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ABSTRACT

Most neuromuscular disorders are rare, but as a group they are not. Nevertheless, epidemiological data of
specific neuromuscular disorders are scarce, especially on the incidence. We applied a capture-recapture
approach to a nationwide hospital-based dataset and a patients association-based dataset to estimate the
annual incidence rates for fifteen neuromuscular disorders in the Netherlands.

The annual incidence rates per 100,000 population varied from 0.03/100,000 (95% CI 0.00 - 0.06)
for glycogenosis type 5 to 0.9/100,000 (95% confidence interval 0.7 - 1.0) for myotonic dystrophy type
1. The summed annual incidence rate of these disorders was 4.1 per 100,000 per population. Nine of
the provided incidence rates were previously unavailable, three rates were similar to the rates in the
literature, and three rates were generally higher compared to previous findings but with overlapping
confidence intervals.

This study provides nationwide incidence rates for fifteen neuromuscular disorders predominantly
diagnosed in adult life, nine which were previously unavailable. The capture-recapture approach provided
estimates of the total number of individuals with neuromuscular disorders. To complete the gaps in
the knowledge of disease frequencies, there is a need for estimates from an automated, obligatory data
collection system of diagnosed and newly diagnosed patients with neuromuscular disorders.

© 2024 The Author(s). Published by Elsevier B.V.
This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/)

1. Introduction

Individual neuromuscular disorders

neuromuscular disorders is reported to be 122 per 100,000
population based on health insurance billing codes within
are rare, but as a administrative health databases in Ontario, Canada [2]. Despite

group they are not [1]. The overall annual incidence rate of the considerable size of the total group of patients with a
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neuromuscular disease, data regarding the epidemiology of
the specific neuromuscular disorders are scarce, especially on
incidence [1,3-6]. The few available frequency estimates are
difficult to compare because of differences in ascertainment
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methods. Research that assesses the incidence of multiple
neuromuscular disorders within one study, allowing for
comparisons of the researched data, are also scarce. Furthermore,
occurrence rates are often based on small geographical areas or
limited-size populations [7,8].

Epidemiological data are highly relevant for clinical practice,
patients, trial readiness, and health care policies in neuromuscular
disorders. Incidence and prevalence rates are frequently used in
the diagnostic process in personalized care and for etiological
studies investigating risk factors in public health. As our
understanding of various disease mechanisms swiftly advances
and new treatments are being introduced, information on the
epidemiology of specific neuromuscular disorders is needed for
trial readiness and for approval and reimbursement of treatment
options.

The epidemiological quantifiers prevalence, incidence and
disease duration are closely related: the prevalence of a disease
equals the incidence of the disease multiplied by the disease
duration [9]. Thus, to define a disease in epidemiological terms, at
least two of these quantifiers are needed.

Here, we present the results of a unique study providing
population-based annual incidence rates for 15 neuromuscular
disorders predominantly diagnosed in adults. The estimates are
based on a hospital-based nationwide neuromuscular disorder
registry and membership files from the Dutch Association for
Neuromuscular Diseases in the Netherlands, a country with a
well-organized health care system and excellent neuromuscular
diagnostic and therapeutic services [10]. The Dutch neuromuscular
expertise centers work in close collaboration and distances to the
nearest center are limited throughout the country. By applying the
capture-recapture method, we adjusted for the number of non-
registered patients. This enabled us to use these extensive datasets
to yield incidences rates formerly unavailable [11].

2. Patients and methods
2.1. Standard protocol approvals, registrations and patient consent

The project was discussed with the Medical Ethics Review
Committee of the Radboud University Nijmegen Medical Centre
(file no. 2011-397). Participant consent was not required for the
use of the data described below for epidemiological analysis.
Therefore this study was deemed not to fall within the scope of
the Medical Research Involving Human Subjects Act.

2.2. Datasets

We used two nationwide datasets (see Table 1 for details).
The first one is the Dutch Computer Registry of All Myopathies
and Polyneuropathies database (CRAMP), which was initiated in
2004 to enable epidemiological studies and advance trial readiness
[12]. Neurology departments of all eight university medical centers
in the Netherlands with a neuromuscular service participated
in the registry. Newly diagnosed patients were recorded using
a classification system of 1400 diagnoses [13]. Diagnoses in
CRAMP were based on the observations and examinations
by neuromuscular neurologists from the participating centers
according to the (then) current guidelines [14-17].

The second database comprised data from the membership files
of Spierziekten Nederland (SN), the Netherlands Patients Association
of Neuromuscular Diseases, based on a classification system of 96
diagnoses [18]. The diagnoses recorded in SN were provided by the
members themselves, or the members’ parents, or partner. After
matching the 1400 diagnoses in CRAMP with the 96 diagnoses in
SN, 82 neuromuscular diagnoses were present in both databases.
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By 2012, CRAMP contained over 18,000 individuals diagnosed
with neuromuscular disorders and the SN dataset over 8000
individuals. We removed duplicate and incomplete records from
the CRAMP dataset (the SN dataset was deduplicated by SN)
and analyzed data from the period 2004-2011. The CRAMP
dataset was not fully complete since pediatricians had no access
to this registry, and because the registry process was only
partially automated. The SN dataset was obviously not complete,
since membership of a patients association is not mandatory.
We combined both datasets for the application of the capture-
recapture method, to accurately estimate neuromuscular disorder
frequencies.

2.3. Capture-recapture method

Only mandatory registries with a specific incentive (for instance
a payment system) are likely to approximate completeness.
Therefore, most registries are not complete, but are often assumed
to be. We made use of two datasets, which we combined to apply
the capture-recapture method in order to estimate the number of
unregistered patients to estimate incidences in a comprehensive
way (Fig. 1) [11].

The capture-recapture method is based on four assumptions: a
proper matching of subjects captured by the registries is achieved;
the patient population under scrutiny is closed and stable, i.e.,
there are no new people entering or leaving the researched
population during the researched period; the probability of being
recorded in each registry is equal; and the two captures should be
independent.

Individuals from the two datasets were first matched to identify
those who were present in both datasets. As a unique identifier
for the matching process (e.g., the citizen service number) was
unavailable, we used a combination of four characteristics: date of
birth, sex, diagnosis, and date of diagnosis. The first prerequisite
for a match was a full match on date of birth and sex. Regarding
diagnosis and date of diagnosis, these were deemed a match if
they were completely identical. In addition, although a strategy
that matches only if all four variables are identical may seem
appropriate, this could yield mismatch of persons if variables
differed slightly (e.g., day and month or year of diagnosis, but
also subtypes of diagnosis or closely related diagnoses). Mismatch
will cause inflation of the total number of affected individuals.
Therefore, we applied a procedure wherein a possible match (i.e.,
not all variables completely identical) was also counted as a match,
unless there was clear evidence of the contrary (for example,
two very different diagnoses that are unlikely to be mixed up in
the clinic). This process of matching in incomplete matches was
performed by two of the researchers, an epidemiologist and a
neurology resident experienced in neuromuscular disorders (JCWD
and CGCH). When the date of diagnosis differed in otherwise
matching individuals, we used the earliest date. If a difference
in diagnosis between the databases was observed, the diagnosis
recorded in CRAMP was retained. The matching process was
carried out with a syntax written and executed in SAS statistical
software for Windows version 9.2. All other calculations were done
using Microsoft Excel 2013. Fig. 1 was made using MS Powerpoint,
fig. 2 was plotted with Graphpad Prism 9.5.0.

2.4. Calculations

To calculate the incidence of the disorders, we used Chao’s
lower bound number estimate based on a binomial distribution
sampling:

2
(n10 + No1)

N=(m n n
(mz + nyo +no1) + am,
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Table 1
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Characteristics of the CRAMP and SN datasets used for the capture-recapture calculations.

CRAMP

SN (Spierziekten Nederland)

Origin of data

Available information

Details on date of diagnosis

Does information remain in the registry?

Can non-patients be registered?

Symptomatic patients or asymptomatic carrier
Date of diagnosis
What happened if patients were entered twice (by

Registry for university medical centers with
specific expertise in neuromuscular disorders
Date of birth

Sex

Date of diagnosis

Two characters from the patients’ name
Three-number part of local registration number
Which university medical center registered the
diagnosis

Diagnosis (1400-item list), including certain
neuromuscular features if a specific
neuromuscular diagnosis lacked

Not prone to recall bias

Sometimes returning patients were registered
with incorrect, belated date of diagnosis

Once registered, persons stay in the registry
unless they explicitly requested to be removed

Symptomatic patients only
Date as entered by the physician
Duplicates were removed before

Data from the membership files of the Dutch
patients association for neuromuscular diseases
Date of birth (sometimes only year and month)
Sex

Date of diagnosis

Diagnosis (96-item list)

Possibly prone to recall bias

If persons stop their membership, their
information is removed, except if related family
members are still a member (e.g. after a child or
partner died)

We received a list of patients; parents and other
(family) members were removed beforehand by
SN

Symptomatic patients only

Date as reported by the patient

Not applicable, only one association, one dataset

clinicians in different neuromuscular disorder centers)

capture-recapture was applied

Estimated incident people with nemaline myopathy: N = 56

People only in CRAMP dataset: n,,= 18

People in CRAMP & SN dataset: m,= 4

People only in SN dataset: n,, =4

(n10 + 101)?
4am,
(18 + 4)? _
4 x4

®=(n10+(rnj+nm)+

=(18+4+ 4 + 4 )+

People not registered in CRAMP or SN,
estimated with capture-recapture = 30

Fig 1. Graphical presentation of capture-recapture method using Chao’s lower bound number estimate with our incidence findings for nemaline myopathy [19]. Two registries
(CRAMP and SN) served as a “capture” and a “recapture”; based on the number of people with newly diagnosed nemaline myopathy in both registries and their overlap, we
estimated the number of people with nemaline myopathy not present in CRAMP or SN to assess the total number (N) of people newly diagnosed with this disorder from
2004-2011. CRAMP: Computer Registry of All Myopathies and Polyneuropathies database; SN: Spierziekten Nederland, the Netherlands Patients Association of Neuromuscular

Diseases.

The accompanied estimate of variance and associated Poisson-
based 95% confidence interval (CI) were:

2
+1)

95% Cl for N= N + 196,/Var(N) where N = estimated
patient population size, m, = number of persons present in both
datasets (the overlap), nig = number of persons only present in
sample 1 (CRAMP), ng; = number of persons only present in
sample 2 (SN), see Fig. 1 for example [19].

Var(N) = (nyo + Tlo1)2 ((nm +Ngy)

4m, 2m,
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The Chao estimator is less biased, has a better confidence
interval coverage and relaxes the independent source assumption
compared to the more commonly used Chapman estimator [20].
As CRAMP registered incident cases of disease and ran for less
than two decades, we provided incidence estimates and not
prevalence estimates. Incidence rates were derived by dividing
the absolute number of incident cases and its Poisson-based
confidence intervals by the corresponding age- and sex-specific
population numbers of the Dutch population available from
Statistics Netherlands [21]. Rates per 100,000 population were
rounded to the nearest significant digit, thus reporting order of
magnitude rather than seemingly exact figures.
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Fig 2. Comparison of capture-recapture results with findings from literature (unpublished results).

To enhance the validity of each incidence estimate, five criteria
were formulated, arising from the capture-recapture specifics
and characteristics of the used databases: the disorder is also
diagnosed in adulthood; the disorder is chronic; the diagnosis
is sufficiently specific; the SN patients association is findable
by patients with the specific disorder; and the diagnosis is
predominantly made or confirmed in university medical centers.
Only estimates of the disorders that passed these five criteria were
presented in this manuscript.

The data published in this article are available by request from
any qualified investigator.

2.5. Neuromuscular disorder incidence rates for comparison

To evaluate whether the estimates were in line with the
information available in literature, we searched for systematic
reviews about incidence rates regarding the various disorders. If
unavailable, we compared the annual incidence findings with rates
in an updated version (unpublished results) of our overview article

[1].
3. Results

After matching persons present in the CRAMP and SN datasets,
sufficient data were available for the capture-recapture method
in 49 of the 82 diagnostic categories. Fifteen diagnoses passed
the five criteria to enhance validity and were deemed sufficiently
accurate, see Table 2. These disorders comprised 1595 patients
from the CRAMP dataset and 698 from the SN dataset; 264 persons
were present in both datasets. The annual incidence rates ranged
from 0.03/100,000 (95% CI 0.00 - 0.06) for glycogenosis type 5
to 0.9/100,000 (95% confidence interval 0.7 - 1.0) for myotonic
dystrophy type 1, see Table 3. For 12 of the 15 diagnoses, data
were available to calculate sex-specific incidence rates. When the
incidence rates of these 15 disorders were added up, the resulted
overall neuromuscular annual incidence rate was 4.1 per 100,000
population, which is approximately 1 in 2400 of the population.

Almost all identified systematic reviews and meta-analyses
presented solely prevalence rates and did not mention pooled
incidence rates of the specified neuromuscular disorders, except
for one review including the incidence rate of chronic idiopathic
demyelinating polyneuropathy [22]. It reported a pooled annual
incidence rate of 0.33 per 100,000 population (95% CI 0.21-0.53).
For comparison of the other findings, we made use of unpublished
results.
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4. Discussion

Based on two comprehensive datasets from the Netherlands,
this study provided incidence rate estimates for fifteen
neuromuscular disorders predominantly diagnosed in adult
life, as well as separate and sex-specific incidence rates for these
neuromuscular disorders. The estimates were adjusted for patients
not registered in either of the two datasets, by applying a capture-
recapture method. The summed annual incidence rate of these
15 disorders is 4.1 per 100,000 population. This was twice the
incidence of presumably more common neurological disorders
such as multiple sclerosis (2.1 per 100,000 population) [23].

Of the fifteen calculated rates, only six could be compared with
information from the literature (Fig. 2 and Table 3). The incidence
for myotonic dystrophy type 1, multifocal motor neuropathy
and inclusion body myositis found in this study agreed with
or was close to the mean incidence estimate from the studies
referenced in Table 3. The incidence estimates found for chronic
inflammatory demyelinating polyneuropathy, progressive (spinal)
muscular atrophy and Lambert-Eaton myasthenic syndrome were
moderately higher compared with information in the literature.
This may be due to the application of the capture-recapture
method, which estimates the number of individuals not registered
in either dataset into account. Still, the 95% CI, and if the CI
were unavailable the range of the findings, overlapped for all
disorders. For hereditary motor and sensory neuropathy type 1
and 2, proximal (spinal) muscular atrophy, glycogenosis types 2
and 5, Becker muscular dystrophy, myotonic dystrophy type 2,
oculopharyngeal muscular dystrophy and nemaline myopathy, we
found no previous information regarding incidence rates in the
literature.

The capture-recapture method is based on several assumptions
(see Patients and methods section). As in any epidemiological
study using capture-recapture, some of these are difficult
to address. Possible detrimental effects of not meeting the
assumptions were controlled for by several measures. By limiting
the observation period, for example, the influence of a non-
closed population was restricted. A constructed variable was
used as a unique identifier for the matching procedure, enabling
correct matching. In addition, the application of a not-too-
conservative matching strategy guarded against matching issues,
which otherwise could have resulted in overestimation of the
incidence. Next, we applied Chao’s estimator, which, in case the
independency assumption is not fully met, presents a proper lower
limit for the number of cases. Furthermore, dependency between
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Table 2
Validity assessment of the capture-recapture estimates for specific neuromuscular disorders based on five criteria, listed in alphabetical order.
Disorder Diagnosis Chronic nature? Specific SN UMC based® Fulfilling all
(also) in adults’ disorder® Findable* criteria

Amyotrophic lateral sclerosis

Becker myotonia

Bethlem disease

Becker muscular dystrophy

Central core disease

Chronic idiopathic axonal
polyneuropathy

Chronic inflammatory demyelinating
polyneuropathy

Congenital muscular dystrophy
Congenital myasthenia gravis
Congenital myopathies not specified
Dermatomyositis

Distal spinal muscular atrophy
Duchenne muscular dystrophy
Eulenberg myotonia

Friedreich ataxia

Focal spinal muscular dystrophy
Facioscapulohumeral muscular
dystrophy

Guillain Barré syndrome
Glycogenosis type 2

Glycogenosis type 5

Hereditary motor and sensory
neuropathy not specified

Hereditary motor and sensory
neuropathy type 1

Hereditary motor and sensory
neuropathy type 2

Hereditary neuropathy with liability
to pressure palsies

Hereditary sensory and autonomic
neuropathy

Inclusion body myositis
Lambert-Eaton myasthenic syndrome
Limb girdle muscular dystrophy
Myotonic dystrophy type 1
Myotonic dystrophy type 2
Metabolic myopathies

Myasthenia gravis

Monoclonal gammopathy of
unknown significance with
neuropathy

Miller-Fisher syndrome

Other mitochondrial myopathies
Multifocal motor neuropathy

Other myasthenic syndrome

Other myopathies

Myositis not specified

Myotonia not specified

Myotubular and centrotubular
myopathies

Neuralgic amyotrophy

Nemaline myopathy
Oculopharyngeal muscular dystrophy
Polymyositis

Post-polio syndrome

Progressive spinal muscular atrophy
Spinal muscular atrophy not specified
Spinal muscular atrophy type 1
Spinal muscular atrophy type 2 -
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+ 4+t
+
o+

+
N
N
N
N
+
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.

Lo

+ +

A
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+

1 the disorder is (also) diagnosed in adulthood;

2 the disorder is chronic;

3 the diagnosis is sufficiently specific;

4 the SN patients association is findable by patients with the specific disorder;

5 the diagnosis is predominantly made or confirmed in university medical centers.
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Table 3
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Capture-recapture based numbers of neuromuscular disorders and sex-specific incidence rates with related information from literature, ordered by incidence rate from high

to low rate.

Neuromuscular disorder Capture-recapture information

Annual incidence rate per 100,000 population

Updated version of overview per

from period 2004-2011 (95% CI) 100,000 population
Persons Persons Overlap Estimated Total population® Men Women Mean Range
only in onlyin CRAMP total incidence
CRAMP SN and SN number rate
Myotonic dystrophy type 1 315 98 64 1143 0.9 (0.7-1.0) 1.0 (0.7-1.3) 0.8 (0.6-1.0) 1 0.20-2.061 [43-45]
Chronic inflammatory 188 44 28 741 0.6 (0.4-0.7) 0.7 (0.5-1.0) 0.4 (0.2-0.7) 033" 0.21-0.53 [22]
demyelinating polyneuropathy
Hereditary motor and sensory 72 49 7 651 0.5 (0.2-0.8) 0.3 (0.1-0.6) 0.7 (0.0-14) - -
neuropathy type 1
Progressive spinal muscular 212 40 42 672 0.5 (0.4-0.6) 0.6 (0.5-0.8) 0.4 (0.2-0.6) 0.3 - [46]
atrophy
Facioscapulohumeral muscular 149 33 26 527 0.4 (0.3-0.5) 0.5 (0.3-0.8) 0.3 (0.2-0.4) - -
dystrophy
Hereditary motor and sensory 57 47 1 361 0.3 (0.1-0.4) 0.6 (0.1-1.1) 0.1 (0.1-0.2) - -
neuropathy type 2
Inclusion body myositis 122 39 35 381 0.3 (0.2-0.4) 0.4 (0.2-0.5) 0.2 (0.1-0.3) 0.4 0.09-0.76 [47-51]
Glycogenosis type 2 59 28 15 228 0.2 (0.1-0.2) 0.2 (0.1-0.4) 0.1 (0.1-0.2) - -
Multifocal motor neuropathy 28 19 6 145 0.1 (0-0.2) 0.2 (0-0.3) 0.1 (0-0.1) 0.2 - [52]
Becker muscular dystrophy 17 17 9 75 - 0.1 (0-0.2) - - -
Myotonic dystrophy type 2 21 3 1 169 0.1 (0.0-0.4) - - - -
Oculopharyngeal muscular 32 8 8 98 0.07 (0.04-0.1) 0.06 (0.03-0.09) 0.1 (0-0.2) - -
dystrophy
Lambert-Eaton myasthenic 29 4 6 84 0.06 (0.03-0.1) 0.07 (0.01-0.1) 0.06 (0.01-0.1) 0.04 0.030 - 0.048 [16,53]
syndrome
Nemaline myopathy 18 4 4 56 0.04 (0.01-0.07) 0.04 (0-0.08) 0.05 (0-0.1) - -
Glycogenosis type 5 12 1 2 36 0.03 (0-0.06) - - - -

* The summed annual incidence rate was 4.1 per 100,000, which is approximately 1 in 2400 of the population;
** Pooled crude incidence rate per 100,000 person-years and 95% CI from meta-analysis;

*+ the only other estimate available was based on partly the same data [24].

datasets hampering the correct estimation of numbers can never
be ruled out in any capture-recapture method. However, in a
previous study on the incidence of facioscapulohumeral muscular
dystrophy, three sources were available, including the CRAMP and
SN datasets we used here [24]. This enabled the assessment
of dependency between sources to a considerable extent, which
turned out to be mostly non-significant.

When we first looked into applying a capture-recapture
method, we anticipated large overlaps between the datasets
and large dependencies among them. This was because newly
diagnosed patients are very often encouraged to become a member
of the patients association. However, the findings from the 3-
source capture-recapture pilot for facioscapulohumeral muscular
dystrophy showed that dependencies were small or absent, and
overlap between CRAMP and SN was smaller than expected. Our
current findings showed overlap that varied between 4% and
21% of the total group of patients (in CRAMP, SN and in both
datasets), with a mean and median of 13%. This was also less
than expected and gives rise to higher capture-recapture-based
incidence estimates compared to data in literature. Furthermore,
even though patients are encouraged to join the patient advocacy
association, they often do not. When we compared our overlaps
to those of a number of other 2-source capture-recapture based
studies, the overlaps of 17 estimates from 13 studies were found to
vary between 1% and 62%, with a mean value of 29% and median
of 15% [25-37].

Whether the differences between our observations and the
scarcely published literature reflect true differences, or whether
these differences are due to residual methodological issues,
remains open for debate. These limitations call for a nationwide
automated system based on an existing healthcare registry with
an intrinsic incentive for data collection, similar to the Belgian
Neuromuscular Diseases Registry and the French national research
program on rare disease cohorts [38,39]. Such a system will
provide more accurate incidence estimates if set up correctly and
in due time prevalence estimates of rare diseases as well.
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To what extent these findings will be wusable outside
the Netherlands, is an interesting yet unanswerable question.
Some NMD are known for their gradient or latitude-based
occurrence such as inflammatory myopathies [40]. Other disorders
such as myotonic dystrophy may exhibit a founder effect in
specific countries [41,42]. More research on epidemiological key
estimates is highly needed. Meanwhile, using estimates from a
geographically different area is the next-best option.

Research reports usually start with a short summary of
the disease at hand with epidemiological key figures, such as
incidence, prevalence, mortality and age at onset or diagnosis.
To properly describe a disease in epidemiological terms, two out
of three of these frequency measures should be available [9].
As disease duration is an epidemiological quantifier difficult to
obtain, incidence rates are just as necessary as prevalence rates.
For many diseases, prevalence data are more abundantly available
and incidence rates are often lacking, which hampers a complete
description of the epidemiological aspects of the disease. Also, the
use of incidence rates rather than prevalence rates may even be
more appropriate (unpublished results). Even so, incidence rates
are generally “underrated” and underrepresented.

5. Conclusions

With this study we added incidence rates for several
neuromuscular disorders and have thus contributed to the
epidemiological body of knowledge. The capture-recapture
approach provided a method to accurately estimate the total
number of individuals with these 15 neuromuscular disorders
in the Netherlands. The summed annual incidence rate of these
specific neuromuscular disorders predominantly diagnosed in
adults was twice the incidence of presumably more common
neurological disorders such as multiple sclerosis. This illustrates
that it is not uncommon to have a rare neuromuscular disorder.
To fill in the gaps in the epidemiological knowledge, we
need estimates from preferably automated, obligatory data
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collection system of diagnosed and newly diagnosed patients
with neuromuscular disorders. This can provide an up-to-date and
complete basis to derive valid prevalence and incidence estimates
highly needed in all fields of individual as well as public health
care.
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CRAMP:  Computer Registry of All  Myopathies and
Polyneuropathies database; SN: Spierziekten Nederland, the

Netherlands Patients Association of Neuromuscular Diseases;
N = estimated patient population size, m, = number of persons
present in both datasets (the overlap), n;g = number of persons
only present in sample 1 (CRAMP), ng; = number of persons only
present in sample 2 (SN); CI: confidence interval

Declaration of competing interest

- Ms. Deenen reports no disclosures.

Dr. Horlings reports no disclosures.

Dr. Voermans reports no disclosures.

- Dr. Van Doorn received grants from the Prinses Beatrix
Spierfonds, Sanquin, and Grifols to conduct clinical trials in
Guillain-Barre syndrome and CIDP, and a population based
study on polyneuropathy. Consultancy service for Annexon,
Argenx, Hansa, Octapharma, Roche, Sanofi. No personal profits.

- Dr. Faber received grants from the European Union 7th
Framework Programme (grant number 602273), the Prinses
Beatrix Spierfonds, from Grifols and Lamepro for a trial
on IVIg in small fibre neuropathy, outside the submitted
work. Consultancy service for Biogen, Vertex, Lilly, Olipass,
and Sangamo. All reimbursements were received by MUMCH,
Dr Faber did not personally benefit financially from these
activities.

- Dr. Van der Kooi reports no disclosures.

Dr. Kuks reports involvement in Tafamidis studies for familiar

amyloid polyneuropathy from Pfizer.

- Dr. Notermans received grants from the GBS/CIDP foundation

and the Prinses Beatrix Spierfonds.

Dr. Visser reports no disclosures.

Mrs. Broekgaarden reports no disclosures.

- Dr. Horemans reports no disclosures.

Dr. Verschuuren has been involved in MG research sponsored

by the Prinses Beatrix Spierfonds, Health Holland and

consultancies for Argenx, Alexion, and NMD Pharma.

Reimbursements were received by the LUMC. He is co-inventor

on patent applications based on MuSK-related research.

The LUMC receives royalties for MuSK antibody assays. He

is a member of the European Reference Network for Rare

Neuromuscular Diseases [ERN EURO-NMD] and Target-to-B!

consortium.

Dr. Verbeek is non-profit full Professor of Clinical Epidemiology

at  Radboud university medical center, Nijmegen, the

Netherlands and reports no personal compensations or other

supports.

- Dr. Van Engelen receives institutional support from the
Radboud university medical center, Nijmegen, the Netherlands,
grant support from the Global FSH, Netherlands Organization
for Scientific Research, Prinses Beatrix Spierfonds, Spieren voor
Spieren and the Dutch FSHD Foundation. He is co-inventor
on a patent application based on IBM-related research.
Consultancy service for Fulcrum, Avidity, Dyne, Arrowhead.
All reimbursements were received by the Radboudumc, Dr
Van Engelen did not personally benefit financially from these
activities.

- All authors have approved the final version of the article.

33

Neuromuscular Disorders 42 (2024) 27-35
CRediT authorship contribution statement

Johanna CW. Deenen: Conceptualization, Data curation,
Formal analysis, Funding acquisition, Investigation, Methodology,
Project  administration, Resources,  Software,  Validation,
Visualization, Writing - original draft, Writing - review &
editing. Corinne G.C. Horlings: Data curation, Formal analysis,
Methodology, Project administration, Validation, Visualization,
Writing - review & editing. Nicol C. Voermans: Writing -
review & editing, Visualization, Validation, Supervision, Resources,
Methodology, Investigation, Formal analysis, Data curation.
Pieter A. van Doorn: Conceptualization, Data curation, Funding
acquisition, Investigation, Project administration, Resources,
Writing - review & editing. Catharina G. Faber: Conceptualization,
Data curation, Funding acquisition, Investigation, Project
administration, Resources, Writing - review & editing. Anneke ]J.
van der Kooi: Conceptualization, Data curation, Funding
acquisition, Investigation, Project administration, Resources,
Writing - review & editing. Jan B.M. Kuks: Conceptualization,
Data curation, Funding acquisition, Investigation, Project
administration, Resources, Writing - review & editing. Nicolette C.
Notermans: Writing - review & editing, Validation, Software,
Resources, Project administration, Methodology, Investigation,
Funding acquisition, Data curation, Conceptualization. Leo H.
Visser: Writing - review & editing, Validation, Software,
Resources, Project administration, Methodology, Investigation,
Funding acquisition, Data curation, Conceptualization. Ria H.A.
Broekgaarden: Data curation, Investigation, Project administration,
Writing - review & editing. Anja M.C. Horemans: Data curation,
Investigation, Project administration, Writing - review & editing.
Jan J.GM. Verschuuren: Conceptualization, Data curation,
Formal analysis, Funding acquisition, Investigation, Methodology,
Project administration, Resources, Software, Supervision,
Validation, Writing - review & editing. André LM. Verbeek:
Conceptualization, Data curation, Formal analysis, Funding
acquisition, Investigation, Methodology, Project administration,
Resources, Software, Supervision, Validation, Writing - review
& editing. Baziel GM. van Engelen: Conceptualization, Data
curation, Formal analysis, Funding acquisition, Investigation,
Methodology, Project administration, Resources, Software,
Supervision, Validation, Writing - review & editing.

Funding sources

This study was funded by a competitively awarded, peer-
reviewed grant from the Dutch Neuromuscular Fund (Prinses
Beatrix Spierfonds, W.OR09-21), and was supported by the Spieren
voor Spieren Initiative. The funding sources had no involvement in
the study design, the collection, analysis and interpretation of the
data; in the writing of the report; and in the decision to submit
the article for publication.

Acknowledgements

The authors wish to thank Dr. Dankmar Bo6hning for his
teaching course, explanations of the capture-recapture method and
the use of the Chao’s estimator, Wim Lemmens for his help in
writing the SAS syntax to match available data, Nienke de Goeijen
and all others not named here for their efforts to improve and
complete the datasets. Several authors of this publication are
members of the Netherlands Neuromuscular Center NL-NMD and
the European Reference Network for Rare Neuromuscular Diseases
EURO-NMD.



J.CW. Deenen, C.G.C. Horlings, N.C. Voermans et al.

References

[1] Deenen JC, Horlings CG, Verschuuren ]J, Verbeek AL, Van Engelen BG. The
epidemiology of neuromuscular disorders: a comprehensive overview of the
literature. ] Neuromuscul Dis 2015;2:73-85. doi:10.3233/JND-140045.

Rose L, McKim D, Leasa D, Nonoyama M, Tandon A, Bai YQ, et al. Trends

in incidence, prevalence, and mortality of neuromuscular disease in Ontario,

Canada: A population-based retrospective cohort study (2003-2014). PLoS One

2019;14:e0210574. doi:10.1371/journal.pone.0210574.

Mah JK, Korngut L, Dykeman ], Day L, Pringsheim T, Jette N. A systematic

review and meta-analysis on the epidemiology of Duchenne and Becker

muscular dystrophy. Neuromuscul Disord 2014;24:482-91. doi:10.1016/j.nmd.

2014.03.008.

Ma M, Li Y, Dai S, Chu M, Sun L, Liu L, Zhou JC. A meta-analysis on the

prevalence of Charcot-Marie-Tooth disease and related inherited peripheral

neuropathies. ] Neurol 2023;270:2468-82. doi:10.1007/s00415-023-11559-8.

[5] Liao Q, Zhang Y, He ], Huang K. Global prevalence of myotonic dystrophy:
an updated systematic review and meta-analysis. Neuroepidemiology
2022;56:163-73. doi:10.1159/000524734.

[6] Callan A, Capkun G, Vasanthaprasad V, Freitas R, Needham M. A Systematic
review and meta-analysis of prevalence studies of sporadic inclusion body
myositis. ] Neuromuscul Dis 2017;4:127-37. doi:10.3233/jnd-160198.

[7] Norwood FL, Harling C, Chinnery PF, Eagle M, Bushby K, Straub V. Prevalence
of genetic muscle disease in Northern England: in-depth analysis of a muscle
clinic population. Brain 2009;132:3175-86. doi:10.1093/brain/awp236.

[8] Miiller KI, Ghelue MV, Lund I, Jonsrud C, Arntzen KA. The prevalence
of hereditary neuromuscular disorders in Northern Norway. Brain Behav
2021;11:e01948. doi:10.1002/brb3.1948.

[9] Freeman ], Hutchison GB. Prevalence, incidence and duration. Am ] Epidemiol
1980;112:707-23.

[10] van den Berg M]J, Kringos DS, Marks LK, Klazinga NS. The Dutch health care
performance report: seven years of health care performance assessment in the
Netherlands. Health Res Policy Syst 2014;12(1). doi:10.1186/1478-4505-12-1.

[11] Hook EB, Regal RR. Capture-recapture methods in epidemiology: methods and
limitations. Epidemiol Rev 1995;17:243-64.

[12] van Engelen BG, van Veenendaal H, van Doorn PA, Faber CG, van der
Hoeven JH, Janssen NG, et al. The Dutch neuromuscular database CRAMP
(Computer Registry of All Myopathies and Polyneuropathies): development
and preliminary data. Neuromuscul Disord 2007;17:33-7.

[13] Rowland LP, McLeod ]G. Classification of neuromuscular disorders. ] Neurol Sci
1994(124):109-30.

[14] Hamroun D, Béroud C, Fontaine B, Kaplan JC. Introducing the online version of
the gene table for neuromuscular disease (nuclear genes only). Neuromuscul
Disord 2005;15:88. doi:10.1016/j.nmd.2004.12.002.

[15] Felice K], North WA. Inclusion body myositis in Connecticut: observations in 35

patients during an 8-year period. Medicine (Baltimore) 2001;80:320-7. doi:10.

1097/00005792-200109000-00006.

Wirtz PW, Nijnuis MG, Sotodeh M, Willems LN, Brahim ]J, Putter H, et al.

The epidemiology of myasthenia gravis, Lambert-Eaton myasthenic syndrome

and their associated tumours in the northern part of the province of South

Holland. ] Neurol 2003;250:698-701. doi:10.1007/s00415-003-1063-7.

European Federation of Neurological Societies/Peripheral Nerve Society

Guideline on management of chronic inflammatory demyelinating

polyradiculoneuropathy. Report of a joint task force of the European Federation

of Neurological Societies and the Peripheral Nerve Society. ] Peripher Nerv

Syst 2005;10:220-8. doi:10.1111/j.1085-9489.2005.10302.x.

Boon W, Broekgaarden R. The role of patient advocacy organisations in

neuromuscular disease R&D-The case of the Dutch neuromuscular disease

association VSN. Neuromuscul Disord 2010;20:148-51. doi:10.1016/j.nmd.

2009.10.012.

[19] Chao A. Estimating the population size for capture-recapture data with
unequal catchability. Biometrics 1987;43:783-91.

[20] Bohning D. A simple variance formula for population size estimators by
conditioning. Stat Methodol 2008;5:410-23.

[21] Statistics Netherlands. Statline: Population; Key fig.s. 2016 October 3, 2016
[cited 2016 December 14]; Available from: http://statline.cbs.nl/Statweb/
publication/?VW=T&DM=SLEN&PA=37296eng&D1=0-2&D2=54-61&HD=
161214-1659&LA=EN&HDR=T&STB=G1.

[22] Broers MC, Bunschoten C, Nieboer D, Lingsma HF, Jacobs BC. Incidence and
prevalence of chronic inflammatory demyelinating polyradiculoneuropathy: a
systematic review and meta-analysis. Neuroepidemiology 2019;52:161-72.
doi:10.1159/000494291.

[23] Walton C, King R, Rechtman L, Kaye W, Leray E, Marrie RA, et al. Rising
prevalence of multiple sclerosis worldwide: Insights from the Atlas of MS.
third edition. Mult Scler 2020;26:1816-21. doi:10.1177/1352458520970841.

[24] Deenen ]C, Arnts H, van der Maarel SM, Padberg GW, Verschuuren ]J, Bakker E,

et al. Population-based incidence and prevalence of facioscapulohumeral

dystrophy. Neurology 2014;83:1056-9. doi:10.1212/wnl.0000000000000797.

Balasubramani GK, Nowalk MP, Clarke LG, Dauer K, Silveira F, Middleton DB,

et al. Using capture-recapture methods to estimate influenza hospitalization

incidence rates. Influenza Other Respir Viruses 2022;16:308-315. https://doi.
org/10.1111/irv.12924

Razzak JA, Mawani M, Azam I, Robinson C, Talib U, Kadir MM. Burden of

out-of-hospital cardiac arrest in Karachi, Pakistan: Estimation through the

capture-recapture method. ] Pak Med Assoc 2018;68:990-3.

2

3

[4]

[16]

[17]

(18]

(25]

(26]

34

Neuromuscular Disorders 42 (2024) 27-35

[27] Zhou S, Qian S, Li X, Zheng L, Chang W, Wang L. Using the capture-recapture
method to estimate the incidence of amyotrophic lateral sclerosis in Beijing.
China. Neuroepidemiology 2018;50:29-34. doi:10.1159/000486175.

[28] Rivera AS, Lam HY. Applying the capture-recapture method to estimate road
traffic deaths and injuries in three non-contiguous cities in the Philippines.
Int J Inj Contr Saf Promot 2019;26:16-20. doi:10.1080/17457300.2018.
1473447.

[29] Yip PSF. Estimating Incidence Rate of Hospital-Treated Self-Harm in Hong

Kong Using Capture-Recapture Approach. Crisis 2018;39:205-17. doi:10.1027/

0227-5910/a000494.

Taherpour N, Mehrabi Y, Seifi A, Eshrati B. Epidemiologic characteristics of

orthopedic surgical site infections and under-reporting estimation of registries

using capture-recapture analysis. BMC Infect Dis 2021;21(3). doi:10.1186/
$12879-020-05687-z.

Sorg AL, Von Kries R, Klemme M, Gerstl L, Beyerlein A, Lack N, et al. Incidence

and risk factors of cerebral sinovenous thrombosis in infants. Dev Med Child

Neurol 2021;63:697-704. doi:10.1111/dmcn.14816.

Henning F, Heckmann JM, Naidu K, Vlok L, Cross HM, Marin B. Incidence

of motor neuron disease/amyotrophic lateral sclerosis in South Africa: a

4-year prospective study. Eur ] Neurol 2021;28:81-9. doi:10.1111/ene.

14499.

Barbadoro P, Luciani A, Ciotti M, D’Errico MM. On behalf of The AFP

Working Collaborative G. Two-Source Capture-Recapture Method to Estimate

the Incidence of Acute Flaccid Paralysis in the Marches Region (Italy). Int ]

Environ Res Public Health 2020;17. doi:10.3390/ijerph17249400.

Rolland AL, Garnier AS, Meunier K, Drablier G, Briet M. Drug-induced acute

kidney injury: a study from the french medical administrative and the french

national pharmacovigilance databases using capture-recapture method. ] Clin

Med 2021;10. doi:10.3390/jcm10020168.

Shai S, Perez-Becker R, Andres O, Bakhtiar S, Bauman U, von Bernuth H,

et al. Incidence of SCID in Germany from 2014 to 2015 an ESPED* Survey on

Behalf of the API*** Erhebungseinheit fiir Seltene Pddiatrische Erkrankungen

in Deutschland (German Paediatric Surveillance Unit) ** Arbeitsgemeinschaft

Pddiatrische Immunologie. ] Clin Immunol 2020;40:708-17. doi:10.1007/

510875-020-00782-x.

Carabali M, Jaramillo-Ramirez GI, Rivera VA, Mina Possu NJ, Restrepo BN,

Zinszer K. Assessing the reporting of Dengue, Chikungunya and Zika to the

national surveillance system in Colombia from 2014-2017: A capture-recapture

analysis accounting for misclassification of arboviral diagnostics. PLoS Negl

Trop Dis 2021;15:e0009014. doi:10.1371/journal.pntd.0009014.

Andrianou XD, Riccardo F, Caporali MG, Fazio C, Neri A, Vacca P, et al.

Evaluation of the national surveillance system for invasive meningococcal

disease, Italy, 2015-2018. PLoS One 2021;16:e0244889. doi:10.1371/journal.

pone.0244889.

Roy AJ, Van den Bergh P, Van Damme P, Doggen K, Van Casteren V.

Early stages of building a rare disease registry, methods and 2010 data

from the Belgian Neuromuscular Disease Registry (BNMDR). Acta Neurol Belg

2015;115:97-104. doi:10.1007/s13760-014-0320-0.

Amselem S, Gueguen S, Weinbach J, Clement A, RaDiCo Landais P. the French

national research program on rare disease cohorts. Orphanet ] Rare Dis

2021;16:454. doi:10.1186/s13023-021-02089-5.

Hengstman GJ, van Venrooij W], Vencovsky ], Moutsopoulos HM, van

Engelen BG. The relative prevalence of dermatomyositis and polymyositis

in Europe exhibits a latitudinal gradient. Ann Rheum Dis  2000;59:

141-142.

Lemmers R, van der Vliet PJ], Granado DSL, van der Stoep N, Buermans H, van

Schendel R, et al. High-resolution breakpoint junction mapping of proximally

extended D4Z4 deletions in FSHD1 reveals evidence for a founder effect. Hum

Mol Genet 2022;31:748-60. doi:10.1093/hmg/ddab250.

Coenen M]J, Tieleman AA, Schijvenaars MM, Leferink M, Ranum LP, Scheffer H,

van Engelen BG. Dutch myotonic dystrophy type 2 patients and a North-

African DM2 family carry the common European founder haplotype. Eur ] Hum

Genet 2011;19:567-70. doi:10.1038/ejhg.2010.233.

Mladenovic ], Pekmezovic T, Todorovic S, Rakocevic-Stojanovic V, Savic D,

Romac S, Apostolski S. Epidemiology of myotonic dystrophy type 1 (Steinert

disease) in Belgrade (Serbia). Clin Neurol Neurosurg 2006;108:757-60. doi:10.

1016/j.clineuro.2006.04.004.

Lee JY, Jeong HN. Nationwide incidence of myotonic dystrophy type 1 and the

status of multi-organ involvement. ] Neurol 2022;269:2666-72. doi:10.1007/

s00415-021-10875-1.

Sanchez Marin JP, Sienes Bailo P, Lahoz Alonso R, Capablo Liesa JL, Gazulla

Abio ], Giménez Muifioz JA, et al. Myotonic dystrophy type 1: 13 years

of experience at a tertiary hospital. Clinical and epidemiological study and

genotype-phenotype correlation. Neurologia (Engl Ed) 2023;38:530-540. https:

//doi.org/10.1016/j.nrleng.2023.07.001

Barceld MA, Povedano M, Vizquez-Costa JF, Franquet A, Solans M, Saez M.

Estimation of the prevalence and incidence of motor neuron diseases in two

Spanish regions: Catalonia and Valencia. Sci Rep 2021;11:6207. doi:10.1038/

541598-021-85395-z.

Tan JA, Roberts-Thomson PJ, Blumbergs P, Hakendorf P, Cox SR, Limaye V.

Incidence and prevalence of idiopathic inflammatory myopathies in South

Australia: a 30-year epidemiologic study of histology-proven cases. Int ]|

Rheum Dis 2013;16:331-8. doi:10.1111/j.1756-185X.2011.01669.x.

Kaipiainen-Seppanen O, Aho K. Incidence of rare systemic rheumatic and

connective tissue diseases in Finland. ] Intern Med 1996;240:81-4.

[30]

(31]

[32]

(33]

[34]

(35]

[36]

[37]

[38]

[39]

[40]

[41]

[42]

[43]

[44]

[45]

[46]

(47]

(48]


https://doi.org/10.3233/JND-140045
https://doi.org/10.1371/journal.pone.0210574
https://doi.org/10.1016/j.nmd.2014.03.008
https://doi.org/10.1007/s00415-023-11559-8
https://doi.org/10.1159/000524734
https://doi.org/10.3233/jnd-160198
https://doi.org/10.1093/brain/awp236
https://doi.org/10.1002/brb3.1948
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0009
https://doi.org/10.1186/1478-4505-12-1
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0011
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0012
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0013
https://doi.org/10.1016/j.nmd.2004.12.002
https://doi.org/10.1097/00005792-200109000-00006
https://doi.org/10.1007/s00415-003-1063-7
https://doi.org/10.1111/j.1085-9489.2005.10302.x
https://doi.org/10.1016/j.nmd.2009.10.012
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0019
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0020
http://statline.cbs.nl/Statweb/publication/?VW=T&DM=SLEN&PA=37296eng&D1=0-2&D2=54-61&HD=161214-1659&LA=EN&HDR=T&STB=G1
https://doi.org/10.1159/000494291
https://doi.org/10.1177/1352458520970841
https://doi.org/10.1212/wnl.0000000000000797
http://doi.org/10.1111/irv.12924
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0026
https://doi.org/10.1159/000486175
https://doi.org/10.1080/17457300.2018.penalty -@M 1473447
https://doi.org/10.1027/0227-5910/a000494
https://doi.org/10.1186/s12879-020-05687-z
https://doi.org/10.1111/dmcn.14816
https://doi.org/10.1111/ene.penalty -@M 14499
https://doi.org/10.3390/ijerph17249400
https://doi.org/10.3390/jcm10020168
https://doi.org/10.1007/s10875-020-00782-x
https://doi.org/10.1371/journal.pntd.0009014
https://doi.org/10.1371/journal.pone.0244889
https://doi.org/10.1007/s13760-014-0320-0
https://doi.org/10.1186/s13023-021-02089-5
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0040
https://doi.org/10.1093/hmg/ddab250
https://doi.org/10.1038/ejhg.2010.233
https://doi.org/10.1016/j.clineuro.2006.04.004
https://doi.org/10.1007/s00415-021-10875-1
http://doi.org/10.1016/j.nrleng.2023.07.001
https://doi.org/10.1038/s41598-021-85395-z
https://doi.org/10.1111/j.1756-185X.2011.01669.x
http://refhub.elsevier.com/S0960-8966(24)00170-6/sbref0048

J.CW. Deenen, C.G.C. Horlings, N.C. Voermans et al.

[49] Shelly S, Mielke MM, Mandrekar ], Milone M, Ernste FC, Naddaf E,
Liewluck T. Epidemiology and natural history of inclusion body myositis: A 40-
year population-based study. Neurology 2021;96:2653-61. doi:10.1212/wnl.
0000000000012004.

[50] Lindgren U, Pullerits R, Lindberg C, Oldfors A. Epidemiology, survival, and
clinical characteristics of inclusion body myositis. Ann Neurol 2022. doi:10.
1002/ana.26412.

[51] Dobloug GC, Antal EA, Sveberg L, Garen T, Bitter H, Stjarne ], et al. High
prevalence of inclusion body myositis in Norway; a population-based clinical
epidemiology study. Eur ] Neurol 2015;22:672. doi:10.1111/ene.12627.

35

Neuromuscular Disorders 42 (2024) 27-35

[52] Park SB, Li T, Kiernan MC, Garg N, Wilson I, White R, et al. Prevalence
of chronic inflammatory demyelinating polyneuropathy and multifocal motor
neuropathy in two regions of Australia. Muscle Nerve 2022;66:576-82. doi:10.
1002/mus.27698.

[53] Carey IM, Banchoff E, Nirmalananthan N, Harris T, DeWilde S, Chaudhry UAR,
Cook DG. Prevalence and incidence of neuromuscular conditions in the UK
between 2000 and 2019: A retrospective s.tudy using primary care data. PLoS
One 2021;16:e0261983. doi:10.1371/journal.pone.0261983.


https://doi.org/10.1212/wnl.0000000000012004
https://doi.org/10.1002/ana.26412
https://doi.org/10.1111/ene.12627
https://doi.org/10.1002/mus.27698
https://doi.org/10.1371/journal.pone.0261983

	Population-based incidence rates of 15 neuromuscular disorders: a nationwide capture-recapture study in the Netherlands
	1 Introduction
	2 Patients and methods
	2.1 Standard protocol approvals, registrations and patient consent
	2.2 Datasets
	2.3 Capture-recapture method
	2.4 Calculations
	2.5 Neuromuscular disorder incidence rates for comparison

	3 Results
	4 Discussion
	5 Conclusions
	Abbreviations
	Declaration of competing interest
	CRediT authorship contribution statement
	Funding sources
	Acknowledgements
	References


