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Abstract

Background—Chronic rhinosinusitis (CRS) has a broad range of co-morbidities. Due to a lack
of longitudinal studies, it is not known whether these co-morbidities cause CRS, are promoted by
CRS, or share a systemic disease process with CRS.

Objective—To determine the risk of incident disease within five years after a new diagnosis of
CRS with nasal polyps (CRSwNP) and without nasal polyps (CRSSNP).

Methods—We conducted a case-control study nested within the longitudinal cohort of primary
care patients in the Geisinger Clinic using electronic health record data. We evaluated incident
disease over 5 years in newly diagnosed CRSWNP and CRSsNP cases compared to controls using
multivariable Cox regression models.

Results—CRSsNP (n=3612) cases were at greater risk (HR, 95% confidence interval) than
controls for incidence of: upper airway diseases, including adenotonsillitis (3.29, 2.41-4.50);
lower aerodigestive tract diseases, including asthma (2.69, 2.14-3.38); epithelial conditions,
including atopic dermatitis (2.75, 1.23-6.16); and hypertension (1.38, 1.19-1.61). CRSwNP
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(n=241) cases were at greater risk for obesity than controls (1.74, 1.08-2.80), but CRSWNP was
not associated with other diseases.

Conclusion—The risk of other diseases associated with CRS adds to the burden of an already
highly burdensome condition, and suggests either that CRS promotes onset of other diseases or is
an indicator of systemic disease processes. Different patterns of association with diseases by CRS
phenotype may be due to CRSWNP sample size imitations or reflect a different pattern of disease
onset by phenotype. These findings have implications for screening guidelines and care of CRS
patients.
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INTRODUCTION

Chronic rhinosinusitis (CRS) is a highly prevalent and burdensome condition of the nose
and paranasal sinuses. In the United States CRS is estimated to affect 31 million people,
more than diseases such as asthma and diabetes.1~* Co-morbidities associated with CRS,
including asthma and chronic obstructive pulmonary disease (COPD), are highly
burdensome, and in some cases, associated with high morbidity and mortality.>=7 It is not
known whether these relationships are causal or the result of shared etiology. Observations
of co-occurrence might also reflect part of a natural progression of diseases, analogous to the
atopic march, whereby an exposure could initiate a systemic response and predispose
individuals to development of one or more diseases over time.8 Insights into the reasons for
the co-occurrence of disease with CRS could provide guidance on the prevention and
management of this highly prevalent disease.

There are a number of potential explanations for the co-morbidities associated with CRS.
Consistent with the unified airway model, the pathophysiological processes of CRS could
expand to involve other parts of the airways, leading to the onset of other airway
diseases.210 Defects in the epithelial barrier that may predispose individuals to develop CRS
could put CRS patients at risk for other diseases involving epithelial surfaces such as atopic
dermatitis and psoriasis.1112 Finally, exposure to inflammatory cytokines found in the
sinuses of CRS patients could increase the risk for inflammatory conditions outside of the
airway.13.14

Most of the studies that have reported co-morbid associations lack the longitudinal data
needed to assess the temporal relationship between incident CRS and other diseases, limiting
any conclusions about what accounts for these associations.>~":15 Retrospective electronic
health record (EHR) datasets provide the longitudinal data needed to study the natural
history of the occurrence of CRS relative to other diseases. We previously used EHR data to
determine what diseases precede a diagnosis of CRS. We reported that patients with CRS
had a higher prevalence of acute rhinosinusitis, allergic rhinitis, asthma, and other conditions
before diagnosis than controls.18 The objective of the present study was to use EHR data to
learn what diseases occur after a CRS diagnosis. We used longitudinal data from the EHR of
Geisinger Clinic (GC) to determine the risk of incident diseases within five years after a new
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diagnosis of CRS with nasal polyps (CRSWNP) or CRS without nasal polyps (CRSsNP) in a
primary care population.

iew

We conducted a case-control study nested within the longitudinal cohort of GC’s primary
care patients using EHR data. We identified patients with a new diagnosis of a CRS
phenotype (CRSWNP or CRSsNP) between 2004 and 2007. We then evaluated incident
disease over a five year period in the CRS cases compared to controls without CRS. Prior to
analysis we selected diseases with plausible pathophysiological links to CRS, including
upper airway diseases, lower aerodigestive diseases, epithelial diseases, systemic
autoimmune diseases, and conditions linked to inflammation, including heart and vascular
diseases. This study was approved by Geisinger’s Institutional Review Board.

Study Setting and Data Source

GC provides care to more than 400,000 primary care patients residing across a 44-county
region of Pennsylvania. The primary care population is representative of the general
population in the region. Age and sex distribution of the GC population is similar to that of
the census data for the region.1” We used EHR data available from 2001 to 2012 to identify
CRS cases and controls and compare these populations. All data used in this analysis was
extracted from the GC EHR.

Identification of CRS patients and controls

We confined our study to patients with an initial diagnosis of a CRS subtype between 2004
and 2007. To be considered an incident case, primary care patients had to have at least two
ICD-9 codes for a CRS subtype (CRSWNP — 471.X; CRSSNP — 473.X) associated with an
outpatient, inpatient, or emergency department encounter, with the first ICD-9 code
appearing between 2004 and 2007. A comparison group of primary care patients with no
ICD-9 code for CRS was frequency matched to each of the CRS subtypes on age strata and
visit year.

Outcome measurement: Incident disease

We evaluated associations between new diagnosis of CRS and incident development of
selected relevant diseases among patients with CRS and controls. For chronic conditions,
patients were classified as having a new diagnosis of disease if they had a disease ICD-9
code associated with at least two encounters (inpatient, outpatient, or emergency
department) in the record within 5 years following the CRS diagnosis, and the ICD-9 code
had not appeared in the record previously. For acute conditions, such as conjunctivitis, we
required only one ICD-9 code. Exceptions included hypertension, obesity, myocardial
infarction (MI), and stroke. We classified patients as having hypertension if they met any of
the following criteria: at least 2 hypertension diagnoses associated with outpatient
encounters; at least one antihypertensive medication prescribed in association with a
diagnosis of hypertension; or at least three measures of systolic blood pressure greater than
140 or diastolic blood pressure greater than 90. We defined obesity as a body mass index
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(BMI) = 30 kg/m?, calculated using weight and height data recorded in the EHR. Ml and
ischemic stroke were defined as at least one ICD-9 code associated with an inpatient
discharge diagnosis. To capture ischemic stroke we included codes for both ischemic and ill-
defined stroke.

Statistical Analysis

We used multilevel, multivariable Cox regression models to estimate hazard ratios for the
development of each incident disease for each CRS phenotype. Patient-level variables were
derived from EHR data and included age, sex, race/ethnicity (black, Hispanic, white),
smoking status (current, previous, never use), alcohol use (current, previous, never use),
socioeconomic status (SES) (ever vs. never on medical assistance), and BMI. Diabetes,
hypertension, and asthma status (each ever vs. never) were also included in the models.
However, the co-morbid variable was removed from the model when estimating the hazard
ratio (HR) for the same disease (e.g., diabetes was removed when estimating the HR for
diabetes). SES was a binary variable, where a patient was considered as residing in a
household with low SES if he or she used a medical assistance program as health insurance
for at least one healthcare encounter.18 Community-level variables, based on the geocoded
home addresses of patients, were also included in the model. A continuous community-level
socioeconomic deprivation score was derived using previously described methods and
community type was categorized as township, borough, or census tract.19 The community
type was taken as a random factor in the model to control the variability within each
community type. We tested the above variables for linearity. After determining the final
models, we further tested for effect modification by family SES, community-level
deprivation, age, and sex by adding cross-product (“interaction”) terms one at a time to the
final model.

The majority of cases had no objective evaluation of their sinus symptoms (e.g., sinus CT,
endoscopy procedure) recorded in the EHR. In the absence of objective testing, symptom
reporting can alter the likelihood of diagnosis. Thus, we conducted univariate analysis to
determine whether cases and controls differed in prevalence of co-morbid depression or
anxiety, as negative affect increases reporting of symptoms, regardless of the presence of
physical illness.19:20 However, no significant differences between cases and controls in
these diagnoses were observed. Therefore, in the interest of developing parsimonious
models, we did not include these diagnoses in our analysis.

Potential pathways between CRS and subsequent disease include exposure to medications
used to treat CRS. Oral corticosteroid (OCS) use has been linked to side effects such as
obesity and hypertension.?1-23 To distinguish between the effect of CRS versus the effect of
treatment for CRS on onset of incident disease, we created two variables to account for
OCS’s effect. The first variable was a binary variable to indicate an OCS prescription at
time of onset of post-morbid disease and the second variable was a continuous variable that
indicated the “intensity” of OCS prescription. The continuous variable was based on the
cumulative number of OCS prescription orders during the time between diagnosis of CRS
and onset of disease divided by the time interval. For conditions that have been linked to
OCS use, including hypertension and obesity, we added this variable to the model and
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assessed whether this addition impacted the association between CRS and post-morbid
disease.

Our final definition for CRS required that a patient have at least 2 ICD-9 codes associated
with outpatient, inpatient, or emergency department visits. We conducted sensitivity analysis
of our EHR-based CRS case criteria by repeating the statistical modeling across several
EHR-based definitions for CRS. First, we evaluated whether requiring at least one patient
interaction with GC (e.g., outpatient visit, inpatient admission) at least 12 months prior to
the incident CRS diagnosis changed our results. Next, we repeated our univariate and
multivariate analyses using several definitions that required evidence of CRS in addition to
the encounter diagnoses: a definition requiring at least one diagnostic procedure relevant to
CRS (e.g., sinus CT, endoscopy) prior to diagnosis; a definition that required the co-
occurrence of asthma; a definition that required the presence of aspirin sensitivity in the
EHR; and a definition that required the presence of both an asthma diagnosis and aspirin
sensitivity in the medical record.

Study Population Characteristics

We identified 241 patients who met the criteria for incident CRSWNP and 3612 patients who
met the criteria for incident CRSsNP between 2004 and 2007. We frequency-matched
CRSWNP cases to 240 controls and CRSsNP cases to 3567 controls. On average at the time
of the first CRS ICD-9 code, CRSsNP cases were 37.6 years of age and CRSWNP were 46.7
years of age. Nearly 60% of CRSsNP patients and 40% of CRSwWNP were women.
Approximately 13% of CRSsSNP cases and 4% of CRSwWNP cases had ever received medical
assistance during the study period. More than 97% of CRS patients were Caucasian (Table

).

Associations of CRSsNP with Incident Disease

HRs were evaluated for associations of new CRSsNP (n = 2026) compared to controls for
incident development of the majority of the 33 conditions we studied, adjusting for age, sex,
race/ethnicity, smoking, alcohol use, medical assistance, BMI, community-level deprivation,
community-type, and co-morbidities (Table 11). With the exception of sleep apnea, CRSsNP
cases were at significantly greater risk (HR, 95% confidence interval) than controls for
incidence of all of the upper airway diseases we studied, including adenotonsillitis (3.29,
2.41-4.50) and allergic rhinitis (2.72, 2.24-3.30). Similarly, CRSsNP cases were at
significantly higher risk for onset of all of the lower aerodigestive tract diseases examined,
including asthma (2.69, 2.14-3.38), COPD (2.14, 1.51-3.03), and gastroesophageal reflux
disease (GERD) (2.24, 1.85-2.72). Among epithelial conditions, CRSSNP cases had a
greater risk than controls for nearly all of the diseases studied, including atopic dermatitis
(2.75, 1.23-6.16) and conjunctivitis (1.56, 1.27-1.90). There was no association with
development of Crohn’s disease, however the incidence of Crohn’s in both cases and
controls was low. Incidence of systemic lupus and rheumatoid arthritis were also low in both
CRSsNP cases and controls. There were no associations with risk of development of obesity,
heart failure, stroke, or myocardial infarction. CRS was associated with development of
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hypertension (1.38, 1.19-1.61). (Figure 1) This association was not explained by OCS use,
as controlling for cumulative orders for OSC before hypertension diagnosis strengthened
this relationship (2.05, 1.76-2.39.)

Associations of CRSwWNP with Incident Disease

With the exception of obesity (1.74, 1.08-2.80), there were no associations of new diagnosis
of CRSWNP (compared to controls) with subsequent development of any other disease
(Table I11). The association with obesity is not explained by OCS use, as controlling for
cumulative OCS use between CRS diagnosis and onset of obesity strengthened the
relationship (2.13, 1.32-3.46). When the upper airway diseases were collapsed into one
category, there was a greater risk of disease among cases than controls (1.67, 1.23-2.26)
(Table IV). With only 241 CRSWNP cases, there were several diseases for which there were
fewer than 5 cases or controls, including adenotonsillitis, influenza, atopic dermatitis, and
rheumatoid arthritis. There were no incident cases of Crohn’s disease, ulcerative disease, or
lupus in CRSWNP or matched controls.

Exploratory and Sensitivity Analyses

To determine whether the relationships between CRS and other diseases changed based on
demographic factors (age, sex, race) or community factors (urban/rural, community type) we
added interaction terms to the models. These factors did not modify the relations between
CRS and incident morbidities (results not shown). Confining analysis to adult patients also
did not change these relationships. We conducted sensitivity analysis using alternative EHR-
based criteria for CRS. While the overall case counts changed, inferences and magnitude of
associations did not.

DISCUSSION

Our study determined that patients with CRS are at an increased risk for development of
incident disease within five years after a CRS diagnosis. To our knowledge, this is the first
study to evaluate post-morbid risk associated with airway, epithelial, inflammatory, and
autoimmune conditions in CRS and the first to study post-morbid risk at the phenotype
level. Our findings are an important first step towards understanding the temporal
associations between CRS and co-morbid disease. This study provides support for targeted
screening of CRS patients with the goal of determining whether aggressive treatment of
CRS can prevent the onset of these subsequent health conditions.

Patients with CRSsNP were found to be at increased risk for airway diseases, consistent with
the unified airway conceptual framework.® Similarly, we found an association between
CRSwNP and post-morbid upper airway diseases. There is already a large body of literature
that has reported the co-occurrence of CRS with other diseases of the airway, however many
of these studies are cross-sectional and, therefore, do not consider temporality, making
causal inferences impossible.>~7 One of the exceptions is our prior report on relationship
between CRS and pre-morbid conditions of the airway, or conditions diagnosed prior to
CRS, including acute sinusitis, allergic rhinitis, asthma, pneumonia, and GERD.1? Our post-
morbid findings, paired with these pre-morbid associations demonstrate the bidirectional
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relationship expected under the unified airway model, where the same system-wide effects
that put someone with asthma at risk for CRS, for example, could have the reverse effect.®

Diagnosis of CRSsNP was also consistently associated with epithelial conditions, such a
conjunctivitis, UTI, atopic dermatitis, and skin/soft tissue diseases. These epidemiological
findings complement genetic and immunological support for the barrier defect model, where
defects in barrier function serve as one of the primary causative mechanisms in the
pathogenesis of CRS.2425 We have reported an association between pre-morbid
conjunctivitis, UTI and atopic dermatitis and CRS. This bidirectional relationship is
expected under the barrier defect model, as the co-occurrence of disease under this model is
due to a common cause (i.e., systemic defect in the epithelial barrier.)10

While our findings provide support for the unified airway and epithelial defect models, they
call into question other previously posited explanations for associations. Based on prior
reports of a relationship between GERD and CRS, for example, it has been proposed that the
direct mucosal injury from refluxed or aerosolized acid resulting from GERD may trigger
CRS.26-28 Consistent with this theory, our previous work has found that GERD precedes the
onset of CRS.10 Our finding of post-CRS diagnosis risk of GERD does not negate the
potential role of GERD in the development of CRS, however the onset of GERD both before
and after a CRS diagnosis indicates that there may also be common causal pathway to these
diseases.

We did not find an association between CRS and post-morbid vascular conditions, other
than hypertension.® Chung et al. also recently reported a co-morbid association between
CRSsNP and hypertension using cross-sectional data. However, our findings on Mls and
stroke contrast with prior work by Kan et al., who recently reported an increased risk of
stroke within five years of a CRS diagnosis and Hao et al., who reported an increased risk of
myocardial infarction within three years.13:2% There are a few possible explanations for the
differences in our findings. First, both Kan’s and Hao’s studies were based on claims data,
while our study used data from an EHR system. Previous studies have demonstrated
differences in how diagnoses recorded in claims versus medical records have the potential to
produce different results even when similar methods are applied.30:3! Second, across the
three studies, three different methods of identifying CRS patients were applied. Kan
required one diagnosis in ambulatory care for CRS using an ICD-9 code of 473.0, 473.1,
473.2, 473.3, 473.8, 473.9. We required at least two encounter diagnoses using these codes,
but also included inpatient and emergency department diagnoses. Hao and colleagues
applied these codes but also included a code of 461 for acute sinusitis. Ours was the only
study to look separately at CRSWNP using ICD-9 code 471. Third, our case groups did not
differ from our control groups in terms of co-morbid diabetes, hypertension, asthma, COPD,
hyperlipidemia, or coronary artery disease at the time of CRS diagnosis, while cases and
controls in the other studies differed by several of these conditions. While Hao and Kang
controlled for these factors in their analyses, residual confounding may account, in part, for
their findings of stroke and Ml risk. The study populations also differed by race/ethnicity. In
both Kang’s and Hao’s study, over 98% of the population was Han Chinese, while more
than 97% of our study population was Caucasian. Significant race/ethnic differences have
been reported in the presentation of CRS and may account for the inconsistent findings
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across studies.13:32-34 Finally, our study focused on ischemic stroke as an outcome, while
Kang collapsed all stroke types.

While we suspect our analysis of patients with CRSWNP was underpowered for a number of
disease areas, we did find a modest association between CRSWNP and obesity.
Bhattacharyya also reported an association between obesity and CRS. Bhattacharyya studied
the relationship using cross-sectional data, therefore temporality of the conditions could not
be determined.® Qurs is the first study, to our knowledge, to report a link between
CRSwNP and subsequent onset of obesity. Potential pathways include side effects of OCS
used to treat CRSWNP or a reduction in physical activity that has been associated with a
diagnosis of chronic sinus disease.121-23 However, our analysis determined that OCS use
was not a mediator of the relation between new CRS diagnosis and incident development of
obesity.

While both patients with CRSWNP and CRSsNP were at risk for upper airway diseases, we
found different patterns of association with other diseases by CRS phenotype. In some cases,
the sample size of the CRSWNP may not have been adequate to detect an association. The
results may also reflect a different pattern of disease onset by CRS phenotype. Just as
allergic rhinitis precedes asthma in the atopic march, our studies indicate that asthma
precedes onset of CRSWNP.16:35 CRSsNP appears to have a different “march” pattern,
where asthma both precedes and proceeds a CRSsNP diagnosis. Differences in post-morbid
risk are consistent with other differences in CRS phenotypes, including inflammatory
profiles and treatment outcomes.36:37

Among the strengths of this study was the ability to test longitudinally and determine the
timing of disease onset relative to CRS diagnosis. This study design generates insights into
the pathophysiology of disease and provides some clarification as to the relationship
between CRS and other diseases. This is also one of the few studies to look at the risk
associated with both CRSsNP and CRSwNP separately, allowing us to observe differences
between these phenotypes. The study had several limitations, however. First, the study
population is nearly all Caucasian patients and there are known racial/ethnic differences in
CRS.32 Second, in order to study a population-based sample, we did not limit our study to
patients with objective evidence of CRS. Instead, we used an EHR-based algorithm. As a
result, there may have been a degree of case misclassification, both in terms of CRS status
and CRS phenotype classification. Sensitivity testing revealed that the method used to
identify patients, however, did not substantively change inferences or associations. If
misclassification of case status occurred, it likely would have biased our results to the null.
Future studies should repeat this analysis in a population-based sample of patients with a
CRSwNP or CRSsNP diagnosis confirmed using validated diagnostic criteria, rather than
EHR-based diagnoses. Finally, EHR data allows us to consider the temporal relationship
between the diagnosis of disease, diagnosis date is not synonymous with onset. Diseases that
appear for the first time in the record after CRS may have started prior to the CRS diagnosis.
Therefore, causal conclusions must be tempered.
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CONCLUSION

The risks associated with a new diagnosis of CRS have important implications for the
management of this disease. Differences in risk between phenotypes may be due to sample
size limitations but may also reflect differences in the natural history of the conditions and
support the notion that each of these phenotypes may be part of a different “march.” To
better tailor treatment to the CRS phenotype, further research should explore these
differences to gain insight into the unique sets of predictors and risks associated with
CRSsNP and CRSwWNP, and evaluate whether optimal CRS treatment can prevent the
development of these subsequent health conditions.
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BMI Body Mass Index

COPD Chronic Obstructive Pulmonary Disease
CRS Chronic Rhinosinusitis

CRSwWNP Chronic Rhinosinusitis with Nasal Polyps
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Figure 1.
Adjusted hazard ratios comparing incident disease among patients with CRSwNP and

patients with CRSsNP compared to control patients (dotted red line) GERD: Gastrointestinal
esophageal reflux disease; UTI: Urinary tract infection; COPD: Chronic obstructive
pulmonary disease

*p<0.05

Allergy. Author manuscript; available in PMC 2016 December 01.



Page 13

Hirsch et al.

Author Manuscript

191UN0OJUS BIBIYI|EAY BUO 1SE3| 18 10} 3oUBINSUI YB3y se swiedBoud aouesisse [2a1paw Paseq-pasu 4T JO SUO 41 3OUBISISSE [2IIPaL dARY O} nemu_wcooﬁ

150 | (w9 et (%) 0T 600 | @D Tty | (%en)eoy | (%) odwnu paoueIsisse [edlpaN
vL°0 (%86) 9€2 (%86) 9cC 200 (%26) €9v¢ | (%86) 8ESE (%) Joquunu ‘ueiseaned
2000 | (%vS) 0eT (%0v) L6 60 (%29) 6802 | (%8S) S0TC (%) Joquinu *ajeway
(%9) ST (%9) ST (%v) 9T (%€) L0T Gl<
(%vT) ve (%eT) 1€ (%) 652 (%2) 092 71-59
(%5T1) 5¢ (%5T) s¢ (%vT) 98V (%ET) €Lv ¥9-GS
(%02) 87 (%6T) 97 (%6T) 599 (%8T1) 6v9 S-St
(%712) 05 (%22) v5 (%LT) 965 (%.7) 1€9 r¥-GE
(%0T1) 2 (%eT) 82 (%11) 00 (%21) 9ev 7€-G¢
(%6) 22 (%01) €2 (%8) 882 (%8) 282 ¥2¢-GT
(%s) ¢t (%v) 6 (%T2) 261 (%12) vLL ¥1-0
660 A4 (%) Jquwinu ‘dnoJb ey
evo | (rern) 909y | (br8T)vLor | 200 | (S5Te) 6°8€ | (¥S'T2) 09°L€ (ps) ueaw :sxeak ‘aby
ove Ve 195€ 2198 squinN
anen | (ANMSHD selred anea-d | (dNSSHO sieired a|qeleA
-d 0] dNMSHD 01 payorew) dNSSHO
paydrew) syuelred
Sielred |0J1U0D
|041U0D

| 310eL

Author Manuscript

Author Manuscript

"$|043U02 paydreW pue ‘(X'€L17) dNSSHO Yyum siusied ‘(X T.Ly) dNMSHO Ynm sjusiied ay) Jo sonsUsoeIRyD

Author Manuscript

Allergy. Author manuscript; available in PMC 2016 December 01.



Page 14

Hirsch et al.

sisoubeip SYO Ja)e Sieak aAl) UIYLIM pasoubelp suonipuod pigiow-1sod pue snyels ased (XS 6-AD1) dNSSHD Jo suoleioosse paisnipe pue paisnipeun

Author Manuscript

7000> | (T9°T-6T'T) 8€'T 1000 > (rr8) 10e | (88°TT) 1TV guotsuauadAn
1000> | (€9'2-0L'T)2T'C 1000 > (sre)ezt | (19D Lz ayoepesH
€0 | (ez1-56'0) 80T v0°0 (czsm) evs | (e0LT) 619 Ausaqo
vz0 | (¥5'T-06'0) 8T'T 6T0 (262) 0T | %9v°€) GeT ySeREld
99°0 (T9'2-¥50) 6T'T GE0 (teo) 1T (¥v'0) 9T SIUyLe plofewnayy
260 | (oe'8-ST0)OT'T 99°0 (900) ¢ (800) € sndn| a1wsisAs
1000> | (TLT-TET) 0S'T 1000 > (72'0T) €8¢ | (GL'9T) G09 | suonIdjul BNSSIY YOS/UIS
900 | (eL'e-,6'0)06'T v0'0 (9g0) €1 (cL0) 92 SIM|09 BAIRIRIIN
960 (8T'v-92°0) ¥0'T 860 (TT°0) ¥ (TT0) ¥ 8seasIp S,uyold
100 | (9T°9-€CT)IGLC 2000 (cz0)8 (s20) L2 sniew.ap a1doly
7000> | (€8 T-¥€'T) LT 7000 > (e6'2) €8z | (va'eT) 5w A
1000> | (06'T-L2T) 95T 1000 > (6v'v) 09T | (9€2) 992 siARounfuo)
110 (¥9'1-56'0) G2'T L00°0 (z52) 06 (e9€) TET ezusnjul
7000> | (cL2-S8T)v2T 1000 > (9zv)zsT | (sL6)zse zQ¥30
1000> | (6L°T-T2T) L¥'T 7000 > (e8v)eLt | (Sv°2) 692 smyouoig
1000> | (€8 T-¥¥'T) 29T 1000 > (tren) zev | (25'6T) S0L ejuowinaud
7000> | (8'€-+12) 692 1000 > (9827)zot | (19°8) T1E geuiusy
v70 (89'1-8'0) 9T'T vE0 (18'1) ¥§ (08'1) 59 eaude doa|S
1000> | (05¥-Tv'2) 62°€ 7000 > (s vs | (eeg)eeT ISUOJOUBPY
1000> | (S5T-G2'T) 6€'T 1000 > (59'9T) ¥65 | (0z'€2) 8€8 azaaymydup [eseuisod
1000> | (v9°'L-€2'¥) 89'S 7000 > (6v'1)es | (8z'8)66C SIHUIL 91U0IYD
1000> | (0£€-¥2'2) 2L'C 1000 > wov) vv1 | (20'TT) 86€ smuiyJ a1bs| v
7000> | (96 T-25T) €L'T 1000 > (1z'11) 207 | (91'6T) 269 zlan sy
1000> | (60°Z-6¥'T) 9L°T 1000 > (e0'9) 5Tz | (S8'0T) Z6E elpaw sino
1000> | (65T-92T) Tv'T 1000 > (9T'v1) S05 | (eg6T) S0L snisnuisoulyl aINdy
anfeAd | [oles prezey anfeA-d (%) N (%) N uonIpuod
ey | S | el | RSV | e

Il a1geL

Author Manuscript

Author Manuscript

Author Manuscript

Allergy. Author manuscript; available in PMC 2016 December 01.



Page 15

Hirsch et al.

BLIYISE pUR ‘sa1aqelp ‘adAL DN ‘d3A ‘IING ‘JuelsISse [edlpaw ‘joyodle ‘Bunjows ‘A1o1uyia/adel ‘xas ‘abe Joy mc_Hw:_c<m

"BWIYISE pue ‘uoisualadAy ‘adAl ADIN ‘d3A ‘ING ‘@aurlSISSe [eIIpPaW ‘|oyodle ‘Buryows ‘Alo1uyia/aoes ‘xas ‘abe Joy Bunsnlpy

14

‘uoisuauadAy pue ‘sajaqelp ‘9dA1 QDN ‘d3A ‘IING (‘aduelsisse [edlpaw) SIS Ajiwey ‘sniels joyodle ‘sniels Bunjows ‘A1o1uyia/adel ‘xas ‘abe Joy mc:w:_u,qm

"aseasip Aleuownd 8AI9NJISCO 21UOIYD :AdOD ‘Uondajul 10en Areunn LN ‘esessip xnjyai [eabeydoss jeunssuionses :ay3o ‘uondajul Alojesidsas saddn ”_W_DN

*MOJ90 PBIOU 8SIMIBYIO SSBJUN — BLUYISE pue ‘uoisuspadAy
‘sajaqelp ‘adA1 Ajlunwwiod ‘uonearidsp Alunwiwod ‘(JNg) Xapul ssew Apog ‘aduelsisse [ealpawl ‘sniels [oyodje ‘snyels Buijows ‘A11o1uyla/aoel ‘xas ‘abe 1oy Bul|jos1uod ‘|apow uoissaifbial X0 wouy \%:ﬁ.s.gH

1000> | (€0e-15'T) ¥T'Z 7000 > (cem) v | (s882)voT 2dd0od
6£0 (LTZvL0) 12T S0 (02°0) 52 (98°0) 1€ 80,15 21WBYOS|
660 (29'1-19°0) 66°'0 76°0 (06°0) 2€ (16°0) €€ uonaeyul [eIpIedoAN
S7'0 (99 T-2€0) €L°0 99°0 (9g0) €T (0g0) 1T ain|iey LesH
anfeAd | [onel prezeH anfeA-d (%) N (%) N uofpuod
posnipy asenbs-yd [ (29se=N) [ (e19e=N) piq Jow-1s0d

’ pasnipe-un S|0J1U0D sase)d

Author Manuscript Author Manuscript

Author Manuscript

Author Manuscript

Allergy. Author manuscript; available in PMC 2016 December 01.



Page 16

Hirsch et al.

sisoubeip SYO Jaye sieak aAly uIylIM pasoubelp suonipuod pigiow-isod pue snjels ased (X' T 6-AD1) dNMSHD 1o suoneldosse palsnlpe pue paisnlpeun

Author Manuscript

060 (€97-€7'0) 90'T €50 | (rvot | (6e9) et ayoepeaH
200 (08'2-80T) ¥L'T ot0 | (evsm) e | (9T'T2) 1S Ansaqo
200 (80'T-900) 52°0 oo | (sre)e | (99T)v gSeiqeld
870 (6'7ST-0'0) 90°0 €0 (szT) e (tr'o) T Ul plojewunayy
i - - - - sndn| 21Wa1sAS
L€0 (ee'T-Lv'0) 6L°0 050 | (2v'ST) L€ | (82'€T) € | SuONIBJUI BNSSIY YOS/UIS
- - - - - SI11]0J BAIIRIRD|N

- - - - - 9sessIp s, uyoud

- - 0T (evo) T (tro) T siewlap o1dony
88°0 (26'1-1'0) 60 980 | (ee8)oz | (88°2) 61 ZHn
(040] (TL'1-92°0) £9°0 990 | (0092t | (STv)OT smAnounfuod
080 (85'6-81°0) 0E'T 0L'0 (91 v ezt e ezUdN|U|
800 (L2'5-16°0) 612 00 (sz€)6 | (og8) 0z zdd3o
010 (¥1'5-98°0) TT'C 110 (s2e)6 | (so) 2T shyauolg
960 (¥9'1-29°0) T0'T 650 | (evsm) e | (evim) ey ejuowinaud
850 (¢rv—v°0) 6ET o (952) 9 (88°€) 6 geusy
G50 (LSv-57'0) €V'T 650 (052 9 (zee) 8 eaude dos|S
99°0 (82'¥1-6T0) €9'T 020 (e80) ¢ weT) e SII[1ISUOJOURPY
G7'0 (86'T-vL0) 12T 6.0 | (2991) 0¥ | (LL:GT) 8¢ azasym/dup [eseulsod
200 | (SLvTT-2v'T) LLeT 9000 (ezvo)T | (sTV)OT SIIUIYJ 1uodyD
600 (8'7-06'0) 80°C 600 | (Tv)or | (882)61 stuiyJ 161311
020 (€5°228°0) vv'T 500 | @vor) sz | (0991) OF zZldn v
920 (S0'v-690) 29T 950 | (oog)er | (ez9)st elpaW snIO
810 (e2'2-98'0) 8€'T v00 | LTvT) e | (9T'12) TG snisnuisoulyl aINoy

anfeA-d
arenbs
-1Uyd (%) N (%) N
108 | pewnipe | (ovz=N) | (T¥2=N)
anfead pJezeH pesn(py -un | sdwod seseD | uonIpuod pigUOw-150d

lraiqeL

Author Manuscript

Author Manuscript

Author Manuscript

Allergy. Author manuscript; available in PMC 2016 December 01.



Page 17

Hirsch et al.

eUWYISE pue ‘sajaqelp ‘adAL ADIN ‘d3A ‘1Ag ‘Qurisisse [ealpaw ‘joyodfe ‘Burjows ‘Al1oIuyia/aoel ‘xas ‘abe 1oy mc:ms_u,qm

“euwiyise pue ‘uoisualiadAy ‘adA1 ADIN ‘d3A ‘1NG ‘eourlsisse [ealpawl ‘joyodje ‘Bumyows ‘AJoluyle/adel ‘Xas ‘abe 1oy mc:ms_u,qw

‘uoisuauadAy pue ‘sayagelp ‘adAl QDN ‘d3A ‘IING (‘eouelsisse [ealpaw) SIS Ajiwie) ‘snjels joyodje ‘sniels Buisjows ‘Aloiuyia/adel ‘xas ‘abe Joy mczms._u,qm

"aseasip Ateuownd 8AI9NIISCO J1UOIYD :AdOD ‘Uondajul 10e. Areulin (LN ‘eseasip xnjyai [eabeydoss eunsauionses :ay3o ‘uondsjul Alojesidsal saddn 14N

Author Manuscript

4

"MOJa0 PaloU 3SIMIBYI0 SSBJUN — BLIYISE pue ‘UoisusiadAy
‘sajaqelp ‘adA1 Ajlunwwiod ‘uonearidsp Alunwiwiod ‘(JINg) Xapul ssew Apog ‘aduelsisse [ealpawl ‘sniels [oyodje ‘sniels Buijows ‘A11o1uyla/aoes ‘xas ‘abe 1oy Buljjosiuod ‘|apow uoissaifial X0 wouy %:@S.QH

1.0 (z0'5-€€'0) 62T €50 L9mv (67'2) 9 adoo
81’0 (97°9-20°0) 9T°0 G20 (802) § (e80) 2 20418 1WLYs|
6T0 (¥8'T-20°0) S€°0 890 (Craks (€802 uonaJeul [eIpJesoAIN
£V'0 (15'6-8€°0) 06'T 870 (szT) € (202 s aln|re} LeaH
ST'0 (92-28'0) 05T v1°0 | (e8'01) 92 | (Ge°ST) L€ puotsuaLedAy
aneA-d
arenbg
-lyo (%) N (%) N
108 | pawnlpe | (ovz=N) | (T¥2=N)
anfeA-d pJrezeH posnipy -un S|011U0D sese) uo1}1pU0d PIqgJowW-1S0d

Author Manuscript

Author Manuscript

Author Manuscript

Allergy. Author manuscript; available in PMC 2016 December 01.



