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Abstract 

Background: Injuries are the number one cause for morbidity and mortality among adolescents. Adolescent frac-
tures are a hidden public health problem in Sri Lanka. Upper limb fractures are common in adolescents due to various 
risk factors. Many injuries are predictable and can be prevented by identifying the risk factors. The aim of the study 
was to determine the risk factors for upper limb fractures among adolescents in Sri Lanka.

Methods: A case control study was undertaken with 450 cases and 450 controls. Cases were recruited consecutively 
from all major hospitals among the adolescent victims who had admitted with newly diagnosed upper limb frac-
tures in the district of Colombo. Controls were apparently healthy adolescents from the same district and excluded 
who had previous upper limb fractures. The age and gender were not matched in selecting controls since these two 
factors were potential risk factors for adolescent fractures according to previous literature. Risk factors for upper limb 
fractures were assessed by odds ratio (OR) with 95% confidence interval (CI) and adjusted for possible confounding by 
performing logistic regression analysis.

Results: The mean age of the cases was 13.62 years with a Standard Deviation (SD) of 2.8 and controls was 
12.75 years (SD = 2.7) respectively. Having a high standard of living index (OR = 3.52; 95%CI: 2.3–5.2, p < 0.001), being 
in a high social class category (social class I & II) (OR = 2.58, 95%CI: 1.7–3.92, p < 0.001), engage in physical or sports 
activity (OR = 9.36; 95%CI: 3.31–26.47, p < 0.001), watching television (OR = 1.95; 95%CI: 1.18 -3.22, p = 0.009), play-
ing video or computer games (OR = 2.35; 95%CI: 1.7–3.24, p < 0.001), and attending extra classes (OR = 1.82; 95%CI: 
1.2–2.7, p = 0.007) were risk factors for having a upper limb fracture.

Risk factors for upper limb fractures following adjusted for confounders were siblings in the family (aOR = 11.62, 
95% CI: 6.95–41.29, p = 0.03) and attend extra classes after school hours (aOR = 2.51, 95%CI: 0.68–0.93, p = 0.04). Two 
significant effect modifications between being a Buddhist and low standard of living index (p < 0.001) and having one 
sibling in the family and attend extra classes after school hours (p = 0.01) were observed.

Conclusions: Modifiable risk factors in relation to lifestyle factors and socioeconomic position were important 
determinants of upper limb fracture risk in adolescents. Many fractures can be prevented by strengthening awareness 
programmes in the community.
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Background
Injuries are the number one cause of morbidity and 
mortality among adolescents. Injuries can be commonly 
classified as intentional or unintentional injuries. Road 
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traffic accidents, poisoning and suffocation, falls, drown-
ing, electrocution, animal attacks, explosions, burns, 
natural disasters and other accidental injuries are some 
examples of unintentional injuris. Intentional injuries 
are interpersonal violence involving family or commu-
nity, and those that are self directed, such as suicide or 
self harm or war injuries [1]. Unintentional injuries have 
a significant impact on childhood disabilities and deaths 
in the world [2].

Fractures have been identified as a major consequence 
of injuries and fractures of the limbs significantly limit 
their functional capacity. It can lead to reduced pro-
ductivity and quality of life of adolescents. They belong 
to economically productive age group in a country as 
such prevention of injuries among adolescents will be 
an investment for a developing country [3]. Adolescents 
have to live in a world with potential hahzards as adults 
design and produce products for their own use [2].

Fractures are common public health problems among 
children and adolescents all over the world [3]. Accord-
ing to the WHO, the overall fracture rate was 32.4% of 
the unintentional injuries among children under 15 years 
of age [4].

Upper limb fractures caused by injuries account for 
80% of all fractures. This has been contributed to a sig-
nificant level of morbidity and mortality [5]. The litera-
ture has revealed that the types of fractures depend on 
the magnitude and direction of the force place on a bone 
[6]. At different ages during the growth period, the type 
of fracture varies due to changes in bone composition [7]. 
There is an increase in the tendency to sustain a fracture 
in children and adolescents under the age of 19, although 
most of these patients are generally healthy [5].

According to previous literature, poor socio-economic 
status of an adolescent was associated with sustain a 
fracture [8]. Further, the genetic factors, lack of exercise, 
obesity, poor nutritional status, and exposure to trauma 
were the main risk factors involved in sustaining a frac-
ture in this age group [9]. The author also pointed out 
that fracture rates were gradually increasing among ado-
lescents due to environmental changes which was a result 
of urbanization in the recent past. In developing coun-
tries, preventive measures are not taken in schools or in 
playground areas for the safety of children due to lack of 
resources.

The sociodemographic factors are contributed as risk 
factors for adolescent fractures as in previous litera-
ture. A cross sectional study design was carried out in 
out patient clinics of the Department of Orthopedics 
and Traumtology in a children’s hospital situated in the 
southern region of Italy revealed that adolescent males 
were more prone to fractures than adolescent females 
(p < 0.001) [4]. Cohort study design was carried out in 

Australia among hospitalized patients revealed that 
the risk of having a fracture increased gradually from 
the age of 12 to the age of 19 in males and vice versa in 
females [10]. Further, in a study carried out in Emergency 
Departments of United States revealed that unintentional 
injuries were high among males, in people with low soci-
oeconomic status, and among 15 to 19  years age group 
[11].

The transition period from childhood to adulthood 
is considered very precious, as children undergo rapid 
changes in physical, social and psychological develop-
ment during this period. Adolescents think that they are 
invulnerable, prefer to be independent and to practice 
healthy and unhealthy behaviors [3]. A degree of risk-
taking behavior is normal in adolescents since most of 
them prefer to engage in high-risk activities and aggres-
sive behaviors [12]. As a result of urbanization and devel-
opment of technologies such as smart phones, tablets 
and computers, adolescents spend less time for outdoor 
activities. The competition in the education has worsen 
the situation as most of the adolescents attend extra 
classes after school hours to get through Advanced Level 
examinations with best results. The literature stated 
physical activity helped to reduce the fracture risk in 
children although there was a small chance of having an 
injury and it increased the bone mineral density which 
helped to strengthen the bones in adolescent age [13]. 
A population-based case control study showed that par-
ticipation in light physical activity decreased the risk of 
fractures (OR = 0.8, 95%CI: 0.7–1.0) among adolescents 
[13]. Further, the children in the United Kingdom engag-
ing in daily vigorous physical activity had double the risk 
(OR, 2.06; 95% CI:1.21–1.76) of sustaining a fracture 
[14]. Therefore, adolescents can be encouraged to do 
light physical activities to improve their health. Further, 
the study carried out in Tasmania also revealed that time 
spent on television, computer, and watching videos in 
both sexes was significant, and there was a 1.6-fold risk of 
succumbing to wrist and forearm fractures in both sexes 
(OR = 1.6; 95%CI; 1.1–2.2) [13].

A study done on patients who were treated at orthope-
dic post-surgical clinics in a tertiary care hospital in Sri 
Lanka revealed that the commonest cause of sustaining 
a fracture was a fall. The study had revealed that 35.8% 
of patients with fractures following injuries were children 
and adolescents. Upper limb fractures were the common-
est type of fractures (83.2%) seen among adolescents in 
Sri Lanka [15]. Since published data was not available 
in the local context to identify the risk factors and the 
burden of upper limb fractures among adolescents, the 
current study filled this gap in the body of knowledge. 
Prioritization of strategies with regard to primary pre-
vention will ease the economic burden since Sri Lanka is 
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still a developing country. Many adolescents at this age 
attend schools during the day time and they engage in 
sports related activities and other physical activities.

The study aimed at assessing the potential risk factors 
for upper limb fractures among adolescents to target pre-
ventive programmes at field level. Main objective of the 
present study was to determine the risk factors for upper 
limb fractures due to unintentional injuries among ado-
lescents aged 10 to 19  years attending selected govern-
ment hospitals in the district of Colombo, Sri Lanka.

Methods
An unmatched case control study was performed to 
determine the risk factors for adolescent’s upper limb 
fractures with cases recruited consecutively from hospi-
tals and a control group recruited purposively from the 
community. A control was selected from the community 
from an updated eligible family register with the assis-
tance of the Public Health Midwife (PHM) of the area. 
PHM is the grassroot level public health officer provid-
ing maternal and child health services in the commu-
nity. PHM has maintained the eligible family register for 
her area with the information of adolescents. Therefore, 
PHM had assisted to recruit a healthy adolescent as a 
control if a case was resided in a same Grama Niladhari 
division area. The cases and controls were not matched 
for age and gender as the magnitude of the effect of 
potential risk factors namely age and sex had already 
been assessed as risk factors in the present study. The 
previous literature covering the local context had deter-
mined similar risk factors by carrying out an unmatched 
case control study [16, 17]. The study was conducted in 
the district of Colombo, in Sri Lanka among adolescents 
attending Accident Services Units (ASU) or Primary Care 
Units (PCU) of six major hospitals in the above district 
during 2018 to 2019. All major hospitals (six in number) 
in the district of Colombo were included as study setting.

Selection of cases
Cases were adolescents aged 10 to 19 years who resided 
in the district of Colombo for the last one year, and who 
had been admitted to a tertiary or secondary care hos-
pital in the same district with a newly diagnosed upper 
limb fracture following an unintentional injury. Adoles-
cents who were in intensive care unit with severe trauma 
at the time of data collection, adolescents with pathologi-
cal fractures, fractures following epilepsy or due to any 
medical conditions and adolescents who had existing 
functional disabilities were excluded from the study with 
the opinion of experts namely Orthopedic Surgeons and 
General Surgeons. Cases were identified from the admis-
sion registers of the ASU or PCU of the hospitals with 
the assistance of the above clinical specialists. However, 

adolescents with upper limb fractures due to road traffic 
accidents were excluded from the study since they had 
different set of risk factors as found in previous litrature 
[18]. The literature revealed that the risk factors for ado-
lescent fractures due to transport injuries were mainly 
dependent on external causes, for example, factors asso-
ciated with the driver, pedestrians, vehicle, road condi-
tions and environmental conditions. Adolescents with 
upper limb fractures fulfilling the eligibility criteria were 
selected consecutively from the Accident Service Units 
or Primary Care Units of the above-mentioned hospitals 
until the required number was obtained.

Selection of controls
Apparently healthy adolescents who did not have any 
documentary evidence of an upper limb fracture in the 
past and resided in the same district more than one year 
period was defined as controls. Age and sex were not 
matched with cases as described previously [16, 17]. A 
control was selected from the same Grama Niladhari 
division where a case had reported in the district of 
Colombo. PHM who was a grass root level health care 
officer in a Medical Officer of Health (MOH) area in Sri 
Lanka assisted data collectors to select a control using 
the updated eligible family register. The source popula-
tion of this study was all children living in the district 
of Colombo who were at risk of upper limb fractures 
[18]. Adolescents who were critically ill and adolescents 
found to have had an upper limb fracture in the past 
were excluded. A purposive sampling method was used 
to select a control. The confidentiality of the participant 
was strictly maintained throughout the study period. The 
data collection was completed after recruiting 450 eligi-
ble controls.

Sample size calculation
The sample size for cases (n = 450) and controls (n = 450) 
for univariate analysis was calculated by ratio of one con-
trol per case with 5% significance level, beta error of 0.2 
and adding 5% for non-response rate to detect the small-
est risk (odds ratio of 1.5 for participation of sports on 
upper limb fracture in Tasmania [13]. The incidence rate 
of the risk factor among the community controls in this 
study was 29% as in the study carried out in Tasmania. 
The authors could not find any published literature from 
Sri Lanka to match for the local setting.

Study variables and validated questionnaires used 
in the study
The principal investigator (PI) developed a conceptual 
framework using previous literature to identify potential 
risk factors during the design stage [19, 20]. An inter-
viewer administered questionnaire was formed with 
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the assistance of expert group to collect data on soci-
odemographic characteristics, economic characteristics 
and potential risk factors of upper limb fractures from 
both cases and control groups. These included factors 
related to personal (age, sex, ethnicity, level of educa-
tion, whether living with a parent or caregiver), socio 
economic status namely monthly income of parents, 
social class and standard of living, lifestyle and leisure 
time related activities, social habits including smoking 
and alcohol consumption, engagement in sports, athlet-
ics, physical activities and exercise, predisposing fac-
tors including episodes of fasting and previous history 
of epilepsy [9] and consumption of food including milk. 
However, some of the potential risk factors were not sig-
nificant in univariate analysis as such bivariate analysis 
was performed with factors which were significant. The 
factors which were not significant as potential risk factors 
to have an upper limb fracture were social habits namely 
consumption of alcohol and smoking, predisposing fac-
tors such as history of epilepsy and episodes of fasting, 
food habits such as consumption of meat, fish, milk etc.
(p > 0.05) with 95% confidence interval.

Father’s or caregiver’s occupation was used to assess 
the social class of the family as in previous literature [16]. 
It was a validated and culturally adopted instrument used 
in the local context [21]. A composite index was devel-
oped in the original instrument to measure the social 
class by considering father’s occupation. Father’s occu-
pation was categorized into leading professions (social 
class I), lesser professions (social class II), skilled worker 
(social class III), partly skilled worker (social class IV), 
unskilled worker (social class V) as mentioned in Table 1.

The standard of living index was assessed using a pre-
vious validated instrument used in a demographic and 
health survey [22]. This instrument was modified and 
validated for the local set up [23]. The questionnaire was 
developed to assess the housing condition of the adoles-
cent, type of vehicle owned, type of utilities and amenities 
available in adolescent’s house. Each response was given a 
score on a previously decided weighted scoring system. 
The total score obtained by each participant was calcu-
lated and they were categorized under high, medium or 
low standard of living accordingly (Table  1). The range 
of score to categorize high, medium and low standard of 
living was decided according to previous literature [23]. 
The participants who had received the highest score 
were belong to high standard of living and followed by 
medium and low standard of living. It was administered 
as an interviewer administered questionnaire by trained 
data collectors.

A Global School Based Student’s Health Survey 
(GSHS) for adolescents was conducted in 2016 in Sri 
Lanka [19]. The instrument used for that survey was 

developed by Ministry of Health in Sri Lanka and it was 
validated and culturally adopted for local context. It was 
used to develop the questions on lifestyle related fac-
tors. A guideline developed by the Ministry of Sports in 
Sri Lanka was used by authors to develop the question-
naire to assess sports or athletics, physical activities, and 
exercise related activities in this study. The guideline had 
been developed to assess the sports related activities or 
physical activities and sedentary behavior specifically for 
adolescents to suit for the local context [24].

The judgmental validity was assessed by an expert 
panel including Orthopedic Surgeons, Pediatric Sur-
geons, Consultant Community Physicians and Gen-
eral Surgeons. Face validity was ensured by the expert 
panel who checked for potential risk factors for having 
an upper limb fracture and assuring the instrument was 
able to measure all the risk factors. Consensual validity 
was determined by assessing agreement among experts 
on the subject on whether or not the instrument was a 
valid one with which to measure the desired variables 
[25]. Several consultative meetings were conducted by 
the principal investigator to assess the judgmental valid-
ity of the questionnaire. The instrument was piloted in a 
different district prior to the main study.

Following the appraisal of validity, a team of pre-intern 
medical graduates were trained by the principal inves-
tigator to collect data from the cases and controls sepa-
rately. Informed written consent was obtained from the 
eligible participants and their parents or caregivers 
before recruiting as study participants. The final instru-
ment used in the study to determine the risk factors for 
adolescent’s upper limb fracture was a pre-coded inter-
viewer administered questionnaire.

Measures taken to improve the quality of data
To avoid misclassification, the control group was 
recruited after interviewing them for previous his-
tories of upper limb fractures. Moreover, they were 
recruited if there was no documentary evidence to 
prove that they had sustained previous fractures. To 
minimize selection bias, the ideal method is to recruit 
cases and controls from the same setting. However, 
the controls were not selected from hospitals. The 
hospital controls came from different socio-economic 
backgrounds to those of the cases. Instead, a control 
was selected from the same Grama Niladhari division 
where the case resided. Conducting interviews at a 
participant’s residence, maintaining privacy, making a 
prior appointment to visit the participant’s residence 
and involving the PHM to identify controls in the com-
munity resulted in minimizing the non-response rate 
among controls. The required sample size for the study 
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was calculated for the smallest odds ratio for potential 
risk factors following extensive literature review to 
minimize possible chance errors.

Operational definitions used for each variable in the 
current study are given in Table 1.

Data analysis
The Statistical Package for Social Sciences (SPSS) version 
20.0 was used for data analysis.

The variables identified to assess potential risk factors 
for upper limb fractures were extracted from the study 

Table 1 List of variables and operational definitions

Term Definition used in the study

Social class Social class was determined by father’s occupation according to the following categorization [16, 21]:

Social class 1—Leading professions (Professional and Managerial)

Social class 11—Lesser professions  (Teacher, nurse)

Social class 111—Skilled workers and non-manual workers (Armed forces, Police, Clerks, Shop keepers)

Social class 1 V- Partly skilled workers (Farmer, Estate worker, Skilled laborer)

Social class V – Unskilled workers—Elementary occupation

High social class—Combination of social class I and II

Low social class – Combination of social class III, IV and V

Standard of living index This was based on the standards related to the demographic & socioeconomic characteristics of a household’s formats 
described by Ayed et. al., [22] carried out in demographic and health survey comparative studies. It was modified to local 
setting and used in recent studies [23]. The adolescents’ housing conditions, basic utilities and the ownership of electrical 
items and vehicles were considered. E.g.: When assessing the ownership of the house, two marks were given if the house 
is owned by adolescent’s parents or caregiver, one mark was given if the house was rented and zero mark was given if they 
lived in someone else’s house. The following amenities and utilities were also assessed:

Availability of electricity and the ownership of number and type of electrical appliances

Availability of a vehicle and the ownership of number and type of the vehicle

Type of toilet facilities

Type of water source

Material used to build walls and floor of the house

Permanent resident Adolescent residing for one-year period in the same Grama Niladhari division in the district of Colombo

Adolescent Age 10–19 years old children

Newly diagnosed A person who is diagnosed for the first time with documentary evidence and radiological investigation to have upper limb 
fracture within one week following an injury

Care giver A person who provides ongoing care and assistance without any payment for a family member or a friend who needs sup-
port due to physical, cognitive or mental health condition

Unintentional injury The events caused without the intention of any person / party/ group or community and those are not inflicted by deliber-
ate means

Major hospitals All secondary and tertiary care hospitals where specialists in Surgery and Orthopedic Surgery and X ray investigations were 
available

Road traffic accidents Any accident occurred due to involvement of a vehicle during any mode of transportation involving land transport acci-
dents such as avenues, streets, roads, highways, express way, air transport accidents, and water transport accidents. The 
victim may either be the vehicle occupant or others exposed to accident

Physical activity Any bodily movement produced by skeletal muscles that requires energy expenditure [22] Light activities such as a person 
can talk and sing and the heart beat slightly faster than normal. Mild activities such as a person can talk but cannot sing and 
the heart beat faster than normal, heavy intensity is a person cannot talk or his/her talking is broken by large breaths and 
his/her heart rate increases a lot

Physical exercise Physical exercise is a subcategory of physical activity that is planned, structured, repetitive and purposeful in the sense that 
the improvement or maintenance of one or more components of physical fitness is the objective. Physical activity includes 
exercise as well as other activities which involve bodily movement and are done as part of playing, working, active transpor-
tation, house chores and recreational activities [22]

Sport An activity involving physical exertion, skill and/or hand–eye coordination as the primary focus of the activity with elements 
of competition where rules and patterns of behavior governing the activity exist formally through organizations

Watching television Watching television less than 1 h/ 1–2 h/ more than 3 h per day in a week day and in weekends separately

Grama Niladhari Division An administrative area to carry out the assigned duties of central government at divisional level. A Grama Niladhari (Village 
Officer) is appointed by the central government to carry out administrative duties
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instruments by the author and entered into the SPSS 
software. The distribution of cases and controls for soci-
odemographic factors, socioeconomic factors and life-
style related factors were described with percentages. 
Initially, the proportions were estimated for cases and 
controls by performing univariate analysis. A probability 
value less than 0.05 was taken as the level of significance. 
An unadjusted odds ratio (OR) with a 95% confidence 
interval was calculated to assess the strength of each 
variable acting as a risk factor for an upper limb frac-
ture. A variable which had an OR of more than one was 
considered to be a significant risk factor for upper limb 
fractures. A variable with an OR of less than one was 
considered as a protective factor, and if the OR was equal 
to one, that factor was not considered as a risk factor for 
upper limb fractures. The factors related to social habits 
namely smoking and alcohol consumption, pre-dispos-
ing factors namely episodes of fasting and previous his-
tory of epilepsy and food habits namely consumption of 
meat, fish and milk were excluded from bivariate analysis 
since these factors were not significant. Bivariate anlysis 
was performed to carryout logistic regression (LR) using 
backward LR method. The variables which had less than 
10 in the case or control group, variables with large con-
fidence interval in the univariate analysis with an upper 
limit of more than 30 and variables which were strongly 
corelated with other variables were also excluded. The 
dependent variables used in LR analysis were categorized 
as the presence of a fracture or the absence of a frac-
ture. The presence of a fracture was coded as = 1 and the 
absence of a fracture was coded as = 0. LR was based on 
two assumptions:adequate sample size namely at least 10 
cases per independent variable tested and the absence of 
multicollinearity between predictor variables. The vari-
ables that showed a significant association with having 
an upper limb fracture at a significance level of 0.05 were 
taken as independent variables. Variables retained in the 
logistic regression model were identified as determinants 
for upper limb fractures among adolescents in the district 
of Colombo adjusted for confounding factors. Goodness 
of fit of the model was assessed by the overall percent-
age of the prediction of having a fracture, the Chi squared 
test, Hosmer and Lemeshow test, Omnibus test, Cox and 
Snell Square test and Negelkerke  R2 tests.

Results
The study sample consisted of 450 cases and 450 con-
trols. The response rate of the sample was 99.6%. The 
mean age of the cases was 13.62 years (SD = 2.8) with a 
probability of less than 0.001 (p < 0.001) and the mean age 
of control was 12.75 years (SD = 2.7) with a probability of 
less than 0.001 (p < 0.001). The standardized skewness for 

age in the study was 0.58 and the standardized Kurtosis 
was 0.67.

The basic characteristics of the cases and controls are 
shown in Table 2

Age and gender were assumed as predictors for 
upper limb fractures according to previous litera-
ture [11]. This study revealed that the risk of having a 
fracture increased gradually from the age of 12 to the 

Table 2 Distribution of demographic and socio-economic 
characteristics of cases and controls

a Classification based on father’s occupation
b Classification based on validated instrument

Characteristic Disease condition

Cases (N = 450) Controls 
(N = 450)

No: % No: %

Sex
 Male 371 82.4 246 54.7

 Female 79 17.6 204 45.3

Age
 10–13 299 66.4 233 51.8

 14–15 78 17.4 88 19.6

 16–19 73 16.2 129 28.6

Ethnicity
 Sinhalese 330 73.3 398 88.4

 Muslim 80 17.8 30 6.7

 Tamil 39 8.7 20 4.5

 Burger 1 0.2 2 0.4

Religion
 Buddhist 286 63.5 375 83.3

 Catholic/ Christianity 64 14.2 45 10

 Hindu 21 4.7 12 2.7

 Islam 79 17.6 18 4

Monthly income
 Rs 10,000 -15,000 32 7.1 92 20.4

 Rs 15,001- Rs 30,000 127 28.2 163 36.2

 Rs 30,001- Rs 45,000 151 33.6 114 25.3

 Rs 45,001- Rs 60,000 83 18.4 42 9.3

  > Rs 60,000 53 11.8 28 6.2

 Not known 4 0.9 11 2.4

Social classa

 Class I 38 8.2 17 3.8

 Class II 44 9.5 19 4.2

 Class III 202 43.5 98 21.8

 Class IV 130 28.0 241 53.6

 Class V 36 10.8 75 16.6

Standard of Livingb

 High 139 30.0 110 24.4

 Medium 280 60.3 247 54.9

 Low 31 6.7 93 20.7
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age of 19 in males and vice versa in females. The uni-
variate analysis of current study  revealed that the age 
difference among adolescents was significant, indicat-
ing a two-fold risk of having an upper limb fracture 
among ages between 10 to 14  years (OR = 2.02; 95% 
CI = 1.5,2.7; p < 0.001). The sex difference of the par-
ticipants was also significant with male sex having a 
higher risk for upper limb fracture (OR = 3.89; 95% 
CI = 2.87, 5.29; p < 0.001). The participants were cat-
egorized into two groups to perform univariate analy-
sis to assess their social class and standard of living. 
The difference in standard of living was significant and 
there was a threefold risk of having upper limb fracture 
among participants belonged to high standard of liv-
ing (OR = 3.52,95% CI = 2.3,5.4; p < 0.001). There was a 
twofold risk of having upper limb fracture “(OR = 2.58, 
95% CI = 1.7;3.9, p < 0.001)” among participants who 

belonged to high social class status (social class I and 
II) and this difference was significant (Table 3).

The difference in engaged with sports or physical exer-
cise was significant in cases and controls which showed 
a nine-fold risk of having upper limb fracture who had 
engaged with heavy intensity sports or physical exercise 
(OR = 9.36; 95% CI; 3.31, 26.47, p < 0.001). According to 
the study, there was a risk of having upper limb fracture 
among participants who were watching television on 
weekdays (OR = 1.95; 95% CI; 1.18, 3.22, p = 0.009) and 
playing video games or computer games on weekends 
(OR = 2.35; 95% CI; 1.7, 3.24, p < 0.001) Other variables 
that have significant OR are given in Table 4. 

According to these results, the risk of having upper 
limb fractures among adolescents in Sri Lanka are age 
between 10 to 14  years, being a male adolescent, being 
a Sinhalese, being a Buddhist, Parent is employed, hav-
ing a high standard of living index, belong to high social 

Table 3 Risk of upper limb fractures associated with demographic and socioeconomic characteristics of adolescents

a Sri Lankan Rupees

Characteristic Disease status OR 95% CI Significance

Cases (N = 450) Controls (N = 450)

No % No %

Age
 10 to 14 years 351 78.2 284 64.0 2.02 1.50–2.71 χ2 = 21.94

  > 14 to 19 years 98 21.8 166 36.0 1.0 p < 0.001

Sex
 Males 371 82.4 246 54.7 3.89 2.87–5.29 χ2 = 80.54

 Females 79 17.6 204 45.3 1.0 P < 0.001

Ethnicity
 Sinhalese 330 73.3 398 88.4 2.78 1.95–3.98 χ2 = 33.2

 Non -Sinhalese 120 26.7 52 11.6 1.0 P < 0.001

Religion
 Buddhists 286 63.6 375 83.3 2.8 2.09–3.92 χ2 = 45.13

 Non-Buddhists 164 36.4 75 16.7 1.0 P < 0.001

Parents employed
 Employed 432 96.0 442 98.7 3.1 1.21–7.82 χ 2 = 6.14

 Not employed 18 4.0 6 1.3 1.0 p = 0.021

No: of siblings
 One sibling 187 41.6 143 31.8 0.66 0.49–0.86 χ 2 = 9.26

 More than one 263 58.4 307 68.2 1.0 p = 0.003

Social class
 High (Social class I &II 86 18.4 36 8.0 2.58 1.70–3.92 χ 2 = 21.01

 Low (Social class III, IV & V) 364 81.6 414 92.0 1.0 p < 0.001

Monthly family income
  LKRa 30,000 or less 3 0.7 24 5.5 0.12 0.35–0.39 χ 2 = 1.05α

 More than  LKRa 30,000 447 99.3 426 94.5 1.0 p < 0.001

Standard of living
 High 419 93.1 357 79.3 3.52 2.29–5.41 χ 2 = 35.95

 Low 31 6.9 93 20.7 1.0 p < 0.001
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class category, mild to moderate intensity physical or 
sports activity, heavy intensity physical or sports activ-
ity, watching television, playing video or computer games 
and attending extra classes or tuition classes after school 
hours. Bivariate analysis was carried out with LR analy-
sis and adjusted Odds Ratios (aOR) to identify individual 

risk for upper limb fractures adjusted for all confounders 
(Table 5).

Following adjusting for confounders, the determi-
nants for upper limb fractures were having siblings in 
the family (aOR = 11.62, 95% CI:  6.95, 41.29, p = 0.03) 
and attend extra classes after school hours (aOR = 2.51, 
95%CI: 0.68–0.93, p = 0.04), high standard of living 
(aOR = 0.03, 95% CI:0.002, 0.474, p = 0.01), being a Bud-
dhist (aOR = 0.02, 95% CI: 0.00, 0.09, p < 0.001) play video 
or computer games (aOR = 0.19, 95% CI: 0.039–0.91, 
p = 0.04), and watch television (aOR = 0.06, 95%CI:0.009, 
0.373, p = 0.02) as shown in Table 5.

The final LR model was able to classify the cases from 
controls with 93.8% accuracy, compared to 75% without 
any of the independent variables used in the model. The 
Cox and Snell R square and Nagelkerke R square test 
results, 66% to 88.3% of the variability in the dependent 
variable is explained by the independent variables in the 
model.

The results of Hosmer and Lemeshow Goodness of Fit 
test were namely Chi-square  (x2) test value = 18.1; df = 8: 
p = 0.02. The sensitivity of the model was 92.4% and the 
specificity was 87.6%. The positive predictive value was 

Table 4 Risk of upper limb fractures associated with lifestyle related factors

a Classification based on guideline developed by Ministry of Sports, Sri Lanka

Characteristic Disease status OR 95% CI Significance

Cases (N = 450) Controls (N = 450)

No % No %

Sports/Physical exercisea (Mild/Moderate)

 Yes 226 47.4 194 57.1 1.48 1.11–1.96 χ2 = 7.19

 No 229 52.6 146 42.9 1.0 p = 0.007

Sports/Physical exercisea (Heavy)

 Yes 44 1.0 38 8.4 9.36 3.31–26.47 χ2 = 25.76

 No 406 99.0 412 91.6 1.0 p < 0.001

Sports related activitya

 Yes 257 73.4 215 91.5 3.89 2.28–6.65 χ2 = 27.48

 No 193 26.6 20 8.5 1.0 P < 0.001

Leisure activities
 Yes 316 87.8 290 95.7 3.1 1.64–5.88 χ2 = 13.17

 No 44 12.2 13 4.3 1.0 p < 0.001

Tuition/extra classes
 Yes 201 56.9 221 67.2 1.82 1.18–2.78 χ2 = 7.56

 No 152 43.1 108 32.8 1.0 p = 0.007

Watching television
 Yes 385 87.5 328 93.2 1.95 1.18–3.22 χ 2 = 7.03

 No 55 12.5 24 6.8 1.0 p = 0.009

Playing video/ computer games
 Yes 93 21.4 124 39.0 2.35 1.7–3.24 χ 2 = 27.78

 No 342 78.6 194 61.0 1.0 p < 0.001

Table 5 Adjusted Odds ratios for having risk factors for the 
variables with effect modification

Predictor variable Adjusted 
OR (aOR)

Significance 
(p value)

95% CI for Exp 
(β)

Lower Upper

Sample size (n) > 10 cases per variable
High standard of living 
score

0.03 0.01 0.002 0.474

Religion (Being a Buddhist) 0.02 0.00 0.00 0.09

Siblings in the family 11.62 0.03 6.95 41.29

Attend tuition/extra classes 2.51 0.04 0.68 0.93

Playing video/computer 
games

0.19 0.04 0.039 0.91

Watching television 0.057 0.02 0.009 0.373
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92.9% while the negative predictive value of the model 
was 96.9%. Two significant effect modifications between 
being a Buddhist and low standard of living (p < 0.001) 
and having one sibling and attending extra classes 
(p = 0.01) were observed. Accordingly, being a Bud-
dhist with low standard of living score had six-fold risk 
(OR = 6.35) of having an upper limb fracture than adoles-
cent with high standard of living score. For an individual 
with one sibling with ever attended extra classes had two-
fold risk (OR = 2.48) of having an upper limb fracture 
compared to those who did not attend extra classes.

Altogether, 16 factors were considered for the analysis 
and 15 variables were significant and six significant fac-
tors were retained in the model.

Discussion
The Indoor Morbidity and Mortality Records (IMMR) 
of Sri Lanka revealed that the highest number of injuries 
was reported from the district of Colombo and fractures 
were common among adolescents [26]. Therefore, this 
study was carried out in the district of Colombo to deter-
mine risk factors for upper limb fractures among adoles-
cents in Sri Lanka.

Previous literature revealed that the adolescents from 
low-income families have a higher risk of sustaining a 
fracture [27]. The findings of the current study showed 
that high standard of living is negatively associated 
with having an upper limb fracture (aOR = 0.03, 95% 
CI = 0.02,0.47, p = 0.01). A similar study carried out in 
Scotland described that low socioeconomic status was 
a significant risk factor for fractures among adolescents 
(p < 0.001) [8].

The findings of GSHS survey revealed that one fifth of 
adolescents were not physically active for at least 60 min 
per day and 37.3% of the students were not engaged in 
any activity and they preferred to sit for three or more 
hours per day in Sri Lanka [19]. It is evident that ado-
lescents lead a sedentary lifestyle with lack of physical 
activity. This has led to increase in non-communicable 
diseases globally. The findings of the present study por-
trayed similar picture with regard to sustain upper limb 
fractures since there was a two-fold risk of having upper 
limb fractures associated with playing video games 
or computer games (OR = 2.35; 95% CI; 1.7, 3.24) and 
watching televisions (OR = 1.95; 95% CI; 1.18, 3.22).  
These findings were supported by the findings of Deoiong 
& Graeme where the time spent on television, computer, 
and watching videos in both sexes had a significant rela-
tionship with a 1.6-fold risk of having wrist and forearm 
fractures (OR = 1.6; 95% CI; 1.1, 2.2) [13]. Heads of the 
schools need to pay more attention to allocate more time 
for outdoor activities in this age group. The present edu-
cation system in Sri Lanka also encourages them to have 

a sedentary lifestyle due to high competition in Advanced 
Level examination in the country. They attend extra 
classes after school hours due to this competition and sit 
at one place for long duration. As such attending extra 
classes was a significant risk factor to have upper limb 
fractures among adolescents in Sri Lanka (aOR = 2.51, 
95% CI: 0.68, 0.93, p = 0.04). The main risk of having 
upper limb fracture in this study was related to the modi-
fiable risk factors such as socioeconomic background 
and lifestyle related factors of these adolescents. The risk 
factors related to lifestyle can be prevented by creating 
awareness of lifestyle modifications. This is an important 
finding for the planners of preventive programmes in the 
country, where the sedentary lifestyle among adolescents 
must be discouraged to prevent from risk of having upper 
limb fractures as well as to prevent from other non-com-
municable diseases. Deoiong & Graeme further revealed 
that adolescents were disturbed behaviorally and psycho-
socially by watching television or playing computer and 
video games [13]. Previous literature had revealed that 
television viewing during early adolescent age was signifi-
cantly associated with aggressive behavior (aOR = 1.46; 
CI; 1.05–2.60) [28]. There was a nine-fold risk of upper 
limb fracture in those who were engaged in heavy inten-
sity sports or physical activities (OR = 9.36; 95% CI: 3.31, 
26.47). The findings were compatible with a study done 
by Clerk et  al. [14] where a two-fold risk of upper limb 
fracture was observed with vigorous physical activity 
in the United Kingdom (OR = 2.06; 95% CI: 1.21, 1.76). 
However, very intense physical exercises should also be 
discouraged during early adolescence according to the 
guidelines developed by the Ministry of Sports. These 
guidelines should be disseminated and implemented in 
schools and youth clubs. Thus, in general, the promotion 
of sports and physical exercise programmes in the school 
curriculum is recommended to reduce the sedentary life 
styles of  adolescents. 

Of the potential risk factors, being limited to seden-
tary recreational activities namely watching television or 
playing computer or video games, attending extra classes 
and the adolescent’s standard of living index were deter-
minants of upper limb fractures among adolescents in 
Sri Lanka which were modifiable and can be prevented 
as risk factors. The present study found that seden-
tary lifestyle may lead to musculoskeletal diseases even 
at a young age. Therefore, there is a need to strengthen 
the awareness programmes and preventive activities to 
combat the risk factors for unintentional injuries among 
adolescent population in Sri Lanka. The Ministry of 
Health can strengthen its home safety programmes by 
disseminating home safety checklists to implement safe 
home environments by increasing awareness regarding 
home safety in the community. Further, the child injury 
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prevention booklets developed by the Ministry of Health, 
Sri Lanka can be utilized by public health staff to increase 
public awareness on child safety. This will be a more cost-
effective preventive method to deal with adolescent and 
child injuries by reducing falls and other mechanisms of 
injuries among children and adolescents. Educating the 
parents on the risk-taking behavior of their children is 
another important preventive measure. The public health 
staff can be utilized for awareness programmes as such 
Sri Lanka is blessed with dedicated public health staff at 
district level. In addition, there is a National Injury Sur-
veillance system at district level to take further action. 
The Non-Communicable Disease unit (NCD) for acute 
NCD has already taken steps for injury prevention such 
as awareness programmes, child safety programmes and 
prehospital care programmes to empower the commu-
nity through health promotion. The Ministry of Health 
in Sri Lanka has also identified a healthy school concept 
with a hazard free school environment for the future gen-
eration. Further, the GSHS survey recommended the reg-
ular assessment of hazards in school environment for the 
safety of school children [19].

The findings of this research were already disseminated 
to policy makers to implement preventive strategies for 
adolescent injuries. 

Strengths and limitations
There was no single study available in Sri Lanka, which 
addressed the potential risk factors for upper limb frac-
tures among the adolescent population. All major hos-
pitals in the district of Colombo were included in the 
current study. Colombo is the highly commercialized and 
most populated district in Sri Lanka. It was possible to 
conduct the study in this way, as many adolescents with 
upper limb fractures attended these hospitals. Therefore, 
the authors are aware that the findings cannot be general-
ized to other districts. Although there is a possibility of 
the risk magnitude to be differed for each district in Sri 
Lanka, the risk factor profile can be generalized to the 
country.

The cases and controls were not matched as the magni-
tude of the effect of potential risk factors such as age and 
sex had already been assessed as risk factors in the pre-
sent study. The previous literature covering the local con-
text reported results for unmatched case control studies 
for similar risk factors [16, 17]. However, confounders 
were controlled by performing logistic regression analy-
sis. Recall bias and information bias were minimized in 
the current study by recruiting new cases within one 
week following an injury [29]. The ideal control group for 
this type of study is apparently healthy adolescents from 
the community who did not have previous upper limb 
fracture or presenting with a fracture. However, selection 

bias cannot be fully excluded since the source of con-
trols were not from hospital setting as cases. The present 
study adopted several measures to minimize the selection 
bias since it is a specific source of sampling error in the 
case control design [29]. The current study fulfilled this 
requirement by recruiting apparently healthy adolescents 
from the community.

Conclusions
’This study emphasizes the importance of early detec-
tion of modifiable risk factors that can increase the risk 
of upper limb fractures among adolescents. Upper limb 
fractures can have a major impact on quality of life of 
adolescents and young adults. Results of this study had 
been shared with the relevant authorities to identify, plan 
and implement preventive measures related to adoles-
cent injuries in Sri Lanka. Further, the findings will also 
be disseminated via communications in scientific forums 
and publications in scientific journals, both national and 
international.

Future researchers need to address health issues among 
adolescents, especially those related to unintentional 
injuries, as this is still a neglected public health problem 
in Sri Lanka. Future studies could evaluate such strate-
gies as a means to prevent upper limb fractures and asso-
ciated injuries among adolescents in Sri Lanka.

Abbreviations
WHO: World Health Organization; UNICEF: United Nations International Chil-
dren’s Emergency Fund; OR: Odds Ratio; CI: Confidence Interval; SD: Standard 
Deviation; BMD: Bone Mineral Density; ASU: Accident Service Unit; PCU: 
Primary Care Unit; PHM: Public Health Midwife; LR: Logistic Regression; GSHS: 
Global School Health Survey; SPSS: Statistical Package for the Social Science.

Acknowledgements
Authors acknowledge all the study participants and the experts in pediatric 
surgery, orthopedic surgery and public health who gave valuable inputs to 
complete the study successfully

Authors’ contributions
HJ, SS, and US have contributed to the conception, design and interpreta-
tion of the data while PG has contributed for the interpretation of data and 
commented the drafted manuscript. HJ conducted the study and drafted the 
manuscript. HJ, SS, US and PG agree to be accountable for all aspects of the 
work for its accuracy or integrity and questions related to the accuracy and 
integrity were appropriately investigated and resolved. All authors have read 
and approved the final manuscript.

Authors’ information
HJ is a specialist in Community Medicine, has Masters Degree (MSc) and 
Doctorate of Medicine (MD) in Community Medicine and is attached to the 
National programme of non-communicable diseases, Ministry of Health, Sri 
Lanka and currently working as a Visiting Research Associate, Warwick Medical 
school, University of Warwick, United Kingdom. SS is a Consultant Community 
Physician, has Masters Degree (MSc) and Doctorate of Medicine (MD) in Com-
munity Medicine, currently serving at the National programme for prevention 
and control of non-communicable diseases, Ministry of Health, Sri Lanka. US 
is a Professor in Community Medicine and has Masters Degree and Doctorate 
of Medicine in Community Medicine, attached to the Department of Com-
munity Medicine, Faculty of Medicine, University of Colombo, Sri Lanka. PG 



Page 11 of 11Jayasekera et al. BMC Public Health         (2022) 22:1825  

is a Professor in General Practice and Head of the Health Sciences, Warwick 
Medical school, University of Warwick, United Kingdom.

Funding
The research was partially funded by the National Programme for prevention 
and control of non-communicable diseases, Ministry of Health, Colombo, 
Sri Lanka. The funding body did not have any direct role in the design of the 
study, analysis, interpretation of data or writing the manuscript.

Availability of data and materials
The Datasets used during the current study are available from the correspond-
ing author on reasonable request.
All methods were carried out in accordance with relevant guidelines and 
regulations.

Declarations

Ethics approval and consent to participate
“Ethics approval was obtained from the Ethics Review Committee of the 
Faculty of Medicine, University of Colombo, Sri Lanka. Administrative clearance 
was obtained from the Directors and the relevant Specialists of the National 
Hospital of Sri Lanka, Lady Ridgway Children’s’ Hospital Colombo, Colombo 
South Teaching Hospital, Base Hospital Homagama, Base Hospital Awissawella 
and Base Hospital Mulleriyawa and Regional Director of Health Services 
(RDHS), Colombo, Sri Lanka. Written informed consent was obtained from all 
the eligible participants and their parents or caregivers of the study”. All meth-
ods were carried out in accordance with relevant guidelines and regulations.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Author details
1 National Programme for Prevention and Control of Non-Communicable 
Diseases, Ministry of Health, Colombo, Sri Lanka. 2 Department of Community 
Medicine, Faculty of Medicine, University of Colombo, Colombo, Sri Lanka. 
3 Division of Medical Sciences, Warwick Medical School, University of Warwick, 
Coventry, UK. 

Received: 5 March 2022   Accepted: 12 September 2022

References
 1. World Health Organization. Children’s health and environment: training 

package for the health sector: improving the capacity to diagnose, prevent 
and manage paediatric diseases linked to the environment. World Health 
Organization; 2019. https:// apps. who. int/ iris/ handle/ 10665/ 330296.

 2. WHO and UNICEF. Child and adolescent injury prevention: a global call to 
action. Geneva, Switzerland: World Health Organization; 2005.

 3. Peden M, Kayede O, Ozanne-Smith J, Hyder AA. World report on child injury 
prevention. Geneva, Switzerland: World Health Organization; 2008.

 4. Valerio G, Gallè F, Mancusi C, Di Onofrio V, Colapietro M, Guida P, et al. Pattern 
of fractures across pediatric age groups: analysis of individual and lifestyle 
factors. BMC Public Health. 2010;10:656.

 5. Lempesis V, Rosengren BE, Nilsson JÅ, et al. Time trends in pediatric 
fracture incidence in Sweden during the period 1950–2006. Acta Orthop. 
2017;88:440–5.

 6. Duckworth T, Blundell C. Lecture notes: orthopedics and fractures. 4th ed. 
Hoboken: Wiley-Blackwel; 2010. https:// www. wiley. com/ en- az/ Ortho paedi 
cs+ and+ Fract ures,+ 4th+ Editi on-p- 97814 05133 296.

 7. Joeris A, Lutz N, Blumenthal A, Slongo T, Audigé L. The AO pediatric com-
prehensive classification of long bone fractures (PCCF), Part I: location and 
morphology of 2,292 upper extremity fractures in children and adolescents. 
Acta Orthop. 2017;88:123–8.

 8. Stark AD, Bennet GC, Stone DH, Chishti P. Association between childhood 
fractures and poverty: population based study. BMJ. 2002;324:457.

 9. Goulding A. Risk factors for fractures in normally active children and adoles-
cents. Optim Bone Mass Strength. 2007;51:102–20.

 10. Liang W, Chikritzhs T. The effect of age on fracture risk: a population-based 
cohort study. J Aging Res. 2016;2016:5071438.

 11. Grossman DC. The history of injury control and the epidemiology of child 
and adolescent injuries. Future Child. 2000;10:23–52.

 12. Hazen E, Schlozman S, Beresin AE. Adolescent psychological development: 
a review. Pediatr Rev. 2008;29:161–8. https:// doi. org/ 10. 1542/ pir. 29-5- 161.

 13. Deoiong MA, Graeme JTV. computer and video viewing; physical activity 
and upper limb fracture risk in children: a population-based case control 
study. J Bone Miner Res. 2003;18:1970–7.

 14. Clark EM, Ness AR, Tobias JH. Vigorous physical activity increases fracture 
risk in children irrespective of bone mass: a prospective study of the 
independent risk factors for fractures in healthy children. J Bone Miner Res. 
2008;23:1012–22.

 15. Welgama IP, Dharmaratne SD. Fractures following falls in Sri Lanka. Inj Prev. 
2012;18:A120.

 16. Talagala IA, Nawarathne M, Arambepola C. Novel risk factors for primary 
prevention of oesophageal carcinoma: a case-control study from Sri Lanka. 
BMC Cancer. 2018;18:1135.

 17. Samarakoon YM, Gunawardena NS, Pathirana A. Behavioral, familial and 
comorbid illness risk factors of colorectal cancer: a case control study. 
Ceylon Med J. 2018;63:113–8.

 18. Randsborg PH, Gulbrandsen P, Saltytė Benth J, Sivertsen EA, Hammer OL, 
Fuglesang HF, et al. Fractures in children: epidemiology and activity-specific 
fracture rates. J Bone Joint Surg Am. 2013;95:e42.

 19. Ministry of health and ministry of education. Report of the 2016 Sri Lanka 
global school based student health survey Global school based health 
surveillance system, a contribution to the WHO step wise approach to 
surveillance. Geneva, Switzerland: World Health Organization; 2017.

 20. Malak MZ. Patterns of health-risk behaviours among Jordanian adolescent 
students. Health. 2015;7:58–70.

 21. Barker DPJ, Hall AJ. Practical epidemiology. Edinburgh: Churchill Livingstone; 
1991. p. 65–8.

 22. Ayad M, Barrere B, Otto J. Demographic and socioeconomic characteristics 
of households. DHS Comparative Studies No. 26. Calverton: Macro Interna-
tional; 1997. p. 36–60. https:// dhspr ogram. com/ pubs/ pdf/ CS26/ CS26. pdf.

 23. Moonasighe LN. The prevalence and correlates of physical abuse within 
marriage in a cohort of pregnant women in the Badulla district. 2002. http:// 
libre posit ory. pgim. cmb. ac. lk/ handle/ 1/ 1003.

 24. Ministry of Sports. Physical activity and sedentary behavior guidelines for Sri 
Lankans. Sri Lanka: Inst Sports Exerc Med; 2018. https:// mos. gov. lk/ media/ 
2020/9/ M3dZd o06zH 2vblF ocCCi oaPjo lLzeo e2MQY iwkHm. pdf.

 25. Abramson JH, Abramson ZH. Survey methods in community medicine. Epi-
demiological research programme evaluation clinical trials. 5th ed. Churchill 
Livingstone; 1999. https:// www. resea rchga te. net/ publi cation/ 31109 136_ 
Survey_ Metho ds_ in_ Commu nity_ Medic ine_ Epide miolo gical_ Resea rch_ 
Progr amme_ Evalu ation_ Clini cal_ Trials_ Fifth_ Editi on_-_ By_J_ H_ Abram son_ 
and_Z_ H_ Abram son.

 26. Ministry of health. National Injury Surveillance Programme – Health Infor-
mation Unit. Sri Lanka: Ministry of health; 2017.

 27. Santoro K, Schoenman J, Schmidt E, Sheppard M. Preventing adolescent 
injury: The role of health plans, national institute of health care manage-
ment foundation. Children’s safety network. 2010. https:// www. child renss 
afety netwo rk. org/ sites/ defau lt/ files/ Preve nting Adole scent Injur yRole Healt 
hPlans. pdf. Accessed 22 Dec 2017.

 28. Johnson JG, Cohen P, Smailes EM, Kasen S, Brook JS. Television view-
ing and aggressive behavior during adolescence and adulthood. Sci. 
2002;295:2468–71.

 29. Schlesselman JJ. Case-control studies design, conduct, analysis, mono-
graphs in epidemiology and biostatistics. Oxford, UK: Oxford University 
Press; 1982.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://apps.who.int/iris/handle/10665/330296
https://www.wiley.com/en-az/Orthopaedics+and+Fractures,+4th+Edition-p-9781405133296
https://www.wiley.com/en-az/Orthopaedics+and+Fractures,+4th+Edition-p-9781405133296
https://doi.org/10.1542/pir.29-5-161
https://dhsprogram.com/pubs/pdf/CS26/CS26.pdf
http://librepository.pgim.cmb.ac.lk/handle/1/1003
http://librepository.pgim.cmb.ac.lk/handle/1/1003
https://mos.gov.lk/media/2020/9/M3dZdo06zH2vblFocCCioaPjolLzeoe2MQYiwkHm.pdf
https://mos.gov.lk/media/2020/9/M3dZdo06zH2vblFocCCioaPjolLzeoe2MQYiwkHm.pdf
https://www.researchgate.net/publication/31109136_Survey_Methods_in_Community_Medicine_Epidemiological_Research_Programme_Evaluation_Clinical_Trials_Fifth_Edition_-_By_J_H_Abramson_and_Z_H_Abramson
https://www.researchgate.net/publication/31109136_Survey_Methods_in_Community_Medicine_Epidemiological_Research_Programme_Evaluation_Clinical_Trials_Fifth_Edition_-_By_J_H_Abramson_and_Z_H_Abramson
https://www.researchgate.net/publication/31109136_Survey_Methods_in_Community_Medicine_Epidemiological_Research_Programme_Evaluation_Clinical_Trials_Fifth_Edition_-_By_J_H_Abramson_and_Z_H_Abramson
https://www.researchgate.net/publication/31109136_Survey_Methods_in_Community_Medicine_Epidemiological_Research_Programme_Evaluation_Clinical_Trials_Fifth_Edition_-_By_J_H_Abramson_and_Z_H_Abramson
https://www.childrenssafetynetwork.org/sites/default/files/PreventingAdolescentInjuryRoleHealthPlans.pdf
https://www.childrenssafetynetwork.org/sites/default/files/PreventingAdolescentInjuryRoleHealthPlans.pdf
https://www.childrenssafetynetwork.org/sites/default/files/PreventingAdolescentInjuryRoleHealthPlans.pdf

	Risk factors for upper limb fractures due to unintentional injuries among adolescents: a case control study from Sri Lanka
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Selection of cases
	Selection of controls
	Sample size calculation
	Study variables and validated questionnaires used in the study
	Measures taken to improve the quality of data

	Data analysis
	Results
	Discussion
	Strengths and limitations

	Conclusions
	Acknowledgements
	References


