Identifying The Disabled: Concepts and Methods in the

Measurement of Disability

ESTIMATES OF the number of disabled people
in the United States vary substantially, according
to the particular concept and method used. The
terminology used to describe disability is fre-
quently inconsistent, and considerable confusion
exists about concepts, criteria, and operational
definitions. Different terms are used to designate
similar aspects of disability, and the same terms
are sometimes used to designate different aspects
and levels of limitation.

The methods of measurement common to survey
research differ substantially from the disability
evaluation procedures used in judicial and admin-
istrative decisions in benefit, compensation, and
rehabilitation programs. Administrative disabil-
ity determinations tend to rely primarily on the
medical evaluation of impairment—often as the
sole criterion for the evaluation of disability.!
Population estimates based on survey interviews
rely primarily on the respondent’s evaluation of
his limitations in activities such as work, house-
keeping, or school.

Literally interpreted, disability refers to “loss
or reduction of ability.” Definitions in use in
clinical studies, survey research, and administra-
tive evaluations commonly accept the loss or re-
duction of capacity to engage in normative role
activities as the central point of reference of dis-
ability, with an origin in impairments or func-
tional limitations resulting from disease or injury.
The specification of activity requirements and the
criteria for determining ability loss are, however,
related to the research or administrative objec-
tives.

* Director, Division of Economic and Social Surveys,
Office of Research and Statistics.

1 American Medical Association, Committee on Medical
Rating of Physical Impairment, Journal of the American
Medical Association, “Guides to the Evaluation of Perma-
nent Impairment(s): The Extremities and Back,” Feb.
15, 1958; “The Visual System,” Sept. 27, 1958; “The
Cardiovascular System,” Mar. 5, 1960; “Ear, Nose,
Throat, and Related Structures,” Aug. 19, 1961; “The
Central Nervous System,” July 6, 1963; ‘“The Digestive
System,” Apr. 13, 1964 ; “The Peripheral Spinal Nerves,”
July 13, 1964 ; “The Respiratory System,” Nov. 22, 1965 ;
“The Endocrine System,” Oct. 10, 1966 ; “Mental Illness,”
Dec. 19, 1966.
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A national survey of disabled adults has been
undertaken by the Social Security Administra-
tion to examine the major economic, occupational,
and other social consequences of disability and to
evaluate the social insurance provisions for dis-
ability. In order to provide an adequate concep-
tual basis for the study and the identification pro-
cedures, the definitions and criteria of disability
in current use were reexamined. A new survey
instrument for identifying the disabled was de-
veloped in order to meet the objectives of the
study.

This article describes the methods and proce-
dures used to develop and test a survey instru-
ment to identify the disabled adult population.
The differences in concept and methods and in
the estimated levels of prevalence from other
methods for identifying disability are discussed.
The purposes of the Social Security Administra-
tion disability study are also reviewed.

DISABILITY CONCEPTS

The terminology and criteria of disability in
administrative use reflect the objectives of the
defining organizations and their social context.
Individuals with the same degree of impairment
or limitation of functional capacity are not neces-
sarily comparably classified as disabled under dif-
ferent programs, nor would an individual meeting
one set of disability criteria necessarily qualify
under another evaluation procedure. Organiza-
tions with a responsibility for benefit or compen-
sation awards tend to emphasize medical evidence
requirements and the restrictiveness of the im-
pairment. Organizations with rehabilitation ob-
jectives tend to focus on vocational potential and
the “marketability” of the client.?

Program-administering agencies—such as the

2 Marvin B. Sussman (editor), Sociology and Rehabili-
tation, American Sociological Association, 1966, page 68,
and Saad Z. Nagi, “Some Conceptual Issues in Disability
and Rehabilitation,” ibid., page 110.
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Social Security Administration, the Veterans Ad-
ministration, the Social and Rehabilitation Serv-
ice, and the State public assistance and workmen’s
compensation agencies—define their eligible pop-
ulation in terms of procedures and criteria rele-
vant to their objectives and their statutory
authority. In addition to disability criteria, each
program may apply criteria unrelated to the dis-
ablement itself, such as work experience, financial
need, place of injury, local residence, and similar
requirements. Where the program is State-ad-
ministered, as in workmen’s compensation and aid
to the permanently and totally disabled (APTD),
the criteria and procedures may vary from State
to State, permitting potentially more than 50
criteria for disability evaluation for each pro-
gram.?

Disability in the compensation context is often
evaluated on the basis of “scheduled impair-
ments,” regardless of the capacities involved in
specific activities. Where wage loss is a considera-
tion in the award, the economic consequences of
an injury may also enter into the evaluation. The
extent of the impairment and the causative rela-
tionship are usually, however, the key issues in
compensation awards.* Programs such as work-
men’s compensation, for example, have produced
a huge literature on medico-legal requirements
for evidence of impairments.®

This approach is closely related to the primacy

3Phil;p Frolich, A Summary of APTD Requirements
and Comparison with OASDI, Division of Economic and
Social Surveys, Office of Research and Statistics, Social
Security Administration; and Bureau of Family Services,
Characteristics of State Public Assistance Plans Under
the Social Security Act (Public Assistance Report No.
50), 1962.

¢+ Wilmer C. Smith, Principles of Disability Evaluation,
J. B. Lippincott Company, 1959, pages 11, 74, 76, 196.

3 See, for example, Earl D. MacBride, Digability Evalu-
ation, J. B. Lippincott Company, 1963; Richard T. Hud-
son, “Disability Evaluation,” American Surgeon, August
1959; Packard Thurber, “Observations on Disability
Evaluation,” Medical Trial Technique Quarterly, 1960,
pages 215-220; Arthur J. Vorwald, E. D. Robin, B. L.
Gordon, H. L. Motley, and T. B. Noonan, “Evaluation of
Disability,” Archives of Environmental Health, June
1964; H. H. Kessler, Accidental Injuries: The Medico-
Legal Aspects of Workmen’s Compensation and Public
Liability, Lea and Febiger, 1941; Council on Industrial
Health, Medical Relations Under Workmen's Compensa-
tion in Illinois (Illinois State Medical Society), 1953;
Don M. Jackson, “Compensation Hearings: Medical
Witnesses, Disability, and Medical Impairment,” Journal
of the Kansas Medical! Society, October 1964; and Wil-
mer C. Smith, op. cit.
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given to impairment evaluation in the American
Medical Association guides. Although the dis-
tinction between the medical impairment and dis-
ability is recognized, the impairment is “in fact
the sole or real criterion of permanent disability
far more often than is readily acknowledged.”™

Income-maintenance programs, such as disabil-
ity insurance under the Social Security Act and
the public assistance APTD programs, are con-
cerned with the socio-economic consequences of
disability. Their procedures typically require only
dichotomous judgments for eligibility require-
ments. Although consideration is given to voca-
tional factors, such as age, education, training,
and work experience, the severity of the impair-
ment and the resulting functional limitations,
based on medical evidence, are the primary con-
siderations in the disability evaluation.’

Rehabilitation agency definitions also tend to
be impairment-oriented but from the viewpoint
of adjustment or prevention. The criteria for
disability may be more flexible in order to iden-
tify populations with greater potential—as, for
example, those with chronic diseases or impair-
ments, regardless of the extent of capacity limita-
tion.®

The relationship of these aspects of disability
may be clarified by a review of essential terms and
of the analytical distinctions that appear most
useful for research in disability.

Disease and Injury

The origins of disabilty may be identified with
the onset of a mental or physical disease process
or trawma, involving anatomical or functional
abnormalities in bodily and behavioral processes.
During the acute stage or active pathology of the
disorder, short-term limitations in functional
capacities are frequently evident and accepted—
such as bedrest, absenteeism, and avoidance of

6 American Medical Association, “Guides . . .” op. cit.

7 Social Security Administration, Disability and Social
Security, March 1965.

& Hearings before the Subcommittee on Executive Re-
organization, Federal Role in Programs for the Handi-
capped (89th Congress), July and August 1966, testi-
mony by Mary E. Switzer, pages 30—40; Willilam M.
Usdane, “Introduction,” Sociology and Rehabilitation
(Marvin B. Sussman, editor), American Sociological As-
sociation, 1966, pages xiii-—xxi.
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social contact to limit infections.* Most disease
process is of this nature. A 1949 survey found
that one-fourth of the adults unable to work be-
cause of a sickness or disability on the survey day
had been incapacitated for 1 week or less. An
average of 3 days a year are lost from work
among the employed population of the United
States because of acute conditions or because of
sickness.?°

Chronic diseases may be of a continuing or re-
current nature or may stabilize after an active
stage. As F. C. Shontz has pointed out, acute and
chronic disease processes may not be clearly dis-
tinguished even in patients with chronic diseases,
since both types of disease may be part of the
same process.? The arrested disorder or trauma
may, however, produce residual losses and abnor-
malities as a direct result of the disease process,
such as destruction, loss, or injury to body tissues,
with a consequent loss of functional capacities.
Other effects or extrinsic residuals, such as muscle
atrophy, hallucinatory symptoms, bed sores, in-
continence, and character and personality dis-
turbances, may result from stimulus depriva-
tion,'? pain, or anxiety, although they may not be
a direct consequence of the mental or physical
disorder or injury. Extrinsic residuals are, in a
sense, the products of the social management of
the disorder.

Residual Impairments

It is useful to characterize the disease and in-

9 The exemptions and expectations of the sick role
have been discussed in Talcott Parsons, The Social Sys-
tem, Free Press, Glencoe, 1951, pages 439-447; G. G.
Kasselbaum and B. O. Baumann, “Dimensions of the
Sick Role in Chronic Illness,” Journal of Health and
Human Behavior, Spring 1965; and Gerald Gordon,
Role Theory and Iliness, College and University Press,
New Haven, 1966.

10 Marjorie E. Moore and Barkev 8. Sanders, “Extent
of Total Disability in the United States,” Social Security
Bulletin, Novembex 1950; U. S. Public Health Service,
National Center for Health Statistics, Acute Conditions
(Series 10, No. 26), table 10.

11 F. C. Shontz, “Severe Chronic Illness,” Psychological
Practices with the Physically Disabled, edited by J. F.
Garrett and Edna S. Levine, Columbia University Press,
1962, New York, pages 415416.

12 Bernard D. Daitz, “The Challenge of Disability,”
Americans Journal of Public Health, April 1965, and
Nagi, op. cit., page 104.
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jury residuals as impairments, relating primarily
to abnormalities in physical and mental structure
and functioning and to characterize the activity
losses or restrictions as functional limitations.
Muscle atrophy, for example, might constitute a
residual impairment of stroke, but mobility losses
are functional limitations. A close correlation be-
tween the extent of muscle atrophy and the ability
to walk may be expected, most markedly at the
extremes, but the intervening variables of per-
sonal orientation and environmental expectations
will also influence the outcome. As Bert Hanman
has observed, similar impairments do not always
mean similar activity limitations for everyone
nor that everyone has similar remaining abilities.*®

The distinction, while helpful for some pur-
poses, is not essential to disability conceptualiza-
tion, since impairments may restrict activity not
only through direct functional limitations but
also through therapeutic limitations, environmen-
tal restrictions, energy reserve losses,* and psy-
chological overlays. Of more importance in the
consideration of the impairment or functional
limitation is the expected duration. Only when
the impairment is expected to be of prolonged
duration, to aggravate existing conditions, or to
stimulate complications of long duration can it be
considered an element in the changed pattern of
behavior that constitutes disability.

The term handicapped has also been used as an
expression of disability, in referring to defects
and limitations imposed by disease or injury, as
well as to social disadvantages. Handicaps are
frequently referred to as limitations an individual
has or has not overcome. In this sense, handicaps
may be considered as competitive disadvantages.
The individual may retain or develop the abil-
ity to cope with the environment by minimizing
the extent of incapacity or, more affirmatively, by
optimalizing the use of his residual capacities.
Handicaps presuppose the existence of an impair-
ment of structure or function but not necessarily
of a functional limitation. An individual with a
disability or an incapacity for structured role per-
formance would of necessity have a handicap, but
an individual with a handicap need not neces-

13 Bert Hanman, “Clues in Evaluating Physical Dis-
ability,” Journal of Occupational Medicine, November
1959.

14 Wilmer C. Smith, op. cit., pages 63 and 137-139.
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sarily be disabled.”* A chronic disease would not
necessarily constitute a handicap, unless there
were disease residuals with the potential for creat-
ing activity limitation. The definition of handi-
caps given in a recent Danish study represents an
interesting ideal-type application of this distinc-
tion:

For the purposes of this survey a physical handicap
is defined as a protracted physical disease or defect of
such a degree that an unskilled unmarried worker with-
out support from his surroundings and with mental re-
serves and energy a little below average, normally
would have difficulty in coping with daily life on an
equal footing with others if he were suffering from the
disease or defect in question.

In other words, the difficulties caused by the physical
handicap need not actually be present for a person to
be included in the survey, if they have been compensated
by, e.g., favorable social circumstances, particularly high
intelligence, or great energy.1®

In terms of prevalence estimates, the number
of handicapped people in the population should
be greater than the population with activity
limitations but less than the number with chronic
conditions. It should approximate the number
with residual impairments of a nature and extent
to be reportable by the individual or observed by
others as creating difficulty or requiring special
adjustments to participate in normal activity.

Disability is distinguished from functional
limitations by its relationship to the required
capacities for the performance of normal roles
and activities. Disability represents a loss or de-
crease in ability to respond to behavioral expecta-
tions as a result of impairments and functional
limitations.The nature and extent of the capacity
losses, the residual capacities, and the opportunity
for using residual capacities defines the severity
of the disability. The initiating condition may be
relevant to the residual impairments, as active
pathology, or may be of interest in the epidemi-

15 It should be recognized that usage on this point is
far from uniform. Beatrice Wright, for example, uses
disability to refer to the medical condition, as deviation
from the normal standard, and handicap to refer to
capacity limitations, in terms of the requirements of the
environment (Physical Disability—A Psychological Ap-
proach, Harper and Row, 1960, pages 7-9). For another
approach, see Maya Riviere, Rehabilitation Codes: -
Year Progress Report, 195762, Rehabilitation Codes,
Inc., pages 1-2 and 60-64.

16 Bent R. Anderson, Methods of the Study of the
Physically Handicapped in Denmark, Danish National
Institute of Social Research, Copenhagen, 1964, page 6.

ology of disability. It is not intrinsic to the nature
of the disability nor is it necessarily predictive of
its severity.l” Disabilities with different etiologies
may have similar capacity restrictions, while sim-
ilar conditions may produce different patterns of
activity limitation.

When physical and mental impairments affect
functional ability in intellectual, emotional, social,
and economic areas, the affected individual may
be defined as disabled or as exhibiting changes in
behavior characteristic of disability. The inter-
action of the individual with the environment
structures the nature or perception of disability,
as the requirements or behavioral expectations for
which his capacity to respond is evaluated. Dis-
ability is the result of social and individual
processes as well as medical processes. In con-
sequences as in epidemiology, disability is a “so-
cial problem with medical aspects.”®

The adaptability of the individual, in terms of
his age, education, skills, and temperament may
mitigate the capacity-limiting effects of the un-
derlying impairment. The greater his capacity for
adaptation, the greater the likelihood of com-
pensation for capacity losses. Performance re-
quirements may be met by different combinations
of residual capacities, by changes to an environ-
ment with requirements within the scope of his
capacities, by acquiring new capacities to offset
the incapacity, through retraining, or by changes
in the capacity requirements within an environ-
ment.

Disability is also distinguished from the limita-
tions of short-term acute conditions or sickness by
its duration. The impairment and limitation re-
siduals of disability are of permanent, prolonged,
or indefinite duration. They may be irreversible
or require extensive or prolonged treatment to
restore functional capacity. The behavioral pat-
terns of disability must, therefore, also be of an
extended or continuing nature, as adjustments to
the loss of capacity for work and social activities
and their possible consequences for income sup-
port, for family stability, and for social involve-
ment.

17 James N. Morgan, Martin H. David, Wilbur J.
Cohen, and Harvey E. Brazer, Income and Welfare in
the United States, McGraw-Hill, 1962, pages 222-231.

18 James F. Garrett and Edna 8. Levine, editors,
Psychological Practices with the Physically Disabled,
Columbia University Press, 1962, page ix.
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SURVEY OF DISABLED ADULTS

Under the old-age, survivors, and disability in-
surance (OASDI) program, disability benefits
are provided to severely disabled adults with ex-
tensive work experience in covered employment
and to adults disabled since childhood who are
dependents of retired, disabled, or deceased bene-
ficiaries.

As part of the Administration’s continuing
evaluation of program administration and social
policy issues, the Office of Research and Statistics
conducts a wide variety of studies into areas re-
lated to income-maintenance problems. Relatively
little information has been available on the
social and economic consequences of disability.
Most of the research in disability has been local,
clinical, or of a limited descriptive nature.

Following a pilot study of OASDI disability
insurance beneficiaries conducted in 1960,'° the
Social Security Administration undertook a ma-
jor national study of disability. The study popu-
lation includes all disabled adults aged 18-64
in the United States. The study has several ob-
jectives:

—to described the prevalence, nature, and extent of
work-limiting disability

-—to examine the relationship of antecedent and onset
factors to the severity of the disability and the
subsequent work experience

—to examine the effect of the severity of the disability
on income and income sources, occupation and work
adjustments, medical care, rehabilitation, and family
relationships and activities

—to examine the relationship of the public income-
maintenance programs, in terms of the populations
“selected by” or benefiting from the provisions of
these programs—including, for example, comparison
of the characteristics of disabled OASDI benefici-
aries, disabled adults receiving support from other
income-maintenance programs, and disabled adults
with no income from public income-maintenance
programs

—to examine alternative program provisions for dis-
ability and work experience requirements.

Study Design

The study is being conducted through two sur-
veys, a household survey for the noninstitution-
alized population and an institutional survey.
Field work for the survey of the noninstitutional-

19 Lawrence D. Haber and others, The Disabled Worker
Under OASDI (Research Report No. 6), Social Security
Administration,/1964:
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ized adult population was carried out by the
Bureau of the Census during the spring of 1966.
Field work for the survey of disabled adults in
long-stay institutions was conducted during Au-
gust and September of 1967.

The survey of noninstitutionalized disabled
adults is based on a multiframe area probability

sample design, selected to be representative of the

noninstitutionalized, civilian population of the
United States. The survey was conducted in two
stages: first, to screen the population aged 1864
for people with health-related limitations in their
ability to work or do housework, whose condition
had lasted longer than 3 months; second, to verify
the disability statement and to collect extensive
data on the nature, severity, onset, and duration
of the disability, current and past labor-force
status and work experience, medical care, rehabil-
itation services, income and income sources, assets,
family relationships and activities, and demo-
graphic characteristics. The first stage was con-
ducted by mail questionnaire. The second stage
was conducted by personal interview. The Bureau
of the Census was responsible for data collection
and processing. '

The survey sample was selected from a 243
first-stage area design, combining the Census
Bureau’s Monthly Labor Survey (MLS) and
Current Population Survey (CPS) primary
sampling units. Approximately 30,000 households
were selected from seven population frames, in-
cluding 18,000 sample households from the CPS
and MLS, 2,000 OASDI disability beneficiaries,
1,700 persons receiving public assistance because
of disability,> and 8,000 persons whose applica-
tion for OASDI disability benefits had been
denied.

The disability identification questionnaires were
mailed out during February-March 1966. There
were two certified mail follow-ups for nonre-
sponses and personal interview callbacks for a
subsample of the remaining nonresponses. A sub-
sample of disabled persons, stratified by extent of
limitations was selected for interview. The com-
pleted survey sample includes approximately

20 A sample of recipients of aid to the permanently
and totally disabled (APTD) and aid to the blind (AB)
was obtained from the State and local jurisdictions
through the cooperation of the Bureau of Family Serv-
ices. The assistance of Ellen J. Perkins and Robert H.
Mugge, of the Bureau of Family Services, in obtaining
this sample is gratefully acknowledged.

2t



8,700 disabled adults who were interviewed by
Census enumerators during April-May 1966.

Survey Definition of Disability

Disability is defined in this study as a limita-
tion in the kind or amount of work (or house-
work) resulting from a chronic health condition
or impairment lasting 3 or more months. The
extent of incapacity ranges from inability to per-
form any kind of work to secondary limitations
in the kind or amount of work performed. The
disability classification is based on the extent of
the individual’s capacity for work, as reported
by the respondent in a set of work-qualification
questions. Data on employment and on functional
capacities—such as mobility, activities of daily
living, personal care needs, and functional activity
limitations-——were also collected to evaluate fur-
ther the nature and severity of the disability.

Under the Social Security Act, the social secur-
ity program is limited to severe disability, that is,
disability defined as:

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 has lasted or can be expected to
last for a continuous period of not less than 12
months.

The definition of the study population, how-
ever, encompasses a broader range of limitations
in work activity in order to provide a basis for
examining the social policy implications of dis-
ability. Although disability can be defined in
more general terms than work activity, the work-
limitation criteria are more appropriate to the
objectives of the study and are also more rigorous
than most other role activities. The survey popu-
lation was limited to adults under age 65, in the
major working years during which disability has
the most direct bearing on income-maintenance
problems. There is also more difficulty, concep-
tually and methodologically, in separating work
limitations from other age-related phenomena
among children and among the aged.

DISABILITY PREVALENCE ESTIMATES

Several estimates of disability prevalence were
available from sample surveys conducted by per-

sonal interview. The criteria for disability are
loss of capacity for normative activity such as
work, housekeeping, school, or play because of a
health condition of extended duration. As meas-
ured in the Current Population Survey and the
National Health Interview Survey, the presence
or extent of disability of all household members
is reported by respondents at home at the time of
interview. Proxy respondents are accepted for
persons not at home.

The major objective of the CPS is the measure-
ment of labor-force characteristics and participa-
tion. There is no express intent to measure the
prevalence of disability. The designation of dis-
ability is only one of several alternative reasons
for not participating in the labor force. Other
reasons for not working or looking for work may
be “keeping house, going to school, retired, or un-
able to find work.” Only subjects who have been
unable to do any kind of work and are “also
suffering from a definite illness or disability of
long duration and sufficiently serious to prevent
him from working,” are classified as disabled—
and then only if the respondent does not expect
the person to be able to return to work within 6
months.?

The National Health Interview Survey (NHS)
is concerned with a wide variety of health prob-
lems, conditions, and services. In the interview,
the respondent is asked a number of questions
about chronic conditions and impairments, doc-
tor’s visits, and medical services utilization.?? If
no chronic condition, impairment, or acute condi-
tion of more than 3 months’ duration is reported,
the respondent, who may be answering for other
household members, is not asked about the extent
of activity limitations. If any member of the
household is reported as having a chronic condi-
tion or impairment, or a condition that was first
noticed more than 3 months ago, the respondent
is then asked: “Please look at each statement on
this card, then tell me which statement fits you
best in terms of health.” The statements for work
and housework are:

21 Bureau of the Census, Current Population Survey,
Interviewer's Reference Manual, page D-6/12, unpub-
lished.

22 National Center for Health Statistics, 4ge Patterns
in Medical Care, Illness, and Disability (Series 10, No.
32) 1966, Appendixes II and 111, and Health Survey Pro-
cedures, Concepts, Questionnaire Development, and Dejf-
initions in the Health Interview Survey (Series 1, No.
2), May 1964.
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(1) Not able to work (keep house) at all

(2) Able to work (keep house) but limited in amount
of work or kind of work (housework)

(3) Able to work (keep house) but limited in kind
or amount of other activities

(4) Not limited in any of these ways.

Other studies have used closely related concepts.
Two studies conducted by the Bureau of the
Census for the Social Security Administration,
in Febuary 1949 and September 1950, defined dis-
abled persons as:

those who, on the day of enumeration, were unable
to do their regular work or perform other duties be-
cause of disease or injury, as well as those who had
a long-term physical or mental condition that al-
lowed them to work only occasionally or not at
all 23

Two questions were asked :

First of all, I’d like to check the persons who aren’'t
able to do their regular work or other duties today
because of illness or disability.

Is there anyone else under 65 years of age with a
physical or mental condition that allows him to work
only ocecasionally or not at all?

Anyone reguarly employed was not defined as
disabled. No information on the cause of disabil-
ity or diagnosis was available from the 1949 and
1950 studies. The information on disability was
obtained from a household respondent who was
not necessarily the disabled person.

Other household surveys have used disability
measurements similar to that of the National
Health Thterview Survey.*

Estimates of disability from the national studies
are difficult to compare because of differences in
the criteria for disability and the age definition of
the population. Considering only the noninstitu-
tionalized severely disabled, unable to work, the
NHS reported approximately 1.5 million people
aged 17-64 unable to work or keep house, during
1963-65, or 1.4 percent of the 105 million people

23 Marjorie E. Moore and Barkev 8. Sanders, op. cit.

2¢ James N. Morgan, op. cit.,, and James N. Morgan,
LA. Sirageldin, and Nancy Baerwaldt, Productive Amer-
icans (Survey Research Center Monograph 43), Univer-
sity of Michigan, 1966; Hyman J. Weiner and Shelley
Akabast, “The Impact of Chronic Illness on a Union
Population: Implications for Labor-Health Programs,”
Journal of Health and Human Behavior, February 1964,
pages 103-107; Warren A. Peterson, Metropolitan Area
Health Survey (No. 127, Community Studies), Kansas
City, 1959.
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in this age group.?* The CPS estimated that there
were approximately 2 million aged 20-64 who had
not worked all year, in 1965, because of illness or
disability.?

On the basis of the 1949-50 surveys, it was esti-
mated that approximately 2.7 million people aged
14-64 were severely disabled in 1965, not includ-
ing an estimated 700,000 who were institution-
alized. As a minimum estimate of the disabled,
more than 2 million people aged 14-64 received
benefits for long-term severe disability from public
income-maintenance programs in December 1965.2

The NHS has also estimated that, in 1963-65,
approximately 7.5 million people aged 17-64 were
able to work but for health reasons were limit-
ed in the kind or amount of work (or housework)
they could do.

Chronic conditions have, for some purposes, al-
so been used as a measure of disability. If the
presence of a chronic health condition were con-
sidered a disability, more than half the noninsti-
tutionalized population aged 18-64, 54 million
people, would be defined as disabled.?®

IDENTIFICATION METHODS

Early in the study design we recognized that a
two-stage screening and interview survey would
be the most efficient utilization of field work re-
sources. In cooperation with the Bureau of the

26 National Center for Health Statistics (Series 10,
No. 82), op. cit., and Chronic Conditions and Activity
Limitations (Series 10, No. 17), May 1965.

26 F. A. Bogan and T. E. Swanstrom, “Work Experi-
ence of the Population in 1965,” Special Labor Force
Report No. 76, reprinted from Monthly Labor Review,
December 1966, table D-1.

27 Alfred Skolnik, “Persons Receiving Payments from
Public Programs for Long-Term Disability, 1939-63,”
Social Security Bulletin, October 1964; and Bureau of
the Census, Statistical Abstract of the U.8., 1967, 1967,
table 417. Skolnik estimated 3.4 million long-term severely
disabled aged 14-64. Approximately 700,000 people aged
18-64 were institutionalized, based on estimates from the
Bureau of the Census, “Inmates of Institutions,” 1960
Census of Population (PC(2)-8A) and Department of
Health, Education, and Welfare, Health, Education, and
Welfare Trends, 1964 (annual supplement to Indicators),
Part I, pages 5-28 and Part II, pages 5-20.

28 Ibid.; and Doris K. Lewis, “Prevalence of Disa-
bilities in the Work Force,” Monthly Labor Review,
September 1964, and Hearings, op. cit., pages 7, 8, 97, 233~
2317.
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Census, a series of pretests was conducted during
1965 to develop an effective method of identifying
people limited in their ability to work because of
a health condition.

The NHS disability classification procedure was
used as the starting point in developing an identi-
fication instrument suitable to the survey objec-
tives. The work-related disability concept of the
NHS was similar to the survey concept. It was
also the most extensively used method, and data
based on the NHS procedure were available for
study planning.

The NHS procedure had several shortcomings
for the purposes of this survey. The disability
classification of women was based on either work
or housework, depending on their “usual activity
in the past 12 months.” According to this proce-
dure, women who had been disabled for paid em-
ployment for more than a year but whose condition
did not interfere with their ability to keep house
would not be classified as disabled if their usual
activity after the onset of disability was keeping
house. The disability status of women whose im-
pairment prevented them from entering the labor
market was only considered in terms of the limi-
tation on housework if they were usually engaged
in keeping house. The procedure for classification
of activity limitation for women was therefore
changed in order to include both work and house-
work.?®

The length of the interview required for dis-
ability classification in the NHS also presented
some complications for a screening procedure.
The NHS study is primarily concerned with
health conditions and medical care utilization.
Although both areas are important in the survey
of disabled adults, neither aspect appeared neces-
sary to disability identification.

Another problem related to the NHS disability
classification was the dependence on condition re-
porting. Only household members who reported
having a chronic condition or impairment were

29 A disability of longer than 12 months’ duration may
have incapacitated a woman for work activity but not for
housekeeping activities. In order to classify women ac-
cording to work criteria, women were asked the same
series of work-activity questions as the men. Women
were also asked the housework limitation questions.
This seemed a more realistic measure of disability for
women, since the requirements of paid employment tend
to be more rigorous and less subject to self-definition
than housework.
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questioned about their disability status.®

The Commission on Chronic Illness concluded,
from its studies, that the reporting of chronic con-
ditions and impairments was of low validity and
of little value in measuring the prevalence of
chronic disease. Only about one-third of the “re-
portable” conditions found in clinical examination
samples were reported in the family interview.
The severity of the condition did not have a sub-

- stantial effect on the level of condition reporting

nor did disability status. Completeness of report-
ing also varied among conditions: some, such as
diabetes, show high agreement with the clinical
examination; others, such as mental disorders,
had very low rates of agreement.*

Recent studies by the National Center for
Health Statistics show much closer correspon-
dence between physicians’ records and interview
reports than between clinical examinations and
interviews. Even with medical records, however,
half the conditions recently diagnosed by the
physician were not reported.*

These data suggest that estimates of disability
prevalence that depend on reporting of a chronic
condition may be grossly understated. Only re-
spondents who report chronic conditions are asked
about disability status; the others can only be
classified as “not disabled.”

In contrast to the NHS, the Social Security Ad-
ministration survey of disabled adults focuses on
the economic and social consequences of disability
and on the developmental processes. The identi-
fication of the disabled person was only the first
step in the survey data collection. An individual
identified as disabled in the screening process was
later contacted for an intensive personal inter-
view, which included verification of his activity
limitations and further examination of the sever-
ity of the disability, primary health conditions,

30 This procedure has been changed for the 1968 inter-
views. All respondents will be asked the activity-limita-
tion questions, regardless of whether or not a condition
or impairment has been mentioned.

31 Commission on Chronic Illness, Chronic Illness in a
Large City: The Baltimore Study (vol. 1V), Harvard
University Press, 1957, pages 325-328 and pages 299-328;
see also Ray E. Trussell and Jack Elinson, Chronic Ill-
ness in a Rural Area (vol. I1I), The Commission on
Chronic Illness, Harvard University Press, 1959, pages
354-370 and 377-383.

32 National Center for Health Statistics, Health Inter-
view Responses Compared to Information Derived From
Medical Records (Series 2, No. 23), May 1967.
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current work status, and functional limitations
and capacities.

All measurement methods have some degree of
measurement error. In the identification of the
disabled, a screening instrument may underesti-
mate or overestimate the population by identify-
ing people with no meaningful limitation for
work as limited or by classifying those with real
limitations in working ability as not limited. In
the Social Security Administration survey, the
risks of overidentification were much less than the
risks of underidentification: adults identified as
disabled in the first stage would be reexamined in
the interview, but those who were incorrectly clas-
sified as “not disabled” during the screening stage
could not be identified later.

The data available to us on the number of long-
term severely disabled adults under age 65 tended
to support the conclusion that the NHS proce-
dures understated the prevalence of severe dis-
ability in the noninstitutionalized population of
the United States. The Current Population Sur-
vey had found more working-age adults who were
unable to work all year because of their health
than the NHS found. The number of people re-
ceiving benefits for long-term severe disability was
larger than the NHS estimate of adults aged 17—
64 who were unable to work.

The receipt of benefits from public income-main-
tenance programs is based on medical evidence
and administrative evaluations of disability. The
number of beneficiaries represents a minimum
estimate of the long-term disabled, since it does
not include those who could have met the medical
requirements but not the work experience, finan-
cial need, or other requirements of these programs.
This number would exclude, for example, disabled
nonworking wives of men with adequate incomes
and adults disabled since childhood whose parents
were neither deceased nor retired for age or dis-
ability. In addition, there are disabled people who
although limited in work activities do not meet
the rigorous medical requirements of the specific
program—those, for example, who have applied
for and been denied benefits under the OASDI
disability provisions.*

33 Between 1955 and 1964, approximately 1.5 million
applications for worker and childhood disability benefits
were denied; 2.1 million benefits were awarded (Social
Security Disability Applicant Statistics, 1964, Social Se-
curity Administration, December 1966).
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The purpose of the survey pretests was to
examine the feasibility of using a short, disability-
focused screening questionnaire to identify dis-
abled adults. We wanted to compare the effective-
ness of mail questionnaires with personal inter-
views and of schedules with and schedules without
health-conditions questions. In the course of the
testing, other varlations were suggested by the
data.

Sample Design Aspects of Screening

The feasibility of mail questionnaire approach
was of great importance from a sample design and
cost standpoint. To meet the precision require-
ments of the study, the use of a simple population
sample would have required screening more than
250,000 adults to obtain an adequate sample of
severely disabled adults with income from dis-
ability benefits and of those with no income from
any public income maintenance program.** The
sample objectives could be met much more effec-
tively by the use of (1) stratified sampling of
special universe frames-to supplement the area
sample and (2) mail screening to identify the
population before the intensive personal inter-
view.

On the basis of the sample requirements, the
multiframe sample design was developed, using
universe lists of OASDI disability beneficiaries
and APTD and AB recipients to provide over-
sampling for the “unable to work” segment. Denied
applicants for OASDI benefits were selected as a
source for oversampling of the severely disabled
with no income from public income-maintenance
programs.*®* In addition, the area population
samples provided by CPS and MLS rota-

3¢ Joseph Steinberg, A Multiple Frame Survey for Rare
Population Elements (paper presented at American Sta-
tistical Association meeting, Philadelphia, September 11,
1965) : and 1966 Survey of Disabled Adults—Notes on
Sample Design, unpublished, 1965.

35 A pretest was conducted to determine the feasibility
of using a subsample of people who had been denied
OASDI disability benefits for medical and other reasons
to provide a sample of severely disabled people who are
not receiving income from any income-maintenance pro-
grams. The test data indicated that this sample frame
would provide a much higher proportion of severely dis-
abled with no income from public maintenance programs
than the general population sample.



tion groups were oversampled for adults “unable
to work.” 38

If the screening stage could be separated from
the interview the size of sample identified in each
disability category (unable to work and work-
limited) could be determined before the interview
and subsampled at rates appropriate to survey
requirements. Separating the identification screen
from the extensive interview would also avoid in-
terviewer bias problems that might be associated
with the length of the interview for a disabled
person.

Even with the reductions in sample size possible
through the use of frames with a high concentra-
tion of the severely disabled, the cost of screening
by personal interview would have been high rela-
tive to the substantive interview costs. Mail
screening would cost substantially less than per-
sonal interview identification.

Identification Schedules

With the cooperation of the National Center for
Health Statisties,*” several identification methods
were tested. These included (1) schedules with the
disability questions worded as a set of structured
simple-choice questions and as a set of multiple-
choice statements; (2) schedules with and without
a question about chronic conditions and impair-
ments; and (8) personal interviews and mail
schedules. Questions about the condition causing
the work limitation and its duration followed the
work-limitation questions in all forms of the
questionnaire.

Several samples were selected for testing the
various disability identification screens. These
include NHS samples of persons who had previ-
ously reported their disability status in an NHS
interview and samples of OASDI disability bene-
ficiaries. These samples were not intended to rep-
resent the population at large. Although all the

36 The samples obtained from these frames represent
overlapping domains. The multiple chances of selection
are accounted for by differential optional weighting.
See Joseph Steinberg, op. cit.

37 We are greatly indebted to Philip 8. Lawrence for his
advice and assistance and to Theodore D. Woolsey and
the National Center for Health Statistics for their gen-
erogity in making available to us the facilities of the
National Health Survey.

TaBLE 1.—Methods and samples used for each identification
screen

Identification schedule
Item
A B C D E | S47
Question type:
Muitiple cholee. . ... .. ... X X X D. S RN PO,
Dichotomous chofee. . . ... | coofemeamfaamaataaaas X X

C%r{iditions question preceding:

.................................... X Jeceeee| X oeoiadeaas
N oo X |eceeee D. G P X X
Interview procedure:
Personal interview.________..___. X D G PN IR, X feoo.--
Mail questionnai:e ........................... X | X jeeees X

O,BSDI disability beneficiaries_..[ X D, S T PRI N, B,
Expired NHS
National probabilit;
Pl%;)l' screening for disability status:

! Followed by NHS disability identification (HIS-1) in the same inter-
view.

samples were based on probability selection, they
were selected to oversample for disabled persons.

In addition to samples of persons previously
identified by a disability characteristic, three
probability samples were selected as representa-
tive of the noninstitutionalized population aged
18-64. Personal interviews were conducted with
one sample, as a supplement to the Health Inter-
view Survey of May 1965. Two national probabil-
ity samples were used to test the mail question-
naires.

The schedules were identified as A, B, C, D, E,
and S-47 and were constructed and used as shown
in table 1.

FINDINGS

Early forms of schedules A and B were used
for pretesting the identification schedule with a
sample of OASDI disability beneficiaries in two
cities—Baltimore and Detroit. These tests showed
that the simple disability question could re-
liably identify proven cases of severe disability
with no difficulty (table 2). It also provided a
basis for estimating the prevalence of disability
among other household members.

Our interviewing experience with this test sug-
gested the need for a question to identify women
not in the labor force but with a limitation in
housework. This question had not been in the orig-
inal form of the identification questionnaire but
was included in all later variations of the disabil-
ity screening questionnaire.
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TaBLE 2—Work limitation of OASDI disability beneficiaries
according to schedules A and B pretest (Baltimore and
Detroit)

Schedule
Disability classification Total
A B
115 56 59
100 100 100
96 100 92
80 86 75
16 14 17
4| o 8

Personal Interview vs. Mail Questionnaire

The rates of agreement for the A and B forms
(personal interview) were compared with the
agreement rates for the C and D forms (mail ques-
tionnaire), based on the earlier NHS classification.
With the exception of the housework questions
and the opportunity for all women to answer the
work-limitation questions, the questions used in
the alternative forms were identical to the ques-
tions used in the NHS interview. The respondent
could choose among the four possible replies for
each person aged 1864 in the household:

Which statement below fits each person best, IN
TERMS oF HEALTH?

(1) Not able to work at all
(2) Able to work but limited in amount of work
or kind of work

(3) Able to work but limited in kind or amount of
other activities

(4) Not limited in any of these ways?
For women only:

Does your health limit the amount or kind of house-
work you can do?

For screening purposes, the primary require-
ment was that the screening forms should identify
as disabled anyone so identified by the NHS, re-
gardless of whether the individual was “unable
to work” or “limited in kind or amount of work.”
An individual was included in the disability uni-
verse if he was identified as either ‘“unable” or
“limited.”

The mail questionnaires were significantly
better than the personal interview in their agree-
ment with the disability classifications from the
earlier NHS interview. Considering that the
NHS cases had been interviewed 6 to 9 months
earlier, the rate of agreement was quite high.
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The A and B personal interview forms identi-
fied only 50 percent of the disabled identified by
NHS, compared with 72 percent identified by the
C and D mail questionnaires. As shown in table 3,
both mail and interview forms were equally
successful in identifying those “unable to work,”
but the mail questionnaires were significantly
more reliable in their identification of adults with
work limitations.

The high level of agreement of the mail ques-
tionnaires with the NHS classifications did, how-
ever, have other effects. The proportion identified
as “not limited” in the earlier NHS interview who
were identified as “disabled” by the screening
schedules was considerably higher with the mail
questionnaire than with the personal interview—
17 percent and 6 percent, respectively. A higher
estimate, however, was preferable to a lower esti-
mate, since the other procedures had apparently
understated the prevalence of severe disability.
Disability status would be verified or changed
during the interview with the disabled adult.

Health-Conditions Question

The rates of agreement for the A and C forms
(without a health-conditions question) was com-
pared with the agreement rates for the B and D
forms (with the health-conditions question).
There was no significant difference between the

TaBLE 3.—Percent of each work-limitation category reported
as disabled by OASDI disability identification forms, based
on earlier National Health Survey disability classification

NHS disability classification
Percent not
Disability identification [EYetesti ~Percent disabled | = gigapjeq
edules base
Unable Activ-
Work Not
Total | to it
wor |Lmited)y; ¥, (limited
Interview schedule:
A (no conditions question).| 664 49 81 41 36 7
B (eondltions question)_.__| 612 52 87 40 16 5
Mail schedule:
C (no conditions question)_ 207 73 88 68 39 16
D (conditions question)____| 214 71 85 68 56 18
Simple-choice questions:
E (interview supplement)_.| 5,793 80 96 77 47 3
Interview versus mail:
A & B (lntervlew) ......... 1,276 50 85 41 27 6
D@all).________.____ 421 72 87 68 49 17
Health-wndltions questions:
& C (no conditions
questi )+ ) S 871 60 85 53 37 9
B & D (conditions ques-
tion) .. e 826 60 86 53 33 7
2



two sets of forms in the rate of agreement. Al-
though the lists were felt to be useful in helping
the respondent describe his condition, the ques-
tion did not affect the reporting of disability.

Overall, the screening forms identified 60 per-
cent of the previously designated disabled regard-
less of whether or not the health-conditions
question was used.

Dichotomous Choice Questions

Another test was conducted simultaneously
with the interview for the May 1965 NHS sample.
A disability supplement, the E form, was added at
the beginning of the interview. The major differ-
ences between the E form and the NHS disability
questions were that:

(a) the disability questions preceded the conditions
questions and were independent of condition report-
ing;

(b) three of the alternatives previously shown were
set out as independent questions requiring ‘yes”
or “no” answers. This is in contrast to the selection
of one possibility among four choices in the A to D
pretest series and in the NHS;

(c) one choice, “able to work, but limited in . . .
other activities,” was eliminated.

As shown in table 3, the agreement on disability
identification was highest in each disability
category for the E form—80 percent of those
identifiad as disabled by NHS were classified as
disabled by the “E” schedule. Only 3 percent of
those not “limited” were classified as “disabled.”

In addition, the measurement included a dif-
ferent treatment of work limitations for women.

TaBLE 4—Extent of disability by SSA and NHS classifica-
tions and sex, May 1965, Health Interview Survey Sample

Total Men Women

Disability classification Classification | Classification | Classification

SSA 1| NHS [8SA!'| NHS |8SA 1| NHS

Number in sample base_.| 5,793 (25,783 | 2,750 | 2,759 | 3,034 | 3,034

Total percent. .. _._.._.. 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0
Disabled__._..___._____.___... 12.7 9.9 12.1{ 10.9 ]| 13.3 9.1
Unable to work..._.__.__... 4.6 1.7 3.2 2.8 5.9 7
Work limited._._.______._. 8.2 8.3 9.0 8.1 7.4 8.4
Not disabled._.._._.___...._. 87.3 | 90.1| 87.9 ) 89.1 | 86.7 90.9

1 E schedule disability supplement,
? Includes 18 with disability classification unknown.

All women were asked about work limitations,
instead of only those who had worked during the
past year. All women were asked about limita-
tions in housekeeping, not only those who were
usually keeping house, as in the NHS interview.
The basis for disability classification of women
was therefore somewhat different for the two
methods. This change should affect the classifica-
tion of women who were not disabled for house-
work but who were unable to work or were limited
in kind or amount of work. It would also change
some women classified as “limited” to “unable to
work.”

Differences in reporting disability between the
two procedures for men could only be attributed
to the condition-reporting requirements and to
the context and wording of the questions.

As table 4 shows, the level of disability reported
by men is very close for the two methods, but more
men reported a disability on the Social Security
Administration form than on the NHS schedule.

The differences between the two disability esti-
mates represent minimum differences, since both
were administered in the same interview, with the
same interviewer and respondent. The double
series of questions—the Social Security Adminis-
tration disability supplement, followed in the in-
terview by the NHS questions—may have influ-
enced the respondent’s later disability evaluation
or condition reporting or may have affected the
administration of the interview. The findings on
reliability from the E form, as reported in table
3, should therefore be regarded with caution. It
should also be noted that the proportion shown as
disabled in the NHS for May 1965 is higher than
the average for 1961-63. These findings indicate,
however, that the two approaches are measuring
essentially the same phenomena and that the dis-
ability-focused identification screen could identify
as disabled people who were not classified as dis-
abled by a condition-centered approach.

Since the disability criteria for women were dif-
ferent in the two studies, it was expected that
more women would be classified as disabled ac-
cording to the SSA identification form than by
the NHS interview. As tables 4 and 5 show, there
are obvious differences between the two methods.
The SSA disability screen classified as “unable to
work” about one-third of the women previously
identified as “limited.” It also identified as dis-
abled 6.5 percent of the women who were “not
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TaBLe 5.—SSA disability classification (F schedule) by NHS
disability classification by sex: May 1965, Health Interview
Survey

NHS classification
Disability classification Disabled Not
Total o
Work disabled
Total (Unable| yiiag
Total
5,793 576 9% 480 5,217
100.0 | 100.0 | 100.0 | 1:00.0 100.0
12,7 79.9 95.8 76.7 5.3
4.6 32.5 81.2 22.7 1.5
8.2 47.4 14.6 54.0 3.8
87.3 20.1 4.2 23.3 9.7
Men
2,759 300 76 224 2,459
100.0 100.0 100.0 100.0 100.0
12.1 79.0 96.1 73.2 4.0
3.2 21.7 81.6 9.4 2
9.0 51.3 14.5 63.8 3.8
87.9 21.0 3.9 26.8 96.0
Women
Number in sample base._. .. 3,034 276 20 256 2,758
Total percent_. _____________ 100.0 | 100.0 | 100.0 | 100.0 100.0
Disabled________________________ 13.3 80.8 95.0 79.7 6.5
Unabletowork___.___.._____ 5.9 37.7 80.0 34.4 2.7
Work limited .. ______.______ 7.4 43.1 15.0 45.3 3.8
Disability in work, but not

in housework ____....._. 3.2 11.2 5.0 1.7 2.5
Not disabled..____. _____________ 86.7 19.2 5.0 20.3 93.5

disabled” according to the NHS interview. In
comparison, only 4 percent of the men “not dis-
abled” in the NHS interview were classified as
disabled by the SSA screening.

Looked at another way, the SSA disability sup-
plement was able to identify 80 percent of those
reported disabled by the NHS procedure; the
NHS interview identified only 62 percent of those
who earlier in the interview had been identified
as disabled by the SSA schedule. Among the men,
where the disability criteria were the same, 79 per-
cent of those reported as disabled by the NHS
were identified as disabled by the SSA schedule,
but only 71 percent of the men identified by the
SSA were identified as disabled by the NHS pro-
cedure. The discrepancy between the two proce-
dures was greater for women, where the criteria
were different; 81 percent of the women identi-
fied as disabled by NHS were also identified by
SSA but only 55 percent of the women identified
by the SSA form, were also identified by NHS.
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Estimating the Prevalence of Disability

Two further tests were conducted, to provide
an estimate of the proportion of people who
would be identified as disabled by a mail question-
naire. Probability samples, designed to be repre-
sentative of the noninstitutionalized United States
population were used for the mailing. These tests
used the C and D forms and the S-47 form.
The S—47 form included essentially the same set
of “yes-no” choice questions as the E form
adapted for use as a mail questionnaire. The
questions on the conditions causing the work limi-
tation and on the duration of the condition
followed the work-limitation questions. As in the
other tests, the questions were to be completed for
everyone in the household aged 18-64. The work-
limitation questions in the S—47 form were:

(1) Does your health limit the kind of work you
can do?

(2) Does your health limit the amount of work you
can do?

(3) Does your health keep you from working al-
together?

(4) (For women only) Does your health limit the
amount or kind of housework you can do?

Several problems were found in the coding and
editing of the C and D mail forms. Some respond-
ents were confused by the statements on these
forms and incorrectly or incompetely filled out the
questionnaire. Women, for example, tended to
leave blank the statements on work limitations
and to answer only the questions on housework.
Some respondents were confused by the multiple-
choice question and checked more than one box;
entries of “yes” or “no” were written in the boxes.
On the form with the health-condition question a
number of respondents answered “no” to the
health condition questions and left the work-
limitations question blank.

The S-47 form incorporated features of the C
and D forms and the E form to simplify the ques-
tionnaire and to reduce the confusion arising from
the multiple-choice questions. Relatively few of
the S—47 schedules were incompletely or incorrect-
ly filled out.

The response rate for both pretests was approxi-
mately 75 percent of the sample mailed, after
two mail follow-ups. The data include nonre-
sponse bias, since there was no further attempt to



interview nonrespondents. With telephone and
interviewer callbacks for nonresponse, the comple-
tion rate for the mail questionnaire and follow-
up procedures would be as high as. personal inter-
view screening, at a fraction ‘of the cost. The
results of the mail questionnaire tests are shown
in table 6. Disability classifications for the May
1965 SSA schedule and NHS interview and the
1961-63 NHS are also shown for comparison.

In both pretests, the proportion of the popula-
tion identified as disabled was higher than in
NHS interviews. The proportion “unable to
work” was relatively constant across all tests, as
table 6 shows, but was higher than the NHS esti-
mates. The proportion “limited in the kind or
amount of work” was considerably higher in the
S—47 schedule test than in the NHS interviews or
in the interviews with the E form.

The relevant comparisons are in the disability
classifications for men, where the criteria are the

TaBLE 6.—Disability classification by sex and SSA and NHS
disability identification procedures

MLs | Fretest  |nro 1085 NHS

les

pilot samp. NHS

Disability classification ’é‘,‘f" 1961-63
7

847 |C&D| E {HIS-1

Total

Number in sample base__[12,431 | 1,375 | 1,454 | 5,793 | 5,793 | (1)

Total percent............ 100.0 | 100.0 | 100.0 | 100.0 | 100.0 | 100.0
Disabled. .. ._____.___ 18.1 17.56 12.5 12.7 9.9 8.6
Unable to work..._._....... 3.2 2.8 2.7 4.6 1.7 1.4
Work limited____.._._.__.___ 14.8 14.7 9.8 8.2 8.3 7.1
Not disabled..._..___.____.__ 81.9| 82.5( 87.5| 87.3 | 00.1| 91.4
Activity limited. ... i .. |- 4.3 .. 4.4 4.2
Notlmited. .| oo 83.1 [ceeoaos 85.7 87.3
S|
Men

Not

7.

7.

92.

Activity limited. 4.
Not limited 87.

wonowm | ¢

1 8ee National Center for Health Statistics, Chronic Conditions and Activity
and Limitation: United States, July 1961~June 1963, Appendix I (Series 10,
No. 17), May 1985,

same for the SSA and NHS measures. In all tests,
the proportion of disabled identified by the SSA
measures were higher than the proportion identi-
fied by the NHS methods. It should also be noted
that the mail questionnaires produced more dis-
ability reporting than personal interviews, includ-
ing the E form. This finding is consistent with
the findings of the A-B and C-D schedule tests
reported earlier.

In all the SSA identification forms, the propor-
tion of women “unable to work” is substantially
higher than the proportion identified as “unable”
by NHS. This is a product of the difference in
screening criteria for women as well as the differ-
ences in identification methods to which both men
and women respondents were exposed. About two-
thirds of the difference in the proportion of the
women who are disabled may be attributed to the
difference in methods and about one-third to the
change in criteria; about one-third of the differ-
ence in the proportion “unable to work” may be
attributed to the difference in forms and methods
and two-thirds to the change in concept.

On the basis of these test results we decided to
use the S—47 form as the identification schedule
for the household screening stage of the survey.

The identification schedules from one segment
of the multiframe sample, the MLS sample frame,
were analyzed to provide another estimate of the
level of disability in the noninstitutionalized pop-
ulation aged 18-64 of the United States. As the
first column of table 6 shows, 18.1 percent of the
population were disabled, 3.2 percent were unable
to work, and 14.8 percent were limited in the kind
or amount of work or housework they could do.
These data are consistent with the results of the
earlier test of the S—47.

Verification and Reclassification

In the follow-up interview for the survey of
disabled adults, the person identified as disabled
in the screening stage was asked to verify the
screen disability statement. If the respondent
indicated that the classification was not correct,
he was asked the same series of disability questions
again and his disability status was determined
from these answers. If he had recovered from a
disability before 1966 or had never been disabled,
he was not in the study universe and the interview
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was closed after a few background questions.
If he classified himself as unable to work or
limited in the kind or amount of work, the inter-
view was continued, using his revised disability
status. Proxy respondents were not accepted, ex-
cept for the disabled unable to answer for them-
selves. Preliminary tallies of a subsample of the
survey sample indicated that about 1 in 20 dis-
abled adults was reclassified as “not disabled”
during the follow-up interview.

Severity of Disability

The extent and nature of the work limitation
was further examined in the interview. Responses
to a series of questions on the respondent’s ability
to work regularly, full time and at the same work
as before the limitation began, were used to clas-
sify the disabled as having a “severe disability,”
an “occupational disability,” or a “secondary work
limitation.” Disabled adults unable to work regu-

larly or at all were classified as severely disabled ;.

those limited to part-time work or not able to per-
form the same work as before their limitation
began were classified as occupationally disabled.

Respondents limited in the kind or amount of
work they could do, who were able to work regu-
larly, full-time, and at the same work (or who had
not been employed before their disability began),
were classified as having a secondary work limita-
tion. The apparent interpretation of limitations
for this group is related to the “amount of work
on the job,” in contrast to the “amount of time
worked,” and in the “kind of work which can be
done on the job,” in contrast to the “kind of job
at which he can work.”3®

The severity of the disability reported in the
interview will be examined further by comparing

38 The experience of industrial medical departments
provides some insight for the interpretation of secondary
work limitations. Among the alternatives available in
the disposition of disability cases are retirement and
separation, physically restricted duty, and return to full
duty, either in the same job or in a different job, with
or without restrictions on full performance of the job.
See for example, S. C. Franco, “Disability Evaluation: A
Function of the Industrial Medical Department,” Journal
of Occupational Medicine, September 1963. The extent
to which an impairment may be disabling will also de-
pend on the employment situation, the number and kinds
of jobs available as alternatives, the job requirements,
and the flexibility of the requirements.
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the impairment and limitation attributes of
OASDI disability beneficiaries, for whom there
has been an administrative evaluation of disabil-
ity, to the limitations of severely disabled adults
who are not beneficiaries of these programs.
Through the use of multivariate techniques, a
system of values may be developed and ratings
assigned to combinations or configurations of vari-
ables. The likelihood that a nonbeneficiary meets
the same criteria of disability as an OASDI dis-
ability beneficiary may then be evaluated by com-
parison of the distribution of ratings.

At the other extreme of secondary work limita-
tions or moderate disability, it is difficult to say
what would constitute meaningful validation.
That these people consider themselves limited in
a major area of social and economic activity is
itself an aspect of capacity limitation. Although
many of the disabled with secondary work limita-
tions have lesser degrees of impairment, others
with severe impairments may have made greater
adjustments to their capacity losses or may work
in more flexible or less demanding environments
or conditions of employment. The data should pro-
vide a basis for understanding the characteristics
of disabilities of differing severity and the effects
on economic and social activity. From a preven-
tive care point of view, the less severely dis-
abled groups should provide more insight into
successful adjustments and adaptations to dis-
ability.

Summary of Pretest Findings

The major findings of the series of identification
schedule pretests were that:

1. Mail questionnaires were more effective than per-
sonal interviews in identifying adults classified as
disabled in the NHS interview. Mail questionnaires
also identified more people previously classified as
not disabled by NHS than personal interviews.

2. The health-conditions question did not effect the
level of agreement with the NHS classification but
did create editing and coding problems—an indication
that the question was confusing to respondents.

3. The change in operational definition of disability
for women substantially increased the number of
women identified as disabled.

4. Short, directly disability-focused mail question-
naires had relatively high reliability in identifying
the disabled; three-fourths of those identified as
disabled by NHS were classified as disabled by the
SSA mail schedules.



5. Simple-choice “yes-no” questions were able to
identify 80 percent of the disabled later identified
in the same interview by NHS procedures and also
identified as disabled 5 percent of those classified as
not disabled by NHS. The simple-choice questions
were easy to administer and made the mail question-
naire easier to answer.

6. All of the SSA mail identification questionnaires
used with national population samples had higher
rates of disability identification than the NHS inter-
views. The S-47 questionnaire, which applied the re-
sults of the test, provided a short, simple-choice,
disability-focused, mail schedule with more inclusive
disability criteria for women. It produced a disabil-
ity estimate approximately double that reported by
the NHS.

7. The SSA estimate for the severely disabled is more
consistent with data from disability benefit and com-
pensation programs and other sources than the NHS
estimates.

EVALUATION OF IDENTIFICATION METHODS

The primary purpose of the disability iden-
tification screen was to provide a relatively inex-
pensive, simple, reliable means of identifying
disabled people. The available data suggested that
identification procedure should focus directly on
the work-related disability status, without refer-
ence to the underlying medical condition. It was
felt that this approach would produce a higher
level of reporting of severe disability than the
NHS interview but the effect on the estimate of
adults with partial limitations (in kind or amount
of work) or on the total disability estimate was
not known. Since essentially the same work-
limitation questions were used, differences found
between the NHS estimates and the SSA disabil-
ity survey estimates for men should be attribut-
able to the changes in methods and not to changes
in the criteria for disability. The SSA screening
procedure included a change in the disability
criteria for women.

The series of pretests conducted in examining
the feasibility of a disability-focused, condition-
free, mail questionnaire provided proof of the
effectiveness of this approach. The high rates of
agreement of the SSA schedules in identifying
people classified as disabled by the NHS proce-
dures demonstrate that the SSA measurement in-
cludes the aspect of disability measured by NHS.
Changes in the form led to an increase in the
proportion of the population classified as disabled.
The changes in the disability criteria for women

also produced a substantial change in the propor-
tion of women classified as disabled and as unable
to work.

The estimate of the prevalence of disability in
the population aged 18-64 produced by the SSA
screening procedures is approximately twice as
large as disability prevalence reported by the
NHS studies.

Since these findings have important implications
for the development of social policy in income-
maintance, rehabilitation, and preventive action
programs for the disabled, the basis for the differ-
ences in disability estimates should be examined
and, where possible, explained. The conclusions
drawn from this examination are, of course, to
some extent speculative.

First, the requirement of prior condition or
impairment reporting tends to understate disabil-
ity. Clinical evidence shows that less than one-
third of reportable diagnosed conditions are re-
ported in survey interviews and that these vary
considerably by types of diagnosis.*®* Some dis-
orders are stigmatized in the sense that they are
much less likely to be reported than others—men-
tal illness and mental retardation, for example.

After a condition has been denied, the respond-
ent is unlikely to report a disability, particularly
if the question sequence is such as to exclude him
from the disability sequence unless he has reported
a chronic condition or impairment. The Minne-
sota studies have also shown the weakness of im-
pairment listing in identifying disabled people.*’

Second, there are differences between mail and
personal interview situations. Each data collec-
tion method has certain advantages. The mail
questionnaire provides an opportunity for the re-
spondent to consider his reply and to examine the
context to which the question refers without inter-
viewer prompting. When data on the other house-
hold members are also collected, the respondent

39 Commission on Chronic Illness, op. cit., pages 299-
328, and Rene V. Dawis, David T. Hakes, George W.
England, and Lloyd H. Lofquist, “Methodological Prob-
lems in Rehabilitation Research,” Minnesota Studies in
Vocational Rehabilitation, No. V, University of Minne-
sota, December 1958, pages 1-27. The Dawis study showed
that the proportion of disabled people identified varied
significantly by diagnosis, with neurological and respira-
tory diseases easiest to identify and mental disorders
and cardiovascular diagnoses lowest in disability iden-
tifications, based on a sample of people who had received
vocational rehabilitation counseling (page 15).

40 Rene V. Dawis, op. cit., page 4 .
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may consult them or they may answer for them-
selves.

The interview is a “time-bound” situation in
which both the interviewer and the respondent are
under pressure to respond and to maintain the
interaction. There is usually little opportunity to
consult with absent household members or to
check the accuracy of a response.*! The interviewer
may also represent a social presence that dis-
courages the respondent from stigmatizing re-
sponses or answers that tend to place him in an
unfavorable light.

In the course of the field work, the interviewer
is exposed to an expectation or “frequency” bias.
Typical or modal characteristics may become ex-
pected responses; some responses are relatively
rare events in his interviewing experience. The
interviewer is also measured by the thoroughness
with which questionnaires are completed and, in
general, is expected to press the respondent for an
approximate answer when there is hesitation.

Severe disability is a relatively rare event in the
population. Respondent hesitation or uncertainty
about disability status may prompt the inter-
viewer to guide the respondent to an answer, par-
ticularly in the absence of the individual about
whom the data is being collected. When uncer-
tainty exists, the “usual” response, “not disabled,”
may become the expected response and the inter-
viewer may tend to push the respondent in the
direction of the expected response.*

A third factor is the change in the structure of
the questions from a multiple choice to a series of
simple “yes-no” questions. The language is closer
to conversational usage. The internal evidence
from the pretests suggests that the multiple-choice
questions did cause some confusion. The simple-
choice question should act in the direction of re-
ducing errors in either direction. If thiserror had
been in the direction of overstatement, the level
of the disability estimates should have been re-
duced. The increase of the estimates would indi-

41 In the Minnesota studies, for example, reporting
differences in disability classifications from agency rec-
ord criteria occurred only when the informant was not
the handicapped person, ibid., page 19. Morgan, David,
Cohen, and Brazer also found that proxy respondents
tended to understate disability, op. cit., pages 220-221.

42 For a discussion of the biasing effects of probability
expectations of interviewers see Herbert H. Hyman, In-
terviewing In Social Research, University of Chicago
Press, 1954, pages 120-126.
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cate that the confusion more often lay in the
direction of understating the extent of disability.

It is also possible that eliminating the response
category on “limitations in other activities” forced
some people to choose the work-limitation response
when they might otherwise have indicated a limi-
tation that did not affect their work activity.

In total the SSA estimate provides a more rea-
sonable prevalence estimate for long-term disabil-
ity. For example, if we take the NHS estimate
of one and a half million people “unable to work,”
there are more people receiving long-term disabil-
ity benefits, usually based on total disability, than
there are individuals “unable to work” in the pop-:
ulation. This makes no allowances for other
severely disabled people who are not qualified
under the nonmedical provisions of these pro-
grams or whose disability does not meet the pro-
gram medical requirements. On the other hand,
beneficiaries of these disability programs would
comprise one-half to two-thirds of the estimated
3 to 4 million disabled adults who are “unable to
work.”

The logic of the measurement situation and the
weight of the test data strongly suggest that the
SSA measurement procedures do identify work
limitations that are in part concealed by the re-
quirements of other disability reporting proce-
dures.

Differences between the SSA and NHS esti-
mates of partial disability are more difficult to
evaluate than the estimates for severe disability.
There are no data for partial disability comparable
to the benefit and compensation statistics. Partial
disabilities are much more subject to change in
respondent evaluation than severe disability, as
the lower degree of matching in all tests indicates.
It is possible that the nature and extent of partial
work limitations is more responsive to changes
in work, labor market, and other environmental
conditions, to changes in the respondent’s health
condition, and to self-and-proxy-respondent dif-
ferences in evaluation. Partial limitations are less
likely-to be clearly visibly to others than complete
work limitations. There is more likely to be error
and ambiguity in the reporting of partial disabil-
ities, particularly with a proxy respondent.

These aspects of partial disability would appear
to be more aptly handled through a questionnaire
or interview sitution that focuses directly on the



disability rather than on the condition and in
which the individual about whom the data is col-
lected answers for himself.

Although the SSA and NHS methods result in
sizable differences in the estimates of severe and

partial disability, they do not represent contra-

dictory or diverse approaches to disability. The
SSA methodolgical developments are rather an
extension of the same general line of reasoning

about disability. We believe these methods repre-
sent an improvement in survey measurement tech-
niques for the estimation of disability prevalence.
The analysis of the survey data should provide
further clarification of the extent of the limita-
tions included under severe and partial disabili-
ties, the patterns of development, and the nature
of the social and economic consequences of dis-
ability.

Notes and Brief Reports

Another Dimension to Measuring
Early Retirement*

Concern about the extent of early retirement,
as measured by the election of OASDHI retire-
ment benefits before age 65, has led to renewed
study of the available data on awards. An earlier
look at the award series brought about revisions
to correct for certain distortions in the series, par-
ticularly an understatement of the extent of early
retirement in late 1965 and early 1966.!

Continuing review of the data points up the fact
that overstatement of the number seeking early
retirement is also possible, unless the series takes
into account the actual retirement of persons who
had earlier received conditional and deferred
awards. Such an overstatement may be significant
in future years because of the large number of per-
sons who initially came on the rolls to obtain
entitlement to hospital benefits under the 1965
amendments to the Social Security Act (Medi-
care).

No regular statistical series has measured this
phenomenon—the movement of conditional and
deferred awards into payment status—because
before Medicare (1) the number of conditional

* Prepared in the Office of Research and Statistics.

1 “Measuring Farly Retirement: New Benefit Award
Series,” Social Security Bulletin, October 1967, pages
26-28.

2 Calculated for each year as the difference between
benefits in current-payment status at the beginning and
end of that year, after adjusting the year end figure to
include the year’s benefit terminations and to exclude the
year’s regular awards that were currently payable.

]

and deferred awards was relatively small and the
deferments were usually for brief periods and (2)
it was believed that the number of these awards
that moved to payments status was more or less in
balance with the number of new awards coming
into conditional and deferred status.

Steps have, therefore, been taken to develop a
new statistical series that will measure the shift
from nonpayment to payment status on a timely
basis. Meanwhile, an approximate series has been
created for each year beginning 1956.2 This series
is shown in combination with currently payable
regular awards in the revised table Q-6 that ap-
pears first on page 63 in this issue.

According to this new measure, 52 percent of
the men who retired in 1966 accepted an actuarial
reduction to obtain benefits before age 65. The
corresponding figure is 70 percent when the num-
ber of reduced awards is related to the number of
currently payable regular awards. The propor-
tion is 33 percent when reduced awards are con-
sidered as a percent of all awards (including the
conversions of the disability benefits and awards
to the transitionally insured, as well as conditional
and deferred awards).

Women are more likely than men to retire be-
fore age 65, and consequently the several measures
differ less for women than for men, varying in
1966 from 49 percent when reduced awards are
taken as a percent of all awards to 72 percent when
they are related to currently payable regular
awards. The new adjusted estimate is 61 percent.

With the new interim measure introduced here
—reduced benefits awards as percent of all
awards moving to payment status—the propor-
tion of men electing reduced benefits has remained

almost level at about 52-54 percent, while for
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