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Abstract
Numerous large cohort studies have begun collecatrgspective childhood health
information. However, few studies have investigatezlcontent and quality of such data.
This study fills this gap by investigating the aamit of subjective retrospective childhood
health measures using the Wisconsin LongitudinadstWe find that a wide array of
common childhood conditions and activity limitatsowere significant predictors of
overall assessments of childhood health statuss& bonditions that were
persistent/recurring such as asthma, chronic bibacand frequent ear infections were
the strongest predictors of overall health repdrte results lend support to the judicious

use of retrospective childhood health data.



I ntroduction

Investigators interested in understanding the detemts of health at older ages have
increasingly turned their attention towards the tburse. There is a growing
acknowledgement that understanding health outcamlaser life, including their
socioeconomic and racial/ethnic heterogeneity,iregua comprehensive understanding
of how health unfolds over the life course (Kuh &BShlomo, 1997). An important
aspect of such inquiry is the greater attentiod paichildhood health and socioeconomic
conditions. Numerous studies demonstrate thatlobdd health insults and
disadvantaged socioeconomic environment can hawegsénd lasting impacts on health
at mid-life and beyond (Haas, 2008; Davey SmithtHalane, Gillis, & Hawthorne,
1997).

An important constraint on this work, especialiythe US context, is the dearth of
large nationally representative cohort studies ecting the earliest years of life to later
portions of the life course. The 1979 National Liundjnal Survey of Youth (NLSY)
cohort contain almost no information on childho@alth and are still relatively young to
study the health of aging populations. In the Usmprehensive large scale cohort
studies—the 1946 and 1958 National British birth cohestsover populations that are
only now beginning to age into the period of lifaem major health conditions become
most prominent. This lack of data makes answernimgesof the most pressing questions
about early life influences on adult health verfyiciilt.

One approach that several major surveys have iakeruse retrospective
guestionnaires about childhood health and sociaditions. Among the large scale

longitudinal studies that have begun to collechsaformation are the Health and



Retirement Study (HRS), the Wisconsin Longitudigaldy (WLS), the Panel Study of
Income Dynamics (PSID), the English Longitudinahf&y of Aging (ELSA), and the
Survey of Health and Retirement in Europe (SHARiE}he US, the WLS and PSID
represent long-standing and ongoing investmentsr @e past four decades these
studies have paid off handsomely, contributing tyeda our understanding of
socioeconomic attainment, poverty, and family dyitamAs their samples have grown
older their content focus has likewise shiftedelfospective assessments of childhood
health and social conditions prove to be valid aticble, then these studies will
continue to yield returns long into the future goaghulation health researchers would add
rich sources of data to their toolbox. However, &udies have systematically
investigated the content and quality of these sgieative reports. This study attempts to
fill this gap by investigating the content of retpective childhood health reports in the
WLS.
Background
Despite their growing presence in large scale hesaltveys and their use in empirical
analyses, few studies have systematically exantimeduality of retrospective reports of
childhood health. A pair of studies has examinéfintial reporting of childhood
health symptoms among hypochondriacal and non-thguiriacal patients (Barsky,
Wool, Barnett, & Cleary, 1994; Noyes, Stuart, LamipeHappel, Longley, & Yagla,
2002). However, drawing conclusions about the gdrpapulation from these studies is
problematic at best.

Krall and colleagues (1988) validated retrospecself reports of childhood

communicable diseases, accidents, hospitalizatassurgeries. In the first year of life



subjects were examined by a pediatrician every Bths Examinations and parental
interviews were then performed twice a year betwagmnl and age 10 and once a year
until age 18. Retrospective childhood health qoesidires were administered at age 30,
40, and 50. With the exception of German meadlessses were recalled with a very
high level of accuracy averaging 85% at age 50id&rtts and surgeries were recalled
correctly 75% and 89% of the time at age 50, raspy. Reliability did not change
much between age 30, 40, and 50, nor was recallacyg correlated with education
(Krall, Valadin, Dwyer, & Gardner, 1988).

Few studies have attempted analyze the qualitgtadspective reports of overall
subjective childhood health in large nationallyresgentative samples. This measure
typically asks respondents todhsider your health while you were growing upniro
birth to age 16. Would you say that your healthinigithat time was excellent, very good,
good, fair, or poor? Haas (2007) presents the first comprehensivertreat of this
measure. Using data from the PSID and the HRS dvssthat the retrospective measure
of overall childhood health is reliably reportedeotime (polychoric correlation =0.6;
Goodman-Kruskal gamma=0.6), especially when thesonreavas dichotomized into a
good/very good/excellent vs. fair/poor comparisetréchoric correlation=0.7;
Goodman-Kruskal gamma=0.9) (Haas 2007). Qualityeasurement did not vary
substantially by gender or age. However, those higher levels of education were
somewhat more consistent reporters of childhoottth@daas, 2007). There is also no
evidence that retrospective reports are subjeahttoring, by which current health
status contaminates reports of health in childh&sdrospective reports are also

correlated with birth weight in the PSID (Haas 20More recently Smith (2009)



compared prevalence estimates of various childlmooditions to estimates drawn from
external contemporaneous sources and found stamngspondence between the two.
Additionally, cohort trends in retrospective regant measles and mumps corresponded
favorably to declines in prevalence rates followthg introduction of vaccines for these
diseases (Smith, 2009).

While previous studies have investigated manyefitnportant measurement
properties of retrospective subjective reportshadhood health, such as their reliability,
much less is known about what this measure is btagpturing. In other words what
specific childhood health conditions are capturgdhis measure? Data from the 1996
Experimental Module of the HRS provide a glimpseadidition to the overall measure of
childhood health, respondents were also asked whetmot they had, because of a
health condition, either 1) missed one month obstbr more, 2) were restricted from
participating in sports for three or more weeks3)ohad to remain in bed at home for one
month or more. Those answering affirmatively weskeal to report the specific health
condition responsible.

Elo (1998) has demonstrated a high level of inecoasistency between the
overall subjective measure and reports of speldfig-term health limitations in
childhood, finding that while only 8% of those ixcellent childhood health reported a
long-term health condition in childhood, 20%, 2334%, and 82% reported at least one
for very good, good, fair, and poor, respectivétyterms of specific childhood
conditions reported, the most prevalent were indestdiseases, representing half of all
conditions reported (Blackwell, Hayward, & Crimmji2001). Similarly, those who did

not experience a limiting childhood health conditithose who experienced a non-



infectious, infectious, or autoimmune condition &dr0 (p<.0001), 5.0 (p<.0001), and
13.2 (p<.0002) times more likely to report havirmpphealth in childhood (good, fair, or
poor), respectively (see Haas, 2008). Unfortunateky experimental HRS module is
only available for 733 respondents and does nahperfull analysis of the content
subjective measures of childhood health. The custnly takes advantage of recently
collected data from the WLS to estimate the retetip between specific childhood
health conditions and the overall subjective meastichildhood health.
Resear ch Questions
We are interested in two related questions. Risiyhat extent do specific childhood
health conditions and physical/activity impairmepttsedict overall subjective
assessments of childhood health? Second, to whkettedoes the presence of impairment
mediate the predictive effect of specific condii@n
M ethods
Data

The current analysis utilizes data from the Wisaohengitudinal Study. The
Wisconsin Longitudinal Study (WLS) has followedammdom sample of 10,317 persons
who graduated from a public, private or parochightschool in Wisconsin in 1957
(Sewell, Hauser, Springer, & Hauser, 2004). Is thitial wave, the WLS collected
information on academic ability, socioeconomic lgaokind, attitudes toward higher
education, educational and occupational aspirat@md a handful of contextual factors.
Subsequent waves in 1964, 1975, 1992-93 and 20@8i@tted data from WLS
respondents (or their parents) on a wide rangssoieis that are essential to studies of the

life course, including educational and occupatidnsiories, indicators of socioeconomic



status, military service, marital status, familjagdcteristics, social participation,
psychological well-being, health behaviors and thealitcomes (Sewell et al., 2004).
Although the WLS is not nationally representativ® respondents resemble over two-
thirds of Americans who are now entering retirensayg in terms of academic
achievement and ethnic background. The WLS hashbeeg a central source of data on
the processes of socioeconomic attainment. In th& necent follow up in 2003/2004 a
battery of retrospective questions asked resposdddut their health in childhood. The
analytic sample consists of 6,700 men and womeroresng to the most recent follow-
up. Respondents were approximately 64-65 yeargefathis interview.

Measures

Overall subjective measures of childhood heakhbased on the questitimow would
you rate your health as a childResponse categories include excellent, very ggoaok],

fair, and poor. We analyze this measure in botbriginal ordinal metric as well as
dichotomized in the comparison between excellent/geod/good vs fair/poor. To examine
specific childhood health conditions WLS respondemtre asked whether they had ever
experienced a series of common childhood conditiocisdingasthma, chronic bronchitis,
frequent ear infections, removal of tonsils or anids, whooping cough/pertussia, polio,
diphtheria, hepatitis, pneumonia, meningitis, ommoucleosisluring childhood. We look at
whether the respondent had each or any of the atmmaditions. Respondents were also
asked if through age 1@hey had evemissed school for 1 month or mpbeenconfined to
bed or home for 1 month or momer had theirsports or physical activities restricted for 3
months or moras a result of a health condition? We create laotlicnous indicator of
whether the respondent experienced each of theka fourth for whether they experienced

any of the above. Finally, those answering affiiugdy were asked to list the specific



condition most responsible. From this we createrees of dummy variables for the most
numerous conditions based on ICD-9 codes inclunhifegtious, circulatory, respiratory,
genitourinary, digestive, skeletal/muscular, symméll-defined conditions, injuriesand
otherfor remaining conditions.
Analysis

The analysis occurs in three steps. First we ptdsesic descriptive distributions of
childhood health conditions and subjective childhbealth status as well as the bivariate
distribution of specific childhood health conditiand activity restrictions by retrospective
child health status. We then use proportional edgsession models to determine the
predictive capacity of the specific childhood hleabndition, physical/activity restriction
variables when using the subjective childhood healitcome in the original ordinal metric.
We estimate then logistic regression models tordete the relationship between specific
childhood health conditions and physical activagtriction and the dichotomized subjective
childhood health measure. For each outcome we &stitwo regression models. First we
estimate the effect of specific health conditionssabject childhood health assessments. We
then add controls for the experience of variousspt@y/activity limitations which provide
insight into the severity of childhood conditiofsnally, for those with childhood activity
limitations we examine the relative impact of sfieagondition on overall childhood health.
Results

Table 1 presents descriptive statistics of retrosype childhood health and
physical activity limitations. It is important tate that in general, WLS respondents
reported experiencing healthy childhoods. The geeself-rated childhood health falls
between very good and excellent and only 3.6% @ttmple reported experiencing poor

childhood health. At the same time the experieriGenous conditions in childhood was



quite common. Approximately 70% of individuals rejgeal having at least one childhood
health condition and the average number of heaitiditions was just above one. In
terms of specific conditions, the most prevalens Wwaving had the tonsils/adenoids
removed. Just over 50% of respondents reportechfdnad their tonsils removed.
Respiratory conditions such as whooping cough/psidi18.9%), pneumonia (13.6%),
chronic bronchitis (5.1%), and asthma (4.8%) wepmrted by a relatively high
proportion of the sample. Nearly 14% experiencedudent ear infections. Other
infectious conditions such as mononucleosis (3.¢ul)o (1.9%), hepatitis (1.6%),
meningitis (.5%), and diphtheria (.3%) were predmritmuch less common. Regarding
activity impairment, 12.3% of the sample had astiese restriction on physical activity
with 8.2% of the sample reporting having been retettl to bed for one month or more,
8% missing school for one month or more and 6.9%nigetheir physical activities
restricted for 3 months or more due to a healtiditaom. Among those with any
limitation, 528 (5.1% of total sample) providedpesific responsible condition. Of these
conditions the most frequent were infectious coodg (1.5%) followed by circulatory
(1%), injuries (.6%), respiratory (.6%), and digest.35%) conditions.

[Table 1 here]

Figure 1 presents the distributions of specifiddifood health conditions by
subjective measure of overall childhood healthustathe top pane corresponds to the
ordinal metric while the bottom pane representsiibkotomized childhood health
measure. There are clear and statistically sigmiticlifferences in the proportion of
respondents having reported experiencing the spechdition by the overall

assessment of their childhood health. In gendralldwer the assessment of their overall



health that respondents provided the more likedy tlvere to have reported experiencing
each specific condition. For example, approxima@&lyand 4% of respondents reporting
excellent or very good childhood health reportedrngchild hood asthma. However,
23% and 32% of those who reported fair or poorthelhd asthma, respectively.
Compared to their peers reporting excellent chitahbealth, those who reported poor
childhood health were three times more likely tpor frequent ear infections and
pneumonia, twice as likely to report whooping coogimononucleosis, and were 18
times more likely to report chronic bronchitis. Fdirconditions there is a monotonic
increase in the proportion reporting the conditisrespondents report worse overall
childhood health. All association were statistigaiignificant at the p<.01 level and all
but hepatitis and mononucleosis were significatih@fp<.0001 level.

[ Figure 1 here ]

Similar differences are found in the distributidrfunctional/activity limitations
presented in figure 2. Again the top pane refetbéocordinal measure of childhood
health. Compared to those reporting excellent bbitdi health, respondents reporting
poor childhood health were more than 10 times rhikety to have either missed school
for a month or more, confined to bed or home foramth or more, or to have had there
sports or physical activities limited for 3 monthrsmore due to a health condition before
age 17. As with the specific health conditionsy¢éhe a monotonic increase in the
proportion reporting each of these limitationsespondents report worse overall
childhood health. While only 6.2% of those repagtexcellent childhood health reported
having had any limitation, 69% of those reportimgpphealth experienced at least one

limitation. All associations are statistically sificant at the p<.0001 level.



[ Figure 2 here ]

Similar patterns are observed when the subjectiwasure of overall childhood health is
dichotomized into a comparison between excelleng/geod/good and fair/poor
presented in the bottom pane figure 2. For all typlanitations, those reporting fair/poor
childhood health were substantially more likelyéport experiencing the condition than
those reporting excellent, very good, or good the#tl associations are significant at the
p<.0001 level.

Table 2 presents the results for the proportioddsdogit models of subjective
childhood health status (ordinal metric). Asthmd tfee largest impact on overall
assessments of childhood health (odds-ragb*t= 4.1) followed by chronic bronchitis
(OR=2.8), polio (OR= 2.5), chronic ear infectio@®R=2.0), pneumonia (OR=1.7),
whooping cough (OR=1.3), and tonsillectomy (OR=1l23lusion of the retrospective
functional limitation variables produced a betigirfg model than the model including
only childhood health conditions (Model 1 d.f.=12l_..L..=13252.434; Model 2 d.f.=14, -
2 L.L.=12832.062y2 difference=420.372)<.001). After adjusting for the severity of
conditions via controls activity limitation, dipleha becomes a statistically significant
predictor of overall health status while tonsilgfadids removed and polio are no longer
statistically significant. In regards to physicatigity limitations, adults who reported
any of these restrictions as children had greatds @f reporting poorer health as a child
(activity restrictions odds ratio= 2.8; confinedaed/home odds ratio=1.8; missed school
odds ratio=1.8).

[Table 2 here]



Table 3 presents the results from the binary lagrsigression of overall child
health (dichotomous measure). Model 1 includes ohilglhood health conditions and
model two includes both childhood health conditiand functional impairment. Model
comparison reveals that inclusion of physical impaint in the full model leads to better
model fit (Model 1 d.f.=11, -2L.L.=1569.83; Modeldf.=14, -2 L.L.=1346.318}?
difference=223.51)<.001). When the physical restriction variablesiactuded in the
model, only polio becomes non-significant, indingtthe physical limitations related to
polio are mediating the relationship between pahd retrospective health status.

[Table 3 here]

The odds ratios in model 2 of table 3 allow idigcaition of the strongest
predictors of dichotomized retrospective childhdedlth status. The single most
influential predictor in the complete model wasatt restrictions, indicating the odds
of reporting fair to poor childhood health statnsreased by more than 4 times when the
respondent reported activity restrictions in childd. The remaining two functional
impairment variables also significantly increaseel probability of being in fair to poor
health as a child. Respondents reporting havingedischool for one month or more
(odds ratio=2.63) or having been restricted to dreldome for one month or more (odds
ratio=2.00) were also significantly more likelyrtte their childhood health as fair or
poor.

Regarding childhood health conditions, again asthaththe greatest effect on
outcome of the childhood health conditions. Thoghl asthma were more than three and

a half times more likely to rate their childhoodatik as fair or poor. Chronic bronchitis



(odds ratio=3.08), frequent ear infections (oddi®#2.81), pneumonia (odds
ratio=1.48), and having reported that their tosdenoids were removed as a child (odds
ratio =1.58) also were significant predictors af/faoor health. Having experienced
whooping cough/pertussia, polio, diphtheria, hegatneningitis, or mononucleosis did
not significantly increase the odds of retrospetiiveporting fair to poor health as a
child.

Table 4 presents the results of regression modétaating the impact of the specific
conditions responsible for the respondent’s chit@hactivity limitation. The most common
were infectious conditions. However, other condisiguch as genitourinary (OR=20.4),
circulatory (OR=13.9), respiratory (OR=13.3), anddduloskeleta{OR=7.9) had much
larger impacts on reporting fair/poor overall hieadtian did infections (OR=5.0). Given
that these conditions were all severe enough te hesulted in substantial and lengthy
restrictions on physical-school activities, it @t surprising that their estimated impacts
are much larger than that of the common childhanutitions.

[Table 4. here]
DISCUSSION
The above analysis was designed to investigateah&nt of retrospective subjective
measures of overall childhood health by examinireggeixtent to which those reports map
onto to corresponding reports of specific childhbedlth conditions and various
physical/activity limitations. To the extent to whithe overall childhood health
assessment are strongly correlated with childheodlitions and limitations then we can
be both more confident in their quality as welhagre informed of what aspects of
childhood health they are capturing. A wide arrhgammon childhood conditions and

limitations were significant predictors of overafisessments of childhood health status.



In general, those conditions that were persisterufring such as asthma, chronic
bronchitis, and frequent ear infections were thengiest predictors of overall health
reports. This is not surprising given that theingtant presence or frequent recurrence
likely increases their salience in memory. Everhuite advent of modern
pharmacological therapies, asthma remains eveeptra@sthe lives of those affected by
it, requiring frequent management and monitoringaivity. Similarly, having ones
tonsils out, while a common procedure for membahefWLS cohort, represents a
significant surgical intervention that is not likeb be forgotten.

We also find that physical/activity limitation wasstrong predictor of childhood
health assessments. In both the binary and orckgatssion those who hader missed
school for 1 month or more, were confined to betiame for 1 month or morer had their
sports or physical activities restricted for 3 nfnor more reported substantially worse
childhood health than their peers who did not elgoere such restrictions. Regarding the
specific conditions responsible for their limitatidhe most common were infectious
conditions. However, genitourinary, circulatoryspéatory, and musculoskelet@bnditions
had much larger impacts on the probability of répgrfair/poor overall health.

Despite the fact that the conditions investigatiedve were almost all strong
predictors of overall childhood health assessmémigeneral, they do not do a
particularly good job of explaining variation insessments. The conditions investigated
above explain less than 10% of the variation indittknal measure and approximately
25% in the binary measure-based on McFadden’s psgudis Haas (2007) has pointed
out, there is a certain amount noise in these megsespecially the ordinal metric in
which there is a fair amount of movement betwegacamt marginal categories. This is

much less common in the dichotomous measuretheigfore not surprising that the



predictors do a better job of explaining varialilit the binary measure. At the same
time, the list of conditions examined here is bynmeans exhaustive. Nor does it
represent the full spectrum of childhood healthesigmces. It is heavily skewed toward
substantial illness and health shocks. Relativehyomepisodic illness and injuries are
not well represented, neither is information onditadizations or congenital
sensory/physical disabilities.

Overall, the results presented above lend additismpport to the validity of
retrospective subjective assessments of overddltabod health. This work has begun to
flesh out what exactly such measures are capturdogever, more research, especially
comparisons across different data sets represedifiegent populations and cohorts, is
needed. Combined with those of Haas (2007) and reoshtly Smith (2009), the results
suggest that health researchers need not be @esgmistic about the use of such
measures. While caution is clearly warranted, tireioued judicious use of retrospective

childhood health measures in population-based relsémsupported.
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Table 1. Descriptive Statistics of Retrospectivelteand Activity Restrictions,

Wisconsin Longitudinal Survey

Variable Obs Mean SD Min Max %
Retrospective Health
Self-rated child health 6820 4.27 0.841 5
Poor childhood health 6820 0.04 0.19 O 3.6

Asthma 6432 0.05 021 O 1 4.8
Frequent Ear infections 6435 0.13 0.340 1 135
Tonsils/Adenoids removed 6622 0.51 0.50 1 507
Bronchitis 6409 0.05 0.22 0 1 51
Whooping Cough/Pertussia 6466 0.19 0.39 1 189
Polio 6406 0.02 0.14 0 1 1.9
Diphtheria 6403 0.00 0.05 O 1 0.3
Hepatitis 6404 0.02 0.12 0 1 1.6
Pneumonia 6463 0.14 034 0 1 136
Meningitis 6404 0.00 0.07 O 1 0.5
Mono/Infectious Mononucleosis 6415 0.04 0.19 1 3.6
Childhood health conditions 6725 1.11 1.020 8
Any childhood health conditions 6725 0.69 0.46 1 695
Activity Restrictions
Miss school for 1 month or more 6752 0.08 0.2D 1 8.0

Confined to bed for 1 month or more 6743 0.08 0.27 O 1 8.2
Physical activities restricted for 3 months or more 6705 0.07 0.25 0 1 6.9
Summary of activity restrictions 6755 0.23 0.680 3
Any activity restrictions 6755 0.12 0.330 1 123

Most Serious Health Condition
Resulting in Functional Impairment
Infectious and Parasitic Diseases 6787 0.02 0.5 1 2.3
Nervous System and Sense Organs 6845 0.00 0.05 O 1 0.3

Circulatory System 6845 0.01 0.120 1 15
Respiratory System 6845 0.01 0.090 1 0.9
Digestive System 6845 0.01 0.070 1 0.5
Genitourinary system 6845 0.00 0.060 1 0.3
Musculoskeletal System and Connective Tissue 684600 0.07 O 1 0.5
Symptoms, Signs, and lll-Defined Conditions 6845.000 0.06 O 1 0.3
Injury and Poisoning, ICD-9 E 6845 0.01 0.090 1 0.9
Other 6845 0.01 0.07 0O 1 0.5




Table 2. M.L. Estimates and Odds Ratios for Rewospe Child Health Proportional

Odds Logit Model

Model 1 Model 2

1=Poor, 2=Fair, 3=Good,

4=\ery Good, 5=Excellent Estimate (SE) O.REstimate (SE) O.R.
Intercept 1 0.3572*** (.04) 0.4228***  (.04)
Intercept 2 2.1586*** (.05) 2.2938*** (.05)
Intercept 3 4.0448*** (.07) 4.2918*** (.09)
Intercept 4 6.2484*** (.21) 6.572**  (.20)
Asthma -1.412%x* ((12) .24 -1.258%* (12) .27
Frequent Ear Infections -0.718*** (.07) 29 -06F%* (.07) .49
Tonsils/Adenoids Removed  -0.145** (.05) .87 -®O09 (.05 .91
Bronchitis -1.035%** (.12) .36 -1.010*** ((12) 35
Whooping Cough/ Pertussia  -0.247*** (.06) .78 2@p** (.06) .82
Polio -0.930*** (.18) 4 -0.318 (.19) .73
Diphtheria -0.880 (.45) 42 -0.912* (.45) .40
Hepatitis -0.360 (.2) .7 -0.073 (.2) 9B
Pneumonia -0.521*** (.07) 59  -0.490*** (.07) Q6
Meningitis -0.206 (.36) .81 -0.115 (37) .88
Mononucleosis -0.216 (.13) .81 -0.102 (.14) DO
Missed School -0.562*** (.14) .06
Confined to Bed/Home -0.578*** (.14) 55
Activity Restrictions -1.035*** (.11) .36
DF 11 14

-2 Log L 13252.434 12832.062

v2 Diff. 420.372 ***




Table 3. M.L. Estimates and Odds Ratios for Re®ospe Child Health Logistic
Regression

Model 1 Model 2
Excellent/Very
Good/Good=0,
Fair/Poor=1 Estimate (SE) O.R. Estimate (SE) O.R.
Intercept -4.444%*  (.15) -4.865** (.17)
Asthma 1.518*+* (21) 4.56 1.303** (.23) 3.68
Frequent Ear Infections 0.999***  (.17) 2.721.033*** (.18) 2.81
Tonsils/Adenoids Removed 0.610** (.16) 1.840.455**  (.17) 1.58
Bronchitis 1.063**  (.21) 2.89 1.123** (.23) 3.08
Whooping Cough/ Pertussia 0.339 (.\17) 1.40.196 (.19) 1.22
Polio 0.832* (.38) 2.30-0.105 (.38) 0.90
Diphtheria 1.184 (.76) 3.271.266 (.75) 3.55
Hepatitis 0.142 (51) 1.15-0.581 (.55) 0.56
Pneumonia 0.484** (.18) 1.620.390* (.20) 1.48
Meningitis -0.485 (.88) 0.62-1.100 (.98) 0.33
Mononucleosis 0.309 (:32) 1.360.190 (.34) 1.21
Missed School 0.969**  (.29)2.63
Confined to Bed/Home 0.695* (.3012.00
Activity Restrictions 1.440%** (.21) 4.22
D.F. 11 14
-2 Log L 1569.83 1346.318

@ Diff. 223,512 ***




Table 4. M.L. Estimates and Odds Ratios for Retospe Child Health Logistic
Regression and Proportional Odds Logit Models ldiclg Most Serious Health

Condition Resulting in Physical Limitation

Excellent/Very Good/Good=0,

Fair/Poor=1 Logistic Regression
Estimate (SE) O.R.
Intercept -3.7096*** (.07)
Infectious Diseases 1.6012%** (.27) 4.96
Circulatory System 2.6370*** (.24) 13.97
Respiratory System 2.5890*** (.32) 13.32
Genitourinary system 3.0165*** (.47) 20.42
Digestive System 0.8764 (.73) 2.40
Musculoskeletal System 2.0610*** (.50) 7.85
llI-Defined Conditions 2.2056*** (.56) 9.08
Injury and Poisoning, ICD-9 E 1.0529* (.52) 2.87
Other 2.0674*** (.45) 7.90
1=Poor, 2=Fair, 3=Good,
4=Very Good, 5=Excellent Proportional Odds
Estimate (SE) O.R.
Intercept 5 0.0313 (.03)
Intercept 4 1.7514*** (.03)
Intercept 3 3.5576*** (.07)
Intercept 2 5.7968*** (:19)
Infectious Diseases -1.0671*** (.15) .34
Circulatory System -2.1517*** (.18) A2
Respiratory System -2.2491*** (.24) A1
Genitourinary system -2.6949%** (.40) .07
Digestive System -1.0005** (-32) 37
Musculoskeletal System -0.9182** (-33) 40
lll-Defined Conditions -2.1845*** (-39) A1
Injury and Poisoning, ICD-9 E -0.2724 (.24) .76
Other -0.7620* (.30) A7
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Figure 2. Prevalence of Childhood Activity Limitatis by Subjective Childhood Health Status




