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Abstract

Purpose—Estimate whether low to moderate prenatal alcohol exposure is associated with
selected birth outcomes.

Methods—Low to moderate prenatal alcohol drinking and effects on low birth weight, preterm
delivery, intrauterine growth restriction (IUGR), and selected neonatal outcomes were evaluated
among 4,496 women and singleton infants. Odds ratios (OR) and 95% confidence intervals (CI)
were calculated using multivariable logistic regression, controlling for confounding variables.

Results—Early pregnancy drinking was associated with reduced odds of low birth weight, OR
0.66 (95% CI 0.46, 0.96) and birth length < 10™ percentile, OR 0.74 (95% CI 0.56, 0.97).
Drinking during the first 3 months showed lower odds for birth length and head circumference <
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10t percentile, OR 0.56 (95% CI 0.36, 0.87) and OR 0.69 (95% CI 0.50, 0.96), respectively. Third
trimester drinking was associated with lower odds for low birth weight, OR 0.56 (95% CI 0.34,
0.94) and preterm delivery, OR 0.60 (95% CI 0.42, 0.87).

Conclusions—Our results suggest low to moderate alcohol exposure during early and late
gestation is not associated with increased risk of low birth weight, preterm delivery, IUGR and
most selected perinatal outcomes.
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alcohol; birth outcomes; low birth weight; preterm delivery; IUGR

Introduction

Alcohol use during pregnancy has historically been associated with a range of negative birth
outcomes and developmental effects that include fetal alcohol syndrome (FAS), alcohol
related birth defects (ARBD) and alcohol related neurodevelopmental disorders (ARND) [1,
2], often characterized at birth by facial dysmorphology, poor growth, and neurologic
functional and structural abnormalities, including reduced head circumference [3]. While
epidemiological research has delineated adverse effects of heavy or chronic drinking on the
fetus, reported effects of low to moderate prenatal alcohol which represents the majority of
exposures, are inconsistent. Previous studies have documented increased risks between
alcohol and infertility [4], miscarriage [5], stillbirth and infant mortality [6, 7], congenital
anomalies [8], low birth weight [9], reduced gestational age [10], preterm delivery [11], and
intrauterine growth restriction (IUGR) or small-for-gestational age (SGA) [8, 12, 13], but at
relatively higher consumption levels. Conversely, other research demonstrated no increase
in risk from light to moderate alcohol consumption for selected perinatal or developmental
outcomes [14-18], and several studies have reported reductions in risk of adverse pregnancy
outcomes, including a curvilinear effect for increasing levels of prenatal alcohol exposure
[9, 19-21]. A systematic review of low to moderate prenatal drinking reported lacking
evidence of increased risk for selected birth outcomes including IUGR, prematurity, birth
weight, and malformations [22] yet results overall were inconclusive.

Methodological difficulties related to study design, including retrospective exposure
assessment, potential exposure misclassification, and inadequate control for potential
confounders have resulted in limited high-quality analyses of low to moderate prenatal
alcohol drinking. The current study is a prospective investigation of alcohol use during
pregnancy and IUGR, low birth weight, preterm delivery, and other selected neonatal
outcomes among a cohort of 4,496 women and their newborns.

Materials and Methods

Sample

The study population included women enrolled in two related and almost concurrent
prospective longitudinal cohorts: one examining prenatal caffeine exposure and the other
investigating asthma in pregnancy; see Figure 1. Pregnant women were recruited from 56
obstetric practices and 15 clinics associated with six hospitals in Connecticut and
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Massachusetts during the period of September 1996 to June 2000. Study design for each
cohort was similar with respect to methodology, timing and content of structured interviews
[23, 24]. The final sample was restricted to singleton live births, yielding a total study
sample of N=4,496 for the current analyses.

All women completed a baseline interview prior to 24 weeks gestation. Information was
collected on multiple risk factors through the pregnancy, including comprehensive maternal
characteristics and potential confounding variables. Detailed pregnancy history was
collected, including pre-existing medical conditions. The postpartum interview was
conducted following delivery, typically in the hospital during the postpartum stay or within
1 month of delivery. Medical records for both the mother and infant were reviewed to
collect detailed information related to labor and delivery, selected medical risk factors and
potential confounders.

Exposure ascertainment

Alcohol consumption information was collected for specific months of pregnancy during
two study visits: baseline prenatal interview and postpartum interview. In the baseline
prenatal interview, participants were asked in detail about alcohol use during months 1-3 of
gestation, in addition to any alcohol exposure up to the baseline interview; median
gestational age at baseline interview was 14 weeks (range 6—24 weeks). During the
postpartum interview an assessment of drinking was completed for gestational month 7 and
the third trimester. Second trimester alcohol use was not assessed. For each beverage type
(wine, beer, liquor), women were asked how often they drank alcohol and how many drinks
they consumed during the specific time period. Using a previously established algorithm
[25], alcohol content values for each beverage were summed for a total exposure score
expressed as daily ounces of absolute alcohol (0z AA/day) for each month/trimester.
Drinking levels were categorized as: abstinent, <0.1 0z AA/day, 0.1<0.25 0z/AA day,
0.25<0.50 0z AA/day, 0.50<1.0 oz AA/day, and =1.0 oz AA/day. It is estimated that 0.5 o0z
(14g) AA/day is approximately equal to 1 standard drink; therefore, alcohol exposure
categories correspond approximately to: 0 drinks, <1.5 drinks/week, 1.5<3.5 drinks/week,
3.5<7 drinks/week, 7<14 drinks/week, and 14+ drinks/week. First trimester exposure was
categorized into: abstinent, drinking in month 1 only (with no subsequent drinking in
months 2 or 3), and other alcohol exposure during months 1-3. Binge drinking was
classified as consuming 4+ drinks at one time [26].

Outcomes of interest

Birth weight obtained from the delivery log was used to categorize infants considered low
birth weight (<2,500 g). Gestational age was based on last menstrual period (LMP) or an
ultrasound estimate if LMP was uncertain or inaccurate: 55.3% were confirmed by early
ultrasound, 37.2% based on LMP, and 7.5% based on a newborn clinical exam. Preterm
delivery was defined as <37 weeks. IUGR was classified as <10t percentile of birth weight
for gestational age according to 1999 US birth standards [27], adjusted for gender and
mother’s ethnicity. Birth length and head circumference were analyzed as continuous
outcomes using the lowest 101" percentile according to Centers for Disease Control and
Prevention (CDC) standards [28] to define low birth length and reduced head circumference.

Ann Epidemiol. Author manuscript; available in PMC 2016 January 01.



1duosnue Joyiny vd-HIN 1duosnue Joyiny vd-HIN

1duosnuely Joyny vd-HIN

Lundsberg et al.

Page 4

Additional clinical outcomes included: major selected congenital malformations [29]; Apgar
score <7 at 1 and 5 minutes; ventilation (including need for continuous positive airway
pressure, CPAP); placement in the neonatal intensive care unit, NICU (observation or
admission); and neonatal jaundice.

Potential Confounding Variables

Demographic covariates included maternal age, ethnicity, marital status, education, parity,
and employment. Smoking, caffeine intake, prenatal and multivitamin use, passive smoke
exposure, illicit drug use prior to conception, pre-pregnancy body mass index, work, and
exercise before and during pregnancy were also evaluated. Obstetric and medical variables
assessed included hypertension, preterm labor, bleeding during pregnancy, placental
problems, gestational diabetes, incompetent cervix, respiratory disease, maternal asthma,
induction or augmentation of labor, and infant gender.

Statistical Analysis

Results

Analysis focused on patterns of drinking throughout pregnancy in first and third trimesters.
Bivariate analyses were performed for selected maternal characteristics and alcohol
exposure compared to primary dichotomous outcomes of interest using the y2 statistic.
Multivariable analysis of prenatal alcohol exposure and birth outcomes was performed using
logistic regression modeling in PC-SAS 9.3 (SAS Institute, Cary, NC). Odds ratio (OR)
estimates for alcohol exposure were obtained for each assessment period and each outcome
of interest. Models were developed using multiple logistic regression with backwards
selection at a=0.10 level of significance, including the exposure of interest, potential
confounders, and independent risk factors. Final models included the selected measure of
alcohol exposure, indicator variable for study cohort, as well as confounding variables that
changed alcohol f estimates more than 10%. Continuous outcomes were analyzed using
generalized linear modeling and backwards selection at a=0.10 level of significance, with
transformation of the response variable using log base 10 to account for lack of normal
distribution.

Protocols for both investigations were approved by the Human Investigations Committee at
Yale University and all participating institutions. Written or oral consent was obtained from
each participant per the guidelines of the local human investigations committee.

Maternal alcohol exposure was most prevalent during the first month of pregnancy (29%),
and declined in the second and third months to 9% and 7%, respectively; median exposure
among women who drank during months 1, 2, and 3 was 0.070z AA/day (about 1 drink/
week), 0.030z AA/day (slightly less half a drink/week), and 0.020z AA/day (slightly less
than one-third of a drink/week), respectively. Alcohol consumption demonstrated a
curvilinear pattern, becoming less frequent following recognition of pregnancy, and then
modestly increasing through the third trimester, to 11% in month 7 (median consumption of
0.020z AA/day among drinkers, slightly less than one-third of a drink/week) and reaching
27% with any alcohol exposure during the third trimester.
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Selected maternal characteristics and first gestational month alcohol exposure are presented
in Table 1. Women drinking in month 1 of pregnancy were more likely to be nulliparous,
over age 25, Caucasian, married, normal pre-pregnancy body mass index (BMI) (18.5-24.9),
and completed higher education. A strong relationship is shown between caffeine (mg/day)
and alcohol consumption in month 1. Similarly, women smoking during pregnancy were
more likely to be drinking alcohol compared to non-smokers. Women who exercise, work
and take multivitamins are more likely to have consumed alcohol in month 1. Additional
associated maternal variables are presented in Supplemental Table 1.

The association between maternal characteristics and birth weight, preterm delivery, and
IUGR are presented in Table 2. Among the study cohort, 4.7% of infants were low birth
weight, 6.9% were delivered preterm, and 7.9% were diagnosed with IUGR. Risks of low
birth weight, preterm delivery and IUGR were increased among women who were
nulliparous, under age 25, with less than high school education, and smoked during
pregnancy; married and Caucasian women had decreased risk for these birth outcomes.
Women who were underweight (pre-pregnancy BMI <18.5) or reported caffeine
consumption, were at increased risk for low birth weight, preterm delivery and IUGR, while
exercise decreased the risk of low birth weight, and early prenatal vitamin use decreased the
risk of each outcome. Additional associations are presented in Supplemental Table 2.

Analyses to estimate the effect for early pregnancy drinking and birth outcomes are
presented in Table 3. Alcohol consumption among low to moderate drinkers in month 1,
evaluated as discrete levels of daily drinking (0z AA/day), does not confer any increased
risk compared to the non-drinking group. For first trimester exposure, drinking in month 1
only had a significantly lower odds for low birth weight, odds ratio (OR) 0.63 (95%
confidence interval (Cl) 0.43, 0.94). Tests for trend across level of drinking and low birth
weight were statistically significant for month 1 drinking (P=0.03) and first trimester
drinking (P=0.007). Low to moderate prenatal drinking up to the baseline interview was
associated with significantly reduced odds of low birth weight, OR 0.58 (95% CI 0.42,
0.80). Low to moderate drinking in early pregnancy was not associated with preterm
delivery or IUGR.

Following multivariable analysis, no increased risk from low to moderate levels of alcohol
drinking in the first trimester on selected birth outcomes was observed. Month 1 estimates
for levels 20.10 oz AA/day were stronger after adjustment, and early pregnancy drinking
showed a significant, yet attenuated, odds for low birth weight, OR 0.66 (95% CI 0.46,
0.96). Estimates do not demonstrate any increase in risk for preterm delivery or IUGR.

Third trimester drinking estimates were modeled to determine any differences in risk based
on timing of alcohol exposure (Table 4). Due to small cell numbers, analysis was limited to
evaluation of alcohol as a bivariate exposure: mothers who abstained or drank. Drinking in
month 7 demonstrated significant reduced odds of low birth weight; following multivariate
adjustment, the estimate is attenuated and non-significant. Third trimester drinking was
associated with a significant reduction in odds of low birth weight, and was statistically
significant following multivariate adjustment, OR 0.56 (95% CI 0.34, 0.94). Month 7
drinking did not appear to be associated with preterm delivery and adjusted estimates for
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third trimester drinking showed a decreased risk with preterm delivery, OR 0.60 (95% ClI
0.42, 0.87). No increased risk of IUGR is observed for month 7 or third trimester drinking.

Table 5 presents adjusted odds ratio estimates for early pregnancy alcohol use and selected
neonatal outcomes. Following multivariable analysis, alcohol exposure was not associated
with a significant increased risk for major congenital malformations, Apgar score <7 at 5
minutes, admission or observation in the NICU, or jaundice. In addition, low to moderate
drinking was not associated with an increased risk for reduced head circumference or
reduced birth length, markers often associated with fetal alcohol spectrum disorders.
However, month 1 drinking at =0.25 oz AA/day was associated with an increased risk of
need for ventilation, OR 2.10 (95% CI 1.16-3.79). Analysis of neonatal ventilation and
month 1 drinking stratified into higher drinking levels demonstrated that while drinking
0.25<0.500z AA/day showed a significantly increased risk, estimates for higher levels
(0.50<1.00 0z AA/day and =1.00 oz AA/day) were attenuated and not significant. Apgar
score <7 at 5 minutes, as well as 1 minute Apgar (not presented) show similar but
statistically nonsignificant increases. First trimester drinking in months 1-3 or drinking ever
in early pregnancy was associated with reduced risk of short birth length, OR 0.56 (95% ClI
0.36-0.87) and OR 0.74 (95% CI 0.56-0.97), respectively. Lower odds ratio estimates were
observed for drinking in months 1-3 and small head circumference, OR 0.69 (95% CI 0.50-
0.96). Analysis of continuous outcomes demonstrated longer infant birth length among those
women drinking in the first 3 months than among those who were abstinent, 20.3cm vs.
20.1cm ($=0.0031; p=0.02); newborns of women who consumed 0.10<0.25 oz AA/day in
month 1 had mean head circumference of 34.04cm compared to 33.77cm among those who
were abstinent (=0.0034; p=0.03); see Supplemental Table 3.

Binge drinking was also analyzed in this cohort. During month 1, 139 women (3%) reported
drinking 4+ servings on one occasion, and 159 (3.5%) reporting binge drinking during the
first trimester. Adjusted models for binge drinking in the first trimester, while imprecise, did
not suggest an increased risk for low birth weight, OR=0.64 (0.24, 1.69), preterm delivery,
OR=0.55 (0.22, 1.38), or IUGR, OR=0.75 (0.39, 1.44) compared to non-drinkers.

Discussion

Our findings provide no support for an increased risk for low birth weight, preterm delivery,
IUGR, and selected birth outcomes, consistent with earlier studies of low to moderate
alcohol exposure [14, 16, 17, 30] and a systematic review of low to moderate drinking [22].
Similar to a previous meta-analysis of low to moderate prenatal drinking and malformations
[30] we did not observe an increase in the risk for major congenital malformations. Risk for
reduced birth length, reduced head circumference, and lower Apgar scores was not increased
with low to moderate drinking in this cohort, consistent with an earlier analysis [17].
Previous studies have also reported significant reductions in risk of preterm delivery, low
birth weight, and IUGR with low to moderate prenatal drinking and a curvilinear effect [19-
21]. In the current analysis, significant reductions in risk were observed for low birth weight,
head circumference <10t percentile, and birth length <10t percentile with low to moderate
drinking. While an increased risk for neonatal ventilation was observed, stratified analysis of
drinking levels >0.50 did not demonstrate a dose-response effect. Whether this is a real
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association or owed to multiple comparisons is unclear. Previous report of an increased risk
for jaundice with maternal drinking [31] was not observed in our analysis; while rates of
jaundice in our cohort were lower than some literature reports [32], almost one-third of the
newborns were jaundiced overall. Earlier investigation using record linkage data
demonstrated increased newborn care admission among infants born to mothers with
alcohol-related diagnoses, however this represented a high-risk group [33]. We observed no
significant increase in NICU admission with low to moderate prenatal alcohol exposure.

Comprehensive analysis of alcohol exposure throughout the first and third trimesters of
pregnancy is a major strength of this study. Alcohol exposure was assessed in the first
trimester prospective to birth outcomes, avoiding potential recall bias. Second trimester
exposure was not assessed but is unlikely to have deviated in a meaningful way from the
first and third trimester assessments. Third trimester exposures were measured
retrospectively but concordance of results across trimesters suggests that recall bias was not
a major factor in third trimester reporting. Exposure assessment was objectively quantified,
included alcohol type, frequency, and volume, from which a validated alcohol score could
be constructed to determine daily absolute alcohol exposure [25]. In addition, we adjusted
for numerous potential confounders, collected primarily during prospective interviews.

There are several study limitations. The cohort was primarily of women reporting lower
levels of drinking during pregnancy, precluding evaluation of risk estimates for higher levels
of drinking. However, analysis of this cohort is important as it permits interpretation of
effects attributable to more typical levels of low to moderate alcohol exposure among
women of childbearing age. The cohort included a diverse population of urban and suburban
pregnant women from hospital clinics, community clinics, and private obstetrical offices,
supporting the generalizability of findings. Underreporting is a concern in studies involving
maternal alcohol exposure [34]; however 29% of women in this cohort reported some
alcohol exposure in month 1 which does not suggest underreporting, and exposure was
lower in months 2 (9%) and 3 (7%), reflective of drinking patterns prior to and following
pregnancy recognition. Prospective ascertainment of maternal drinking, including beverage
type, frequency, and amount, may improve validity of self-reported drinking [35, 36]; with
the current cohort, we assessed alcohol exposure both prospectively and by beverage type,
frequency and amount. Cohort follow-up continued until immediately postpartum, thus
evaluation of neurodevelopmental and pediatric outcomes previously reported [18, 37, 38]
was not performed.

Different standards used to define IUGR make it difficult to draw comparisons across
existing studies of prenatal drinking and fetal growth restriction. We constructed the most
widely used formulation: the lowest 101" percentile of birth weight for gestational age, and
did so according to the 1999 US birth standards [27], aligning with cohort recruitment from
1997-2001; percentiles were further adjusted for gender and ethnicity to refine population
standards. CDC standards (2000) establishing the lowest 10t percentile of birth length and
head circumference [28] were appropriate for the study period. While the potential for
misclassification exists, further multivariable analysis of birth length and head
circumference as a continuous outcome confirmed no risk increase with low to moderate
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levels of prenatal alcohol. Additional adjustment for gestational age within these models did
not materially affect risk estimates.

We also performed a sensitivity analysis for first trimester drinking and alcohol exposure up
to the baseline interview, to account for participants entering the study at different weeks
during early gestation. This analysis excluded those who completed the baseline interview
less than 9 weeks gestation and therefore could not provide exposure information for month
3. Both unadjusted and adjusted odds ratio estimates were similar in magnitude and
statistical significance was unchanged for all outcomes.

Reported lower odds ratio estimates may be attributable to a “healthy lifestyle” effect where
low levels of drinking are associated with specific lifestyles or behaviors. We observed that
low to moderate drinkers in month 1 were significantly more likely to consume
multivitamins and prenatal vitamins during the first trimester, work, exercise, and have
normal pre-pregnancy BMI. Women may abstain from alcohol for medical reasons (which
could increase risk); however, our analysis evaluated potential confounders in detail,
including maternal medical history and obstetrical factors. While the observed effect may be
due to unmeasured confounders, they would need to be protective and independent of
variables included in our multivariable models. Effects due to beverage type have been of
interest; previous analysis of supermarket transactions found an association between wine
and healthier food purchases [39]. Among the current cohort, wine was the predominant
source of alcohol, consumed by 68% of women drinking in month 1. Multivariable
modeling for beverage type did not demonstrate a significant increase in risk for low birth
weight, IUGR, or preterm delivery.

Specific birth outcomes investigated in this analysis, including IUGR, birth length, and
reduced head circumference can be hallmark features of FAS. We found no association of
low to moderate alcohol with these outcomes. Evaluation of infant medical records
identified two newborns with ICD-9 diagnostic code 760.7, defined as “Noxious influences
affecting fetus or newborn via placenta or breast milk.” One had no adverse birth outcomes
and exposure to 0.25<0.500z AA/day (approximately 3.5 to 7 drinks per week) in the first
trimester; the other newborn had IUGR, with head circumference and birth length below the
10™ percentile, yet no first trimester alcohol exposure. However, due to lack of systematic
evaluation of specific structural features and longitudinal follow-up to assess cognitive,
motor and neurological functioning, we were not able to specifically evaluate FAS or
ARND in this cohort.

Conclusions

National and international guidelines advise women to abstain from drinking during
pregnancy [40-43]. As lower level drinking represents a more prevalent exposure among
pregnant women especially before pregnancy recognition, scientific research regarding
lower level exposures is a priority; yet published study findings remain inconsistent and
qualitatively varied. This study adds to accumulating evidence regarding a lack of increased
risk from low to moderate maternal alcohol consumption during pregnancy, selected
perinatal outcomes and measures of fetal growth.
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Number of subjects approached, screened, and enrolled into the total cohort. Low to
moderate alcohol use in pregnancy and birth outcomes: Connecticut/Massachusetts, 1996—

2000.

Ann Epidemiol. Author manuscript; available in PMC 2016 January 01.



Page 13

Lundsberg et al.

(92ds @Ay (Lv) 6 (Lv) 6 (Lv1) sz (1L 9T T6T  pejesedas ‘paoionld
(€21 (zdse (T2 ve (ov) ov (6'6)GTT  (9°6L) L¢6 voTT  91buIs
10000>d (80)9z (22) L9 (6€)cer  (T9)06T  (06T) 065 (T'89) 6TTZ  ¥ITE  PalleIN
snieIs [epleiN
rne (N2 (ta)er (Tv) ve (Tv1)e8  (eLL) oSy €85 95300
(9m)s1  (T2)6T (s€)ce (59) 18 (ry1)eeT  (0°€L) L29 L26  wbemianQ
(zm)ee (€19 (ov)vor  (09)8ST  (08T)TL¥  (¥1'89) T6LT  LT9Z  Iublam [ewlioN
88000=d (60)z  (5€)8 (ca)s (6€)6 (som)8e  (zel) 691 1€ Wbemispun
(ew/B) 5lINg
(o9 (Mot (6e)oe (g9 05 (r'ze) S0z (6'9) €09 916 SIK+.T
(0112 (2 vs (7'v) v6 (69)8yT  (c81) 68 (6'99) GevT  T€TZ  SIAQT—€T
(w26t  (c2) 8T (22 11 (9v) 9 (gt0)16 (220119 26L  sweaker

70000>d (6T)2T (€T)8 (eT)8 (8T) 11T (e1) oy (¥°98) 2vs 29 sikzr>
uolyeanp3
(9mer (62 ee (L9)oy  (c9)0sg (T02) 291 (v°€9) 60S €08  Ge=
(tmot (e ve (7€) 0s (79) v6 (Tog)s6z  (9799) 926 G9¥T  SE>0€
(o)or  (sT) LT (e€) 8¢ (2'9) 99 (8'91) €6T  (8'TL) 9¢8 0STT  0£>G¢
70000>d (8T)6T (T2 22 (02 12 (ee) se (62) €8 (628) 228 2601 Sz
aby
(Lo)e (Dv (0€) 8 Ty 1T (o) sy (T'v2) 00T 0/  +€
(609 (cm8 (Tv) L2 (6¢) 92 (8sT)S0T  (T%L) T6Y €99 ¢
(oot o) Le (92) ov (T9) 6L (c91) €Sz (92L)8eTT  €SST 1T
v6200=d (LT)ve (2 Ly (008  (s9)6zr  (991)8ze (889)€9ET  T186T O
Aired
(eT)6s (22) 96 (ge)ssTt  (g9)sve  (romdeeL (cTL) €8T 960V
(00v12) (0v1>02) (02>5€) (§e>5T)  (GT1>) 0 (1aamysyjuLIp)
0072 00T>0S0 0S0>620 G2>0T0  0T0> 0 oePIvY 20
anpea-d 84nsodxa |oyoI|e J0 S|ans] eN onsiI8eIRYD

(%) u—T Yuuo Burjuua (Vv) 104yod|v anjosqy Aq 1oyod Apnis sy Jo sonsLaloeIRYD Pa)Is|es
Talgel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

; available in PMC 2016 January 01.

Ann Epidemiol. Author manuscript



Page 14

Lundsberg et al.

onvt (S ee (6'9) 1S (28) 9L (012) €81 (€°09) Ges T/8  S9A
10000>d (@D (T2 vL (62)voT  (Lv) 69T  (€ST)6¥S  (L'€L)6€92  6.S€  ON
T yauow asn ulwelAnnin
(900t  (9T1)6C (re)19  (8v) 88 (6'97) L0 (8'C/)SZ€T 0T8T  SAA
90000=d (8T)87 (52) L9 (9¢) v6 (6'9) 26T  (T91)9zy (T'0L)8S8T 0S92  ON
T Yluow 8sn UIWeNA |ejeusid
(e Wae6L (8€)9eT  (z9)20z  (08T)209 (¥'89) 162  6YEE  SOA
70000>d (€T (ST LT (92) 62 (¥e) 8¢ (211) €T (9°6L) 268 T¢TT  ON
jueuBaid Buiwooag aduls payIoAn
wnve (29 (ev)eor  (29)osT  (6LT)TEr  (929)829T  0TVZ  SOA
10000>d  (eTve (9T1) 2 (s)zs  (9v)s6 (Ly1)20e  (9'GL) €SST 8502  ON
jueubaid Buiwosaq souis as191ax3
(ty)er (g9 91 ¥a) L (z1e (g11) e (6'89) 20T €6z JalsawiL iy} pue 1siid
(te)ve (ev)oe (to)ee (o) se (con) 2. (T19)062 S/ Auo Jeisawi i
(60)8 (c2)1e (8'v) ¥ (59) 19 (821) 89T  (6°29) 2v9 66 Adueubaid aiopaq UND
10000>d (S0 ¥T  (¥'T)6E Lave  (weer  (gonesy (Evl)ovoz  vSlz  1enaN
Ai0isiH Bupjows
(ee)y  (29)2 (59) 8 (6v) 9 (9om)eT  (1T'69) G8 €t AepsBw +00g
6rer (922 (v 1T (€9 vT (comer  (899) LLT Goz  Aepysbu 66¢-0GT
(T ve (8229 v)vor (@9 vyT  (8L1)T6E  (599) 8SYT  €6Tz  AepysBwi 6yT-T
10000>d  (F0).  (TT)0Z (L1)ee (ev) 18 (ter)sez (52 eovT  888T 0
Ja1sawiLy 3s1y - (Aepysbuw) autayed
(te)e (000 (00)o (€9)9 (z9)s (v'8) 28 96 Jayio
(co)o (000 (92 (Crk4 (211) 6 (T€8) v9 Ll uelsy
FDer (e (smer  (eder (e8) 0L (r's8) 612 Zy8  dluedsiH
(So)z (TS (02) 8 (82) 11 (01D vy (528) 6eg 66€  UedLIBLIY UedLY oeld
10000>d (DT (L2 e8 (ev)Ter  (89) L0z  (667)G09 (0'G9) 286T  8YOE  UeIsedneD
Jaylow - Aoy
(00v12) (0v1>02) (02>5€) (§e>5T)  (GT>) 0 (1eamysyuLIp)
0072 00T>050 0§0>620 SZ>0T0 070> 0 qePIvY 20
anjea-d a4nsodxa |oyod|e Jo S|ans eN o13s1810BIRYD

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

; available in PMC 2016 January 01.

Ann Epidemiol. Author manuscript



Page 15

Lundsberg et al.

(+0¢g) 85800 :(6°62-G2) WbB1_MIBAO :(672—58T) WBIam [ew.ou (g 8T>)ybramispun ‘INg,

NuLp psepuels T 03 [enba Ajgrewixoidde si Wy z0 G0 {$89UN0 |0Y0I[e 3IN|0Sae =\

q

sanjeA Buissiw 0) anp N €10} 0} Wns jou Aew SIQUINN,,

(06)ey (ev1)29  (002)ve  (L92)Ger  (T°0€) TV 697  UONEUIGWIOD Ul SYULA
w9 Wwv)o9 (z9) 2 (0sa)ve  (0'19) €8 9eT Ko onbr
(s w9t (88)sr  (cem) iz (Tol)evt v0z Ao seeg
10000>d (TT)§  (§2)eT (52) 9 (eer)es  (992) 99¢ 8y Ko auim
adA1 abeianag
(Lo)e (2e6 (61)8 (sv) 6T (zer)es  (982) aee 9y SeA
€0T00=d (125 (1218 (2e)eyt  (L9)61z  (691)8¥9 (20L) 6892  T€8E  ON
Joge| wusield
(m)er  (TT)8 (92) 61 (09) L (Tim)9zT (2L ees 9L SOA
6TTT0=d (¢T)zr (€2)28 (2e)ter  (99)86T  (291) 6.6 (0TL) 61GC  L¥SE  ON
salagelp [euolelses)
waor OV (9v) 6T (6'v) 02 (re1)e9 (912 €62 607  SOA
11800=d (¢T)Sv (22) 98 we)ter (99212 (S91) 19 (T'TL) 09/  088€  ON
uolsuanedAH
1t a)sr (82) 12 (6'9) v¥ (9eT) eoT  (6'€L) GSS TSL  SOA
65.T0=d (€D (02 2L (2€)6et  (we)teT  (TL1)T09 (902)G8vC  22S€  ON
Bumods/buipasg
(r1)ee (02 aL (re)Ger  (Bv) 18T (291)96G  (F'2L) €99 6198  SAA
T0000>d (r2)er (L2 12 (8'€) og (T'8) ¥9 (zL1)9eT  (8'99) OCS 06.  ON
J81sawiL T BuniwonyeasneN
(00v12) (0v1>02) (02>5€) (§e>5T)  (GT>) 0 (1eamysyuLIp)
0072 00T>050 0§0>620 SZ>0T0 070> 0 o ePIvY 20
anjea-d a4nsodxa |oyod|e Jo S|ans eN o13s1810eIRYD

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

; available in PMC 2016 January 01.

Ann Epidemiol. Author manuscript



Page 16

Lundsberg et al.

(0'6) 9 66€ (2nte 101 (z'8) ee 0¥
vive0=d (¥'L) Le2 T90€ T0000=d (8'G)6/T 890 T0000>d (2€) .6 590€
(01112 16T (60T) Tz 26T (6'6) 6T 26T
(8'6) €TT 2STT (96)2TT  99TT (g2) .8 T9TT
1€000=d  (T'2) Te2 921€  T0000>d (2'G)ZLT  GETE T10000>d (€€)€0T  €€I€
(0'9) 62 6.5 (T'6) €5 €85 (z'9) 0g 285
(1) 89 226 (0'2) s9 826 (z¥) 6 126
(g'8) vzTC 6292 (09)6ST  0¥9z (Sy) 81T 1892
1%000=d  (8'TT) /2 622  Sv000=d (80T)GZ T€Z  S962°0=d (0'2) 9T 0€2
(1) oL 616 (T'9) 95 226 (97¢) €e 126
(T°2) 2sT GETZ (69) 92T  evle (ze)os EVTC
(5°2) 65 88/ (8'9) 5 96/ (ry) se 6.
¥2000=d (L'TT) €L ¥29  T0000>d (8TT)v. 629  10000>d (9'6) 09 629
(r'2) 18 708 (8'9) 55 108 (re) Lz 108
(0°2) €0t 9.vT (5'9) 96 6LYT €¥) 79 6LYT
(9°8) 66 VTT (8'9) L9 ¥GTT (zv) sv €STT
¥821°0=d (2'6) 96 70T  €S700=d (L'8) 26 ¥S0T  2€000=d (L9) 0. 870T
(1) oz 0.2 (T9)ze 1.2 (z9) 1T 0l2
(0'9) ov 799 (L) 1E 199 (0¢) 0z 999
(z9) 18 9GST (z9) L6 95T (9°¢) 95 T9ST
10000>d  (8°0T) ¥12 8/6T ¢IT00=d (0'8)09T  066T 0T000=d (0'9) 6TT  886T
(6°2) €5¢ 98YY (69)0TE  S6VY (Lv) 60z 88hy
onpen-d g% ¥ONI onend  (%)aLld N onend (%) Mg eN

NIH-PA Author Manuscript

UBDLIBW/-UBdLY Hoe|g
uelseane) ‘aMymM
Jaylow - Adiuyig
pajetedas ‘padionlq
a1buis
paLLie
smels [elel
85800
wbismIanQ
1yBiam JeuwLioN
WBramispun
(cw/B) 5lING
SIK+,T
sIk9T-€T1
sIeaA ZT
SIKZT >
uolyeanpg
+GE
SE>0€
0€>5¢
Ge>
aby
+€

Aired

HONI pue ‘AlsAlja@ Wia1aid ‘YBIaAA Yuig Mo pue safisLsIdeIeyd Jeulsleln

¢ ?olgel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Ann Epidemiol. Author manuscript; available in PMC 2016 January 01.



Page 17

Lundsberg et al.

(6°2) 65 8. (reT) 10T €S2 (58) ¥9 €5/
G966'0=d (6°2) 612 Gese  T0000>d (2'6)S8T  9YSE  TO00D0>d (8'€)GET  9v&e
(6°2) 062 289¢ (T2)e9z  ooLg et v69e
G5z.°0=d (€'8) 99 88,  09620=d (1°9)8Y v6L  10660=d (L) L€ €61
(1) 89 G/8 (99) 6% 9/8 (zv) L8 9.8
7615°0=d  (1'8) 682 v/S6€ T.800=d (2'2)09¢  16G€ 6967'0=d (8%)TLT  065E
(9°9) ozT 8281 (Tro)ert  9g81 (re) €9 vE8T
9700'0=d  (6'8) G€T 97 ¥6.00=d (S2)86T 859 2T000=d (§G)9rT €992
(9°2) ssz 15€€ (89) 62z  L9¢€ ey vt ¥9ee
255T°0=d  (68) 00T 6TTT  1859°0=d (2'2) 18 1ZTT  %080°0=d (9'G) €9 [Y4ns
(1'8) G6T STYZ (€9 vST  8eve (Ty) 00T Lzve
82€.°0=d  (8'2) 09T 2502 ¢80T'0=d (9'2)9ST  €90¢ 12900=d (€£9)60T /S0
(T°02) 65 762 (60T)2e  ¥6C (6'6) 62 762
(0'8) 8¢ €Ly (0'6) e Ly (02) g€ Ly
(g9) 19 9v6 (0°2) 99 056 (Le)se 616
10000>d  (2'2) 26T ¥§lZ  0v000=d (T'9)69T 0.2 T0000>d (T¥)2TT  +9.2
(9sT) 6T 449 (Len) it ver (8'6) T €zt
(T2) 61 992 (0'6) ¥Z 992 (8'9) 81 992
('8) €81 1812 (69)2sT  TO0ZC (8%)90T 06612
19000=d (T'2) ¥€T €68T 09000=d (2'9)ZTT  TO6T T15000=d (6°€) €L 1681
(€9)8 96 (rer)er 16 €L 96
2116 Ll (z9) v Ll @9 v LL
(0'6) G2 8€e8 (8'6) €8 443 (18) 89 V8
anpen-d g% EONI anend  (%)ald N onend (%) Mg eN

NIH-PA Author Manuscript

NIH-PA Author Manuscript

SOA
ON
Bumods/buipasig
SOA
ON
J81saWiL} T BuniwonseasneN
SOA
ON
T Yjuow asn ulwelARniA
SOA
ON
T Yjuow asn UjWe}A [ereuald
SOA
ON
jueubaid Buiwoaaq aouls paxJomn
SOA
ON
jueubaid Buiwooaq souls as191axg
Jalsawily piy) pue 1sii
AJuo Ja1sawiy 18114
Aoueubaid a1049q 1Ind
JanaN
AioisiH Bupjows
Kepysbw +00g
Kepysbuw 662-0ST
AKep/sbu 6yT-T
0
1158w} 38414 - (AepysBuwi) aulayyed
18Y10
uelsy

J1uedsiH

NIH-PA Author Manuscript

; available in PMC 2016 January 01.

Ann Epidemiol. Author manuscript



Page 18

Lundsberg et al.

(+0g) s2q0 *(6'62-52) 1uB1emIaN0 (6yz-5'8T) Jblem [euLiou :(5'gT>ublemipun,

Ano1uyis pue sapuab Joy pasnipe suois|buls SN 666T U0 Paseq YONI

q
sanjeA Buissiw 0] anp N [€101 01 WNs Jou Aew m_mgezcm

(2'01) ¥ 444 (oov) TLT 82V (G12)2z6 82y SOA

89200=d (9'2) z6C Zv8  T0000>d (0'€)LTT  €S8€ 10000>d (82)60T €986  ON
J0QeT] wislald

(82) L5 veL (¥'8) 29 9L (z'9) 8¢ 9eL SOA

9¢88'0=d  (6'L) 282 8GG€ OV00=d (r9)8zz  €/5¢ 0£050=d (9V)¥9T  €/5¢  ON
S91aCeIP [UOIIRISED)

(6'21) €5 1174 I T onw  TI¥ SOA

T0000>d  (v'L) 88¢ /88 T0000>d (€9)¥vz  v06E TO000>d (T'V)6ST  ¥0OBE  ON
uoisuanadAH

anpen-d g% EONI anend  (%)ald N anend (%) mg1  eN

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Ann Epidemiol. Author manuscript; available in PMC 2016 January 01.



Page 19

Lundsberg et al.

Joge| wiudsald ‘uoisuauadAy Yom ‘(T yauow) suiwelA fereuald ‘Buijows ‘IAIG ‘LMoyod Apnis ‘Anoiuyie ‘abe ‘Aired Joy paisnipe ”NNanc_
saljewour ‘Joge| widlald ‘uoisualadAy ‘auiayed iom ‘(T yuow) suiweA fereuald ‘Bunjows ‘NG ‘Hoyod Apnis ‘Auotuyis ‘abe ‘Ared Joy paisnipe ”mmovncs

salfewoue
‘Joge] wisaid ‘uoisuaniadAy ‘(T yiuow) sulwelARINW/sUIWeIA [ereuald YIom ‘Buiyows ‘aulapyes ‘Aoueubaid BurLinp as1olaxa ‘sniels [eliew ‘1oyod Apnis ‘Anoluyls ‘abe ‘Ated oy paisnipe ”mmovucm

uonaNpul ‘sajagelp ‘aLs ‘swajqoud [eyuadeld ‘X1A4a2 Jusiadwoaul ‘Buniwonseasneu ‘uoisuspadAy ‘Buipss)q ‘Buijows ‘NG ‘1oyod Apnis ‘Audtuyie ‘abe ‘Ared Joy paisnipe ”mﬂvnch
uonanpui ‘saljewoue ‘gls ‘wajgoad [eiuade|d ‘xiA1ed Jusladwodul ‘Burniwioneasneu ‘uoisuanadAy ‘Buipas)q ‘aulayed ‘Bujows ‘|G ‘Hoyod Apnis ‘Anotuyle ‘abe ‘Aied Joy paisnipe ”wmovucm
sa1ageIp ‘aLsS ‘wajqoud [eyusdeld ‘X1A1a9 Jusiadwosul ‘Buniwonseasneu ‘uoisusadAy ‘Buipasq ‘asn euenlew ‘auiayed ‘Buiows ‘NG ‘Uoieanpa ‘Loyod Apnis ‘Audtuyie ‘abe ‘Ared Joy paisnipe ”omovucn

uononpui ‘1spush
Jueul ‘swajqoad [ejuadeld ‘XIAJad Jualadwooul ‘salfewour ‘ioge| wuslaid ‘uoisuauadAy ‘(Aoueubaid Bulinp/aiogaq) asioiaxa ‘Buiows ‘ybiay ‘Uoyod Apnis ‘Anoruyis ‘ebe ‘Ared uoy paisnipe ”B._”vnco

uononpui ‘1apuab jueur ‘swajqoid [ejusdeld

‘XIAJ92 Jualadwodul ‘saljewoue ‘Joge] wualald ‘uoisusiiadAy ‘(Aoueubaid Bulinpyaloyaq) as1olexa ‘Buyows ‘uoiedanpa ‘sniess [elrew ‘ybiay ‘uoyod Apnis ‘Anoiuyie ‘abe ‘Aired Joy paisnipe ”moﬂvucn

salfewoue ‘uoisuauadAy ‘Joge] wisiaid ‘asn ulwenAnRnw ‘(Aosueubaid Burinpyaiogaq) asioiaxa ‘Buisows ‘snieis [eytew ‘ybiay ‘Uoyod Apnis ‘Anoiuyis ‘abe ‘Alired Joy paisnipe .oﬂvucm

vO'T-€9°0 T80 OT'T-69'0 /80 (€2)6TT GOT-090 6.0 20T-290 080 (09)86 960-9¥'0 990 080-¢r0 850 (£€) €S BuuLQ
1001 00T (g'8) 9g2 4007 00T (r1)zie o007 00T (55) 95T UBUNSY
ENENENTESIIR

02T-850 €80 2€T-690 S60 (82)9y 0ZT-1S0 6.0 +2T1T-090 /280 (¥9)/e TET-F0 8.0 $OT-TY0 990 (9€)Tz €T syow bunuug

80'T-/G0 6.0 €TT-€90 +80 (02)€9 GZT-€90 680 8TT-G90 880 (¥9)85 90T-€r0 290 ¥60-€¥0 €90 (¥'€)TeE Ajuo yyuow T
yoo't 00T (2'8) ove a00T 00T (g2) ST qo0T 00T (£9) 5T Waunsqy

Jaisawiy 3811
ETT-Zy’0 690 ¢rT-650 T60 (§L)€2  9ET-9¥0 6.0 6BET-€50 980 (¢9)6T CTT-v20 ¢S50 8TT-Z€0 <290 (cg)oT Rep/wv 205202
80'T-€€0 090 ETT-9€0 +90 (€9 €T  LyT-er0 6.0 €9T-650 860 (69)LT 9€T-¥20 2SO0 8271060 290 (€¢€)8 Rep/vv 2052:0>0T°0
GET-TL0 860 1€T-2L0 60 (6285 TST-¥L0 GSOT 22T-990 260 (99)8y 2ST-T90 960 OTT-6Y0 v.0 (8¢€)8e Kep/vv 20 0T'0>
00T 00T (18) 52 pooT 00T (T2) 922 2007 00T (15) 9T AUON

T puoN

10%S6 dOB 10%S6 dO0 (%) N 10%S6 dOB 10%S6 d0 (%) N 10%S6 dOB 10%S6 d0 (%) N
d4onI KIaAI[ap Wiseld WBBM 4G Mo

HONI pue ‘AIsAljpg wislaid Ybiapa yuig mo pue Buunig Aoueubaid Ajue3 Joy serewns3 paisnipy pue paisnipeun
g€9l|qelL

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

; available in PMC 2016 January 01.

Ann Epidemiol. Author manuscript



Page 20

Lundsberg et al.

Sa1[BLIOUR ‘BLUYISE [eulaiew

‘uoisuapadAy ‘(T yiuow) asn uiwenAnnwy/ereusld ‘(Aoueubaid aioaq Jeak) asn aureaod ‘Aoueubaid Bulinp asiolaxa YJom ‘Bujows ‘1oyod Apnis ‘[INgG ‘uorreanpa ‘abe ‘Ared Joy paisnipe ”mwomuch

S31jeWwouR ‘ewyise Jeulalew ‘Joge| wuaiaid ‘uoisuanadAy ‘Buipaslq Yiom ‘Bujows ‘1oyod Apnis ‘[INgG ‘uoreanpa ‘Anoluyie ‘Alred Joy paisnipe Hvomucm

uononpui ‘salagelp ‘gls ‘wajqoid feiusde|d ‘X1A189 Jusiadwooul ‘uoisuspadAy ‘Buipasiq Bupjows ‘1oyod Apnis ‘uoireonps ‘Alred Joy paisnipe ”mRmucU

uononpul ‘als

‘elUYISe [euaTRW ‘Sa1agelp ‘swiajqo.d [elusdeld ‘X1A192 usladwodul ‘Buniwon/easneu ‘uoisuanadAy ‘Buipasiq ‘Buiyows ‘1oyod Apnis ‘uoneanps ‘snieis [eldew ‘abie ‘Anotuyie ‘Ated Joy paisnipe ”@_Rmucu

uonanpui ‘Japuab Jueyur ‘swajqold [ejusdeld ‘Joge| wisiaid ‘uoisusadAy ‘(Aoueubaid Bulinp/aioyaq) asidsexa ‘Buryows ‘Loyod Apnis ‘wybiay ‘snyels feyew ‘Anatuyls ‘Alised oy paisnipe _NBmuco_

uononpui ‘1apush juesul ‘swajgoud [ejusderd ‘Joge wusiaid ‘uoisuauadAy ‘Buipas)q ‘(Aoueubaid Burinp/aiogaq) astadaxa ‘Burjows ‘Loyod Apnis ‘ybiay ‘sniess fearew ‘Auoruyie ‘Ared Joy paisnipe ”ommmucm

271890 160 2TT-990 980 (€28, /80-2v0 090 2L0-.€0 250 (6€)2yr ¥60-¥€0 950 850-220 9€0 (6'T)0C Bupjuuq
4007 00T (£8)8eT pooT 00T (g2 602 q00T 00T (09)erT  uaunsqy
Ja1sawiny pIyL
8'T-090 160 92T-850 S80 (T'2)T€ ¥rT-950 680 82T-¥S0 €80 (§9)¥2 6ET-€E0 190 680-€20 Gv0o (T2)6 Bupjuuq
3007 00T (Z8)¥82 2007 00T (59) L2z €007 00T (p)¥ST  ueunsqy
L puoN
1D%S6 HO® 10%S6 ¥O (%) N 10%S6 dOB 10%S6 dO (%) N 10%S6 dO® 10%S6 dO (%) N
donl KIaAI|3p Wisdld WBIBM 411 Mo

9N pue ‘A1sAlja@ wisisid ‘WBIap yuig mo pue BuiyuLiq JsisswiiL paiyL 4oy seyewns3 paisnipy pue paisnipeun
v a1qeL

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Ann Epidemiol. Author manuscript; available in PMC 2016 January 01.



Page 21

Lundsberg et al.

3)e|naJed 0} 3|qe JION=JOV¥N
1z SPIEpUEIS Ymoid 000z DD o pased djnusaad LIOT,

uolIssiwpe pue uoneAIasqo NDIN mmu:_o:_u

(dvdD) ainssaid Aemute aAIsod SNONUIIUOD pue UOIR[IUSA Uloq mmus_uc_o

gz Suonewlojjew Jenuabuod Jofew Jo uoniulep uo nmmmm_n
(0T6€=U ‘€00V=U '8TOF=U ‘200¥=U :L00p=U

‘9E0p=U :990p=U) SS0I0R ‘M3IAIBIUI BUIaseq 01 Buuuq (9G8E=U :/F6E=U :TIBE=U :G¥EE=U :056E=U :6.6€=U :6001=U) SSOIJL J31SaWLI IsiI :(Z68E=U :G86E=U :666E=U :£86E=U :886€=U :/TOY=U

'/ #0t=U) SS0I0€ T YIUOA| :S|9poW 3|qeLIeAl|NW palsnipe Ul papn|oul SUCITBAISSTO [€10] "salagelp [euonelsab ‘ewyise [euislew ‘uolreluswibne/uononpul ‘asessip paniwsue) Ajjenxas ‘swajqo.d [ewusoeld
‘XIAJ89 Judadwooul ‘uoisuauadAy ‘Buniwonseasneu ‘Buipas)q ‘apuab jurjul ‘waqold Alojesidsas ‘loge] wisiaid L0yod Apnis ‘asn auleaod ‘asn euenfiiew ‘ainsodxa axows aAlssed ‘asn UIWBIAINW pue
Jereusid ‘Y10Mm ‘as10Jaxa ‘BuIOLUS ‘aulayed ‘AldIuyle ‘sniels [elltew ‘[Alg ‘uoieanpa ‘abe [eularew ‘Aliied :S10108) YSII puR S18punosuod [enusiod Buimojjol sy Jo uoieBISaAUI papn|oul S|apow _uam:._n,qm

T0T7T-990 180 /60950 ¥.0 €CT-¢60 90T €CT-180 660 08T-¥80 €T 0V¢650 6TT 097980 LTT Buniuna
00T 00T 00T 00T 00T 00T 00T uaunsqy

MSIAIRIUT duljaseq 01 dn bunjulg

96'0-0S0 690 /80-9€0 990 GE€ET-880 60T TIET-0L0 960 L6T-¥90 CUT  EVE8Y0 82T 96T-€80 8T €T sywow Bupuug

82'T-LL'0 660 LZ'T-/90 ¢60 TC¢T-980 TOT 8ET-¥80 80T 00¢-T180 LT 99'¢-Lv'0  ¢T'T LST-€L0 10T Ajuo yruow 3T
00T 00T 00T 00T 00T 00T 00T jusunsqy

UUTIP 131SaWH L 35115
¥2'1-95°0 €80 O0CT-T¥'0 0.0 LET-6L0 TOT 6LT-/80 GCT 6L€9TT 0T'c 829980 ¢€¢ TLT-LL0 GTT Rep/vv 20 G2'0=<
GZ'T-6¥v’'0 8.0 ¢€1-8€0 TLO0 O0CT¥90 /80 60T-I¥0 190 61T-L00 8¢°0 OVN - 207590 02T  Aep/wv 20620010
r'1-€80 80T ¥9T1-8.0 OTT <Z¢1-260 LTT 9¥'T-980 <CTT TE€C680 EV'T  ¥8€-.90 T9T 09T-0rF0 8.0 Kep/vv 20 0T°0 >
00T 00T 00T 00T 00T 00T 00T SUON

BUUTIP T JIUON

1D%G6 dO® 10%S6 HOB 1D0%G6 HOe 10%S6 dHOB  1D0%GS6  dOB  10%S6 dO® 1D %G6 dOe :se1ewnss paisnipy

(0'¥T) 925 (0'8) 8ee (8'82) 0€ZT (e21) 615 (e€) 6ET (on 1w (r'v) 06T :(9%) U 8wWooINQO
590UBIRJWINAIID guibusT yrig soIpuner pNOIN odVdOuonemusaA - (2>) Ul G Jefdy gSuonew.Iofew
peaH lenuabuod aolen

ePunjuLip Aourubaid Aj1ea pue sainseaw [eIIUID Pa19|3s 10} Satewnss paisnipy

G 9lqel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Ann Epidemiol. Author manuscript; available in PMC 2016 January 01.



