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Objective: This study characterized the
prevalence, characteristics, and impact of
mental and general medical disabilities in
the United States.

Method: The 1994–1995 National Health
Interview Survey of Disability was the larg-
est disability survey ever conducted in the
United States. A national sample was
screened for disability, defined as limita-
tion or inability to participate in a major
life activity. Analyses compared cohorts
who attributed their disability to physical,
mental, or combined conditions.

Results: Of 106,573 adults, 1.1% reported
functional disability from mental condi-
tions, 4.8% from general medical condi-
tions, and 1.2% from combined mental
and general medical conditions. Disabili-
ties attributed to a mental condition were
predominantly associated with social and
cognitive difficulties, those attributed to
general medical conditions with physical
limitations, and combined disabilities with
deficits spanning multiple domains. In

multivariate models, comorbid medical
and mental conditions were associated
with a twofold increase in odds of unem-
ployment and a two-thirds increase in
odds of support on disability payments
compared to respondents with a single
form of disability. More than half the non-
working disabled reported that economic,
social, and job-based barriers contributed
to their inability to work. One-fourth of
working disabled people reported discrim-
ination on the basis of their disability dur-
ing the past 5 years.

Conclusions: An estimated three million
Americans (one-third of disabled people)
reported that a mental condition contrib-
utes to their disability. Mental, general
medical, and combined conditions are as-
sociated with unique patterns of func-
tional impairment. Social and economic
factors and job discrimination may exac-
erbate the functional impairments result-
ing from clinical syndromes.

(Am J Psychiatry 2000; 157:1485–1491)

Disability, as defined in both a legal (1) and clinical (2)
sense, denotes a level of functional impairment sufficient
to impair major life activities. Mental disorders, by defini-
tion, must result in either distress or functional impair-
ment; however, all mental disorders do not lead to dis-
ability, and, conversely, all disability is not caused by
psychiatric conditions (3). Understanding the prevalence
and correlates of disability in patients with mental and
general medical illness can be an important first step in
improving these individuals’ functional status and quality
of life.

As of 1990, chronic illnesses were estimated to account
for $659 billion annually in total costs to society (4). Con-
ditions resulting in disability account for a disproportion-
ate share of those expenditures (5), particularly during pe-
riods of economic growth, when employment rates among
the nondisabled are highest (6). The World Health Organi-
zation’s Global Burden of Disease study emphasized the
central role of mental disorders in disability, ranking men-
tal disorders second worldwide among categories of ill-
ness in overall disease burden (7).

Beginning with the Medical Outcomes Study, a series of
studies has used medical populations to compare func-

tional impairment between patients with mental disor-
ders and general medical conditions. The Medical Out-
comes Study has demonstrated that as compared with a
set of tracer medical conditions, major depression is asso-
ciated with comparable overall impairment and uniquely
high levels of social and role dysfunction (8, 9). Other stud-
ies have subsequently confirmed these findings for other
mental disorders and in a variety of U.S. and international
primary care settings (10–12).

To understand the nature and impact of mental and
general medical disability in the community, at least three
basic questions must be addressed. First, at a population
level, what is the prevalence of mental and physical dis-
ability in the United States? And how commonly do the
two forms of disability occur concurrently?

Second, at an individual level, how similar are the defi-
cits seen in mental and physical disability? This question
includes both the overall level of impairment and also spe-
cific patterns of limitations seen in general medical, men-
tal, and combined conditions.

Finally, at both the individual and population levels, are
there social, economic, or workplace factors that exacer-
bate disability in these disorders? More attention has been
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paid to the role of such issues as self-labeling, stigma, and
discrimination in the sociological than in the medical dis-
ability literature (13). Nonetheless, these factors are of po-
tentially great importance from a health policy perspec-
tive. Most notably, the Americans With Disabilities Act cast
the issue of disability in a civil rights perspective, provid-
ing disabled individuals protection against discrimination
in the workplace (14).

The present study uses data from the largest U.S. dis-
ability survey ever conducted to examine the association
of mental, physical, and combined conditions with func-
tional disability. The results, derived from nationally rep-
resentative data, may help further the understanding of
the nature and correlates of disability.

Method

National Health Interview Disability Survey

The sample was drawn from respondents to the National
Health Interview Disability Survey. The questionnaires were ad-
ministered as part of the 1994 and 1995 National Health Interview
Survey, a complex, multistage probability survey that targeted the
noninstitutionalized civilian U.S. population.

The National Health Interview Disability Survey was adminis-
tered in two phases. The phase 1 questionnaire, administered
concurrently with the core National Health Interview Survey, col-
lected basic data on disability, mental conditions and symptoms,
and demographic data. The primary screening question deter-
mining eligibility for the second phase asked individuals whether
they were currently “unable or limited in ability to participate in a
major activity, including work and household responsibilities.”
The phase 2 questionnaire, administered to individuals from
phase 1 with evidence of disability, obtained more extensive in-
formation about employment, use of services and benefits, trans-
portation and personal assistance needs, housing characteristics,
environmental barriers, and participation in social activities. Re-
sponse rates were 87% for phase 1 and 89% for phase 2, for an
overall response rate of 77%.

Because the definition and potential implications of disability
in children and geriatric populations differ substantially from
those in working-age adults, we included only respondents age
18–55 for this study. The final sample was composed of all respon-
dents in this age group who completed phases 1 and 2 of the 1994
and 1995 surveys.

Conditions Causing Disability

Each respondent who reported being unable to participate or
limited in participating in a major life activity was asked to iden-
tify up to two contributory conditions, which were subsequently
coded according to ICD-9. Using these responses, we defined four
categories for all subsequent analyses:

1. Mental disability only: ICD-9 codes 290.00–316.99.
2. General medical disability only: ICD-9 codes other than

290.00–319.99 (individuals with mental retardation, codes
317.00–319.99, were excluded from all analyses).

3. Mental and general medical disability: both 1 and 2.
4. No reported disability.

Other Independent Variables

Basic demographic information, including sex, age, race, mari-
tal status, education, income, and insurance status, were com-
pared across categories of disability and included as covariates in
multivariate analyses.

Dependent Variables

Analyses examined functional limitations, work status, disabil-
ity payments, and barriers to work reported by each group of re-
spondents.

Functional Limitations

A number of questions relating to functional limitations were
included in the questionnaires. Social and physical limitations
constitute important and independent aspects of function and
disability (12, 15). Cognitive skills are also essential for finding
jobs in an economy that is increasingly based on information
(16). Therefore, social, physical, and cognitive functioning were
the three summary domains of functioning used for this study
(Cronbach’s alpha scores were subsequently used to confirm each
domain’s internal coherence):

1. Social limitations constituted a report of trouble making or
keeping friendships, trouble getting along with people in so-
cial situations, or serious difficulty coping with stress (Cron-
bach’s alpha=0.64).

2. Cognitive limitations included a report of frequent trouble
concentrating, confusion, or forgetfulness (Cronbach’s al-
pha=0.65).

3. Physical limitations encompassed problems with activities of
daily living, instrumental activities of daily living, or fair or
poor health status (Cronbach’s alpha=0.60).

Respondents were asked two other global disability questions
that were analyzed separately. First, a question was asked about
whether he or she had any days spent at home in bed (home bed
days) during the past year. Second, each respondent was asked
about others’ perceptions of his or her disability.

Work Status, Disability Payments, and Work Barriers

A series of stem questions assessed current work status. Re-
spondents identified whether they were working (in either a
limited or unlimited capacity) or not working (either looking for
work or unable to work). A separate section of the interview asked
about receipt of Supplemental Security Income (SSI), Social Secu-
rity Disability Insurance (SSDI), and work-based disability
pensions.

Respondents who were not currently working were asked
whether the following financial, social, or workplace barriers
were contributing to their inability to work: 1) fear of losing SSI
or SSDI payments, 2) fear of losing housing, 3) fear of losing
health insurance coverage, 4) family or friends discouraged indi-
vidual from applying for work, 5) family responsibilities kept in-
dividual from seeking employment, 6) inadequate information
about jobs, 7) perception that he or she would be unable to ad-
vance in the workplace, 8) inadequate job training, and 9) lack of
transportation.

Respondents who were currently working were asked a series
of questions regarding job discrimination on the basis of their
disability. “In the past 5 years, have you been fired from a job, laid
off, or told to resign because of an ongoing health problem or dis-
ability?” “In the past 5 years, because of an ongoing health prob-
lem, impairment, or disability, have you been a) refused employ-
ment? b) refused a promotion? c) refused a transfer? d) refused
access to training programs? e) unable to advance at work?”

Data Analysis

Bivariate comparisons were used to examine the association
between type of disability and functional limitation, work status,
and barriers to work. Confidence intervals (CIs) of 95% were gen-
erated to allow comparisons across cohorts with mental, physi-
cal, and combined conditions. Chi-square tests were used to test
for specific differences in proportions.
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Logistic regression models were constructed to reexamine
these relationships, controlling for potential confounders. Mod-
els included a variable designating the presence of a mental con-
dition alone, presence of general medical condition alone, pres-
ence of combined mental and physical conditions, age, race,
marital status, education, income, and total number of disabling
conditions.

The SUDAAN statistical package (17), with appropriate weight-
ing and nesting variables, was used for all statistical comparisons
to account for the sampling weight and the complex stratified
survey design (18).

Results

Sample Characteristics

Of 106,573 respondents age 18–55, 7.2% (N=7,621), re-
ported being unable or limited in ability to participate in a
major life activity (hereafter referred to as a disability) (Ta-
ble 1). A total of 1,173 (1.1%) of the respondents reported a
mental disability only, 5,124 (4.8%) noted a general medi-
cal disability only, and 1,324 (1.2%) reported combined
mental and physical disabilities.

For the United States as a whole, an estimated 9,189,000
individuals age 18–55 had a disabling condition during the
study period. A total of 3,026,000, or about one-third of
those reporting a disability, identified a mental condition
as contributory. This group was fairly evenly distributed
between respondents reporting a mental condition alone
and those identifying a mental condition in conjunction
with a general medical condition.

The most common mental diagnoses were, in descend-
ing order of prevalence, 1) anxiety disorders, 2) major de-
pression, 3) bipolar disorder, 4) schizophrenia, and 5) sub-
stance use. The rank order was identical for respondents
with disabilities attributed to mental conditions alone and
those attributed to mental conditions in conjunction with
general medical conditions. The most prevalent medical di-
agnoses in respondents with either combined or general
medical conditions were 1) diseases of the musculoskeletal

system, 2) respiratory conditions, 3) diseases of the nervous
system, 4) endocrine conditions, and 5) hypertension.

Differing conditions were associated with different de-
mographic characteristics. All forms of disability were
seen more in women than men, medical disabilities were
seen more in older than younger respondents, and mental
disabilities were strongly associated with being single or
divorced. Comorbid mental and general medical condi-
tions were associated with the lowest levels of education
and income.

Functional Correlates of Disability

Respondents reporting disability due to a mental con-
dition were more than five times more likely than those
with disability due to a general medical condition to re-
port difficulties in social (χ2=1,322, df=1, p<0.001) and
cognitive (χ2=815, df=1, p<0.001) function (Table 2). In
turn, those with combined mental and physical difficul-
ties were significantly more likely than those with mental
conditions alone to report social (χ2=107, df=1, p<0.001)
or cognitive (χ2=80, df=1, p<0.001) difficulties. Individuals
with combined conditions were significantly more likely
than those with physical conditions to report physical
limitations only (χ2=247, df=1, p<0.001), bed days (χ2=
73.4, df=1, p<0.001), and that others regarded them as dis-
abled (χ2=192, df=1, p<0.001). These relationships re-
mained significant in multivariate analyses controlling
for age, race, marital status, education, income, and total
number of disabling conditions.

Table 3 demonstrates the prevalence of combined defi-
cits for differing categories of illness. General medical dis-
ability was most commonly associated with difficulties in
only one domain of function; only 6.1% had some combi-
nation of deficits in social, cognitive, and physical func-
tion, and only 1.7% had difficulties in all three domains.
Mental disability was more commonly associated with
combined deficits, with 23.3% identifying deficits in two
domains of function and 14.0% reporting difficulties in all

TABLE 1. Demographic Characteristics and Insurance Coverage of Adults in the 1994–1995 National Health Interview Sur-
vey of Disability

Variable

Respondents With 
Mental and General 
Medical Disabilities 

(N=1,324)

Respondents With 
Mental Disability Only 

(N=1,173)

Respondents With 
General Medical
Disability Only

(N=5,124)

Respondents With Neither 
Mental nor General
Medical Disability

(N=98,952)

% 95% CI % 95% CI % 95% CI % 95% CI

Demographic characteristics
Female 56.2 53–59 58.6 56–62 53.1 52–55 50.5 50–51
Age (years)

18–24 7.2 6–9 17.8 15–20 7.2 6–8 17.6 17–18
25–44 53.6 50–57 62.3 60–65 51.1 50–53 59.7 59–60
45–55 39.1 36–42 19.8 18–22 41.7 40–43 21.4 21–22

Nonwhite 19.3 17–22 16.4 14–19 17.1 16–19 17.3 17–18
Married 45.5 43–48 42.2 39–45 61.3 60–63 65.4 65–66
Graduated high school 29.5 27–32 38.1 35–41 36.9 35–38 50.1 49–51
Income <$25,000/year 70.0 67–73 52.0 48–56 48.8 47–51 29.1 28–30

Type of insurance coverage
Medicare 19.2 17–22 9.0 7–11 11.1 10–12 0.1 0.0–0.2
Medicaid 34.9 32–38 23.1 20–26 17.1 16–18 3.9 3.8–4.0
Uninsured 17.0 15–19 21.6 19–24 18.3 17–19 18.3 18–19
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three. For those with both mental and general medical dis-
abilities, combined deficits were the rule rather than the
exception. A total of 30.8% in this group reported difficul-
ties with two domains, and 35.5% reported difficulties in
all three categories.

Work Status and Disability Benefits

As shown in Table 4, about one-third of the individuals
with a single condition (35.5% of those with mental dis-
abilities and 41.1% of those with general medical disabili-
ties) were not currently working. In contrast, more than
two-thirds of those with combined disabilities were un-
employed, and fewer than one of nine individuals in this
group was working without restrictions. In a logistic re-
gression model, having combined conditions predicted a
twofold increase in the likelihood of unemployment com-
pared to having a physical (odds ratio=1.92; Wald χ2=47.1,
df=1, p<0.001) or mental (odds ratio=1.97; Wald χ2=33.0,
df=1, p<0.001) condition.

A total of 43.7% of those with combined conditions,
22.2% of those with mental disabilities alone, and 24.1% of
those with general medical conditions were receiving ei-
ther SSI, SSDI, or employer-based disability payments. In
multivariate models, comorbidity conferred a two-thirds
increase in odds of receiving disability payments, com-
pared with having only a physical (odds ratio=1.64; χ2=
29.7, df=1, p<0.001) or mental (odds ratio=1.66; χ2=33.3,
df=1, p<0.001) condition.

Economic, Social, and Job-Based 
Barriers to Work

Among the nonworking disabled, 54.1% reported barri-
ers over and above their disabling condition that kept
them from finding work (Table 5). The reasons most com-
monly cited across groups were family responsibilities
(20.0%), lack of transportation to work (19.8%), fear of los-
ing health insurance (14.9%), inadequate job training
(14.4%), inadequate job information (14.4%), and fear of
losing SSI or SSDI (11.1%). There were no significant dif-
ferences in either bivariate or multivariate regression
models between individuals with mental, physical, or
combined disabilities in these barriers to work, although
small cell sizes limited the statistical power for conducting
these comparisons.

Among individuals who were currently working, 24.2%
reported job discrimination on the basis of their disability
within the past 5 years. A total of 35.6% of individuals with
combined conditions reported some form of discrimina-
tion compared with 19.4% for those with mental condi-
tions alone and 23.7% among those with only physical
conditions.

Across all three disability groups, the most common
forms of discrimination cited were difficulty advancing in
work (15.8%), being fired or laid off (10.8%), or being re-
fused employment on the basis of disability (7.9%).

TABLE 2. Functional Correlates of General Medical Disability, Mental Disability, and Combined Disabilities of Adults in the
1994–1995 National Health Interview Survey of Disability

Functional Correlate

Respondents With Mental 
and General Medical
Disabilities (N=1,324)

Respondents With Mental 
Disability Only (N=1,173)

Respondents With General 
Medical Disability Only

(N=5,124)

% 95% CI % 95% CI % 95% CI

Social
Any difficulty 72.5 70–75 58.0 55–61 10.7 10–12
Trouble making friends 19.0 17–21 19.3 17–22 2.1 2–3
Trouble adapting to social situations 14.4 12–16 13.6 12–16 1.1 1.0–1.3
Trouble coping with stress 51.4 48–54 40.7 38–44 4.9 4–6

Cognitive
Any difficulty 53.5 51–56 36.0 33–39 6.0 5–7
Trouble concentrating 38.6 36–41 24.5 22–27 2.3 2–3
Frequent confusion 41.9 39–45 25.4 23–28 4.6 4–5

Physical
Any difficulty 81.0 79–81 36.8 34–37 56.7 55–57
Fair or poor health 67.5 65–70 28.2 25–31 40.4 39–42
Impairment in activities of daily living and 

instrumental activities of daily living 55.9 53–59 16.9 14–19 36.1 35–38
Days at home in bed during the past year 83.0 81–85 67.4 65–70 70.5 70–71
Others perceive you as disabled 65.7 63–69 28.3 25–31 40.3 39–42

TABLE 3. Prevalence of Deficits Among Adults With Disabil-
ities in the 1994–1995 National Health Interview Survey of
Disability

Prevalence (%)

Deficit

Respondents
With Mental 
and General 

Medical
Disabilities
(N=1,324)

Respondents
With Mental 

Disability 
Only

(N=1,173)

Respondents
With General 

Medical
Disability 

Only
(N=5,124)

None 8.8 31.1 38.2
Any one deficit 24.8 31.6 54.0

Social only 4.1 14.6 1.7
Cognitive only 2.0 5.4 1.2
Physical only 18.7 11.6 51.1

Any two deficits 30.8 23.3 6.1
Social and cognitive 3.2 11.7 0.5
Social and physical 14.9 6.9 2.9
Cognitive and physical 12.7 4.7 2.7

Social, cognitive, 
and physical 35.5 14.0 1.7
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Discussion

Public Health Burden of Mental Disability

From a population perspective, the results indicate a
strikingly high prevalence of mental conditions among in-
dividuals reporting a disability. An estimated three million
Americans, or one-third of individuals reporting disabili-
ties, identify a mental condition as contributing to their
disability. Combined general medical and mental condi-
tions are common, comprising one-half of those with any
mental disability.

Disability as Common Final Pathway

The study’s findings suggest that for a given individual,
although disability may be a common final pathway for
certain general medical and mental conditions, the char-

acter of deficits is quite different across these different con-
ditions. As suggested by findings from work in primary care
settings, general medical conditions appear to primarily
affect physical functioning, whereas mental conditions
lead to deficits in higher-order social and cognitive skills
(12). These higher-order functions may be particularly im-
portant for successful functioning in the workplace. At the
same time, deficits in these domains may be subtle and
thereby more challenging to overcome than the more con-
crete barriers raised by general medical conditions.

Combined mental and general medical disabilities were
associated with high levels of difficulty across a variety of
functional domains: bed days, perceived stigma, employ-
ment status, disability payments, and reported discrimi-
nation. These findings may best be understood by the fact

TABLE 4. Work or Disability Status of Adults With Disabilities in the 1994–1995 National Health Interview Survey of Disability

Status

Respondents With Mental 
and General Medical
Disabilities (N=1,324)

Respondents With Mental 
Disability Only (N=1,173)

Respondents With General 
Medical Disability Only 

(N=5,124)

% 95% CI % 95% CI % 95% CI

Not working
Looking for work 8.3 6–10 9.7 8–11 6.3 6–7
Unable to work 61.1 58–64 25.8 23–28 34.8 33–36

Working
Unlimited ability 10.9 9–13 43.8 41–47 28.8 27–30
Limited ability 14.2 12–16 10.0 7–13 24.1 23–26

Other (retired or unknown) 5.6 4–7 10.7 9–13 5.9 5–7
Receiving disability payments

Social Security Disability Insurance 24.5 21.9–27.1 11.0 9.0–12.9 13.2 12.1–14.2
Supplemental Security Income 20.9 18.6–23.2 12.4 10.5–14.3 8.3 7.4–9.2
Disability pension 8.2 6.7–9.7 3.1 2.1–4.1 6.0 5.3–6.7
Any 43.7 40.9–46.5 22.2 19.7–24.7 24.1 22.7–25.4

TABLE 5. Economic, Social, and Job-Based Barriers to Employment for Adults With Disabilities in the 1994–1995 National
Health Interview Survey of Disability

Employment Barrier or Job Discriminationa

Respondents With 
Mental and General 
Medical Disabilities 

(N=1,324)

Respondents With 
Mental Disability Only 

(N=1,173)

Respondents With 
General Medical Dis-

ability Only (N=5,124)

% 95% CI % 95% CI % 95% CI

Unemployment among nonworking disabled (N=3,531)
Any barrier 51.2 42.5–60.0 65.7 54.4–77.0 53.2 48.4–58.1
Discouragement from friends or family 7.2 2.7–11.7 9.7 3.4–15.9 7.2 4.7–9.8
Family responsibilities 13.1 7.1–19.2 29.6 18.0–41.1 20.4 16.5–24.3
Inadequate job information 18.3 11.7–24.9 20.4 10.5–30.3 12.4 8.9–15.9
Lack of advancement 11.0 5.2–16.8 11.6 3.8–19.5 6.3 3.8–8.9
Inadequate training 19.8 12.4–27.2 20.2 10.4–29.9 11.9 8.9–15.0
Lack of transportation 24.3 16.5–32.1 28.5 17.9–39.0 17.2 13.6–20.8
Fear of losing insurance or housing

Supplemental Security Income or Social Security Disability 
Insurance 8.0 0.2–15.8 21.6 12.6–30.6 10.4 0.0–21.0

Housing 4.9 1.5–8.3 13.2 4.6–21.8 3.6 1.7–5.5
Health insurance 19.4 13.0–25.8 22.0 11.8–32.2 12.6 9.3–15.8

Discrimination among working disabled in last 5 years (N=3,564)
Any discrimination 35.6 31–41 19.4 16–23 23.7 22–25
Fired or laid off 17.8 14–21 10.3 8–13 9.9 9–11
Lack of advancement 24.7 19–30 11.6 9–15 15.7 14–17
Employer refusal

To employ 11.0 8–14 3.8 2–5 8.5 7–10
To promote 6.3 4–9 4.1 2–6 3.8 3–5
To transfer 3.9 2–6 2.1 1–3 2.6 2–3
To train 4.4 2–6 1.5 0–3 2.3 2–3

b Horizontal and vertical Ns do not total 7,621 because 526 respondents to the survey were not given the survey regarding employment bar-
riers and job discrimination because they were retired or their work status was unknown.
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that comorbid conditions, unlike either mental or general
medical conditions alone, are most commonly associated
with deficits spanning several domains of function. In
turn, respondents with deficits across multiple domains
have few areas of intact function available to make up for
their existing deficits. The uniquely high levels of func-
tional impairment associated with combined conditions
speak to the potential importance of integrated programs
that can simultaneously address individuals’ medical and
psychiatric needs. Patients with combined disabilities
may also need to be specifically targeted as high risk in vo-
cational and other workplace initiatives.

Stigma and Job Discrimination

Respondents in all categories reported substantial so-
cial, economic, and discriminatory barriers to work over
and above the symptoms of their illnesses. For an individ-
ual with clinical symptoms, perception of such barriers
appears to play an important role in mediating ultimate
work status. These findings indicate the importance of
more systematically measuring these constructs in the
medical and mental disability literature.

These barriers to work should be remediable through
health policy interventions at a state or federal level. Bet-
ter transportation, job training, and job information may
be relatively simple interventions that can supplement
clinical interventions in improving levels of workforce
participation. In 1999, Congress passed a bill to allow indi-
viduals receiving Medicaid or Medicare to retain their
health benefits if they return to work (19), addressing one
of the most common barriers reported by disabled re-
spondents in this survey.

The Americans With Disabilities Act outlawed work-
place discrimination on the basis of disability, and in 1997,
the Equal Employment Opportunity Commission released
guidelines emphasizing the applicability of the Americans
With Disabilities Act to individuals with mental disabilities
(20). These laws should, in theory, proscribe the sorts of
disability-related discrimination reported by one-quarter
of respondents to this 1996 survey. The impact of these in-
itiatives, particularly on individuals with mental disabili-
ties, still remains to be seen. The relatively high prevalence
of reported discrimination among respondents to this sur-
vey speaks to the potential importance of such legislation
and the need to monitor its implementation.

Limitations

Several limitations of the survey as used for the pur-
poses of the study should be noted. First, there is no one
single definition of disability in the scientific literature,
and differing definitions may result in substantially differ-
ent estimates of prevalence (21). The operational defini-
tion used by the National Health Interview Disability Sur-
vey—inability to participate in a major life activity—is the
most widely accepted definition in both the clinical litera-
ture and in disability legislation. However, it will be impor-

tant for further studies to examine how differing defini-
tions might affect findings on the relative impact of
general medical and mental conditions.

Second, the study’s cross-sectional study design limited
the causal inferences that can be drawn from the findings.
Longitudinal studies have shown evidence that disability
and mental disorders appear to change synchronously
over time (22). However, synchronous change still cannot
establish whether, or in what cases, illness causes disabil-
ity or disability leads to illness. The two possibilities are
not mutually exclusive; mental and physical illnesses may
lead to disability and social dysfunction, which, in turn,
could further exacerbate the underlying disorders.

Finally, the survey relies on self-reports to gather diag-
nostic, functional, and workplace data. Recall bias tends to
primarily occur with less serious and more remote epi-
sodes of psychiatric illness (23) and thus might be expected
to be less prominent for patients whose mental disorders
result in ongoing functional disability. The study also relies
on respondents’ attributions to ascribe disability to partic-
ular conditions. Although this is also a potential source of
bias, it is to some degree inevitable in any disability assess-
ment seeking to ascertain what an individual “can do”
rather than simply what he or she “does do” (3, 24).

Conclusions

Although it provides a broad overview of the scope and
correlates of mental disability in the United States, this
study does not point to easy solutions for this problem. In-
deed, the complex underlying mechanisms, frequent
medical comorbidity, and socioeconomic overlay seen in
mental disability all suggest the importance of similarly
broad-based, integrated approaches. This integration
must not only span differing ideological approaches but
also bring together the diverse stakeholders—consumers
and providers, mental health specialists and medical gen-
eralists, employers and policy makers—who share an in-
terest in finding a solution.
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