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Introduction
Beyond the immediate tragedy of

emotional or mental illness is associated
impairment as measured by days lost from
work, disability, a reduced sense of well-
being, and the need for health care.
Functional status-that is, the capacity to
perform tasks and activities-is a primary
concern of patients, their families, and
physicians. Restricted activity days experi-
enced by persons in a year is an important
measure of functioning status and well-
being.'"

Previous studies have focused on
estimated associations of various mea-
sures of functioning with specific chronic
medical conditions; few associations have
been made with patients experiencing
distress or psychopathology.5 Wells et al.6
and Broadhead et al.7 have shown that
depression and disability from work are
related. A positive relationship has been
found between physical illness and depres-
sion or psychological distress in some8'4
but not all studies.'5"f Thus, depression
might be related to disability because it is
associated with nonpsychiatric medical
conditions.

In this research report, we consider
days missed from work or usual activities
for emotional reasons ("emotional disabil-
ity days") associated with a range of
specific psychopathological disorders and
psychosocial distress. We assess and ad-

......... just for the influence of sociodemographic
characteristics on these relationships, and
we compare subjects who are in the labor
force full time with the total population.

Methods

Study Sample
The study sample was drawn from

the Eastern Baltimore Mental Health

Survey conducted during 1981 as part of
the National Institute of Mental Health
(NIMH) Epidemiologic Catchment Area
Program.'7-20 It has recently been re-
ported that East Baltimore has the high-
est rates of premature disability and death
in the state.21 This paper reports analyses
from The Johns Hopkins University site
of the NIMH program, which included
three contiguous mental health catch-
ment areas with an adult population of
approximately 175 000. The data include
information on 3481 individuals originally
identified through a probability sample of
adult household residents. The response
rate was 78%.22 Details concerning the
characteristics of this population have
been presented elsewhere.'7"18

Measurement
Each participant in the survey under-

went a 90-minute interview that included
the NIMH Diagnostic Interview Schedule
(DIS), which was scored to reflect diag-
noses from the American Psychiatric
Association's Diagnostic and Statistical
Manual of Mental Disorders, 3rd edition
(DSM-III) (hence the label "DIS/DSM-
III disorder").23 Symptoms were counted
only if they met the severity criteria of the
DIS and were not explained by physical
illness, medications, alcohol, or other
drug use. This report focuses on disorders
reported as present within the 6 months
prior to interview.
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The Baltimore site included the
General Health Questionnaire to mea-

sure distress that might not be connected
to a specific mental disorder.24 The stan-
dard threshold of four or more was used
to define those in the sample considered
to be at "high distress."

Specific physical health conditions
included asthma, high sugar or diabetes,
heart trouble, high blood pressure, arthri-
tis or rheumatism, and trouble breathing.
Respondents were also asked if they had
ever had a stroke and/or cancer.25

Respondents in the interview were

asked, "During the last three months,
were there any times when you were kept
from your work, school or usual activities
for at least one whole day because of an

injury or because you weren't feeling
well?" Those responding affirmatively
were asked, "Were you kept from your

usual activities because of an illness or

physical condition? an emotional problem
or trouble with your nerves?" For this
study, days missed from work because of
emotional problems and physical illness
were analyzed separately. As in the
Health Interview surveys, 3 months was

selected as our recall period, a compro-

mise offering an adequate number of
responses and necessary recency.

Full-time employment status was

ascertained by asking respondents what
they were doing during most of the
previous week (as in the Labor Force
surveys). Analyses reported in. the tables
below focus on the 1463 respondents in
the labor force at the time. Weighted data
are used in our analyses and reported in
the text and tables owing to the multistage
sampling procedures of the Epidemio-
logic Catchment Area Program.26,27

Results
There is no striking variation accord-

ing to sociodemographic variables in the
percentage of respondents with emotional
disability days (Table 1); however, it is
notable that those with the least educa-
tion and those without private insurance
have the most absences from work-
about 5%. After adjusting for all the
personal characteristics, the odds of hav-
ing an emotional disability day are pre-
sented in the far right column of Table 1.
However, these were not significant.
Household income was entered in regres-
sion analyses, but it is not included in the
model in Table 2 because it was not
significant and because more than 10% of
the respondents failed to answer this item.

Table 2 presents the percentage of
those with at least 1 disability day for
emotional or mental reasons by type of

psychopathology, and the association of

psychopathology with emotional disabil-

ity. The comparison groups for the spe-
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TABLE 1 Predictors of Emotional Disability Days: Estimates for the Labor Force
Population of East Baltimore

% Having Adjusted Odds of 95%
Sample, % Emotional Having Emotional Confidence
(n = 1463)a Disability Days Disability Days Interval

Sex
Male 49 3.0 1.00
Female 51 4.5 1.54 0.66,3.60

Age, y
18-29 35 2.8 1.00
30-44 35 4.2 1.49 0.49, 4.50
45-64 26 4.0 1.23 0.38, 3.99
65+ 4 4.2 1.20 0.08, 18.91

Education
Beyond high school 28 2.3 1.00
High school 36 3.0 1.23 0.35, 4.32
9th to 11th grade 23 5.2 2.14 b.61, 7.51
8th grade or less 13 5.1 2.11 0.48, 9.35

Race
White and other 67 3.6 1.00
African American 33 3.8 0.88 0.30, 2.58

Marital status
Not married 59 3.9 1.00
Married 41 3.3 0.84 0.32, 2.04

Health insurance
No insurance 27 4.9 1.00
Insurance 73 3.2 0.72 0.29,1.79

aData were required to be complete for age, sex, and race. For other variables, the total does not
always equal 1463 owing to missing data.

TABLE 2-DisabilIty Days for Emotional Reasons, by Psychopathology:
Estimates for the Labor Force Population of East Baltimore

No. in
Percentage Sample
with 1+ with Adjusted 95%
Disability Psycho- Odds Confidence

Type of Psychopathologya Daysb pathology Ratiosc Interval

DIS/DMS-111
Major depressive disorder 44 34 27.8 6.93,108.96
Alcohol abuse/dependence 16 82 10.9 3.42, 34.91
Drug abuse/dependence 8 36 2.5 0.38,16.80
Panic disorder 44 10 21.1 2.25,198.44
Schizophrenia 40 11 17.8 1.73,182.99
Obsessive-compulsive disorder 11 25 3.5 0.48, 25.98
Phobic disorder 8 174 2.5 0.86, 7.14

Any DIS/DSM-l1l disorder 11 312 6.6 2.71,16.28
High General Health 15 178 8.2 3.32, 20.01

Questionnaire scored

Note. DIS/DSM-III = Diagnostic Interview Schedule/Diagnostic and Statistical Manual of Mental
Disorders, 3rd ed.

amn prior 6 months.
bin prior 3 months.
cAdjusted for age, education, marital status, race, sex, and health insurance.
din prior several weeks.
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cific psychiatric disorders were those not
meeting criteria for that specific disorder
only. Persons with no DIS/DSM-III disor-
der were the comparison group for those
with any DIS/DSM-III disorder.28

The most notable finding is the large
percentage of subjects with DIS/DSM-III
depressive disorders and panic disorders
who reported a disability day owing to
emotional reasons (44% each). Closely
following are those with schizophrenia
(40%). In contrast, among those who did
not meet the criteria for any DIS disorder,
only 2% reported an emotional disability
day.

As the number of disability days was
highly skewed, analyses were performed
using logistic regression, with the pres-
ence or absence of disability days as the
dependent variable.2930 The association
of type of psychopathology with emo-
tional disability is also shown in Table 2.
Subjects suffering from major depression
had the greatest odds of missing work
(odds ratio [OR] = 27.8; 95% confidence
interval [CI] = 6.93, 108.96). This was
closely followed by those with a panic
disorder (OR = 21.1; 95% CI = 2.25,
198.44). Schizophrenics had 18 times the
odds of missing work for an emotional
problem (OR = 17.8; 95% CI = 1.73,
182.99) compared with those without such
a disorder. Those with an alcohol diagno-
sis were 11 times as likely to miss work at
least 1 day (OR = 10.9; 95% CI = 3.42,
34.91). The crude odds ratios differ
trivially. The large confidence intervals
caution us regarding the possible stability
of these findings.

The mean days absent from work for
an emotional reason range from 3.2 to 9.4.
Depression is associated with the greatest
number of absences (X = 9.4 days,
SD = 6.74), followed by high distress
(X = 7 days, SD = 6.40). The mean for
depression is greater than that owing to
all conditions except cancer and cardiovas-
cular problems.

The association of psychopathologi-
cal disorders with absences from work
owing to emotional reasons for the entire
population was also examined. The odds
ratios for those with panic disorders were
27 times greater, followed by only 9 times
greater odds for major depressives. The
pattern of other results was similar for the
labor force group and the total popula-
tion.

Discussion
Mental disorder has a strong associa-

tion with missing days from work among
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those in the labor force. Subjects experi-
encing a major depressive disorder had
the strongest association with disability as
they showed a 27 times greater likelihood
of being disabled from participating in
work activities. Subjects with a diagnosis
of panic disorder followed closely. The
effects of sociodemographic characteris-
tics are not critical to an understanding of
the determinants ofwork absences.

Nagi differentiated the vocationally
disabled from the vocationally nondis-
abled in that the latter were able to make
job adjustments either on their own or
with their employers.31 Given the high
prevalence ofemotional disorders, greater
concern, a more "reasonable accommoda-
tion,"32-3 and continuous supportive em-
ployment services may be warranted.9
Rising costs of services for morbidity and
associated disability have focused atten-
tion on disabilities and the quality of life
at the middle and later stages of life.3"35
Our results point to the possibility of
making adjustments for the emotionally
handicapped as is currently done for the
physically handicapped.3637 [1

Acknowledgments
This analysis was supported by NIMH grant
MH 47447 and MH 14592.

The ECA Program is a series of five
epidemiological research studies performed by
independent research teams in collaboration
with staff -of the division of Biometry and
Epidemiology of the National Institute of
Mental Health (NIMH). During the period of
data collection, the program was supported by
cooperative agreements. The NIMH principal
collaborators were Darrel A. Regier, MD, Ben
Z. Locke, MSPH, William W. Eaton, PhD
(October 1, 1978, through October 1, 1983),
and Jack Burke, MD (October 1, 1983, through
March 1, 1987). The NIMH project officers
were Carl A. Taube, PhD, and William Huber.
The principal investigators and co-investigators
from the five sites were Jerome K. Myers, PhD,
Myrna M. Weissman, PhD, and Gary L.
Tischler, MD, of Yale University, New Haven,
Conn (UO1 MH 33870); Morton Kramer, ScD,
Ernest Gruenberg, MD, DPH, and Sam Sha-
piro, MS, of The Johns Hopkins University,
Baltimore, Md (UO1 MH 33870); Lee N.
Robins, PhD, and John Helzer, MD, of
Washington University, St. Louis, Mo (UO1
MH 33883); Dan Blazer, MD, and Linda
George, PhD, of Duke University, Durham,
NC (UO1 MH 35386); and Marvin Karno, MD,
Richard L. Hough, PhD, Javier I. Escobar,
MD, M. Audrey Burnam, PhD, and Diane
Timbers, PhD, ofUCLA (UO1 MH 35865).

We thank the editor and two anonymous
reviewers for their criticisms.

References
1. Scholes D, LaCroix AZ, Wagner EH,

Grothaus LC, Hecht JA. Tracking progress
toward national health objectives in the
elderly: what do restricted activity days

signify? Am J Public Health. 1991;81:485-
488.

2. Kosorok MR, Omenn GS, Diehr P, Koep-
sell TD, Patrick DL. Restricted activity
days among older adults. Am J Public
Health. 1992;82:1263-1267.

3. Patrick DL, Stein J, Porta M, Porter CQ,
Ricketts TC. Poverty, health services, and
health status in rural America. Milbank Q.
1988;66:105-136.

4. Golden PM. Health, United States, 1986
(prevention profile). Washington, DC: US
Dept of Health and Human Services; 1986.
DHHS publication PHS 87-1232.

5. Mintz J, Mintz LI, Arruda MJ, Hwang SS.
Treatment of depression and the func-
tional capacity to work. Arch Gen Psychia-
try. 1992;49:761-768.

6. Wells KB, Golding JM, Bumam MA.
Psychiatric disorder and limitations in
physical functioning in a sample of the Los
Angeles general population. Am J Psychia-
try. 1988;145:712-717.

7. Broadhead WE, Blazer DG, George LK,
Tse CK. Depression, disability days, and
days lost from work in a prospective
epidemiologic survey. JAMA. 1990;264:
2524-2528.

8. Kathol RG, Petty F. Relationship of
depression to medical illness: a critical
review.JAffectDis. 1981;3:111-121.

9. Langer TS, Michael ST. Life Stress and
Mental Health. London, England: Free
Press of Glencoe; 1963;2.

10. Neff JA, Husaini BA, McCorkel J. Psychi-
atric and medical problems in rural commu-
nities. Soc Sci Med. 1980;14A:331-336.

11. Craig TJ, Van Natta P. Disability and
depressive symptoms in two communities.
AmJPsychiatry. 1983;140:598-601.

12. Aneshensel CS, Frerichs RR, Huba GJ.
Depression and physical illness: a multi-
wave, nonrecursive causal model. J Health
Soc Behav. 1984;25:350-371.

13. Stewart AL, Greenfield S, Hays RD, et al.
Functional status and well-being of pa-
tients with chronic conditions: results from
the Medical Outcomes Study.JAMA. 1989;
262:907-913.

14. Wells KB, Stewart AL, Hays RD, et al. The
functioning and well-being of depressed
patients: results from the Medical Out-
comes Study.JAMA. 1989;262:914-919.

15. Cassileth BR, Lusk EJ, Strouse TB, et al.
Psychosocial status in chronic illness: a
comparative analysis of six diagnostic
groups. NEnglJMed. 1984;311:506-511.

16. Mason JH, Weener J, Gertman PM,
Meenan RF. Health status in chronic
disease: a comparative study of rheumatoid
arthritis.JRheumatol. 1983;10:763-768.

17. Eaton WW, Regier DA, Locke BZ, Taube
CA. The Epidemiologic Catchment Area
Program in the National Institute of Men-
tal Health. Public Health Rep. 1981;96:319-
325.

18. Eaton WW, Holzer CE, Von KorffM, et al.
The design of the Epidemiologic Catch-
ment Area surveys. Arch Gen Psychiatry.
1984;41:942-948.

19. Eaton WW, Kessler LG, eds. Epidemio-
logic Field Methods in Psychiatry: The NIMH
Epidemiologic Catchment Area Program.
Orlando, Fla: Academic Press; 1985.

20. Robins LN, Regier DA, ed. Psychiatric
Disorders in America: The Epidemiologic

August 1994, Vol. 84, No.8



Catchment Area Study. New York, NY:
Free Press; 1991.

21. Baltimore receives $2 million grant for com-
munity-based public health program. Pub-
lic Health Newsletter. October 6, 1992:1.

22. Von Korff M, Cottler L, George LK, Eaton
WW, Leaf PJ, Bumam A. Nonresponse
and nonresponse bias in the ECA surveys.
In: Eaton WW, Kessler LG, eds. Epidemio-
logic Field Methods in Psychiatry: TheNIMH
Epidemiologic Catchment Area Program
Orlando, Fla: Academic Press; 1985:85-98.

23. Robins LN, Helzer JE, Croughan J, Rat-
cliff KS. The National Institute of Mental
Health Diagnostic Interview Schedule: its
history, characteristics, and validity. Arch
Gen Psychiatry. 1981;38:381-389.

24. Goldberg D. The Detection of Psychiatric
Illness by Questionnaire. London, England:
Oxford University Press; 1972.

25. Kramer M, Simonsick E, Lima B, Levav I.
The epidemiological basis for mental health
care in primary health care: a case for
action. In: Cooper B, Eastwood R, eds.
Primary Health Care and Psychiatric Epide-
miology. London, England: Routledge;
1981:69-96.

26. Leaf PJ, Myers JK, McEvoy LT. Proce-

dures used in the Epidemiologic Catch-
ment Area Study. In: Robins LN, Regier
DA, eds. Psychiatiic Disorders in Amenca:
The Epidemiologic Catchment Area Study.
New York, NY: Free Press; 1991:11-32.

27. Kessler LG, Felson R, Royall R, et al.
Parameter and variance estimation. In:
Eaton WW, Kessler LG, eds. Epidemio-
logic Field Methods in Psychiatry: TheNIMH
Epidemiologic Catchment Area Program.
Orlando, Fla: Academic Press; 1985:327-
349.

28. Boyd JH, Burke JD, Gruenberg E, et al.
Exclusion criteria of DSM-III: a study of
co-occurrence of hierarchy-free syndromes.
Arch Gen Psychiatry. 1984;41:983-989.

29. Fleiss JL, Williams JB, Dubro AF. The
logistic regression analysis of psychiatric
data.JPsychiatricRes. 1986;20:145-209.

30. Cleary PD, Angel R. The analysis of
relationships involving dichotomous depen-
dent variables.JHealth Soc Behav. 1984;25:
334-348.

31. Nagi SZ. Disability concepts revisited:
implications for prevention. Appendix A.
In: Pope AM, Tarlov AR, eds. Disability in
Amenca: Toward a National Agenda for

Public Health Briefs

Prevention. Washington, DC: National
Academy Press; 1991:309-327.

32. Parrish J. Reasonable accommodations for
people with psychiatric disabilities. Boston,
Mass: Boston University Psychiatric Reha-
bilitation Center; 1991.

33. Kaufman CL. Reasonable accommodation
to mental health disabilities at work: legal
constructs and practical applications. Pre-
sented at the American Sociological Asso-
ciation annual meeting; October 1992;
Pittsburgh, Pa.

34. Verbrugge LM. Physical and social disabil-
ity in adults. In: Hibbard H, Nutting PA,
Grady ML, eds. Primary Care Research:
Theory and Methods Conference Proceed-
ings. Rockville, Md: US Public Health
Service, Agency for Health Care Policy and
Research; 1991;31-53.

35. Yelin EH. Disability and the Displaced
Worker. New Brunswick, NJ: Rutgers Uni-
versity Press; 1992.

36. Bowman T. Breaking down barriers: dis-
abled attain rights to access but action lags.
Baltimore Sun. July 26, 1992:10A.

37. Pear R. US to consider denial ofbenefits to
many disabled: Reagan policy reversed.
New York Times. April 19, 1992:A1, A20.

The Prevalence and Demographic
Predictors of Illicit and Licit Drug Use
among Lesbians and Gay Men
William F. Skinner, PhD
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Early research on illicit and licit drug

use by homosexuals has primarily exam-
ined the prevalence of alcohol use and
abuse using small, opportunistic samples.1-13
Only within the last decade have studies
begun to report both drug and alcohol
use among larger and more representa-
tive samples.1419 However, most of this
research has excluded lesbians, em-
ployed limited drug use measures, and
been conducted in large cities known for
their large homosexual populations (e.g.,
San Francisco). Little is known about
the full extent of illicit and licit drug use
among gay men and lesbians living in
smaller cities.

This paper presents selected data
from the Trilogy Project, a study of
self-reported illicit and licit drug use
among homosexuals of both sexes from
two metropolitan areas in a southern
state. Two issues are examined: (1)
lifetime, past-year, and past-month age-
specific prevalence of use of six illicit and

two licit "recreational" drugs (alcohol and
cigarettes) as well as the nonmedical use
of four psychotherapeutic drugs by age;
and (2) demographic predictors of re-
ported frequency of use over the past year
of marijuana, alcohol, and cigarettes-the
three drugs most commonly used by both
lesbians and gay men. Further data are
reported elsewhere.20

Methods
Sample and Procedures

Respondents were self-defined ho-
mosexuals living in and around the two
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