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Objective: Study the influences of socio-demographic and social context risk factors on labor force aged
mortality from communicable disease.

Material and Method: A sample of 28,298 individuals were used to build a piece-wise exponential hazard
model. Investigation of the cause of death used “verbal autopsy”.

Result: 1t was found that more males are likely to die than females (Exp. = 1.54, S.E. = 0.19). Mortality risk for
those who work is lower than for the jobless while mortality risk for laborers is greater than for the jobless
(Exp. = 2.80, S.E. = 0.54). Migrants are more likely to die than those who have not migrated (Exp. = 12.68,
S.E. = 0.22). People who live in households with debt are more likely to die than those who live in debt-free
households (Exp. = 1.21, S.E. = 0.17). Environmental problems and drinking water quality have significant
positive relationship with death due to communicable disease.

Conclusion: A health prevention plan for individual, household, and community level for this labor force aged

population needs to be provided.
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There have been several studies that tried to
explain the mechanisms that cause death in a popula-
tion. In the study of mortality, accuracy of the cause of
death and the mortality risk factors are the issues of
interest. The understanding of these issues have
changed with the passage of time and the develop-
ment of knowledge and technologies. For example, in
the 19" century it was believed that germs were the
causes of disease. Therefore, there was an effort to
prevent the spread of the germs. The development of
belief in mortality risks has started to change to a more
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scientific concept. In 1972, Crosby and Alfred® found
that mortality risks comprised exposure and resistance
to disease components such as non-hygienic sanita-
tion environment in the family, inappropriate health
behavior, community environmental problems, nutri-
tion and standard of living®®. However, there have
been a number of debates about the causes of death of
the labor-force-age population. Do they have a high
risk of death and are the causes of death related to
socio-demographic and social context risk factors?

In 2001, it was found that death rate was high
and that the primary cause of death for this population
in Thailand were malignancy, followed by death from
external causes, and disease of the cardiovascular
system, with deaths from infectious and parasitic
diseases following in succession*®. Overall, they were
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still dying because communicable diseases were still
appearing, even if the society has been developed.

In considering the population of Thailand,
the aged population has a tendency to increase, while
child-age population who would later become labor
force age would decrease in the next 20 years®. As a
result, it is crucial to maintain our existing and limited
labor forces. Therefore, efforts should be made to
prevent the labor force age population from dying
prematurely deaths due to illness and other major
causes of death”®; for if there should be a high death
rate in the labor force aged population, it would affect
the national economic status. Thus, it was necessary
to analyze overall mortality risks, in order to gain greater
insight into the mortality risk of this age group. This
understanding would benefit both public policies and
the search for solutions, prevention planning and
improvement of living standards of the public, and the
results of the research could be applied for improve-
ment in the development of the quality of life of the
public. The present study therefore required analysis
of household components, such as sanitation and
economic status, as well as community components,
i.e., population density and accessibility to healthcare
services, in order to determine if and how they would
affect the mortality risks of this age group, over a
period of time.

Material and Method

The present analysis employed a longitudi-
nal data between 1994 and 2000 from the Survey of
Social Change and Migration in Thailand, a case study
in Nang Rong district, Buri Ram province made by the
Institute for Population and Social Research, Mahidol
University in collaboration with the Carolina Popula-
tion Center (CPC), University of North Carolina at
Chapel Hill. Nang Rong is located in the southern
part of Buri Ram province. The main characteristic of
Nang Rong is that it is a mix between a primitive,
labor-intensive society and modernized development
of households, equipped with modern facilities includ-
ing mechanical agricultural technology. To obtain the
actual causes of death, the study employed “verbal
autopsy” as a means of investigation and used the
data obtained for analysis of the most immediate
circumstances of death. Data from medical records and
death certificates were used to analyse the variables
on mortality of patients admitted into healthcare
facilities before death. Adjustments were then made to
the causes of death data acquired from verbal autopsy.
This was compiled and modified by physicians, and
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checked for validity and reliability through the use of
sensitivity and specificity calculations before actual
usage. The population under study was the labor
force age population (ages 13-60) in the year 1994; this
group was kept in track up to the year 2000. It was
found that out of the 28,298 labor force aged popula-
tion under survey, 27,664 persons have survived and
634 have died from communicable diseases during the
said period. Characteristics and descriptive statistics
of the sample are presented in Table 1.

Statistical analysis

Event History Analysis is used to determine
the hazard of death in the equation of the piecewise
exponential hazard model, which determines the
probability of death for each age group. This model is
based on the conditional approach estimated by the
computer package estimating a poisson regression. The
basic idea of the piecewise exponential hazard model
is to split the time axis into time intervals (j) 0 =T,<T,<
T,<...<T_,whent_is larger than the largest observa-
tion time, and possibly infinite. The hazard in interval j
is given by (rj_l, rj) is A, in which the baseline hazard in
each interval is assumed to be constant, but the baseline
hazards are allowed to vary across intervals. The
baseline hazards are vectors of parameters that deter-
mine the shape of the hazard rate over time®!?, The
hazard rate of piecewise exponential model is calcu-
lated as follows:
}‘o(t) el o* 1Poi* 2P3i* 3Pgi+- o Pj)

Mt X,) =

where }»ij
t

1

Hazard for observation i and interval
Exposure for observation i and interval j

Since only the labor force age population
has been selected, there is a possibility that this group
had contacted disease before coming into labor force
age. In order to reduce problems stemming from sample
selection bias, this analysis uses the “Left Truncation”
data cut-off. A p-value > 0.10 was considered signifi-
cant. Truncation of survival data occurs when only
those individuals whose event time lies within a
certain observational window (t,t ) are observed®>*),
An individual whose event time is not in this interval is
not observed and no information on this subject is
available to the investigator.

Results

Four models of piecewise exponential hazard
models with left truncated were used. The cutoff point
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Table 1. Descriptive statistics of demographic characteristics, household factors and community contexts in Nang Rong,

1994
Demographic characteristic Death Survive
Number Percent Number Percent
(634) (27,664)
Demographic factors
Age group
13-19 29 4.5 5,937 215
20-24 72 114 8,819 31.9
25-29 80 12.6 3,294 11.9
30-34 78 12.3 2,891 10.5
35-39 73 115 2,149 7.8
40-44 59 9.3 1,705 6.2
45-49 54 8.5 1,389 5.0
50-54 59 9.3 1,204 4.4
> 55 130 20.5 276 1.0
Gender
Male 461 72.7 13,794 49.9
Female 173 27.30 13,850 50.10
Occupation
Unemployed 35 5.50 2,513 9.10
Agricultural & animal husbandry 447 70.5 18,038 65.6
Labor 121 19.1 6,931 19.5
Commerce & others 31 49 1,564 5.7
Migration history
Never migrated 153 241 16,967 61.3
Used to migrate 481 75.9 10,697 38.7
Education
Never attended school 21 33 597 2.2
Primary school 562 88.6 23,718 85.9
Secondary school 39 6.1 2,503 9.1
Diploma or higher 12 1.9 792 2.9
Household Density
1-4 72 114 4,397 16.9
5-9 413 65.4 17,065 61.7
10-14 141 22.2 5,491 19.8
>15 8 1.3 441 1.6
Air ventilation
Poor air ventilation 266 42.0 11,592 41.9
Good air ventilation 368 58.0 16,072 58.1
Ethnicity
Thai Korat or central Thai 470 74.10 19,871 71.8
Cambodia/Suay/Laos/others 164 25.90 7,793 28.2
Debt
No debt 254 40.10 11,011 39.8
Have debt 380 59.90 16,653 60.2
Number of vehicles
0 419 63.4 17,930 65.0
1-2 207 314 9,318 33.8
3-4 33 5.0 319 1.2
>5 1 0.2 21 0.1
Environmental problems
No environmental problem 152 15.00 6,295 22.8
Having environmental problem 482 85.00 21,369 77.2
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Table 1. Descriptive statistics of demographic characteristics, household factors and community contexts in Nang Rong,

1994 (cont.)

Demographic characteristic Death Survive
Number Percent Number Percent
(634) (27,664)
Drinking-water quality
No problem 95 24.00 23,266 84.1
Having problem 539 76.00 4,398 159
Demographic characteristic Deceased Survive
Min Max Mean Min Max Mean
Household factors
Economic status 0.00 42,969 7,602.15 0.00 66,149 7,806.80
Community contexts
Population density (per Rai*) 0.08 558 51.31 0.08 558 41.23
Distance from house to healthcare 2.00 56 22.26 2.00 56 23.00
facility (km)
Number of health personnel 5.00 21 12.54 5.00 21 12.48

Note: * 1 Rai = 1,600 square meter

was five years. Each model had a different examination
purpose. Model 1 was the base line model. This model
observed the impact of time on the labor force aged
mortality without covariates. Model 2 mainly investi-
gated the influence of demographic factors while con-
trolling household and community factors. Model 3
examined the influence of demographic and household
factors while controlling community contexts. Similarly,
model 4 explored the influence of demographic, house-
hold factors and community contexts. It was found
that increase in age would significantly increase
mortality risk from communicable diseases. When con-
sidering the personal components after other variables
are controlled. More males are likely to die than females.
Mortality risk for those who work is less likely than for
those who are jobless, with the statistically significant
exception of laborers, where mortality risk for laborers
is greater than for those jobless. Migrants are more
likely to die than those non migrated. The Thai or
Thai-Korat are less likely to die when compared with
the other ethnic groups. When considering household
components that have positive effects on death from
communicable diseases, namely the number of animals
raised around the household area, density of house-
hold, debt and economic status, the hazard of death
increases with the increase in the density of the house-
hold population, and people who live in households
with debt are more likely to die than those who live in
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debt-free households. Components that have negative
effects on mortality risk from communicable diseases
are air ventilation in houses and number of vehicles
(Table 2).

Discussion

Upon analysis, it was found that age has a
positive effect on mortality, i.e. mortality risk increases
as age increases. This could be explained that when
considering only the age component, it is found that
the relative risk of dying increases with age, which is
in conformity with the epidemiological concept that
deterioration in physical condition is caused by
increase in age, and that older one becomes, the more
severe disease becomes in along with a decreasing
immunity due to weak physical condition®, It also
conforms to Makeham’s theory™ of partial forces of
mortality, which states as a primary principle that “the
hazard of death in older age groups is higher than in
younger age groups”. Besides age, males are more
likely to die 1.54 times more than females. In general,
the male death rate is higher than female™®. The reason
more males are dying than females could be explained
by the fact that from data on causes of death it was
found that HIV/AIDS is one of the significant com-
municable diseases causing death. The mortality
risks for males is higher than females because of the
personal behavior in prevention of diseases (Fig. 1).
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Table 2. Relative risk estimate from piece-wise exponential hazard model when the person being investigated died from a

communicable disease

Variable Model 1 Model 2 Model 3 Model 4
Exp. (SE) Exp. (S.E) Exp. (S.E) Exp. (S.E)
Intercept *x% - (0.44) **%  (0.78) % (0.82) % (0.91)
Age
20-24 (1) 8.58*** (0.52) 8.67*** (0.52) 8.67*** (0.52) 8.67*** (0.52)
25-29 16.28*** (0.49)  17.29%** (0.49)  17.46*** (0.49)  17.46*** (0.49)
30-34 16.44*** (0.50) 20.91*** (0.50) 20.91*** (0.50) 20.91*** (0.50)
35-39 14.44*** (0.52) 23.57*** (0.52) 23.57*** (0.52) 23.34*** (0.52)
40-44 10.80*** (0.56) 22.87*** (0.56) 22.87*** (0.56) 22.42*** (0.56)
45-49 28.22*** (0.51) 74.44*** (0.51) 74.44*** (0.51) 72.97*** (0.51)
50-54 23.81*** (0.54) 68.03*** (0.55) 68.72*** (0.55) 67.36*** (0.55)
54-59 28.79*** (0.56) 86.49*** (0.56) 87.36*** (0.57) 86.49*** (0.57)
>59 44.26*** (0.57)  144.03*** (0.58)  144.03*** (0.58)  145.47*** (0.58)
Demographic factors
Male (2) 1.52** (0.18) 1.54** (0.19) 1.54** (0.19)
Social factors
Agricultural (3) 2.41*  (0.53) 2.41*  (0.53) 140  (0.53)
Laborer 2.94%* (0.54) 2.80*  (0.54) 2.80*  (0.54)
Commerce 151 (0.64) 1.48 (0.64) 1.46 (0.65)
Migration history (4) 12.55%** (0.21)  12.55%** (0.22)  12.68*** (0.22)
Primary school (5) 0.85 (0.47) 0.84 (0.47) 0.81 (0.47)
Secondary school 0.83 (0.58) 0.87 (0.59) 0.86 (0.59)
Higher than secondary school 0.17 (1.12) 0.80* (0.13) 0.79* (0.14)
Major dialect is Khmer,Lao, Suay (6) 1.06 (0.20) 1.14 (0.23)
Social context at household level
Number of animals 1.00 (0.00) 1.00 (0.00)
Household density 1.06** (0.03) 1.08** (0.03)
Air ventilation 0.77*  (0.16) 0.80*  (0.13)
Debt (7) 1.23  (0.17) 121 (0.17)
Number of vehicles 0.43 (0.15) 0.92 (0.16)
Economic status 1.00 (0.00) 1.00 (0.00)
Social context at community level
Population density 1.00** (0.00)
Environment problems 1.16* (0.08)
Drinking water quality problem (8) 1.58*  (0.26)
Health accessibility (kms.) 1.00 (0.00)
Number of health personnel 0.94** (0.03)
Loglikelihood -1070.00 -959.09 -957.39 -949.73

Note: * p value <0.10, ** p value < 0.05, *** p value < 0.001
1. age < 20 year, 2. female, 3. unemployed, 4. never migrated, 5. did not attend school, 6. major dialect in household
was Thai or Thai-Korat, 7. no debt, 8. no drinking water quality problem

With regard to the migration component,
those who have a history of migration have more risk
of dying than those who do not, meaning that their
exposure to disease or the probability of their contact-
ing external disease is higher than those who have
not migrated. Moreover, from the characteristics of
Thai society, when migrants become ill and realize that
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they could die, they usually return to their places of
birth®” (Fig. 2 and Fig. 3).

Two other significant variables affecting mor-
tality are education and occupation, both reflecting
the social status. Mortality risks for those who are
laborers was 2.80 times greater than those who had no
jobs, and mortality risks for those who were educated
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Fig. 3 Survival function of males who used to migrate and never migrated

were less than for those who were uneducated, which
conforms with the study made by Richard®® who found
that the mortality risks for those who are jobless and
uneducated are high. Similarly, in a study made by
Johnson, Sorlie and Backlund® on the impact of
specific occupation on mortality in the United Nations,
the hazard of death for professional/technical groups
is less likely than those who are unskilled laborers.
This is due to the fact that unskilled laborers have a
lifestyle that has more risk of death. For example, coal
miners are susceptible to air pollution in the mines, or
farmers have more risk from pesticides. Those who are
highly educated have more interest in their health
and are likely to take more appropriate healthcare as
well. At the same time, the educational level would
affect income, resulting in improved living conditions
(Fig. 4).

With regard to the ethnic variable, a compari-
son was made for ethnic variables in two groups,
namely those of Thai or Thai-Korat race with other
races such as Laos, Khmer, Suay Tribes and others. The
relative risk for those of Thai race is less than those
who are not of Thai race. When the variable on indi-
vidual characteristic is controlled and in consideration
of household components that influence death, there
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are variables that have positive effects on mortality.
These variables are the number of animals in the house-
hold, density of household population, ethnicity, debt
and economic status. People living in households with
poor sanitation have increased risk of death, since
raising of animals in household areas would lead to
an increase in germ breeding places, especially from
animal droppings. Moreover, animals could become
disease-carriers, resulting in increased disease and
ilnesses, such as cholera and diarrhea®. Household
density has a positive effect on mortality. This con-
forms to the theory on epidemiology, which states
that environmental components, including population
density, have positive effects on mortality. This could
be explained by the fact that an increase in household
population would increase the probability of air-borne
diseases, such as tuberculosis, and other respiratory
tract infections®,

With regard to the debt variable, hazard of
death for those households who are in debt increases
since indebtedness is an indicator of the household
economic level. Households with debts have less
reserved funds for healthcare and do not usually pay
attention to healthcare maintenance and prevention,
regarded as luxury. Besides, the probability of accessi-
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bility to continuous healthcare would lessen since
they would pay more attention to making a living in
order to pay off their debts®. There are two household
components that have negative effects on mortality,
namely air ventilation and number of vehicles. The
hazard of death for those who live in houses with bad
air ventilation is greater than for those who live in
houses with good air ventilation. Air ventilation is
being measured by the number of windows and num-
ber of windows impenetrable by insects. This could be
explained by the fact that the probability of dissemi-
nating of diseases would lessen if the house has good
air ventilation. It is in conformity with Mckeown and
Thomas® where it was found that the production
department with several workers sharing limited space
and without a good ventilation system brought about
the dissemination of air-borne diseases that were
easily contacted because of the high density of the
population.

Considering community components, the
society that has a higher population density would
have increased mortality. This could be explained that
if the population in a community increases, mortality
risk would also increase, as the population density
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would speed up the dissemination of diseases, espe-
cially communicable diseases in the respiratory system.
Communities with environmental problems would
increase the mortality risk as it would increase germ-
breeding places and facilitate the dissemination of
diseases??. Poor-quality drinking water would lead to
certain diseases such as calculus, intestinal diseases
and stones. Communities that suffer continuous drink-
ing-water quality problems, would increase the risk for
occurrence of such diseases®. Likewise, accessibility
to healthcare facilities measured by the distance from
the household to the healthcare facilities has a posi-
tive relationship to mortality. This means that hazard of
death increases the further a community is situated
from a healthcare facility. This is in conformity with the
study of Barker, Nathangeni and Millard®* who found
that the distance from home has a positive relationship
to death from tuberculosis. It is also similar to the study
made by Jones, Bentham and Horwell® who found
that when the confounding factors are under control,
the accessibility to healthcare service measured by
traveling time has a relationship to death from asthma
in that the longer it takes to travel the hazard of death
increases. Interestingly, it was found that if the number
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of healthcare personnel increased, the hazard of death
would be reduced, since the increased number of
personnel would be better able to provide healthcare
service in promotion, prevention and cure. They would
also be better able to rehabilitate the patients and this
would decrease the hazard of death®. This conforms
to the concept of epidemiological transition, which
states that the medical and public health determinants
have a reverse effect on mortality(2",

Although many theories say that communi-
cable disease is declining, the results show that the
death rate from communicable disease is still high. The
Thai government has launched a policy to reduce risk
factors that would cause premature death, focusing on
individual behavior such as the non-smoking project,
promotion of exercise for the public, etc. According to
the result of this examination, household and commu-
nity factors have both positive effects e.g. household
sanitation and community density, and negative effect
e.g. air ventilation and number of health personnel on
mortality. It should be noted that besides adjusting
household environmental quality, the environmental
quality in the community should also be adjusted. In
order to improve community environmental quality,
every partner in the community such as the local people,
governmental officers, teachers, monks, etc. should also
cooperate at all stages of environmental development.
With regard to the public health components, that is
the number of health personnel and distance to health
facility, the healthcare personnel dispersing strategy
to villages and community levels should be developed
in suitable proportions to the size of population in
each areas. Moreover, there should be zoning respon-
sibilities for health facilities at village and community
levels in proportion to the size of population living
in that area, to lessen the severity of preventable
diseases and to obtain appropriate capacity for the
care of patients. An important recommendation for
future researches is there should be an analysis of
health risk behavior and there should be a longitudinal
study. A follow-up study should be made on mortality
from birth, or made for each separate disease that is a
major cause of death. These studies could be used for
planning reduction of the risks.

Acknowledgements

This study was financially supported by the
Thailand Research Fund through the Royal Golden
Jubilee Ph.D. Program. The authors wish to thank
Prof. Barbara Entwisle, Director of Carolina Population
Center, and Prof. Ron Rinfuss, Nang Rong Project

862

Director, for their valuable advice and guidance for
the analysis.

References

1. Crosby AW. The columbian exchange. Westport,
CT: Greenwood Press; 1990.

2. Ahlborm A, Norell S. Introduction to epidemio-
logy. 2" ed. Chestnut Hill: Epidemiology resource;
1990.

3. Heinze, Ackernecht. History and geography of
the most important disease. New York: Hafner
Publish; 1994.

4. The Ministry of Public Health. Mortality road map
[online]. Available from: http://203.157.19.191/way-
death.html. [Accessed: 2002 Dec 2].

5. Chancharuporn M, Chedchuponglum P. Health for
all and quality of life. In: General public health.
Nonthaburi: Sukothai Thammathirat Open Univer-
sity; 2002: 112-47.

6. Wongbunsin P, Wongbunsin P. Improvement of
international competition by adjusting labour force
in low and middle level. In: Facing with Globaliza-
tion. Bangkok: NP; 2002.

7. Daniel ES. House calls living longer and longer: is
there a finite limit to the human lifespan? How
about living to 120 [online]. Available from: http://
www.senionworld.com. [Accessed: 2003 Jan 15].

8. Aiken LR. Aging: an introduction to gerontology.
California: Sage Publication; 1995.

9. Allison P. Survival analysis using the SAS
system: a practical guide. North Carolina: SAS
Institute; 2000.

10. Guo G Sociological methodology 1993. In: Marsden
VP, editor. Event-history analysis for left-truncated
data. Washington D.C.: American Sociological
Association; 1993: 217-43.

11. Friedman M. Piecewise exponential models for
survival data with covariates. Ann Stat 1982; 10:
101-13.

12. Blossfeld HP, Rohwer G. Techniques of event
history modeling: new approaches to causal
analysis. 2 ed. New Jersy: Lawrencw Erlbaum
Associates; 2002.

13. Hougaard P. Analysis of multivariate survival data.
New York: Springer-Verlag; 2000.

14. Barker RD, Nthangeni ME, Millard FJ. Is the dis-
tance a patient lives from hospital a risk factor
for death from tuberculosis in rural South Africa?
IntJ Tuberc Lung Dis 2002; 6: 98-103.

15. Makeham W. On the law of mortality. J Ins Actua-
ries 1867; 13: 88-102.

J Med Assoc Thai Vol. 89 No. 6 2006



16. Prasartkul P. Demography: the essential study of principles and methods. 2" ed. New York: Little

human population. Bangkok: Amarin Priting & Brown; 1996.
Publishing; 2000. 22. Maller WD. Environmental health. Cambridge:

17. Jongaudomkan D. Research report: Changing of Harvard University Press; 1992.
heath behavior in low income family inurbanarea, 23. Robert HF, Suzanne WF, Edward HW. Clinical
North East Region. Khonkan: Khonkan Univer- epidemology the essentials. 3 ed. Hong Kong:
sity; 2004. Williams & Wilkins Asia-Pacific; 1997.

18. Richard GA. The health of adults in the develop-  24. Jones AP, Bentham G, Horwell C. Health service
ing. world. New York: Oxford University; 1992. accessibility and deaths from asthma. Int J Epi-

19. Johnson NJ, Sorlie PD, Backlund E. The impact demiol 1999; 28: 101-5.
of specific occupation on mortality in the U.S. 25. The Ministry of Public Health. Public health
National Longitudinal Mortality Study. Demogra- statistic A.D. Nonthaburi: Ministry of Public
phy 1999; 36: 355-67. Health; 2000.

20. McKeown T. Food, infection, and population. In:  26. Omran AR. The epidemiological transition. A
Rotberg RI, Rabb TK, editors. Hunger and his- theory of the epidemiologic of population change.
tory; the impact of changing food production Milkbank Mem Fund Q 1971; 49: 509-38.
and consumption patterns on society. Cambridge:  27. Omran AR. The pidemiological transition. Atheory
Cambridge University Press; 1983: 29-49. of the epidemiologic of population change, 1971.

21. MacMahon B, Trichopoulos D. Epidemiology Bull World Health Organ 2001; 79: 161-70.

NANTENUUBNNNISA NN NAINULSSTINTUASAIANBIARDNABNITALAILLITARAADUD
1152 91nFIEILTINIY

1wNAN Kasasy, TaBu uava, te19shu dsihsan, Guang Guo, yilk AssAl

nsAneinTunisloveyanaiiesssasenn ieAnminansnuseaninsid ean1anutlszains
uasdInNIRaBNTINaREN AR IARARBTEILISS NI TEUTII YIN1STIAT MY A TALTIATIZUNT
0T ’Zugﬂaz/mzmm? Piece wise exponential hazard model with left truncated n@ﬁm”@@ﬂlwﬁﬁnmﬁ@
s aNS LN 28,298 AL HANITIAENLIT LWﬂ%?ﬂﬁf@ﬂWﬁﬁlﬁﬁl@\‘iﬂQ,’MWszﬁ\‘l (Exp. = 1.54, S.E.
= 0.19) f@mmﬁmmbm?mE/‘lunzgilglyﬁmum"vm;f)nq"ztjﬁiulimpwf’wm (Exp. = 2.80, S.E. = 0.54) glyﬁ'ﬁﬂiﬁﬁ
nseneiudlanianegenag i iALeeiy (Exp. = 12.68, S.E. = 0.22) yiie At lunsadousiinilay
flemameganangie At ussadend luuidu (Exo. = 1.21, SE. = 0.17) uazgiiotAs lugumuiidlym
mymz?’momyﬂmmzﬂ:ymL?"m@mmwugvﬁlu %ﬁfﬂmmmmpmfmﬁmL?f@@q@E/'wﬁu”ﬂﬂ"m”fym\mﬁﬁ 971
wansAnsiaziulnarsnuiiueseieinsmaainisasuamuasimaul L BN AT Hg I WAz B
Tm’lun@ﬁ/ﬂimvnm”mmwmwgq’luﬁﬁmmgfﬂm ATOUATILAZTNTY

J Med Assoc Thai Vol. 89 No. 6 2006 863



