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ORIGINAL ARTICLE

Lifetime and 12-Month Prevalence of DSM-III-R
Psychiatric Disorders in the United States

Results From the National Comorbidity Survey

Ronald C. Kessler, PhD; Kathcrine A, McGonagle, PhD; Shanvang Zhao, PhD: Christopher B. Nelson, MPH;
Michael Hughes, PhD; Suzann Eshicman, MA; Hans-Ulrich Wittchen, PhD; Kenneth S. Kendler, MD

Background: This study presents estimates of lifetime
and 12-month prevalence of 14 DSM-III-R psychiatric dis-
orders from the National Comorbidity Survey, the firstsur-
vey to administer a structured psvchiatric interview to a
national probability sample in the United States.

Methods: The DSM-III-R psychiatric disordersamong per-
sonsaged 15 to 54 years in the noninstitutionalized civil-
ian population of the United States were assessed with data
collected by lay interviewers using arevised version of the
Composite International Diagnostic Interview.

Results: Nearly 50% of respondents reported at least one
lifetime disorder, and close to 30% reported at least one
12-monthdisorder. The most common disorders were ma-
jor depressive episode, alcohol dependence, social pho-
bia, and simple phobia. More than hall of all lifetime dis-
orders occurred in the 14% of the population who had a
history of three or more comorbid disorders. These highly
comorbid peoplealso included the vast majority of people
with severe disorders. Less than 40% of those with a life-
time disorder had ever received professional treatment,
and less than 20% of those with arecent disorder had been

in treatment during the past 12 months. Consistent with
previous risk factor research, it was found that women had
elevatedrates ofaffective disorders and anxiety disorders,
thatmen had elevated rates of substance use disordersand
antisocial personality disorder, and that most disorders
declined with age and with higher socioeconomic status.

Conclusions: The prevalence of psychiatric disorders is
greater than previously thought 1o be the casc. Further-
more, this morbidity is more highly concentrated than pre-
viously recognized in roughly one sixth of the population
who have a history of three or more comorbid disorders.
This suggests that the causes and consequences of high
comorbidity should be the focus of research attention. The
majority of people with psychiatric disorders fail to ob-
tain professional treatment. Even among people withalife-
time history of three or more comorbid disorders, the pro-
portionwho everobtain specialty sector mental health treat-
mentisless than 50%. These resultsargue for the importance
of more outreach and more research on barriers to pro-
fessional help-seeking.

(Arch Gen Psych. 1994;51:8-19)

HISREPORT presents data on
thelifetimeand 12-month
prevalence of 14 DSM-III-R
psychiatric disorders as-
sessed in the National Co-
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morbidity Survey (NCS). The NCSisacon-
gressionally mandated survey designed to
study the comorbidity of substance use dis-
orders and nonsubstance psychiatric dis-
ordersin the United States. The NCSis the
firstsurvey to administerastructured psy-
chiatricinterview toarepresentative national
sample in the United States. The need for
suchasurvey wasnoted 15 yearsagointhe
report of the President's Commission on
Mental Health and liness.' It was impos-
sibletoundertake suchasurveyat that time,

Bethesda, Md, funded the development of
the Diagnostic Interview Schedule (DIS) 2
aresearch diagnosticinterview that can be
administered by trained interviewers who
are not clinicians. The DIS was first used

See Methods on next page
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METHODS

SAMPLE

The NCS is based on a stratified. multistage area probabil-
ity sample of persons aged 15 to 54 years in the noninsti-
(wtionalized civilian populationin the 48 coterminousstates.
Theinclusionof respondentsaged asyoungas 15 years, com-
pared with the 18-year-old lowerage limit found in most gen-
cral population surveys, was based on an interest in mini-
mizing recall bias of early-onset disorders. The exclusion of
respondents aged older than 54 years was based on evidence
from the ECA Study that active comorbidity between sub-
stance use disorders and nonsubstance psychiatric disorders
is much loweramong persons aged older than 54 years than
among those aged 54 years and younger. The NCS also in-
cludes a supplemental sample of students living in campus
group housing. The survey was administered by the staff of
the Survey Research Center at the University of Michigan
(UM), Ann Arbor, between September 14, 1990, and Feb-
ruary 6, 1992. The response rate was 82.6%. Cooperation
in listed households did not differ markedly by age or sex,
the only two listing variables available for all selected respon-
dents. A total of 8098 respondents participated in the sur-
vey. Based on previous evidence thatsurvey nonrespondents
have higherrates of psychiatric disorder than respondents, 12
a supplemental nonresponse survey was carried out in par-

allel with the main survey. In this supplemental survey, a -

random sample of initial nonrespondents was offered a fi-
nancial incentive to complete a short form of the diagnostic
interview. Elevated rates of both lifetime and current psy-
chiatric disorders were found among these initial nonrespon-
dents. A nonresponse adjustment weight was constructed
for the main survey data to compensate for this systematic
nonresponse. A second weight was used to adjust for varia-
tion in probabilities of selection both within and between
households. A third weight was used to adjust the data to
approximate the national populationdistributions of the cross-
classification of age, sex, race/ethnicity, marital status. edu-
cation, living arrangements, region, and urbanicity as de-
(ined by the 1989 US National Health Interview Survey.’ A
comparison of weighted and unweighted NCS data with na-
tional distributions on a range of demographic variables is
presented in Table 1.

DIAGNOSTIC ASSESSMENT

The psychiatric diagnoses reported below are based on the
DSM-III-R." The diagnostic interview used to generate these
diagnoses is a modified version of the Composite Interna-
tional Diagnostic [nterview (CID1). " astate-ol-the-art struc-
tured diagnostic interview based on the DIS and designed
to be used by trained interviewers who are not clinicians.
Wedeleted diagnoses known o have low prevalence in popu-
lation-based survevs. such as somatization disorder. We also
deleted the Folstein-McHugh Mini-Mental State Examina-
tion, which is included in the full CIDI. based on pilot test

results showing that respondents in the 15- to 54-year-old
age range only rarely have high error scores and that those

with high crror scores in this age range disproportionately

come from the foreign-born and the poorly educated popu-
lation groups. Our modifications of the remaining sec-
tions of the CIDI included adding commitment and moti-
vation probes [or recall of lifetime episodes, and including
clarifying probes for CIDI questions found in pilot work to
be unclear or confusing to respondents.

The DSM-III-R diagnoses included in the core NCS
include major depression, mania, dysthymia, panic disor-
der, agoraphobia, social phobia, simple phobia. generalized
anxiety disorder, alcohol abuse, alcohol dependence, drug
abuse, drug dependence, antisocial personality disorder
(ASPD), and nonaffective psychosis (NAP). Twelve-month
diagnoses of substance use disorders were made in the sub-
sample of respondents who qualified for the lifetime diag-
nosis and who reported at least one DSM-III-R symptom in
the 12 months prior to the interview. Nonaffective psychosis
is a summary category made up of schizophrenia, schizo-
phreniform disorder, schizoaffective disorder, delusional dis-
order, and atypical psychosis. We also constructed a sum-
mary category for 12-month “severe” disorder, defined as (1)
12-month mania or NAP, (2) lifetime mania or NAP with 12-
month treatment or role impairment, or (3) 12-month de-
pression or. panic disorder with severe impairment (hospi-
talization or use of antipsychotic medication).

World Health Organization field trials of the CIDI have
documented good interrater reliability,'s'" test-retest reli-
ability."™ " and validity of almost all diagnoses.™* The ex-
ception is acute psychotic disorder, which has been shown
to be diagnosed with low reliability and validity in struc-
tured interviews like the CIDI.?”*® Based on this evidence,
the NCS included clinical reinterviews with respondents
who reported any evidence of psychotic symptoms. These
reinterviews were administered by experienced clinicians
using an adapted version of the Structured Clinical Inter-
view for DSM-I11-R.*" an instrument with demonstrated re-
liability in the diagnosis ol schizophrenia. ™ The NCS di-
agnoses of schizophrenia and other nonaffective psychotic
disorders (NAPs) are based on these clinical reinterviews
rather than on the UM-CIDI interviews.

INTERVIEWERS AND INTERVIEWER TRAINING

As noted above, the NCS was carried out by the field staff
of the Survey Research Center at the UM. The 158 inter-
viewers who participated in the NCS had an average of 5
years of prior interviewing experience with the Survey Re-
search Center. [n addition, the NCS interviewers went
through a 7-day study-specific training program in the use
of the UM-CIDI. Ficldwork was closely monitored through-
out the entire data collection period. Three field quality con-
trol procedures are worth noting. First. completed inter-
views were edited by one of 18 regional supervisors before
they were returned to the national ficld office. This al-

Continued on next page
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lowed rapid detection of missing data and unclear re-
sponses. Incomplete interviews were returned to the
interviewer, who recontacted the respondent 10 ob-
tain the missing information. Second. a random sample
ol respondents was recontacted by the field super-
visors 1o verify the accuracy of interviewer perfor-
mance. Third. the field edits were checked at the na-
tional ficld office as soon as interviews were received.
This provided a second check oninterviewer perfor-
mance as well as a check on the accuracy of the
supervisor's editing. Supervisors were contacted when-
cver errors were found. and the interview was sent
back 1o the field for resolution. )

ANALYSIS PROCEDURES

As aresult of the complex sample design and weight-
ing. special software was required to estimate SEs. Stan-
dard errors of proportions were estimated by
using the Taylor series linearization method.* The
PSRATIO program in the OSIRIS software package™
was used to make these calculations. Standard er-
rors of odds ratios (ORs) were estimated by using the
method of Balanced Repeated Replication in 44 design-
based balanced subsamples.**** The LOGISTIC pro-
gram in the SAS software package® was used to make
these calculations.

in the Epidemiologic Catchment Area (ECA) Study. aland-
markstudy thatinterviewed more than 20 000 respondents
in a series of five community epidemiologic surveys. The
ECA Study hasbeen the main source of datain the United
States on the prevalence of psychiatric disorders and uti-
lization of services for these disorders for the past decade >

The NCS was designed to take the next step beyond
the ECA Study. Three main advancesare noteworthy. First,
the NCSdiagnosesare based on DSM-III-R® rather than DSM-
IIT" criteria. Questions arealso included in the interview that
allow some comparisons with DSM-IV®and with the Inter-
national Classification of Diseases (ICD-10) Diagnostic Cri-
teria for Research.’ Second, while the ECA Study was de-
signed primarily as a prevalence and incidence study. the
NCS was designed to be a risk factor study as well. Asare-
sult, the NCSinterview contains amuch more comprehen-
sive risk factor battery than the ECA Study, including fam-
ily history Research Diagnostic Criteria'® assessments of pa-
rental psychopathology, questions about childhood family
adversity, measures of social networksand support.and in-
formation aboutstressfullife events and difficulties. Third.
while the goals of the ECA Study to include institutional
respondentsand clinical reappraisals made it necessan 1o
carry out the ECA Study inasmall number of local samples.
our different goals made it possible to carry out the NCSin
anational sample. Asaresult, we are able to study regional
variationsinspecific psychiatric disordersand urban-rural

differences in unmet need for services as well as to provide
the first nationally representative data that can be used in
the current debate about health care policy in the United
States. :

THE PREVALENCE OF
PSYCHIATRIC DISORDERS

The results in Table 2 show UM-CIDI/DSM-111-R preva-
lence estimates of the 14 lifctime and 12-month disorders
assessed in the core NCS interview. Lifetime prevalence
is the proportion of the sample who ever experienced adis-
order, while 12-month prevalence is the proportion who
experienced the disorder at some time in the 12 months
before the interview. The prevalence estimates in Table 2
are presented without exclusions for DSM-III-R hierarchy
rules. Standard errors are reported in parentheses.

The most common psychiatric disorders were major
depression and alcohol dependence. More than 17% of re-
spondents had a history ol major depressive cpisode (MDE)
in their lifetime, and more than 10% had an episode in the
past 12 months. More than 14% of respondents had a life-
time history of alcohol dependence, and more than 7% con-
tinued to be dependentin the past 12 months. The next most
common disorders were social and simple phobias, with life-
time prevalences of 13%and 11%, respectively,and 12-month
prevalences close to 8% and 9%, respectively. As a group,
substance usc disorders and anxicty disorders were some-
whatmore prevalent than affective disorders. Approximately
one in every four respondents reported a lifetime history
of at least one substance use disorder, and a similar num-
ber reported a lifetime history of at least one anxiety dis-
order. Approximately one inevery five respondents reported
alifetime history of at least one affective disorder. Anxiety
disorders, as a group, are considerably more likely to oc-
cur in the 12 months before the interview (17%) than ei-
ther substance use disorders (11%) or affective disorders
(11%), suggesting that anxiety disorders are more chronic
than either substance use disorders or affective disorders.
The prevalence of other NCS disorders was quite low. An-
tisocial personality disorder, which was only assessedon a
lifetime basis, was reported by more than 3% of respondents,
while schizophreniaand other NAPswere found amongonly
0.7% of respondents. It is important to remember that the
diagnosis of NAP was based on clinical reinterviews using
the Structured Clinical Interview for DSM-III-R diagnosis
rather than on the lay CIDl interviews. The prevalence es-
timates for NAP based on the UM-CIDI were considerably
higher but were found 1o have low validity when judged in
comparison with the clinical rcappraisals (K.S.K.. William
Eaton. PhD, Janic Abelson, MSW, R.C.K., oral communi-
cation, September 1992).

Asshowninthe last row of Table 2, 48% of the sample
reported alifetime history ol at least one UM-CIDI/DSM-
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Table 1. Characteristics of NCS Respondents Compared
with Thase af the Tatal US Population*
%
I 1
us 'NCS NCS
Populationt  Weighted  Unweighted
Sex
M 49.1 495 475
F 50.9 50.5 52.5
Race
w 75.0 753 75.1
8 19 115 125
Hispanic 8.6 9.7 91
Other 45 35 33
Education, y
0-11 225 223 18.2
12 36.8 374 33.1
13-15 21.2 217 26.3
=16 : 19.5 186 224
Marital status -
Married/cohabitation 59.8 62.9 54.4
Separated/widowed/ o
divorced 10.1 100 15.5
Never married 30.1 271 30.1
Region
Northeast 20.0 202 19.2
Midwest 246 238 25.6
South ~ 337 36.4 35.6
West 217 196 19.6
Age.y
15-24 25.5 247 218
25-34 308 30.1 324
35-44 - 259 271 7.7
45-54 i 17.8 18.1 18.1
Urbanicity
Large MSAs 712 67.8 68.9
Small MSAs 81 75 6.5
Not MSAs 20.7 247 246
Total N 65 244t 8098 8098

“NCS indicates National Comorbidity Survey: large MSAs, counties in
the US Bureau of the Census—defined metropolitan statistical areas with
250 000 or more residents; small MSAs, counties in MSAs containing less
than 250 000 residents; and not MSAs, counties that are not in MSAs.

t The US population characteristics are based on results from the 1989
US National Health Interview Survey.

t There were 65 244 household members in the sample households
interviewed as part of the 1989 US National Health Interview Survey.

[II-R disorder, and 29% had one or more disorders in the
12 months before the interview. While there is no mean-
ingful sexdifference in these overall prevalences. there are
sexdifferencesin the prevalences of specific disorders. Con-
sistent with previousresearch, “* menare much more likelv
1o have substance use disorders and ASPD than women.
while women are much more likely to have affective dis-
orders (with the exception ol mania. for which there is no
sexdillerence) and anxicty disorders than men. The data
alsashow, consistentwithatrend found in the ECA Study,*
that women in the household population are somewhat

more likely to have NAP than men, although this sex dif-
ference is not statistically significant (P>.05).

A final observation about the results in Table 2 is that
the sum of the individual prevalence estimates across the
L4 disorders consistently excceds the prevalence ol having -
any disorder. This means that there is considerable comor-
bidity among these disorders. For example, while the 48%
lifetime prevalence in the total sample means that 48 of ev-
ery 100 respondents in the sample reported a lifetime his-
tory ol at least one disorder,asummation of lifetime preva-
lence estimates for the separate disorders shows that these
48individuals reported a total of 102 lifetime disorders (2.1
per person). As demonstrated in the next section of the ar-
ticle, this comorbidity is quite important for understand-
ing the distribution of psychiatric disorders in the United
States.

THE IMPORTANCE OF COMORBIDITY

[tis beyond the scope of this article to delve into the many
different types of comorbidity that exist in the NCS. Nev-
ertheless, the aggregate results in Table 3 document that
these patterns are very importantin understanding the dis-
tribution of psychiatric disorders among persons aged 15
to 54 years in the United States and provide an empirical
rationale for more detailed examination of particular types
of comorbidity in future analyses. The four rows of Table
3 represent the number of lifetime disorders reported by
respondents. As shownin the first column. 52% of respon-
dentsnever hadany UM-CIDV/DSM-III-Rdisorder, 21% had
one, 13% had two, and 14% had three or more disorders.
Only 21% of all the lifetime disorders occurred in respon-
dents withalifetime history ofjustone disorder. This means
that the vast majority of lifetime disorders in this sample
(79%) were comorbid disorders. Furthermore, anevengreater
proportion of 12-monthdisorders occurred in respondents
withalifetime history ol comorbidity. [tis particularly strik-
ing that close to six (39%) of every 10 12-month disorders
and nearly nine (89%) of L0 severe 12-month disorders oc-
curred in the 14% of the sample with a lifetime history of
three or more disorders. These results show that while a his-
tory of some psvchiatric disorder is quite common among
persons aged 15 to 54 years in the United States, the major
burden of psychiatric disorder in this sector of our society
is concentrated ina group of highly comorbid people who
constitute about one sixth of the population. The more de-
tailed disaggregation and investigation of these people isa
major focus of the NCS.

UTILIZATION OF SERVICES

Although previous national survevs have asked about uti-
lization of professional services foremotional problems *=*
no national survey until now has included adiagnostic as-
sessment that could be used to deline unmet need. This
wasdone inthe NCSbhy assessing both lifetime and recent
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Table 2. Lifetime and 12-Month Prevalence of UM-CIDI/DSM-/Ii-R Disorders*

Male Female Total
I | I 1 I !
Lifetime 12 mo Lifetime 12 mo Lifetime 12 mo
f — f ! T m f 1 T 1 r —

Disorders %a SE % SE % SE % SE % SE % SE
Affective disorders ‘ )

Major depressive episode 12.7 09 7.7 0.8 21.3 09 129 08 171 0.7 10.3 0.6

Manic episode 16 0.3 14 0.3 17 03 1.3 0.3 1.6 0.3 1.3 02

Dysthymia 48 04 2.1 0.3 8.0 0.6 3.0 04 6.4 04 25 0.2

Any affective disorder 14.7 0.8 8.5 08 239 09 141 0.9 193 0.7 11.3 07
Anxiety disorders

Panic disorder 2.0 0.3 13 0.3 5.0 1.4 32 04 35 0.3 2.3 0.3

Agoraphobia without panic disorder 35 04 17 0.3 7.0 0.6 38 0.4 53 04 2.8 0.3

Social phabia 1.1 08 6.6 04 15.5 1.0 91 0.7 13.3 07 79 04

Simple phobia 6.7 0.5 44 0.5 15.7 1.1 132 09 1.3 0.6 8.8 05

Generalized anxiety disorder 3.6 05 2.0 0.3 6.6 05 43 04 5.1 0.3 31 03

Any anxiety disorder 19.2 0.9 11.8 0.6 305 1.2 226 0.1 249 0.8 17.2 07
Substance use disorders

Alcohol abuse without dependence 12.5 08 34 04 6.4 0.6 1.6 0.2 94 05 25 0.2

Alcohol dependence 20.1 1.0 10.7 09 8.2 07 37 0.4 14.1 0.7 7.2 0.5

Drug abuse without dependence 54 0.5 13 0.2 35 04 0.3 0.1 44 0.3 0.8 0.1

Drug dependence 9.2 07 38 04 5.9 05 19 0.3 75 04 28 03

Any substance abuse/dependence 354 1.2 16.1 07 17.9 1.1 6.6 04 26.6 1.0 113 0.5
Other disorders

Antisocial personality 5.8 0.6 . e 12 0.3 .. ... 35 03 . ..

Nonaffective psychosist 0.6 0.1 0.5 0.1 08 0.2 0.6 0.2 0.7 0.1 0.5 0.1
Any NCS disorder 48.7 0.2 217 09 473 15 312 13 48.0 1.1 295 1.0

*UM-CIDI indicates University of Michigan Composite International Diagnostic Interview; NCS, National Comorbidity Survey.
tNonaffective psychosis includes schizophrenia, schizophreniform disorder. schizoaffective disorder. delusional disorder, and atypical psychosis.

utilization of services from a wide variety of profession-
als in a number of different treatment settings. Summary
“results (Table 4) show that only four of every 10 respon-
dentswithalifetime history ofat least one UM-CIDI/DSM-
II-R disorder ever obtained professional help for their dis-
orders, only one in four obtained treatment in the mental
health specialty sector, and about one in 12 were treated
in substance abuse facilities. While nearly six in 10 per-
sons who have a lifetime history of three or more disor-
ders ever received professional treatment, only fourin 10
of these highly comorbid people were treated in the men-
tal health specialty sector, and about one in sevenreceived
treatmentinsubstance abuse facilities. Among respondents
with a 12-month disorder, only one in five obtained any
professional helpin the past year, one in nine obtained treat-
ment in the mental health specialty sector, and one in 25
were treated in substance abuse facilities. Only about one
third of persons with three or more disorders in the past
year received any professional treatment in the past year,
slightly more than one in five were treated in the menial
health service sector, and about one in 12 received treat-
mentinsubstanccabuse facilities. These national patterns
arc broadly consistent with those {rom the [ive-site ECA
sample,’* inshowing that the vast majority of pcople with
recent disorders have not had recent treatment.

DEMOGRAPHIC CORRELATES OF DISORDER

Bivariate risk factor associations are reported for groupings
of disordersin Table 5 (lifetime) and Table 6 (12 months).
Based on findings in Table 3 that the majority of both life-
time and 12-month disorders, and the vast majority of se-
vere disorders, occurred in people with a history of three
or more disorders, we also included three or more disor-
dersasan outcome variable in Tables 5 and 6. Associations
are shown in the form of ORs with 95% confidence inter-
vals (Cls). As noted above, these Cls are based on complex
variance estimation techniques that adjust for the weight-
ing and clustering of the sample data.

Sex

As mentioned previously in the discussion of Table 2, the
NCS data are consistent with those of previous epidemio-
logicstudies, in finding that women have higher prevalences
than men of affective disorders (with the exception ol ma-
nia, forwhich therc isnosex difference), anxiety disorders.
and NAP. and that men have higher rates than women of
substance use disorders and ASPD. Furthermore, we find
thatwomen have higher prevalences than men of both life-
timeand 12-month comorbidity of three or more disorders.
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Table 3. The Concentration of Lifetime and 12-Manth Disorders Amang Persans With Lifetime Comorbidity
Propartion of Proportion of Proportion af Proportion of Respondents

Na. of Sample Lifetime Disorders 12-mo Disorders With Sevare 12-mo Disorders*
ifetime f ! f 1 1 r 1
b.iseorders % SE % SE . % SE % SE

0 52.0 11

1 21.0 0.6 206 06 174 0.8 26 1.7

2 13.0 05 255 1.0 231 1.0 79 2.1
=3 14.0 0.7 539 27 58.9 1.8 89.5 28

«Savere 12-month disorders include active mania, nonaffective psychosis, or active disorders of other types that either required hospitalization or created

severe role impairment.

Age

In the absence of an extremely young age at onset, co-
hort effects, differential mortality, selection bias associ-
ated with age, and age-related differences in willingness
to report symptoms, one would expect to find increas-
ing lifetime prevalence of all disorders with age. How-
ever, the results in Table 5 show quite a different pat-
tern, with the highest prevalences generally in the group
aged 25 to 34 years and declining prevalences at later ages.
This pattern is broadly consistent with the results of re-
cent epidemiologic surveys,*** in documenting increas-
ing psychopathology in more recent cohorts. The pat-
tern is even more pronounced in Table 6, where it is shown
that 12-month disorders are consistently most prevalent
in the youngest cohort (age range, 15 to 24 years) and
generally decline monotonically with age.

Race

While the NCS results concerning sex and age are consis-
tent with those of previous epidemiologic studies. this is
less true [or the results concerning race. Blacks in the NCS
have significantly lower prevalences ofaffective disorders.
substance use disorders, and lifetime comorbidity than whites.
Thereare nodisorders where either lifetime or active preva-
lence issignificantly higheramongblacks than whites. More
detailed analyses (results available {rom the first author
[R.C.K.]) show that these effects cannot be explained by
controlling forincomeand education. The lower prevalence
ofalfective disordersis consistent with, but more pronounced
than. the ECA (inding of a slightly lower rate in the 30- to
64-vear-old age range amongblacks than whites.* Thelower
prevalence of substance use disordersamong blacks is con-
sistent with the ECA finding of higher prevalence ol drug
and alcohol abuse and dependence among voung whites
compared with that among voung blacks.* ** Our failure
to lind hlack-white diffcrences in anxiety disorders or. in
more detailed analvses not reported here, in panic disor-
der. simple phobra. oragoraphobia) is consistent with the
ECA finding thatblacks and whites have similar prevalences
of panic disorder™ but inconsistent with the ECA linding

that blacks have nearly twice the lifetime prevalence of simple
phobia and agoraphobia.™

Hispanics in the NCS have significantly higher preva-
lences of current affective disorders and active comor-
bidity than non-Hispanic whites. There are no disorders
where either lifetime or active prevalence is significantly
lower among Hispanics than among non-Hispanic whites.
The higher rate of affective disorders is inconsistent with
that of the ECA Study, which found higher lifetime rates
among whites and no race difference in active preva-
lence.* The failure to find a white vs Hispanic difference
in anxiety disorders is inconsistent with the ECA find-
ing that Hispanics have significantly lower lifetime rates
of panic.* Furthermore, the NCS does not replicate the
ECA finding that Hispanics have elevated rates of alco-
hol use disorders compared with whites.*’

Socioeconomic Status

Consistent with previous research,’*7>!"** rates of almost
all disorders decline monotonically with income and edu-
cation. The ORs in Tables 5and 6 comparing the lowest with
highestincome groups are significantinall cquations. The
coelficients comparing the middle vs highest income groups
are significant in predicting anxiety disorders, ASPD. and
comorbidity. The ORs [or education are.somewhat more
variable, but the general patternisstill one of decline in the
ORs from the lowest to highest education groups. One note-
worthy exception is that lifetime substance use disorder is
significantly higherin the middle educationsubsamples than
among those with either the lowest or highest education.
Thesignificant ORs for both income and education are con-
sistently larger in predicting | 2-month than lifetime preva-
lence, which means that socioeconomic status is associated
not only with onset but also with course of disorder. It is

unclear from these data, though, whether thisisdue tocausal |
influence or to drift. Finally. there isa consistent tendency
for socioeconomic status to be more powerfully related o
anxiety disorders than toaffective disorders. suggesting in-
directly that the resources associated with sociocconemic
status are more protective against the onset and/or exac-
erbation of worries and fears than of sadness. We are un-
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Table 4. Lifetime and 12-Month Utilization
of Professional Services*
No Any =3
Disorder Disorder  Disorders
Lifetime
Any professionalt
% 15.3 42.0 58.8
SE 1.3 11 18
Mental health specialty}
% 8.1 26.2 410
SE 1.2 1.1 2.1
Substance abuse facility§
% 0.3 8.4 14.8
SE 0.2 07 1.5
12 mo
Any professional
% 7.0 209 342
SE 0.7 1.1 3.0
Mental health specialty
% 27 1.5 225
SE 0.6 0.8 26
Substance abuse facility
% 0.1 40 8.6
SE 0.04 07 25

*Top part of Table 4 relates to lifetime disorders/utilization: bottom part,
12-month disorders/utilization.

tAny professional indicates hospitalization or outpatient treatment by a
mental health specialist, physician, social worker, counselor, nurse, or
other health professional, including treatment in a substance abuse facility.

$+Mental health specialty indicates hospitalization or outpatient treatment
by a psychiatrist or psychologist or treatment in a substance abuse facility.

§Substance abuse facility indicates hospitalization for drug 2r alcohol
prablems or treatment in a drug or alcohol outpatient clinic or drop-in
center or program for people with emotional problems with alcohol or
drug abuse.

aware of any previous research on this issue, although this
consistent pattern in our data suggests that this might be a
fruitful area for future investigation.

Urbanicity

Urbanicity is examined here at the county level by distin-
guishing major metropolitan counties (major metropoli-
tan areas), urbanized counties that are not in major met-
ropolitan areas (other urban areas), and rural counties (ru-
ral). Itisimportant to note that significant within-county
differences in the prevalence of some disorders has been
foundin previous research.> Within-county comparisons
will be made in later analyses of the NCS, but these com-
parisons cannot yet be carried out because of current in-
completeness in the NCS geocoding, pending release of
final matching information from the 1990 census.

As seen in Tables 5 and 6, the effects of urbanicity
atthe county level are generally not significant. The single
exception is that residents of major metropolitan coun-
ties are more likely than residents of rural counties 1o have
comorbidity in the 12 months before the interview

(OR=1.44). The coefficient that compares residents of
other urbanized counties with residents of rural coun-
ties on the same outcome is very similar in magnitude
(OR=1.41) and significant at the .06 level, which mcans
thatitis the low rate of comorbidity in rural America rather
than a high ratc in major metropolitan counties that un-
derlies this pattern. This one significant coeflicient could
have occurred by chance in 22 different comparisons (1wo
urbanicity cocfflicicnts for cach of 11 outcomes), al-
though there is a general trend in the data for rural resi-
dents 10 have the lowest levels of disorder (in 10 of the
11 outcomes in Tables 5 and 6).

Region

There arc a number of significant regional differences in
lifetime prevalence. Substance use disorders, ASPD, and
comorbidity are all highest in the West. Anxiety disor-
ders are highest in the Northeast. Virtually all disorders
are lowest in the South. None of these patterns, how-
ever, is replicated in parallel analyses of 12-month dis-
orders, implying that region is associated in different ways
with onsct and coursc.

—

LIMITATIONS

Twodatacollection limitations need to be noted. First, the
NCSisacross-sectional survey that relies entirelv on ret-
rospective reports to assess the prevalence of lifetime dis-
orders. Commitmentand memory probes were used to mini-
mize recall problems, but we recognize that whatever suc-
cess we had in this regard was only partial. Long-term
longitudinal data collection is needed to evaluate the mag-
nitude of recall failure and to adjust forits effects on preva-
lence estimates. Second, even in cases where respondents
describe recentdisorders, our diagnostic assessment is based
ononlyasinglestructured interview administered by non-
clinicians. Thisisa practical necessity in a survey as large
and geographically dispersed as the NCS. Yet, it is impor-
tant to recognize that we pay a price for this ease of imple-
mentation in reduced diagnostic precision, which could
have been improved if it had been possible to use clinical
interviewers, to carry out multiple interviews, and to use
ancillary information from informants and institutional
records. The fact that these things were not done means
that the prevalences reported here should be interpreted
as estimales rather than as definite diagnoses.

PREVALENCE

The NCSresulisshow that psychiatric disordersare more
prevalent than previous research would lead us to believe.
Close to half of all respondents report alifetime history of
atleast one UM-CIDV/DSM-11I-Rdisorder. One fifthof re-
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Table 5. Demographic Correlates of Litetime Psychiatric Disorders*
o Any Aftective Any Anxiety Any Substance
Disorder Disorder Use Disarder ASPOt Any Disorder =3 Disorders
r 1 1 1T 1T 1T 1
OR 95% CI OR 95% Cl OR 95% CI OR 95% CI OR 95% Cl OR 95% Cl
Sex
M 1.00 1.00 1.00 5.16§ 290-9.20 1.00 . 1.00
4 1.82¢ 156-212 1.85¢ 1.58-2.16 0.40t 0.34-0.46 1.00 095 0.83-1.08 124t 1.02-1.50
Age, y
15-24 085 065-1.11 113 090-1.43 136§ 1.01-1.83 256t 152430 115 092-143 1.18 -0.88-1.58
25-34 097 077122 113 090-1.42 199t 153-257 1.83t 1.08-3.12 136t 1.12-1.65 1.47% 1.07-2.02
35-44 106 081138 105 0.83-1.34 158 125199 101 050-2.03 120 099146 119 087-1.62
45-54 1.00 1.00 1.00 1.00 1.00 1.00 ’
Race
w 1.00 1.00 1.00 1.00 1.00 1.00
B 0.63t 0.46-0.87 077 058-1.01 035t 027-046 0489 0.56-1.41 0.50f 041-0.60 067+ 0.45-0.98
’ Hispanic 096 072127 090 0.71-1.15 080 062-1.03 143 092-223 086 069-1.06 099 0.73-1.35
Income, $ .
0-19 000 156¢ 1.23-1.98 2.00f 166-241 1274 105-1.54 298¢ 1.71-520 149f 125-1.78 246 1.87-3.24
20 000-34 000 119 089160 152t 1.21-1.90 1.06 0.80-1.41 216t 1.154.06 121 095153 171 120243
35 000-69 000 116 088151 148¢ 1.16190 106 083136 159 082-3.10 121 097-1.49 155¢ . 1.12-215
=70 000 1.00 - 1.00 1.00 1.00 1.00 100 - ...
Education, y _ -
0-11 098 0.80-1.20 186f 153226 099 077-1.27 14.13% 6.05-3299 1.17 096-1.42 2.15¢ 1.60-2.90
12 100 082-1.24 176f 1.42-220 1.25¢ 1.05-148 429f 207890 1.25¢ 1.07-146 209 1.52-2.86
13-15 105 089125 144t 115179 1208 1.01-143 332t  143-7.72 121 104140 1.73¢ 1.25-2.39
=16 1.00 1.00 1.00 1.00 1.00 1.00
Urbanicity
Major metropolitan 126 0.91-1.76 098 0.76-1.26 109 082-1.45 127 080199 110 083-1.47 120 0.86-1.68
Other urban 120 08517t 100 0.74-135 110 0.80-1.51 098 061-158 109 078-1.53 1.18 0.80-1.73
Rural 1.00 1.00 1.00 1.00 1.00 1.00
Region
Midwest 1.06 0851 33 117 093-146 121 096154 134 089200 1.19 094143 100 0.76-1.33
Northeast 100 076130 129t 107-156 133t 104169 149 083-269 125¢ 1.03-1.52 135 0.98-1.85
- West-~ 132 1.00-1.74 115 087-1.52 157¢ 1.15-2.14 240f 149-3.85 138t 1.05-1.81 143t 1.03-1.98
South - 1.00 1.00 1.00 1.00 1.00 1.00

*ASPD indicates antisocial personality disorder: OR. odds ratio: and Cl. confidence interval.
tResults concerming ASPD exclude respondents aged 15 to 17 years beécause ihe diagnosis requires that the respendent be at least 18 vears of age.

$tP<<.05 (two tailed). :

spondents have a lifetime history of an affective disorder,
one fourth have a history of an anxiety disorder, and one
fourth have a history of a substance use disorder. A 12-
month prevalence ofat least one disorder is nearly 30%in
the sample as a whole, with more respondents reporting
a 12-monthanxiety disorder (17.2%) thaneitheraffective
disorders (11.3%) or a substance use disorder (11.3%).
The high ratio ofa 12-month to lifetime anxiety disorder
prevalence suggests indirectly that they are more chronic
than citheraffective disorders or substance use disorders.

The fact thatthe NCS prevalence estimates are higher
than in previous epidemiologic survevs could be due. at
leastin part. tosecular trends. A number of methodologic
factors could also be involved. including the fact that the
NCSisbascd onanational sample, concentralesonayounger
age range than previous surveys, usesacorrection weight
to adjust for nonresponse bhias, and reports DSM-11I-R di-

agnoses while earlier epidemiologic surveys used the DSM-
[l1diagnostic system. Any attempt to compare prevalence
estimates in the NCS with those in earlier surveys needs
to grapple with the implications of all these issues.

Itis also important to recognize that while the diag-
nostic instrument used in the NCS is very similar to the
diagnostic instrument used in the ECA Study and other
recent cpidemiologic studies (the DIS). there are differ-
encesin wordingand depth of probing that could have im-
portanteffects on prevalence estimates. Forexample. the
UM-ClIDlassesses phobias hy presenting the respondent
with three separate lists containingatotal of 20 prototy pic
fearcd objects and situations (six for social phobia, nine
forsimple phobia.and five loragoraphobia) . while the ver-
sion ol the DIS used in the ECA study combined all these
objects and situations into a single list containing a toal
ofonly 15 items. The assessment ol social phobia, in par-
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Table 6. Demographic Correlates of 12-Month Psychiatric Disorders*

Any Affective Any Anxiety Any Substance
Disorder Disorder Use Disorder » Any Disorder =3 Disorders
T | T 1T 1T ]
OR 95% CI 0R 95% ClI 0OR 35% CI OR 95% CI 0R © 85% ClI
Sex '
M 1.00 1.00 1.00 1.00 1.00
F 1.76t 1.43-2.18 219t 1.88-2.55 0.37¢ 0.31-0.43 1.18t 1.07-1.31 1.551 1.15-2.10
Age.y
15-24 1.67t 1.14-2.44 1.40% 1.09-1.80 3.65¢ 2.29-5.84 ) 2.061 1.66-2.56 2.08¢% 1.17-3.70
25-34 1.32 0.89-1.96 1.13 0.85-1.51 2.65t 1.72-4.06 151t 1.20-1.88 1.66 0.88-3.16
35-44 1.35 0.93-1.96 0.98 0.76-1.26 2.00t 1.31-3.05 1.24 0.98-1.56 1.36 0.75-2.49
45-54 1.00 1.00 1.00 1.00 1.00
Race
w 1.00 1.00 1.00 1.00 1.00
B 0.78 0.54-1.14 0.90 0.65-1.26 0.47t 0.35-0.64 0.70t 0.55-0.90 1.04 0.53-2.06
Hispanic 1.38t 1.02-1.86 117 0.93-1.49 1.04 0.74-1.46 1.11 0.91-1.35 1.86t 1.23-2.82
Income, $ ‘ .
0-19 000 1.73t 1.29-2.32 212t 1.63-2.77 1.92¢ 1.36-2.71 1.92% 1.54-2.39 3.36t 1.95-5.79
20 000-34 000 1.13 0.80-1.59 1.56t 1.18-2.06 1.12 0.79-1.60 1.24 0.97-1.57 2.10t 1.16-3.83
35 000-69 000 1.01 0.75-1.37 1.501 1.15-1.97 1.1 0.75-1.64 1.20 0.93-1.55 1.66t 1.02-2.73
=70 000 1.00 1.00 1.00 1.00 1.00
Education, y
0-11 1.79t 1.31-2.43 2.82t 2.26-3.51 2.10t 1.56-2.84 2.33t 1.91-2.84 3.761 2.45-5.76
12 1.381 1.00-1.89  2.10t 1.66-2.67 1.80t 1.40-2.32 1.79% 1.46-2.21 2.54¢ 1.70-3.78
13-15° 1.37% 1.02-1.84 1.60t 1.19-2.15 1.70t 1.20-2.42 1.58t 1.28-1.96 2.06t 1.18-3.59
=16 1.00 1.00 1.00 1.00
Urbanicity . R
Major metropolitan 1.21 0.76-192 100 079150 1.05 0.75-1.47 1.44¢ 1.00-2.08
Other urban 1.1 0.69-1.79 112 0.77-1.64 1.11 0.78-1.60 1.41 0.97-2.04
Rural 1.00 1.00 1.00 1.00
084 063113 107 097153 080134 079 . 056-1.11
087 . 062121 124 0.88-1.72 085133 - 108 074159
0.98 0.59-1.64 112 0.86-1.48 - 0.77-1.33 1.07 061-1.88
1.00 1.00 L. 1.00

*OR indicates odds ratio; Cl, confidence interval.
1P<.05 (two tailed).

ticular, is more thorough in the UM-CIDI than in the DIS,
and this may explain why the NCS estimate of the preva-
lence of social phobia is much higher than the ECA esti-
mate.

A final methodologic factor of importance inaccount-
ing for the comparatively higher NCS prevalence estimates
is that the NCSincluded more sensitive probes for lifetime
recall than did earlier epidemiologic surveys. Two aspects
of this probing are noteworthy. First, based on the results
of pilot tests that showed that respondents underreport
stem questions once they recognize that positive responses
willlead to more detailed questions, we included diagnos-
lic stem questions for a number of disorders in a life re-
view section that was administered before probing any posi-
live stem responses. Second, this life review section used
probes to stimulate motivation for lifetime recallinan ef-
fortioaid memory search. Based on these refinements, NCS

N

respondentsreported more positive responses tovirtually
all stem questions than ECA respondents. This, in turn,
led 1o higher prevalence estimates.

The higher prevalence in the NCS compared with that
in the ECA Study is particularly pronounced for MDE (life-
time prevalence of 17.1% in the NCS compared with 6.3%
in the ECA Study). We suspect that this is due, at least in
part, to the fact that failure to recall lifetime episodes of MDE
is greater than for other disorders and that our refinements
toaid recall had amore powerful effect on estimates of MDE
than other disorders. This cannotexplain the fact, though,
that 12-month prevalence of MDE is much higher in the
NCS than in the ECA Study. A factor relevant 1o this dil-
ference is that the NCS used three separate stem questions
for MDE concerning periods of feeling “sad, blue, or de-
pressed,” fecling "down in the dumps or gloomy,"and “los-
inginterestin most things like work, hobbies, or things you
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usually like to do for fun.” The ECA Study, in comparison,
used only one stem question that combined the content of
our firstand third questions. It is noteworthy that the es-
timated prevalence of MDE in the NCS is quite similar to
the estimates in previous epidemiologic studies that used
clinicalinterviews like the Schedule for Affective Disorders
and Schizophrenia and the Structured Clinical Interview
for DSM-III-R.>** The fact that our refinements did not lead
(o overreporting is indicated by the fact that blind clinical
reappraisals ofthe UM-CIDI diagnosis of MDE inarandom
subsample of NCS respondents using the Structured Clini-
calInterview for DSM-III-R¥ as the validation standard yielded
a positive predictive value of0.70 (+0.10), a rate that com-
pares favorably with that of similar investigations of the ECA
diagnostic classification of MDE.>%"-28

COMORBIDITY

One importantaccomplishment of the ECA Study was that
it documented that comorbidity among psychiatric dis-
orders is quite high in the general population. More than
60% of the ECA respondents with at least one lifetime dis-
order had two or more disorders.? The ECA respondents
with comorbidity were also found to have higher utiliza-
tion of services.*® It was also found that mental disorders
are associated with substance abuse prevalence and spe-
cialty sector treatment.® The NCS was designed to build
on these resultsand to provide more fine-grained dataabout
the prevalence. causes, and consequences of psychiatric
comorbidity. We have taken a first step in that direction
in the present report. We find that 56% of NCS respon-
dents withahistory of atleast one disorder had two ormore
disorders. We also find that the majority of lifetime dis-
orders and an even greater percentage of 12-month dis-
orders occur in the roughly one sixth of the population
withalifetime history of three or more disorders. The fact
that this segment of the population accounts for a higher
percentage of 12-month disorders than lifetime disorders
means that comorbidity is, in general, associated with a
more serious course of illness, a result consistent with the
findings of clinical investigations.®"*® Future analyses of
the NCS data will disaggregate this overall pattern to in-
vestigate the possibility that the effect of comorbidity on
course canbe furtherspecifiedas due to particular primary
disorders, secondary disorders, or primary-secondary com-
binationsand whether these effects are specified by age at
onset, family history, and other individual differences.

UTILIZATION OF SERVICES

Our findings regarding utilization of services are broadly
consistent with those of previous research,”**** in show-
ing that the majority of people with psvchiatric disorders
receive no prolessional treatment and that fewer yet re-
ceive treatment in the mental health specialty sector. Al-
though more likely than others to obtain treatment, we

also found that fewer than half of people with three or more
lifetime comorbid disorders ever obtained mental health
specialty sector treatment.

[tis noteworthy that the ECA estimate of the percent-
ageof people withadisorder who received any professional
treatment during the past 12 months is roughly 25% higher
than the NCSestimate.’ This finding, coupled with the fact
that the NCS finds a considerably higher 12-month preva-
lence of disorder than the ECA Study, means that the NCS
finds considerably more unmet need for mental health ser-
vices than the ECA Study. More detailed analysesare planned
to investigate this difference and to determine how much
of it is due to time trends, to the fact that the ECA Study
was based on a largely urbanized population where access
to professional services is greater than in the rest of the
population, or to other reasons.

RISK FACTORS

For the most part, the risk factor results reported above
are consistent with previous investigations in finding more
affective disorders and anxiety disorders among women,
more substance use disorders and ASPD among men, and
declining rates of most disorders with age and higher so-
cioeconomic status. The other risk factor results are more
provisional, though, due to the fact that they either fail
to replicate previous research (in the case of the results
regarding race) or are new results (in the cases of urba-
nicity and region). It is important to remember, in this
regard, that we examined close to 200 separate coeffi-
cients in the risk factor analysis. Itis quite likely that some
of the significant results in this large set are due to chance.
Future analyses of the NCS need to examine these risk
factor results in more detail to determine whether they
are stable. Perhaps the most interesting of these results
concerns the fact that respondents living in rural areas
have a 40% lower odds of 12-month comorbidity of three
or more disorders than their urban counterparts. This as-
sociation is much more powerful than the associations
of urbanicity with the prevalence of individual disor-
ders, which means that while rural Americans are no more
likely to suffer from a psychiatric disorder, their disor-
ders are more likely to be “pure” than comorbid. If this
result is stable, it has important implications for the pro-
vision of services to the rural mentally ill, where medical
care is more likely to come from the general medical sec-
tor than from the specialty mental health sector. Comor-
bidity is recognized as a major complication that im-
pedes the ability of the general medical sector to provide
effective care.” The fact that L-vear comorbidity of three
or more disorders is lowest in rural areas means that the
magnitude of this complication is considerably less than
expected from our total population estimate.

Another intriguing aspect of the results regarding
low prevalence of disorder in rural counties is that this is
true despite the fact that rural Americans are exposed to
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much greater financial adversity than their urban coun-
terparts.”™ The same can be said [or the low prevalence
of affective and substance usc disorders among blacks com-
pared with that among whites. patterns that cxist de-
spite the fact that blacks have much lower aggregate lev-
¢ls of both income and education than whites.™ Future
analyscs of the NCS data will explore these patterns in
more depth with the expectation that some as vet un-
known resources protect rural people and blacks from
the adverse psychiatric effects that we would otherwise
cxpect 1o be associated with their stressful lives.

“Accepted for publication August 16, 1993.
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