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Overall !
Heterogeneity': T2=0.01; /2=45.27%; H?=1.83 XS 0.06 (0.05-0.08) Follow-up-time—adjusted meta-analysis of NRM
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F|gure 2. NRM Prevalences for Studies With Mu|t|p|e FO”OW-Up NRM Provalonce After adjusting for follow-up time for the 21 studies in the mgta analysis,
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