MD, PhD Jordi Alonso 
email: jalonso@imim.es
  
PhD Masha Petukhova 
email: petukhova@hcp.med.harvard.edu
  
PhD Gemma Vilagut 
  
MD Somnath Chatterji 
email: chatterjis@who.int
  
PhD Steven Heeringa 
email: sheering@isr.umich.edu
  
T Berdirhan Üstün 
  
FICMS Ali Obaid Alhamzawi 
email: ali_alhamzawi2000@yahoo.com
  
MD, PhD Laura Helena Andrade 
  
MD Matthias Angermeyer 
email: angermeyer@aon.at
  
PhD Evelyn Bromet 
email: ebromet@notes.cc.sunysb.edu
  
PhD T Bedirhan Üstün 
  
PhD Ronny Bruffaerts 
email: ronny.bruffaerts@uz.kuleuven.ac.be
  
MD Giovanni De Girolamo 
email: gdegirolamo@fatebenefratelli.it
  
MD, PhD Silvia Florescu 
email: florescu.silvia@gmail.com
  
MD Oye Gureje 
email: ogureje@comui.edu.ng
  
MD, MPH, PhD Josep Maria Haro 
email: jmharo@sjd-ssm.com
  
MD Hristo Hinkov 
  
MD, PhD Chi-Yi Hu 
email: chiyihu@yahoo.com.cn
  
MD Elie G Karam 
email: egkaram@idraac.org
  
MD, PhD Viviane Kovess 
email: viviane.kovess@ehesp.fr
  
PhD Daphna Levinson 
email: daphna.levinson@moh.health.gov.il
  
Maria Elena 
  
PhD Medina Mora 
email: medinam@imp.edu.mx
  
MD, MPH, FFPH Yosikazu Nakamura 
email: nakamuyk@jichi.ac.jp
  
PhD Johan Ormel 
email: j.ormel@med.umcg.nl
  
MD Jose Posada-Villa 
  
MD Rajesh Sagar 
email: rajeshsagar@rediffmail.com
  
PhD Kate M Scott 
email: kate.scott@otago.ac.nz
  
Adley Tsang 
  
MPH, PhD David R Williams 
email: dwilliam@hsph.harvard.edu
  
PhD Ronald C Kessler 
email: kessler@hcp.med.harvard.edu
  
  
Days Out of Role due to Common Physical and Mental Conditions: Results from the WHO World Mental Health Surveys

Keywords: Mental Disorders, Chronic Disease, Disability, Productivity loss, Prevalence, Burden of Disease
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Introduction

A growing body of research aims to quantify the societal impacts of physical and mental disorders on functioning in order to influence social policy decisions about investing in healthcare. [START_REF] Acoem | Healthy workforce/healthy economy: the role of health, productivity, and disability management in addressing the nation's health care crisis: why an emphasis on the health of the workforce is vital to the health of the economy[END_REF][START_REF] Davis | Health and productivity among U.S. workers[END_REF][START_REF] Suhrcke | Economic costs of ill health in the European Region[END_REF][START_REF] Loeppke | Health and productivity as a business strategy: a multiemployer study[END_REF] One important component of this research examines effects of health problems on days out of role. For example, these studies have estimated that there are 3.6 billion annual health-related days out of role in the US [START_REF] Merikangas | The impact of comorbidity of mental and physical conditions on role disability in the US adult household population[END_REF] and that the annual human capital costs of health-related days out of role in Europe exceed 136 billion Euros. [START_REF] Andlin-Sobocki | Cost of disorders of the brain in Europe[END_REF] It is also important to quantify the relative importance of specific disorders in accounting for these effects and to evaluate the extent to which expanded outreach and best-practices treatment of the disorders associated with the largest losses reduce these effects. The first step in such a program of research should be to distinguish relative effects of specific disorders. This requires epidemiological data on a broad range of disorders so as to adjust for the high rates of comorbidity within and between physical and mental disorders. [START_REF] Korff | Global perspectives on mental-physical comorbidity[END_REF][START_REF] Stang | Mental and physical comorbid conditions and days in role among persons with arthritis[END_REF] While some studies of this sort have been carried out in the US, [START_REF] Merikangas | The impact of comorbidity of mental and physical conditions on role disability in the US adult household population[END_REF][START_REF] Stang | Mental and physical comorbid conditions and days in role among persons with arthritis[END_REF] we are not aware of any comparable studies in most other parts of the world.

The current report presents data of this sort from the World Health Organization (WHO) World Mental Health (WMH) Surveys (www.hcp.med.harvard.edu/WMH). The WMH initiative was launched by the WHO to carry out general population surveys in countries throughout the world to assess the prevalence and correlates of mental disorders. [START_REF] Kessler | The WHO World Mental Health Surveys: global perspectives on the epidemiology of mental disorders[END_REF] One section in the WMH interviews assesses the presence of commonly occurring chronic physical disorders in order to facilitate analysis of the comparative effects of mental and physical disorders on role functioning. WMH data from 24 countries are used in this report to examine these relative effects on days out of role in the month before interview. A novel method is used to estimate these effects in such a way as to adjust for comorbidity.

Methods

Samples

A total of 25 WMH surveys were carried out in 24 countries. (Table 1) Six of these countries are classified in 2007 by the World Bank 10 as low or lower-middle income countries (Colombia, India, Iraq, Nigeria, Peoples' Republic of China [PRC], Ukraine), six as upper-middle income countries (Brazil, Bulgaria, Lebanon, Mexico, Romania, South Africa), and twelve as higher income countries (Belgium, France, Germany, Israel, Italy, Japan, Netherlands, New Zealand, Northern Ireland, Portugal, Spain, and the United States). All surveys were based on probability samples of the adult household population of the participating countries. The samples were selected either to be nationally representative (in the majority of countries), representative of all urbanized areas in the country (Colombia, Mexico), or representative of particular regions of the country (Brazil, India, Japan, Nigeria, PRC). More details about sampling are provided elsewhere. 11 The weighted (by sample size) average response rate across surveys was 72.0%, ranging from 45.9% (France) to 95.2% (Iraq).

(Table 1 about here)

All WMH interviews were administered face-to-face by trained lay interviewers using training, and field quality control procedures described elsewhere. [START_REF] Kessler | The WHO World Mental Health Surveys: global perspectives on the epidemiology of mental disorders[END_REF][START_REF] Pennell | Implementation of the World Mental Health Surveys[END_REF][START_REF] Harkness | Translation Procedures and Translation Assessment in the World Mental Health Survey Initiative[END_REF] Informed consent was obtained before beginning interviews using procedures approved by the Institutional Review Board of the organization coordinating the survey in each 

Measurement

Mental disorders: Mental disorders were assessed with Version 3.0 of the WHO Composite International Diagnostic Interview (CIDI), a fully structured lay-administered interview designed to generate research diagnoses of commonly mental disorders according to the definitions and criteria of both the DSM-IV and ICD-10 diagnostic systems. [START_REF] Kessler | The World Mental Health (WMH) Survey Initiative Version of the World Health Organization (WHO) Composite International Diagnostic Interview (CIDI)[END_REF] The nine mental disorders considered here include mood disorders (major depressive disorder, bipolar I-II disorder), anxiety disorders (panic disorder and/or agoraphobia, specific phobia, social phobia, generalized anxiety disorder, post-traumatic stress disorder) and substance disorders (alcohol abuse with and without dependence, drug abuse with and without dependence). Only disorders present in the 12 months before interview are considered. A clinical reappraisal study with blinded clinical follow-up interviews using the Structured Clinical Interview for DSM-IV (SCID) [START_REF] First | Structured Clinical Interview for DSM-IV Axis I Disorders, Research Version, Non-patient Edition (SCID-I/NP)[END_REF] in several WMH surveys (France, Italy, Spain, US) found generally good concordance between diagnoses based on the CIDI and those based on the SCID. [START_REF] Haro | Concordance of the Composite International Diagnostic Interview Version 3.0 (CIDI 3.0) with standardized clinical assessments in the WHO World Mental Health surveys[END_REF] Chronic physical disorders: Physical disorders were assessed with a standard chronic disorders checklist.

Checklists of this sort have been shown to yield more complete and accurate reports of disorder prevalence than estimates derived from responses to open-ended question. 17,[START_REF] Schoenborn | Summary health statistics for the U.S. population: National Health Interview Survey[END_REF] Reports based on such checklists have been shown in previous methodological studies to have moderate to good concordance with medical records. [START_REF] Knight | Estimating health needs: the impact of a checklist of conditions and quality of life measurement on health information derived from community surveys[END_REF][START_REF] Baker | What Do Self-reported, Objective Measures of Health Measure? National Bureau of Economic Research[END_REF] The ten conditions considered here are: arthritis, cancer, cardiovascular disorders (heart attack, heart disease, hypertension, stroke), chronic pain conditions (chronic back or neck pain, other chronic pain), diabetes, migraines or other frequent or severe headaches, insomnia, neurological disorders (multiple sclerosis, Parkinson's, epilepsy or seizures), digestive disorders (stomach or intestinal ulcers, irritable bowel disorder), and respiratory disorders (seasonal allergies, asthma, COPD, emphysema). The symptom-based disorders in this set (arthritis, pain disorders, heart attack, stroke) were assessed with respondents reports as to whether or not they ever experienced the disorder, while the remaining conditions were assessed with respondent reports of whether or not a doctor or other health professional ever told them they had the disorder. Questions about persistence were also asked about lifetime disorders that can remit. The focus in this report is on disorders present in the 12 months before interview.

Days out of role:

A modified version [START_REF] Korff | Modified WHODAS-II provides valid measure of global disability but filter items increased skewness[END_REF] of the WHO Disability Assessment Schedule (WHO-DAS) 22,[START_REF] Vazquez-Barquero | Versión en lengua española de un nuevo cuestionario de evaluación de discapacidades de la OMS (WHO-DAS-II): fase inicial de desarrollo y estudio piloto[END_REF] was used to ask respondents the number of days in the 30 days before interview (i.e., beginning yesterday and going back 30 days) they were totally unable to work or carry out your normal activities because of problems with either your physical health, your mental health, or your use of alcohol or drugs. Good concordance of these reports have been documented both with payroll records of employed people [START_REF] Kessler | Comorbid mental disorders account for the role impairment of commonly occurring chronic physical disorders: results from the National Comorbidity Survey[END_REF][START_REF] Revicki | The accuracy of self-reported disability days[END_REF] and with prospective daily diary reports. [START_REF] Kessler | Using the World Health Organization Health and Work Performance Questionnaire (HPQ) to evaluate the indirect workplace costs of illness[END_REF] 

Statistical analysis

Multiple regression analysis was used to examine multivariate associations of the physical and mental disorders assessed in the survey with reported on days out of role in the past 30 days controlling for age, gender, employment status, and country. As substantial comorbidity was found among the disorders, [START_REF] Gureje | The pattern and nature of mental-physical comorbidity: specific or general?[END_REF] we included terms to capture the effects of comorbidity in the regression models. Given that the number of possible combinations of comorbid disorders in the data (2 [START_REF] Knight | Estimating health needs: the impact of a checklist of conditions and quality of life measurement on health information derived from community surveys[END_REF] -20 = 524,268) far exceeds the number of respondents, it was necessary to impose some structure on the terms used to capture the effects of comorbidity. This was done by including terms for total number of comorbid disorders and separate interaction terms for the extent to which the regression coefficient of each separate disorder changed as a function of number of comorbid disorders taking into account the size of the coefficients associated with the comorbid disorders. Nonlinear regression methods requiring iterative estimation procedures [START_REF] Gaf Seber | Nonlinear Regression[END_REF] were used for this purpose.

As the outcome variable (a 0-30 measure of number of days out of role) was highly skewed, we investigated a number of different model specifications that included an ordinary least squares regression model and six generalized linear models (GLM) that considered the conjunction of two link functions (logarithmic or square root) and three error structures (constant, error variance proportional to the mean and error variance proportional to the mean squared). Standard diagnostic procedures to compare model fit [START_REF] Buntin | Too much ado about two-part models and transformation? Comparing methods of modeling Medicare expenditures[END_REF] showed that the OLS model and GLM with a log link function and constant variance were the two best-fitting models. (Detailed results of model comparison are available under request).

As the prediction equation includes interaction terms, the predictive effect of each disorder is distributed across a number of different coefficients. Simulation was used to produce a single term to summarize all these components effects. This was done by estimating the predicted value of the outcome for each respondent from the coefficients in the final model (the base estimate) and then repeating this exercise in modified form 19 different times, each time assuming that one of the 19 disorders no longer existed. The difference between the predicted mean of the outcome generated by the simulated estimate and the base estimate was divided by the number of respondents with the disorder in question to obtain the estimated individual-level effect of the disorder on the outcomes. The estimated societal-level effect of the disorder was then obtained by multiplying the individual-level estimate by the prevalence of the disorder. The same procedure was used to calculate total effects of any physical disorder, any mental disorder, and any disorder.

The fact that the WMH survey data are geographically clustered and weighted means that design-based methods were needed to obtain accurate estimates of standard errors and statistical significance. The Taylor series linearization method [START_REF] Wolter | Introduction to variance estimation[END_REF] implemented in SAS [START_REF]SAS/STAT® software, version 9.1 for Windows[END_REF] was used to do this for the basic model. The more computationally intensive method of Jack-knife Repeated Replications 30 implemented in a SAS macro that we wrote for this purpose was used to obtain standard errors of the simulated estimates of individual-level and societal-level disorder effects. Significance tests were consistently evaluated using .05-level, two-sided designbased tests.

More information about the methods used in this paper can be obtained from the authors on request.

Results

The distribution of days out of role

The mean number of health-related days out of role in the previous month was 1.2 in the total sample, with a range of 1.0-1.4 across countries in the three income levels. (Table 3) The overall mean can be decomposed into 12.8% of respondents who reported any days out of role (14.6% in lower, 10.4% in middle, and 13.1% in higher income countries) and a mean among those with any of 9.6 days (8.3 in lower, 9.3 in middle, and 10.3 in higher income countries). The distribution is skewed to the left, as indicated by the median among those with any days out of role, 4.2 in the total sample, (4.0 in lower, 4.3 in middle, and 4.3 in higher income countries) being lower than the mean.

(Table 3 about here)

Disorder prevalence estimates

More than half (58.0%) of respondents across countries reported one or more of the disorders considered here.

The proportion that reported at least one physical disorder (53.2%) is considerably higher than the proportion that reported any mental disorder (15.4%). Prevalence of having any physical disorder and any mental disorder both increase monotonically with country income level: from 45.6% in low/lower-middle, to 52.2% in uppermiddle, and 57.4% in high income countries for any physical disorder; and from 12.1% in low/lower-middle, to 15.4% for upper-middle, and 17.0% in high income countries for any mental disorder. This monotonic increase exists for 11 of the 19 individual disorders, with five others either having their lowest prevalence in low/lowermiddle income countries or having their highest prevalence in high income countries. The three exceptions are headaches and other chronic pain disorders, both of which have their highest prevalence in upper-middle income countries, and digestive disorders, with highest prevalence in low/lower-middle income countries.

(Table 4 about here)

The rank order of prevalence estimates across disorders is very similar in the three groups of countries, with rank-order correlations across groups in the range .87-.97. Chronic pain disorders are among the two most commonly reported disorders in all three groups of countries (21.6-23.7%), headaches among the top two in low/lower-middle and upper-middle income countries (14.5-19.4%), and cardiovascular disorders among the top two in upper-middle and high income countries (18.2-18.8%). Major depression is the most commonly reported mental disorder in all three groups of countries (4.9-6.2%) followed by specific phobia (4.2-6.0%). Other highly prevalent disorders in all groups of countries are arthritis (12.5-16.6%) and respiratory disorders (11.9-21.9%).

Respondents who reported any disorder had an average of 2.1 disorders. Comorbidity was the norm, with 55.9% of the respondents with a disorder reporting at least two. Odds-ratios (ORs) between pairs of disorders are largely positive (94.1% of all the 19x18/2 = 171 odds-ratios between pairs of disorders) and statistically significant (90.0% of all odds-ratios). The ORs are higher (median and inter-quartile range [IQR]) among pairs of physical (2.5, 1.9-3.0) and mental (7.2, 4.0-8.7) disorders than between physical-mental pairs (2.0, 1.4-2.6).

Similar patterns exist in each of the three groups of countries. (Detailed results of all ORs are available on request.) Mean days out of role per year vary by condition (Table 4). Individuals with panic (42.9), PTSD (42.7), and bipolar disorder (41.2) had the highest mean numbers of days out of role. Trends were similar across type of countries. Correlations between mean days out of role across conditions are high in each of the three income groups (Spearman rank-order correlations in the range .62 to .77). PTSD, panic, and GAD are among the top 6 conditions with highest mean days out of role in all 3 income groups. Individuals with any disorder had an average of 24.2 more days out of role in a year (31.1 days those with any mental, 24.5 those with any physical) than those with no conditions.

Table 5 shows the additional days totally out of role in a year among respondents with a disorder (individuallevel effect) adjusting by age, gender, marital status and employment, as well as the number and type of comorbid disorders. In lower income countries, bipolar disorder (36.5 additional days), neurological disorders (33.7), and panic (24.3) were the most disabling conditions. While in middle income countries were GAD (24.6 additional days), bipolar (23.4), neurological (18.6) and panic (17.6). And in higher income countries were pain (19.6 additional days), digestive (16.6), and PTSD (16.2). Rank correlations of individual effects of the conditions were low across country type (from .12 to .26). Interactions were found to be sub-additive for most disorders in all three income groups: the incremental increase in days out of role is smaller when a disorder occurs comorbidly compared to when the same disorder occurs in isolation (results are not shown but available on request). Also in table 5, the population attributable risk proportion (PARP) of days totally out of role for each condition is presented. Pain disorders contribute the highest proportion (21.5% on average), followed by headache/migraine (6.9%), cardiovascular (6.3%) and depression (5.1%). For each condition, PARPs tended to be fairly similar across country types, especially between lower and middle income countries (Spearman correlations 0.32).

(Table 5 about here)

Individual effects and PARPs for all countries combined are presented in figure 1. The figure clearly shows that the most impacting disorders according to their individual-level effect --most notably neurological, bipolar and pain disorders--(Figure 1A) are quite different from those that have the most impact at the societal level --pain, cardiovascular and depression (Figure 1B).

(Figure 1, about here)

Discussion

A number of limitations must be considered before interpreting our results. First, only a restricted set of the most common conditions was included in the analysis and some were pooled to form larger disorder groups. Some burdensome conditions, such as dementia and psychosis, were not included. While the conditions we did consider include are amongst those most commonly reported in previous population studies, [START_REF] Merikangas | The impact of comorbidity of mental and physical conditions on role disability in the US adult household population[END_REF] an expansion and disaggregation of these conditions is clearly needed in future studies. Secondly, diagnoses of chronic physical conditions were based on self reports. Prior research has demonstrated reasonable correspondence between selfreported chronic conditions such as diabetes, heart disease and asthma, and general practitioner records, [START_REF] Kriegsman | Self-reports and general practitioner information on the presence of chronic diseases in community dwelling elderly. A study on the accuracy of patients' self-reports and on determinants of inaccuracy[END_REF] but some bias might account for the generally higher prevalence estimates of these conditions in developed than developing countries. Likely, higher rates of medical treatment and detection in developed countries artificially inflate prevalence country differences. Thirdly, we only considered the days out of role that the respondents reported they were totally unable to do their work or usual activities. It is common that individuals perform their role activities less or worse than expected (e.g., presenteeism), [START_REF] Sanderson | Common mental disorders in the workforce: recent findings from descriptive and social epidemiology[END_REF] therefore information about days out of role underestimates total productivity loss. Finally, to increase validity of self-reporting, we assessed restriction of activities in the 30 days previous to the interview and then projected the numbers in this recall interval to the a whole year, improving the comparability with published literature [START_REF] Merikangas | The impact of comorbidity of mental and physical conditions on role disability in the US adult household population[END_REF] . But some mismatch between severity of the disease and its prevalence may exist: for more episodic conditions this recall period might have missed a severe exacerbation present in the previous year but not in the month before the interview. Due to the relative large number of events assessed, we expect this to cancel out with the opposite situation and overall not affect our estimates.

Within the context of these limitations, we identified a number of disorders that cause a great deal of disability.

For the overall sample (table 4), sufferers of bipolar disorder, PTSD and panic have the highest disability, followed closely by those with GAD and social phobia. These results show that mental disorders are among the most strongly associated with productivity loss. This finding is broadly consistent with previous studies. [START_REF] Polder | Cost of illness in the Netherlands[END_REF] Nevertheless, as comorbidity is so frequent, and especially so for mental disorders, the observed associations in previous studies, which failed to adjust adequately for comorbidity, could have been due not to the particular conditions themselves, but to their high comorbidity. This possibility was addressed in the analysis reported here by controlling for comorbidity. In Table 5 (individual effect) we observe that the rank ordering of disorders in terms of relative impacts on days out of role change when we adjust for comorbidity. It is consequently important to consider comorbidity in assessing the relative effects of particular disorderson days out of role.

Our results show that the 19 health conditions considered in our study account for almost two-thirds of all days of role in the general populations of the countries studied (PARP= 62.2%). Physical conditions accounted for 47.6% and mental disorders for 16.5%. It should be noted that the physical conditions include neurological disorders (epilepsy, multiple sclerosis and stroke), pain conditions (including severe headache/migraine) and insomnia. If insomnia was considered a mental disorder instead as a physical disorder, mental disorders would account for up to 20.3% of days out of role (data not shown, but available from the authors). Pain conditions are disabling and highly prevalent and they are, by far, the most important contributor to days totally out of role in the population. Also cardiovascular disorders, depression and migraine are major contributors to populationlevel days out of role. These conditions should be prioritized to improve the productivity of our societies.

Nonetheless, while PARPs indicate the theoretical proportion of outcome events that could be avoided if the exposure (the disorders in our study) was completely eliminated and are useful for identifying the burdensome targets for population intervention, it should be borne in mind that disability days avoided by removing one disorder might limit the opportunity of avoiding the same days by removing another condition. [START_REF] Steenland | An overview of methods for calculating the burden of disease due to specific risk factors[END_REF] With a few exceptions, results presented here are similar across the type of countries studied. We had anticipated that cultural, social and economic differences could modulate the association of disorders with days out of role. First, differences across type of countries in the average proportion of individuals reporting days totally unable to carry out normal activities were small. The mean number of yearly days among those with those with days out of role varied more across type of country. These differences might be due to a higher prevalence of disorders but also to a more developed welfare system in these countries. Some country differences nevertheless deserve further research.

Implications.

A first implication is the identification of the relative contribution of different common disorders to the population loss of productivity. Lowering the impact of common and disabling conditions such as pain, migraine, as well as cardiovascular and depression would have a major productivity returns. If we take into account that indirect costs are usually higher than direct medical and social services costs to care for disorders, [START_REF] Andlin-Sobocki | Cost of disorders of the brain in Europe[END_REF][START_REF] Andlin-Sobocki | Cost of disorders of the brain in Europe[END_REF][START_REF] Rice | Health economics and cost implications of anxiety and other mental disorders in the United States[END_REF][START_REF] Smit | Costs of nine common mental disorders: implications for curative and preventive psychiatry[END_REF] prevention and treatment of these disorders should be cost-effective.

Another implication is that interactions were found to be sub-additive in the best-fitting model. This does not mean that comorbidity is not highly disabling. On the contrary, there is clear evidence of its high burden. [START_REF] Turner | Effect of unrelated comorbid conditions on hypertension management[END_REF] But it does mean that disability increases at a decreasing rate when comorbid conditions exist. This finding has an important implication for the prevention of disability: addressing only one disorder (treatment or prevention) when it coexists with other disorders will render a less effective outcome than addressing all the coexisting conditions. 39 3 Most WMH surveys are based on stratified multistage clustered area probability household samples in which samples of areas equivalent to counties or municipalities in the US were selected in the first stage followed by one or more subsequent stages of geographic sampling (e.g., towns within counties, blocks within towns, households within blocks) to arrive at a sample of households, in each of which a listing of household members was created and one or two people were selected from this listing to be interviewed. No substitution was allowed when the originally sampled household resident could not be interviewed. These household samples were selected from Census area data in all countries other than France (where telephone directories were used to select households) and the Netherlands (where postal registries were used to select households). Several WMH surveys (Belgium, Germany, Italy) used municipal resident registries to select respondents without listing households. The Japanese sample is the only totally un-clustered sample, with households randomly selected in each of the four sample areas and one random respondent selected in each sample household. 18 of the 24 surveys are based on nationally representative (NR) household samples. [START_REF] Loeppke | Health and productivity as a business strategy: a multiemployer study[END_REF] Iraq, Israel, Romania, and South Africa did not have Part II sample. [START_REF] Merikangas | The impact of comorbidity of mental and physical conditions on role disability in the US adult household population[END_REF] The response rate is calculated as the ratio of the number of households in which an interview was completed to the number of households originally sampled, excluding from the denominator households known not to be eligible either because of being vacant at the time of initial contact or because the residents were unable to speak the designated languages of the survey. Mean response rate across all surveys is 72.0%. [START_REF] Andlin-Sobocki | Cost of disorders of the brain in Europe[END_REF] New Zealand interviewed respondents 16+ but for the purposes of cross-national comparisons we limit the sample to those 18+ [START_REF] Korff | Global perspectives on mental-physical comorbidity[END_REF] Only respondents from Part II who were asked questions about chronic conditions are included. 

  country. Each interview had two parts. Part I, which was administered to all respondents, contained assessments of core mental disorders. All Part I respondents who met criteria for any core mental disorder plus a probability sub-sample of other Part I respondents were administered Part II, which assessed correlates and disorders of secondary interest to the study. The assessment of physical disorders was included in Part II. Part II is consequently the focus of the current report. The Part II data were weighted to adjust for the under-sampling of Part II non-cases and to adjust for residual discrepancies between sample and population distributions on a range of socio-demographic and geographic variables. The total number of Part II respondents across surveys was 62,971, with individual country sample sizes ranging from 602 (Lebanon) to 7,312 (New Zealand).

Table 1 . WMH Sample Characteristics by World Bank income categories 1 Survey 2 Sample Characteristics

 1 The World Bank. (2008). Data and Statistics. Accessed May 12, 2009 at: http://go.worldbank.org/D7SN0B8YU0 2 NSMH (The Colombian National Study of Mental Health); WMHI (World Mental Health India); IMHS (Iraq Mental Health Survey); NSMHW (The Nigerian Survey of Mental Health and Wellbeing); B-WMH (The Beijing World Mental Health Survey); S-WMH (The Shanghai World Mental Health Survey); CMDPSD (Comorbid Mental Disorders during Periods of Social Disruption); NSHS (Bulgaria National Survey of Health and Stress); LEBANON (Lebanese Evaluation of the Burden of Ailments and Needs of the Nation); M-NCS (The Mexico National Comorbidity Survey); RMHS (Romania Mental Health Survey); SASH (South Africa Health Survey); ESEMeD (The European Study
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	Lower income:						
	Colombia	2381	36.6 (0.4)	54.5 (1.5)	43.4 (1.7)	46.4 (2.1)	46.4 (1.6)
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Yearly days totally out of role due to each of the 19 health conditions considered: A. among those suffering the condition ("individual effect"); and B. population attributable risk proportion (PARPs). WHO World Mental Health Surveys. A. Individual effects B. Population Attributable Risk Proportions (PARPs)

  

Wald F test (p-value);

Chi-square test of independence (p-value)

Test for difference between distributions of days out of role (among respondents with any) across income groups.
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