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Participation in Leisure Activities: Is It a Protective Factor
for Women's Mental Health?
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The hypothesis that participation in leisure activities is a protective factor for
women's mental health was evaluated in a community-based cross-sectional
study of a poor neighborhood in the city of Salvador, Brazil. Female adult work-
ers (n = 552) were interviewed from 470 randomly selected families. Partici-
pation in leisure activities is defined as any reported engagement in leisure
activities during days off in the month preceding the interview. Scores from a
validated mental morbidity instrument were used to assess symptoms of anxiety
and depression. A negative association between participation in leisure activities
and several anxiety/depression symptoms was found among women reporting
no job satisfaction and low family income (Prevalence Ratio = 0.27; 95% Con-
fidence Interval from 0.09 to 0.88). Participation in leisure activities may help
maintain mental health under adverse life conditions.
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Introduction

One the major challenges facing public health policies is the promotion
of mental health and the prevention of mental illness. These actions require
the identification not only of major determinants and modifiable risk factors,
but also of less known protective factors. Social and emotional support from
friends, church and family has been described as beneficial for both general
and mental health (Varon & Riley, 1999; Jacomb et al., 1999; Pratt, 1991). A
recent body of research has pointed out the benefits of leisure for health
and well being using several outcome variables, such as quality of life, life
satisfaction and mental "problems" that run from mere stress to psycholog-
ical symptoms to psychiatric illnesses. Among aging individuals, for instance,
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life satisfaction was positively associated with participation in leisure activities
(Hersch, 1990; Patterson & Carpenter, 1994) and with an increased variety
of leisure activities (Bevil et al, 1993). Among women attending groups of
mothers, positive associations between time spent in leisure activities and
indices of mental health or life satisfaction were also found (Wearing, 1989).
Also, poor obese women who engaged in leisure activities reported increased
self-esteem (Dattilo et al., 1994). University students who reported partici-
pation in leisure activities were more likely to experience decreased aca-
demic stress than those who did not perform leisure activities (Ragheb &
Mckinney, 1993). Although there are few studies of the possible beneficial
effects of leisure for mental health in the general population, their findings
are consistent with those reported for special groups. For example, partici-
pation in leisure activities in a metropolitan area was correlated with reports
of a high quality of life (Jeffres & Dobos, 1993). In a longitudinal study,
leisure activities performed with family members and other social groups
were predictors of good mood (Stone, 1987).

Most research findings support the hypothesis that leisure acts as a buf-
fer against the adverse effects of psychosocial stressors (Wheeler & Frank,
1981; Reich & Zautra, 1981; Caltabiano, 1995). Leisure, when characterized
as perceived freedom, appears to reduce stress, although in Coleman's
(1993) study, social support was not found to act as a stress buffer. These
findings were not consistent with those reported by Iso-Ahola & Park (1996),
however, who showed that social support, represented by leisure activities
performed in the company of others, moderates the effects of stress on men-
tal health. These two studies were performed in distinct populations, how-
ever, which may lead to incompatible goals and expectations regarding the
choice of leisure activities that are best suited for a given population.

In sum, a number of studies have supported the notion that leisure has
beneficial effects for mental health. These effects manifest themselves
through direct improvements in the quality of one's life and are usually
defined as increased good mood (Mannell, 1980; Hull, 1990), happiness and
enjoyment (Csikszentmihalyi & LeFever, 1989). Leisure has also been shown
to help buffer the mind against life's daily stressors (Iso-Ahola, 1994). These
research findings support recommendations for the inclusion of leisure ac-
tivities in mental health programs, not only because of their well recognized
rehabilitating effects for the mentally ill (Sigafoos & Kerr, 1994; Lehman,
1995), but also because of their potential for promoting general well being
(Iso-Ahola, 1997). The congruity of these research findings gives considera-
ble support to the hypothesis that participation in leisure protects mental
health. However, cultural differences and the prevailing harshness of living
and working conditions in the Third World limit the degree to which these
findings can be generalized outside highly industrialized countries.

Many studies in social psychiatry support the centrality of the socio-
economic determinants of mental health. This framework has been adopted
in several epidemiological studies in Latin America, particularly after the
beginning of a deep economic crisis that affected several countries and led
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to increased poverty, violence and unemployment. Brazil is the world leader
when it comes to social inequity, with 35.4% of its population living below
die poverty line1 (Iunes, 1995). In the Northeast region, this proportion
climbs to 60.3% (Iunes, 1995). The adverse effects of poverty on mental
health are well documented in several studies carried out in the U.S., Europe
and Latin-America (Desjarlais et al., 1995; Dohrenwend et al., 1993; Almeida-
Filho, 1987). Surveys conducted in the city of Salvador, capital of the State
of Bahia, Brazil, reveal a strong association between poor mental health, on
the one hand, and poor living and working conditions, on the other. For
example, in a study of a deteriorated historical area of Salvador, where the
population consists principally of prostitutes and petty criminals, the preva-
lence rate of mental disorders was 49.0% (Coutinho, 1976). Also, low edu-
cation levels and low socioeconomic status were associated with prevalence
of neurosis (Santana, 1982), minor psychiatric disorders (Almeida Filho et
al., 1985), and a number of psychiatric symptoms (Almeida Filho, 1987; San-
tana et al., 1997). In several surveys, women were more likely to report psy-
chological symptoms than men were (Santana, 1982; Almeida et al, 1984;
Aguiar, 1988). Also, a study focusing on the living and working conditions
of women as determinants of mental disorders revealed that women with
informal jobs, an indicator of poverty, are more likely to have high psycho-
logical symptoms scores than those with jobs with a formal contract (Santana
etal., 1997).

Although a number of studies have already established that poverty and
poor work conditions are risk factors for women's mental health, little is
known about the effects of leisure on their mental health, particularly under
poor living conditions. This study evaluates the hypothesis that participation
in leisure activities is a protective factor for women's mental health, as mea-
sured by anxiety and depressive symptoms. The covariates of education, fam-
ily income, occupation and family-related variables are examined as possible
confounding or intervening factors.

Methods

The data were obtained from a community-based cross-sectional survey
of a poor neighborhood of Salvador, a city of 3.5 million inhabitants (greater
metropolitan area) and capital of the state of Bahia in Northeast Brazil (San-
tana et al., 1997a). The survey evaluated the relationships between mental
health status, living and work environment, and coping strategies among
women, and was designed for use in community health planning. The in-
vestigation focussed on women because previous findings had indicated that
female workers ran a higher risk of minor psychological disorders than men
did (Coutinho, 1976; Santana, 1982; Almeida Filho et al, 1985). Out of an
estimated 5,732 households, which included the 16,050 individuals living in

'The author defines poverty as total family income per capita less than 25% of the legal mini-
mum wage.
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the study area, 534 residences were selected using random area cluster sam-
pling. An aerial photographic map of the study area, showing each domicile,
was use for defining sampling areas of approximately the same size. The
number of households was estimated from the average number of domiciles
in each sampling area and the average number of family members (Bahia,
1984) required to obtain the sample size defined in the study (Santana et
al, 1997a). The lack of complete address registries or of easy ways of locating
households based on addresses, particularly in low-income areas of Brazil,
are the major reasons for using this procedure. The use of geographic ref-
erence sampling facilitates the identification and selection of households and
is a common strategy in household surveys (Santana et al., 1997). Thirteen
residences refused to participate, 21 had no inhabitants, and in 30 domiciles,
residents were not found after three visits at different hours of the day. In
the final 470 families interviewed, the investigators identified 673 women
over 13 years of age. The present study is a secondary data analysis of the
original study database. Because of the focus on work conditions, only
women who reported having an occupation, either a paid job or unpaid work
for their own families, were eligible. From the total sample of women, 39
(5.8%) were excluded because they were currently unemployed, retired or
students with no reported time spent in housework for their families. Of the
remaining 634 eligible subjects, the data were incomplete for 74 (11.7%)
and inconsistent for eight (1.3%), amounting to another 82 (12.8%) deleted
observations. The final study population consisted of 552 women.

During the first visit, a family respondent was informed of the study's
purpose, the confidentiality of information and of the institution responsible
for the research, namely, the Department of Preventive Medicine at the Fed-
eral University of Bahia. Medical students collected the data using question-
naires. Self-report instruments were avoided because of the high proportion
of illiterates. After verbal consent was obtained, questionnaires were used for
collecting socioeconomic data from each family member. The women were
asked to complete special forms on work conditions. For absentee working
women, a subsequent visit was arranged according to their time schedule.
The Questionario de Morbidade Psiquidtrica de Adultos, QMPA, (Adult Psychiatric
Morbidity Questionnaire) a validated psychiatric symptoms questionnaire,
used in several psychiatric studies in Brazil (Santana 1982; Almeida-Filho et
al., 1985; Almeida Filho et al., 1997; Andreoli et al., 1994; Santana et al.,
1997b), was used for assessing mental health status. The QMPA comprises
44 yes/no questions (Appendix 1) on anxiety, alcohol consumption, depres-
sion, sleep disturbances and somatomorphic disorders, among others. Affir-
mative answers were added together for estimating individual scores. Validity
studies show a sensitivity of 83.0%, specificity of 71.0% and a Kappa Index
of 0.88 (Santana, 1982). Because this study focuses on anxiety/depression
symptoms, a QMPA sub-scale limited to all sixteen anxiety/depression symp-
toms, named QMPA-SAD, based on Andreoli et al (1994), was used (Appen-
dix 2). In the previous factor analysis of the QMPA questions, these symp-
toms were identified as a single isolated component of depression and
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anxiety syndromes (Andreoli et al., 1994). Scores were estimated by counting
affirmative answers for lack of appetite, sleep disturbance, poor concentra-
tion, headache, weakness, aggressive behavior, sadness/tiredness, globus hys-
tericus, i.e., feeling a lump in the throat, trembling, irritation crises, irritabil-
ity, crying spells, suicidal ideas, inability to work due to nervousness, isolation
and chest tightness. Scores were analyzed as a dichotomous variable with a
cut off at the 1st decile (high: > 4; low: < 4).

Occupational history, work conditions and participation in leisure activ-
ities were assessed using non-standardized questionnaires developed by the
research staff. Women were asked about their occupation, number of hours
devoted to paid and unpaid work per week, and whether they had job sat-
isfaction or intended to change jobs. It is worth noting that hours of unpaid
work refers to the time women spend performing household chores, such
as taking care of children, cleaning, cooking, washing clothes, etc. Family
members who do not spend substantial time doing this type of activity re-
ported devoting no time to housework. Also, the women were asked if they
had had any days off in the past month, the number of days off per week,
and whether they spent these days off in leisure activities.

The main independent variable of participation in leisure activities dur-
ing days off in the past month was assessed using the following questions:
"In the past 30 days, did you have days off? How many days off did you have?
What did you do during your days off? Did you continue to work? Did you
participate in leisure activities? Which leisure activities were you involved in?"
A list of the most common leisure activities performed by women living in
the study area was drawn up on the basis of reports from preliminary infor-
mal contact with community members. A blank space was used to register
unlisted leisure activities.

Sociodemographic covariates were: age, marital status (married versus
unmarried), education (completed versus uncompleted elementary school),
pre-school age children at home (none versus one or more), family income/
month (high: > US$ 299.00; low: < US$ 299.00), and position in the family
(family head versus not the family head). Work-related variables were: job
satisfaction, intention to change jobs, sharing of housework (yes or no), and
total work time (low: < 8 per day; high: > 8 hours per day). Since these
variables have been used in describing risk factors for women's mental health
(Santana, 1982; Almeida Filho et al., 1987; Dohrenwend et al., 1992; Desjar-
lais et al., 1995; Santana et al., 1997a) or in describing associations to leisure
participation (Wearing, 1989; Dattilo et al., 1994), they were therefore in-
cluded in the model for their possible confounding and modifying effects
on the associations under investigation. Continuous variables, such as age,
family income and total work time, were categorized and modeled as dummy
variables because they did not fit the assumption of linearity (Hosmer &
Lemeshow, 1989).

Prevalence ratios (PR) were used for assessing associations and their
corresponding 95% Confidence Intervals (CI) using the Base-test method
(Rothman & Greenland, 1998). Unconditional logistic regression with back-
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ward modeling strategy was used to estimate prevalence ratios that were ad-
justed for confounding variables according to categories of effect modifiers.
The corresponding 95% Confidence Interval was estimated using the Delta
Method (Oliveira et al, 1997). Modeling procedures started with a saturated
model containing all potential confounders and effect modifier variables
with their respective product terms. Effect modifiers were retained as varia-
bles in the final model if the Maximum Likelihood Ratio test yielded a p-
value < 0.20 (Hosmer & Lemeshow, 1989; Rothman & Greenland, 1998).
The presence of potential confounders was associated with variables that
changed the point estimate or confidence intervals by more than 20% when
dropped from the saturated model. Prior to modeling procedures, coline-
arity was assessed between the main independent variable and covariates.
Linearity of the logit for the main association was assured through covariate
coding procedures. Regression assumptions and the presence of influential
observations were checked and the fitness of the final model was assessed by
deviance analysis using the standard tests of SAS 6.12 software.

Potential effect modifiers are socioeconomic and work-related variables,
namely, monthly family income, job satisfaction and position in the family.
Potential confounders were identified based on previous research findings
and by empirically examining whether they were associated with participa-
tion in leisure activities among women with low QMPA-SAD scores and
among women with high QMPA-SAD scores who did not participate in lei-
sure activities.

Results

A prevalence of 14.3% of high QMPA-SAD scores was estimated. The
number of days off reported by subjects varied from zero to eight in the past
month. No statistically significant differences were found on the prevalence
of high QMPA-SAD scores with respect to the number of days off in the past
month. Among women reporting no days off, the prevalence of high QMPA-
SAD scores was 14.3%, which increased to 15.4% in the group reporting one
to four days off, and decreased to 14.4% among those with the largest num-
ber of days off (over 4 days in the last mondi).

Participation in leisure activities, defined by reports of engaging in lei-
sure activities during the days off in the past month, was mentioned by 44.2%
of the women (Table 1). The women who participated in leisure activities
were younger, had better education and higher per capita family income
than those who did not engage in leisure activities. They were also more
likely to be unmarried, to not be the head of the family, to have no children
at home and to have less hours of daily work-time than their counterparts.
All these differences were statistically significant (p < 0.05). No statistically
significant differences were found for having paid work, job satisfaction, the
intention of changing jobs or of sharing housework duties (Table 1).

The majority of women (46.8%) did not report engagement in leisure
activities, while 44.2% reported having been involved in some leisure activi-
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TABLE 1
Characteristics of the Study Population According to Participation in Leisure

Activities During the Past Month

Variables

Less than 28 years of age*
More than elementary school*
Unmarried*
No preschool age children at home**
Per capita family income/month

more than US$299.00*
Not head of the family2*
Have paid work
Total work time less than 8 h/day*
Have job satisfaction
Have no intention to change jobs
Housework sharing3

Yes

N1

149
124
118
131
139

102
150
141
183
86
86

Participation in

(N = 244)

%

61.1
50.8
48.4
53.7
56.9

41.8
60.8
57.8
75.0
35.3
35.3

Leisure Activities

No (N =

N

126
106
89
140
140

75
174
124
238
129
116

308)

%

40.9
34.4
28.9
45.5
45.5

24.4
55.8
40.3
77.3
41.9
37.7

1 = number of subjects;
2 = The woman is not the principal economic provider or breadwinner;
3 = Another woman from the same household helps in housework duties;
*/>-Value < 0.001; **p-Value < 0.05.

ties during the past month (Table 2). Participation in only one kind of leisure
activity prevailed (23,5%), while 16.1% of women were involved in more than
one. Among women involved in only one leisure activity, 7.6% reported stay-
ing at home, 7.6% going to the beach, 4.9% socializing, 2.0% undertaking
some leisure trips, and 1.4 % going to church. Simultaneous engagement in
leisure activities and work accounted for 4.5% of women who mentioned
participation in leisure activities (Table 2).

From Table 3 we see that most of the estimated prevalence of anxiety
and depression symptoms, namely, lack of appetite, sleep disturbances, poor
concentration, headache, weakness, aggressive behavior, globus hystericus, ir-
ritation crisis, crying spells, suicidal ideas, inability to work due to nervous-
ness, isolation, chest tightness and irritability, are higher among women who
did not participate in leisure activities than in those who did. Interestingly,
trembling is more common among women engaged in some leisure activities.
Prevalence differences are only statistically significant for sleep disturbance.

According to logistic regression coefficients, family income
(Xf degree of freedom = 2.976; p < 0.01) and job Satisfaction (Xf degree of freedom =
1.810; p < 0.02) were effect modifiers for the association between partici-
pation in leisure activities and high QMPA-SAD scores (Table 4). No con-
founding variables were identified. Table 4 shows how effect modifier varia-
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TABLE 2
Leisure Activities Performed During Days Off in the Past Month

Participation in Leisure Activities N = 552

Leisure activities
Stay at home
Going to the beach
Socializing1

Leisure trips
Going to church
More than one of the above
Working and practicing some leisure activities

Do not participate in leisure activities

N—number of subjects
1—Socializing—going to parties, gathering with friends, visiting friends or relatives.

244
42
42
27
11
8

89
25

292

44.2
7.6
7.6
4.9
2.0
1.4

16.1
4.5

55.8

TABLE 3
Prevalence of Symptoms on the QMPA-SAD Scale According to Participation in

Leisure Activities

Variables

Lack of appetite
Sleep disturbance
Poor concentration
Headache
Weakness
Aggressive behavior
Sadness/tiredness
Globus hystericus
Trembling
Irritation crises
Crying spells
Suicidal ideas
Inability to work due to nervousness
Isolation
Chest tightness
Irritability

Yes

N

28
33
28
37
44
55
41
38
30
24
21
27

6
7

53
31

Participation in

(JV = 244)

%

11.0
13.0
11.0
14.6
17.3
21.7
16.1
15.0
11.8
9.5
8.3

10.6
2.4
2.8

20.9
12.2

Leisure Activities

No (JV =

N

54
64
44
58
67
86
54
58
25
46
35
48
15
16
76
49

308)

%

16.1
19.1*
13.1
17.3
19.9
25.6
16.1
17.3
7.4

13.7
10.4
14.3
4.5
4.8

22.6
14.6

N—number of subjects
*/>-Value < 0.05
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TABLE 4
Prevalence Ratio for the Association between Participation in Leisure Activities
and High QMPA-SAD Scores, According to Per Capita Family Income/Month

and Job Satisfaction

Job Satisfaction

No
Yes

N

68
205

PR

0.27
0.93

Per Capita Family

$ 299.00

95% CI

(0.09 to 0.88)
(0.46 to 1.90)

Income/Month

N

63
216

> U S $

PR

1.32
1.42

299.00

95%

(0.45 to
(0.63 to

CI

3.88)
3.18)

N = number of subjects;
PR = Prevalence Ratio;
CI—Confidence Interval based on the Delta Method.

bles changed the association between leisure and mental health. For women
with job satisfaction and high family income, no statistically significant as-
sociation was found between participation in leisure activities and high
QMPA-SAD scores PR = 1.42 95% CI (0.63 to 3.18). In addition, among
women with job satisfaction or high per capita family income, there is no
evidence that participation in leisure activities was associated with low QMPA
scores. A non-statistically significant association was found between partici-
pation in leisure activities and low QMPA scores (PR = 1.32, 95%; CI: 0.45
to 3.88) and low per capita family income and job satisfaction (PR = 0.93
95%; CI: 0.46 to 1.90). Participation in leisure activities was negatively asso-
ciated with high QMPA-SAD scores only among women with low family in-
come (below US$ 299.00) and lack of job satisfaction (PR =0.27; 95% CI:
0.09 to 0.88).

Discussion

The results of this study suggest that participation in leisure activities is
negatively associated with symptoms of anxiety/depression among women
reporting no job satisfaction and low family income. But leisure is apparently
not a predictor of low anxiety or depression scores among women reporting
job satisfaction or a relatively high family income. These findings are consis-
tent with studies that demonstrate a correlation between participation in
leisure activities and stress reduction (Coleman, 1993; Caltabiano, 1995, Iso-
Ahola and Park, 1996), and, more specifically with studies that indicate that
participation in leisure activities provides mental health benefits only to in-
dividuals experiencing high levels of stress (Reich and Zautra; 1981).

Events occurring in different domains of human activity (home, work
and leisure) do not influence psychological symptoms and mental health in
isolation. Instead, it is possible that the benefits of leisure in one psycholog-
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ical domain can compensate for the negative effects of other domains
(Fletcher, 1991). In the current study, participation in leisure activities ap-
pears to help compensate for the adverse effects of poor living conditions,
as represented by low income and no job satisfaction. These findings show
that despite the limited participation in leisure activities among the poor,
leisure may be of particular importance for coping with adverse life condi-
tions, which are widely recognized for their association to mental disorders
(Santana et al., 1999).

Notwithstanding the apparent benefits of leisure for mental health, it is
worth noting that there were only a limited number of women involved in
leisure activities in the study population. Only 44.2% of the women inter-
viewed reported participating in leisure activities during the past month,
which seems to be largely dependent on socioeconomic status. For instance,
women who participate in leisure activities are more likely to have better
family incomes and educational levels than those who do not. These findings
are consistent with studies documenting how material support is an impor-
tant requirement for attaining leisure (Dattilo et al, 1994; Cox, 1980).

Another important issue is the fact that family income (which is less
than US$ 299.00 for half of the study population) is insufficient for the
satisfaction of basic human needs. Hence, workers and their families are
often pressured into using their "free time" for doing other paid activities,
such as selling food on weekends or engaging in communal work, like the
construction of homes by volunteer groups (mutirao), which is common in
this community and helps ensure its survival (Santana, 1993). In sum, low
participation in leisure activities appears to be another facet of poverty itself:
leisure time is utilized as work time, as another working class strategy for
survival, in consonance with the way poverty—and wealth—is generated in
Third World countries, i.e. by reducing the cost of labor to an absolute min-
imum.

Women who participated in leisure activities were less likely to be in
charge of household chores. For example, women who participated in leisure
activities were more likely to be unmarried, to not be the family breadwinner
and to have no preschool age children at home. Increased pressures from
additional family responsibilities may reduce free time. An increased preva-
lence of high psychological symptoms scores among women was previously
reported in association with being the principal wage earner (Santana, 1993).
A woman who is the principal breadwinner in her family is thus more likely
to have household chores on top of her paid work, which can lead to psy-
chological suffering and a reduction of participation in leisure activities.

The prevalence of anxiety/depression symptoms was lower among
women engaged in some leisure activities, except for trembling, which was
higher. One possible explanation for this is the traditional consumption,
since the beginning of colonization, of alcoholic beverages during leisure
time among the poor (Freyre, 1989).

Poor working conditions, i.e. low income and the absence of a formal
job contract, of legislated labor protection and of social benefits like paid
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retirement, are widely reported as being mental health risk factors in studies
of similar populations (Coutinho, 1976; Almeida-Filho, 1987; Aguiar, 1988,
Santana, 1993). However, the present study indicates that participation in
leisure activities may serve as a potential survival strategy by contributing to
better mental health, even under adverse conditions, such as poverty and
low job satisfaction. These findings highlight the need for discussion in the
fields of community health and health planning, since the identification of
local strategies for dealing with mental health problems is essential for the
implementation of culturally appropriate actions for improving community
well being.

Further studies, however, ought to identify precisely which aspects of
leisure are the most important for improving mental health among the poor
in Salvador and similar cities. Coleman (1993) points out that freedom is
the most important stress buffering aspect of leisure activity. Iso-Ahola & Park
(1996) found that socialization in leisure is the most important mediator
between stress and mental health. These two studies were conducted in dis-
tinct socio-cultural scenes, the first in Australia and the second in the United
States, which may very well indicate that the kind of leisure activity that
improves mental health may differ according to the specific locality and con-
text. From this perspective, it is important to note that the recognition of
cultural differences is crucial in implementing effective social policies for
community well being.

This study overcomes some of the drawbacks of previous studies. For
example, the study population is a random community-based sample, which
permits the examination of relationships between leisure and socio-economic
variables among people with distinct occupations, including jobs in the in-
formal sector of the economy and unpaid work. Besides socio-economic
status, the participation in leisure activities was identified as a relevant pro-
tective factor against a large number of anxiety/depression symptoms, es-
pecially among the poor. Moreover, psychological symptoms were assessed
using a validated questionnaire, commonly used in community-based surveys
of poor Brazilian populations.

This research has certain methodological limitations that should be ad-
dressed in future studies. In cross-sectional studies like this, participation in
leisure activities and psychological symptoms are assessed simultaneously. It
is not therefore possible to establish a cause and effect link between leisure
activities and mental health. The causal relationship suggested by the results
should therefore be viewed with caution. Women with less psychological
symptoms may have greater motivation for participating in leisure activities
than those with more symptoms, which can inhibit volitional activity.

Furthermore, the participation of women in leisure activities may have
been underestimated because the measure of this variable was limited to days
off. For instance, vacation time and the interval between work shifts, which
could be used for leisure purposes, were not registered. Exposure misclas-
sification could have occurred because of possible simultaneous engagement
in leisure and work, particularly when leisure activities are performed at
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home where household chores and childcare can represent extra work. Also,
the reported time spent at church might include volunteer work. As the
reasons for differential classification errors are not expected, it is reasonable
to assume only a smaller impact in the measures of association.
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Appendix 1

Questiondrio de Morbidade psiquidtrica de Adultos—Versdo II (1982)—QMPA

O senhor (a senhora) ou alguem (adulto) da sua familia residente no
domicilio.

QMPA1 = Sofre de falta de apetite?
QMPA2 = Tern dificuldade de dormir?
QMPA3 = Se queixa de zumbido nos ouvidos, agonia na cabeca?
QMPA4 = Sente dores ou pontadas frequentes na cabeca ?
QMPA5 = Sente fraqueza nas pernas, dores nos nervos?

QMPA 6 = Fica agressivo, explode com facilidade?
QMPA 7 = Fica periodos triste, com desanimo?
QMPA 8 = Sente urn bolo na garganta, queimor ou empaixamento?
QMPA 9 = Sente tremores ou frieza nas maos?

QMPA 10 = Tern com frequencia crises de irritacao?
QMPA 11 = Tern dificuldade de aprender, lembrer ou entender as

coisas?
QMPA 12 = Bebe exageradamente?
QMPA 13 = As vezes fica parado, chorando muito?
QMPA 14 = Ja pensou em dar fim a vida?
QMPA 15 = Ja esteve descontrolado, fora de si, como se fosse doente

da cabeca?
QMPA 16 = Nao consegue trabalhar por nervosismo ou doenca men-

tal?
QMPA 17 = Ja ficou sem poder falar ou enxergar?
QMPA 18 = Fica fechado no quarto sem querer ver ninguem?
QMPA 19 = Se embriaga pelo menos uma vez por semana?
QMPA 20 = Bebe diariamente?
QMPA 21 = Se quexa de "baticum" ou aperto no peito?
QMPA 22 = Sofre de nervosismo ou esta sempre intranquilo?
QMPA 23 = Se preocupa muito com doencas, se qiuexa sempre?
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QMPA 24 = Ja sofreu algum ataque depois de um susto ou contrarie-
dade?

QMPA 25 = Tem medo excessivo de certas coisas, ou de alguns bichos,
ou de lugares fechados, ou de escuro?

QMPA 26 = Tem mania de limpeza ou de arrumagao?
QMPA 27 = Antes de sair ou dormir verifica sempre se as portas estao

bem fechadas?...exageradamente?
QMPA 28 = Se queixa de ouvir vozes ou ve coisas que os outros nao

vem?
QMPA 29 = Fala coisas sem sentido, bobagens?
QMPA 30 = Fala ou ri sozinho?
QMPA 31 = Se acha perseguido, que estao querendo lhe fazer mal?
QMPA 32 = Sente que esta sendo controlado por telepatia, por radio

ou espiritos?
QMPA 33 = As vezes fica muito tempo numa posiclao estranha?
QMPA 34 = Fica periodos exageradamente alegre sem saber poruqe?
QMPA 35 = Fica andando muito, cantando ou falando sem parar?
QMPA 36 = Ja utilizou ou usa atualmente algum remediopara dormir

ou acalmar os nervos? Qual?
QMPA 37 = Nao consegue frequentar escola?
QMPA 38 = Sofre de acessos de loucura?
QMPA 39 = Sofre de retardamento mental?
QMPA 40 = Recebe tratamento para nervosismo ou doenca mental?
QMPA 41 = Sofre de ataques, caindo no chao, se batendo?
QMPA 42 = E dado ao uso de drogas?
Alguem de sua familia
QMPA 43 = Nao sabe se vestir, urina e obra nas roupas?
QMPA 44 = Nao fala, nao caminha, nao reconhece as pessoas?

Appendix 2

QMPA-SAD

QMPA1 = Sofre de falta de apetite?
QMPA2 = Tem dificuldade de dormir?
QMPA3 = Se queixa de zumbido nos ouvidos, agonia na cabeca?
QMPA4 = Sente dores ou pontadas frequentes na cabeca ?
QMPA5 = Sente fraqueza nas pernas, dores nos nervos?

QMPA 6 = Fica agressivo, explode com facilidade?
QMPA 7 = Fica periodos triste, com desanimo?
QMPA 8 = Sente um bolo na garganta, queimor ou empaixamento?
QMPA 9 = Sente tremores ou frieza nas maos?
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QMPA 10 = Tern com frequencia crises de irritacao?
QMPA 13 = As vezes fica parado, chorando muito?
QMPA 14 = Ja pensou em dar fim a vida?
QMPA 16 = Nao consegue trabalhar por nervosismo ou doenca

mental?
QMPA 18 = Fica fechado no quarto sem querer ver ninguem?
QMPA 21 = Se quexa de "baticum" ou aperto no peito?
QMPA 22 = Sofre de nervosismo ou esta sempre intranquilo?




