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Abstract

Background: Approximately half of US adults have hypertension, with only 1 in 4 having it
controlled. Regular visits to primary care can assist with managing hypertension. We estimated the
number of US adults aged =18 years with self-reported hypertension reporting primary care visits
within the last year.

Methods: Using the 2023 National Health Interview Survey (NHIS) we identified respondents
who reported a hypertension diagnosis. Among this population we calculated the percentage
and numbers who reported primary care visits in the last year by select demographic and
socioeconomic covariates.

Results: Our analytical sample of 10,953 US adults with self-reported hypertension represented
81.9 million adults nationally. Overall, 91.6% (95% CI: 90.7%, 92.3%) of US adults with
self-reported hypertension reported primary care visits in the last year, representing 75 million
nationally. Adults aged 18-44 years had the lowest proportion of visits to primary care by

age, 82.3% (95% CI: 79.0%, 85.3%). Males (90.1%, 95% CI: 88.8%, 91.3%) were less likely
than females (93.1%. 95% CI: 92.1%, 94.0%) to report visits. Among those with no insurance
coverage, only 79.8% (95% CI: 75.3%, 83.8%) reported primary care visits in the last year.

Conclusion: Over 90% of US adults with self-reported hypertension reported a primary care

visit in the previous year, representing important opportunities to manage hypertension.
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Introduction

Hypertension’s health and economic burdens in the United States (US) are large, prompting
attention to improved hypertension management.? Approximately half (120 million) of US
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adults have hypertension -- systolic blood pressure =130 mm Hg, diastolic =80 mm Hg,

or take antihypertensive medication.23 In 2021, the annual medical cost for people with
hypertension was approximately $3000 higher than for those without. National medical
costs among individuals with hypertension account for an estimated $131 billion in annual
health care expenditures.®

Hypertension control is key to addressing the health and economic burdens associated with
high blood pressure. Effective control of hypertension significantly reduces the risks of
all-cause mortality and of cardiovascular disease (CVD), with similar benefits observed
across patient populations.® Access to primary care can support hypertension awareness and
control.” Within primary care, team-based care, where physicians, nurses, and pharmacists
coordinate care can enhance hypertension management and support patients in achieving
hypertension control.8

However, only one in four US adults with hypertension meets current American

Heart Association (AHA)/American College of Cardiology guidelines for hypertension
control.3:910 |_everaging existing engagement in and increasing access to primary care
settings are critical to improving hypertension control and subsequent health outcomes. 1711
To quantify opportunities for managing hypertension, this study estimates the percent and
number of U.S. adults with hypertension reporting primary care visits within the past year.

We used data from the 2023 National Health Interview Survey (NHIS) sample adult
interview. NHIS is a cross-sectional, nationally representative multistage probability sample
survey of civilian, noninstitutionalized US adults aged =18 years administered annually by
the National Center for Health Statistics (NCHS).12

Study Population

Our study sample included adults aged =18 years with self-reported hypertension defined as
respondents reporting that they had ever been told they had high blood pressure by a medical
professional.

Outcome variables

Our primary outcome of interest was reporting a primary care visit within the past year. This
outcome was constructed from three questions in which respondents indicated when they
last saw a doctor, if that was a primary care visit, and how long it had been since that visit.
A primary care visit was defined as one that “typically includes: blood pressure, cholesterol,
and blood sugar checks, height and weight measurements, and vaccinations. The doctor or
other health professional may also discuss topics related to your health.”

We also examined usual place of care for adults aged =18 years reporting hypertension.
Respondents were asked “Is there a place that you usually go to if you are sick and need
health care?”. Respondents not responding “no” were asked, “What kind of place do you
go to most often: a doctor’s office or health center; an urgent care center or clinic in a drug
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store or grocery store; a hospital emergency room; a VA Medical Center or VA outpatient
clinic; or some other place?” “Some other place” which was combined with “Does not go to
one place most often” and respondents who reported no usual place of care into a single “no
regular place of care” category.

Results were disaggregated by selected covariates. We categorized race and ethnicity as
Hispanic, non-Hispanic (NH) Black, NH White, or NH Asian, and NH Other (including NH
American Indian or Alaska Native [AlI/AN], AI/AN and any other group, and Other single
and multiple races). Hispanic ethnicity included all races; other racial categories represent
only non-Hispanic ethnicity. Age was categorized as 18-44, 45-64, and =65 years. We
reported outcomes by sex and combined sex and age group. Urban-rural status was based

on residential location using a modified 2013 NCHS Urban-Rural Classification Scheme for
Counties. Locations were classified as large central metro, large fringe metro, medium and
small metro, or nonmetropolitan. Insurance coverage was categorized as no coverage, private
insurance, Medicare/Medicaid, or other insurance. We categorized educational attainment
as: less than high school graduate, high school graduate or GED, associate’s degree or some
college, and bachelor’s degree or higher. Finally, we constructed a history of CVD variable
by combining respondents who reported that they had been told by a healthcare provider that
they had a heart attack, stroke, angina, or coronary heart disease.

Overall and by each covariate, we calculated the proportions and 95% confidence intervals
(CI) for reporting primary care visits in the past year and usual place of care. We also
calculated national estimates for the numbers of adults with self-reported hypertension

who did and did not report primary care visits in the previous year. We used chi-squared
tests to test for differences between the proportion reporting primary care visits for each
covariate. All analyses used survey weights and clusters as defined by NCHS to represent
non-institutionalized US adults aged =18 years.12 Results were suppressed using the NCHS
standards for presenting proportions.13

Analyses were conducted in R 4.1.0 (R Core Team, Vienna, Austria) using the Survey
package.14 This analysis of publicly available, deidentified data did not require institutional
review board approval.

The 2023 NHIS adult sample included 29,522 respondents. Of these, 11,094 (37.6%)
respondents reported hypertension. Among those with hypertension, 141 respondents had
missing data for at least one covariate, leaving a final analytic dataset of 10,953 respondents
with self-reported hypertension, representing 81.9 million US adults.

Overall, 91.6% of adults with self-reported hypertension (95% CI: 90.7%, 92.3%),
representing 75.0 (95% CI: 72.6, 77.5) million adults, reported a primary care visit in the
past year (Table 1). Approximately 6.9 million (95% CI: 6.3, 7.5) adults with self-reported
hypertension did not report primary care visits in the previous year. The percentages

Am J Hypertens. Author manuscript; available in PMC 2025 July 21.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Pathak et al.

Page 4

reporting primary care visits varied by race and ethnicity (p<0.01). The highest proportion of
adults with self-reported hypertension reporting primary care visits in the past year was NH
Black adults (93.3% [95% Cl: 91.2%, 95.0%]) and the lowest was among Hispanic adults
(88.5% ,95% ClI: 85.4%, 91.1%).

Age and sex were both associated with primary care visits in the past year. Adults aged
18-44 years with self-reported hypertension reported the lowest percentage of primary care
visits (82.3%, 95% CI: 79.0%, 85.3%); approximately 2.5 million (95% ClI: 2.1, 2.9) adults
in this age group with hypertension did not have a primary care visit in the previous year.
Males (90.1%, 95% CI: 88.8%, 91.3%) were less likely than females (93.1%, 95% ClI:
92.1%, 94.0%) to report a primary care visit (p<0.0001). When disaggregated by both sex
and age, males aged 18-44 years had the lowest percentage of primary care visits (78.8%,
95% CI: 74.2%, 82.9%), compared to both females of the same age (86.9%, 95% CI: 82.7%,
90.4%) with p<0.05 and males aged =65 years (96.0%, 95% CI: 94.9%, 96.9%) with p <
0.0001. Both age and sex specific age were associated with primary care visits.

Urban-rural status (p = 0.09) and educational attainment (p = 0.55) were not associated with
primary care visits in the previous year. By insurance, adults with self-reported hypertension
with no health insurance coverage had the lowest percentage of primary care visits in the
last year (79.8%, 95% CI: 75.3%, 83.8%), equivalent to 2.2 million (95% CI: 1.9, 2.5) adults
with hypertension nationally without a primary care visit. Adults with Medicare/Medicaid
had the highest proportion of primary care visits (94.8%, 95% CI: 93.7%, 95.7%). Reported
primary care visits varied by history of CVD (p<0.0001). 94.8% (95% ClI: 93.2%, 96.0%) of
those with a history of CVD had a primary care visit in the past year, compared to 91.1%
(95% CI: 90.2%,91.8%) of those without this history.

Most adults with self-reported hypertension reported receiving usual care in a doctor’s
office or health center (86.5%, 95% CI: 85.5%, 87.3%), with the lowest percentages among
those with no insurance coverage (61.3%, 95% CI: 55.4%, 67.2%) (Supplemental Table 1).
Notably, approximately 1 in 20 adults with self-reported hypertension (4.9%, 95% CI: 4.3,
5.4) reported receiving usual care in an urgent care center or drug or grocery store clinic.
Among adults aged 18-44 years, this value was 1 in 10 (9.9%, 95% CI: 8.2, 11.7). 10.5%
(95% CI: 8.6, 12.4) of adults ages 18-44 years reported no regular place of care or some
other place of care.

Discussion

In this nationally representative study, >90% of US adults with self-reported hypertension
reported a primary care visit in the past year. This engagement with primary care

offers numerous advantages, including better management of chronic conditions including
hypertension, potentially improving cardiovascular health outcomes and reducing long-
term healthcare costs.l:’ Primary care visits are opportunities to reinforce heart healthy
behaviors and lifestyle modifications, initiate or titrate medication, and connect patients with
healthcare and community resources.1! However, approximately 6.9 million US adults with
self-reported hypertension did not see a primary care provider in the past year. These gaps
highlight opportunities to support hypertension management in the US.
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Most US adults with self-reported hypertension reported both a primary care visit in the
previous year and a usual source of care. However, approximately 42.6 million adults
aware of their hypertension status do not have their it under control.1® The healthcare
visits reported in this study represent opportunities for managing hypertension in tandem
with other chronic conditions and risk factors. Clinicians can follow hypertension treatment
guidelines to drive hypertension control. For instance, the Million Hearts Hypertension
Control Change package, Second Edition1® and AHA’s Target BP initiativel” present
process improvements for outpatient settings seeking to optimize hypertension control.
Clinically, effective hypertension management is facilitated by prioritizing hypertension
control (including establishing systems to support home-based blood pressure monitoring),
implementing team-based care, and aligning treatment protocols to ensure recommended
lifestyle modifications, medications, and timely follow-up are consistent and guideline-
based.18

However, almost seven million adults with self-reported hypertension did not report a
primary care visit in the past year. Likewise, almost 15% of adults did not report a

usual place of care in a doctor’s office or health center. Hypertension management often
requires multiple clinical visits, virtual or in-person, to monitor lifestyle modification,
titrate medications, and support medication adherence,®1® underscoring the importance of
sustained primary care relationships. These essential processes are not suited for one-time
visits to urgent care facilities or clinics in drug or grocery stores, as reported by 4.9% of
adults.

The highest percentages of adults with self-reported hypertension without a usual place

of care were among those without health insurance. Addressing barriers to care, including
lack of insurance, limited awareness of low-cost health care, transportation challenges, and
poorly coordinated care may improve access to primary care among these groups and serve
as a critical first step towards improving hypertension management.18:20

Our findings among adults aged 18-44 years, especially young men, are troubling as poor
cardiovascular health in this age group can be disabling and deadly.? Ensuring continuity
of care in the transition from pediatric to adult care may improve medical engagement

for young adults.1! Young adults are more likely to have uncontrolled hypertension partly
because lifestyle modifications may be insufficient as standalone strategies and medication
initiation may be delayed.1® Community and workplace-based health initiatives, including
workplace blood pressure monitoring, can provide opportunities to engage with young
adults, identify those at high risk, and link them to appropriate care.?!

This analysis is subject to several limitations. First, hypertension was self-reported and
blood pressure thresholds were likely homogenous. Approximately 60% of US adults with
hypertension are aware of their diagnosis.? Our values may therefore underestimate total
numbers of individuals with hypertension engaged in primary care. Simultaneously, we
may overestimate proportions for visiting primary care as those aware of their hypertension
diagnosis may be more likely to visit primary care. Secondly, NHIS does not include
hypertension control data. However, as only one-quarter of US adults with hypertension
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have it controlled? and control requires ongoing management, our results still represent
opportunities. Thirdly, we excluded 1.3% of respondents because of missing data. Finally, in
2023 NHIS’ response rate was 47.0%, potentially biasing results.12

In conclusion, millions of US adults with self-reported hypertension are engaged with
primary care, representing millions of potential opportunities to improve hypertension
control. Leveraging these primary care contacts through evidence-based strategies, team-
based care, and systems-level interventions can support hypertension control efforts and
advance national hypertension control goals.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.

Acknowledgements

Ishaan Pathak is funded by an ORISE fellowship through the Oak Ridge Associated Universities (ORAU). The
funding source had no role in study design, data collection, analysis or interpretation, or manuscript preparation.
Other authors are CDC employees and receive no external financial support for this work.

Disclaimer:
The findings and conclusions in this report are those of the authors and do not necessarily represent the official
position of the Centers for Disease Control and Prevention.

References

1. U.S. Department of Health and Human Services. The Surgeon General’s Call to Action to Control
Hypertension. U.S. Department of Health and Human Services, Office of the Surgeon. Accessed
March 1, 2025. https://www.cdc.gov/high-blood-pressure/php/cta/index.html

2. Fryar CD KB, Carroll MD, Afful J. Hypertension prevalence, awareness, treatment, and control
among adults age 18 and older: United States, August 2021-August 2023. NCHS Data Brief,
no 511. Hyattsville, MD. National Center for Health Statistics. Accessed March 1, 2025. https://
www.cdc.gov/nchs/products/databriefs/db511.htm

3. Centers for Disease Control and Prevention (CDC). Estimated Hypertension Prevalence, Treatment,
and Control Among U.S. Adults. Million Hearts, Health and Human Services (HHS). Accessed
March 1, 2025. https://millionhearts.hhs.gov/data-reports/hypertension-prevalence.html

4. Kumar A, He S, Pollack LM, Lee JS, Imoisili O, Wang Y, Kompaniyets L, Luo F, Jackson SL.
Hypertension-Associated Expenditures Among Privately Insured US Adults in 2021. Hypertension.
Nov 2024;81(11):2318-2328. doi:10.1161/hypertensionaha.124.23401 [PubMed: 39253807]

5. Kirkland EB, Heincelman M, Bishu KG, Schumann SO, Schreiner A, Axon RN, Mauldin PD,
Moran WP. Trends in Healthcare Expenditures Among US Adults With Hypertension: National
Estimates, 2003—-2014. Journal of the American Heart Association. 7(11):e008731. doi:10.1161/
JAHA.118.008731

6. Ettehad D, Emdin CA, Kiran A, Anderson SG, Callender T, Emberson J, Chalmers J,

Rodgers A, Rahimi K. Blood pressure lowering for prevention of cardiovascular disease and
death: a systematic review and meta-analysis. The Lancet. 2016;387(10022):957-967. doi:10.1016/
S0140-6736(15)01225-8

7. Luo J, Kibriya MG, Zakin P, Craver A, Connellan L, Tasmin S, Polonsky T, Kim
K, Ahsan H, Aschebrook-Kilfoy B. Urban Spatial Accessibility of Primary Care and
Hypertension Control and Awareness on Chicago’s South Side: A Study From the COMPASS
Cohort. Circulation: Cardiovascular Quality and Outcomes. 2022;15(9):e008845. doi:doi:10.1161/
CIRCOUTCOMES.121.008845 [PubMed: 36065817]

Am J Hypertens. Author manuscript; available in PMC 2025 July 21.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Pathak et al.

10

11.

12.

13.

14.
15.

16.

17.

18.

19.

20.

21.

Page 7

. Proia KK, Thota AB, Njie GJ, Finnie RK, Hopkins DP, Mukhtar Q, Pronk NP, Zeigler D, Kottke

TE, Rask KJ, Lackland DT, Brooks JF, Braun LT, Cooksey T. Team-based care and improved blood
pressure control: a community guide systematic review. Am J Prev Med Jul 2014;47(1):86-99.
doi:10.1016/j.amepre.2014.03.004 [PubMed: 24933494]

. Whelton PK, Carey RM, Aronow WS, Casey DE, Collins KJ, Dennison Himmelfarb C, DePalma

SM, Gidding S, Jamerson KA, Jones DW, MacLaughlin EJ, Muntner P, Ovbiagele B, Smith

SC, Spencer CC, Stafford RS, Taler SJ, Thomas RJ, Williams KA, Williamson JD, Wright

JT. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the

Prevention, Detection, Evaluation, and Management of High Blood Pressure in Adults: A Report of

the American College of Cardiology/American Heart Association Task Force on Clinical Practice

Guidelines. Hypertension. 2018/06/01 2018;71(6):e13-e115. doi:10.1161/HYP.0000000000000065

[PubMed: 29133356]

. Carey RM, Wright JT, Taler SJ, Whelton PK. Guideline-Driven Management of Hypertension. Circ
Res. 2021;128(7):827-846. doi:doi:10.1161/CIRCRESAHA.121.318083 [PubMed: 33793326]

King CC, Bartels CM, Magnan EM, Fink JT, Smith MA, Johnson HM. The importance of frequent
return visits and hypertension control among US young adults: a multidisciplinary group practice
observational study. J Clin Hypertens (Greenwich). Dec 2017;19(12):1288-1297. doi:10.1111/
jch.13096 [PubMed: 28929608]

National Center for Health Statistics. National Health Interview Survey, 2023 survey description. .
Accessed 1/15/2025, https://ftp.cdc.gov/pub/Health_StatisticssNCHS/Dataset_Documentation/
NHIS/2023/srvydesc-508.pdf

Parker JD, Talih M, Malec DJ, et al. National Center for Health Statistics data presentation
standards for proportions. National Center for Health Statistics. 2017;Vital Health Stat
2(175)doi:https://www.cdc.gov/nchs/data/series/sr_02/sr02_175.pdf

Lumley T Analysis of Complex Survey Samples. Journal of Statistical Software. 2004;9(1):1-19.
Richardson LC, Vaughan AS, Wright JS, Coronado F. Examining the Hypertension Control
Cascade in Adults With Uncontrolled Hypertension in the US. JAMA Netw Open. Sep 3
2024;7(9):e2431997. doi:10.1001/jamanetworkopen.2024.31997 [PubMed: 39259543]

Centers for Disease Control and Prevention. Hypertension Control Change Package (2nd ed.)
Centers for Disease Control and Prevention, U.S. Department of Health and Human Services
https://millionhearts.hhs.gov/tools-protocols/action-guides/htn-change-package/index.html

Smith AP, Overton K, Rakotz M, Wozniak G, Sanchez E. Target: BP™: A National Initiative
to Improve Blood Pressure Control. Hypertension. 2023;80(12):2523-2532. doi:doi:10.1161/
HYPERTENSIONAHA.123.20389 [PubMed: 37855141]

Barnett J, Vaughan AS, Hannan J, Stolp H, Wright JS, Coronado F. Strategies for Success: Million
Hearts(R) Hypertension Control Champions. Am J Hypertens. Mar 23 2025;doi:10.1093/ajh/
hpaf040

Coles S, Fisher L, Lin KW, Lyon C, Vosooney AA, Bird MD. Blood Pressure Targets in Adults
With Hypertension: A Clinical Practice Guideline From the AAFP. Am Fam Physician. Dec
2022;106(6):Online.

Akinyelure OP, Hubbard D, Sakhuja S, Hardy ST, Oparil S, Cherrington AL, Reynolds K, Wozniak
G, Muntner P. Factors Associated With Not Having a Healthcare Visit in the Past Year Among US
Adults With Hypertension: Data From NHANES 2013-2018. American Journal of Hypertension.
2022;35(2):132-141. doi:10.1093/ajh/hpab153 [PubMed: 34599797]

Egan BM, Sutherland SE, Rakotz M, Yang J, Hanlin RB, Davis RA, Wozniak G.

Improving Hypertension Control in Primary Care With the Measure Accurately, Act Rapidly,
and Partner With Patients Protocol. Hypertension. Dec 2018;72(6):1320-1327. doi:10.1161/
hypertensionaha.118.11558 [PubMed: 30571231]

Am J Hypertens. Author manuscript; available in PMC 2025 July 21.



Page 8

Pathak et al.

(Tzv1) 8T (0'0z-z91) T'8T (1'26-5'88) ¥°06 (%€22) ovv'e oJjow aburiy
(Sz8m) 1T (6'2z-56T) 1T (926-268) T'16 (%S'22) L00'E oJiaw abre
600 sniess [einy/ueq.in
(6'0-9°0) L0 (T61-€'LT) 28T (z'26-5'56) 796 (%2 0g) 60E'E 692
16021 (LvT-TEeT) 6°€T (z'€6-c'68) v'16 (%€'9T) 98.'T v9-Gv
(T1-20)60 (09-6'7) §'S (7'06-L'28) 698 (%0°9) 259 vv-8T
T000°0> sJeah u1aby - Ajuo xes afewe
(80-50) L0 (£'91-0'GT) 8'ST (6'96-6'76) 096 (%8'€2) 209'C 692
(Tzs1) 81 (7'9T-v'¥T) ¥'ST (r'16-2'28) 2'68 (%€'LT) 968'T v9-Gv
(ozem) LT (89-29) €9 (6'28-zvL) 8'8L (%v°9) €02 vv-8T
T000°0> sJeah u1aby - Ajuo xesae N
(Teva)8e (06e-1'9¢) G'2€ (0v6-1'26) T°€6 (%S'2s) 2SL's a[ewa
(O7-9¢€) TV (T'6€-6'5¢) G'L€ (€'16-8'88) T°06 (%S'LY) T0Z'S 3eN
1000°0> x5
(CREAIRA (e'ge-228) 0'vE (8'96-5'56) 296 (%0°S) T16'S 69z
(ee92)0¢ (L0e-6'L2) €62 (8'16-0'68) 506 (%9°€€) 289'c 79-G
(6212 5T (921-6'0T) L'TT (e'98-0'61) €28 (%b2T) 09€'T r¥-81
T000°0> sJeah ulaby
passaiddng passaiddng passaiddng (%€g'2) 25z 13Y10 HN
(Lvge) ey (8'05-8'9v) 8'8¥ (L'26-8'06) 8'16 (%9'89) T1G'L aNUYM HN
(z1-20)60 (T21-000) T'TT (0'56-2'16) £'€6 (%2'vT) 856'T %oe|g HN
(90-z0)v0 (evze)Le (e'v6-9'78) 2'06 (%6°¢) 22y uelsy HN
16021 (6'01-2'8) 8'6 (T'16-7'G8) 5'88 (%0°'1T) 0T2'T oluedsiH
100> aoey
(5'2-€9)6'9 (§22-922) 0'SL (€'26-2'06) 9°'T6 (00T1) £56'0T IreenOo
2(10 %56) Z | nread z (10 %56) (%) feak 1€ (%) N Auobered
o) o o | o o U0 61 9 B

Author Manuscript

T aloel

Author Manuscript

'£202 ‘$a1.1S palun ‘Jeak snoiasid syl Uyl USIA aled Arewnd
© paniodas oym asoy) Jo sjunod pajybiam Ajjeuoneu pue uoiiodouad pue ‘uoisualiadAy paniodai-1|as Yyim sieak gT< pabe synpe SN JO SansLIsideRyD

Author Manuscript

Author Manuscript

Am J Hypertens. Author manuscript; available in PMC 2025 July 21.



Page 9

Pathak et al.

(aseasip 1eay AIeuolod Jo ‘eulBue ‘ax0.s ‘Yoene Leay e pey Asyy Jeyy Japiaoid areayijeay e Ag pjol sJuspuodsas se paulap) aseasip Je[naseAcIpIed — QA ‘dluedsiH-uou — HN

‘ubisap Aanins ayy 03 Buipaodge pajybilem aie sanjes

Am J Hypertens. Author manuscript; available in PMC 2025 July 21.

z
“USIA a1ed Arewnid e Buiiodal pue a)eLIBA0D 8y} Usamlaq 1se) patenbs-1yo e Jo synsal ay) Juasaidal mm:_msdw

(8'0-50) L'0 (22T-TTT) 6'TT (0'96-2'¢6) 8'v6 (%8'2v) 289 AAD o AiojsiH

(89-99) 2’9 (€'59-0'19) '€9 (816 -206) T'T6 (%z'L8) TL29 AAD J0 AI0ISIH ON

T000°0> AdAD Jo AIosIH

(Tzs1) 8T (T'zz-002) 0'T¢ (5€6-L'06) 2’26 (%e'1E) 8T7'E 1aybry Jo 9a160p s 40]3yoeg

(ez-1)0C (9€e-v'12) G'Ce (°€6-7'06) 026 (%9'62) ¥ig'c | 9031102 awos 10 3316ap S,3)e10085Y

(sz8m)1C (0gz-L'02) 812 (€'26-0'68) L°06 (%2'82) 980'€ @39 Jo apenpedh |0oyas yBIH

(T'1-20) 60 (501-8'8) L'6 (e'€6-7'88) T'T6 (%0°'1T) S02'T 100ys ybiy ueyy ssa

S50 JuBWUeRY [euOITEINPT

(9'0-€0) 50 (r'9-€'5) 6'S (6'76-9'58) T'T6 (%€'8) 606 ayio

(81€1) 97T (e'62-8'92) 0'8¢ (L'56-L'€6) 876 (%6°6€) 89E'Y PreoIpajn/aIedlpaiN

(zvee)Le (Lov-€28) 0°6€ (€'26-8'68) T'T6 (%9°8Y) 0z€'s painsut Ajoyentid

(€160 TT (CrA N kard (8'€8-€'G2) 8'6L (%ee) 95¢ abe1an00 ON

T000'0> sSnleis adue.unsu|

(T1-20)60 (9eT-LTT) 92T (9'v6-5'16) '€6 (%5'8T) 220'C ueyjodonaw-uoN

(rz81) 1 (e'52-6'02) T°€T (€'€6-206) T'26 (%8'1€) 8L¥'E 0J}9W WINIpaW pue |fews

210 %56) Z | nread z (10 %56) (%) feak 1€ (%) N Auobered

Amc\m_mec.__hm_w mﬂhhwﬂw%%__ﬂw_mm“ﬂ :M__woﬁwmwmw mmw_ e %%:“Mma\w wmﬂ_mﬁrﬂ__ ay1 u1 IS8 Te0 A rewrad e Buryiodey

Author Manuscript Author Manuscript Author Manuscript Author Manuscript



	Abstract
	Introduction
	Methods
	Data Source
	Study Population
	Outcome variables
	Covariates
	Analysis

	Results
	Discussion
	Limitations

	References
	Table 1:

