Thisstudy ispart of alarger investigation that explored the phenomenon called the
Progression of Disability Benefits(PODB). PODB refersto the migration of workers
withwork-limiting disabilitiesthrough asystem of economic disability benefits, resulting
for someintheir ultimate placement into the Social Security disability system. The
present study focuseson 6,035 claims submitted to alarge disability insurance company
for financial support following the development of amental disorder and examinesthe
PODB phenomenonwithin thispopulation. The study found significant relationships
between demographic, work-rel ated, International Classification of Diseasesvolume9
(ICD-9) disorder, and benefit claimspatterns. Claimantsreceiving mental disability
benefitsweremorelikely to be younger, femal e and to progressto advanced benefits
than those with physical disabilities. Mental disability claimswere most often based
upon mood disorders, followed by anxiety/stress-related and substance-related disorders.
Mood and anxiety disorder clusterswere comprised predominantly of females, whereas
clamantswith substance-rel ated disorderswere predominantly male. Mental disorder
typevaried acrossU.S. geographical regionsand industry types. PODB varied across

disability type, gender, geographical region, and industry type.

CHaPTER TWO
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T heresultsof thisstudy are part of alarger investigation that documentsthe Progres
sion of Disability Benefits(PODB) phenomenon. PODB refersto the migration of
workerswith work-limiting disabilitiesthrough asystem of economic benefitsresultingin
their ultimate placement into the Socia Security Administration (SSA) disability system.
Specificaly, the study documented the movement of claimantsfrom short-term disability
benefits(STD) tolong-term disability (LTD) to Socia Security Disability Insurance
(SSDI). Aswasestablished inthe companion article (McMahon, Danczyk-Hawley,
Reid, Flynn, Habeck, Kregel, & Owens, 2000), systematic movement through the PODB
isrelated to claimants gender, age, disability type, region of resdenceand theindustry in
whichthey areemployed. Theaim of thisstudy wasto further explorethe PODB asit
relates specifically to mental disorders.

Faced with rising health care costs, employersare under increasing pressureto
improve productivity level sand reduce absenteeism dueto disability. And, whilethe cost
of providing hedth coverage hasrecei ved much attention, growing disability benefit costs
have dlicited growing concern. According toindustry studies, the averagedirect cost of
disability asapercentage of payroll totals6.3%, including the costs of workers compen-
sation, sick pay, short-term disability (STD), and long-term disability (LTD). Inaddition,
theaverageindirect costs of disability-whichincludethe costsof overtime, replacement
and accommodation, aswell aslost productivity and lowered firm output-isalmost 7% of
payroll (Washington Business Group on Health [WBGH] & Watson Wyaitt, 1999).
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Disability management specialistshave advocated that to reduce thedirect and indirect costsof disability inthe
workplace, anintegration of al disability related programs should occur, including workers compensation, STD,
LTD, and medica care, thereby reducing the occurrence of cost-shifting among the variousbenefit programs. Such
shifting hasresulted inincreased firm expenditures, and overal reduced output (Schwartz, 1984; Butler, Gardner, &
Gardner, 1998).

During the past decade, the number of employersproviding integrated benefit programshasrisen (WBGH
& Watson Wyatt,1999). However, themanagement of disability claimsinthe private sector hasconsistently relied
on an approachthat actively aidstheindividual in obtaining SSDI benefitsresulting in costs shifting to the public SSA
disability systemwhenreturntowork fails (Hunt, Habeck, Owens, & Vandergoot, 1996). Concurrently, participa
tionin Socia Security programsby peoplewith disabilitieshasgrown fromlessthan 4 millioninthemid-1980s, to
11 millionin 1996 (Daniels& West, 1996). Over the same period, the percentage of thosereturning to employment
from SSDI hasremained at lessthan 1 percent (Daniels, & West, 1996). The United States General Accounting
Office (GAO) reportsthat coststo taxpayersfor the cash and health care benefitsfor beneficiariesin the public
disability programsin 1995 amounted to $101 billion (National Ingtitute on Disability and Rehabilitation Research
[NIDRR], 1999).

Actionsof the private sector appear to have animpact on the public disability program. The companion
articleto thispiece (McMahon et al., 2000) documentsthe migration of individua workerswho devel oped awork-
limiting health condition fromtheir coveragewithin employer-provided disability insurance benefitsto their public
beneficiary statusunder SSDI. Among thefindings, it wasdiscovered that individua swith menta disorderswere
morelikely to progressto advanced disability status(McMahon et al., 2000).

MENTAL HEALTH CLAIMS

Ashealth care costsgrew in the 1990s, employersand insurersdiscovered that mental health care costs
wereincreasing at rates higher than those associated with other health conditions. By themid 1990s, asample of
employersreported that 25% or more of their total dollars spent in health carewent toward mental health claims,
which accounted for only 7% of overall claimants(Thesis, 1994; Winegar & Bistline, 1994). Thisgrowth hasnot
ceased. Currently, mental disordersarethe primary diagnosisin 10to 20 percent of disability claimsand asecond-
ary diagnosisin upto 65 percent of disability claims (Effective, 1999), costing $150 billion annually (Psychiatric,
2000).

A study conducted by UNUM Lifelnsurance Company (1997), North America slargest disability insurer at
that time, also suggestsan accelerationin disability claimsbased on mental disorders. UNUM foundthat STD
claimsbased on mental disordershad increased by 33% since 1993 and that LTD claimsbased on mental disorders
had risen by 316% since 1989 (compared to a154%increasefor all LTD claims). Mental/nervousclaimsnow
account for 8% of al LTD clams(WBGH & National Ingtituteon Mental Health[NIMH], 1999).

Therapidriseinmenta disability claimshasnot been limited to the private sector. In SSA'sdisability
system, the number of beneficiarieswith mental disordersrose by morethan 165% between 1989 and 1995,
growingfrom412,000to 1.1 millionindividua s (Gettlin, 1997). Menta health disorderscurrently represent the
singlemost prevalent cause of disability in clamsunder Titlell of SSA, encompassing roughly 26.8% of al awards
(Socid Security Bulletin, 2000).



The purpose of the present study wasto expand uponthe McMahon et a. (2000)
study, focusingindetail on clamsfor financia support following the devel opment of mental
disorders. Furthermore, thisstudy examined the PODB phenomenon asit relatesto
demographicandwork-related variableswithin this popul ation of mental hedthdamants.

METHODS

The database was extracted from the UNUM/Provident Life I nsurance Company,
andincludesal consecutive short-term disability (STD) claimsfiled with UNUM from
January 1, 1994 to December 31, 1996 from claimantswho werea soinsured for long-
termdisability (LTD) by UNUM. Theresulting sampleincluded 77,297 consecutive
clamsfor STD. Fromthissample, 6,035 casesinvolving mental health clamswere
extracted for further study. Dataincluded demographic and work-related variables(i.e.,
age, gender, region of residence, and employer SIC code), |CD-9 disorder code, and
information about the progression of claimsbased on STD, LTD and SSDI benefits. See
McMahon et a. (2000) for further detailsabout the database.

REsuLTs

Dataanaysesfocused on three domains: attributes of claimantswith menta vs.
physical disabilities; attributesof claimantswith variousmental disorder types; andthe
examination of PODB asit relatesto mental health disabilitiesacrossthevariablesof age,
gender, geographic region, industry type, and mental disorder subtype.

M ENTAL vs. PHYsIcAL DISABILITIES

Thefirgt set of anaysesexamined the claimantsfor mental disability benefitsasa
whole, and it contrasted these claimantswith claimantsrecei ving disability benefitsbased
on physical disordersin regard to demographics, geographic region, industry-type, and
the PODB. Table 1 below outlinesthese datafor thefirst threevariables.

Table 1: Mental vs. Physical Disorders

Percent of

Claimantsby | Percent of Claimants by
Disability N | Mean Gender Region Percent of Claimants by Industry
Type Age Gov/

Male | Female | NE S MW | W | Goods | Trans | Retail | Finance | Services
Mental 6035 | 38.67 |32.9 | 67.1 | 356|281 214|149 | 260 | 87 9.9 9.4 46.0
Physical | 71262 | 42.00 |36.0 | 64.0 | 39.5|30.5|20.1 | 99 | 305 | 53 | 12.1 8.2 43.9
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Demogr aphics

Comparedtothelarger sampleof claimsbased on physica disabilities, mental health claimantsweredightly
morelikely to befemale (8.2% vs. 7.2% across groups, 67.1% vs. 64.0% of claimantswithin groups). A chi-
sguaretest of independence of these distributionswas significant, x2(1, N = 77013) = 22.98, p<.001. Tomea
surethestrength of thisrelationship, we used the Phi statistic, ameasure of association which accountsfor sample
sizeand hasarangeof 0 (no association) to 1 (perfect association). Inthiscase, Phi equals.02, p<.001, indicating
avery smal, yet fill gatistically significant relationship. Mental health claimantswerea so younger (38.67 vs. 42.00
yearsat thetimeof initial STD claim; t(77293) = 21.34, p<.001).

Geographic Region. Examining differencesin claim patternsacrossgeographic regionsof theU.S,, there
isasgnificant relationship between disability status (mental vs. physical) and geographicregion (x2(3, N = 77297)
=173.94, p<.001). Phi equals.05, p<.001. Therangefor thisvariablewasfromlowsof 7.1% and 7.2% of
casesfor the Northeast and South regionsclaiming mental disabilities, to ahigh of 11.3% of claimantsfrom the
West.

I ndustry Type. Examining the breakdown of claimantsby industry type, wefind asignificant relationship
between disability type and industry type (x2(4, N = 77264) = 190.67, p<.001). Phi equals.05, p<.001. Examin-
ing therange, individua swith mental disability claimscomprisealow of 6.4% of casesintheretail/wholesale
industriesand 6.7% in the goods produced cluster. Industriesinthe government/transportation cluster reported
nearly doublethefrequency of mental disability claimantsat 12.1% of al disability claims.

Progression of benefits. Considering the progression of disability benefits, wefind asignificant relation-
ship between disability type (mental vs. physical) and disability status(STD, LTD, SSDI), x2(2, N =77297) =
159.53, p<.001. Phi equals.05, p<.001. Individualswith mental disordersare morelikely to progressto ad-
vanced status (including LTD or SSDI benefits) than areindividua swith physical disability claims. 10.9% of mental
disability claimantsprogressed to LTD benefit statuscompared to 7.3% of claimantswith physical disabilities.
Similarly, an additional 5.6% of mental disability claimants progressed to SSDI benefits, compared to 3.8% of
clamantswith physical disabilities, making atota of 16.5% of mental disability claimantsprogressing to advanced
benefit satus, versus 11% of physica disability claimants. Table2 bel ow outlinesthese data.

Table 2: Progression of Disability Benefits by

Disability Benefit Level Relative Percent of Claimants by
Disability Type Disability Benefit Level

STD LTD SSDI

Mental 83.5 10.9 5.6

Physical 88.9 7.3 3.8

M ENTAL DisorRDER CLUSTERS

The second set of analysesexamined clustersof mental disorder typesinregardto frequency of clams,
demographic and work variables, and the progression of disability benefits.



Mental disorder clusters. Datawereavailablefor al 6,035 mental disability
claimants (100%) with respect to type of disorder (ICD-9 code). Toincreaseinterpret-
ability, ICD-9 categorieswere collapsed into six clustersversustheoriginal 28 categories
coded by practitioners. AsthelCD-9 coding schemeisno longer used, codeswere
clustered asthey fit into the |ICD-10 scheme, which not only isthe standard for reim-
bursement coding in many settings, but also corresponds more closdly withthe DSM-IV
coding schemefamiliar to most menta hedlth practitioners. Table 3 onthefollowing page
documentsthe manner in which the codeswere collapsed.

Intherevision of the | CD codes, some codeswere split, with some subtypes
faling under one category and other subtypesreassigned to adifferent category. These
reassi gned codeswere sometimes at the sub-disorder level, and the present datawere not
reliably coded at that level. Thus, we choseto cluster these codeswherethey appeared
to best fit. Onecodethat was split wasthe“ Other Nonorganic Psychoses’ category.
Although thiscould be clustered under either Schizophreniaor Mood/Affectivedisorders
depending on the precise symptom pattern (but unknown to us), ICD-9 criteriafor coding
under thiscategory specified that the condition be attributableto arecent lifeexperience
or stressor. Thus, it seemed most appropriateto cluster it under the Anxiety/Neurotic and
Stress-related category. Inany case, asit comprisesonly 2.6% of thedatafor this
clugter, it should not unduly influencetheresults.

AscanbeseeninTable 3, Mood/Affectivedisorders comprised the largest
category of mental disability clams, making up 57.7% of dl cases. The Anxiety/Neurotic/
Stress-Related and Substance-Rel ated clusters comprised themagjority of theremaining
cases(27.5% and 14.0%, respectively). Theremaining clusters(Schizophrenia/Paranoid
States, Organic, and Other) contributed only 4.8% of claimscombined.

Demographics. Table4 on page 7 and Figure 1 on page 8 detail resultsregarding the
relationship of mental disorder cluster and demographic variables. Usingachi-square
analysis, wefound that the variables of gender and mental disorder cluster arenot inde-
pendent of one another, x2(1, N = 6016) = 689.52, p<.001. Phi is.34, p<.001, indicat-
ing amoderate and significant relationship. Compared totheoveral gender distribution
for mentd disability claimants, claimantsunder theMood and Anxiety coding clusters
weremorelikely to befemale (74.0% and 74.1%, respectively, vs. 67.1%for all mental
disorders). Claimantswith Organic disorders, primarily disordersresulting frombrain
injury, reflected the same gender distribution aswasfoundinthe physical disabilities(64%
femae). The Schizophreniacluster wasnearly equally divided between maesandfe-
maes. Most strikingisthe gender distribution of the Substance-rel ated disorders, with
males comprising whereonly 32.9% of thetotal subjectsaremales.

Therelative pattern of the age distribution acrossmental disorder clustersgener-
ally corresponded to that found intheinitial examination of themental vs. physical disabili-
ties, essentidly aninverted U distribution. A one-way ANOVA revealed Sgnificant differ-
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encesbetweenthe clusters (F(5,29)= 12.19, p<.001). Examining therangesacrossclusters, claimantsfor sub-
stance-related disorderswereyoungest, with amean age of 36.5. Theother clusters, listed in order of increasing
mean age, were other (37.8) mood (38.8), schizophrenia (38.8), anxiety/stress (39.4), and organic (41.6).

Table 3: Mental Disorder Clusters and Subtypes

Percent | ICD-9 Percent of
Cluster N | of Total [ Code ICD-9 Title N Category

Mood/Affective | 3240 | 53.7% 296 Affective Psychoses (depressive, | 2445 75.5%
manic-depressive)

311 Depressive Not Otherwise Classified 795 24.5%

Anxiety/ 1660 | 27.5% 300 Neurotic (e.g., anxiety, hysteria, pho- | 1005 60.5%
bias, OCD, neurotic, depression, hy-

Neurotic pochondriasis)
298 | Other nonorganic psychoses (“attrib- 43 2.6%
utable to a recent life experience”)
308 | Acute stress reaction 203 12.2%
309 | Adjustment reaction 409 24.6%
Substance- 843 14.0% 291 | Alcohol psychoses (e.g., DTs, 10 1.2%
Related Korsakov's)
292 Drug psychoses (e.g., withdrawal, 14 1.7%
chronic hallucinations)
303 | Alcohol dependence 495 58.7%
304 | Drug dependence 255 30.2%
305 Nondependent alcohol or drug abuse 69 8.2%
Schizophrenia/ | 114 1.9% 295 | Schizophrenia 92 80.7%
Paranoid States 297 | Paranoid States 22 | 19.3%
Organic 81 1.3% 290 | (Pre)senile Dementia 7 8.6%
293 | Transient Organic Psychotic 19 23.5%
294 | Other Organic Psychotic 6 7.4%
310 Nonpsychotic disorders following 49 60.5%

brain damage

Other 97 1.6% 301 Personality 16 16.5%
302 Sexual 2 2.1%
306 | Physiological dysfunction arising from 8 8.2%
mental factors

307 | Special NOS (e.g., eating, sleep, tics) 49 50.5%

312 Conduct/impulse (e.g.,impulse control, 6 6.2%
pathological gambling, pyromania)

313 | Disturbance of emotions specific to 2 2.1%
childhood

314 Hyperkinetic syndrome 6 6.2%

315 | Development delay 1 1.0%

316 | Psychic factors associated with other 4 4.1%
diseases

317- | Mental retardation 3 3.1%

319



Table 4: Demographic Variables by Mental Disorder

Cluster
Total Mental Disorder Cluster
Sample | Mood Anxiety Substance Schizophrenia  Organic  Other
Age -- N and Mean Age 38.7 38.8 39.4 36.5 38.9 41.6 37.8
Percent of 15-24 300 161 74 59 7 4 5
Mental 5.2% 5.0% 5% 7.0% 6.2% 4.9% 5.2%
Disorder
Clusters 25-34 1878 960 523 308 31 19 37
31.2% | 29.7% | 31.5% 36.6% 27.4% 23.5% | 38.1%
35-44 2233 1237 551 334 49 28 34
37.1% | 38.3% | 33.2% 39.7% 43.4% 34.6% | 35.1%
45-54 1184 658 371 105 19 18 13
19.7% | 20.4% | 22.4% 12.5% 16.8% 22.2% | 13.4%
55+ 413 212 139 35 7 12 8
6.9% 6.6% 8.4% 4.2% 6.2% 14.8% 8.2%
Age -- Percent 15-24 100% 51.9% | 23.9% 19.0% 2.3% 1.3% 1.6%
of Age Groups
25-34 100% 51.1% | 27.8% 16.4% 1.7% 1.0% 2.0%
35-44 100% 55.4% | 24.7% 15.0% 2.2% 1.3% 1.5%
45-54 100% 55.6% | 31.3% 8.9% 1.6% 1.5% 1.1%
55+ 100% 51.3% | 33.7% 8.5% 1.7% 2.9% 1.9%
Total 100% 53.6% | 27.6% 14.0% 1.9% 1.3% 1.6%
Gender --N Male 1981 839 429 602 52 29 30
and Percent of 32.9% | 26.0% | 25.9% 71.8% 46.0% 35.8% | 30.9%
Mental Female 4035 2392 | 1226 237 61 52 67
Disorder 67.1% | 74.0% | 74.1% 28.2% 54.0% 64.2% | 69.1%
Clusters
Gender -- Male 100% | 42.4% | 21.7% 30.4% 2.6% 1.5% 1.5%
Percent of Age
Groups g Female 100% 59.3% | 30.4% 5.9% 1.5% 1.3% 1.7%
Total 100% 53.7% | 27.5% 13.9% 1.9% 1.3% 1.6%

A Leveneanalysisof equality of variancerejected thenull hypothesisthat the
varianceswere equal acrosscluster types(Levene(5,29)=10.43,p<.001). Thus, we
used the Tamhane T2 post-hoc test to examine differencesacrossclusters, whichisa
conservative non-parametric test based on thet statisti c that does not assume equal
variancesacrossgroups. Thistest revealed significant pai rwise differencesbetween the
Substance-related disorders and each of the Mood (p<.001), Anxiety (p<.001), and
Organic (p<.01) clusters. Thus, athough therewere not reliable age differences between
most clustersof mental disorders, claimantswith substance-rel ated disorders stood out as
sgnificantly younger than most otherswhofiled mentd disability clams.
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FIGURE 1: Gender Percentage by Mental Disorder
Cluster
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Figure2 on thefollowing page presentsthe percentage of total mental disability claimsacross age catego-
ries, broken down by theclusters. Thisfigurerepresentsdifferencesinthelikelihood of particular mental disability
clamsacrossagebrackets. Acrossal brackets, mood/affective disordersrepresent thelargest percentage of
claims, holding steady between 51 percent and 56 percent of claimsacross age brackets. Claimsbased upon
anxiety or stress-rel ated disorderswere cons stently the second most frequent across age brackets. However,
these claimsincreased acrossage clustersfrom alow of 24 percent of all mental disability claimsintheyoungest
bracket to ahigh of 35 percent of claimsin the age bracket representing the 35to 44 year agerange, then holding
relatively steady acrossthe other two age categories. Intheyoungest age bracket, Substance-related claims
represented aclosethirdin frequency. However, itisnoteworthy that these claims appear to have steadily de-
creased aswe examined the more advanced age brackets, to alow of 8 percent of all mental disability clamsinthe
age bracket representing workers 55 yearsand older. Although not shownin Figure 2, claimsbased upon organic
and other causes remained steady between one and three percent acrossall age brackets.

Geographicregion. Table5 onthefollowing page outlinesthe dataregarding therel ationship of mental
disorder cluster and employment variables. A Chi-squaretest of independencereveal ed that the variables of mental
disorder cluster and geographic region were not independent, x2(15, N = 6035) = 61.63, p<.001), but they havea
relatively small association (phi=.10, p<.001). Table5 showsthe percentage of mental disability claimsattributed
to each of the clusters by geographic regionsof the United States. Acrossregions, Mood disordersremained the
most frequently reported claim, with littlevariability acrossregions, ranging from 52.7%1t0 55.5% of clams. The
percentage of claimsattributed to Anxiety disorders showed greater variation acrossregions, fromalow of 23.6%
of clamsinthe Southtoahighof 34.0% of claimsintheWest. Substance-related claimsalso show greater
variability acrossregionsfromalow of 10.2% of claimsintheWest to ahigh of 16.3% of claimsin the South.
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Table 5: Employment Variables by Mental Disorder
Cluster
Total Mental Disorder Cluster
Sample | Mood Anxiety Substance Schizophrenia  Organic  Other
Geographic Northeast 2151 1133 588 330 43 28 29
Region 100% | 52.7% | 27.3% 15.3% 2.0% 1.3% | 1.3%
South 1696 924 401 276 29 28 38
100% | 54.5% | 23.6% 16.3% 1.7% 1.7% | 2.2%
Midwest 1289 715 365 145 30 15 19
100% | 55.5% | 28.3% 11.2% 2.3% 1.2% | 1.5%
West 899 468 306 92 12 10 11
100% | 52.1% | 34.0% 10.2% 1.3% 1.1% | 1.2%
|ndu5try Goods 1565 758 405 321 35 22 25
Type 100% | 48.4% | 25.9% 20.5% 2.2% 1.4% | 1.5%
Gowt. 524 281 147 72 9 7 8
100% | 53.6% | 28.1% 13.7% 1.7% 1.3% | 1.5%
Retail 595 296 172 926 10 9 12
100% | 49.7% | 28.9% 16.1% 1.7% 1.4% | 1.5%
Real 569 309 187 46 9 7 11
Estate 100% | 54.3% | 32.9% 8.1% 1.6% 1.2% | 1.9%
Services 2776 1591 749 307 51 36 42
100% | 57.3% | 27.0% 11.1% 1.8% 1.3% | 1.5%
TOTAL 6035 3240 | 1660 843 114 81 97
100% | 53.7% | 27.5% 14.0% 1.9% 1.3% | 1.6%
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I ndustryType. Figure 3 showsthefrequency of claimsfor mental disorder clustersacrossindustry types.
Althoughtherelativeranking of the Mood, Anxiety, and Substance-rel ated disordersremained consi stent across
industry categories, achi-square anaysisrevea ed that the variables of industry type and mental disorder cluster
typewerenot independent, (x2(20, N =6029) = 108.76, p<.001). Phi revedled areatively small, yet significant
association (phi = .13, p<.001). Acrossindustries, the servicesand government industrieshad rel atively more
clamantswith mood disorders, thefinance/read estateindustry had relatively more claimantsfor anxiety and stress-
related disorders, and thegoodsand retail industriesled in substance-related clams.

FIGURE 3: Percentage Breakdown of Mental
Disorder Clusters by Industry
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PROGRESSION OF BENEFITS

Datafrom claimantsreceiving mentd disability benefitswereexaminedinlight of thebenefittype. Inthis
section, we present our findingsregarding the progress on through menta disability benefits payment systemsacross
thevariablesof age, gender, geographic region, industry type, and mental disorder subtype. Table 6 onthefollow-
ing page outlinesthese data.

Demographics. A one-way analysisof variance (ANOVA) revea ed significant age differences between
thedisability benefit categories (F(2,6032)= 23.61, p<.001). Examining therangesacrosscategories, claimants
receivingonly STD benefitswereyoungest, withamean age of 38.35years. LTD claimantshad amean age of
39.53. SSDI claimantshad amean ageof 41.85. A Leveneanaysisof equality of varianceregjected thenull
hypothesisthat the varianceswere equal acrossdisability benefit types (Levene (2,6032)=4.61, p<.01). Thus, we
again used the Tamhane T2 post-hoc test to examine differences across clusters. Thistest revealed significant
pairwise differences between each of thethree groups.



Table 6: Percent of Claimants Progressing through Disability

Benefit Levels by Demographic, Geographic,
Industry and Mental Disorder Cluster

Benefit Level

STD LTD SS

Age 15-24 91.9 6.5 1.6
25-34 85.4 10.4 4.3

35-44 84.3 10.9 4.8

45-54 78.3 13.6 8.1
55+ 80.4 8.5 11.1

Gender Male 86.4 9.3 4.3
Female 82.1 | 11.6 6.2

Geographic Northeast 84.7 | 9.9 5.5
Region South 845 | 10.6 | 5.0
Midwest 83.9 9.9 6.1

West 78.4 15.1 6.5

Industry Type | Goods 90.0 6.5 3.5
Government 75.6 18.3 6.1

Retalil 86.1 9.7 4.2

Real Estate 80.1 11.2 8.6

Services 81.5 12.1 6.4

ICD-9 Mood/Affective 80.2 | 12.6 7.2
Category Anxiety/Neurotic and Stress-related 84.6 | 11.3 4.1
Substance-related 95.6 3.8 0.6
Schizophrenia/Paranoia 78.1 | 10.5 11.4

Organic 89.0 8.6 12.3

Other 80.4 9.3 10.3

TOTAL 83.5 | 10.9 5.6

Figure4 on thefollowing page presents dataregarding the percentage of clam-
antsreceiving advanced disability benefitsacrossthefive age categories. Thesedata
show that therange of those receiving advanced benefits (LTD or SSDI) progressesfrom
alow of 8.1% of all mental disability claimantsin the 15 to 24 age category to ahigh of
21.7% of mental disability claimantsinthe45to 54 agerange. Overal, the percentage of
mental disability claimantswho receive advanced disability benefits progressesupward to
the 45 to 54 age category, before dipping dightly to 19.6% in the 55 and over category.

A chi-sguaretest of independenceto assessthe rel ationship between disability
benefit category and gender reveal ed that these two variableswere not independent
(%2(2,N =6016) = 18.27, p<.001). Phi revealed asmall, yet significant, association,
(phi =.06, p<.001). Femaleswith mental health claimsweremorelikely toreceive
advanced benefits, with 17.8 % of claimantsreceiving advanced benefits, compared to
13.6% of maleclaimants.
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FIGURE 4: Percent of Claimants Progression to
Advanced Disability Benefits by Age
Category
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Geographic Region. A chi-squaretest of independence was used to assessthe rel ationship between
geographic region and disability benefit type revea ed that these two variableswere not independent, x2(6, N =
6035) =24.72, p<.001. Phi revealsasmall, yet significant association, phi = .06, p<.001. The percentage of
claimants progressing to advanced benefitsrangesfrom alow of 15.4% of mental disability claimantsintheNorth-
east toahigh of 21.6% of clamantsinthe\West.

Industry Type. Examination of the rel ationship between industry typeand disability benefit category
reveal ed that these two variableswere not independent (%2(8, N = 6029) = 100.91, p<.001). Phi revealed a
somewhat larger association, (phi =.13, p<.001). Figure5onthefollowing page presentsdataregarding the
percentage of claimantsprogressing to advanced disability benefitsindustries. The percentage of mental disability
claimantsreceiving advanced benefitsrangesfrom alow of 10.0% of claimantsinthe Goods category, which
comprisessuchindustriesasagriculture, construction, and manufacturing, to ahigh of 24.4% in the Government
services category, comprised of such industriesastransportation, sanitation, el ectric, and gasservice, and public
adminidration.

Mental Disorder Clusters. A chi-squaretest reveal ed arelationship between mental disorder clustersand
level of disability benefits (x2(10, N = 6035) = 144.32, p<.001). Phi revealsamild association, (phi =.16,
p<.001). Claimantswith schizophreniaor paranoid states, organic disordersor “ Other” (persondlity disorder,
mental retardation, eating disorders) appear themost likely to progressto advanced benefitson apercentage basis,
athough Mood/Affective disordersremain the most frequent intermsof raw numbers. Least likely to progressare
thosewith Substance-related disorders. Individuaswith anxiety/stres-rel ated disorders, are also among theleast
likely to progressto more advanced disability clamscategories. Figure6 onthefollowing pagehighlightsthis
variability acrossmental clustersinregard to the categoriesof LTD and SSDI.
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——————  DiscussioN ——m8M8M8M8M8M8m8 ™ ™Mmm8 ™

Thisstudy documented rel ationshipsamong the variables of disability type (mentd vs. physical), mental
disorder category, age, gender, geographic area, industry and disability status. Inthe present study, mental disability
clamsrepresented approximately eight percent (8%) of overall disability claims. Claimantswith menta disorders
tended to be younger than those with physical disordersand weredightly morelikely to befemale. Each of these
two findingsiscons stent with previousresearch (Rupp & Scott,1995; WBGH & NIMH, 1999; Department of
Health and Human Services[DHHS], 1999). Mental disability claimswerehighest inthewesternregion of the
United Statesand in the government/transportation industry. 1ndividualswith menta disorderswerenearly 50%
morelikely to progressto advanced benefitsthan those with physical disorders.

Themagjority of mental disability claimswerefor mood disorders, primarily major depression, consstent
with previousresearch (Pratt & Laura, 1999). Approximately oneinfour claimswasbased upon anxiety/stress-
related disordersand approximately onein seven was based upon Substance-related disabilities. Claimsbased
upon schizophreniawerein the oneto two percent range, cons stent with popul ation estimates of thisdisorder
(American Psychiatric Association, 1994). Previousresearch reportsthat individua s experiencing depression tend
to beyounger and aretwice aslikely to befemale (WBGH & NIMH, 1999). In the current data set measuring age
atinitial STD claim, claimantswith Mood disorderswere only younger than thosewith anxiety or organic disorders,
and nearly three out of four casesbased on Mood disorderswerefiled by females. Substance-related disorders
werefound to disableworkersearlier, with nearly 2.5 yearslessof productivework time.

Themood and anxiety disorder clusterswere comprised predominantly of femaes. Substance-related
disorderswere predominantly male. Thesefindingsare cons stent with previousresearch (Krohe, 1994). Schizo-
phreniawasamost evenly split between malesand females, al so cons stent with aconsiderablebody of research on
thisdisorder.

Perhapsthe strongest finding in terms of the rel ationship between menta disorder typeand industry typeis
related to the frequency of claimsfor substance-related disorders. Inthegoodsindustry, whichiscomprised of
fieldssuch asconstruction, manufacturing, and agriculture, onein fivemental disability clamswasbased ona
substance-rel ated disorder. The standsin contrast to thefinance, insurance, and redl estateindustries, fromwhich
fewer than oneinten claimswerefor Substance-rel ated problems.

Inregard to the PODB phenomenon, 16.5 percent of individual swith mental disability claimsprogressto
advanced benefit status (LTD or SSDI). Femaleswere somewhat morelikely to progressthan males (17.8 percent
vs. 13.6 percent). Companiesbasedinthewestern region of the United Statesreported substantially greater
passageto advanced disability benefits (21.6 percent of all mental disability claimants) than the other regions (such
astheNortheast with only 15.6 percent). Thegovernment servicesindustries, including trangportation, communica-
tions, public utilities, and public administration, advanced 24.4 percent of al mental disability clamantstoLTD or
SSDI benefits. Thegoodsindustry cluster, in contrast, had only 10 percent of all mental disability claimants
progressto advanced benefit status. Examining the PODB inrelation to mental disorder category, individualswith
schizophreniaor paranoid stateswere most likely to progressto LTD (10.5 %) or SSDI (11.4%) status. Only
4.4% of individua swith Substance-related disorders progressed to either LTD or SSDI status (lthoughitis
important to notethat the U.S. government removed Substance-related disordersfrom digibility for SSDI benefits



during the datacollection period for thisstudy). Of individuaswho received benefits
based on the mood disorders, by far the most common basisof all mental disability
claims, 19.8% advanceto either LTD (12.6%) or SSDI (7.2%) status.

L iMITATIONS AND DIRECTIONS FOR FUTURE STUDIES

Thisstudy representsaninitia attempt to explorethe migration of workerswith
menta health claimsthrough asystem of economic disability benefits(i.e, STD, LTD,
SSDI), andinvestigate variationsin that movement across additiona worker and em-
ployer variables(i.e., worker age, gender, menta disorder, region of residence, benefit
status, and employer SIC code). Theresultsof these analyses support the basic premise
of thisstudy that these factorsinfluencethe progression of disability benefits phenomenon.
However, thisstudy isclearly exploratory and results should beviewed as preliminary.

Severa featuresof the dataset may affect the generalizability of thefindings. To
minimize datavariationsdueto clamshandling, thisdataset included only claimantswho
wereinsured for both STD and LTD by UNUM. In 1991, only 44% of American
workerswereinsured for STD, and 25% wereinsured for LTD (National Academy of
Socia Insurance, 1996). Therefore, thissamplerepresentsaminority of workerswhose
employersprovided both formsof coverage purchased from the sameinsurer. In addition,
it should be noted that private disability insurancetypically hasbeen moreredtrictiveinthe
coverage of mentd disordersversusphysical disorders. Among thereasons, insurers
feared coverage of these serviceswould lead to high costs associated with long-term
psychotherapy and extended hospital stays. Someinsurersrefused to cover menta health
treatments; otherslimited benefits (Frank , McGuire, & Goldman, 1996). Furthermore,
thisdataset had large variation among employersintheir disability performance. Clam-
antsrepresented 4,285 employers, yet largest 100 of these accounted for afull 54.2% of
total claims. Also, most claimantsinthissamplework for large employers (500 or more
workers). Clearly, additional studiesshould assessthework environment and how
employer policiesand practicesrelateto PODB for people who have menta health
disabilities.

Furthermore, other empl oyee benefit provisionsand how they interact withthe
PODB experience ought to beanalyzed. Current studiesreveal that health plansthat treat
mental disorderssimilar to physical disorders, with managed but not strongly limited
coverage, experienceareductionintotal health care costswhilereturning an employee
back to work sooner. A study conducted by John Hopkins on datafrom the UNUM
Corporation found that employerswho had low deductiblesintheir health benefit plan
had one-fifth therate of mental health disability claimscompared to employerswith higher
deductibles; in addition, therate of return-to-work was about 50 percent higher, and the
duration of disability about one-third thelength. When mental hedlth carve-outswere
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used (i.e, policy featuresthat aimto facilitate accessto specialty outpatient carewhilerestricting inpatient care), the
duration of disability wasreduced by 38% (Salkever, Goldman, Purushothaman, & Shinogle, 2000). Inaddition,
according to aHarvard study, employeeswithout adequate mental health coverage skipped 1.5 to 3.2 more daysof
work per month than their covered co-workers (Kesder, Barber, Birnbaum, Frank, Greenberg, Rose, Simon, &
Wang, 1999).

Thereareimportant implicationsof thisstudy, both for employersand for moregenera public policy. Given
the previoudy discussed rapid risein menta health claimsand their associated costsinthe private sector, aswell as
the prevalence of mental health disordersastheforemost cause of disability for claimantsinthe Social Security
system, better understanding of the progression through compensation systemsfor peoplewith thesedisabilitiesis
essential. Knowingwhich typesof claimstend to becomeinvolvedin the progression through compensation sys-
tems, and which demographi c characteristicstend to be associated with such progression, we can hypothesize
about the causes and design studiesto examinethe efficacy of targeted interventions.

For example, knowing that workersin the government servicesindustrieshave nearly doubletherate of
menta hedlth disability claims, compared to thosein retail/wholesale or goods-producing industries, we might
hypothesizethat the government servicesjobstend toinvolve greater levelsof stress. We could then study the
levelsof stressactually experienced in thosejobs, implement stress-management interventions, and examinewhether
suchinterventionschangethe patternsof clamsfor menta hedth disabilities. Evenif workersarenot claimingthat
thedisability iswork-related (keeping in mind that the subject population for thisstudy did not includework-related
injuries), employersmay benefit substantially from minimizing menta hed th disability problemsamong their workers.
Oneway of assessing theefficacy of interventions such as EmployeeAssistance Programswould beto comparethe
mental health PODB ratiosfor employerswith and without such programs.

TheUnited States Socia Security Administration should aso haveakeeninterest inthe efficacy of interven-
tionssuch asEmployeeAss stance Programs. |f we can halt the progression through disability systemsfor people
who havemental health disabilities, we can reducethe number of individua s pushed unnecessarily onto the Social
Security roles. Currently, whenindividualswith mental hedlth disabilitiesmoveinto theLong Term Disability (LTD)
system of privateinsurers, theinsurershave considerableincentivetofacilitatetheir claimants applicationfor Social
Security benefits, to shift costsfrom the privateinsurer to the government. Asamatter of public policy, it would
seem prudent for the Socia Security Administration to provideincentivesfor better management of menta health
disabilities, to prevent their progression from short-term through long-term to frequently permanently disabled status
withinthe Socia Security System.

Inconclusion, webelievethat theresultsof thisinitia study have generated some useful findingsregarding
mental disordersand the phenomenon of PODB. Thisdescriptive study primarily examined basi ¢ bivariate combi-
nations, alowing for abas c understanding of thevariablesinisolation. A multivariate examination of these data
would alow for abetter understanding of therel ative contribution of the variablesto understanding and predicting
theprogression of disability benefits. Future studiesshould further andyzethe progression of disability benefits
among mental heal th claimantswhile accounting for additiona worker and workplacefactorsthat may influencethe
migration. Studying additiona information regarding claimant occupation, employee benefit and compensation
programs, and employer policy and practicesrelated to disability, would alow usto morefully understand the
PODB anditsinteraction with other employee and employer variables.
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