indirect costs of disease. J Health Econ 1995;14(2):171–89. 

[18] vanBeeck EF, vanRoijen L, Mackenbach JP. Medical costs and economic production 
losses due to injuries in the Netherlands. J Trauma 1997;42(6):1116–23. 

[19] Haagsma JA, Polinder S, Lyons RA, Lund J, Ditsuwan V, Prinsloo M, et al. 
Improved and standardized method for assessing years lived with disability after 
injury. Bull World Health Organ 2012;90(7):513–21. 

[20] Smits CH, van den Beld HK, Aartsen MJ, Schroots JJ. Aging in the Netherlands: 
state of the art and science. Gerontologist 2014;54(3):335–43. 

Fig.. 6. Age-related years lived with disability per patient (A) and cumulative 
years lived with disability (B) in patients with a femoral shaft fracture 
Data (averaged for the years 2015–2019) are shown for the entire group (green) 
as well as for males (blue) and females (red) separately for 10-year age groups. 

J.D. Cnossen et al.                                                                                                                                                                                                                              

http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0001
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0001
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0001
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0002
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0002
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0002
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0002
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0003
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0003
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0004
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0004
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0004
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0005
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0005
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0006
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0006
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0006
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0007
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0007
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0007
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0008
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0008
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0008
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0008
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0009
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0009
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0009
https://wwwcbsnl/nl-nl/visualisaties/dashboard-bevolking/
https://wwwcbsnl/nl-nl/visualisaties/dashboard-bevolking/
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0011
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0011
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0011
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0012
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0012
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0012
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0013
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0013
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0014
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0014
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0014
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0015
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0015
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0015
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0016
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0016
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0016
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0017
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0017
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0018
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0018
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0019
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0019
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0019
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0020
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0020


Injury xxx (xxxx) xxx

8

[21] Weijermars W, Bos N, Stipdonk H. Health burden of serious road injuries in the 
Netherlands. Traffic Inj Prev 2016;17(8):863–9. 

[22] Bonafede M, Espindle D, Bower A. The direct and indirect costs of long bone 
fractures in a working age us population. Value Health 2012;15(4):A36. -A. 

[23] Prins JTH, Wijffels MME, Wooldrik SM, Panneman MJM, Verhofstad MHJ, Van 
Lieshout EMM. Trends in incidence rate, health care use, and costs due to rib 
fractures in the Netherlands. Eur J Trauma Emerg S 2021. 

J.D. Cnossen et al.                                                                                                                                                                                                                              

http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0021
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0021
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0022
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0022
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0023
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0023
http://refhub.elsevier.com/S0020-1383(23)00854-9/sbref0023

	Trends in incidence, health care consumption, and medical and productivity costs of femoral shaft fractures in the Netherla ...
	Introduction
	Methods
	Collecting data
	Calculation of incidence rates
	Trauma mechanism and hospital length of stay
	Health care and productivity costs
	Years lived with disability

	Results
	Incidence rates
	Trauma mechanism
	Hospital length of stay
	Total costs and health care costs
	Productivity costs
	Years lived with disability (YLD)

	Discussion
	Conclusion
	Funding
	Code availability
	Declaration of Competing Interest
	Data availability
	References


