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Abstract

Purpose—Inaccurate weight perceptions may lead to unhealthy weight control practices among
normal weight adolescents and to a greater risk of adult obesity and related morbidities for overweight
adolescents. To examine which U.S. adolescents are at risk of these outcomes, we examine sex and
racial/ethnic differences in weight perception inaccuracy. This is the first study of weight perception
inaccuracy to include Latino/a and Asian American adolescents.

Methods—Among the 12,789 Wave Il participants of the National Longitudinal Study of
Adolescent Health, we estimate multivariate models that reveal how sex, race/ethnicity, and clinical
weight categories predict weight perception inaccuracy.

Results—Relative to boys, girls have lower odds of underestimating their weight and greater odds
of overestimating their weight. In particular, among overweight and obese adolescents, girls are more
accurate than boys, but among normal weight adolescents, boys are more accurate. Compared to
Whites, African Americans are more likely to underestimate their weight, particularly among
overweight girls and obese boys. Overall and particularly among girls and normal weight adolescents,
African Americans are less likely to overestimate their weight than their White counterparts. Finally,
Asian American girls are more likely to underestimate their weight than White girls.

Conclusion—These findings have important implications for identifying and intervening with
adolescents at the greatest risk of long-term weight problems, weight-related morbidity, and
unhealthy weight control practices.
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INTRODUCTION AND BACKGROUND

Messages about weight are discordant: billion-dollar industries market weight-loss products,
grassroots movements advocate fat acceptance, and public health campaigns encourage healthy
weight control behaviors. In this context, it is not surprising that adolescents often develop
inaccurate weight perceptions, which can take two problematic forms. Clinically overweight
adolescents may underestimate their weight and, thus, be less likely to take steps to reduce
their weight and risk of additional complications (Rosenstock, Strecher, & Becker, 1988;
Strauss, 1999; Wardle, Haase, & Steptoe, 2005). Clinically normal weight or underweight
adolescents may overestimate their weight and adopt unhealthy weight control behaviors and
eating disorders (Felts, Parrillo, Chenier, & Dunn, 1996; Field, et al., 1999; Strauss, 1999;
Talamayan, Springer, Kelder, Gorospe, & Joye, 2006).

Many adolescents have inaccurate weight perceptions, with more underestimating than
overestimating their weight (Pritchard, King, & Czajka-Narins, 1997). The current study
examines sex and racial/ethnic differences in these inaccuracies using a nationally
representative sample. It predicts differences between adolescents' weight perceptions and the
clinical classification of their interviewer-measured weight after including a set of important
confounders. The analysis builds upon prior research that has examined differences in
adolescent weight perception accuracy between boys and girls (Goodman, Hinden, &
Khandelwal, 2000) and between African Americans and Whites (Brener, Eaton, Lowry, &
McManus, 2004; Strauss, 1999). Similar to recent research based on data from Minnesota
(Himes, Hannan, Wall, & Neumark-Sztainer, 2005), we expand our racial/ethnic categories to
include Latino/as and Asian Americans. These are the two fastest growing racial/ethnic
minority groups in the U.S (Day, 1996) and rates of obesity are as high among Latino/as as
they are among African Americans (Ogden, et al., 2006). We also refine estimates of sex and
racial/ethnic differences in weight perception inaccuracy by adjusting for several confounders,
such as socioeconomic background (Jain, et al., 2001; O'Dea & Caputi, 2001) immigrant status
(Kandula, Kersey, & Lurie, 2004), athleticism (Desmond, Price, Gray, & O'Connell, 1986)
and parents' weight (Strauss, 1999; Tienboon, Rutishauser, & Wahlgvist, 1994). Two previous
studies adjust for confounders but neither includes immigrant status, parents' weight or
athleticism (Himes, et al., 2005; Strauss, 1999). Finally, our analyses predict not only if
perceptions are inaccurate, but also whether adolescents under- or overestimate their weight.
The two prior studies that have examined this do not rely on nationally-representative samples
(Brener, et al., 2004; Himes, et al., 2005). Thus, findings are not generalizable to the national
population of adolescents. In sum, our analysis expands upon previous research on sex and
racial/ethnic differences in weight perception accuracy and brings together several prior
innovations into a single study.

There are also two unique features of our study. It is the first to examine accuracy within weight
categories. This is critical for understanding who is at risk for the two problems stemming from
inaccurate perceptions noted above. We also examine only moderate to large inaccuracies in
perceptions by granting leeway to adolescents whose objective weight places them near the
boundary between two clinical weight categories (e.g., if an adolescent's weight is at the 84t
percentile, technically one percentile point below the cutoff for being overweight, we classify
them as accurate if they report being either “about the right weight” or “slightly overweight”).
This acknowledges adolescents' limited familiarity with clinical weight categories.

Our study's innovations allow us to produce quality estimates of which adolescents (defined
by their sex, race/ethnicity, and weight) are most likely to underestimate and overestimate their
weight. Given that the weight-related messages adolescents receive frequently clash, these
analyses suggest which adolescents may develop body image issues or remain overweight and
at risk of weight-related co-morbidities due to weight misperceptions.
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METHODS

Data

Measures

Our analyses rely on data from Waves 1 and 2 of the National Longitudinal Study of Adolescent
Health (Add Health), a nationally representative, stratified, school-based sample of adolescents
in grades 7-12 in 1994 (Harris, et al., 2003). A sample of Add Health respondents and their
parents, including oversamples of Cubans, Puerto Ricans, Chinese, and high socioeconomic
status African-Americans, were interviewed at home in 1994 or 1995 (Wave 1) and all
adolescents, except Wave 1 12t graders, were re-interviewed in 1995 or 1996 (Wave 2), when
height and weight were first objectively measured by a trained interviewer. To arrive at our
final sample of Wave 2 respondents (N = 12,789), we exclude those without Wave 2 sample
weights (n=1,170) and young women who were ever pregnant between 1994 and 1996 (n=779).

Our sample would be reduced further if we relied only on cases without missing data (i.e., used
listwise deletion; N = 7, 484). Most variables have very little missing data. For example, less
than 1.5% of respondents are missing data on objective weight, weight perceptions, sex, race/
ethnicity, age or nativity. Yet several family background characteristics have relatively high
proportions of missing data: family income = 9.0%, parental obesity = 16.3% and parents'
education = 24.4%.1 To address missing data due to item nonresponse, we utilize multiple
imputation. This procedure entails iteratively replacing missing values with predictions based
on associations observed amongst the rich set of variables, creating multiple complete data sets
(Rubin, 1987). Data are imputed using the “ICE” application within Stata 9.0 (Royston,
2005b). Empirical results are averaged across the five imputation samples and we appropriately
account for the variation across imputation samples to calculate standard errors (Acock,
2005;Royston, 2005a). The results presented here based on multiply imputed data are more
conservative than results obtained from a sample relying on listwise deletion.

Accuracy of weight perceptions—~Perception accuracy is defined according to the
simultaneous intersection of adolescents' objective weight and their weight perceptions.
Objective weight is based on adolescents' interviewer-measured weight and height at Wave 2.
We calculate their body mass index (BMI) and classify it into age- and sex-specific categories
established by the Centers for Disease Control and Prevention that indicate underweight (BMI
< 5t percentile), normal weight (51 percentile < BMI < 85! percentile), overweight (85%
percentile < BMI < 95! percentile), and obesity (BMI < 95! percentile) (Ogden, et al.,
2002).

Adolescent weight perceptions derive from the following Wave 2 question: “How do you think
of yourself in terms of weight?” where 1= “very underweight,” 2= “slightly underweight,” 3=
“about the right weight,” 4= “slightly overweight” and 5= “very overweight.” We collapse
perceptions into three categories: “underweight,” “about the right weight” (to imply normal
weight), and “overweight.”

We use the mismatch of an adolescent's weight category and weight perceptions to create two
indicators of weight perception inaccuracy. The first is dichotomous, indicating whether
adolescents' weight perceptions are accurate (= 1) or not (= 0). The second is a multinomial
variable that compares accurate perceptions versus overestimates and underestimates.

parental obesity and parents' education have the highest percent missing because they require data from both parents and shifts in family
structure make reports about both parents less likely.
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As noted previously, our operationalization of accuracy allows for a realistic margin of error
to account for adolescents' lack of familiarity with clinical weight definitions. Adolescents are
classified as accurate if their weight is within two percentiles of the cutoff between two weight
categories and their perceptions align with either category. Specifically, respondents are
classified as accurate if (1) their perception equals underweight and their BMI is less than or
equal to the 7t percentile for their age and sex, (2) their perception equals “about the right
weight” and their BMI is equal to or falls between the 3" and 87t percentile, or (3) their
perception equals overweight and their BMI is greater than or equal to the 83 percentile. Our
accuracy measure produces more conservative estimates of sex and racial/ethnic differences
in accuracy than a stricter operationalization (results not shown, but available upon request).

Sex—Sex indicates whether the adolescent is male (= 1) or female.

Race and ethnicity—Adolescents identified their race and ethnicity in Wave 1 in response
to predetermined categories, but could select more than one. We use Add Health guidelines
for classifying individuals as non-Latino White (the reference category), non-Latino African-
American, non-Latino Asian, non-Latino Native American, and Latino (Udry, 2003). We
further classify Latino respondents into two categories, Mexican-American or other Latino.
The Native American sample is relatively small (n = 536), but we include them to create
mutually exclusive racial/ethnic categories.

Control variables—We control for important confounders of weight and weight perceptions
measured at Wave 1, specifically adolescents' age, immigrant status, parental obesity, parents'
education, and family income. Parental obesity is based on the parent respondent's report of
whether the adolescent's biological mother and/or bioclogical father is “obese.” These items are
combined to create the following three dichotomous variables relative to the reference category
for those without any obese parents: (1) both biological parents are obese, (2) only the
biological mother is obese, and (3) only the biological father is obese. Parents' education is
measured in years, averaged in two-parent families, and obtained from the parent survey, but
supplemented with the adolescent's report when parents' data are missing. Finally, income is
based on the parent respondent's report of yearly family income in thousands of U.S. dollars
for 1994-1995. It is recoded into six categories reflecting income percentiles. Our final
confounder, athletic involvement, is based on Wave 1 and 2 data. Adolescents are classified
as athletic if they participated in an organized school sport or reported playing an active sport
or exercising five or more times a week during the past week in either survey wave.

Statistical analysis

We estimate a sequence of models to examine sex and racial/ethnic differences in weight
perception accuracy. Our simplest model predicts whether adolescents are accurate using
logistic regression methods. We then predict weight under- or overestimation (versus accuracy)
using multinomial logistic regression. Finally, we predict accuracy within each clinical weight
category using logistic regression. We estimate all models for the full sample and separately
for boys and girls to examine how sex and race/ethnicity individually and jointly predict weight
perception accuracy. To ensure that estimates are generalizable to the national population and
are not biased due to attrition or survey design, we utilize STATA's survey design applications
(SVY; version 9; Stata, College Station, TX) to weight and correct all statistical models for
design effects as suggested by Chantala and Tabor (1999).
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RESULTS

Descriptive statistics

We begin by describing adolescents' weight perceptions, objective weight, and weight
perception accuracy. Fifty-four percent of adolescents perceive their weight as “about the right
weight,” while almost 16% perceive being underweight and 30% perceive being overweight
(Table 1). Objectively, 4% are underweight, 68% are normal weight, 15% are overweight, and
13.5% are obese (Table 1). When the intersection of the two is considered, 70.5% of adolescents
have accurate weight perceptions, whereas 18.0% underestimate and 11.5% overestimate their
weight after allowing for a reasonable margin of error.

Asnoted in Table 2, obese adolescents are more accurate than those in all other objective weight
categories (P< .01). Eighty-two percent of obese adolescents are accurate, while 65% of
overweight, 69% of normal weight and 74% of underweight adolescents are accurate. But these
general patterns hide important sex differences. Among obese, overweight and underweight
adolescents, girls are more likely to have accurate weight perceptions relative to boys.
Conversely, normal weight boys are more accurate than normal weight girls.

Basic differences in inaccuracy

We next present results from weighted logistic regression models predicting differences in the
odds of having accurate weight perceptions net of confounders among the full sample and
among female and male adolescents (Table 3). Among the full sample, boys have roughly 10%
lower odds of being accurate than girls. Asian Americans' odds of accuracy are 33% lower
than their White counterparts (Odds Ratio (OR) = 0.67; P<.01). Separate analyses of girls and
boys suggest that the significant difference in accuracy between Asian Americans and Whites
is evident among girls, but not boys (Table 3).

Differences in underestimating and overestimating weight

The preceding analyses, while revealing, could concomitantly hide other important differences
because underestimating and overestimating weight are grouped together as “inaccurate.”
Thus, we estimate models that predict whether sex and racial/ethnic groups differ in their
likelihood of under- and overestimating their weight (Table 4) and find additional differences.
Among the full sample, boys (versus girls) and African Americans (versus Whites) are more
likely to underestimate their weight and less likely to overestimate their weight. Asians are
more likely to underestimate their weight than are Whites.

These racial/ethnic patterns differ by sex. Among girls (Table 4, panel 2), African Americans
are more likely to underestimate their weight and less likely to overestimate their weight than
Whites. But among boys (Table 4, panel 3), African Americans are only less likely to
overestimate their weight relative to Whites. They do not significantly differ in their odds of
underestimating their weight. In addition, only Asian and White girls differ in their odds of
underestimating their weight. Asian girls have higher odds of weight underestimation. There
is no significant difference between Asian and White boys.

Differences in accuracy within clinical weight categories

Our final analyses investigate sex and race/ethnic differences in accuracy among adolescents
in different clinical weight categories. First we provide baseline estimates from a model that
examines how sex, race/ethnicity and objective weight each predict weight perception accuracy
(results available upon request). Similar to the bivariate results reported previously, these
models find that obese adolescents are more accurate than normal weight adolescents net of
confounders (OR=2.39; P<.001). In contrast, underweight and overweight adolescents do not
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differ from normal weight adolescents in their likelihood of being accurate in the multivariate
models (Underweight: OR 1.03, P=0.88; Overweight: OR 1.00, P=0.98).

We next tested for significant sex and racial/ethnic differences in weight perception accuracy
among adolescents in different weight categories (Table 5). No significant sex or race/ethnic
differences in accuracy emerge among underweight adolescents, even in models further
stratified by sex (results available upon request). These null finding may reflect the relatively
small number of adolescents who are objectively underweight (n=442).

Among normal weight adolescents, boys have higher odds than girls of being accurate
(OR=1.22; P<.01). Relative to Whites, African Americans have higher odds of being accurate
(OR=1.24; P< .05) and Asians have lower odds of being accurate (OR=0.68; P< .05). These
racial differences were not further moderated by sex (results available upon request).

Among both overweight and obese adolescents, boys are less likely than girls to accurately see
themselves as overweight (OR=0.33; P< .01 among overweight adolescents; OR=0.24; P<.
00 among obese adolescents). Similarly, African Americans are less likely than Whites to
accurately see themselves as overweight (OR=0.52; P< .01 among overweight adolescents;
(OR=0.41; P< .00 among obese adolescents). When we further stratify these models by sex,
results suggest that the patterns differ by sex and by weight category. The Black-White
differences among overweight adolescents are significant for girls (OR=0.30; P<.01), but not
boys. In contrast, the Black-White differences among obese adolescents are significant for boys
(OR=0.33; P< .01), but not girls.

In sum, the results demonstrate that weight perception accuracy depends on adolescents' sex,
race, and clinical weight category. Repeated differences are found by sex, between African
Americans and Whites, between Asians and Whites (particularly for girls), and between normal
weight, overweight, and obese adolescents.

CONCLUSIONS AND DISCUSSION

We find significant differences in adolescents' weight perception accuracy by sex and race/
ethnicity, but the complexity of these disparities is masked in the simplest models that do not
account for how adolescents' perceptions are inaccurate or adolescents' actual weight. Simple
models indicate statistically significant differences in accuracy between boys and girls and
Asians and Whites, but additional models clarify these patterns and suggest which adolescents
are at risk for particular negative consequences of inaccurate weight perceptions.

Although boys are more likely than girls to have inaccurate perceptions, when inaccurate, boys'
and girls' are at risk of very different health problems. Boys' are less accurate overall because
they have more than twice the odds of girls of underestimating their weight. Furthermore,
overweight and obese boys have lower odds than girls of being accurate. As such, boys are
less likely than girls to recognize that they are overweight and are at higher risk than girls of
lifetime overweight, obesity and weight-related morbidity and mortality. Conversely, girls are
at higher risk of unhealthy weight control practices given that they are more likely to
overestimate their weight and, among normal weight adolescents, girls are less likely than boys
to accurately perceive their weight.

Important racial/ethnic differences are also illuminated with more detailed models. Our
simplest model does not find a difference between Whites and African Americans. This is
contrary to prior research that does not adjust findings for confounders (Brener, et al., 2004)
or that focus only on accurately perceiving oneself as overweight (Strauss, 1999). Our results
are congruent, however, with prior research regarding Black-White differences (Brener, et al.,
2004; Strauss, 1999) once we examine how African Americans and Whites are inaccurate.
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African American boys and girls have lower odds of overestimating their weight relative to
their White counterparts. In addition, African American girls have greater odds of
underestimating their weight. These findings suggest that African Americans are at a lower
risk of unhealthy weight control practices than Whites, but they may also be at greater risk of
lifetime obesity and weight-related morbidity and mortality because African Americans who
are overweight or obese have lower odds of accurately perceiving their weight. This is
particularly true for African American boys who are more likely to be obese (Ogden, et al.,
2006) than White boys, but less likely to accurately perceive themselves as overweight.

Our study is also the first to reveal differences in weight perception accuracy between White
and Asian adolescents in a nationally representative study.2 Given that census projections
suggest a doubling of the Asian American population during the next few decades (Day,
1996), our analysis helps gauge the possible health risks of this growing U.S. minority group
if they do not accurately assess their weight. Our simplest model suggests that Asian Americans
are less accurate than Whites, but additional analyses demonstrate that this is due to a difference
among girls. Asian girls are more likely to underestimate their weight, and in supplementary
bivariate analyses, we see that this tendency is driven by overweight Asian girls. Twenty nine
percent of overweight Asian American girls underestimate their weight relative to 12% of obese
Asian American girls and 14% of normal weight Asian girls. Overweight Asian girls, thus,
may face the same weight-related health risks as boys and African American adolescents.

Interestingly, we find no differences in perception accuracy between Mexican Americans and
Whites, despite Mexican Americans' high prevalence rates of overweight and obesity (Ogden,
et al., 2006). Thus, their high prevalence of obesity may place them in danger of a range of
weight-related health risks, but they do not face the double disadvantage by inaccurately
perceiving their weight. We also do not find differences in accuracy among other Latino/as.

Our final contribution is showing how weight perception accuracy varies by clinical weight
status. Obese adolescents' odds of being accurate are more than double that of their normal
weight counterparts. The implications of this finding are quite positive. If obese adolescents
accurately perceive being overweight, they may be more likely to take steps that will reduce
their risk of obesity-related morbidity and mortality.

Our findings are robust, but this study is not without limitations. First, our accuracy measure
is conservative because adolescents are not expected to have detailed knowledge of clinical
weight categories, but it could also be too crude, especially for capturing accuracy differences
among overweight adolescents. In fact, collapsing the perceptions “slightly overweight” and
“very overweight” may explain why obese adolescents are significantly more likely to be
accurate. Additional research could utilize more detailed perception categories to investigate
the degree of inaccuracy. Second, differences in accuracy could reflect the fact that BMI
conflates fat mass with fat-free mass. Although we control for athleticism, differences in
musculature and bone density across groups could contribute to the observed patterns.
Therefore, other measures of body composition, such as the waist-to-hip ratio or subscapular
skinfold, were they available in our data, could provide different assessments of adolescents'
objective weight and, therefore, their accuracy. Third, the data are over 10 years old, but to our
knowledge, this is the only nationally representative dataset that includes important
confounders of weight perceptions and large enough subsamples of Latino/a and Asian
American adolescents to expand racial/ethnic comparisons beyond African Americans and
Whites. To confirm the applicability of our findings to adolescents today, we conducted

2Himes et al.(2005) also examined Asian-White differences with data from Minnesota, but with a slightly different focus. They examined
linear differences between adolescents' self-reported BMI and objectively-measured BMI, but did not find a significant difference between
Asians and Whites for either sex.
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supplementary analyses with the Youth Risk Behavior Survey (YRBS) of 2007 and find that
the general patterns regarding weight perception accuracy have not changed significantly over
the last decade.3 This provides us with greater confidence about the relevance of our findings.
Finally, the results are based on one question about weight perceptions and racial/ethnic groups
may attach different meanings to specific terms. Focus groups conducted with African
American, Mexican American and White youth suggest that African Americans and Mexican
Americans use different descriptors for healthy weight, including having “meat” or

“curves” (Center for Disease Control and Prevention, 2000). Future research can build from
these findings to explore normative evaluations of weight and how they differ across racial/
ethnic groups.

Despite these limitations, the current analyses shed new light on sex and racial/ethnic

differences in weight perception accuracy with the goal of identifying which adolescents may
be at greatest risk of the problematic consequences of perception inaccuracy. This information
is critical for targeted interventions aimed at preventing unhealthy weight control practices and
obesity-related morbidity and mortality. Findings may be particularly useful for physicians to
better identify which patients are most in need of education and advice regarding their weight.
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Table 1

Weighted Descriptive Statistics for the Study Sample (N = 12,789)

Mean or % Std. Err.
Weight Perception
Underweight 15.7% -
About the Right Weight 54.3% -
Overweight 30.1% -
Objective Weight
Underweight 3.6% -
Normal 67.8% -
Overweight 15.1% -
Obese 13.5% -
Perception Accuracy, with Allowable Margin of Error
Underestimate 18.0% -
Accurate 70.5% -
Overestimate 11.5% -
Sex = Male 47.0%
Race/Ethnicity
White 68.3% -
Black 14.9% -
Mexican 7.1% -
Other Latino 5.0% -
Asian American 3.9% -
Native American 0.1% -
Age 15.95 0.11
Parent Obesity
Two Obese Parents 5.4% -
Only Mom Obese 13.0% -
Only Dad Obese 4.8% -
Neither Parent Obese 76.8% -
Any Athletic Involvement = 1 69% -
Parents' Education 13.18 0.12
Family Income 2.14 0.06
USborn=1 93.4% -

Womens Health Issues. Author manuscript; available in PMC 2010 September 1.

Page 10



Page 11

Martin et al.

"sal10Ba1e0 JyBram ussmiag siulod-1nd [ealul]d syl Jeau syybiam aAIalqo Yiim S1usdss|ope 10) 10l Jo uibiew e 10j SMO|Je AJeIndde Jo uo

‘A10Ba1ed Jybiam awes sy ul SA0g 03 aAIB|a] 81eIN2k Bulaq Jo pooy|1ex1] 118y Ul (TO> d) Jualapip Ajjuediiubis ase sp9
*

'S19S elep paindwil 8Ly ay) ssoJde s,N abelane ay) aJte s,N aulodal sy ‘suolneindwi SSoloe JusISISU0d Jou ate s,N ay1 pawndwi Ajdnnw si erep ayl cm>_0m

149p 8y 30N

"Z pue T SaABAN ‘(U3eaH PPY) Yi[esH 1u80s3jopy J0 ApmiS [eulpniiBuo [euonen :321n0S

106 9%0°00T - 969'6.%¥'0C 95900
S8 %0°'00T - %0°TS%0 6 Wbramiano
vSS'y %0°'00T %0°L %S'0L%Y'CC 1yB1am [ewIoN
A% %0°00T %v'6C 9%9'0L- yBramiapun
shog
689 %0°00T - L Y05°26%5°L 85300
98 %0°'00T - » Y09'6L051°0¢ Wbramiano
Sov'y %0°'00T %2'€T %6'99%6'6 yB1am [ewIoN
Lve %0°00T %0'¢C 9%0'8L- Bramiapun
S
065'T %0°L6 - %6 T8%T'GT 35300
189'T %0°00T - %6 79%T 'GE Wbramisno
656'8 %0°'00T %671 %68'89%'9T yB1am [ewoN
655 %0°00T %G'9¢ %S €L 1yBramspun
ajdwres ||n4
eN el 91ewW1saIsnO 81e4NJ0Vy/alew1saaapun

b1/ 8A193[GO pue XaS Aq suondsalad 81einddeu| Jo UoIdalId ay) pue suondadiad IYBIBAA 818IN20Y YIIM S1U8IS3|0pY SO abeiuadiad

NIH-PA Author Manuscript

¢ dlqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Womens Health Issues. Author manuscript; available in PMC 2010 September 1.



Page 12

Martin et al.

"|eAJBIUI BOUBPIIUOD ‘| ‘O1IE SPPO ‘YO :SUOIRINBIGY

'Z pue T saneM ‘(UieaH PPY) Y esH Judsa|opy 0 Apnis [euipniibuo [euolieN :82in0s

0210 (80°'1-25°0) GL°0 670 (e5'1-18°0) 2Tt 7050 (8T'1-2L°0) 260 ulog 's'n
8150 (£0'1-96°0) ITT GES'0 (v0°'1-26°0) 86°0 1660 (v0°'1-96°0) 00T awoou| Afiwe
7160 (¥0'T-96°0) 00T G990 (50'T-26°0) 0T 0080 (€0'1-86°0) 00T uoneanp3 siualed
LET0 (v0'1-€L°0) 180 GE9'0 (eT'1-28°0) 96°0 0ST'0 (e0'1-28°0) 260 BWaAJoAU| 1Ry Auy
6170 (92°'1-25°0) 680 89%°0 (€9'7-08°0) vT'T 1920 (82°1-1L°0) 96°0 85800 peq Aluo
9800 (12°7-96°0) 82T 0490 (e€'1-€8°0) S0'T AAN() (ev'1-96°0) ITT 85300 WO AJUO
G6€°0 (29°'1-€8°0) 9T'T 900 (Zrz-10m) 't 1900 (£9'1-86°0) 82T sjuaJed 95300 OM L
(8s3q O UaIRd JBYNIaN :4a1) A)ISaqQ [eiualed
1200 (66°0-16°0) G0'T GT00 (66°0-06'0) 76°0 1000 (86°0-16°0) G6'0 aby
€070 (15°'1-9€°0) ¥.'0 129°0 (66'T-2€°0) 080 12€0 (se'1-01°0) ¥.°0 UeOLIBWY dAIEN
92’0 (T2°'1-81°0) 9.0 2100 (88°0-9¢°0) 950 6T0°0 (v6°0-2t°0) 190 uelsy
1720 (60°T-89°0) 9T'T 716°0 (15°1-290) 0T Sr'0 (¥1°1-62°0) 80'T oure Y0
V70 (8T°'1-69°0) 06°0 27 40) (eT'1-29°0) 780 ¥ST'0 (eT'1-€L°0) 180 UBDIX3N
G950 vT'1-6L°0) G6°0 8€L°0 (LZ'1-98°0) €0'T G080 (€T'1-98°0) 86°0 soelg
(a1yn oune-uou :ja1) Adiuyig/eoey
- - 0500 (00'1-€8°0) 06°0 3eN
anfeA d (10 %56) do anfeA d (10 9%%6) do anjeA d (10 %56) do
(2Z19'9 =U) (LL1'9=U) (68L'2T=U)
skog SHID ajdwres |1n4

(68.'2T = N) SIU90S3|OPY dJeWaS

pue a[e|\ Joj pue ajdwes ||n4 sy Joj Aoeindoy uondsdlad 1yBiapn Bunoipald s|9POIAl Uolssaifiay o1siBoT s1eLBAIINA W) SINSaY
€ 9|qel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Womens Health Issues. Author manuscript; available in PMC 2010 September 1.



Page 13

Martin et al.

"AIIAITRU pUR 8WO2UI AJ1We) ‘UoIIeINpa Siualed ‘JUsWsAjoAul d138]yre Aue ‘Alisaqo [eiuaied ‘abe Joy u&w:_c«\m

‘|EAJSIUI BOUBPIIUOD ‘| O1IE SPPO ‘YO SUONRIABIGY

'Z pue T sanep\ ‘(YieaH pPPY) YesH 1usasa|opy 0 ApniS [euipnibuo [euopieN :82inos

8€L°0 (05°€-17°0) 0z'T 89€°0 (¥6°2-29'0) o't UedLIBWY AN
Sr70 (Lz'z-0L0) 9T 1/20 (e2'2-080) €e'T uelsy
1150 (£8'1-89°0) 9T'T L8E0 (T9°1-€8°0) 9Tl oune J8ylo
Gel0 (22°1-690) 60T iaad) (8v'T-¥8'0) AN URDIXaIA
8200 (¥6°0-€€°0) G50 G900 (€v'1-660) 6T'T UBOLIBWY UBDLYY
(811yM ouneT-uou :Ja1) AldIuYIF/8oeYy
shog
1970 (68'T-52°0) 890 orTo (60'2-92°0) €T UBOLIBWY AIEN
9910 (91°2-88°0) LET G000 (0Lv-2€T) 67'C uelsy
170 (0£'1-€5°0) €80 €ee0 (TT°2-8L°0) 82T oue Jylo
2LL0 (€5°T-€L°0) 90T 6ET0 (ze'2-680) er'T UedIXaN
9000 (68°0-87°0) G590 0000 (96'T-22'T) GS'T UBdLIBWY UBILYY
(8nyn ouneT-uou :yo1) Awatuypg/eoey
sHID
1180 (98°T-61") 260 G810 (e0'€-18'0) 95T UBdLIBWY SAIEN
G9T°0 (88°1-06°0) 0€'T LT0°0 (9v'2-60'T) v9'T uelsy
6790 (Lz'1-69°0) €60 €120 (09'1-06°0) 0Tt ouneT J8yio
8190 (T¥'1-08°0) 90T 900 (Lv'1-86'0) 0zt UBDIXaIN
0000 (08°0-L7°0) 190 0000 (z8T-€TT) €T UBdLIBWY UBdLYY
(8myn ouneT-uou :y81) Anojup3/eoey
0000 (ev"0-0€°0) 9e'0 0000 (2L2-002) €e'C 3N
a|duwes |4
aneAd (1D %36) le) anfeAd (10 %56) t<[e]
1S818N0O 1SaJdspun

2(682°2T = N) S1U82S3|0PY 3[eWa pue 3[e|Al Joj pue ajdwes [|n4 sy 4o} (suondadiad WYBISAA 818IN0Y SABH SNSISA) WYBISAA I8y L
91BWINSAIAAQ 10 91eWNSaIapuUN ,SIUSIS3|0PY Jay1ayA Bunoipald S|apolAl uoissalbay 91s1B0 [elLoUn|NIA S1BLIBAINIAl W) SINSaY
7 9|qel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Womens Health Issues. Author manuscript; available in PMC 2010 September 1.



Page 14

Martin et al.

*AlIAIIRU pUR BWO0dUl AjIwey) ‘Uo1eanpa Ssiuated ‘JUsWwaAjoAUl d18|yIe Aue ‘Alsaqo [ejuated ‘abe Joy umums._u,qm

0T 18 WURDIHUBIS 4 94 18 JURJIJIUBIS 4 :S1S8] 80URdIUBIS PajIel-0M |

sasayjualed Ul 10119 PIBPURLS ‘Z PUB T SOARAA ‘elep UleaH PpY JO sasAjeuy ;310N

1S20 (8€T-1€°0) S9°0 7€S0 (87'2-21°0) 990 251740) (z2'1-0€°0) 2L0 7150 (zoee-v10) LTC UBJLIBWY dAIBN

T€€0 (89'T-22°0) 090 €09°0 (85'z-02°0) 120 5200 (56°0-81°0) 890 1680 (erezeo) 80T uelsy

1€8°0 (z0z-950) 10T €5T°0 (8T°T-9€°0) G9°0 2890 (ezT-€L0) G660 182°0 (ov'T-€€°0) 890 oule J8yl0

1960 (06'T-15°0) 660 8890 (09°'1-61°0) 680 0900 (10'1-59°0) 180 0690 (68'2-67'0) 6TT UBDIX3N

0000 (99'0-92°0) 1O 0000 (22'0-8€°0) 250 GE0'0 (25'1-20T) vZ'T 1S€°0 (09°'7-2270) S9°0 UeOLIBWY UBdLYY
(8myn ounre-uou :ye1) Anolupa/eoRy

0000 (Le0-ST0) 20 0000 (s7'0-¥2°0) 2€0 5000 (0r'1-20T) T €520 (62°'1-8€°0) 0.0 3eN

anfeA d (10%%6) O anjeA d (10 %56) do anfeA d (10 %56) do anjeA d (10 %56) dO
(TTL'T=U) (188'T=u) (62L'8=U) (2ry =u)
35900 1yb1amianQ 1YBI1I9AN [eWION 1ybramaapun

e (68L'2T = N)

sal0681e0 1yBIa AN 9AN23[0O JUBIaKI Ul SIUBS3|opY Buowe 81eind0y 8y suondsalad IYBIsAA 1Yy Bunoipaid S|8pojAl aleLBARNA]
G 9jqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Womens Health Issues. Author manuscript; available in PMC 2010 September 1.



