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SUMMARY

A risk profile for upper respiratory infections (URIs) could help focus
research on individuals who would provide the most information about how to
reduce the incidence of this mild, but cumulatively costly, type of illness.
This study therefore sought to replicate prior evidence that easily obtained
demographic predictors such as age, education, and race would be useful

elements of such a2 risk profile.

Method The health records of 1773 male Marine Corps recruits were
reviewaed at the end of hasic training to determine the number of incidents of
URIs, incidents of other types of infectious diseases, and incidents of
musculoskeletal problems. Age, education, general classification test (GCT)
scores, race, and platooan membership for each recruit was determined from
Marine Corps reccrds. Platoon membership data was used to determine the
number of men in each platoon and to estimate the URI rate for the platoon.
Leglinear and logistic regression procedures provided a predictive equation

for URIs and the other health outcomes based on the demographic data.

Results URI 1incidence was significantly (p < .05) higher among
recruits with: (a) Above average GCT. (b) White or black as their racial
designation. Marginally significant (p < .10) relationships 1linked higher
incidence of URIs to: (a) Being 19 years of age or less. (b) Not having a

high school diploma.

The occurrence of other infectious diseases was not related to any of
the demographic predictors, but race differences for musculoskeletal problems

parallelled the URI differences.

Multivariate analysis showed that: (a) The predictive associations for
education, GCT, and race were independent and additive. (b) A similar

analysis of data reported by Voors, et al, (American Review of Respiratory

Disease, 1968, 98, 801-809) did not replicate any of the present multivariate
findings. (c) Platoon illness rate did not influence the URI-demographic at-

tribute associations.

Conclusions Demographic variables alone will not provide a satisfactory
risk profile for URI, At best, associations between URIs and demographic

attributes generally are very weak. However, further investigation of the

lower URI rate among non-white, non~black recruits is appropriate because this
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difference has been reported in a recent study of hospitalization for
respiratory disease in the Navy. Further study of the educational correlates
of URIs can be justified on the same basis. If the initial findings
replicate, the possibility that the race difference reflects differences in
health care seeking rather than differences in susceptiblity to infections
must be tested. This need arises because differences in healih care seeking
could explain both the URI association and. the similar pattern of differences
obtained in this study for musculoskeletal problems. Although race and
education may be components of a risk profile for URI, other possible URI risk
factors must be considered because the predictive accuracy feasible with a

purely demographic risk profile appears to be low.
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B INTRODUCTION
+3 Although upper respiratory infections (URIs) typically are mild, self-
: limiting illnesses, they are so common that their cumulative economic impact
? is substantial (Harlan, et al., 1986). Recurrent URIs also may identify
3 immunodeficient individuals (Reynolds, 1985). Detailed study of individuals
%‘ susceptible to URIs, therefore, may be wuseful for identifying key
. immunological deficiencies which are associated with a major source of
5 economic losses resulting from poor health. Demographic information can be
?ﬁ collected easily and may identify people with above average URI rates (Evans,
% 1982; Harlan, et al., 1986; NCHS, 1986; Vickers, Hervig, & Edwards, 1986).
| This study, therefore, evaluated demographic characteristics as potential
$ components of a risk profile for URIs in military basic training.
ﬁ' Increased URI incidence has been reported for young, white, and
a relatively highly educated recruits (Voors, Stewart, Gutekunst, Moldow, &
Jenkins, 1968). The article reporting these findings did not include
Q% statistical significance tests, but did table URI rates by demographic
g classifications, Chi-square tests for the outpatient treatment data provided
be; in these tables showed that the reported associations for race and education
" were significant (p < .001 for both), but the reported association for age
s: was not (p > .05). Recent national surveys report mixed findings regarding
: race (Jacks, 1981; Harlan, et al., 1986; NCHS, 1986) and age trends typically
X are small for the age range under consideration (Evans, 1982). The fact that
. findings in other populations are inconsistent across studies suggests the
possibility that the previously described associations for recruits may be
fd sample specific. Therefore, one objective of this study was to replicate
if Voors, et al.'s (1968) findings.
: If URI is reliably related to some demographic attribute(s), it is
2{ reasonable to ask whether the attribute(s) in question are indicators of
:. differential susceptibility to infectious disease. This interpretation would
> be tenable if competing alternatives could be eliminated. One 1important
: alternative is that the demographic attribute(s) may be related to differences
i! in symptom recognition and/or willingness to seek health care {(Mechanic,
:‘ 1978). A susceptibility interpretation implies that patterns of association
’ between URIs and demographic attributes could generalize to other types of
.4
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" infectious disease, but not to illnesses which are not influenced by
K resistance to infection. A symptom recognition/health care seeking
interpretation implies that the pattern would generalize to all types of
illness. Measures of non-URI 1infectious diseases and musculoskeletal
problems, therefore, were included in this study to assess the generality of

any URI-demographic attribute associations as an aid to interpreting those

e

associations, .

Attempts to identify factors associated with susceptibility to

infectious disease should control for differences in exposure if differential

N e

exposure 1is a possibility. Differential exposure poses problems because
people with below average susceptibility to infection will become ill given
K high exposure and people with above average susceptibility will stay healthy
b given low exposure. Differential exposure, therefore, can cause
& misclassification of individuals with respect to susceptibility if illness is
- the only information available to estimate susceptibility. Misclassification
" will distort estimates of associations between any indicator of susceptibility
N and illness. This problem can be minimized by assessing and adjusting for

N differences in exposure when necessary.

Differential exposure is likely in basic training. Interaction with
b other infected individuals is a potent determinant of the probability of
' contracting viral infections in susceptible individuals (Meschevitz, Schultz,

& Dick, 1984). Such interaction may vary widely across basic training
N platoons because there are substantial platoon differences in illness rates
(Stewart, Voors, Jenkins, Gutekunst, & Moldow, 1969; Vickers, Haight, Wallick,
& Conway, 1981). Therefore, platoon URI rates were used as an index of
* exposure to determine whether these differences affected estimated

associations between recruit characteristics and URIs.

a s asm.a B -

- A

METHOD

f: Sample
Male Marine Corps recruits (N = 1773) were studied during their basic
training at the Marine Corps Recruit Depot, San Diego, CA. These recruits

comprised a 50% random sample of graduating recruits from 70 platoons starting

training between December, 1979, and June, 1980.
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;_ Measures

;? Age, educational level, general classification test score (GCT), and
.b race were obtained from Marine Corps records. These measures are self-
ﬁi explanatory except for GCT which is a general intelligence test developed for
:4 . military use.
)
:g Health Measures
o ) ' Medical records maintained at the dispensary during the recruits'
:& training were reviewed. An illness incident was defined as a series of one
Ek or more visits for a given complaint with no two visits in the series
o separated by more than seven days. Visits separated by more than seven days
E were coded as part of a single incident only if the record explicitly stated
:3 that the visit was a continuation of a prior problem. The diagnosis recorded
&; for each incident was determined and coded. For the present purposes, the
o incidents of interest were those in three categories: (a) Respiratory
;ﬁ infections, (b) Other infections, and (c) Injury/trauma. Analysis of
é* specific infectious diseases other than URIs was impossible because other
A\ types of infection were infrequent.
o

Platoon Characteristics

LN
?0 Platoon size was defined as the number of recruits who began and
3' completed training with a platoon. This definition excluded recruits who
:& began training with the platoon, but were discharged prior to completing
' training. Most discharges took place early in basic training, so this
éb definition represents platoon size for the majority of training.
%: High and low exposure groups were defined by the proportion of recruits
b with one or more URI incidents, a value which approximates the probability of
;ﬁ exposure concept in biomathematical models of infectious disease (Bailey,
;' 1975). The proportion of recruits with one or more URI incidents ranged from
;& - 0% to 60Z in the platoons studied. The high-low split was at the median for
:g the platoon distribution; this value was 32%.
?; Analysis Procedures

; Chi-square tests for association assessed bivariate relationships
;) between predictors and health outcomes. Loglinear analyses (BMDP4F, Brown,
. 1983) tested for possible interactions between demographic variables as
o
\
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23 predictors of health outcomes. Loglinear analysis provided suitable tests for
4
:ﬁ nonadditivity of the predictors given that the quasi-continuous measures of
',“'
' age and GCT were divided into discrete categories (Payne, 1977; Knoke & Burke,
Y 1980). This categorical approach was employed to parallel Voors, et al.'s
?f (1968) treatment of their data. Logistic regression analysis (BMPDLR,
X . . .
Rl Engelman, 1983) with models specified on the basis of the loglinear results
provided estimates of coefficients for the.risk factor equatioms.
,&".‘«_
%
.v
Ky RESULTS
Ky
o
Demographic Variables as Predictors of URI
“'
;% URI incidence was higher for younger recruits, recruits who lacked a
Y .
K high school diploma, and recruits with higher GCT scores (Table 1). The URIL
) . .o . .
xb rate for whites was nonsignificantly higher than that for blacks (Chi-square
" = .,29; p < .403). The significant chi-square for the overall race comparison
R (Table 1) evidently arose because "other" recruits had a much lower rate than
v"j either of these groups.
oS
;‘. TABLE 1
) ASSOCIATIONS BETWEEN URI AND RECRUIT CHARACTERISTICS
W
. ',1 PREDICTOR CELL n % WITH 1+ URI CHI-SQUARE SIGNIFICANCE
R AGE
o« " 19 OR LESS 1197 33.0% 2.99 .0863
o 20 OR MORE 468 28.6%
; EDUCATION
o LESS THAN HS GRADUATE 640 34.5% 372 0537
HS GRADUATE OR HIGHER 1030 30.0%
’ - GCT
N BELOW AVERAGE 858 27.7% 13.03 .0003
K - ABOVE AVERAGE 812 36.0%
> RACE
: WHITE 1262 33.0% 9.22 0100
BLACK 284 31.3%
' OTHER 124 20.2%
)
N *
s
,-' NOTE. "HS" indicates "High School.” Average GCT score, to the nearest whole point, was 105
S
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Multivariate Prediction of URI

All predictors we:: retained for the multivariate analyses to test for
possible interactions and to determine whether any marginally significant
bivariate associations were significant after controlling for other URI

predictors. The key finding in the loglinear analyses was the absence of any

nonadditive effects of demographic attributes on URI rate. Platoon URI rate

was included in the multivariate analyses to assess the effects of exposure on

the associations between URI and demographic characteristics. Exposure had no

effect on the URI-demographic attribute associationms.

TABLE 2
LOGISTIC REGRESSION EQUATIONS TO PREDICT URI

PREDICTOR FULL S‘AMPLE o6, . RACE sut‘asmme's‘a b voons‘, otal® s,
DIPLOMA 129 2.35 020 .166 295 .004 —-.080 -—1.22 224
GCT —.200 3.57 .001 —.226 —3.95 .001 .207 41 679
RACE®:

WHITE vs BLACK —254 -217 030 .043 57 568 -—178 -—-241 016
WHITE vs OTHER .406 258 .001

*Deleting "other” category, see text.
®Based on data in Table 10, p. 807, of Voors, et al., 1968.

°The overall race comparison was statistically significant for the “Full Sample” analysis (F = 3.40, p < .034);
the table gives significance levels for the specific race group contrasts indicated.

The logistic regression analysis retained race, GCT, and education as
statistically significant URI predictors (Table 2). The predicted probability
of having one or more URIs during basic training derived from the resulting
equation ranged from 16.7% for recruits categorized as "Other, High GCT, High
School Diploma" to 42.9%7 for recruits categorized as '"Black, High GCT, No
High School Diploma". However, a logistic regression equation derived from
Voors, et al.'s (1968) data did not replicate any aspect of the equation

derived from the present data (Table 2).

Demographic Variables as Predictors of Other Types of Illness

The probability of non-URI infectious diseases was not related to any

demographic characteristic. The frequency of trauma was related to race (Chi-




square = 8.42, p < .015), primarily because of a high rate of trauma among
white recruits (33.6% with one or more problems) compared to black recruits

(29.6%Z) and other recruits (21.6%).

Ve mar m oy -

P

y DISCUSSION
- No demographic variable was reliably related to URI in both this study .
D and the Voors, et al. (1968) study. The failure to replicate was particularly

noticeable in the multivariate analyses, because even the direction of
h association tended to be unstable in these analyses. The bivariate trends
for age and race were similar in the two studies 1f the race comparison was

limited to blacks versus whites. However, in each of these cases, the

-

association was clearly nonsignificant in one of the two studies. For this

reason, the conclusion 1is that both associations are statistically

A
i

nonsignificant even 1if the results of the two studies are combined using

procedures described by Rosenthal (1978).

Method differences between this study and Voors, et al. (1968) may have
influenced the attempt to replicate. Voors, et al. (1968) used clinical
. judgments by an otolaryngologist as their criterion while this study relied on
diagnoses by medical corpsmen., It might be argued that Voors, et al. (1968)
employed a more valid criterion given the more extensive medical training of

' their diagnostician, but at least one systematic program of research on URIs

) has concluded that otolaryngological findings are less effective for assessing
i. URIs than are symptom complaints (Jackson, Dowling, Spiesman, & Boand, 1958).
; The content of the health records reviewed for this study suggested that
U symptom complaints were the major basis for the corpsman diagnoses which

defined health status in this study.

0 The two studies also used different definitions of educational level.
This study contrasted recruits with a high school diploma or more and those
with no diploma; Voors, et al. (1968) contrasted recruits with a high
L school diploma or less to those with more than a high school diploma.
Palinkas (in press) provides evidence that Navy personnel with a high school
education and those with more than a high school education had comparable
hospitalization rates while those with no high school diploma had somewhat

higher rates. This difference approximates the present findings, so the
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;f" contrast used in this study may be more germane to differences in URIs than
';;: that employed by Voors, et al. (1968). Also, Palinkas' (in press) finding
::': raises the possibility that the educational differences noted here will
‘;1:: replicate.
; ‘ The lower URI rate noted in this study for recruits who were neither
?‘j black nor white may merit further attention. Voors, et al. (1968) found an
. opposite trend, but their study involved too few "other” recruits (n = 16) to
"R represent an important contradiction to the current trend. Palinkas' (in
.* press) reports that several of the subpopulations of Navy personnel who would
) have been classified as '"other" in this study had a lower probability of
" hospitalization for respiratory disease, most of which reflects infectious
oh diseases. This finding suggests the present results merit further study
Cu because they may replicate. Also, examination of finer distinctions within
:3 the "other" category may be worthwhile.
'; Additional study of the race difference alluded to above must address
f the distinction between the '"susceptibility to infection" and the '"health care
,x' seeking" interpretations of the association. This need arises because the
':; race differences for URIs were nearly identical to differences for
_ musculoskeletal injuries. Based on other data, the susceptibility to
:: infection interpretation may be the more plausible at this time. This
:"' suggestion is based on Palinkas' (in press) evidence for a similar race trend
.' for hospitalization for respiratory disease. This evidence would support the
susceptibility interpretation if the effects of differences in health care
“ seeking are eliminated when the illness becomes severe enough to require
:2 hospitalization. The validity of this assumption may be questionable
(Kinsman, Dirks, & Jones, 1983), so further study should attempt to elucidate
: the basis for the association provided it can be replicated.
3}
::; Platoon URI rate did not affect the relationship between demographic
:./:‘ variables and URIs. Extrapolation from this finding to other risk factors
g would produce the conclusion that platoon URI rate does not need to be taken
Y into account to obtain accurate estimates of relationships. Such
.‘ extrapolation would be premature because it appears that there were no
E: significant URI-demographic attributes to be distorted by platoon URI rate.
Ky The influence of platoon URI rates should be investigated further to determine
'v whether this initial finding generalizes to other risk factors with stronger
E\ associations to URIs.
g
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The overall conclusion from this study is that some demographic
attributes may be useful components in a risk profile for URI, but demographic
attributes alone probably will not produce a satisfactory risk profile.
Palinkas' (in press) findings offer reason to believe that some aspects of
the race and educational differences will replicate, but demographic
attributes alone will not identify a truly high risk group even if the entire
logistic regression equation replicates. - The highest risk group identified

by this equation had a URI rate only 35% higher than the average.

Additional investigations to test the general conclusion should consider
two major issues. Replication of the present findings utilizing the same
methods would help assess the impact of wmethodology on the failure to
replicate Voors, et al.'s (1968) results. Also, further research almost
certainly will have to include other risk factors such as health history
(Vickers, et. al., 1986) and possibly psychological characteristics (Voors,
Rytel, Jenkins, Pierce, & Stewart, 1969) to define a truly high risk group.

These potential risk factors should be considered in conjunction with

demographic attributes.




s':’
i
A REFERENCES
;f\"i::
e . . .
’?::b Bailey, N.T.J. (1975). The Mathematical Theory of Infectious Diseases and
S its Applications. London: Charles Griffin and Company.
\. .
;1.,’ Brown, M.B. (1983). Two-way and multiway frequency tables -- Measures of
\,\, . association and the log-linear model (complete and incomplete tables). In
0 W.J. Dixon <(ed.), BMDP Statistical Software. 1983 Printing with
«‘,2 Additions. Berkeley, CA: University of California Press, pp. 143-206.
W Engelman, L. (1983)., Stepwise logist-ic .regression. In W.J. Dixon (ed.),
:g.:" BMDP Statistical Software. 1983 Printing with Additions. Berkeley, CA:
g University of California Press, pp. 330-344.
<¥
(
;ﬁ:":: Evans, A.S. (ed.) (1982). Viral Infections of Humans. Epidemiology and
) Control. Second Edition. N.Y.: Plenum.
l‘c
ﬁ::t: Harlan, W.R., Murt, H.A., Thomas, J.W., Lepkowski, J.M., Guire, K.E., Berki,
¥ N S.E., & Landis, J.R. (1986). Incidence, wutilization, and costs
J‘ associated with acute respiratory conditions, United States, 1980.
s National Medical Care Utilization and Expenditure Survey. Series, C,
"’} Analytical Report No. 4. DHHS Pub. No. 86-20404. National Center for
_A Health Statistics, Public Health Service. Washington. U.S. Government !
o Printing Office, Sept., 1986. \
o i
:i- Jacks, S. (1981). Current estimates from the National Health Interview |
"' Survey, United States, 1980, Vital and Health Statistics. Series 10, No. |
. 139, DHHS Pub. No. (PHS) 82-1567. National Center for Health Statistics, 1
AN Public Health Service. Washington. U.S. Government Printing Office.
-’_-
t' Jackson, G.G., Dowling, M.D., Spiesman, M.O., & Boand, A.V. (1958).
ety Transmission of the common cold to volunteers under controlled conditions. ;
n’-. I. The common cold as a clinical entity. Archives of Internal Medicine, ';
) 101, 267-278. !
o . . . |
.,)l Kinsman, R.A., Dirks, J.F., & Jones, N.F. (1983). Psychomaintenance of
i chronic physical 1illness: Clinical assessment of personal styles
:;t affecting mdical management. In Millon, T., Green, C. & Meagher, R.
;gf:" (eds)., Handbook of Clinical Health Psychology. NY: Plenum.
red Knoke, D., & Burke, P.J. (1980). Log-Linear Models. Beverley Hills: Sage.
Mechanic, D. (1978). Medical Sociology (Second Edition). NY: Free Press.
’
::., Meschievitz, C.K., Schultz, S.B., & Dick, E.C. (1984). A model for obtaining
. predictable natural transmission of rhinovirus in human volunteers.
X Journal of Infectious Diseases, 150, 195-201.
.f-; National Center for Health Statistics. (1986). Current Estimates from the
-r:: National Health Interview Survey, United States, 1983. Vital and Health
~‘.. Statistics. Series 10, No. 154. National Center for Health Statistics,
Public Health Service. Washington. U.S. Government Printing Office.
o) (DHHS Pub. No. (PHS) 86-1582)
%ol
a
'-")
l"
A -9-
i
‘ -

v T A

hd T YT N0 I
OO NGHG AR

IR TR TR T LGS
Al .‘-. 9. 1.9 ."; s ..' b A S I:“? ....-‘ ‘ﬂ&




RS WS R TN TR WA WS RSN WO W W W W R R NN I WL WY TR s T Wy W TN T W T W TR T TR TOE T TR YW S

4

P

¢

;' Palinkas, L.A. (in press). A longitudinal study of ethnicity and disease

g incidence. Medical Anthropology Quarterly, 1.

' Payne, C. (1977). The log-linear model for contingency tables. In C. A.
0'Muircheartaigh and C. Payne (eds.), The Analysis of Survey Data. Volume
2. Model Fitting. NY: Wiley, pp. 105-144.

K .

. Reynolds, H.Y. (1985). Respiratory infections may reflect deficiencies in

' host defense mechanisms. Disease-a-Month, 31, 1-98.

" Rosenthal, R. (1978). Combining the results of independent studies.

Psychological Bulletin, 85, 185-193.

; Stewart, G.T., Voors, A.W., Jenkins, C.D., Gutekunst, R.R., & Moldow, C.F.
N (1969). Determinants of sickness in Marine recruits. American Journal of

Epidemiology, 89, 254-263.

¢ . . :
‘o Vickers, R. R., Jr., Haight, M.A.,, Wallick, M.T., & Conway, T.L. (1981).

8 Determinants of sickness in marine recruits: A replication. San Diego:

Naval Health Research Center, Technical Report 81-15.
D)
l Vickers, R. R., Jr., Hervig, L.K., & Edwards, E.A. (1986). Psychosocial risk

g factors for upper respiratory infection: An exploratory study. San
. Diego: Naval Health Research Center, Technical Report 86-27.

‘Y

': Voors, A.W., Stewart, G.T., Gutekunst, R.R., Moldow, C.F., & Jenkins, C.D.

{ (1968). Respiratory infection in marine recruits: Influence of personal
characteristics. American Review of Respiratory Disease, 98, 801-809.

"

s Voors, A.W., Rytel, M.W., Jenkins, C.D., Pierce, W.E., & Stewart, G.T.
o (1969). Prediction of sickness in naval recruits by Minnesota Multiphasic
-2 Personality Inventory scores. American Review of Respiratory Disease, 99,
P 420-425.

()
k™
 n
5 .
‘V’

o "
Y
>

L) [Fun "N 2 0 2O

i p TGN XN W NEUNTY W W TGN,
00 MR VRALAGE B, ‘c’b’:ﬁ'¢9*’ O




UNCLASSIFIED
SECURITY CLASSIFICATION OF THIS PAGE

REPORT DOCUMENTATION PAGE 7/ 3 /(L

1a REPORT SECURITY CLASSIFICATION

1b RESTRICTIVE MARKINGS

Unclassified None
2a SECURITY CLASSIFICATION AUTHORITY 3 DISTRIBUTION/ AVAILABILITY OF REPORT

N/A Approved for public release; distribution
2b DECLASSIFICATION / DOWNGRAD NG SCHEDULE unlimited.

N/A

4 PERFORMING ORGANIZATION REPORT NUMBER(S)
NHRC Report No. 86~ 31

S MONITORING ORGANIZATION REPORT NUMBER(S)

6a NAME OF PERFORMING ORGANIZATION 6b OFFICE SYMBOL
(if appiiaable)

Naval Health Research Center

7a NAME OF MONITORING ORGANIZATION

Commander, Naval Medical Command

6¢. ADDRESS (City, State, and ZIP Code)

P. 0. Box 85122
San Diego, CA 92138-9174

7b. ADDRESS (City, State, and ZIP Code)

Department of the Navy
Washington, D.C. 20372

8a. NAME OF FUNDING / SPONSORING
ORGANIZATION Naval Medical

Research & Development Command

8b OFFICE SYMBOL
(If applicable)

9. PROCUREMENT INSTRUMENT {DENTIFICATION NUMBER

8c. ADDRESS (City, State, and ZIP Code)
Naval Medical Command National Capital
Region
Bethesda, MD 20814-5044

10. SOURCE OF FUNDING NUMBERS

PROGRAM PROJECT TASK WORK UNIT
ELEMENT NO NO NO ACCESSION NO.
G1135N MRO4} .01 .07 DN236546

11 TITLE (Include Security Classification)

(U) PSYCHOSOCIAL RISK FACTORS FOR UPPER RESPIRATORY INFECTIONS: DEMOGRAPHIC PREDICTORS

OF OUTPATIENT TREATMENT

12 PERSONAL AUTHOR(S) .
Vickers, Ross R., Jr.

13a TYPE OF REPORT 13b. TIME COVERED
Interim FROM 10

14. DATE OF REPORT (Year, Month, Day)

1S PAGE COUNT
1986 December 12

16 SUPPLEMENTARY NOTATION

17 COSATI CODES

FIELD GROUP SUB-GROUP

Test

18 SUBJECT TERMS (Continue on reverse if necessary and identify by block number)
Upper respiratory infections, Risk factors, Military
recruits, Age, Race, Education, General Classification

19 ABSTRACT (Continue on reverse if necessary and 1dentify by block number)
Upper respiratory infections (URI) have been reported to be more common among military

recruits who were younger, white, and relatively highly educated.

This study attempted to

replicate these findings to identify demographic components for a risk profile for URI. None

of the previously reported associations replicated.

among non-black, non-white recruits.

One new finding was a lower URI rate

This trend merits further study because it parallels

recent findings regarding race and hospitalization for respiratory disease in the Navy.
Further study of the finding that URI were more common among those with less education can

be recommended on similar grounds.

Additional research should examine the possibilitv that
the race differences result from differences in secking medical care.

This need arises

because a similar race difference for musculoskeletal problems was noted in this <tudy.
However, even if the race and education trends noted here are replicable, their combined
predictive power will be too weak to regard them as a satisfactory risk profile foi URI.

-

20 DISTRIBUTION / AVAILABILITY OF ABSTRACT

J unceassirieorunumiTeD (B same as et ] oTic vSERS

2Y ABSTRACT SECURITY CLASSIFICATION
I'melassified

22a NAME OF RESPONSIBLE INDIVIDUAL
Ross R. Vickers, Jr.

22b TELEPHNNE (Include Area Code) | 22¢ OFFICE SYMBOL
(619) 225-7393 40

DD FORM 1473, 8a mar

)
* ’!ﬁ'?,!".q WL O IR

I."}l. o TR s ,“\‘\

.-(»

83 APR edition may be used until exhausted
Allother editions are ubsolete

SECURITY CLASSIFICATION OF THIS PAGE

#U.S Governmant Printing Offies: 1088 -807-047

C P
L el
T Lo

V0,0 ¥




