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The prevalence of autism, a developmental dis-
order characterized by serious impairments in
social interaction and language development as
well as stereotyped and repetitive behaviors,
has increased dramatically over the past 2
decades from approximately 4 to 40 cases per
10000.1 The cause of the increase is unknown,
as is the etiology of autism. Evidence from twin
studies suggests that autism is likely a genetic
disorder.2–4 However, genetic causes for the vast
majority of autism cases have not yet been
identified through molecular genetic research.5

In addition, dozens of previous studies have
identified a wide range of perinatal and parental
risk factors.6 Despite these studies, our under-
standing of even the most basic of these factors,
parental age, is muddled.

Previous studies examining the association
between parental age and autism have yielded
contradictory results. With respect to mothers,
5 of the 11 studies that examined the risk
associated with maternal age and autism spec-
trum disorders reported an increase in risk
after adjustment for other confounding fac-
tors.7–11 Six studies did not identify significant
elevated risk.12–17 Paternal age has also been
associated with autism. Four of 7 studies found
an association between paternal age and au-
tism.7,10,13,17 However, there is wide variability in
the reported risk, spanning from no associa-
tion8,12 to an almost 6-fold increase when pater-
nal age exceeds 40 years.17 (These previous
studies are summarized in an appendix that is
available as a supplement to the online version of
this article at http://www.ajph.org.)

With the exception of a recent study that
examined the birth cohort of 1994 in 10 US
States,7 all previous studies have pooled obser-
vations across several birth cohorts; in fact, it is
not uncommon for studies to pool data from
individuals who are born 10 to 20 years
apart.11,13–16 However, paternal age, and particu-
larly the proportion of the paternal population
over 40 years of age, increased rapidly during
this period.

We provide the first investigation into
changes in risk factors associated with autism

across successive birth cohorts. We aimed to
estimate the risk for autism associated with
maternal and paternal age across successive
birth cohorts to gain insight into possible
sources of discrepancies in previous studies.

METHODS

We examined birth and diagnostic records
for all children born in California between
1992 and 2000. Over the entire period, we
analyzed 4906926 birth records. Of these,
18731 could be matched to children with a
diagnosis of autism. To identify autism cases,
we combined birth records obtained from the
California Birth Master Files and the California
Department of Developmental Services (DDS).
The analysis began with the birth cohort of
1992, the first year the DDS began maintain-
ing electronic records. To ensure that all chil-
dren had ample time for case ascertainment,
the analyses ended with the birth cohort of
2000. All children were followed from the time
of birth until June 2006. Differential ascer-
tainment times were allowed because the
age of diagnosis for autism fell consistently
from a mean of 5.9 years (62.9) in the 1992
birth cohort to 3.8 years (60.9) in the 2000
cohort.

The DDS coordinates diagnoses, services,
and support for persons living in California
with developmental disabilities, including
mental retardation and autism. The agency
provides services to patients with full syndrome
autism (International Classification of Diseases,
Ninth Revision, Clinical Modification code
299.018). Services are not available to persons
diagnosed with Asperger disorder, childhood
disintegrative disorder, Rett disorder, or per-
vasive developmental disorder-not otherwise
specified. Although enrollment with the DDS
is optional, it is estimated that 75% to 80%
of persons with autism in California are
enrolled,19 making the DDS the largest
administrative source of autism diagnostic infor-
mation.

To obtain demographic information for
persons with and without autism, records from
the DDS and Birth Master Files were electron-
ically linked by using probabilistic and deter-
ministic matching algorithms developed by
Campbell.20 Matches were made on the basis of
first, middle, and last name; date of birth; race;
zip code at birth; and gender. Uncertain matches
were manually reviewed. On average, 81% of
the DDS files were linked to birth records. The
linkage rate increased over time from 79%
(1992) to 86% (2000). DDS files that could not
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be linked typically belonged to children who
were born outside of California and later moved
to the state.

Our primary variables of interest, maternal
and paternal age at birth, were extracted
from birth certificates. Data on paternal age
for the entire population was missing from
8% of the birth records. Persons subse-
quently diagnosed with autism were more
likely to have missing paternal age data,
ranging from 8% to 10% depending on the
birth cohort. Maternal age was rarely missing
(<1%). We also obtained the following con-
trol variables from the birth certificates:
child’s gender, race, birthweight, and dura-
tion of gestation; whether the child was a
single or multiple-birth; and parity of the
mother. Birthweight was examined categori-
cally with birthweight less than 2500 grams
considered low birthweight. Gestational age
less than 35 weeks was considered prema-
ture. Whether the newborn was placed in a
neonatal intensive care unit was extracted
from the birth records as well. If a newborn
had a birthweight greater than 2500 grams
and a gestational age of more than 35 weeks
but was admitted to the neonatal intensive
care unit, this variable was set to 1. Otherwise,
it was set to 0. Parity was used to generate a
dummy variable for first birth. In addition to
these variables, all analyses also included
maternal and paternal education.

To examine the associations between ma-
ternal and paternal ages and autism, we
conducted 3 sets of analyses. First, we
ascertained the association between maternal
and paternal age and autism for each birth
cohort from 1992 to 2000. To do this, we
ran logistic regressions treating parental age
as a categorical variable (<30, 30–34,
35–39, and ‡40 years). All of the control
variables identified previously were included
in the models.

Second, to observe the effect of pooling data,
we cumulatively pooled across birth cohorts.
Using a moving window for the 1995 birth
cohort, we pooled data from the 1992, 1993,
1994, and 1995 birth cohorts; for the 1996
birth cohort, we pooled observations from
the birth cohorts of 1992 to 1996, and so on.
This allowed us to mimic the method used in
most of the previous studies, which pooled data
across birth cohorts.

Problems may arise from pooling data across
birth cohorts. Categorical specifications are
particularly prone to reversal paradoxes in
contexts in which there are large differences
by group in the denominators of a rate.21 To
assess the effect these problems may have had on
previous studies, we first examined whether
there were large by-group differences in mater-
nal and paternal age, as well as how these
differences changed over time. Last, we con-
ducted logistic regressions by using a decompo-
sition strategy.

In this approach, maternal and paternal
ages were considered in a continuous frame-
work; that is, we did not treat age as a
categorical variable. The decomposition was
necessary to avoid the multicollinearity
problems that arise when simultaneously in-
cluding continuous maternal and paternal age
in a regression. The decomposition enabled
us to disentangle whether paternal or mater-
nal age had a stronger association with autism
while avoiding some of the problems gener-
ated by multicollinearity and categorical
specifications. The decomposition was as
follows:

ð1Þ g1ðAm þ Af Þ þ g2ðAm � Af Þ
¼2ðbmAm þ bfAf Þ

g1 Am þ g1 Af þ g2 Am � g2 Af

¼2ðbmAm þ bfAf Þ
Amðg1 þ g2Þ þ Af ðg1 � g2Þ

¼2ðbmAm þ bfAf Þ
Amðg1 þ g2Þ¼2ðbmAmÞ
Af ðg1 � g2Þ¼2ðbfAf Þ;

where Am is maternal age and Af is paternal
age. For instance, assume the case of a 32-year-
old mother and a 35-year-old father. The sum
of their ages, (Am + Af), is 67. The difference in
their ages, (Am – Af), is –3. Following the
decomposition, adding the sum, g1 (Am + Af),
and the difference, g2 (Am – Af), gives us 64.
This is twice the mother’s age. Similarly, the
difference, (Am + Af) – (Am – Af)=70, is twice
the father’s age. Using this approach, we can
disentangle parental age effects without signif-
icant multicollinearity by including the sum
and the difference of parental ages as separate
terms and then rearranging the parameter es-
timates from the analysis to recover the pa-
rameters for maternal and paternal age. In the
decomposition, b represents 2 parental years.

RESULTS

The risk of autism ranged from 29 per
10000 persons in the 1992 birth cohort to 43
per 10000 persons in the 2000 birth cohort.

Mean maternal and paternal ages at the time
of the child’s birth increased from 1992 to
2000. The mean maternal age was 26.9
(66.03) years in 1992 and increased to 27.7
(66.33) years in 2000. Similarly, paternal age
increased from 29.6 (66.84) years to 30.6
(67.11) years over the same period. The in-
creasing standard deviation, particularly of
paternal age, is noteworthy because parents’
age at birth is strongly bounded on the left tail
of the distribution. Thus, there was a consid-
erable increase in advanced paternal age,
extending the length of the right tail of the
distribution.

The percentage of California births to fathers
and mothers over the age of 40 years for our
observation period is reported in Figure1. Note
that the share of births associated with older
fathers increased markedly from 7.45%
(44973 out of 603712) in 1992 to 10.1%
(53611 out of 533078) in 2000. In contrast,
the share of births to women over the age of
40 years increased more slowly from 1.9%
(11636 out of 603396) in 1992 to 3.1%
(16633 out of 533078) in 2000.

Association of Parental Age and Autism

Over Time

Parental age over 40 years was consistently
found to be associated with an increased risk
of autism. As Figure 2 shows, prevalence rates
for autism when parental age exceeded 40
years were higher than the prevalence in the
general population. Among all children born
between 1992 and 2000, regardless of paren-
tal age, the prevalence of autism was 34 per
10000. In contrast, the prevalence rate for
children born to parents over 40 years of age
was 56 per 10000. Prevalence rates were
slightly higher when maternal age exceeded 40
years relative to when paternal age exceeded
40 years. However, there were significantly
more men over 40 years of age, with and
without children with autism, in our population.

Although the prevalence rates for maternal
and paternal ages were roughly comparable,
the raw proportions by gender differed dra-
matically. Out of 123896 children born to a
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FIGURE 1—Percentage of the population over 40 years of age at child’s birth by gender, California, 1992–2000.

FIGURE 2—The observed prevalence of autism in the total population and in populations born to a mother or father over 40 years of age,

California, 1992–2000.
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mother over the age of 40 years, 764 were
later diagnosed with autism (764 out of
123896). In contrast, there were 426744
children born to men over the age of 40 years.
Of these, 2357 were later diagnosed with
autism (2357 out of 426744). These strikingly
different raw proportions may create a reversal
paradox and lead to a consistent inflation of
the risk associated with paternal age when
examined in a pooled regression framework.

Autism and Advanced Parental Age in a

Logistic Regression Framework

Here we considered the risk of advanced
maternal and paternal age in a logistic regres-
sion framework, in which we controlled for
all of the variables previously identified and
treated age as a categorical variable. In this
framework, as can be observed in Figure 3,
advanced maternal age was a significant risk
factor for autism in most of the birth cohorts.

The risk associated with maternal age exceed-
ing 40 years varied from a high of 1.84 (95%
confidence interval [CI]=1.37, 2.47) in 1993
to a low of 1.27 in 1995 (95% CI=0.95, 1.69),
roughly a 3-fold difference in risk. Thus, there
was considerable variability in risk associated
with maternal age across birth cohorts.

Paternal age was also associated with an
increased risk of autism across all birth cohorts,
though the risk estimates were wide-ranging.
The relative risk for fathers over 40 years of
age by birth cohort is also reported in Figure
3. The risk ranged from a low of 1.29 (95%
CI=1.03, 1.60) in 1992 to a high of 1.71 (95%
CI=1.41, 2.08) in 1995, more than a 2-fold
difference in risk.

Moving Windows by Successive Pooling

Over Time

Although no clear pattern was observed
when we examined the risk of autism

associated with parental age across the birth
cohorts, a very clear pattern emerged when we
successively pooled the data. The pattern
produced by pooling risk across successive
birth cohorts was seen most clearly when
looking at the pooled risk associated with ma-
ternal and paternal ages simultaneously. In this
framework, the large variability in risk across
successive birth cohorts hid a much clearer and
consistent trend that arose from pooling the
data where there are large by-group differences
in age denominators. As can be seen in Figure
4, pooling the data led to an increase in mea-
sured paternal age risk. This held even in years
in which the risk was lower than the pooled
risk for all previous years. For instance, from
1997 until 2000, the paternal risk observed by
birth cohort declined from roughly 1.65 to
1.44. However, as we pooled across these
cohorts, no comparable decrease in risk was
observable.

For maternal age, which did not experience
as large an increase in either mean maternal
age or the proportion of births to women over
40 years of age, pooling across birth cohorts
helped to smooth some of the cohort variability
and produced reasonable estimates of risk
that were in line with the findings based on
cohorts. However, this strategy underestimated
the risk of maternal age relative to paternal age.

Pooling data across birth cohorts consis-
tently inflated the risk associated with paternal
age and obscured real and considerable varia-
bility in the association between parental age
and risk for autism. In the case of paternal age,
pooling led to a serious overstatement of risk.

Linear Decomposition

The results of the linear decomposition in-
dicated that the risk associated with maternal
age was significantly larger than the risk asso-
ciated with paternal age. As shown in Figure
5, the risk associated with an additional ma-
ternal year exceeded the risk of an additional
paternal year. Remembering that the relative
risk was the risk for 2 additional parental years,
the maternal risk obtained from the decompo-
sition closely approximated the risk obtained
from the cohort analysis. The risk of autism
for a child born to a 40-year-old mother
peaked among the 1992 birth cohort with an
80% increase in risk and then settled to be-
tween 40% and 50% after 1994. In contrast,

FIGURE 3—Compared with age 30 years or younger, the relative risk for autism, by birth

cohort, associated with (a) maternal age 40 years and older and (b) paternal age 40 years

and older: California, 1992–2000.
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FIGURE 4—The effect of cumulatively pooling data across additional birth cohorts on the measured risk associated with maternal or paternal age,

California, 1992–2000.

Note. The coefficient represents the increased odds of autism resulting from the unique contribution of maternal and paternal age.

FIGURE 5—Effects of maternal and paternal age obtained from the decomposition equation, California, 1992–2000.
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the paternal risk estimates from the decompo-
sition did not accord with those obtained from
the cohort analysis. The decomposition sug-
gested that the effect of parental age operated
solely through maternal age. With the excep-
tion of the 1992 birth cohort, the risk associ-
ated with paternal age was not statistically
significant.

DISCUSSION

To our knowledge, ours is the first study that
has looked at changes in risk factors associated
with autism across successive birth cohorts.
The categorical risks associated with maternal
age over 40 years ranged from a high of 1.84
(95% CI=1.37, 2.47) in 1993 to a low of 1.27
in 1995 (95% CI =0.95, 1.69). The risk asso-
ciated with advanced paternal age ranged from
a low of 1.29 (95% CI=1.03, 1.6) in 1992 to
a high of 1.71 (95% CI=1.41, 2.08) in 1995.
The risks associated with paternal age for the
1994 birth cohort were identical to those
reported for the same birth cohort in a recent
study examining autism spectrum disorders.7

The maternal age estimates presented in the
present study were higher, however, which may
reflect different maternal age categorizations.

Our study produced 3 new findings. First,
variability exists in risk associated with both
maternal and paternal age across birth cohorts.
This substantial variability is masked in data
that combine multiple birth cohorts. Second,
pooling across multiple birth cohorts artificially
inflates the risk associated with paternal age.
Finally, analyses that do not suffer from the
statistical fallacies produced by pooling dem-
onstrate that advanced maternal age, rather
than paternal age, may pose a greater risk.

In analyses using decomposition, we found
very little evidence for an independent paternal
age effect. This stands in contrast with the
findings of 2 previous studies that found ma-
ternal and paternal age to be independently
associated with autism spectrum disorders.7,10

One of the aforementioned studies, however,
only found a paternal age effect when examining
autistic disorder.10 Comparing the decomposition
results with the categorical results suggests that
certain specifications of age data may produce a
reversal paradox. Reversal paradoxes are well-
known phenomena that occur in the analysis of
categorical variables when the combining of

nonhomogeneous groups results in the reversal
of an association.21,22 Reversal paradoxes are
most likely to occur when there are large differ-
ences by group in the denominators of a rate,
such as in this context when we observe a
substantially larger number of fathers over the
age of 40 years. The resulting paradox can cause
the total rate for the combined groups to be
higher than the rate for any of the component
groups.

Substantial compositional changes within
the population of persons with autism have also
occurred over the previous decade as a con-
sequence of changes in diagnostic criteria and
enhanced ascertainment.23 For instance, over
the course of our study, the level of autism–
mental retardation comorbidity declined from
40.3% among the 1992 birth cohort to 22.7%
among the 2000 birth cohort. Changes in the
composition of the autism population may ac-
count for some of the variability in risk observed
across birth cohorts, as well as across various
studies. One possibility is that there is a relation
between compositional changes and etiologic
heterogeneity.

Understanding the biological factors under-
lying the association between maternal age
and increased risk for autism will require
further research. The maternal effect could
be explained by chromosomal changes,
changes in reproductive technologies, preg-
nancy complications, or environmental expo-
sures, to name a few possibilities.7,24 Our
study suggests that whatever may be under-
girding the association has not had a constant
effect over time. The temporality of the varia-
tions in risk may provide important clues about
possible causal mechanisms. For instance, varia-
tions in risk may be correlated with variations
in toxic exposure. However, this temporality
must be considered simultaneously with the
compositional heterogeneity that has arisen over
the last decade.

Our study had several limitations. First, our
analyses were limited to persons enrolled with
the DDS in the state of California, as well as
persons born in California. Because our analy-
ses examined the population of Californians,
the population dynamics we describe are lim-
ited to that context. Future research is needed
to uncover whether these dynamics are occur-
ring elsewhere. Second, because we utilized
birth records, our analyses are subject to the

coding errors and missing data that accompany
any analysis using birth records, which have
been widely described elsewhere. However,
relative to other birth record data, our data set
was relatively complete. Furthermore, with the
exception of gestational age,25 the data we used
are typically reported accurately.26 Finally, case
ascertainment potentially posed problems for the
most recent birth cohorts. Our analyses ended
with the 2000 birth cohort to mitigate this
problem. To assess whether our results were
capturing age at diagnosis, rather than general
risk for autism, we conducted ancillary analyses
examining factors associated with age at diagno-
sis. The only individual-level variables consis-
tently associated with age at diagnosis were
maternal and paternal education. Parental age
was not associated with age at diagnosis. In addi-
tion, we reanalyzed the1999 birth cohort without
allowing for diagnoses after June 2005, thus
mimicking the time allowed fordiagnostic capture
for the 2000 birth cohort. Our results remained
stable. This assuages our concern that we might
be capturing ascertainment rather than risk.

The risk for autism associated with advanced
maternal age is considerable. However, the
risk associated with paternal age is likely con-
siderably less than reported in previous studies.
Future research examining paternal age as a
risk factor must be careful to avoid the para-
doxes that can arise from pooling data across
successive birth cohorts. As noted above, these
paradoxes are exacerbated in this context be-
cause of rapid social demographic change,
specifically, the marked increase in older par-
ents. The findings in this article thus point to
the importance of simultaneously considering
social, demographic, and biological factors, as
well as how they may interact, when examining
hypothesized risk factors for autism. j

About the Authors
At the time of the study, the authors were with the Institute
for Social and Economic Research and Policy, Columbia
University, New York, NY. Christine Fountain was also with
the Department of Sociology at the University of South
Carolina, Columbia. Peter S. Bearman was also with the
Department of Sociology, Columbia University, New York.

Correspondence should be sent to Peter S. Bearman, PhD,
Paul Lazarsfeld Center for the Social Sciences, Columbia
University, 420 West 118th Street, IAB Building Room
803, MC 3355, New York, NY, 10027 (e-mail: psb17@
columbia.edu). Reprints can be ordered at http://www.ajph.
org by clicking the ‘‘Reprints/Eprints’’ link.

This article was accepted December 14, 2008.

RESEARCH AND PRACTICE

1678 | Research and Practice | Peer Reviewed | King et al. American Journal of Public Health | September 2009, Vol 99, No. 9



Contributors
M.D. King designed the study, performed all statistical
analyses, and led the writing. C. Fountain assisted with
analysis, writing, and interpretation. D. Dakhlallah assis-
ted with data management and analysis. P. S. Bearman
co-designed the study and supervised all aspects of its
writing and implementation. All authors helped to con-
ceptualize ideas, interpret findings, and review drafts of
the article.

Acknowledgements
This research was supported by the National Institutes of
Health (NIH) Director’s Pioneer Award program, as part
of the NIH Roadmap for Medical Research (grant number
1 DP1 OD003635-01). Additional support from the
Robert Wood Johnson Health and Society Fellows Pro-
gram and the Institute for Social and Economic Research
and Policy at Columbia University is gratefully acknowl-
edged.

We thank Ka-yuet Liu, jimi adams, Bruce Link, Kim
Montgomery, Ezra Susser, Julien Teitler, and Noam
Zerubavel for helpful comments and suggestions.

Human Participant Protection
Institutional review board approval was obtained from
Columbia University. This project was also approved by
the California committee for the protection of human
subjects.

References
1. Fombonne E. The prevalence of autism. JAMA.
2003;289:87–89.

2. Bailey A, Le Couteur A, Gottesman I, et al. Autism
as a strongly genetic disorder: evidence from a British
twin study. Psychol Med. 1995;25:63–77.

3. Ritvo ER, Freeman BJ, Mason-Brothers A, Mo A,
Ritvo AM. Concordance for the syndrome of autism in 40
pairs of afflicted twins. Am J Psychiatry. 1985;142:
74–77.

4. Steffenburg S, Gillberg C, Hellgren L, et al. A twin
study of autism in Denmark, Finland, Iceland, Norway
and Sweden. J Child Psychol Psychiatry. 1989;30:405–
416.

5. Abrahams BS, Geschwind DH. Advances in autism
genetics: on the threshold of a new neurobiology. Nat Rev
Genet. 2008;9:341–355.

6. Kolevzon A, Gross R, Reichenberg A. Prenatal
and perinatal risk factors factors for autism: a review
and integration of findings. Arch Pediatr Adolesc Med.
2007;161(4):326–333.

7. Durkin MS, Maenner MJ, Newschaffer CJ, et al.
Advanced parental age and the risk of autism spectrum
disorder. Am J Epidemiol. 2008;168:1268–1276.

8. Maimburg RD, Vaeth M. Perinatal risk factors and
infantile autism. Acta Psychiatr Scand. 2006;114(4):
257–264.

9. Croen LA, Grether JK, Selvin S. Descriptive epide-
miology of autism in a California population: who is at
risk? J Autism Dev Disord. 2002;32(3):217–224.

10. Croen LA, Najjar DV, Fireman B, Grether JK.
Maternal and paternal age and risk of autism spectrum
disorders. Arch Pediatr Adolesc Med. 2007;161(4):334–
340.

11. Glasson EJ, Bower C, Petterson B, Chaney G,
Hallmayer JF. Perinatal factors and the development of
autism: a population study. Arch Gen Psychiatry. 2004;
61(6):618–627.

12. Larsson HJ, Eaton WW, Madsen KM, et al. Risk
factors for autism: perinatal factors, parental psychiatric
history, and socioeconomic status. Am J Epidemiol.
2005;161(10):916–925 discussion 926–918.

13. Lauritsen MB, Pedersen CB, Mortensen PB. Effects
of familial risk factors and place of birth on the risk of
autism: a nationwide register-based study. J Child Psychol
Psychiatry. 2005;46(9):963–971.

14. Hultman CM, Sparen P, Cnattingius S. Perinatal risk
factors for infantile autism. Epidemiology. 2002;13(4):
417–423.

15. Eaton WW, Mortensen PB, Thomsen PH,
Frydenberg M. Obstetric complications and risk for
severe psychopathology in childhood. J Autism Dev
Disord. 2001;31(3):279–285.

16. Burd L, Severud R, Kerbeshian J, Klug MG. Prenatal
and perinatal risk factors for autism. J Perinat Med.
1999;27(6):441–450.

17. Reichenberg A, Gross R, Weiser M, et al. Advancing
paternal age and autism. Arch Gen Psychiatry. 2006;
63(9):1026–1032.

18. International Classification of Diseases, Ninth
Revision, Clinical Modification. Hyattsville, MD: National
Center for Health Statistics; 1980. DHHS publication
PHS 80–1260.

19. Croen LA, Grether JK, Hoogstrate J, Selvin S. The
changing prevelence of autism in California. J Autism Dev
Disord. 2002;32(3):207–215.

20. The Link King [computer program]. Olympia, WA:
Camelot Consulting; 2004.

21. Pearl J. Causality: Models, Reasoning, and Inference.
Cambridge, United Kingdom: Cambridge University
Press; 2000.

22. Wagner CH. Simpson’s paradox in real life. Am Stat.
1982;36:46–48.

23. King M, Bearman P. Diagnostic change and the
increased prevalence of autism. Int J Epidemiol. In press.

24. Newschaffer CJ, Croen LA, Daniels J, et al. The
epidemiology of autism spectrum disorders. Annu Rev
Public Health. 2007;28:235–258.

25. Alexander GR, Tompkins ME, Cornely DA. Gesta-
tional age reporting and preterm delivery. Public Health
Rep. 1990;105:267–275.

26. DiGiuseppe DL, Aron DC, Ranbom L, Harper DL,
Rosenthal GE. Reliability of birth certificate data: a multi-
hospital comparision to medical records information.
Matern Child Health J. 2002;6(3):169–179.

RESEARCH AND PRACTICE

September 2009, Vol 99, No. 9 | American Journal of Public Health King et al. | Peer Reviewed | Research and Practice | 1679


