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M
ore than 1 billion persons 
worldwide have a disability, 
according to the World Health 
Organization.1 Of the 56.7 

million disabled Americans, 38.3 million 
adults and 2.6 million children have a severe 
disability.2 More than 3.6 million veterans 
have a service-related disability.3 Approxi-
mately 2.5 million new disability applications 
are made to the Social Security Adminis-
tration each year.4 In 1960, approximately 
559,000 persons received Social Security ben-
efits (about $80 per month).5 In December 
2012, more than 8.8 million disabled work-
ers received disability benefits (an average of 
$1,130 per month).6 The economic impact 
of lost time and wages exceeds $171 billion 
per year.7 Blacks and Hispanics are most 
affected,8 and older patients comprise the 
largest group of persons with disabilities.8,9 
Back or spine problems, arthritis, and heart 
conditions are the most common health 
problems resulting in disability.8-10 The most 
common limitations are the inability to walk 
three city blocks or to climb a flight of stairs.11 

Patients with a disability often lack health 
insurance, and experience health disparities 
and barriers to appropriate care. Disability 

leads to substantial personal, physical, social, 
emotional, and economic hardships for the 
patient, caregiver, and the entire family.12-16 

Challenges with Disability System
The definitions of disability vary by organi-
zation. The American Medical Association’s 
(AMA’s) Guides to the Evaluation of Perma-
nent Impairment was first published as a series 
of articles in 1958. The intent was to standard-
ize criteria for assessment and classification of 
impairment, but consistency remains a prob-
lem.17 Many of the skills necessary to diagnose 
and assess functional capacity are not taught 
in medical school. Physicians are also con-
cerned about the time required to complete 
disability forms, insufficient reimbursement, 
patient malingering, and disruption of the 
physician-patient relationship in the case of 
an unfavorable outcome for the patient.18-20

Definitions
The terms impairment, disability, and handi-
cap are not interchangeable. Figure 1 pres-
ents a model of how to differentiate between 
the terms.17,21-25 Physicians must use them 
appropriately to communicate the diagnosis 
and limitations to the agency requesting the  

According to the World Health Organization, more than 1 billion persons worldwide have a disability. In the United 
States, more than 56 million American workers have some form of disability; of these, more than 38 million persons 
have a severe disability. Blacks and Hispanics are among the groups with the highest disability rates, as well as older 
patients. Conditions that most often lead to disability include arthritis, back or spine problems, and heart conditions. 
Common limitations include the inability to walk three city blocks or to climb a flight of stairs. Patients with a dis-
ability experience health disparities and barriers to appropriate health care. Disability impacts family members and 
caregivers, as well as patients. Impairment, disability, and handicap are key terms that physicians must understand to 
properly evaluate patients and make appropriate recommendations. Social Security Disability Insurance and work-
ers’ compensation are the two largest disability programs in the United States. The U.S. Department of Veterans 
Affairs provides disability benefits for veterans, and private disability insurance may be provided by the employer or 
purchased by the employee. Family physicians can perform the initial evaluation, consult appropriate subspecialists, 
complete the necessary paperwork, and answer questions from the patient, employer, or disability agency. (Am Fam 
Physician. 2015;91(2):102-109. Copyright © 2015 American Academy of Family Physicians.) 

CME  This clinical content 
conforms to AAFP criteria 
for continuing medical 
education (CME). See  
CME Quiz Questions on 
page 79.

Author disclosure: No rel-
evant financial affiliations.

Downloaded from the American Family Physician website at www.aafp.org/afp. Copyright © 2015 American Academy of Family Physicians. For the private, noncom-
mercial use of one individual user of the website. All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.



January 15, 2015 ◆ Volume 91, Number 2 www.aafp.org/afp American Family Physician 103

evaluation. The AMA Guides define impair-
ment as “a significant deviation, loss, or loss of 
use of any body structure or body function in 
an individual with a health condition, disor-
der or disease,” 26 although the World Health 
Organization defines impairment as “any loss 
or abnormality of psychological, physiologi-
cal or anatomical structure or function.” 24 An 
impairment is usually described as occurring 
in an organ (e.g., musculoskeletal, cardiac, 
gastrointestinal, psychological), and can be 
temporary or permanent, and partial or total. 
For instance, a person with a thoracic ver-
tebral fracture associated with a spinal cord 
injury is considered to have an impairment.

Disability is defined by the AMA Guides 
as “activity limitations and/or participa-
tion restrictions in an individual with a 
health condition, disorder or disease.” 26 But 
the Social Security Administration defines 
disability as “the inability to engage in any 
substantial gainful activity by reason of any 
medically determinable physical or men-
tal impairment which can be expected to 
result in death or which has lasted or can 
be expected to last for a continuous period 
of not less than 12 months.” 27 In children, 

disability is defined as “any medically deter-
minable physical or mental impairment or 
combination of impairments that caused 
marked and severe functional limitations, 
and that can be expected to last for a contin-
uous period of not less than 12 months.” 27 
Disability affects the whole person, as 
opposed to a specific organ or system, and 
results in the inability to perform activi-
ties of daily living or the complex activities 
necessary for work. For example, if a patient 
with a thoracic vertebral fracture is a pro-
fessional football player, he is considered 
to be disabled. However, if the patient is an 
accountant, he might be able to continue 
working as a paraplegic.

According to the World Health Organi-
zation, handicaps are “concerned with the 
disadvantages experienced by the individual 
as a result of impairments and disabilities: 
handicaps thus reflect interaction with and 
adaptation to the individual’s surround-
ings.” 24 A handicap represents the social and 
environmental consequences of the individ-
ual’s impairment or disability. A patient with 
a thoracic vertebral fracture and paraplegia 
requires a wheelchair, customized van, and 

Definitions and Examples of Impairment, Disability, and Handicap

Onset of signs or symptoms

or

Positive screening test (congenital 
or acquired) 

Diagnosis confirmed by physician

IMPAIRMENT (exterior) 

Structural or functional  
loss or abnormality

Loss or abnormality of psychological, 
physiologic, or anatomic structure 
or function

Example: thoracic vertebral fracture 
with spinal cord injury

Classification: intellectual; language; 
other psychological; aural; ocular; 
visceral; skeletal; disfiguring; 
generalized, sensory, and other

Manifestation of 
clinical disease

Limitations expressed 
by patient

DISABILITY (objective) 

Functional limitation 
for individual

Restriction or lack of ability to 
perform an activity in the 
manner or within the range 
considered normal

Example: occupation is key; 
a football player with this 
fracture has a career-ending 
injury, although an accountant 
may continue work

Classification: behavior, 
communication, personal care, 
locomotor, body disposition, 
dexterity, situational, particular 
skill, other activity restrictions

Consequences of illness 
(mental, physical, societal)

HANDICAP (social)

Social disadvantages

Disadvantage that limits or 
prevents the fulfillment of 
a role that is normal for a 
particular individual

Requires wheelchair, van, 
and appropriate handicap 
access

Classification: orientation, 
physical independence, 
mobility, occupation, social 
integration, economic self- 
sufficiency, other

Figure 1. Model for differentiating the terms impairment, disability, and handicap.

Information from references 17, and 21 through 25.
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appropriate handicap access; this is consid-
ered a handicap.

Brief Overview of Disability Programs
The federal government has two main pro-
grams that pay benefits to persons with dis-
abilities: Social Security Disability Insurance 
and Supplemental Security Income. To be eli-
gible for Social Security Disability Insurance 
benefits, recipients must meet two employ-
ment requirements: length of time that the 
patient has worked for an employer partici-
pating in the Social Security program and 
recent employment based on age at the time 
of becoming disabled. The rules vary based 
on these two requirements. After receiving 
24 months of Social Security Disability Insur-
ance payments, these patients become eligible 
for Medicare. Supplemental Security Income 
is intended for adults and children who have a 
limited work history and minimal resources. 
These patients usually qualify for Medicaid. 

By statute, each state’s no-fault workers’ 
compensation program provides benefits 

for work-related injuries and disabilities that 
include automatic benefits, limited liability 
without fault, and expeditious resolution 
of disputed issues. The automatic benefits 
include medical treatment (to ensure that 
an employee does not incur out-of-pocket 
expenses), indemnity wages, death ben-
efits, and an impairment settlement for 
permanent physical loss secondary to a 
work-related injury. Social Security Dis-
ability Insurance and workers’ compensa-
tion are the two largest disability programs. 
Although most states follow the current 6th 
edition of the AMA Guide, Utah’s workers’ 
compensation program is considered to be 
the model program where patients are evalu-
ated and their cases adjudicated in a timely 
manner. Utah’s litigation rate is less than 1% 
of claims, resulting in a dramatic reduction 
in cost for the employer, government, and 
patient.28 State disability programs are usu-
ally funded by payroll taxes and provide cash 
payments for individuals who are temporar-
ily unable to work. 

Table 1. Comparison of Routine Physical Examination and Various Disability Examinations

Type of examination Goal for encounter Components of examination Results  
Physician-patient 
relationship Extent of relationship

Conflict of  
interest

Additional  
training

Routine physical 
examination

Determine specific diagnosis Appropriate testing and treatment For patient only  Usual relationship Long term Usually not No

Medical impairment 
evaluation 

Determine specific diagnosis and 
define deviations from normalcy 

Establish diagnosis

Determine severity

Assess for impairment

Assess impact on functional ability

For referral agency  No active 
relationship

Limited to a single encounter Potential Preferred

Disability evaluation Assess medical impairment that 
precludes a specific task

Note age, educational background, 
educational capability, and social factors

What does the job require?

What tasks can the patient perform?

Has the patient reached maximal medical 
improvement?

For referral agency  No active 
relationship

Limited to appropriate number of visits to 
answer the referral agency’s questions and 
to obtain maximal medical improvement

Potential Preferred

Functional assessment Assess the ability of the patient to 
work (covers many organ systems 
at one time)

Create a list of body regions and maximal 
and sustainable levels of physical exertion

Link to specific requirements of job

Measure what the patient is willing to do, 
not necessarily how much can be done 

For employer or referral 
agency

 No active 
relationship 

Limited; varies from four to six hours to two 
to three days to complete

Potential Preferred

Information from references 4, 17, 21, 22, 24, 25, and 29 through 33.
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The U.S. Department of Veterans Affairs 
determines disability benefits for veterans. 
Private disability insurance may be pro-
vided by the employer or purchased by the 
employee. These policies cover the individu-
al’s specific occupation and do not require an 
on-the-job accident before going into effect.

Role of the Family Physician
Case scenario: A 46-year-old patient falls 
at work and experiences low back pain. He 
is treated conservatively, and the pain does 
not respond to physical therapy. The patient 
has no radicular symptoms, and denies loss 
of bowel or bladder control or muscle weak-
ness. He applies for disability benefits, and the 
agency sends the patient to you for an evalua-
tion. How do you proceed?

Disability agencies believe that family 
physicians are well suited to assess impair-
ment and determine functional limitations 
in their patients, because of the broad scope 
of practice and the strong physician-patient 
relationship developed over several years. 

Insurance companies hire family physi-
cians as independent medical evaluators to 
conduct assessments. Physicians can obtain 
additional training through continuing 
medical education sponsored by the Ameri-
can College of Occupational and Environ-
mental Medicine, the American Academy 
of Disability Evaluating Physicians, or the 
American Board of Independent Medical 
Examiners.

Table 1 compares components of a rou-
tine physical examination, medical impair-
ment evaluation, disability evaluation, and 
functional assessment.4,17,21,22,24,25,29-33 The dis-
ability evaluation is a stepwise process. It is 
important to know which agency requested 
the evaluation, the physician’s role (e.g., treat-
ing physician, new consultation, independent 
medical examination, functional assessment), 
the information required for the evaluation, 
and the rules governing the particular disabil-
ity program. Understanding the claimant’s job 
requirements and limitations is the founda-
tion. Figures 2 and 3 present algorithms for the 

Table 1. Comparison of Routine Physical Examination and Various Disability Examinations

Type of examination Goal for encounter Components of examination Results  
Physician-patient 
relationship Extent of relationship

Conflict of  
interest

Additional  
training

Routine physical 
examination

Determine specific diagnosis Appropriate testing and treatment For patient only  Usual relationship Long term Usually not No

Medical impairment 
evaluation 

Determine specific diagnosis and 
define deviations from normalcy 

Establish diagnosis

Determine severity

Assess for impairment

Assess impact on functional ability

For referral agency  No active 
relationship

Limited to a single encounter Potential Preferred

Disability evaluation Assess medical impairment that 
precludes a specific task

Note age, educational background, 
educational capability, and social factors

What does the job require?

What tasks can the patient perform?

Has the patient reached maximal medical 
improvement?

For referral agency  No active 
relationship

Limited to appropriate number of visits to 
answer the referral agency’s questions and 
to obtain maximal medical improvement

Potential Preferred

Functional assessment Assess the ability of the patient to 
work (covers many organ systems 
at one time)

Create a list of body regions and maximal 
and sustainable levels of physical exertion

Link to specific requirements of job

Measure what the patient is willing to do, 
not necessarily how much can be done 

For employer or referral 
agency

 No active 
relationship 

Limited; varies from four to six hours to two 
to three days to complete

Potential Preferred

Information from references 4, 17, 21, 22, 24, 25, and 29 through 33.
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Social Security Administration’s determina-
tion of disability in adults and children.34

The evaluation begins with a targeted his-
tory and physical examination, followed by 
diagnostic tests and referrals, as appropriate 
(e.g., orthopedic surgery, physical medicine 
and rehabilitation, cardiology, neurology, 
rheumatology). Psychologists and psychia-
trists may be needed to make recommenda-
tions regarding mental health issues. Based on 
the clinical presentation, the consultants, in 
conjunction with the referring physician, can 
perform additional tests, procedures, treat-
ments, or surgeries to confirm the diagnosis; 
determine the severity of disease (mild, mod-
erate, severe, end stage); and ensure that maxi-
mal medical improvement is achieved.

If the patient in this case scenario were 
applying for disability through the Social 
Security Administration, the physician 
would use the Administration’s Listing of 
Impairments, known as the Blue Book, 

which includes 14 broad categories of impair-
ments by organ system or disease type that 
are subdivided by specific conditions. The 
Blue Book list of impairments is available at 
http://www.ssa.gov/disability/professionals/
bluebook/AdultListings.htm. The Blue Book 
contains clinical criteria, measures of func-
tional limitation, and duration of involve-
ment. If the patient has a condition that 
meets the Blue Book diagnostic criteria, and 
the condition is expected to last more than 
12 months or result in death, the applicant 
automatically meets the criteria for disabil-
ity.30 If the patient’s condition does not meet 
the severity level based on the criteria, he or 
she may still meet disability criteria based on 
functional limitations. This is referred to as 
medical equivalence.35 

The next step is to assess the impact of the 
disease on a specific organ and to determine 
the patient’s impairment and functional abil-
ity.31 Most physicians do not receive training 
for this during medical school or residency. 
Describing the limitations and capabilities 
of the patient to perform specific duties is 
an imprecise science that requires clinical  

Disability Determination  
for Children

Step 1: financially eligible?

Denied

Denied

Denied

Step 2: severe 
impairment?

Allowed

Allowed

Step 3a: meets or 
equals medical listings?

Step 3b: functionally equals 
level of severity of listings?

No

No

No

No

Yes

Yes

Yes

Yes

Figure 3. Social Security Administration’s dis-
ability determination for children.

Adapted from Lahiri K, Vaughan DR, Wixon B. Modeling 
SSA’s sequential disability determination process using 
matched SIPP data. Soc Secur Bull. 1995;58(4):9.

Disability Determination for Adults

Step 1: financially eligible?

Denied

Denied

Denied

Denied

Denied

Step 2: severe impairment?

Step 3: meets or equals medical listings?

Allowed

Allowed

Expedited step 5: 
capacity for any work?

Step 4: capacity for past work?

Step 5: capacity for any work?

No

No

No

Yes

Yes

Yes

No

No

No

Yes

Yes

Yes

Figure 2. Social Security Administration’s disability determination for 
adults.

Adapted from Lahiri K, Vaughan DR, Wixon B. Modeling SSA’s sequential disability determi-
nation process using matched SIPP data. Soc Secur Bull. 1995;58(4):9.
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judgment. The evaluating physician has to 
define the patient’s impairment and his or her 
ability to stand, carry, lift, and handle, as well 
as mental demands (judgments and stress) and 
sensory requirements (hearing and vision).

Physical therapy and occupational therapy 
are useful for documenting range of motion 
and functional limitations. There is no sin-
gle functional assessment tool, but several 
validated questionnaires that measure per-
manent functional disability are available 
within specific areas36-40 (Table 2). For overall 
functional and pain assessments, the physical 
functioning scale of the 36-Item Short Form 
(SF-36) Health Survey and the Pain Disability 
Index are the tools of choice.40 The Oswestry 
Low Back Pain Disability Questionnaire is 
considered the preferred standard for assess-
ment of lower back functional outcomes. 

Another validated questionnaire, the Roland 
Morris Disability Questionnaire, can also 
be used.38,41 The functional capacity evalua-
tion summary provides the most important 
information required for the determination 
of disability. If indicated because of psycho-
logical factors or concern for malingering, 
the Performance APGAR (acceptance, pain, 
gut, acting, reimbursement) can be used 
to assess sincerity of effort or motivation.25 
The patient’s attitude is crucial for successful 
reemployment.32

The consultative examination report should 
be complete enough to enable an independent 
reviewer to determine the nature, severity, and 
duration of the impairment and, in adults, 
the claimant’s ability to perform basic work-
related functions. Conclusions in the consul-
tative examination report must be consistent 

Table 2. Functional Assessment Questionnaires and Tools

Questionnaires and tools Website

General functional assessment

36-Item Short Form (SF-36) Health 
Survey*

http://www.rand.org/health/surveys_tools/mos/mos_
core_36item.html

Functional Activities Questionnaire http://www.healthcare.uiowa.edu/familymedicine/fpinfo/Docs/
functional-activities-assessment-tool.pdf

Pain

Pain Disability Index* http://www.med.umich.edu/1info/fhp/practiceguides/pain/
detpdi.pdf

McGill Pain Questionnaire http://www.ama-cmeonline.com/pain_mgmt/pdf/mcgill.pdf

Low back pain

Oswestry Low Back Pain Disability 
Questionnaire*

http://www.rehab.msu.edu/_files/_docs/Oswestry_Low_Back_
Disability.pdf

Roland Morris Disability Questionnaire http://www.rmdq.org

Quebec Back Pain Disability Scale http://www.backpainscale.ca

Upper extremities

DASH (Disabilities of the Arm, Shoulder 
and Hand) Outcome Measure

http://www.dash.iwh.on.ca

Upper Extremity Functional Index http://www.rehab.msu.edu/_files/_docs/Upper_Extremity.pdf

Michigan Hand Outcomes Questionnaire http://www.cebp.nl/vault_public/filesystem/?ID=1404

Multidimensional Task Ability Profile http://www.mtapsystems.com

Upper Extremity Functional Scale http://www.acscla.com/upper_extremity.pdf

Neck pain

Neck Disability Index http://www.maic.qld.gov.au/forms-publications-stats/pdfs/NDI.pdf

Lower extremities

Lower Limb Outcomes Questionnaire http://www.aaos.org/research/outcomes/Lower_Limb.pdf

*—Preferred initial questionnaire or tool to guide assessment; other items listed in order of preferred use.
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with the objective clinical findings found on 
examination and the claimant’s history, symp-
toms, laboratory study results, and response 
to treatment. For adults, the report should 
include a description, based on the physician’s 
own findings, of the individual’s ability to 
do basic work-related activities. It should not 
include an opinion as to whether the claimant 
is disabled under the meaning of the law.30

The last step is to answer any specific ques-
tions from the requesting agency and to assist 
in determining apportionment. Apportion-
ment is the current whole-body assessment 
minus the percentage based on preexisting 
conditions. The agency takes into account 
age, education, work experience, and poten-
tial for retraining and accommodations in 
making the final determination regarding 
disability.33

Data Sources: An online search was conducted using the 
key terms impairment, disability, handicap, Social Secu-
rity Administration, workers’ compensation, veterans, 
disability process, Medicare, Medicaid, homeless with 
disabilities, disability assessment/evaluation/treatment, 
caregivers, effect on family, and census bureau disability 
statistics. Social Security, National Council on Disability, 
workers’ compensation, and Veterans Affairs websites 
were reviewed. A general search was conducted using 
the key terms on the following sites: UpToDate, National 
Guideline Clearinghouse, PubMed, Cochrane database, 
and the Agency for Healthcare Research and Quality. 
Search dates: November 2013 to October 2014.
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