
THE INTERSECTION OF 
MEDICINE AND DISABILITY:
A doctor’s view

A special report brought to you by



One of my first encounters with disability came soon after I 
had finished residency and was practicing family medicine. 
A 45-year old man whom I had seen for routine medical care 
asked me to fill out his “disability papers”. I was surprised that 
he was disabled; he was healthy, his hypertension was under 
good control, and he had just been telling me how he enjoyed 
driving the tractor at his farm. When I reviewed the “papers” 
I discovered that he was on long term disability for a remote 
episode of non-surgical low back pain. I asked him about it 
and he stated, matter-of-fact, “Yeah, I’ve been on disability for 
five years and I need this form filled out every year.” When he 
found out I didn’t share his opinion, he angrily left my office 
and practice.  

Medical school and even family medicine residency did not 
prepare me for understanding disability systems. It was this and 
similar episodes, as well as entering an occupational medicine 
practice, that started me on the path to better understand 
disability and impairment. 

Having been on the payer side for the past 12 years, I have 
continued to discover the many nuances of disability. I have 
also seen that other physicians, medical practitioners and even 
claims professionals lack basic knowledge of disability.
In this paper, I would like to help us understand the language 
of disability, how disability is evaluated, what to expect from 
a medical evaluation and how to communicate effectively with 
medical providers to achieve best outcomes. 

Let’s take a step back and look at disability in a broad context.

2.

Whether we are a health care 
practitioner, an employer or a 
claims professional, disability 
is something we deal with on 
a daily basis. 
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Context 

3.

Disability benefits in the United States are administered by 
a wide array of disparate systems, each having its own 
rules, definitions of disability, qualification requirements and 
benefits.

Workers’ compensation may be the oldest formal disability 
system in this country, dating back to the early 20th Century. 
It is administered at state and federal levels1 by employers, 
third party administrators and insurers following regulatory 
requirements that vary by jurisdiction. Workers’ compensation 
is designed to provide three types of benefits to employees 
that become ill or injured while working: medical benefits, 
income replacement for disability and, in few cases, death 
benefits to survivors. Most claims under this system are 
considered “medical only” and do not involve time away 
from work for the injured worker. Between 25 and 30 percent 
of cases are “lost time” and have corresponding disability 
benefits. 

The Social Security Administration (SSA) administers two 
disability programs: the more common Social Security 
Disability Income (SSDI) and Supplemental Security Income 
(SSI). The former is granted to individuals over the age of 
50 who meet certain requirements for permanent and total 
disability. The latter, SSI, is administered by the SSA as a 
federal-state program, that provides benefits to qualified low 
income individuals. 

The Department of Veterans Affairs (VA), through its Veterans 
Benefits Administration (VBA) is an important payer and 
administrator of disability benefits for 3.7 million veterans.2

Finally, many individuals have access to private short term or 
long term disability plans through their employer. These plans 
provide financial benefits to individuals who are off work due 
to a qualifying condition, as stipulated in that employer’s plan. 
Because of the voluntary and private nature of this system, 
employers may design plans that differ in benefits, elimination 
periods (when disability benefits are payable), qualifications 
and length of coverage.
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DEFINITIONS

Disability 
“Activity limitations and/or 
participation restrictions in an 
individual with a health condition, 
disorder or disease.”4

Impairment
A medical concept that is defined as 
“a significant deviation, loss, or loss 
of use of any body structure or body 
function in an individual with a health 
condition, disorder or disease.”3

Restriction 
What an individual should not do as 
a result of a medical condition.

Limitation
What an individual is unable to do 
as a result of a medical condition.

1  Federal Employees Compensation Act (FECA); Federal Employers Liability Act (FELA); 
Longshore and Harbor Workers’ Compensation Act (LHWCA); Jones Act (Merchant 
Marine Act). The Federal Black Lung Program specifically deals with workers who 
develop pneumoconiosis as a result of mining coal.

2 Holder, 2016.
3 AMA, 2008.
4 AMA, 2008.



Epidemiology  
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The World Health Organization (WHO) estimates that there 
are 1 billion disabled individuals worldwide, comprising 
13.3% of the world’s population. In the United States an 
estimated 19% of the non-institutionalized population (56.7 
million) has a disability.5 This uses a broad definition of 
disability, as adopted by the U.S. Census Bureau.6

Roughly 1 in 20 adults of working age (25 and 64) in 
the United States are not working due to a disability at 
an annual cost that exceeds $200 billion.7 The Social 
Security Administration pays disability benefits to 8.8 million 
individuals.8

The percentage of adults between the ages of 25 and 64 who 
receive SSDI benefits has grown steadily since 1957, when 
less than 0.5% of this population received benefits. In fact, 
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Cardiovascular disease and stroke 26% 11%

Mental health and developmental disorders 10% 19%

Musculoskeletal disorders 8% 34%

5 U.S. Census Bureau, 2012.
6  A person with a disability “is one who is unable to perform one or more 

activities of daily living; has one or more specific disabilities; or is a long-
term user of assistive devices such as wheelchairs, crutches, and walkers.” 
[NSIP]

7 Roy, 2013.
8 SSA, 2017.
9 Joffe-Walt. 2013

it wasn’t until 1965 that this group exceeded 1% of working 
age individuals. After dropping in the late 1970s, the rate of 
disability benefits has grown to almost 5% of adults (25-64) in 
2016.

In the past fifty years there has also been a shift in the medical 
conditions leading to disability payments.9 Cardiovascular 
disease and stroke were the most common reason for 
disability in 1961, but fell much lower by 1991. The proportion 
of disability payments for other medical diagnoses like 
neurological diseases, cancer, diabetes or respiratory 
conditions have dropped or stayed constant. On the other 
hand, musculoskeletal conditions comprised only 8% of newly 
disabled workers in 1961, but that proportion has risen to 34% 
in 2011.
 



5.

The Language of Disability 

The language of disability is complex and often misunderstood. Most medical professionals and, to a degree, claims 
professionals fail to use the language precisely, which can lead to confusion, claim delays and other unintended 
consequences. Is the employee disabled? Impaired? Do they have an impairment? Is this a restriction, a limitation, or both?, 
These concepts are poorly understood. As professionals in this field, we need to understand the lexicon of disability and strive 
to use it precisely. We also need to educate medical providers so that our communication can be effective.

Let’s begin with the fundamental concepts of impairment and disability. 
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“ As professionals in this field, we need to understand the lexicon 
of disability and strive to use it precisely.” 



Impairment and Disability

Impairment is a medical concept that is defined as “a 
significant deviation, loss, or loss of use of any body structure 
or body function in an individual with a health condition, 
disorder or disease.”10 It deals with any deviation from 
wholeness in the anatomic, physiologic and psychological 
realms. 

Disability, on the other hand, is a term that is variously 
defined by the administrative or legal system with jurisdiction 
over it. For example, under the Americans with Disabilities 
Act, an individual with a disability is defined as “a person 
who has a physical or mental impairment that substantially 
limits one or more major life activities, a person who has a 
history or record of such an impairment, or a person who is 
perceived by others as having such an impairment.”11

The SSA defines disability as “the inability to engage in 
any substantial gainful activity by reason of any medically 
determinable physical or mental impairment which can be 
expected to result in death or which has lasted or can be 
expected to last for a continuous period of no less than 12 
months.”12

Other regulatory bodies or international bodies such as the 
World Health Organization define disability differently. As 
alluded to above, private disability plans can have varying 

definitions of disability, governed by specific contractual 
language.

For our purposes, we will use the broad definition of disability 
provided by the American Medical Association: “activity 
limitations and/or participation restrictions in an individual 
with a health condition, disorder or disease.”13 Although a 
medical condition or diagnosis may lead to a disability, it is 
the limitation or restriction to participate in a desired activity 
within a specific context (for example, work) that constitutes a 
disability. 

An impairment may lead to a disability, but not necessarily. 
The example of a little finger amputation is illustrative. If, as a 
result of an injury, two individuals lose their little finger, they 
are both considered to have an impairment (loss of anatomy). 
A concert pianist may be severely disabled to continue this 
chosen career; an accountant would not. Both have the same 
level of impairment; however, the level of disability is very 
different.

Because impairment and disability are such different, 
although interrelated, concepts we should avoid confusing 
them. 

10 AMA, 2008.
11 DOJ, 2009.
12 https://www.ssa.gov/disability/professionals/answers-pub042.htm. Accessed Sep 22, 2017.
13 AMA, 2008.
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Needless Disability
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Another concept that is used and I think is very helpful is the 
term “needless disability,” which refers to days away from 
work that are not medically necessary. A 2017 American 
College of Occupational and Environmental Medicine 
(ACOEM) position paper estimates that 60 to 80% of lost 
work days attributed to medical conditions, “involved time 
off from work that was not really required by the condition 
itself.”14

Aside from the significant economic, productivity and societal 
impacts, needless disability can be harmful to the individuals 
who are away from work: financially, emotionally, socially 
and from the perspective of health. 

The topic of worklessness has been addressed elsewhere.15 
Being off work can be harmful to an individual’s wellbeing. 
When we are absent from work we are more likely to 
experience depressed mood, increased pain, irregular sleep 
and aerobic deconditioning.

Workless populations experience a two-to-three-fold 
increased risk of poor general health, including higher rates 
of cardiovascular disease, lung cancer and respiratory 
infections; a two-to-three-fold increase in the risk of mental 
health problems; and an excess mortality of 20%. Suicide 
rates increase by a factor of six (much higher in young men).

Worklessness increases rates of smoking, alcohol abuse, illicit 
drug use and risky sexual behavior. 
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Because of this needless disability is a serious societal and 
health issue. And, as we know, the longer an individual is off 
work, the less likely the individual will ever return to work, 
as seen in the following chart that summarizes a study of all 
2011 and 2012 work injuries in the State of Washington.16

Three months after a disabling injury, the likelihood of ever 
returning to work was around 90%. That probability drops to 
32% at one year and 5% at two years. Time is not on our side, 
when it comes to disability, and the health consequences to the 
individual can be significant.

14 ACOEM, 2017.
15 See, for example, my summary in Worklessness may be dangerous to your health.
16 WDLI, 2013.
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Restrictions and Limitations 

Disability Evaluation: Physicians and Medical Providers

8.

When assessing an individual’s alleged disability, several 
factors need to be evaluated in the context of the specific 
disability system (workers’ compensation, SSDI, private 
disability, etc.): medical condition, extent of work inability 
and its duration. These three may be claimed by the 
employee, but most administrative systems require that a 
medical provider corroborate certain facts.

An estimated 9% of medical visits involve some sort of 
determination of work ability.17 Whether it’s a return to work 
note after surgery; assigning work restrictions for a work 
injury; or filling out a disability form, doctors commonly 
participate in disability evaluations at the request of the 
patient, employer or benefits administrator. For a variety 
of reasons (see below), many physicians find the process 
confusing and frustrating.  

  Inadequately completed forms will frequently 
prompt calls from patients, employers, case 
managers and claims adjusters seeking 
clarification or challenging specific elements 
of the certification. Additionally, a substantial 
number of claims are rejected on the basis of 
insufficient information.18
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How well are medical providers equipped to make these 
determinations? We see wide variations in practice among 
doctors and other healthcare practitioners.

In an attempt to categorize how doctors make disability 
determinations, researchers in New Zealand reviewed the 
disability determination process of workers who had been 
diagnosed with low back pain in the context of a work 
injury.19 They classified four types of disability determination 
processes, or responses.

The first category is called the process response. In this 
scenario, the doctor decides the extent and duration of the 
disability without consulting the patient. So, for example, 
a surgeon might put her patient off work for two weeks 
after gallbladder surgery. Or an occupational doctor might 
recommend restrictions of no lifting greater than 25 pounds to 
a patient with low back pain. 

Two concepts that are often conflated are restrictions and 
limitations (R&Ls). It is important that we understand the 
distinction.

A limitation refers to what an individual is unable to do as a 
result of a medical condition. A restriction refers to what an 
individual should not do as a result of a medical condition. 

“R&Ls” may affect an assigned work duty and may support 
a disability. I would suggest, however, that we think of them 
separately and that we begin with limitations, since they 
are objective and can be clearly defined. For example, my 
patient may not be able to flex her shoulder past 45 degrees 

because of a frozen shoulder condition. I can measure the 
range of motion and report it. Not every limitation is disabling 
and we must always address the context of the individual’s 
work duties. If my patient is required to reach overhead, the 
limitation supports disability.

Restrictions address risk to self or others. For example, my 
patient with an uncontrolled seizure disorder should be 
restricted from climbing heights and operating machinery. 
He may be able to do so (no limitation) but, clearly, the risk 
of hurting himself or others is unacceptable. Assigning a 
restriction involves making a judgment (in many cases an 
educated guess) of the likelihood and acceptability of risk. 

17 Pransky, 2002.
18 Barron, 2001,
19 Wrapson, 2010.

An estimated 9% of medical visits 
involve some sort of determination 
of work ability.17
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The study doesn’t address how doctors decide the extent and 
duration of disability. In practice, most doctors resort to some 
sort of heuristic that is shaped by their training, experience, 
biases and beliefs. It’s important to realize that there is 
very little in the way of scientific studies or evidence based 
guidance for most disability determinations. 

The second category was labeled a cued response and in 
this case the patient guides the doctor. For example, a patient 
may claim there are no possible accommodations at work, or 
might indicate to the doctor that he’s ready to return to work.

The consultative response involves a discussion or negotiation 
between the doctor and the patient before coming to a 
mutually agreed on plan. This type of response involves a 
shared decision-making process. 

In the last of the four categories, the laissez-faire response, 
the doctor leaves disability decisions up to the patient.

Underlying most of these responses is the fact that patients 
often drive the disability decision process. Doctors 
acknowledge that they are often influenced by patient input 
and demands when managing return to work decisions.20,21  
In many cases, the physician acts as scribe for the patient, 
who dictates length and extent of disability. 

Not only are we likely to report the self-described limitations 
and restrictions of our patients, but as a profession, are we 
as physicians willing to exaggerate clinical data to help a 
patient we think deserves disability benefits? A 1996 study 
asked just that question and 44% of responding physicians 
answered in the affirmative.22

Being a scribe, or stretching the truth is hardly the ideal of 
the profession we entered. Why do we do it and why do 
we have such a hard time making disability determinations? 
Several reasons may be suggested. 

1. Physicians may lack knowledge of the patient’s work 
duties. They rely on a patient’s description of their job 
functions, expectations and conditions. 

2. Physicians may prefer to serve as a “patient advocate.” 
In the mistaken view that time away from work is helpful, 
doctors sometimes unwittingly cause harm by putting 
their patient at risk for the many ill consequences of 
worklessness. It is ironic, therefore, that such behaviors 
end up causing harm, rather than advocating for patient 
wellbeing.

3. Physicians may believe that the relationship with their 
patient may suffer. Undoubtedly, sometimes this may be 
true, as described in my anecdote above. However, the 
relationship could also become stronger during an honest 
dialogue about health and work.

4. Physicians lack formal training in impairment and 
disability matters. This is undoubtedly true and presents us 
with an opportunity to educate the physicians with whom 
we communicate.

5. Physicians may lack the time to make complex work 
decisions and fill out forms.

6. Physicians are rarely compensated for their work 
determinations.

 
Adopting a risk-capacity-tolerance model, as advocated by 
Dr. James Talmage, may help physicians and other medical 
providers in their role of giving medical opinions about 
disability.23

20 Soderberg, 2003.
21 Pransky, 2002.
22 Zinn, 1996.
23 Talmage, 2007.

Are you willing to exaggerate 
clinical data to help a patient you 
think deserves disability benefits?

NO

44% 56%
YES
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Capacity refers to current ability—what an individual can 
do. It is the inverse of a limitation. Risk is synonymous with 
restriction as defined above. 

Capacity and risk can be assessed by a medical provider, 
albeit imperfectly. Capacity may be easier to assess by 
matching observable data (e.g., range of motion, lifting 
ability, gait, exercise capacity) to the functions of the job 
as supplied by the patient’s employer. Risk assessment, as 
explained above, involves a judgment of likelihood and 
severity.

The concept of tolerance is an important one because it 
acknowledges that individuals with capacity and no risk (i.e., 
no limitations or restrictions) may need to choose whether to 
engage in certain work activities in the presence of symptoms 
such as pain and fatigue. In essence, individuals must engage 
in a calculus that weighs the benefits of working (financial, 
emotional, social, etc.) against the costs (discomfort, pain, 
fatigue). “Tolerance is unique to every individual. Tolerance 
is not scientifically measurable. Tolerance is not predictable 
by objective findings.”24 The question, “May this individual 
with headaches work at his desk job?” is a medically 
unanswerable one.

There are other questions that cannot—or should not—be 
answered by the physician. Nevertheless, we see many 
doctors commenting about non-medical matters. Whenever 
a medical provider makes a statement such as “substantial 
gainful activity”; “compete in the marketplace”; or “gainful 
employment” they are outside of their area of expertise 
(unless they also happen to be vocational rehabilitation 
specialists or economists). 

Our role as physicians is not to make final disability 
determinations. It is to provide truthful and accurate 
information so that employers, benefits administrators or 
judges can make informed disability decisions.

REWARDS COSTS

Wages / benefits Pain

Emotional Fatigue

Purpose Other Symptoms

Social

24   Talmage JB. Failure to Communicate: How Terminology and Forms Confuse the Work Ability/Disability Evaluation Process. 
J Insur Med. 2007;39:192–198.
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Disability Determinations

Let’s attempt to put some of these concepts together to 
evaluate an alleged disability. Every disability claim can be 
understood using this framework:

An individual (employee, claimant) with a medical diagnosis 
(or condition) confirmed by a physician claims the inability to 
do one or more activities because of limitations or restrictions 
and this has an occupational impact for a specified period of 
time.

For example, a 50-year old forklift operator suffers a right 
femoral fracture requiring surgery and a postoperative cast. 
The employee claims the inability to perform his work duties. 
His physician agrees that the claimant has the following 
limitations: inability to move his right ankle and knee, to walk 
unassisted and to bear weight on the right. His restrictions 
include no climbing or driving because he could harm himself 
or others while in a cast and using crutches. The occupational 
duties impacted are driving, climbing, walking. The length of 
time is likely to be 12 weeks.

Individual

Diagnosis or condition

Confirmed by attending physician

Claims inability to do activity

Limitations or restrictions

Occupational impact

Specified amount of time

WHAT EMPLOYEE EMPLOYER PHYSICIAN ADMINISTRATOR

Duty X

Job X

Employment X

Limitation X

Capacity X

Restriction (risk) X

Tolerance X

Impairment X

Disability X

The following table helps us understand what the roles and responsibilities of the different stakeholders are.

It’s vital to remember that disability decisions, in the end, are administrative decisions that lie in the benefit administrator’s 
responsibility. They are not medical decisions, although they rely on medical information, among other data.



Communication
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Better understanding of the roles through improved 
communication among stakeholders will lead to better 
disability decisions.

The doctor’s role has already been described.

The employer’s or claim administrator’s role is to make final 
decisions about disability. When that decision requires the 
input of a medical provider, the relevant information should 
be requested in a clear manner, with an explanation of the 
importance of obtaining such. Because most providers are 
unfamiliar with the terminology we use, it may be helpful 
to define terms such as impairment, disability, limitations, 
restrictions, capacity and tolerance. 

If clarification about work capacity is necessary, a couple of 
questions may be useful.

Doctor, what is it about staying at home that will help your 
patient recover?

This may compel the physician to question his or her motives 
or rationale for the recommendation they have made. Staying 
away from work is not necessarily curative and, in most 
cases, can be avoided. 

Doctor, if your patient were to ask to return to work today, 
would you agree to it?

If they agree, then there are no present limitations or 
restrictions and the patient has the medical capacity to return 
to work. If they would not agree to returning the patient to 
work, we can attempt to understand the rationale behind it  
(i.e., what limitations or restrictions are keeping the individual 
from work activities).

Explain exactly what you need

Explain the context and why it’s important to their patient

Define terms such as impairment, limitations and restrictions

Request information that supports limitation or restrictions

Do not ask doctors to make administrative decisions

Follow up with clarification questions, if needed



Disability determinations are complex. Medical, regulatory, 
contract and administrative decisions and input are often 
needed. Many stakeholders may be involved in the process. 

Doctors and other healthcare professionals are part of the 
determination process, but they are not final arbiters. Their role 
is to provide accurate, full and clear information that allows 
others to determine the presence, extent and compensability of 
disability. 

Disability administration professionals must be skilled in the 
correct application of regulations or contract language, and are 
responsible to carry out a thorough investigation that requires 
medical data from an attending physician. By using precise 
language, asking the right questions and explaining your needs 
to the physician, you will be empowered to make better and 
more timely disability determinations that will benefit all the 
stakeholders in a disability claim.

13.

CONCLUSION
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Dr. Marcos Iglesias is senior vice president and chief medical officer of Crawford & Company’s 
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executive, national speaker and author, Iglesias is known for his compassion for patients, 
progressive and inspirational leadership, and integrated approach to injured worker care. Iglesias 
has a special interest in the prevention and mitigation of delayed recovery and disability. He is 
driven to help ill and injured workers live active, productive and fulfilling lives, which has led him to 
develop innovative, comprehensive disability management solutions that focus on returning workers 
to pre-injury function.

Iglesias is board certified in family medicine and utilization review and quality assurance. He is also a fellow of the American 
Academy of Family Physicians, American College of Occupational and Environmental Medicine and the American Institute of 
Healthcare Quality. Iglesias received his medical degree from the University of Toronto and a master’s in medical management 
from the University of Southern California’s Marshall School of Business. 

He may be contacted at Marcos_Iglesias@choosebroadspire.com.
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Contact Us
Broadspire, a Crawford company, is a leading global third-party administrator to employers and insurance 
companies, offering a broad array of customized claim, medical management, and disability and leave 
management services designed to increase employee productivity and contain costs. With industry-leading 
claims management, case management, absence management, medical bill review, pharmacy programs, 
physician review services and preferred provider networks, Broadspire makes a positive impact on 
employee productivity and claims costs every day. 

Our team is ready to discuss your program goals and help you to achieve positive claim outcomes. 
Contact us at Broadspire_info@choosebroadspire.com or 973-439-6761 for more information.
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