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The American Association on Intellectual and
Developmental Disabilities’ (AAIDD) Terminology
and Classification Committee has two primary pur-
poses in publishing this Perspective: (a) to share our
thinking about the construct underlying the term
intellectual disability (henceforth the intellectual dis-
ability construct) and its relation to human function-
ing and (b) to ask for input from the field because
the committee is preparing a proposal for the up-
coming Definition, Classification and Systems of Sup-
ports manual, to be published in 2009 or 2010. The
article has three sections.

In the first section, we make a distinction be-
tween an operational definition, which operation-
alizes the intellectual disability construct and pro-
vides the basis for diagnosis and classification, and
a constitutive definition, which explains the under-
lying construct and provides the basis for theory–
model development and planning individualized
supports. In the second section, we provide an his-
torical overview of how the construct underlying
the term mental retardation (henceforth, the mental
retardation construct) differs from the construct un-
derlying intellectual disability. In the third section,
we describe the parameters to the proposed AAIDD
theoretical framework of human functioning that
reflects our current understanding of the multidi-
mensionality of human functioning that underlies
the intellectual disability construct and the signifi-
cant role that individualized supports play in human
functioning. The article concludes with a brief dis-
cussion of the benefits to the field that accrue from
a clear understanding of both the differences be-
tween an operational and constitutive definition
and the fundamental properties of the intellectual
disability construct.

Operational Versus Constitutive
Definitions

Among the primary tasks of the AAIDD Com-
mittee on Terminology and Classification are nam-
ing and defining. With regard to the first task,
Schalock et al. (2007) explained in the first of a
planned series of articles by the committee (of
which this is the second) that the AAIDD com-
mittee shifted from using the term mental retardation
to the term intellectual disability because the latter
term more accurately reflects the underlying con-
struct currently being used to frame what is meant
by disability (Luckasson et al., 2002; World Health
Organization, 1999, 2001). With regard to the com-
mittee’s second task, it is important to realize that
the process of defining occurs at two levels: opera-
tional and constitutive.

We define a construct as ‘‘an abstract or general
idea that is formed by arranging parts or elements,
based on observed phenomena, in the context of a
theory’’ (Schalock et al., 2007, p. 116). In other
words, constructs are ideas that are, literally, ‘‘con-
structed’’ from observed phenomena or behavior.
Constructs are not themselves directly observable.
One cannot see or directly measure constructs such
as motivation, self-concept, or intelligence. These
constructions or ideas are latent; we infer they are
present, but they exist only as a potential because
we can never see nor measure them directly. Their
ongoing use is a function of their heuristic utility
and clarity, and they are measured via proxy
indicators.

Psychology has a history of defining constructs
in multiple ways, particularly with regard to the
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construct’s relationship to other constructs—re-
ferred to as constitutive or theoretical definitions—and
with regard to the operations or properties with
which the construct can be observed or measured—
referred to as operational definitions (Hubert et al.,
1982; Liksa, 1969; Swanson, 1991). For example,
Kaufmann (1945) identified two ‘‘different and
complementary facets of science, namely theory and
testing’’ (p. 49) and observed that ‘‘there corre-
sponds a specific type of definition of scientific con-
cepts: the definitions which relate to theories are
called constitutive definitions; those which relate to
empirical testing are called operational definitions’’
(p. 49, italics in original). Similarily, in critiquing
an early definition of learning disabilities, Swanson
(1991) observed that it was ‘‘not an operational def-
inition, because it does not specify the operations
or procedures by which the construct of learning
disabilities can be recognized and measured’’ (p.
242) and, in contrast, classified the earlier defini-
tion as a theoretical definition.

We believe that the distinction between con-
stitutive and operational definitions is helpful in
understanding intellectual disability and its relation
to human functioning. For our purposes, an opera-
tional definition defines a construct in ways that it
can be observed and measured. An operational def-
inition aids in tasks related to diagnosis and clas-
sification. For example, the operational definition
of intellectual disability, which Schalock et al.
(2007) stated will remain in effect for now and in
the foreseeable future, defines intellectual disability
as ‘‘characterized by significant limitations both in
intellectual functioning and in adaptive behavior as
expressed in conceptual, social, and practical adap-
tive skills. This disability originates before age 18’’
(p. 118).

This operational definition of the intellectual
disability construct has some elements that refer to
other constructs, such as intellectual functioning
and adaptive behavior, but even then these con-
structs are modified by the notion of significant lim-
itations, which itself is defined in terms of standard
deviations below the mean and, therefore, is oper-
ational in nature. Thus, despite some constitutive
elements, this definition is essentially operational.
It operationally defines the construct as character-
ized by limitations in intellectual functioning and
adaptive behavior as evidenced by scores below a
certain point on measures of these two constructs
and as occurring prior to the age of 18 years.

In contrast, constitutive definitions define the

construct in relation to other, related constructs
and, thus, help us better understand the theoretical
underpinnings of the construct. In this Perspective,
we do not intend to focus on issues of the opera-
tional definition or naming but on constitutive is-
sues pertaining to understanding the construct, or
idea, that the term intellectual disability names. In
the following section, we explore how the use of
the term intellectual disability refers to a different
construct than did the term it replaced (i.e., mental
retardation).

Historical Overview of the Mental
Retardation and Intellectual Disability
Constructs

The Mental Retardation Construct
Scientific constructs are named, and the term

selected for that name is intended to reflect to the
greatest degree possible the general idea(s) under-
lying the construct (Luckasson & Reeve, 2001).
Names for constructs are not arbitrarily assigned in
science; in selecting a term, the intent is to capture
as effectively as possible the intent of the construct
to which the name–term refers.

All prior names referring to the construct men-
tal retardation, including the terms that immedi-
ately preceded it (e.g., mental deficiency, mental
subnormality), attempted to provide a descriptive
label or name for an underlying construct that
shared several theoretical assumptions. The first
such assumption was that the disability resided
within the person. To have mental retardation was
to be defective. The loci of that defect was the
mind. The term mental, which is common to all of
these terms, means of or pertaining to the mind.
The nature of the defect of the mind (mental de-
ficiency) was inferior mental performance (mental
subnormality) characterized by mental slowness
(mental retardation).

This notion of the defect of the mind resulting
in inferior mental performance characterized by
mental slowness is evident in most of the writings
from the period in the early 20th century in which
the construct that was eventually labeled mental
retardation emerged. For example, Henry Herbert
Goddard, a member of the first Terminology and
Classification Committee commissioned by what is
now AAIDD, wrote in 1907 that, ‘‘Psychology has
already gone far enough in the study of normal
minds to discover that there are many problems
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that can only be answered by a study of defective
minds, minds that have slowed down, so to speak,
and are moving so as to be easily observed’’ (p. 19).

The mental slowness that constituted the na-
ture of the disability was, through the efforts of
Goddard and others, eventually diagnosed as a dis-
crepancy between chronological age (CA) and
mental age (MA; although the calculation of an
MA metric was a development that postdated God-
dard). Eventually, mental slowness was inferred
from the discrepancy between CA and MA. To be
labeled as mentally deficient, mentally subnormal, or
mentally retarded, one had to evidence slowed or de-
layed mental performance in the form of that MA–
CA discrepancy.

Perhaps the most obvious indicator that the
construct underlying the above terms referred to de-
fects of mind (which resulted in impaired mental
performance characterized by mental slowness) was
the eventual agreement on the term mental retar-
dation to name the underlying construct. The noun
retardation refers to the act of retarding. Retard is a
verb meaning to slow down or delay. In fact, the
earliest use of the term retarded or retardation in
reference to a person’s performance—in Leonard
Ayres’ classic text Laggards in Our Schools: A Study
of Retardation and Elimination in City School Systems,
which was published in 1913—did not use the term
to refer to a form of feeblemindedness at all. Lag-
gards in Our Schools was a study of dropout and grad-
uation rates in urban school districts. Students who
failed to progress from one grade to the next were
referred to as laggards or as retarded; yet the term
retarded referred only to the fact that they were
delayed with regard to their progress through the
grades and not to any internal defect or feeble-
mindedness. Only later did the term retarded shift
from referring to the event or circumstance of not
progressing from one grade to the next to referring
to the student or person who was mentally slow and
not progressing. Mental retardation was a term
meaning, literally, mental slowness, and it was used
to name an underlying construct or idea in which
defects of the mind resulted in performance limi-
tations characterized by mental slowness.

It is worth noting that conceptualizations of
the condition prior to the 1910 classification system
introduced by Goddard and colleagues (‘‘idiot,’’
‘‘imbecile,’’ ‘‘moron’’) attempted to deal with the
diverse etiological factors resulting in feeblemind-
edness. For example, physician Arthur Wylie, su-
perintendent at the Institution for the Feeble-

Minded in Grafton, North Dakota (who, like God-
dard, was a member of the original committee on
classification), recommended to the committee
chairperson, Walter Fernald, that the classification
system include the terms psycho-asthenia, amentia,
and mental debility as alternatives to the traditional
idiot, imbecile, and feebleminded group terms; but,
then, he also recommended that clinical subgroups,
including microcephalous, hydrocephalous, Mongolian,
and cretin, among others, be appended to the group
terms, as well as adding the label moral imbecile to
the highest functioning group of people identified
as feebleminded. Given that virtually every insti-
tution superintendent involved in the association
then was a physician, it is not surprising that there
was considerable interest in and attempts to incor-
porate information about etiology into terminology
and classification efforts. Such efforts inevitably re-
sulted in classification systems like that proposed by
Wylie, which were so complex as to be of only lim-
ited use. In the end, the classification decision es-
chewed linking etiology to what was essentially a
diagnosis of impaired (slow) mental performance as
manifested by limitations in human functioning.
That subsequent classification systems added the re-
quirement of deficits in social and adaptive func-
tioning simply reinforces the fact that, from the be-
ginning, what we now term intellectual disability
has had as an underlying construct the notion of
limitations in human functioning. It is a disability de-
termined by indicators of performance linked to
limitations in human functioning.

The Intellectual Disability Construct
In 1992, the American Association on Mental

Retardation (AAMR; now AAIDD) Terminology
and Classification Committee adopted a functional
model of human functioning but kept the term
mental retardation for a number of reasons (Luck-
asson et al., 2002, pp. xii–xiii). The model proposed
that the disability was manifested as a state of func-
tioning that existed within the fit between the per-
son’s capacities and limitations and the context in
which the person functions. As such, the commit-
tee was not inventing a new idea but was recogniz-
ing what was accepted all along: Intellectual dis-
ability involves limitations in human functioning.
What was, however, dramatically different with the
construct underlying the term intellectual disability
when compared with the construct underlying the
term mental retardation was where the disability re-
sided; the former (mental retardation) viewed the
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disability as a defect within the person, whereas the
latter (intellectual disabilty) viewed the disability as
the fit between the person’s capacities (implied in
that is limited capacity as a function of neural im-
pairment) and the context in which the person
functioned. The term mental retardation referred to
a condition internal to the person (e.g., slowness of
mind); intellectual disabilty refers to a state of func-
tioning, not a condition. Both constructions, how-
ever, see the condition (as in mental retardation)
or the state of functioning (as in intellectual dis-
ability) as best defined, constitutively and opera-
tionally, in terms of limitations in typical human
functioning.

The term disability is an umbrella term for lim-
itations in human functioning. The origin of the
present interpretation of the term disability lies in
an extension of the medical model that originally
conceived health as an interiorized state and health
problems as an individual pathology: a problem
within the person. In the context of health and
health care, however, it became evident that indi-
vidual pathology offered a far too narrow perspec-
tive for effectively describing, understanding, and
addressing the problems of people affected by a
chronic or pervasive health condition. Wood
(1989) and his collaborators offered an extension of
the medical model by presenting a multidimension-
al model of human functioning in the International
Classification of Impairments, Disabilities, and Handi-
caps (ICIDH; World Health Organization, 1980).
The ICIDH proposed different perspectives or
planes of experience for looking at human func-
tioning and for describing the consequences of
diseases.

Within this perspective, human functioning re-
fers to all the life activities of a person. The ICIDH
(World Health Organization, 1980) perspective for
describing the impact of a health condition or pa-
thology on human functioning was (a) the exteri-
orization of a pathology in body anatomy and func-
tions (e.g., as pertaining to intellectual disability,
central nervous system, and intelligence), (b) ob-
jectified pathology as expressed in the person’s ac-
tivities (e.g., adaptive behavior skills), and (c) the
social consequences of pathology (e.g., participation
in social life domains; World Health Organization,
1980, p. 30). Later, it was recognized that in addi-
tion to the impact of health condition factors (pa-
thology), contextual factors are pivotal for under-
standing human functioning. Contextual factors are
composed of environmental and personal factors. It

was also understood that limitations in human func-
tioning are not necessarily linear or causal conse-
quences of a pathology but should be conceived as
multiple interactive processes where each factor can
influence the dimensions of functioning and other
factors, either directly or indirectly. By adding en-
vironmental factors and personal factors, a broader
descriptive model of human functioning was cre-
ated in the ICIDH successor, the International Clas-
sification of Functioning, Disability, and Health (ICF;
World Health Organization, 2001).

AAIDD Proposed Theoretical Framework
of Human Functioning

A multidimensional model of human function-
ing was first proposed by AAIDD (formerly
AAMR) in the 1992 manual (Luckasson et al.,
1992) and further refined in the 2002 manual (Bun-
tinx, 2006; Luckasson et al., 2002). An additional
refinement is shown in Figure 1. As shown in the
figure, the theoretical framework of human func-
tioning has two major components: five dimensions
(intellectual abilities, adaptive behavior, health,
participation, and context) and a depiction of the
role that supports play in human functioning. Each
of these components is described below and on sub-
sequent pages.

Human Functioning
Consistent with the ICF model (World Health

Organization, 2001), human functioning is an um-
brella term for all life activities of an individual and
encompasses body structures and functions, person-
al activities, and participation. Limitations in func-
tioning are labeled a disability that can result from
problem(s) in body structures and functions and
personal activities. For purposes of understanding
what intellectual disability refers to, the ICF do-
mains of body functions (impaired intellectual func-
tioning) and activities (limitations in adaptive be-
havior) are important because they refer to the di-
agnostic criteria specified in the operational defi-
nition of intellectual disability. However, for
understanding (a) individual functioning of a per-
son with intellectual disability within a larger con-
text and (b) the constitutive definition underlying
the term intellectual disability, all dimensions of
functioning and impacting factors are important.

Dimension 1: Intellectual Abilities. Intelligence is
a general mental capability. It includes reasoning,
planning, solving problems, thinking abstractly,
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Figure 1 A multidimensional model of human functioning.

comprehending complex ideas, learning quickly,
and learning from experience (Gottfredson, 1997).
As reflected in this definition, intelligence is not
merely book learning, a narrow academic skill, or
test-taking ability. Instead, intelligence reflects a
broader and deeper capacity for comprehending our
surroundings—catching on, making sense of things,
or figuring out what to do. Thus, the concept of
intelligence represents an attempt to clarify, orga-
nize, and explain the fact that individuals differ in
their ability to understand complex ideas, to adapt
effectively to their environments, to learn from ex-
perience, to engage in various forms of reasoning,
and to overcome obstacles by thinking and com-
municating (Neisser et al., 1994). This understand-
ing of intelligence was first adopted within the
AAMR/AAIDD terminology and classification
manuals by Grossman in 1983. It is also consistent
with the ICF definition of intellectual functions
(Section b117) as general mental operations re-
quired to understand and constructively integrate
the various mental functions, including all cogni-
tive functions and their development over the life
span (World Health Organization, 2001).

Dimension 2: Adapative Behavior. Adaptive be-
havior is the collection of conceputal, social, and
practical skills that people learn to function in their

everyday lives (Luckasson et al., 2002). The con-
cept of adaptive behavior (as expressed in concep-
tual, social, and practical adaptive skills) is a con-
tinuation of the historical attention given to adap-
tive behavior in the diagnosis of mental retarda-
tion–intellectual disability (Schalock et al., 2007).
The concept of adaptive skills implies an array of
competencies and provides the foundation to two
key points: (a) Adaptive skill limitations often co-
exist with strengths in other adapive skill areas, and
(b) a person’s strengths and limitations in adaptive
skills should be documented within the context of
community and cultural environments typical of
the person’s age peers and tied to the person’s in-
dividualized needs for support.

Dimension 3: Health. The World Health Orga-
nization (1990, 1993) defined health as a state of
complete physical, mental, and social well being.
Health is a component of an integrated understand-
ing of individual functioning, because the health
condition of an individual can affect his or her
functioning directly or indirectly in each or all of
the other four dimensions. Health-condition prob-
lems are disorders, diseases, or injuries and are clas-
sified in the International Statistical Classification of
Diseases and Related Health Problems (ICD-10;
World Health Organization, 1999). A subsequent
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article by the Terminology and Classification Com-
mittee will present in more detail the committee’s
proposed health framework that includes (a) how
health affects issues related to diagnosis, (b) how
health affects classification-related issues (including
classification based on etiology), and (c) the com-
ponents to a community health supports model.

Dimension 4: Participation. Participation is the
performance of people in actual activities in social
life domains and is related to the functioning of the
individual in society. It refers to roles and interac-
tions in the areas of home living, work, education,
leisure, spiritual, and cultural activities. Participa-
tion also includes social roles that are valid activi-
ties considered normative for a specific age group.
Participation is best reflected in the direct obser-
vation of engagement and the degree of involve-
ment in everyday activities.

Dimension 5: Context. Contextual factors in-
clude environmental factors and personal factors
and that represent the complete background of an
individual’s life. They may have an impact on the
individual’s functioning that need to be considered
in the evaluation of human functioning.

• Environmental factors make up the physical, social,
and attitudinal environment in which people live
and conduct their lives. Environmental factors
sometimes act as facilitators when, in interaction
with personal factors, they contribute to the ac-
complishment of adapted behavior. For example,
positive employees’ attitudes and accessibility
ramps act as facilitators when contributing to an
adapted behavior such as working. On the other
hand, the absence of such facilitators or presence
of other environmental factors, such as negative
attitudes or inaccessible buildings, can hinder the
accomplishment of adapted behaviors such as
working. Under these circumstances, environmen-
tal factors are referred to as barriers.

• Personal factors are characteristics of a person such
as gender, race, age, motivation, lifestyle, habits,
upbringing, coping styles, social background, edu-
cation, profession, past and current experiences
(past life events and concurrent events), character
style, individual psychological assets, and other
characteristics, all or any of which may play a role
in disability at any level. They are composed of
features of the persons that are not part of a health
condition or health state.

Supports. Human functioning is typically en-
hanced through the use of individualized supports

that are defined as ‘‘resources and strategies that aim
to promote the development, education, interests,
and personal well-being of a person and that en-
hance individual functioning. Services are one type
of support provided by professionals’’ (Luckasson et
al., 2002, p. 145).

Contextualism, or the context within which
supports are given, is a critical concept in under-
standing the current use of supports, the supports
paradigm, and the influence of external factors on
one’s functioning. Contextualism has three central
themes (Luckasson et al., 2002, p. 149): (a) One
appreciates the milieu, circumstances, environment,
or perspective within which behavior occurs; (b)
reality is ongoing and changing and involves the
environment being transformed by its members,
who are, in turn, transformed by the environment;
and (c) the person plays an active role in his or her
development and functioning. These three themes
are evident in the ecological and egalitarian bases
of supports.

The ecological basis of supports. There is clear
evidence that human functioning is facilitated by
the congruence between individuals and their en-
vironments. Facilitating such congruence involves
determining the profile and intensity of needed sup-
ports for a particular person and providing the sup-
ports necessary to enhance human functioning.
This social–ecological model is consistent with the
current concept of intellectual disability that views
the disabling process as a relationship among pa-
thology, impairments, and one’s environment (In-
stitute of Medicine, 1991; Luckasson et al., 1992,
2002; World Health Organization, 2001).

The egalitarian basis of supports. Egalitarianism is
the belief in human equality, especially with respect
to social, political, and economic rights. Since the
1960s, the egalitarian movement has emerged from
both legal and service delivery perspectives. Legally,
people with intellectual disability have the right to
free and appropriate public education, community-
based services, and freedom from discrimination
solely on the basis of their disability. Programmat-
ically, the egalitarian movement is reflected in per-
son-centered planning, self-advocacy, personal em-
powerment, and an emphasis on person-referenced
outcomes. The net result of these legal and service-
delivery trends has been to stress the role that
appropriate supports play in enhancing human
functioning.
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Conclusion
In conclusion, the field of intellectual and de-

velopmental disability benefits from a clear under-
standing of both the difference between an opera-
tional and constitutive definition of a construct
such as mental retardation–intellectual disability
and the fundamental properties of the intellectual
disability construct. Over the last 50 years, for ex-
ample, there has been a remarkable consistency in
the operational definition of the construct that is
now named intellectual disability. The minor
changes that have occurred in the operational def-
inition primarily reflect two phenomena (Schalock
et al., 2007, p. 119): (a) advances in understanding
intellectual functioning and adaptive behavior (Di-
mensions 1 and 2 in Figure 1) and (b) advances in
measurement theory and strategies that permit the
use of statistical procedures to control for measure-
ment error, practice effects, and normative changes.

In this article, we have focused primarily on
understanding the constitutive, or theoretical, def-
inition of the intellectual disability construct. Such
a defintion refers to a multidimensional state of hu-
man functioning as opposed to the trait or defect of
the mind conception of mental retardation. The ad-
vantages to understanding the multidimensional
nature of intellectual disability are many. For ex-
ample, understanding encourages one to recognize
and appreciate the vast biological and social com-
plexities associated with intellectual disability (Bau-
meister, 2005; Switzky & Greenspan, 2005); it cap-
tures the essential characteristics of a person with
this disability (Simeonsson et al., 2005); and it pro-
vides a solid conceptual basis to differentiate among
persons with other cognitive and developmental
disabilities (Thompson & Wehmeyer, 2008).

Although the operational definition of intel-
lectual disability has not changed, we contend that
the underlying construct named by the term intel-
lectual disability is not the same as the underlying
construct named by the term mental retardation. Al-
though the differences do not manifest themselves
in the actual diagnostic process—that is, the diag-
nostic process remains the same—as Schalock and
colleagues (2007) stated, the term intellectual dis-
ability ‘‘covers the same population of individuals
who were diagnosed previously with mental retar-
dation in number, kind, level, type, and duration of
the disability and the need of people with this dis-
ability for individualized services and supports’’ (p.
116). The changing understanding of disability re-

flected in the term intellectual disabilty, however,
has marked impact on how society responds to peo-
ple who manifest intellectual disability. The adop-
tion of the term intellectual disability implies an
understanding of disability consistent with an eco-
logical and multidimensional perspective and re-
quires that society responds with interventions that
focus on individual strengths and that emphasize
the role of supports to improve human functioning.
Furthermore, our theoretical framework of human
functioning recognizes that the manifestation of in-
tellectual disabilty involves the dynamic, reciprocal
engagment among intellectual abilitity, adaptive be-
havior, health, participation, context, and individ-
ualized supports.
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