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Preface

The Institute of Medicine (IOM) Committee on Improving the Disability Decision
Process has been working since it first met in January 2005 to develop recommendations
to the Social Security Administration (SSA) on how to improve the medical aspects of its
disability determination process. By law, Social Security can only pay benefits to those
unable to engage in substantial gainful activity because of a “medically determinable
physical or mental impairment which can be expected to result in death or which has
lasted or can be expected to last for a continuous period of not less than 12 months
(emphasis added).” Medical and psychological expertise is critical both in developing the
criteria for measuring the severity and functional impact of an impairment or impairments
on an applicant’s ability to work and in applying the criteria to individual cases where the
medical evidence does not clearly meet the criteria in the eyes of a nonmedical disability
examiner.

The committee’s final report is due in 2006, but SSA asked the committee to
focus first on the expertise issues and provide early recommendations on the
qualifications of the medical and psychological experts involved in the disability decision
process in a short interim report. SSA is currently in the process of revamping its
disability decision process and, according to a Notice of Proposed Rulemaking published
in the Federal Register in July 2005, plans to establish a national network of medical and
psychological experts who meet qualification standards set by the Commissioner of
Social Security. The NPRM did not specify the qualification standards but noted that they
would be promulgated within six months of the effective date of the final rule and that the
Commissioner would consider the advice of the IOM in setting the standards.

The committee is continuing to address the remaining tasks in its charge, which
focus on the medical criteria for assessing if an applicant qualifies for disability benefits.
In this phase of the study, the committee is assessing the overall effectiveness of the
Listing of Impairments (Listings) in the disability decision process, especially the use of
the Listings as a screening tool for determining disability based on medical

Vil
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considerations alone. The committee’s findings and recommendations concerning the
screening criteria may have further implications for the expertise needed to apply the
medical criteria. If so, the committee may have further recommendations about medical
expertise in the final report.

In developing this interim report, the committee received input from many
sources, in the form of presentations at meetings and written statements submitted for the
record. Many others responded to requests for information from the committee staff. On
behalf of the committee, I would like to thank those who provided information. At the fist
meeting on January 31-February 1, 2005, these included directors of three state Disability
Determination Services (DDS) agencies—Andrew Marioni, Jr. (Delaware DDS); Tommy
Warren (Alabama DDS); and Walter Roers (Minnesota DDS)—and four judges from the
SSA Office of Hearings and Appeals—David B. Washington, Chief Administrative Law
Judge (ALJ); Nancy Griswold, Chief ALJ, Region I, Boston; William Taylor, Executive
Director, Office of Appellate Operations; and Robert Johnson, Appeals Council.

For the second meeting, in April 2005, the committee notified more than 100
organizations of the opportunity to make presentations or provide written statements at
the meeting. The public forum part of the meeting was held in the Barbara Jordan
Conference Center of the Kaiser Family Foundation, a very accessible facility provided
for free by the Foundation. Presenters at the public forum were Eileen Sweeney, Center
on Budget and Policy Priorities; Marty Ford, Disability Policy Collaboration of The Arc
and United Cerebral Palsy; Ethel Zelenske, National Organization of Social Security
Claimants’ Representatives; Andrew Marioni, Jr., National Council of Disability
Determination Directors, and Director, Delaware Disability Determination Services;
David Randolph, American Academy of Disability Evaluating Physicians; and James
McCarthy, National Federation of the Blind. The National Association of Disability
Examiners submitted a written statement.

At the second meeting, the committee also heard from panels of experts on
training and certification requirements that might improve the level of medical expertise
in the disability decision process. The panelists and their organizations were Robert
Robertson, Shelia Drake, Beverly Crawford and Carol Dawn Petersen, Government
Accountability Office; John Pro, American Board of Independent Medical Examiners;
Douglas Martin, American Academy of Disability Evaluation Physicians; Steve
Geiringer, Wayne State University and American Academy of Physical Medicine and
Rehabilitation; Elizabeth Genovese, American College of Occupational and
Environmental Medicine; Sandra Hall, American Association of Occupational Health
Nurses; Joanne Ebert, Association of Rehabilitation Nurses; Michael Borek, Medical
Director, Delaware DDS; Joseph Aaron, Chief Medical Officer, New Jersey DDS;
William Humphreys, former medical consultant, Virginia DDS; Barry Eigen, Office of
Disability and Income Security Programs; Monte Hetland, Pediatric Medical Officer,
Office of Medical Policy, SSA; George Jesien and Rhoda Schulzinger, Association of
University Centers on Disabilities; Howard Goldman, University of Maryland School of
Medicine; and Thomas Yates, Health and Disability Advocates, Chicago.

At its fourth and fifth meetings in August and October 2005, the committee heard
from Christine Hartel, National Research Council (NRC); Susan Van Hemel, NRC;
Kristin Johnson, Charles Sweet, and Katherine Edwards, Disability Evaluation Services,
University of Massachusetts Medical School; Jo Anne Barnhart, Commissioner of Social
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Security; Patricia Owens, Consultation in Health and Disability Programs, Brooklyn, NY;
and Ethan Balk, AHRQ Evidence-based Practice Center, Tufts-New England Medical
Center.

I would like to thank the officials of the Social Security Administration who not
only requested the study, made presentations and answered questions at committee
meetings, and met with committee staff, but also contributed information, documents,
and statistics and made available the directors and medical directors of state Disability
Determination Services agencies and administrative law judges in the Office of Hearings
and Appeals who met with the committee (listed above). These officials are Jo Anne B.
Barnhart, Commissioner of Social Security, who met with the committee on October 6,
2005, to describe her plans for improving the disability decision process and answer
questions from committee members; Martin H. Gerry, Deputy Commissioner for
Disability and Income Security Programs; Glenn Sklar, Associate Commissioner for
Disability Programs; Pamela Mazerski, Associate Commissioner for Program
Development and Research; and Nancy Schoenberg, Office of Disability Programs, the
project officer for this study who greatly facilitated responses to the committee’s requests
for information.

The staff would like to thank the following for providing information or other
assistance: Bob L. Appleton, Office of Disability Programs, SSA; Barbara Barzansky,
American Medical Association; Kathleen M. Bernett, American Board of Independent
Medical Examiners; Howard Bradley, Office of Research, Evaluation and Statistics,
Social Security Administration (SSA); Shari Bratt, National Association of Disability
Examiners (NADE); Dean M. Burgess, American Association of Occupational Health
Nurses; Shanklin Cannon, Northwestern Mutual; Lenore Carlson, Office of Disability
Determinations, SSA; Winthrop S. Cashdollar, America’s Health Insurance Plans; Joanne
Castello, Office of Disability Programs, SSA; Thomas Charest, Jefferson Pilot Financial;
Mary Chatel, Office of the Commissioner, SSA; Carol G. Cook, U.S. Office of Personnel
Management; Deborah A. Cotter, American Psychological Association; Ann R. Cox,
American Association of Occupational Health Nurses; Beverly Crawford, Government
Accountability Office (GAO); Susan David, Office of Disability Programs, SSA;
Laurence Desi, Office of Medical Policy, SSA; Anne Deutsch, Northwestern University;
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Prudential Disability Management Services; Barry Eigen, Office of Disability Programs,
SSA; Barry Eisenberg, Academy of Occupational and Environmental Medicine; Judith
Feder, Georgetown University; Angela Foehl, American Psychiatric Association; Claire
Green, Office of Hearings and Appeals (OHA), SSA; David Hatfield, OHA, SSA;
Michael Heitz, OHA, SSA; Monte Hetland, Office of Medical Policy, SSA; Jay
Himmelstein, University of Massachusetts Medical School; Deena Howell, Florida
Retirement System; Sunmee Jo, OHA, SSA; Carol Jones, Office of Disability Programs,
SSA; Patricia Jonas, Assistant Deputy Commissioner for Disability and Income Security
Programs, SSA; Jim Julian, Office of Medical Policy, SSA; Karen Kadell, Minnesota
State Retirement System; Cille Kennedy, Department of Health and Human Services;
Theresa Klubertanz, NADE; Joseph LaDou, University of California Medical School-San
Francisco; Susanne Lapierre, Liberty Mutual; Joni Lavery, National Academy of Social
Insurance (NASI); Barry S. Levy, Tufts University; Cathy Lively, Office of Medical
Policy, SSA; Jeffrey S. Lubbers, Washington College of Law, American University;
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Executive Summary

OVERVIEW OF SOCIAL SECURITY DISABILITY PROGRAMS

The Social Security Administration (SSA) provides Social Security Disability In-
surance (SSDI) benefits to disabled persons of less than full retirement age and to their
dependents. SSA also provides Supplemental Security Income (SSI) payments to dis-
abled persons who are under age 65. For both programs, disability is defined as a “medi-
cally determinable physical or mental impairment” that prevents an individual from en-
gaging in any substantial gainful activity and is expected to last at least 12 months or
result in death.

As of December 2004, SSA was making disability payments to 10.8 million
adults and children based on their own disability and 1.5 million dependents of disabled
adults. In fiscal year (FY)2005, SSA estimated it would process approximately
2.5 million initial claims for disability benefits, 25 percent more than in FY 2000.

Assuming that an applicant meets the nonmedical requirements for eligibility
(e.g., quarters of covered employment for SSDI; income and asset limits for SSI), the file
is sent to the Disability Determination Services (DDS) agency operated by the state in
which he or she lives for a determination of medical eligibility. SSA reimburses the states
for the full costs of the DDSs.

The DDSs apply a sequential decision process specified by SSA to make an initial
decision whether a claim should be allowed or denied. If the claim is denied, the decision
can be appealed through several levels of administrative and judicial review. On average,
the DDSs allow 37 percent of the claims they adjudicate through the five-step process. A
third of those denied decide to appeal, and three-quarters of the appeals result in allow-
ances. Nearly 30 percent of the allowances made each year are made during the appeals
process after an initial denial.

In 2003, the Commissioner of Social Security announced her intent to develop a
“new approach” to disability determination. The goals of the new approach are to (1)
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2 IMPROVING THE SOCIAL SECURITY DISABILITY DECISION PROCESS

make the correct decision as early in the claims process as possible and (2) foster return
to work at all stages of the process.

IOM STUDY CHARGE

In late 2004, SSA asked the Institute of Medicine (IOM) to help in two areas re-
lated to its initiatives to improve the disability decision process.

1. Improvements in the criteria for determining the severity of impairments. Cur-
rently, SSA uses a Listing of Impairments (the Listings) to identify impairments
and associated medical findings that are so severe that SSA can consider indi-
viduals with one of these impairments, or their equivalent in severity, to be dis-
abled without additional evidence of their inability to work.

2. Improvements in the use of medical expertise in the disability decision process.
Currently, each DDS has medical consultants on staff and a roster of outside
medical sources it uses to conduct independent medical examinations, called con-
sultative examinations, and each regional office of the Office of Hearings and
Appeals has a roster of medical experts who have agreed to provide their opinions
in cases being heard by administrative law judges. Other than state licensure, SSA
does not have national qualification standards or training and certification re-
quirements for any of these medical sources.

SSA’s request to IOM was broken down into 10 specific tasks. The first seven
tasks pertain to the Listings, and the final three—tasks 8, 9, and 10—pertain to presump-
tive disability categories, organization of medical expertise, and training and certification
of consultative examiners, respectively (see Appendix A). The last three tasks are ad-
dressed in this interim report.

In July 2005, SSA published a notice of proposed rulemaking (NPRM) that in-
cluded establishment of a Federal Expert Unit that would set up and administer a national
network of medical, psychological, and vocational experts to support the disability deci-
sion process at the initial decision point and subsequent levels of appeal. In the NPRM,
SSA announced that it is looking to the IOM committee’s interim report for advice on the
qualifications of the medical and psychological experts to be recruited for the national
network.

The final report, due in 2006, will address the remaining tasks, which pertain to
the criteria and procedures of the disability decision process. It is possible that after fur-
ther information gathering and analyses of the effectiveness of the disability decision
process in identifying those who qualify for benefits and excluding those who do not, the
committee may refine its recommendations concerning medical and psychological exper-
tise in the final report.

NOTE: In this interim report, tasks 9 and 10 are presented before task 8. This is
because, due to the NPRM, the recommendations on the qualification standards and train-
ing requirements for medical experts are of immediate importance while presumptive dis-
ability is not the subject of rulemaking at this time.
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CONSTRAINTS ON THE DISABILITY DECISION PROCESS

The committee supports the primary goals of SSA’s new disability decision proc-
ess—to make the right decision as early in the claim process as possible, and to improve
the accuracy, consistency, and timeliness of disability decisions at all levels of the dis-
ability process. Because the agency has not adopted the final version of its new plan, it is
too early to reach any conclusions about the new process itself. Nevertheless, the com-
mittee believes that several factors significantly limit SSA’s ability to make the correct
decision early in the process and these factors contribute to error, inconsistency, and de-
lay in decision making.

One factor is the lack of emphasis on developing a complete record at the begin-
ning of the disability decision process, although fuller case development has been rec-
ommended in a number of reports. More complete case development at the front end of
the process may not be essential for an accurate initial disability decision in every case,
but overall it should reduce the impetus for appeals, reduce the number of reversals on
appeal, and shorten the average length of time before reaching final adjudication. This is
difficult to accomplish, however, because disability decision makers in the DDSs are sub-
ject to strong pressures from SSA to decide cases quickly and to reduce administrative
costs (including medical costs) per case.

A second factor is a contrasting set of incentives for DDSs and administrative law
judges, which has the effect of pushing decision outcomes in different directions at dif-
ferent levels of adjudication. By law, DDSs are subject to a “pre-effectuation” review by
SSA regional offices of 50 percent of all decisions to allow claims in SSDI cases. Denials
are not reviewed for correctness. SSA’s quality assurance system, which does look at de-
nials as well as allowances after the fact, reviews only one percent of the cases. Although
a third of the denials are appealed for review by an administrative law judge, and the ma-
jority of those appeals result in allowances, the costs of decisions reversed by the admin-
istrative law judges are not internal to the DDS. In addition, there is no information feed-
back loop from the appeals process on the results of hearings, especially on the
characteristics of cases allowed on appeal that were denied initially. In contrast, adminis-
trative law judges have incentives to allow claims. The chances of having an allowance
decision subsequently reviewed are very small, while more than half of all denial deci-
sions are appealed to the Appeals Council, the next level of review.

The new disability plan recently set forth by the Commissioner describes SSA’s
intent to “create and operate a comprehensive and multidimensional approach to quality
assurance” in order to improve quality and accountability throughout the disability proc-
ess. The committee agrees that fundamental change is needed in the SSA quality review
process to place equal emphasis on allowances and denials. The committee plans to ad-
dress the role of balanced incentive systems in its final report.
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ORGANIZATION OF MEDICAL EXPERTISE

Task 9: “Advise on how best to provide medical expertise needed to support the en-
tire disability adjudication process. This will involve describing the type of experts
needed (academic specialists; practicing specialists; practicing generalists or non-
physicians); necessary credentials and where best to locate them (from university
medical centers, centers of excellence for specialized care, or community practice set-
tings).”

Claimants must have a medical basis for impairments disabling them from work
to qualify for benefits. Accordingly, SSA relies on medical experts to provide medical
evidence (including treating physicians and independent medical examiners), analyze the
evidence, and determine if it justifies an allowance (the last two activities are performed
by medical and psychological consultants in the DDSs).

DDSs collectively have more than 2,100 medical and psychological consultants
(hereafter, MCs), most of them part-time contractors. In most DDSs, the MC works with
a lay disability examiner to make the disability decision jointly.

The applicant’s own medical providers, called treating sources by SSA, are the
primary source of medical evidence throughout the entire disability decision-making
process. By regulation, DDSs must seek medical evidence and opinions from treating
sources and, unless there are inconsistencies or ambiguities, give their evidence control-
ling weight.

Medical expertise is also provided by medical personnel who perform consulta-
tive examinations (CEs)—i.e., examinations and tests—on claimants at SSA’s request,
when needed information is not available from existing medical records. Although the
claimant’s own treating source is the preferred CE provider, SSA usually uses providers
that it recruits specifically to perform these examinations and tests.

For cases appealed for a hearing, administrative law judges may request the pres-
ence of a medical expert (ME) to serve as an expert witness at a hearing. MEs are private
practitioners who agree to serve for a fee and are recruited by the regional offices of the
Office of Hearings and Appeals (OHA).

SSA also has MCs in a federal DDS and in the regional offices, where they are
involved in quality review and case consultation.

Specialization of Medical Consultants

At committee meetings, SSA staff raised concerns that not all DDSs have a full
range of medical specialists among their MCs. The committee also heard from organiza-
tions representing the state DDS directors and the disability examiners and MCs that not
all DDSs always have all the specialties desired. The committee also heard from adminis-
trative law judges that they are not always able to find certain specialists to serve as
medical experts at hearings. According to DDSs and administrative law judges, the main
reasons for lack of access to all specialties are inadequate compensation to attract higher-
paid specialties and scarcity of specialists in rural areas and less populous regions of the
country.
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Recommendation 1-1. SSA should make arrangements to ensure that
the state Disability Determination Services (DDS) agencies and the
Office of Hearings and Appeals (OHA) have ready access to the full
range of physician specialties and other health professionals needed to
evaluate cases. These experts should be available to consult with ad-
judicators in the DDSs and OHA on the development and evaluation
of medical and functional information needed to reach a decision.

There are several possible arrangements for ensuring DDSs access to specialists,
including the establishment of a national network of experts coordinated by a Federal
Expert Unit (FEU), as proposed by the July 2005 NPRM. An FEU organized as a decen-
tralized network of medical, psychological and vocational experts could play several
roles. First, network experts could serve as consultants to adjudicators at the DDSs and
OHA, similar to what MEs do for OHA currently, which would provide adjudicators with
access to expertise that is not otherwise available. Second, network experts could serve as
MCs in the adjudication process and make the disability determination in conjunction
with the disability examiner. Third, network experts could perform CEs (this is not pro-
posed in the NPRM).

However, establishing a national network of experts who would play different
roles at different points in the process (e.g., acting as agency adjudicators in initial deci-
sions and providing expert opinions to administrative law judges in de novo proceedings)
will require arrangements that ensure that the same medical expert does not serve as ad-
judicator and expert witness in the same case. Likewise, if members of the network per-
form CEs, they should be instructed to be impartial and not be permitted to serve in other
roles in the same case.

Qualifications of Medical Consultants

Currently, DDSs rely on state licensure or, in the case of psychologists and
speech-language pathologists, certain alternative qualification requirements, to ensure a
minimum level of medical expertise and competence among MCs. MCs are not required
to be board certified, possess any additional credentials, or have an active practice in pa-
tient care.

Board certification is rapidly becoming the standard credential for the practice of
medicine and psychology. Certification also has the benefit of requiring periodic recerti-
fication to demonstrate continued competence.

Recommendation 1-2. SSA should make board certification of physi-
cians and psychologists mandatory. This will necessitate an increase
in compensation in order to recruit and retain qualified physicians
and psychologists as MCs and MEs or as members of the national
network of experts, if it is established. SSA also should allow current
MCs with qualified program experience who are not board certified
to continue for a time period of five years.
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The committee recognizes that requiring a higher level of qualification (i.e., board
certification) may affect SSA’s ability to attract and retain experts. Historically, SSA has
had difficulty recruiting qualified experts given the nature of the work and comparatively
low reimbursement rates. Therefore, if SSA is to attract enough candidates, a requirement
for higher qualifications must be accompanied by increased compensation.

Training of Medical Consultants

Board certification represents mastery of a specific body of knowledge and con-
tinuing education, but the certification process alone does not ensure that an individual is
qualified to provide expertise in SSA’s disability programs. Currently, SSA has no stan-
dardized national training program for MCs, to ensure a reliable level of knowledge and
promote consistency in decision making, although it has been working on an MC training
program for several years.

Recommendation 1-3. SSA should continue to develop and implement
a mandatory national training program for all MCs, including those
in the national network of experts outside the DDSs. The training
program should focus on how to evaluate disability and on Social Se-
curity disability policies and procedures, be competency-based, and
be coupled with ongoing assessment of MC competency as part of the
quality assurance process.

The training program should concentrate on the aspects of the MC role that are
not usually learned in medical school or residency programs, namely, evaluation of work
disability and Social Security disability program policies and procedures. The training
should be ongoing, it should be competency based, and SSA should perform an ongoing
assessment of MC competency as a component of its revised quality assurance program.

Better Use of Medical Expertise

Many of the Listings have a substantial functional component and at least half the
adult claims are decided on the basis of the interaction of medical and vocational factors,
not on severity of impairment alone. Under current procedures, MCs must be physicians,
psychologists, or other ‘“acceptable medical sources” (i.e., podiatrists, optometrists,
speech-language therapists). This policy has the effect of excluding from DDSs many
medical personnel who could contribute to the disability decision-making process, in-
cluding personnel trained to evaluate functional limitations and their impact on ability to
work (e.g., nurse practitioners, occupational therapists, physical therapists, registered
nurses, psychiatric social workers).
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Recommendation 1-4. SSA should expand the range of expertise
available in DDSs and implement alternative methods of developing
and adjudicating cases within DDSs that would make more efficient
and effective use of existing sources of expertise, and SSA should re-
quire these additional types of experts to undergo the same training as
MCs.

For example, DDSs could use registered nurses who are certified as nurse practi-
tioners or case managers to help triage cases, advise disability examiners on what is
needed to complete development of the medical record, and help decide when a case
should be referred to a MC for review or to a specialist.

Other Sources of Medical Expertise

Using technology (e.g., electronic case files and video hearings) to make medical
experts more widely available, establishing rigorous, standardized qualification require-
ments for all experts, and compensating experts at a level commensurate with their exper-
tise will help to ensure that disability adjudicators have sufficient expertise to help them
address complex medical issues in most cases. However, there will still be circumstances
in which SSA needs more specialized expertise than the network of experts may have.
Examples include more complex or rare cases, newly developing conditions (e.g., emerg-
ing infectious diseases), or conditions for which research is rapidly changing the state of
the art in clinical practice.

Recommendation 1-5. SSA should consider developing formal work-
ing relationships with specialized clinical research centers to review
and evaluate the medical record in difficult cases, provide feedback on
how well SSA is evaluating certain disabling conditions, and identify
improvements that should be made in evaluation criteria (including
the Listings) and procedures.

SSA should consider developing demonstration projects with academic clinical
research centers that focus on conditions that are difficult to evaluate, similar to the dem-
onstration project that SSA currently has with the Association of University Centers on
Disabilities, even though few medical experts in academic research centers will be famil-
iar with the SSA disability program or with evaluating the work capacities and limitations
of patients. The centers would nevertheless be an excellent source of medical expertise in
reviewing complex cases, a means of learning how to improve adjudicative evaluation
and decision making and improving the training of disability examiners, MCs, and ad-
ministrative law judges, and an input to the revision and updating of the Listings.
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Involvement of Treating Physicians and Other Treating Sources

Greater participation by treating sources is an excellent means of obtaining all the
relevant medical and functional information early in the disability decision process,
which speeds the process, leads to more informed decisions, and saves the costs of going
back to the treating physician for additional information or of having to order a CE.

Recommendation 1-6. SSA should take steps to improve the flow of
medical information from treating sources, especially by asking for
the specific information wanted, making it easier to furnish the in-
formation, and reimbursing for the full cost of collecting the informa-
tion and for producing and transmitting the report.

Efforts should focus on making treating sources more knowledgeable about SSA
rules and procedures and what is expected of them, providing protocols and forms that
elicit and organize relevant information, making it easier technologically for treating
sources to provide the information, and compensating them adequately for the extra prac-
tice expenses involved in providing records and a useful report.

Current rates of compensation for providing records and preparing reports signifi-
cantly affect both treating source participation and report quality. Rates are generally low
relative to fees paid by other disability benefit agencies, which discourages the participa-
tion of treating sources.

Qualifications of OHA Medical Experts

ME:s function as independent expert witnesses in a quasi-judicial process. They
have no direct adjudicative function, and they do not examine the claimant. They use
their medical expertise at hearings to help the administrative law judges and other par-
ticipants understand complex medical issues of the case in layman’s terms. SSA has not
required specific qualification standards for MEs.

Recommendation 1-7. Medical experts (MEs) used by administrative
law judges should be board certified if they are physicians or psy-
chologists. SSA should encourage the use of licensed medical person-
nel other than physicians or psychologists as MEs in appropriate
cases. All MEs should be adequately compensated for the time and ef-
fort required to serve in this capacity.

Regardless of whether MEs are drawn from existing rosters, or some newly estab-
lished network as is proposed in the July 2005 NPRM, SSA should establish consistent
national qualification standards for MEs to ensure a level of uniformity across the coun-
try. As discussed earlier, board certification is fast becoming the standard credential for
the practice of medicine and psychology.

The fee schedule for ME services is low compared with fees paid for expert wit-
nesses by other programs and has not been increased for some time. More adequate com-
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pensation will help increase the participation of MEs from higher-paid specialties and
specialties with relatively few members.

TRAINING AND CERTIFICATION OF
CONSULTATIVE EXAMINERS

Task 10: “Recommend needs for standardized training and certification for consulta-
tive examiners who assess claimant’s level of function based on integrated evaluation
of medical impairment and functional capacity. Advise on content of a training curricu-
lum, appropriate personnel to train, and mechanisms for the certification process.”

DDSs purchase consultative examinations (CEs) to obtain or clarify information
that is missing, conflicting, or ambiguous in a claimant’s medical records. CE providers
are asked to report examination and test results, a diagnosis and prognosis, and an opin-
ion on what the claimant can do despite their impairment or impairments.

Each DDS is charged with recruiting and orienting medical personnel who agree
to be available to perform CEs in return for a fee set by each state. CE providers are not
required to be what SSA defines to be an “acceptable medical source,” if a medically de-
terminable impairment is established and the issue at hand is the severity of the impair-
ment and how it affects an individual’s functioning. CE providers may be what SSA calls
“other sources,” who may be other medical practitioners such as nurse-practitioners,
physical therapists, occupational therapists, chiropractors, and audiologists, or nonmedi-
cal sources such as teachers, day care providers, social workers, and employers.

Training and Certification Requirements for Consultative Examiners

SSA requirements for CE providers are minimal. They must be currently licensed
to practice medicine in the state and have the training and experience to perform the type
of examination or test being requested. They are not required to have training or certifica-
tion specifically in the evaluation of disability.

Currently, each state makes its own arrangements for orienting and training CE
providers. SSA furnishes CE providers with a guide, known as the Green Book, which
provides general information about the Social Security disability programs and how
claims are adjudicated, including the role of CEs, how CE providers are selected, and
what the DDSs look for in a report of a CE.

Recommendation 2-1. SSA should establish reasonable requirements
for training and certification of consultative examination providers.
The training and certification should focus on two competencies:
evaluation of limitations on ability to work resulting from impair-
ments, and evidentiary and other requirements of SSA’s disability de-
cision-making process.
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The ability to diagnose and treat diseases and injuries is fulfilled by the current
requirement that CE providers be licensed or certified in their area of expertise. However,
licensure and board certification do not necessarily ensure that CE providers are expert in
evaluating how a person’s impairment limits his or her functioning in employment set-
tings or that providers know how to provide medical evidence in a form useful for evalu-
ating whether someone meets Social Security’s definition of disability. Accordingly, CE
providers should be required to demonstrate competence in these subject areas, namely,
functional assessment of disability and SSA disability program policies and procedures.

Adequate Reimbursement for CE Providers

A comprehensive disability examination entails much more than a standard medi-
cal examination. The clinician must assess the nature and severity of the impairment or
impairments by reviewing medical records, taking a history, performing an examination,
and if needed, administering a diagnostic test or tests, and then he or she must evaluate
the functional consequences of the impairment or combination of impairments, determine
what the claimant’s capabilities are to work (in adults) or engage in age-appropriate ac-
tivities (in children), and prepare a report that helps the DDS determine the nature, sever-
ity, and duration of the impairment and the claimant’s residual functional capacity (or, in
SSI children, functional limitations).

The median fee that DDSs pay for an examination and report is approximately
$130. Few pay more than $165. These fees are quite low compared with the fees that
other disability benefit programs pay for disability evaluations and reports, including the
federal and state workers’ compensation programs and private disability insurers.

Recommendation 2-2. Reimbursement should be adequate to cover
the full costs of a consultative examination, which involves more than
a standard examination, whether it is focused or comprehensive in
scope. This will require a substantial increase in fees over the amounts
currently paid in most states. There also should be adequate compen-
sation for time spent in orientation and training activities.

SSA should conduct market studies and studies of fees that other public programs
pay for similar services to determine a national fee schedule for CEs, adjusted for geo-
graphic differences in practice costs, with several fee levels depending on how focused or
comprehensive the examination is. The fee schedule should be updated annually.

Higher fees should increase the pool of medical sources willing to perform CEs,
especially in harder-to-recruit specialties such as orthopedics. It should also provide the
incentive for more treating physicians to be willing to perform CEs.
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Requests for CEs Focused on What Is Needed in Each Case

Improving the quality of CEs depends not only on the skill and knowledge of the
CE providers but also on whether they have been asked for the right information.

Recommendation 2-3. SSA should ensure that requests for consulta-
tive examinations indicate clearly what is needed in each case rather
than making general requests for records and opinions.

SSA could develop templates for CE request letters for common types of cases
that can be easily individualized. In addition to a checklist of standard items to consider,
each request letter should contain a narrative paragraph to provide further guidance to the
CE provider that describes what the disability examiner is concerned about and thinks is
needed to evaluate the claim in question.

PRESUMPTIVE DISABILITY CATEGORIES

Task 8: “Review SSA’s list of presumptive disability conditions and suggest revi-
sions, additions, and/or deletions. The committee will recommend essential criteria
for establishing candidate conditions for presumptive disability and recommend the
level of professional expertise needed to certify that a presumptive diagnosis is ade-
quately established.”

An applicant for SSI based on disability or blindness may receive up to six
months of payments prior to the final determination of disability or blindness if he or she
is determined to be “presumptively disabled” or “presumptively blind” (hereafter pre-
sumptive disability) and meets all other (i.e., financial) eligibility requirements. SSA field
offices can make presumptive disability determinations in cases involving certain im-
pairments specified by SSA. DDSs can make presumptive disability findings in any case
in which the available evidence indicates a “strong likelihood” that the claim will be al-
lowed after going through the regular formal determination process.

Revising the Presumptive Disability Categories with Explicit Criteria

Presumptive disability is primarily a social policy which recognizes that appli-
cants for SSI have little or no income or assets and probably need immediate assistance
with the costs of living. Therefore, the committee is unable to recommend specific cate-
gories to include or delete because the selection criteria are not solely medical.

The nonmedical criterion in selecting presumptive disability categories is the de-
gree of risk, i.e., the reversal rate because of false positives for which SSA is willing to
pay in order to reach all true positives. Early in the SSI program, SSA determined that a
reversal rate of more than 10 percent over several months made a category a candidate
for deletion. Only 9 of the 15 current categories meet this criterion, however. A reversal
rate of 20 percent or less would bring the total to 13. At the same time, the presumptive
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disability categories do not include conditions that consistently have high allowance
rates, which therefore on equity grounds could be considered as candidates for inclusion
as presumptive disability categories. In 2004, for example, cases with 1 of 12 primary
impairment codes had a 90 percent chance of approval, and only 4 of those codes corre-
sponded closely to existing presumptive disability categories.

Recommendation 3-1. SSA should consider dropping some current
presumptive disability categories, and perhaps adding some, after de-
ciding on explicit criteria for including categories.

Calculations based on SSA allowance rates by impairment category indicate that
there are a number of conditions in which the probability is high that a claimant who al-
leges he or she has one of the conditions will end up being allowed, which makes them
good candidates to be presumptive disability categories. The question the committee can-
not answer is whether that probability should be 90 percent, 85 percent, 80 percent, or
some other number. The answer depends on the tradeoff society wishes to make between
helping groups of low-income persons with a given probability of being determined dis-
abled by SSA and the cost of paying for cases that end up being disallowed.

Increasing Consistency in Presumptive Disability Decision Making

The percentage of SSI claims that are granted presumptive disability status varies
widely across SSA field offices and DDSs, a situation that SSA could improve. The per-
centage of field office presumptive disability cases ranges from 0.1 percent to 3.5 percent
of SSI claims. The range for DDSs is from 0.6 percent to 34.6 percent. The majority of
field offices do not use all 15 presumptive disability categories.

Recommendation 3-2. SSA should mandate the use of the presumptive
disability procedure by, and take other administrative steps to achieve
more consistency among, the SSA field offices and DDSs in the im-
plementation of the presumptive disability policy.

Currently, the use of the presumptive disability procedure is voluntary, which
leads to large differences in practice from office to office that are not just the result of
inherent difficulties in assessing cases. If SSA has a presumptive disability process, and it
is part of national social policy, it should be applied uniformly from place to place. This
is primarily a matter for administrative policy to achieve.

Learning from Terminal Illness (TERI) Procedures
Presumptive disability is a policy to expedite payments. TERI (TERminal Illness)
cases involve expedited decisions. According to the SSA program operations manual,

“Cases where there is an indication of a terminal illness (TERI) are to be handled in an
expeditious manner because of the sensitivity involved.”
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Recommendation 3-3. SSA should look at TERI procedures for les-
sons in making expedited decisions on cases that must meet specific
medical criteria. These include uniform special procedures through-
out the decision process that promote consistency as well as speed.

TERI cases are subject to special procedures through which the case is expedited
through every step of the disability determination process, including the appeals process
and the payment process. The issue is whether field office interviewers are able to iden-
tify TERI cases with some accuracy. This would involve determining the percentage of
cases flagged as TERI cases that turn out to meet the criteria and also the percentage of
cases that were not flagged that should have been. Differences between types of cases
and offices could be analyzed for better understanding of TERI decision making and
ways to improve it.
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INTRODUCTION

Overview of Social Security Disability Programs

The Social Security Administration (SSA) provides Social Security Disability In-
surance (SSDI) benefits to disabled persons of less than full retirement age and to their
dependents. SSA also provides Supplemental Security Income (SSI) payments to dis-
abled persons who are under age 65. For both programs, adult disability is defined as a
“medically determinable physical or mental impairment” that prevents an individual from
engaging in any substantial gainful activity and is expected to last at least twelve months
or result in death. Childhood disability under SSI is defined as a physical or mental con-
dition or combination of conditions that causes “marked and severe functional limita-
tions” and is expected to last at least twelve months or result in death. As of Decem-
ber 2004, SSA was making disability payments under the SSDI and SSI programs to 9.8
million people aged 18-64 and 1.0 million children based on their own disability, as well
as payments to an additional 1.5 million dependents of disabled individuals in the SSDI
program (SSA, 2005¢:31-33).

SSDI and SSI disability account for 22. percent of SSA’s benefits payments each
year (SSA, 2005a:147). Yet, they account for 57 percent of SSA’s administrative costs,
because determining disability status is much more complicated than verifying a worker’s
work records to compute Social Security retirement benefits (SSA, 2005a:161).

In fiscal year (FY) 2005 SSA expected to process approximately 2.5 million ini-
tial claims for disability benefits, 1.6 million continuing disability reviews, and 600,000
appeals hearings (SSA, 2004a:4-5). The annual number of claims, which was 2.1 million
in FY 2000, is expected to continue to increase as baby boomers age into their 50s and
early 60s and become more prone to disabling impairments.

Claimants file applications through one of 1,300 SSA field offices, over the tele-
phone, by mail, or on the Internet. Interviewers in the field offices apply the nonmedical
eligibility criteria to determine insured status and ask claimants to provide supporting
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medical documentation. The case files are then sent to a state Disability Determination
Services (DDS) agency, which makes the initial decision as to whether the individual is
disabled based on medical and, if needed, vocational criteria provided by SSA.

The DDSs use a five-step decision process, called the sequential evaluation proc-
ess by SSA, for each claim for disability benefits, whether under SSDI or SSI.! The first
decision is whether the applicant is currently engaged in substantial gainful employment,
which is defined as earning more than a certain amount per month ($830 a month in 2005
except for statutorily blind beneficiaries).” If yes, the application is denied. Step two is to
determine whether the applicant has a medically determinable impairment that is severe,
1.e., significantly limits the applicant’s physical or mental ability to engage in basic work
activities, and that will last 12 months or longer. If no, the claim is denied. If yes, step 3
is a determination of whether the applicant’s impairment meets or equals one of the more
than 100 conditions listed in a Listing of Impairments (Listings), which are assumed to be
so severe that SSA accepts that the applicant cannot work. If yes, the claim is allowed. If
not, step 4 involves an assessment of the applicant’s residual functional capacity to do
past work. If yes, the claim is denied. If no, step 5 looks to see if the applicant can engage
in any employment in the U.S. economy. If yes, the claim is denied. If no, it is allowed.
On average, the DDSs allow approximately 37 percent of the claims they adjudicate
through the five-step process.

The share of claims that are allowed at step 3 by meeting or equaling the Listings
has declined over the years, to about half currently. This means that a growing percentage
of cases must undergo intensive medical-vocational evaluation during steps 4 and 5,
which require more time and DDS staff resources to perform.

Currently, approximately 70 percent of the allowances that are eventually made
are made at the initial level, a process that takes about 97 days (SSA, 2004a:Appendix
A). About a third (36 percent) of the applicants whose claims are initially denied decide
to file an appeal. Of those, approximately 67 percent result in allowances at some point in
the multi-step appeals process, which averages more than a year to complete. Ultimately,
slightly more than half of the claims (52.3 percent) are approved.’

On September 25, 2003, the Commissioner of Social Security told the Subcom-
mittee on Social Security of the House Committee on Ways and Means of her intent to
develop a “new approach” to disability determination (Barnhart, 2003). The goals of the
new approach are to (1) make the correct decision as early in the claims process as possi-
ble and (2) foster return to work at all stages of the process. On July 27, 2005, after con-
sulting with a variety of groups, SSA published a notice of proposed rulemaking (NPRM)
describing specific regulatory changes it plans to make to implement the Commissioner’s
new approach to the disability decision-making process (SSA, 2005¢). Among the initia-
tives proposed in the NPRM was the establishment of a Federal Expert Unit that would
set up and administer a national network of medical, psychological, and vocational ex-
perts to support the disability decision process at the initial decision point and subsequent
levels of appeal. The NPRM also proposes establishment of a Quick Disability Determi-
nation Process that would use a predictive statistical model to identify cases likely to be

! For overviews written for physicians, see Nibali (2003) and Robinson and Wolfe (2000).
2 The statutorily blind are subject to different earnings rules.
? These calculations are based on FY 2003 data.
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allowed and send them to a special unit to be adjudicated within 20 days. The NPRM in-
cludes other changes that are not addressed in this report.

IOM Study Charge

SSA asked the Institute of Medicine (IOM) to help in two areas related to its ini-
tiatives to make the disability determination process more efficient and accurate. First,
SSA asked IOM to recommend improvements to the Listing of Impairments, which con-
tains impairments and associated medical findings that SSA considers so severe that indi-
viduals with them (or with conditions equal to them in severity) are considered disabled
without additional evidence of their inability to work. Among other things, the IOM will
look at alternative conceptual models for organizing the Listings (currently based on 14
body systems), processes for determining when the Listings require revision, and the ad-
visability of integrating functional assessment into the Listings.

Second, SSA asked IOM to recommend ways to improve the use of medical ex-
pertise in the disability determination process, including the appeals process. Subse-
quently, in the July 2005 NPRM, SSA announced it is looking to the IOM for advice on
the qualifications of the medical and psychological experts to be recruited for the national
network.

SSA’s requests to IOM are broken down into 10 specific tasks. The first seven
pertain to the Listings, and the final three—tasks 8, 9, and 10—pertain to presumptive
disability categories, organization of medical expertise, and training and certification of
consultative examiners, respectively (see Appendix A). The last three tasks are addressed
in this interim report.

NOTE: Tasks 9 and 10 are presented before task 8 because, due to the NPRM, the
recommendations on the qualification standards for medical experts are higher priority
than those on presumptive disability, which is not the subject of rulemaking at this time.

IOM Committee

The IOM formed a committee to conduct the study. The 16 committee members
are experts in clinical decision making, physical medicine and rehabilitation, orthopedic
surgery, occupational medicine and nursing, psychiatry and psychology, pediatrics, pub-
lic health, functional assessment, occupational rehabilitation, legal and economic aspects
of disability, social security disability administration, claimant advocacy, and private dis-
ability insurance. The committee expects to issue its final report in 2006.

The committee was asked by SSA to operate under certain assumptions:

1. The existence of a national electronic disability records system that allows claims
folder documents to be transmitted electronically and viewed by all employees
and medical personnel, regardless of their location;

2. The existence of a national video hearing capability;

3. Anunchanged statutory definition of disability; and
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4. That beneficiary return-to-work, vocational rehabilitation, and work incentives for
applicants are outside of the scope of the committee’s deliberations.

Interim Committee Report

SSA asked the committee to prepare preliminary recommendations, prior to the
final report, addressing the three tasks that relate to medical expertise issues, with a spe-
cial focus on the appropriate qualifications of medical and psychological experts involved
in disability decision making. Therefore, the committee agreed to issue this interim re-
port, which provides the committee’s initial impressions on those tasks. This report,
based on preliminary information gathering and analyses, and deliberations at the com-
mittee meetings, is in some respects an interim report. After further information gathering
and analyses of the effectiveness of the disability decision process in identifying those
who qualify for benefits and those who do not, the committee may refine its recommen-
dations concerning medical and psychological expertise in the final report.

The final report will address a number of issues with potential implications for the
qualifications of the medical experts involved in the disability decision process. These
include the extent of knowledge about differences in decision outcomes depending on the
qualifications of decision makers; research on inter-rater reliability of decision criteria;
comparisons of evaluations of samples of cases by different groups of SSA adjudicators
or by adjudicators compared with outside medical experts; results of long-term follow-
ups of applicants who were allowed and denied; evaluations of alternative decision mak-
ing models, such as the single decision maker model; studies of sources of variation in
allowance rates among DDSs and Office of Hearings and Appeals hearing offices; and
in-depth analyses of program statistics about the outcomes of applications for benefits at
different levels of decision making. The final report will summarize what is known about
how well the disability determination process serves as a screening tool to avoid false
positives and false negatives and the factors that affect its sensitivity and specificity, in
epidemiologic terms.® In the absence of such information and analysis, this report is
based mostly on the judgment of the committee of the qualifications, training, and certifi-
cation that should be expected of medical participants in the disability decision process.

SSA’s Proposed Disability Decision Process Changes

SSA’s requests to IOM are closely related to the agency’s plans to institute a new
approach to improve the SSDI and SSI disability process. For purposes of the medical
expertise issues addressed in this interim report, the relevant aspect of the plan is the in-
tent to establish a national network of medical and psychological consultants who would
be used by all adjudicators, including disability examiners in the DDSs and administra-
tive law judges (ALJs) in the Office of Hearings and Appeals (OHA). In the July 2005
NPRM, SSA proposed establishing “a Federal Expert Unit to augment and strengthen
medical and vocational expertise for disability adjudicators at all levels of the disability

4 Sensitivity is the measure of a screen’s ability to detect true positives, i.e., those the test is seeking to screen in, and specificity
is the measure of its ability to detect true negatives, i.e. those the test is seeking to exclude.
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determination process,” and creating “a national network of medical, psychological, and
vocational experts who will be available to assist adjudicators throughout the country”
(SSA, 2005¢:43593). SSA explained that:
... [U]nder our current disability adjudication process, medical, psychological, and
vocational experts are not consistently available to all adjudicators at every level or in
all parts of the country.

We are therefore proposing to establish and operate a Federal Expert
Unit, which we believe will help to ensure the full development of the record, en-
able adjudicators to make accurate determinations or decisions as early in the
process as possible, and facilitate subsequent review should a case be appealed to
a higher level. We propose to create a national network of medical, psychologi-
cal, and vocational experts who will be available to assist adjudicators through-
out the country. This national network may include experts employed by or under
contract with the State agencies, however, all experts affiliated with the national
network must meet qualifications prescribed by the Commissioner.

The Federal Expert Unit will organize and maintain this network com-
prised of medical, psychological, and vocational experts who will provide medi-
cal, psychological, and vocational expertise to State agencies, reviewing officials,
administrative law judges, and the Decision Review Board. We want to ensure
that the right set of medical eyes reviews medical records and answers questions
about the wide variety of impairments seen in disability claims. We believe that
the expert network affiliated with the Federal Expert Unit will help ensure that a
medical, psychological, and vocational expert who has the qualifications required
by the Commissioner assists in adjudicating disability claims. With the assistance
of the Institute of Medicine, we plan to develop standards that define the medical

and psychological expertise necessary for experts to qualify for participation in
the national network (SSA, 2005¢:43594).

In discussions with SSA staff, the committee was asked to assume that, under the
new plan, there would be a national pool of medical experts and that there would be
flexibility in payment rates for expert medical advice. The committee was not to assume
that the experts would necessarily be centrally located.

The plan for achieving process improvements is also predicated on successful im-
plementation of SSA’s electronic disability system (eDib), which is currently being rolled
out nationwide. SSA expects all DDSs and OHA hearing offices to be processing their
workloads with electronic disability folders on a regular basis by the end of 2006 (Barn-
hart, 2005). Although SSA refers to eDib as an electronic disability system, it is not a true
electronic medical record, in which all information would be stored as structured data. In
such a system, the data could be manipulated for purposes such as policy analysis or
management information. SSA’s eDib system includes a mixture of structured data and
images, with the medical evidence portion of the file consisting of images of paper medi-
cal records. This will make it possible for medical experts in remote locations to review
medical records, assuming that arrangements to keep claimant files secure are made.
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TRENDS IN THE DISABILITY DECISION PROCESS

The Social Security disability programs have grown rapidly in recent years, and
several problems have come with this growth—problems that promise to become worse
as the baby boomer generation reaches the age when disability becomes more likely (the
oldest baby boomers will turn 60 in 2006). These problems, which have been docu-
mented in a number of reports,” include:

significant growth in applications;

variability in decision making at each stage in the adjudication process;

high rate of appeals and of reversals of initial decisions to deny benefits; and
long length of time to reach a final decision.

Program Growth

Historically, both the SSDI and SSI disability programs have experienced steady,
although not consistent, program growth. The causes for this growth and fluctuation are
complex and not fully understood, and may include the broader socioeconomic and
demographic environment as well as programmatic actions and court decisions (IOM,
2002:42). Even in the context of historical program growth, recent increases in applica-
tion rates have had significant workload implications for SSA. According to SSA statis-
tics, 1,041,362 workers applied for SSDI in 1998. The number of applications grew
steadily to 1,485,482 in 2004, an increase of 42.6 percent in 6 years (Zayatz, 2005:Table
2). Applications have also increased in the SSI program. Applications by adults for SSI
disability payments increased from 1,108,957 in 1998 to 1,438,992 in 2004 (29.8 percent
increase), and applications for SSI childhood disability payments went from 335,732 in
1998 to 402,218 in 2004 (20.1 percent increase) (SSA, 2005b:Appendix C).°

Variability in Disability Decisions

As noted above, the initial disability allowance rate is approximately 37 percent.
However, this rate varies significantly from DDS to DDS, and from region to region. In
calendar year (CY) 2004, the initial allowance rate for individual states ranged from 25.3
percent to 61.1 percent. An SSA study of initial allowance rates in the late 1990s ana-
lyzed a similar spread of about 30 percentage points across DDSs. It found that statisti-
cally controlling for economic conditions, demographic factors, prevalence of SSDI and
SSI beneficiaries, health status, and other external factors explained only half of the vari-
ance across the states (Strand, 2002). This finding suggests that up to half of the variance
in allowance rates among the states may be due to differences in state administrative
practices (e.g., use of consultative examinations, involvement of doctors in making dis-

* See reports of the Social Security Advisory Board (SSAB) and the Government Accountability Office (GAO), for example,
GAO, 2003, 2004; SSAB, 1998, 2001a.

® The three categories of applications total more than 2.5 million—the number of applicants—because some adults apply for
SSDI and SSI benefits concurrently.
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ability decisions, payment amounts for medical evidence of record and consultative ex-
aminations, salaries and qualifications of disability decision makers, and training prac-
tices), quality assurance practices of state agencies and SSA regional offices, and/or state
program policies (e.g., requiring individuals to file for SSA disability as a condition of
eligibility for state benefits).”

Allowance rates at the ALJ hearing level also vary widely from state to state. In
FY 2002, the overall hearing allowance rate was about 66 percent but, at the state level,
the rate varied from 35 percent to 86 percent (SSAB, 2001b:70).

Appeals and Allowances on Appeal

About a third of the claims denied initially by the DDSs are appealed to the ALJ
hearing level, after being denied at reconsideration level. By way of comparison,
8 percent of the claims for disability compensation from the Department of Veterans Af-
fairs (VA) are appealed to the hearing level, even though VA, like SSA, allows less than
half the claims initially.® At UnumProvident, a provider of private long-term disability
insurance, 10 to 15 percent of cases initially denied are appealed (Lewin, 2001:42). In
Canada, approximately 20 percent of the disability applicants denied by the Canada Pen-
sion Plan appealed for a hearing in FY 2003.”

The appeal rate of one-third contributes to the lengthy average time it takes to
make a final decision. Many applicants must wait an average of more than one year from
the time they are denied by a DDS until an ALJ decides their case (see next section, be-
low, on timeliness). There also are financial implications of the high rate of appeals. Ac-
cording to the Government Accountability Office (GAO), the average cost of processing
an appeal hearing ($2,157 in 2001) is much greater than the average cost of processing an
initial claim ($583 in 2001) (GAO, 2004:11).

The 1,200 ALJs who hold hearings on disability cases are employees of SSA, and
although they operate separately from the DDS adjudicators, they are supposed to apply
the same rules and regulations. Nevertheless, ALJs allow 61 percent of the claims that are
appealed to them and deny or dismiss the rest. At the VA, 22 to 26 percent of the appeals
are successful, 29 to 36 percent are remanded back for reconsideration, and 40 to 42 per-
cent of the initial decisions are upheld (Lewin, 2001:42). At UnumProvident, 7 to 12 per-
cent are reversed (Lewin, 2001:42). About half of the denials for disability benefits from
the Canada Pension Plan are reversed (CPP/OAS, 2004:Figure 8). Possible reasons for
the high allowance rates by ALJs in appeals cases include (SSAB, 2001b:5-6):

e The fact that most claimants are never seen in person by an adjudicator until they
have an ALJ hearing;

e Rules that allow claimants to introduce new evidence and allegations at each stage
of the appeals process;

” These factors are listed in SSAB, 2001b:5.

8 VA pays for partial permanent disability, and the 8 percent includes those appealing for a higher disability rating as well as
those denied any benefits.

% In 2002-2003, 31,200 applicants (51.4 percent of all applicants) were denied at the initial or reconsideration levels. During the
same period, there were 6,300 (20.2 percent of the denials) appeals for a hearing before a hearing tribunal (Canadian Parliament,
2003:Ch. 4).
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The time lag between the initial denial and the hearing, during which a claimant’s
condition may worsen;

Administrative differences between the DDSs and hearing office, including their
access to and use of medical and vocational expertise;

Greater involvement of attorneys and other claimant representatives at the ALJ
hearing, who help claimants assemble a more complete case record;

Differences in the quality assurance procedures applied to initial decisions and
hearings-level decisions, which may bias DDS examiners to deny claims and
ALIJs to allow claims; and

Differences in the training given to ALJs and state DDS examiners.

Decision Timeliness

In FY 2004, average processing times for disability claims at each level of the de-

cision process were (Figure 1):

95 days for initial disability claims;

97 days for reconsiderations;

394 days for hearings; and

251 days for decisions on appeals of hearings at the Appeals Council.

Although the DDSs processed 2.6 million initial disability cases in FY 2004, the

backlog was 625,000. ALJs issued 497,000 hearing decisions, but the number of pending
hearing requests was 636,000 (SSA, 2005a:45-50).
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Figure 1 Processing time for disability claims in days, CY 2004
SOURCE: SSA, 2005a:17.
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Nevertheless, most of the disability allowance decisions in FY 2004 were made at
the initial level of the decision process (Figure 2):

e 71.0 percent of the claims eventually allowed were allowed at the initial level;

e 6.2 percent of the claims eventually allowed were allowed at reconsideration;

e 22.6 percent of the claims eventually allowed were allowed at an ALJ hearing;
and

e (.2 percent of the claims eventually allowed were allowed at the Appeals Council.

Given that nearly a quarter of the claims were allowed after a hearing or an appeal
of a hearing, the overall weighted average time until an allowance was made was 204
days. As noted above, appeals add substantially to the administrative costs of the pro-
gram. Making the correct decision initially will require more resources at the front end of
the disability decision-making process, but these costs could be offset by savings from
lower appeals rates.

Appeals Council
0.2%

ALJ hearing
22.6%

Reconsideration
6.2%

Initial decision
71.0%

Figure 2 Percentage of allowed claims by decision level, CY 2004
SOURCE: SSA, 2005d.

Implications of Trends for the Interim Report

The increasing caseload makes it desirable to make the disability decision process
as efficient as possible. One way to increase efficiency would be to find ways to make the
Listings a more effective screening tool at step 3 of the sequential decision process,
which will be addressed in the second phase of the study and the final report. A more ef-
fective screening tool could reduce the number of false negatives, i.e., cases that, al-
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though they meet the definition of social security disability, fail the screen and therefore
have to undergo a more intensive and time-consuming medical-vocational analysis at
steps 4 and 5 before they are allowed. The variability in allowance rates from DDS to
DDS and between DDSs and OHA might be reduced if all had access to the same or
equivalent expertise. If cases could be better evaluated and the medical record more fully
developed at the beginning of the process, there might be fewer appeals and fewer allow-
ances on appeal.

Equalizing access to medical expertise across decision making units could help
ameliorate the trends in case loads, processing time, appeal and reversal rates, and vari-
ability in decision making, but it is also justified on the grounds that every applicant for
disability benefits should have the benefit of the expertise needed to evaluate their case
regardless of where they live. Although it cannot be proven with available information,
the committee finds it logical to expect that this will result in improved evaluations of
complex cases, leading to more accurate decision, which in turn will have beneficial ef-
fects by reducing the need for lengthy appeals and improving the case record for appeals
that are filed. In the final report, the committee will analyze existing data and past re-
search and identify research and experiments that SSA could sponsor to see what differ-
ence that different types and amounts of medical expertise make in decision outcomes.

The committee also notes in this interim report that several other factors are im-
portant in improving decision making. These include fuller development of cases before
the initial decision and a quality assurance system with incentives that balance the need
for making the right decision with the need for making decisions as quickly as possible.

CONSTRAINTS ON THE DISABILITY DECISION PROCESS

The committee supports the primary goals of SSA’s new disability plan—to make
the right decision as early in the claim process as possible, and to improve the accuracy,
consistency, and timeliness of disability decisions at all levels of the disability process.
Because the agency has not adopted the final version of its new plan, it is too early to
reach any conclusions about the plan itself. Nevertheless, the committee believes that
several factors significantly limit SSA’s ability to make the correct decision early in the
process, and these factors contribute to error, inconsistency, and delay in decision mak-
ing.

The development of a full record at the beginning of the disability decision proc-
ess and evaluation of the record by appropriate experts, including medical experts, may
not be essential for an accurate initial disability decision in every case. However, fuller
case development at the front end of the process should reduce the impetus for appeals,
reduce the number of allowances on appeal, and shorten the average length of time before
reaching final adjudication. Full case development at the front end of the process has
been recommended in a number of reports.lo This is difficult to accomplish, however,
because disability claim processing personnel, especially in DDSs, are subject to strong
pressures to make decisions quickly and to reduce administrative costs (including medi-
cal costs) per case.

1 See, for example, ACUS, 1989; Bloch et al., 2003.
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These time and cost pressures are reflected in SSA’s Performance and Account-
ability Report for FY 2004, wherein SSA identifies four strategic goals. The first goal is
“To deliver high-quality, citizen-centered service.” Within each strategic goal, the report
identifies specific strategic objectives. The first strategic objective under this first strate-
gic goal is “To make the right decision in the disability process as early as possible.” To
measure achievement in reaching this goal and this objective, SSA identifies six key per-
formance indicators. Yet, despite the emphasis on high-quality service and making the
right decision early in the process, none of these key performance indicators measures
either the accuracy of the decisions or whether the decision was made as early in the
process as possible. All six performance indicators focus on making decisions quickly
and reducing the caseload (SSA, 2005a:45-51):

Number of initial claims processed by DDSs;
Number of SSA hearings processed;

Average processing time for initial disability claims;
Average processing time for hearings;

Number of initial claims pending; and

Number of hearings pending.

S

Within the context of these pressures to move cases quickly, DDSs and ALIJs are
also subject to a contrasting set of incentives that have the effect of pushing decision out-
comes in different directions at different levels of adjudication.

In addition to tight time and resource constraints, DDSs are subject by law to a 50
percent “pre-effectuation” review by SSA regional offices of all decisions to allow claims
in SSDI cases before payment is made. These factors create a disincentive to performing
complete claim development because the chances of having a denial decision subse-
quently reviewed are slight. SSA’s quality assurance (QA) system reviews both SSDI and
SSI cases, including allowances and denials, but the sample size is approximately 1 per-
cent of the cases.!" About a third of the denials are appealed for review by an ALJ, but
the costs of decisions reversed by the ALJ are not internal to the DDS. In addition, there
is no information feedback loop from the appeals process on the results of hearings, espe-
cially on the characteristics of cases allowed on appeal that were denied initially.

In contrast, ALJs have incentives to allow claims. First, they are permitted to
make use of several processing expedients that apply only to allowance cases (e.g., short-
form decisions, “bench” decisions, on-the-record decisions). These make allowances eas-
ier and faster to process than denials, which require full development and a comprehen-
sive written decision. Second, the chances of having an allowance decision subsequently
reviewed are very small. On the other hand, more than half of all denial decisions are re-
viewed by the Appeals Council at the claimants’ requests.

The new disability plan recently set forth by the Commissioner describes SSA’s
intent to “create and operate a comprehensive and multidimensional approach to quality
assurance” in order to improve quality and accountability throughout the disability proc-

' In FY 2004, just over 40,000 cases (both allowances and denials) were reviewed for quality assurance (QA), of which 1,500
(3.6 percent) were returned to correct errors or for better documentation; 335,000 cases of allowances were subjected to pre-
effectuation review (PER), of which 13,000 (3.8 percent) were returned due to error or inadequate documentation. QA reviews cover
initial claims, reconsiderations, and determinations of continuing eligibility; PER covers favorable initial and reconsideration deci-
sions in title IT and concurrent claims (SSA, 2005a:215-216).
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ess. The committee agrees that fundamental change is needed in the SSA quality review
process. An essential component of that change must be to promote not only quality and
accountability, but consistency throughout the disability claims process. Another essen-
tial feature would be to place equal emphasis on allowances and denials. The committee
will address the role of balanced incentive systems in improving the disability decision
process in its final report.

ORGANIZATION OF MEDICAL EXPERTISE

Task 9: “Advise on how best to provide medical expertise needed to support the en-
tire disability adjudication process. This will involve describing the type of experts
needed (academic specialists; practicing specialists; practicing generalists or non-
physicians); necessary credentials and where best to locate them (from university
medical centers, centers of excellence for specialized care, or community practice set-
tings).”

Medical Expertise and the Disability Adjudication Process

Under the law, impairments cannot qualify a claimant for disability benefits
unless they have a medical basis. SSA’s disability decision-making process relies on sev-
eral types of medical expertise to provide medical evidence (including treating physicians
and independent medical examiners), analyze the evidence, and determine if it justifies an
allowance. Medical experts help to establish the medical basis of claimants’ impairment
or impairments, evaluate whether they meet or equal the listings, and if not, evaluate the
impact of the impairment or impairments on their functional capacity. For claim adjudi-
cation, there are four principal types of medical expertise, some internal and some exter-
nal to SSA and the DDSs:

1. Medical Consultants (MCs).

Initial disability decisions are made by personnel in state DDSs (as well as one
federal DDS, operated by SSA). Every DDS has a complement of medical and
psychological consultants (hereafter, MCs) who help determine whether claims
meet SSA criteria. Currently, the DDSs collectively have more than 2,100 MCs,
most of them part-time contractors. In most DDSs, the MC works with a trained
layperson, called a disability examiner (DE), on a two-person team to make the
disability decision jointly (unless there are nonmedical grounds for denial, such as
a failure to undergo a consultative examination, which the DE can make alone).
MC:s also play an important role in assembling and interpreting the medical record
that is the basis for a disability determination decision. By law, the MC must be a
pediatrician (or other specialist appropriate to the child’s impairment) in child
disability cases and a psychiatrist or psychologist in denials of mental disability
cases. (In 10 states where SSA has been testing an alternative disability adjudica-
tion process, DEs can make the disability decision alone, unless it is a child or de-
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nial of a mental disability case.) In addition to reviewing cases, MCs may also
perform other functions at a DDS, including training of DEs and other staff and
developing and maintaining relationships with the medical community.

Treating Medical Sources.

An applicant’s own medical providers, called treating sources by SSA, are the
primary source of medical evidence throughout the entire disability decision-
making process. By regulation, DDSs must seek medical evidence and opinions
from treating sources and, unless there are inconsistencies or ambiguities, give
their evidence controlling weight. DDSs also must ask treating sources first to
conduct a consultative examination, if one is needed, and if the treating sources
meet SSA’s criteria for doing the examination.

Consultative Examination (CE) Providers.

Medical expertise is also provided by medical personnel who perform examina-
tions and tests on claimants at SSA’s request when needed information is not
available from existing medical records. Although the claimant’s own treating
source is the preferred source for a CE, SSA usually uses providers that it recruits
specifically to perform these examinations and tests.

Medical Experts (MEs).

For cases appealed to a hearing, medical expertise can come from MEs, who gen-
erally appear and testify as expert witnesses at hearings. They respond to ques-
tions from administrative law judges (ALJs), who conduct the hearings and make
the decisions, and from claimants (or their representatives). MEs are private prac-
titioners who agree to serve for a fee. They are recruited by expert witness coor-
dinators in the regional offices of the Office of Hearings and Appeals (OHA).
Currently, the regional offices have nearly 1,600 MEs on their rosters.

There are several additional sources of medical expertise for SSA, although they

are not directly involved in claim adjudication:

Physicians and psychologists who assist in quality assurance review of claim ad-
judications. For cases reviewed in SSA central office, the physicians and psy-
chologists are MCs in the Federal DDS. In the regional offices, SSA relies on
part-time MCs, who do not work in DDSs; and

Physicians, psychologists, and other medical personnel who are involved in policy
development in SSA’s Office of Disability Programs.
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Specialization of Medical Consultants

In meetings with the committee, SSA staff raised concerns that not all DDSs have
a full range of medical specialists among their in-house MCs. They also referred to a ma-
jor imbalance between alleged impairments and the areas of expertise of DDS MCs, cit-
ing, for example, a high percentage of claims involving musculoskeletal disorders, but
relatively few DDS MCs who are orthopedic specialists. Most MCs are in generalist spe-
cialties such as internal medicine, pediatrics, and family medicine (35 percent) or in men-
tal health specialties (47 percent). SSA staff also expressed concern about state-to-state
variation in the mix of different areas of medical expertise.

The committee also heard from organizations representing the state DDS directors
and the DEs and MCs that not all DDSs had all the specialties desired.'* The main obsta-
cles they reported were inadequate compensation to attract higher-paid specialties and
lack of supply in certain regions of the country. Although the organizations testified that
most cases can be adjudicated by generalists, they expressed support for arrangements
enabling them to access hard-to-recruit specialists. The committee also heard from ALJs
that they were not able to find certain specialists to serve as medical experts at hearings.
The ALJs cited similar obstacles as DDS officials did: the low fees they can pay and the
lack of certain specialists in rural areas.

Medical Consultants

In June 2004, the most prevalent specialties among medical consultants are (in
descending order) psychology, internal medicine, psychiatry, pediatrics, and family prac-
tice. These five specialties account for three-quarters of the 2,136 MCs in the DDSs na-
tionwide (Figure 3). Of these, the only specialty represented among MCs in all 52 DDSs
was psychology. "

Other than 59 speech-language pathologists, no other specialty numbered more
than 38 nationally. As a result, 29 DDSs had no MCs specializing in cardiology, 28 had
no neurologists, and 25 had no orthopedic surgeons or orthopedic specialists. Ten DDSs
had just one or two specialists other than the most prevalent five listed above. Another six
only had three other kinds of specialists.

Each of the 10 regions had at least one cardiologist, neurologist, and orthopedist
among its DDSs, however, and nine had at least one of the 25 ophthalmologist MCs in
the country. Other scarcer specialties (and the number of regions with one or two DDSs
that had them) were: endocrinology (4), gastroenterology (4), hematology (4), infectious
disease (3), oncology (5), otolaryngology (2), pulmonology (6), and rheumatology (6)
(Appendix Table 2).

If each case had to be evaluated by a specialist in the alleged impairment, there
would be a large mismatch between the mix of impairments among cases and the distri-
bution of MCs among specialties. A recent analysis by SSA found, for example, that
nearly 20 percent of decisions involve musculoskeletal impairments while 2.5 percent of
MCs are orthopedists (Figure 4). Nearly 4 percent of decisions are on cases involving the

'2 The National Council of Disability Determination Directors and the National Association of Disability Examiners, respec-
tively.

'3 There are DDSs for each of the 50 states, the District of Columbia, and Puerto Rico, which are grouped under 10 regions head-
quartered in Boston, New York City, Philadelphia, Atlanta, Chicago, Dallas, Kansas City, Denver, San Francisco, and Seattle.
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FIGURE 3 Medical consultants by specialty, June 2004
NOTE: Each MC is classified by one primary specialty.
SOURCE: Appendix Table 1.
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FIGURE 4 Comparison of MC specialty mix with initial case mix
NOTE: Each MC is classified by one primary specialty.
SOURCE: Appendix Table 3.
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endocrine system, primarily diabetes mellitus, and 0.2 percent of MCs are endocrinolo-
gists. It is not known, however, how many of the decisions in these cases could have been
handled by a more general specialist, such as an internist or family medicine physician,
versus how many could have benefited from more specialized evaluation. These would
be “close call” cases in which the claimant is on the boundary of “able to work™ and “not
able to work” or the medical evidence is complex and could be interpreted either way.

Medical Experts

In June 2005, the OHA regional offices had blanket purchase agreements with
1,575 MEs representing 1,861 specialties (some MEs were specialists in more than one
field of medicine). Most of the physicians were board certified, although it is not a re-
quirement. The most common specialties (in descending order) were: clinical psychol-
ogy, internal medicine, psychiatry, orthopedic surgery, and pediatrics, which accounted
for two-thirds of the total (Figure 5). Physicians in these specialties were on the rosters of
at least 9 of the 10 regions, along with neurology, cardiovascular diseases, ophthalmol-
ogy, family practice, and rheumatology.

Clinical
psychology
Other 22.3%
specialties
32.5%

Internal

Pediatrics medicine
6.2% 19.9%
Orthopedic Psychiatry
surgery 12.6%
6.5% e

FIGURE 5 Medical experts by specialty, June 2005

NOTE: This is the distribution of the 1,861 specialties; some MEs
practice in more than one specialty and are counted more than once.
SOURCE: Appendix Table 4.

The number of different ME specialties varies by region (Figure 6). Some ALJs
have access to a large number of specialties, for example, in the Atlanta region (41 spe-
cialties), Philadelphia region (36 specialties), and Chicago region (34 specialties). Others
have access to few, such as the Denver region (12 specialties) and the Seattle region (17
specialties). Three regions lack access to MEs specializing in endocrinology (Dallas,
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Denver, Seattle), hematology (Atlanta, Dallas, Denver), gastroenterology (Dallas, Kansas
City, and Denver), and physical medicine and rehabilitation (Boston, Denver, Seattle).
For a number of specialties, there were only one or two MEs in each of a few regions.
These included infectious diseases, immunology, podiatry, gynecology, speech-language
therapists, and a number of pediatric subspecialties (e.g., pediatric neurology, endocri-
nology, allergy, and pulmonology).

600
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W Other
400 specialties
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N N U NN internal
S S & & & medicine,
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FIGURE 6 Number of different medical expert specialties, by region, June 2005
NOTE: This is the distribution of specialist categories, not the number of MEs

in each specialty.

SOURCE: Appendix Table 5.

DDSs need to have access to a full range of medical expertise, although the com-
mittee did not find a need for a close match between the distribution of impairments
among applicants and the mix of specialties among MCs. Most people go to an internist,
gynecologist, or pediatrician for medical care and are referred to more specialized experts
when needed. Similarly, most private insurers take a stepped approach to medical exper-
tise, in which only those cases needing more specialized knowledge and judgment are
referred on by the claims examiners or case managers.'* Initial evaluations are often per-
formed by a nurse, nurse practitioner, or in-house generalist physician, with relatively
few cases needing to go to a specialist or subspecialist. The use of generalists to handle
most situations and call on specialists when needed allows for the most efficient use of
costly specialist resources. It also helps ensure that the evaluation addresses the whole
person, rather than focusing narrowly on one disorder. Such a model should also be effec-
tive for disability determinations in SSA, and it is quite similar to the way DDSs cur-
rently operate in relying on generalist specialists to evaluate the less complicated cases.

" See, for example, Anfield, 2002, for a description of UnumProvident’s use of “the appropriate level of medical expertise” for
each case.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11521.html

ity Decision Process: Interim Report

32 IMPROVING THE SOCIAL SECURITY DISABILITY DECISION PROCESS

If the case record is fully developed, a trained DE should be able to make the dis-
ability determination in many cases without MC involvement, as currently occurs in
SSA’s prototype process being tested in 10 states. In the prototype process, many deci-
sions are made by DEs alone, i.¢., as single decision makers (SDMs). The committee un-
derstands that SSA has evaluated the quality of SDM decisions as compared to team de-
cisions, but the results of this evaluation were not available to the committee. Several
sources told the committee that the results of the analysis showed that SDM decision
quality was comparable to DE-MC team decision quality. In more complex cases, the DE
could consult with a generalist MC, usually in a situation where face-to-face discussion is
possible. However, only the most complex cases need to be evaluated by a specialist phy-
sician or multiple specialists. This is where the current DDS process can break down, be-
cause many DDSs have few, if any, MCs in certain specialty areas.

For cases requiring physician input, most MCs can be primary care physicians,
such as internists, family practitioners, pediatricians, psychiatrists, and psychologists.
These kinds of experts, who constitute three-quarters of the MCs at DDSs currently, are
best equipped to handle the broad range of cases presented, including those with multiple
impairments or co-morbid disorders. Additional specialist MCs, such as cardiologists,
oncologists, endocrinologists, ophthalmologists, and rheumatologists, who would be ap-
propriate for more complex cases, could be accessed through the national network if the
DDS does not have an MC with the needed specialty.

Nevertheless, it is vital that all SSA adjudicators have a full range of medical ex-
pertise available. Currently, DDSs must rely on cumbersome and time-consuming ad hoc
arrangements to have a case file reviewed by an MC in another state DDS, the federal
DDS, the SSA regional or central office, or elsewhere, if the originating DDS does not
have an MC with the appropriate expertise.

Recommendation 1-1. SSA should make arrangements to ensure that
the state Disability Determination Services (DDS) agencies and the
Office of Hearings and Appeals (OHA) have ready access to the full
range of physician specialties and other health professionals needed to
evaluate cases. These experts should be available to consult with ad-
judicators in the DDSs and OHA on the development and evaluation
of medical and functional information needed to reach a decision.

Better availability of specialty expertise could be accomplished in several ways,
which are not mutually exclusive, including:

e formalizing and expanding the currently ad hoc cooperative arrangements among
the DDSs to share experts;

e having SSA hire or contract for the services of MCs in specialties that individual
states find hard to recruit (or that are needed in low volume by any single state)
and assign them to work in a few DDSs around the country but to serve all the
DDSs in their region; and/or

e having SSA establish federal regional units or national networks of medical ex-
perts in all specialties to whom complex cases could be referred for review and
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consultation and, perhaps, adjudication. SSA has already proposed this sort of ar-
rangement in the Commissioner’s new disability plan (SSA, 2005¢:43594-43595).

The Commissioner’s plan, as outlined in the NPRM published in the July 27,
2005, Federal Register, would establish a Federal Expert Unit (FEU). The FEU would
create and maintain a national network of medical, psychological, and vocational ex-
perts"> who would be available to adjudicators through the entire disability decision proc-
ess, including DEs in DDSs and the administrative judges in OHA.'® These experts
would be recruited and paid by SSA at rates to be established by the Commissioner.'’

The Commissioner evidently intends to recruit members of the national network
of experts from practitioners in private practice, who would agree to review medical evi-
dence in case files and either consult to MCs in the DDS and ALJs in OHA or participate
as an MC in the disability determination decision, depending on the case. Assuming they
are reimbursed at market rates, medical experts from specialties that DDSs and OHA
have found hard to recruit would be more likely to participate and provide expertise that
is not available currently. Medical and other experts could potentially be recruited from
the academic health centers (AHCs). Many health professionals employed by AHCs are
highly trained, salaried, and might have an interest in evaluating complex cases and earn-
ing additional income.

The July 2005 NPRM is not entirely clear on the role of the experts in the FEU
network, in particular, whether they are consultants to adjudicators, including MCs in the
DDSs, or are themselves MCs who participate in the adjudication decision, or both, de-
pending on what is needed in each case. The NPRM says the experts “will be available to
assist adjudicators throughout the country,” “provide medical, psychological, and voca-
tional expertise to state agencies, reviewing officials, administrative law judges, and the
Decision Review Board,” and “ensure that the right set of medical eyes reviews medical
records and answers questions about the wide variety of impairments seen in disability
claims.” In summary, the experts would be available to assist adjudicators by providing
the medical, psychological, and vocational expertise they may need to help decide a case.
This implies that the experts will act in a consulting role, advising adjudicators on what
the evidence means in terms of severity and impact on function, especially in complex
cases or rare conditions.

The consulting role appears to be similar to the role that MCs play in the proto-
type decision process being tested in 10 states, in which DEs may act as single decision
makers or, if they deem it necessary to evaluate the medical evidence properly, involve
an MC in the decision process. But the NPRM proposes to abolish the prototype process
demonstrations. This would appear to restore the DE-MC team in the adjudication of
every case nationally. If the national experts are meant to serve as consultants to adjudi-
cators, they would be available to consult with these adjudication teams when the DDS

' The question of vocational expertise was outside the scope of this study and is not addressed in this report.

' This includes ALJs and administrative appeals judges. The latter are part of the Appeals Council, the next level of appeal
above ALJs.

' The plan also proposes to abolish the reconsideration step and establish a new federal position, a reviewing official, between
the DDS and the ALJ hearing. The reviewing official would review the file if requested by a claimant denied at the initial level and
either allow or deny the claim. If a denial, the claimant could appeal for an ALJ hearing. The plan would also replace the Appeals
Council with a Decision Review Board consisting of ALJs and administrative appeals judges who would review cases in which qual-
ity control staff disagreed with the decision of the ALJ. If theses proposals are adopted in the final rules, the medical experts in the
national network would provide expert advice to reviewing officials and the Decision Review Board.
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does not have the appropriate specialist or specialists to evaluate a claim, similar to when
a treating physician refers a case to a specialist for review and advice.'®

At times, however, the NPRM indicates that the national experts would act as the
MC in the initial decision cases whose files they are reviewing. For example, it says that
the DDSs should continue to employ MCs but they would be required to meet the same
qualification standards as the experts in the federal network “in order to participate in the
disability adjudication process.”'® This implies that if the DDS MCs do not meet the
qualifications to be part of the national network, they will not be able to act as MCs and
presumably the adjudication role would be filled by non-DDS members of the national
network. The new regulatory language proposed in the NPRM says that if a DDS refers a
claim to the FEU, a medical or psychological expert affiliated with the national network
will evaluate the evidence to determine the medical severity of the impairment or im-
pairments (proposed sec. 405.14). An advantage of having members of the national net-
work act as MCs is that SSA could pay a rate high enough to attract experts in specialties
that are typically paid more than internists, family doctors, and pediatricians and who
DDSs find it difficult to recruit.

Members of the national network would clearly serve as consultants when acting
as expert witnesses at ALJ hearings or reviewing medical records in cases before the Ap-
peals Council (or before reviewing officials and the Decision Review Board, if they are
implemented as proposed in the NPRM). In these situations, they would be providing
opinion evidence requested by the adjudicator, as the MEs currently signed up the OHA
regional offices do. There will be two advantages to using the national networks members
as experts. First, the use of the same experts by the DDSs and OHA should increase con-
sistency in decision making. Second, the hearing offices will have access to a greater
range of specialties, especially if SSA pays the national network experts more than OHA
does now. ALJs could also have medical records reviewed by anyone in the country
rather than be restricted to the specialties that happen to be in the local area.

The NPRM does not address consultative examinations (CEs), but the medical
and psychological experts in the national network are obvious candidates to be CE pro-
viders, assuming that arrangements are made to ensure they act as independent evaluators
when acting in the CE provider role. This topic is addressed more fully below in the dis-
cussion of Task 10.

In conclusion, an FEU organized as a decentralized network of medical, psycho-
logical and vocational experts could play several roles. First, network experts could serve
as consultants to adjudicators at the DDSs and OHA, similar to what MEs do for OHA
currently. In this role, they would review medical records and provide expert opinions
about how to develop a case (what tests or examinations to look for or have done), inter-
pret medical evidence (whether the diagnosis, findings, and symptoms are consistent with
the severity of impairment), and provide opinions on functional limitations. This would
provide adjudicators with access to expertise that is not otherwise available but that is
needed to evaluate complex cases or rare diseases. A common pool of consultants with
uniform training also should promote greater consistency in decision making. Network

'® The nomenclature can be confusing. DDS MCs are adjudicators, not consultants, except in the 10 prototype states. The medi-
cal experts at ALJ hearings, however, are consultants, not adjudicators.

' In testimony to Congress on September 27, 2005, the Commissioner put it this way: “The NPRM provides that state agencies
may continue to use state medical and psychological consultants in the disability determination process, as long as they meet SSA’s
qualification standards” (Barnhart, 2005).
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consultants could also improve the evaluation of functional capacity if membership were
expanded to include additional health professionals (see “Better Use of Medical Exper-
tise,” below).

Second, network experts could serve as MCs in the adjudication process and
make the disability determination in conjunction with the DE. This would be especially
helpful in complex, difficult-to-evaluate cases requiring subspecialty expertise. There are
some practical problems to overcome, however, when the DE and MC are in different
locations. Communication will be an issue, as will be the resolution of conflicting opin-
ions. Also, if the MC is highly specialized, multiple impairments or co-morbidities will
require evaluation by additional experts and pose a problem of integrating the results into
an overall assessment.

Third, network experts could perform CEs (this is not proposed in the NPRM).

Establishing a national network of experts who would play different roles at dif-
ferent points in the process (e.g., acting as agency adjudicators in initial decisions and
providing expert opinions to ALJs in de novo proceedings) will require arrangements that
ensure that the same medical expert does not serve as adjudicator and expert witness in
the same case. Likewise, if members of the network perform CEs, they should be in-
structed to be impartial and not be permitted to serve in other roles in the same case.

Qualifications of Medical Consultants

Current qualification standards for MCs in SSA’s regulations require that MCs
must be a:*

e Licensed physician (medical or osteopathic doctor);

e Licensed or certified psychologist who also meets other specific qualification
standards;

e Licensed optometrist;

e Licensed podiatrist; or

e (Qualified speech-language pathologist.

MCs who are not physicians are limited to evaluating the specific impairments for
which they are trained. Only physician MCs perform the full range of duties of an MC.
Although referred to as MCs in this interim report, psychological consultants may only
participate in cases involving the evaluation of mental impairments. Similarly, optome-
trists may only establish visual acuity and visual fields, podiatrists may only establish
impairments of the foot and ankle, and speech-language pathologists may only establish
speech and language impairments.

Currently, MCs are not required to be board certified, possess any additional cre-
dentials, or have an active practice in patient care.

Fully performing the MC role requires mastery of three domains of knowledge.
First, MCs must be expert in their medical field (e.g., medicine, psychology, speech-
language pathology). Second, they need to understand how to evaluate disability. This is

220 CFR 404.1616 and 416.1016.
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a skill not usually learned as part of standard medical education and training curriculum,
which focuses on diagnosis and treatment.”’ Disability evaluation, i.e., understanding
how the functional limitations imposed by impairment affect ability to work, is a subject
usually learned by taking additional courses or through on-the-job experience, preferably
both. Third, MCs must be knowledgeable about Social Security policies and procedures
for determining eligibility for disability benefits. (See “Training of Medical Consultants,”
below, for additional discussion on this topic.)

Currently, DDSs rely on state licensure or, in the case of psychologists and
speech-language pathologists, certain alternative qualification requirements, to ensure a
minimum level of medical expertise and competence. DDSs also try to assign complex
cases to MCs with more specialized expertise, although this is not required. It is also not
always possible, because some specialties are not widely available. In June 2004, for ex-
ample, there were 38 neurologists, 36 cardiologists, 25 ophthalmologists, and 18 ortho-
pedic surgeons serving as MCs in DDSs nationally. Five states had none of these special-
ties represented among their MCs, and 25 states had between one and five.

Each DDS has a training program for its MCs to educate them on disability
evaluation and Social Security program definitions and requirements. This typically in-
cludes working at first on easier cases with a more experienced MC and gradually taking
on harder cases as experience is gained.

The committee finds the current qualification standards to be adequate for pur-
poses of ensuring a minimum level of competence and qualification for speech-language
pathologists, optometrists, and podiatrists. However, for physicians and psychologists,
board certification is rapidly becoming the standard credential for the practice of medi-
cine or psychology. Virtually everyone entering medical practice today is board certified.
Currently, board certification is a common prerequisite for hospital privileges and other
professional activities, such as participation in a provider network.

A number of studies have found a relationship between board certification of phy-
sicians and better outcomes, although other studies have not or had mixed results (Bren-
nan, et al, 2004). There is evidence that quality of physician performance (as measured
by currency of knowledge, standards of practice, and patient outcomes) tends to decline
with experience (as measured by the number of years in practice or age).22 Certification
boards have addressed the possibility of decline by requiring periodic recertification and
are moving to a more continuous process of assessing competence (Steinbrook, 2005).

2! For example, according to the 2004-2005 survey of U.S. medical schools by the Liaison Committee on Medical Education, 66
(52.4 percent) of the 126 schools reported that occupational medicine was a required part of the curriculum. 64 of the 66 reported the
number of curricular hours, which ranged from 0.5 to 47.0. The median number of hours was 3.0 (Barzansky, 2005).

22 A review of 62 empirical studies relating currency of medical knowledge/health care quality to years in practice/ physician age
found that 32 studies reported decreasing performance with increasing years in practice for all outcomes assessed; 13 reported the
same for some outcomes but not others; and 2 found increased performance with experience that peaked and then declined. Of the 15
remaining studies, 2 found increasing performance with increasing years in practice for some or all outcomes assessed, and 13 found
no association (Choudhry, et al., 2005).
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Recommendation 1-2. SSA should make board certification of physi-
cians and psychologists mandatory. This will necessitate an increase
in compensation in order to recruit and retain qualified physicians
and psychologists as MCs and MEs or as members of the national
network of experts, if it is established. SSA also should allow current
MCs with qualified program experience who are not board certified
to continue for a time period of five years.

The basic training for a physician specialist includes four years of premedical
education in a college or university, four years of medical school, and after receiving the
M.D. degree, three to five years of residency (i.e., specialty training under supervision).
After residency training, physicians are considered to be specialists and are board eligi-
ble. Approximately 30 percent elect to pursue additional training to become subspecial-
ists. Training in a subspecialty can take another one to three years to complete. Certifica-
tion boards generally require that a person seeking certification have an unrestricted state
license to practice medicine to qualify to take the certification examination. Finally, a
candidate for certification must pass a written and, in some cases, an oral examination.
Most subspecialties require additional board exams qualifying the physician to be a board
certified subspecialist. Subsequently, most boards require periodic recertification every
six to 10 years, which involves continuing education, review of credentials, and further
examination.

The basic training for a psychologist specialist includes a bachelor’s degree, four
or more years of psychology graduate school and one year of clinical internship. After
receiving the Ph.D. or Psy.D. degree, one to two additional post-doctoral fellowship years
are required to be eligible for specialty certification. Additional years of clinical practice
are often required to be eligible for board certification by the American Board of Profes-
sional Psychology. Board certification also requires psychologists to have an unrestricted
state license to practice psychology and they must pass a written and an oral examination
(ABPP, 2005).

The member boards of the American Board of Medical Specialties (ABMS) have
issued more than 800,000 certificates in 36 specialties and 88 subspecialties. Approxi-
mately 30 percent were issued in the past 10 years (ABMS, 2005:Table 2). ABMS and
the American Medical Association estimate that 89.2 percent of physicians with current
licenses were board certified in 1999, up from 76.1 percent in 1989.* The number certi-
fied in a subspecialty (e.g., cardiology, infectious diseases, rheumatology, child and ado-
lescent psychiatry, pain medicine) is still small, however.

The committee recognizes that establishing a higher level of qualification (i.e.,
board certification) may affect SSA’s ability to attract and retain experts. SSA has his-
torically had difficulty recruiting qualified experts given the nature of the work and com-
paratively low reimbursement rates. Establishing a firm requirement for higher qualifica-
tions must be accompanied by increased compensation rates if SSA is to attract enough
candidates. A requirement for board certification that is not accompanied by compensa-
tion at the full market rate could have the paradoxical effect of decreasing the overall
quality of the expert pool. On the one hand, it would exclude uncertified experts who are

3 www.abms.org/Downloads/Statistics/Table9_Chart1.pdf.
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highly capable. On the other hand, it might attract only those who may be board certified
but whose capabilities do not command market-rate fees.

The fact that compensation rates for current DDS MCs are set by the states may
complicate the implementation of a uniform national payment system. However, given
that the July 2005 NPRM indicates that SSA plans to pay DDS MCs in the national net-
work the same as non-DDS MCs, the committee assumes that SSA has the ability to
overcome this complication.

Of course, board certification only addresses physician/psychologist competence
in a field of medicine (diagnosis, treatment practices, disease course). It does not ensure
that they are skilled in evaluating disability or knowledgeable of Social Security disabil-
ity program requirements, which is the basis for Recommendation 1-3, below. Experi-
enced current MCs have these qualifications. Therefore, depending on the eventual struc-
ture of the medical expertise pool that is the subject of SSA’s current proposed
rulemaking, SSA should establish a phase-in period or grandfathering provision for some
individuals who are currently providing program medical expertise. For example, SSA
could require all members of a newly organized FEU to be board certified as of a certain
date (e.g., implementation of the FEU), while still allowing current program physi-
cians/psychologists who become members of an affiliated national network a period of
five years to acquire the necessary qualifications. The committee recognizes that imple-
menting a board certification requirement will pose practical problems but believes that it
should be the standard for medical experts in SSA’s disability decision process.

In discussions with the committee, SSA staff also raised the issue of whether there
should be a requirement that program physicians, psychologists, and others be currently
(or recently) engaged in direct patient care. Although recognizing the advantages of cur-
rent involvement in active patient care, the committee believes that such a requirement
would exclude otherwise highly qualified and needed experts who do not (or no longer)
engage in direct patient care for a variety of reasons, such as high malpractice insurance
and other practice costs, engagement in research, and administrative duties.

Training of Medical Consultants

Board certification and recertification represent mastery of a specific body of
knowledge and continuing education, but the certification process alone does not ensure
that an individual is qualified to provide expertise in SSA’s disability programs. As noted
above, disability evaluation expertise and program knowledge are also essential, and on-
going training is necessary to ensure competence.

Currently, SSA has no standardized national training program for MCs, which
would ensure a reliable level of knowledge and promote consistency in decision making.
Such a training course exists for DEs. It was developed in conjunction with the DDSs,
and the DDSs are required to use it.

Many DDSs have their own programs for training MCs. A comprehensive, stan-
dardized MC training program should be based on the best of the current DDS training
programs and developed with input from the DDSs. It should not only address SSA pro-
gram rules, but also include a comprehensive component on disability assessment. The
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same program should be required for MCs in the Federal DDS and for those who review
cases for pre-effectuation reviews and quality assurance in the regional offices.

Recommendation 1-3. SSA should continue to develop and implement
a mandatory national training program for all MCs, including those
in the national network of experts outside the DDSs. The training
program should focus on how to evaluate disability and on Social Se-
curity disability policies and procedures, be competency-based, and
be coupled with ongoing assessment of MC competency as part of the
quality assurance process.

SSA has been developing a standard training curriculum for MCs for the past sev-
eral years. The curriculum was developed by a committee with representatives of the
DDSs and SSA national and regional offices and is currently under review. The training
program should be completed and implemented as soon as possible. It should concentrate
on the aspects of the MC role that are not usually learned in medical school or residency
programs, namely, evaluation of work disability and Social Security disability program
policies and procedures. There also should be an ongoing training component. The train-
ing should be competency based, and SSA should perform an ongoing assessment of MC
competency as a component of its revised quality assurance program.

Better Use of Medical Expertise

Under current procedures for the development and evaluation of disability claims
MCs must be physicians, psychologists, or other “acceptable medical sources” (i.e., po-
diatrists, optometrists, speech-language therapists). This policy has the effect of exclud-
ing from DDSs many medical personnel who could support the disability decision-
making process, for example, personnel trained to evaluate functional limitations and
their impact on ability to work (e.g., nurse practitioners, occupational therapists, physical
therapists, registered nurses, psychiatric social workers).”* Many of the Listings have a
substantial functional component (e.g., mental and childhood Listings) and at least half
the adult claims are decided on medical-vocational factors (i.e., an evaluation of the in-
teraction between functional limitations and ability to work at steps 4 and 5 of the se-
quential evaluation process). Medical expertise in evaluating functioning is, therefore,
vital to accurate claim adjudication. Currently, few if any DDSs make use of the wide
range of medical expertise available beyond the currently acceptable medical sources that
could both expedite case processing and improve the quality of the initial decisions.

2 Talmadge, 2003, discusses the contributions of physical therapists, occupational therapists, occupational nurses, and other dis-
ciplines make to the disability evaluation process.
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Recommendation 1-4. SSA should expand the range of expertise
available in DDSs and implement alternative methods of developing
and adjudicating cases within DDSs that would make more efficient
and effective use of existing sources of expertise, and SSA should re-
quire these additional types of experts to undergo the same training as
MCs.

Expanding the range of expertise available in case adjudication would help DDSs
implement the proposed “quick disability determination process” and make it more effec-
tive. The DDSs could triage cases more extensively, identifying not only the easy cases
that can be expedited by the quick decision process, but also the hard cases that need
more focused attention. In addition, it would allow DDSs to use interdisciplinary teams in
appropriate cases.

For example, DDSs could use registered nurses certified as nurse practitioners or
case managers to help triage cases, advise DEs on what is needed to complete develop-
ment of the medical record, and help decide when a case should be referred to an MC for
review and advice and/or referral to a specialist. SSA might also consider encouraging
DDSs to employ nurses as DEs, as has been done in the New York DDS. If a quick deci-
sion process is developed, nurses could have the expertise, with physician backup, to
identify suitable cases. This option is constrained, however, by a shortage of registered
nurses in most states that is projected through at least 2020 (DHHS, 2002:Table 6).

A disability case evaluation process that makes use of a variety of expertise could
look something like this:

e (ases are initially handled by a triage unit staffed by trained personnel (similar to
current DEs) who sort cases according to complexity and identify the specific ex-
pertise needed.

e (ases are referred to one of several units, such as for:

o Apparent simple allowances (e.g., presumptive disability, quick decision
cases),

o Uncomplicated cases that may be decided by a non-physician professional
(e.g., experienced DE, registered nurse),

o Cases with complex medical issues requiring physician MC review,

o Cases with complex functional issues requiring evaluation by a profes-
sional skilled in functional evaluation, or

o Cases requiring an interdisciplinary team evaluation.

e All these units have the ability to consult with experts in other units on an as-
needed basis, or to transfer cases to another unit, as appropriate.

e Expertise that is not available in the DDS (e.g., medical specialists and subspe-
cialists) is made available via referral to:

o Another DDS,

o An MC in the national network, if it is established, or FEU, or

o A specialized clinical center in a medical center (see Recommendation 1-
5, below).
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Other Sources of Medical Expertise

Using technology (such as electronic case files and video hearings) to make
agency experts more widely available, establishing rigorous, standardized qualification
requirements for all experts, and compensating experts at a level commensurate with their
expertise will help to ensure that disability adjudicators have sufficient expertise to help
them address complex medical issues in most cases. However, there will still be circum-
stances in which SSA needs more than a network of individual experts. Examples include
more complex or rare cases or newly developing conditions (e.g., emerging infectious
diseases). SSA would also benefit from having external resources that can help with pro-
gram evaluation and provide analyses useful for policy development.

There are many specialized clinical research centers that focus on specific dis-
eases and their functional consequences. The National Institute of Disability and Reha-
bilitation Research funds a number of specialized centers, including model programs in
spinal cord injury, brain injury, and work rehabilitation, and research and training centers
in a variety of disability areas. The National Institutes of Health (NIH) funds dozens of
clinical research center programs, each with multiple centers (IOM, 2004). NIH-funded
centers include Autoimmunity Centers of Excellence, Asthma and Allergic Diseases Cen-
ters, Comprehensive Sickle Cell Centers, Multidisciplinary Clinical Research Centers for
Arthritis and Musculoskeletal and Skin Diseases, Alzheimer’s Disease Centers, Vision
Research Centers, Diabetes Research and Training Centers, Autism Research Centers of
Excellence, Parkinson’s Disease Research Centers of Excellence, Digestive Diseases Re-
search Centers, a Rare Disease Clinical Research Network, and Specialized Centers of
Research on various types of cancer and chronic heart and lung diseases, to name some.
These centers are in academic medical centers across the country.

Recommendation 1-5. SSA should consider developing formal work-
ing relationships with specialized clinical research centers to review
and evaluate the medical record in difficult cases, provide feedback on
how well SSA is evaluating certain disabling conditions, and identify
improvements that should be made in evaluation criteria (including
the Listings) and procedures.

SSA should consider developing demonstration projects with academic clinical
research centers that focus on conditions that are difficult to evaluate. Academic research
centers focus on improving diagnosis and treatment and few medical experts in them will
be familiar with the SSA disability program or with evaluating the work capacities and
limitations of patients. The centers would nevertheless be an excellent source of medical
expertise in reviewing complex cases, a means of learning how to improve adjudicative
evaluation and decision making and improving the training of DEs, MCs, and ALJs, and
an input to the revision and updating of the Listings (policies and procedures for evaluat-
ing and updating the Listings will be addressed fully in the final report of this commit-
tee).

For example, SSA currently has a demonstration project with the Association of
University Centers on Disabilities (AUCD) in which sets of SSI childhood cases with
certain conditions (e.g., school-age children with mental retardation; children with low
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birth weight; adolescents with cognitive, psychiatric, or emotional impairments) are re-
ferred to AUCD centers for evaluation after they have been evaluated and a preliminary
denial determination made by the DDS. This process has helped to improve the evalua-
tion of children with mental conditions and problems with language development, and it
has improved the process of gathering evidence of adaptive functioning. This project has
made suggestions for improving the procedures and criteria for evaluating childhood dis-
ability, developed training for DEs, drafted national age-specific function forms, and pro-
duced an electronic database of appropriate assessment instruments for assessing children
(e.g., instruments for measuring cognitive ability, adaptive behavior, speech and language
skills, etc.). This arrangement is a model for similar arrangements in other areas of im-
pairment. However, one significant limitation of the AUCD project was that it focused
only on denial decisions. Any similar future projects need to look at examples of both
allowances and denials.

Similar arrangements could be made with other research centers that focus on vo-
cational rehabilitation or functional aspects of disability. This would be especially appro-
priate if SSA increases its efforts to return claimants to work by assessing their functional
capacity earlier in the process.

Involvement of Treating Physicians and
Other Treating Sources

Treating sources are an important component of SSA’s disability decision proc-
ess. Under its rules, SSA develops evidence from a claimant’s own medical sources be-
fore evaluating evidence obtained on a consultative basis. It must give some deference to
a treating source’s opinion and even ‘“controlling weight” in cases where a treating
source’s opinion is well-supported by medically acceptable clinical and laboratory diag-
nostic techniques and is not inconsistent with the other substantial evidence in the case
record. This deference to the treating source acknowledges that he or she has a longitudi-
nal picture of the claimant from an on-going treatment relationship, which is desirable in
documenting the severity and functional consequences of impairment or impairments.

In addition, it is SSA policy that, when a CE is required (e.g., because the evi-
dence is incomplete or inconsistent), the treating source is the preferred source for the
CE.

Despite the clear preference for treating source evidence in SSA’s rules, the
committee heard testimony that treating physicians and psychologists and other medical
sources who provide treatment to applicants are not used as sources of medical informa-
tion as often or as well as they could be and that many treating sources who do respond to
requests for medical evidence only provide copies of records, not their judgment of the
patient’s functional capacities. The committee also learned that treating sources seldom
perform consultative examinations, although SSA does not track this statistic. Greater
participation by treating sources is an excellent means of obtaining all the relevant medi-
cal and functional information early in the disability decision process, which speeds the
process, leads to more informed decisions, and saves the costs of going back to the treat-
ing physician for additional information or of having to order a CE.
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Recommendation 1-6. SSA should take steps to improve the flow of
medical information from treating sources, especially by asking for
the specific information wanted, making it easier to furnish the in-
formation, and reimbursing for the full cost of collecting the informa-
tion and for producing and transmitting the report.

Obtaining fuller and better medical evidence and opinions from treating provid-
ers, and obtaining it as early in the process as possible, would lead to more accurate and
better substantiated decisions, making it possible for those who qualify for benefits to do
so sooner. It would also reduce the need for costly, time-consuming, and sometimes poor
quality consultative examinations.

Nevertheless, reliance on treating sources has limitations. Treating sources may
unduly promote the interests of their patients, and SSA disability decision makers must
take this into account in evaluating their opinions. This is why a treating source’s opinion
must be well supported by the evidence. Some treating sources will be reluctant to pro-
vide more than the records, even if assured they are not making a decision affecting the
well-being of a patient. They may fear that assessing the impairment or disability status
of a patient seeking benefits may interfere with the clinician-patient relationship, espe-
cially if the patient is denied.*

Performing a proper disability evaluation or providing a complete report with a
well-substantiated medical source opinion requires a great deal of time, often poorly re-
munerated. Evaluating patients with impairments for disability program eligibility takes
more time, and therefore more practice expense, than most other types of patients (Lewin,
2005). Disability management and return-to-work issues are often present, and patients
with severe impairments are often more psychologically stressed than other patients be-
cause of employment and financial concerns. In addition, clinical staff must spend addi-
tional time analyzing the medical history and records and completing a report.

Finally, treating sources may not have adequate training or experience in evaluat-
ing disability or understanding of SSA criteria and procedures to provide relevant infor-
mation or opinions that squarely address DDS needs for decision making.

Ways to improve the amount and quality of input from treating sources can be
identified through analysis of best practices in DDSs, which can be implemented more
consistently throughout the country. Efforts should focus on making treating sources
more knowledgeable about SSA rules and procedures and what is expected of them, pro-
viding protocols and forms that elicit and organize relevant information, making it easier
technologically for treating sources to provide the information, and compensating them
adequately for the extra practice expenses involved in providing records and a useful re-
port. Obtaining sufficient information from treating sources at the initial level is the best
way to improve the accuracy and timeliness of the decisions and to make the right deci-
sion as early in the process as possible. Examples of actions needed to be taken to im-
prove the process include:

¢ Providing higher compensation for the costs of providing records and preparing a
proper report;

% The ethical and practical concerns of treating physicians asked to evaluate their patients seeking disability benefits are dis-
cussed in Mischoulon, 2002; Pransky et al., 2002; Leo and Del Regno, 2001; Himmelstein et al., 2000; and Zinn and Furutani, 1996.
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¢ Providing materials—written, audio, and audiovisual—developed to communicate
what is expected from treating sources with regard to patients who apply for so-
cial security disability benefits, similar to Understanding SSI Disability for Chil-
dren, a booklet and video developed with the American Academy of Pediatrics as
an educational tool for pediatricians who have patients with disabilities.*®

e Making sure that the letters asking for medical evidence explain clearly what is
needed and are specific enough that the treating physician responds with useful
information;

e Providing standard protocols or guidelines online for evaluating the most common
conditions similar to the protocols developed by the SSA-AUCD Children’s SSI
Project for assessing cognitive impairments, low birth weight, speech/language
deficits, and other conditions in different age groups;

e Developing standardized forms for reports that are formatted to elicit relevant in-
formation, like the Psychiatric Review Technique form (SSA-2506-BK), which
was designed with the assistance of the American Psychiatric Association and
other professional groups to improve the quality of evaluations of mental impair-
ments (Pincus, et al., 1991);

e Emphasizing the need to obtain physicians’ statements about the functional as-
pects of the disability, in addition to the clinical information;

e Providing standardized forms to gather information on functional limitations.
Some hearing offices currently use this kind of form;

e Making available free dictation services (as some DDSs already do) and web-
based “smart” forms as well as traditional paper forms to fill out;

¢ Providing flexibility for reporting physicians. For example, some physicians
might prefer providing a narrative report while others may prefer checklists; and

¢ Encouraging claimant participation in obtaining treating source cooperation.

Current reimbursement rates significantly affect both treating source participation
and report quality. Reimbursement rates are generally low relative to market rates. For
example, reimbursement for providing medical records is about $20. As will be discussed
in the section on consultative examinations, below, reimbursement for performing a dis-
ability examination is also low, especially compared with comparable examinations per-
formed for workers’ compensation and for private disability insurance carriers.*’

Qualifications of OHA Medical Experts

At the hearing level of the disability claim process, ALJs are solely responsible
for making the disability decision, including all medical, functional, and vocational as-
pects. MEs are not directly involved in the decision making. However, they are called on

%% The booklet and video were designed to be used for continuing education. Pediatricians who use them are eligible for up to
two hours of American Medical Association Physician’s Recognition Award category 1 credit
(www.pedialink.org/cme/_coursefinder/CMEdetail.cfm?aid=14720&area=liveCME).

7 Each state sets its own rates for CEs. According to fee schedules from 48 DDSs supplied by SSA, the median fee for an inter-
nal medicine examination and report was $126 in 2004 (five states paid less than $100; four states paid more than $165). The median
rate was $129 for a cardiology—and $132 for an orthopedic—examination and report.
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to testify at hearings as expert witnesses or, occasionally, to respond to written interroga-
tories from ALJs.

MEs provide assessments of the medical evidence in response to specific ques-
tions from the ALJ. In FY 2001-2002, ALJs used MEs in 11 percent of cases, down from
14 percent of cases in FY 1999-2000. Judges conducting peer reviews of a sample of
cases found that allowance decisions made in hearings with ME testimony were slightly
better supported than those made in hearings without ME testimony (SSA, 2003:41-42).

To some extent, MEs serve a role similar to that of MCs at the initial decision
step. However, there are significant differences. In most states, MCs function as decision
makers (albeit on a team) and they are, for all practical purposes, employees of the DDS
(even though technically most are contractors). MEs function as independent expert wit-
nesses in a quasi-judicial process. They have no direct adjudicative function, and they do
not examine the claimant. They provide needed medical expertise to the proceedings to
help the parties to the hearing understand complex medical issues in the case in layman’s
terms. They may also be asked to provide an expert opinion on other issues, such as
whether the claimant’s impairments meet or equal the severity of the Listings; the claim-
ant’s ability to perform work-related activities; or expected impairment duration.

At the present time, SSA has not defined specific qualification standards for MEs,
as it has for MCs. In addition, MEs receive no formal training from SSA, although they
may receive basic program information. This is intended to ensure their independence
and impartiality as expert witnesses.

Recommendation 1-7. Medical experts (MEs) used by ALJs should be
board certified if they are physicians or psychologists. SSA should en-
courage the use of licensed medical personnel other than physicians or
psychologists as MEs in appropriate cases. All MEs should be ade-
quately compensated for the time and effort required to serve in this
capacity.

Regardless of whether MEs are drawn from existing rosters, or some newly estab-
lished network as is proposed in the July 2005 NPRM, SSA should establish consistent,
national qualification standards for MEs to ensure a level of uniformity across the coun-
try. As discussed earlier, board certification is fast becoming the standard credential for
the practice of medicine and psychology. Therefore, physicians and psychologists who
serve as MEs should be required to be board certified. Having a high level of qualifica-
tion for MEs who testify at hearings is essential to the integrity of the hearing process. In
addition, given the nature of the hearing process, the committee does not believe it would
be appropriate to grandfather in existing MEs who are not board certified.

Despite the absence of formal qualification standards for MEs, there appears to
have been a de facto requirement that MEs be either physicians or psychologists. Accord-
ing to data provided by SSA, the current roster of MEs includes only a handful of “ac-
ceptable medical sources” who are not physicians or psychologists (i.e., podiatrists, op-
tometrists, or speech and language pathologists) or other qualified health professionals.
As discussed previously, there are other health professionals (e.g., occupational thera-
pists, physical therapists, registered nurses, psychiatric social workers) who could support
the disability decision-making process by providing expert assessment of impairment se-
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verity and functional limitations, including functional components of Listings. These ex-
perts would be a valuable source of information at the ALJ hearing level, as well as at the
DDS level.

Although the committee has recommended additional training for DDS MCs in
disability evaluation and program requirements, it does not see a similar need for MEs,
given that they are not directly involved in adjudication. If the national network proposed
in the NPRM is established and network experts become the pool for MEs, then MEs will
receive MC training, as called for in Recommendation 1-3.

As is the case with DDS MCs, SSA has difficulty recruiting well-qualified ME
candidates in certain specialties, in large part because the compensation is too low. MEs
are usually paid $160 a case, $80 for reviewing the file and $80 for attending a hearing.

According to a recent survey of OHA regional offices, every region had shortages
of MEs in at least some specialties (SSA, 2004b). The regional offices consistently re-
ported that the main reason for lack of access to medical expertise was the low fees they
could offer, although some said MEs were also quitting because of the recent require-
ments of Central Contract Registration and fingerprinting. The result is that hearings can-
not be scheduled, or cases wait until enough accumulate that need the same type of spe-
cialist to make it worthwhile for the ME to appear, or MEs in other than the needed field
of expertise are used. A substantial fee increase to market rates, similar to the one rec-
ommended for CEs in Recommendation 2-2, below, in conjunction with higher qualifica-
tion standards, would attract more and better candidates.

TRAINING AND CERTIFICATION OF
CONSULTATIVE EXAMINERS

Task 10: “Recommend needs for standardized training and certification for consultative
examiners who assess claimant’s level of function based on integrated evaluation of
medical impairment and functional capacity. Advise on content of a training curriculum,
appropriate personnel to train, and mechanisms for the certification process.”

Each DDS purchases consultative examinations (CEs) to obtain or clarify infor-
mation that is missing, conflicting, or ambiguous in claimant’s medical records. They
also purchase CEs when claimants do not have a regular source of treatment and thus
have fragmented records that are difficult to locate. CE providers are asked to report ex-
amination and test results, a diagnosis and prognosis, and an opinion on what the claim-
ant can do despite their impairment.

Each DDS is charged with recruiting and orienting medical personnel who agree
to be available to perform CEs in return for a fee set by each state. If the claimant’s treat-
ing source is qualified; equipped, and willing to perform the examination or test and gen-
erally furnishes complete and timely reports, the treating source is the preferred source
for the CE, because “The individual’s treating source is often in the best position to pro-
vide detailed longitudinal information about the individual.”*® If the treating source pre-
fers not to do the CE, there are conflicts and inconsistencies in the file that cannot be re-

2 pPOMS DI 22510.010.
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solved by going back to the treating source, or the DDS knows from prior experience that
the treating source has consistently failed to provide complete or timely reports, the DDS
can obtain the CE from a non-treating source. Currently, SSA keeps track of the number
and costs of CEs purchased by each DDS but does not know the percentage of cases in
which a CE or CEs is ordered or the percentage that is performed by the treating source.

CE providers are not required to be what SSA defines to be an acceptable medical
source,”’ if a medically determinable impairment has been established and the issue at
hand is the severity of the impairment and how it affects an individual’s functioning. CE
providers may be what SSA calls “other sources,” who may be medical practitioners such
as nurse-practitioners, physical therapists, occupational therapists, chiropractors, and au-
diologists , or nonmedical sources such as teachers, day care providers, social workers,
and employers. The committee was told that few CEs are purchased from sources who
are not acceptable medical sources, which SSA refers to as “other sources,” although
these other sources are often in a better position to provide evidence about how well their
patients function than are treating physicians who may see the patients infrequently
(Talmadge, 2003). Other sources will become more important if SSA changes the empha-
sis from proving inability to work to encouraging return to work, which will require de-
termination of what an applicant can do, not of what they cannot do.

Training and Certification Requirements
for Consultative Examiners

Current SSA requirements for CE providers are minimal. They must be currently
licensed to practice medicine in the state and have the training and experience to perform
the type of examination or test being requested. They are also supposed to have the facili-
ties and equipment needed to perform the examinations or tests being requested and have
a good understanding of SSA’s disability programs and their evidentiary requirements.*’
CE providers are not required to have training or certification specifically in the evalua-
tion of disability.

The DDS adjudicator is supposed to select a specialist to perform the CE when
the nature or complexity of a particular impairment or impairments warrants it, although
there are no guidelines for which specialist to choose. According to SSA’s program op-
erations manual, a CE provider usually does not have to be a specialist in the medical
field relevant to the individual’s impairment or impairments. For example, an internist
could be asked to perform an examination involving impairments of the musculoskeletal,
cardiovascular, neurological, and other body systems.’'

The DDSs are required to have an ongoing program to recruit CE providers; a
process for orientation, training, and review of new CE providers on the content of CE
reports; and an oversight program for CE providers, with special emphasis on “key” pro-
viders (those who bill at least $100,000 for CEs annually, or have a practice directed pri-
marily towards independent medical examinations rather than the treatment of patients, or

¥ Currently, acceptable medical sources are limited to licensed physicians, licensed or certified psychologists, licensed optome-
trists, licensed podiatrists, and licensed or certified speech-language pathologists.

3920 CFR 404.1519g(b) and 416.919g(b).

*' POMS DI 22510.010.
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are one of the top five CE examination providers in the state by dollar volume). These
requirements were contained in the Social Security Disability Benefits Reform Act of
1984, in response to complaints about the quality of CEs, especially those performed by
so-called bulk providers (Bloch, 1992:98-108). (The preference for CEs by treating
sources was also mandated by this law.)

Currently, each state makes its own arrangements for orienting and training CE
providers. SSA requires DDSs to submit documentation that they have conducted annual
oversight visits to key providers, but data on the findings are not systematically gathered
and analyzed.

SSA furnishes CE providers with a guide, known as the Green Book, which was
developed to give basic information about the CE process to physicians and other health
professionals (SSA, 1999). The guide, which is available online as well as on paper, pro-
vides general information about the Social Security disability programs and how claims
are adjudicated, including the role of CEs, how CE providers are selected, and what the
DDSs look for in a report of a CE.

Although SSA does not currently have specific training and certification require-
ments for CE providers, there are training and certification requirements in other federal
and nonfederal medical evaluation programs. For example,

Federal Aviation Administration (FAA)

The FAA requires pilots to be medically certified to fly. This is done by Aviation
Medical Examiners (AMEs). To become an AME, the FAA requires physicians to com-
plete Medical Certification Standards and Procedures Training and a basic AME seminar
and to attend a three-day AME Seminar or equivalent training at 3-year intervals thereaf-
ter.

U.S. Department of Transportation (DOT)

DOT has a drug testing program for individuals in safety-sensitive positions in the
transportation industry. This function is performed by Medical Review Officers (MROs).
Beginning in 2001, DOT has required training and certification of MROs and 12 hours of
continuing medical education (CME) related to MRO practice every three years. Rather
than provide the training and certification itself, DOT recognizes training and CME
courses given by the American College of Occupational and Environmental Medicine,
American Society of Addiction Medicine, and American Association of Medical Review
Officers (AAMRO) and the written certification examination given by AAMRO.

U.S. Department of Labor (DOL)

DOL provides benefits to workers who have contracted pneumoconiosis from
coal dust or asbestosis. The pneumoconiosis must be confirmed by a radiograph. The ra-
diograph is read first at a facility approved by the National Institute for Occupational
Safety and Health (NIOSH) and confirmed by a physician “B Reader” engaged by
NIOSH. NIOSH requires B Readers to be certified and recertified every four years. The
certification examinations are held at NIOSH’s Appalachian Laboratory for Occupational
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Safety and Health in Morgantown, West Virginia. NIOSH suggests that applicants use
NIOSH’s home self-study syllabus or attend the American College of Radiology Sympo-
sium on Radiology of the Pneumoconioses held every two years.

State Workers’ Compensation Programs

California requires those who evaluate injured workers in disputed state workers’
compensation cases to be certified as Qualified Medical Evaluators (QMEs). To be certi-
fied means passing a test for knowledge and skills in clinical assessment/evaluation;
medical treatment; disability issues/vocational rehabilitation/maximum medical im-
provement; causation; apportionment; basic workers’ compensation laws and regulations;
and report writing. The QME test was developed and is administered by CPS Human Re-
source Services. Eligibility to be a QME also requires completion of a 12-hour course in
disability evaluation report writing approved by the state.

Several other states, for example, Texas, also require state-approved training
courses and written certification examinations of physicians who evaluate impairment in
workers’ compensation cases. The courses are given by the American Academy of Dis-
ability Evaluating Physicians and the written examination by the American Association
of Expert Medical Evaluators.™

If not board-certified, QMEs have to have completed an accredited residency pro-
gram. Both California and Texas require approved continuing education courses and pe-
riodic recertification.

Recommendation 2-1. SSA should establish reasonable requirements
for training and certification of consultative examination providers.
The training and certification should focus on two competencies:
evaluation of limitations on ability to work resulting from impair-
ments, and evidentiary and other requirements of SSA’s disability de-
cision-making process.

The ability to diagnose and treat diseases and injuries is fulfilled by the current
requirement that they be licensed or certified in their area of medical expertise. Physi-
cians, for example, should be licensed and, if specialists, board certified. Licensure and
board certification do not necessarily ensure, however, that CE providers are expert in
evaluating how a person’s impairments limits their functioning in employment settings or
that they know how to provide medical evidence in a form pertinent to evaluating
whether someone meets Social Security’s definition of disability. Physicians, with the
exception of those trained in occupational medicine, usually do not learn how to evaluate
work disability during medical school or residency or for board certification (Scheer,
2000:121) and are often not confident about their ability to determine who is disabled
(Zinn and Furutani, 1996). Accordingly, CE providers should be required to demonstrate
competence in these subject areas, namely, functional assessment of disability and SSA
disability program policies and procedures.

The committee realizes that such requirements increase the costs of serving as a
CE provider and, all other things being equal, would reduce the availability of medical

32 www.tdi.state.tx.us/wc/dwe/divisions/irtraining. html.
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sources to perform CEs. Other programs, however, such as the California and Texas
workers’ compensation programs, require training and certification of medical evaluators
and have no problem recruiting. The higher compensation for CEs recommended below,
if brought in line with the fees in workers’ compensation and other disability benefit pro-
grams, should offset the cost to potential CE providers of reasonable training and certifi-

cation requirements.
SSA should:

e Develop a training curriculum on disability evaluation and SSA disability poli-
cies, rules, criteria, and procedures for CE providers, including both acceptable
medical sources and other providers who evaluate function, such as nurses, occu-
pational and physical therapists, and psychiatric social workers. This curriculum
should be consistent with but less in depth than the one for MCs called for in
Recommendation 1-3, above.

e Provide the training curricula as online modules with pre- and post-test questions.

e Require CE providers to complete the appropriate training module and pass the
post-test with a certain minimum score.

e Develop continuing education modules and require CE providers to take them and
pass a post-test every two years.

The training and certification requirement should be phased in over several years
after the curriculum has been well tested and adequately piloted in a few locations. This
must be done in conjunction with the implementation of a fee schedule commensurate
with the work involved in performing CEs, to prevent CE providers from dropping out of
the program in great numbers.

An additional option would be to use members of the national network of medical
and psychological experts to supplement the pool of CEs, assuming that there are enough
experts to accommodate this as well as advise DDS and OHA decision makers. The ad-
vantage of using national network experts is that they will have mastered the curriculum
for MCs, which will focus on disability evaluation and on SSA program rules and prac-
tices (see Recommendation 1-3, above). There is a potential down side. SSA should be
mindful that national network experts paid to serve as CE providers by SSA may not be
seen as impartial as CE providers who are otherwise independent of the agency. Policies
should be instituted, therefore, so that an expert who reviews the medical record in a case
cannot also perform a CE in the case or serve as an expert witness if the case goes to an
ALJ hearing. The national network experts should receive training that clarifies the dif-
ferent roles they would have as consultants to MCs, as MCs themselves, as CE providers,
and as expert witnesses (MEs) at ALJ hearings. In the last case, for example, experts are
involved in a de novo proceeding in which previous medical opinions are not taken for
granted.

SSA should exempt treating physicians who perform CEs of their patients from
these training requirements. Few if any will have more than a few patients a year needing
a CE, which would not justify the time it would take to become certified. However, the
longitudinal knowledge they have of a patient’s functional impairments would help offset
their lack of training in disability evaluation and SSA program rules. SSA should provide
guidelines to treating physicians who perform CEs and notify them that SSA will reim-
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burse them for time spent in orientation and training activities, as called for in Recom-
mendation 2-2, below.

Adequate Reimbursement of CE Providers

In a standard medical examination, the clinician diagnoses the problem and de-
velops a treatment plan. In a comprehensive disability examination, the clinician not only
diagnoses and assesses the nature and severity of the impairment or impairments by re-
viewing the medical records in the claimant’s file, taking a history, performing an exami-
nation, and if needed, administering a diagnostic test or study, he or she also:

¢ Evaluates the functional consequences of the impairment or combination of im-
pairments

e Determines what the claimant’s capabilities are to perform work-related activities
(in adults) or to engage in age-appropriate activities, such as school, physical ac-
tivities, and social activities (in children).

e Prepares a report complete enough to help the DDS determine the nature, severity,
and duration of the impairment and the claimant’s residual functional capacity
and that includes the objective medical facts as well as observations and opinions.

An adequate CE examination should include the following:*®

Review of the claimant’s medical records;

Taking of a medical history;

Examination of the patient, including the administration of any needed tests;
Interpretation of test results;

Preparation of a report detailing findings from the history, examination, and tests;
Diagnosis and prognosis; and

Medical source statement.

A medical source statement is the CE provider’s opinion of the claimant’s ability
to do work-related activities, such as sitting, standing, walking, lifting, carrying, handling
objects, hearing, speaking, and traveling. In cases of mental impairment or impairments,
the CE provider is expected to give an opinion on the claimant’s ability to understand,
carry out and remember instructions, and respond appropriately to supervision, cowork-
ers, and work pressures in a work setting. In childhood cases, the CE provider gives an
opinion on how appropriately, effectively, and independently the child can perform ac-
tivities compared to the performance of other children the same age who do not have im-
pairments.

33 See, for example, Demeter, 2003, Demeter and Washington, 2003, and Geiringer, 2000, on the elements of a disability evalua-
tion and report.
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Recommendation 2-2. Reimbursement should be adequate to cover
the full costs of a consultative examination, which involves more than
a standard examination, whether it is focused or comprehensive in
scope. This will require a substantial increase in fees over the amounts
currently paid in most states. There also should be adequate compen-
sation for time spent in orientation and training activities.

SSA should consider adopting a standard fee schedule for DDSs to use in pur-
chasing CEs, adjusted for geographic differences in practice costs, with several fee levels
depending on how focused or comprehensive the examination is. The maximum fees
should be substantially higher than Medicare’s fees for regular office visits, because of
the increased time it takes to perform a disability evaluation.’* This could be done in sev-
eral ways. First, SSA could mandate the use of Current Procedural Terminology (CPT)
codes in the Medicare fee schedule that are more appropriate for a disability evaluation
and that have higher relative value units (RVUs) than regular office visits. Codes 99244
and 99245, for example, are for “consultations,” which are defined as “a type of service
provided by a physician whose opinion or advice regarding evaluation and/or manage-
ment of a specific problem is requested by another physician or other appropriate source”
(AMA, 2004). Code 99244, with an RVU of 4.56, is for patients who present with prob-
lems of moderate to high severity requiring approximately 45 minutes of face-to-face
time with the physician, and 99245, with an RVU of 5.90, is for patients who present
with problems of moderate to high severity requiring approximately 60 minutes of face-
to-face time with the physician.35 Medicare currently pays up to $173 and $224, respec-
tively, for these services, compared with $137 and $174 for the parallel office visit codes
(99204 and 99205).

Second, SSA could use a higher conversion factor than Medicare uses to multiply
the RVUs for each code. Medicare’s current conversion factor is $37.89. The Federal
Employee’s Compensation Act program, for example, uses a conversion factor of $50.58.
This translates into maximum fees of $231 and $298, respectively, for the consultation
codes mentioned above (99244 and 99245). The Texas workers’ compensation program
pays 125 percent of the Medicare rate.

Alternatively, SSA could use CPT codes 99455 and 99456, which are for “work-
related or medical disability evaluation services.” Medicare does not use these services
and therefore has not assigned a relative value to them, but the federal Office of Workers’
Compensation Programs (OWCP) has assigned them RVUs of 6.96 and 9.16, respec-
tively.*® This would mean fees up to $264 and $347, respectively, using the Medicare
conversion factor, and up to $352 and $463 using the OWCP conversion factor.”” These
fees are paid to treating physicians for an examination at the time of maximum medical

3% A recent study found that the relative value units (RVUs) for the work involved in the medical evaluation of workers’ compen-
sation claimants in California were 24 to 25 percent greater than the RV Us for regular office visits of moderate or high severity used
by the Centers for Medicare and Medicaid Services for its Medicare Physician Fee Schedule (Lewin, 2005).

3 According to the AMA, “moderate severity” means a moderate risk of morbidity or mortality without treatment; an uncertain
prognosis, or an increased probability of prolonged functional impairment. “High severity” means a high to extreme risk of morbidity
without treatment; a moderate to high risk of mortality without treatment; or a high probability of severe, prolonged functional im-
pairment.

3% A number of state workers’ compensation programs use these codes to pay for disability evaluations, for example, Texas,
Maryland, Louisiana, North Carolina, and Michigan.

37t should be noted that all these fees are adjusted by a geographic practice cost index by both Medicare and OWCP so, for ex-
ample, OWCP’s geographically adjusted fee for CPT code 99456 would be $445 in Boise, Idaho, and $505 in Boston, Massachusetts.
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improvement to assess permanent disability. OWCP pays more for second opinions from
independent medical examiners (IMEs). It has competitive contracts with IME companies
in each region of the country and currently pays between $600 and $685 per examination
and report, depending on the region (Schmidt, 2005).

In California’s workers’ compensation program, in the event of a dispute, a QME
is called on to evaluate the worker. QMEs have passed a state-administered competency
based examination, take state-approved continuing education courses, and are paid
through a special fee schedule.*® The fee for a basic comprehensive medical-legal evalua-
tion, which includes record review, examination, report, and overhead expenses) is $500;
the fee for a complex evaluation is $750. The Texas workers’ compensation program
pays $350 for an examination and report at the time of maximum medical improvement
(the fee is more if an impairment rating is performed).*’

SSA should conduct market studies and studies of fees that other programs pay
for similar services to determine the new national fee schedule for CEs. The fees should
probably vary by specialty and geographic location. They should be updated annually.

Higher fees should increase the pool of medical sources willing to perform CEs,
especially in harder-to-recruit specialties such as orthopedics. This will help ensure that
the appropriate specialist or specialists can be assigned in each case. It should also pro-
vide the incentive for more treating physicians to be willing to perform CEs. Higher fees
should also increase the quality of CEs, although that is based on the judgment of the
committee, not hard evidence.

Focused Requests for CEs Based on
What Is Needed in Each Case

Improving the quality of CEs depends not only on the skill and knowledge of the
CE providers but also on whether they have been asked for the right information. DEs, in
consultation with MCs, if needed, are supposed to develop a complete medical history for
at least the preceding 12 months; evaluate the medical evidence to identify missing, in-
consistent, or ambiguous information; and, if the treating physician does not supply the
missing information or clarify inconsistencies and ambiguities, purchase a CE to obtain
the information. Once a CE is indicated, the goal is to obtain needed information quickly
and avoid having to ask the CE provider for additional information or order another CE.

Recommendation 2-3. SSA should ensure that requests for consulta-
tive examinations indicate clearly what is needed in each case rather
than making general requests for records and opinions.

SSA could develop templates for CE request letters for common types of cases
that can be easily individualized. Templates for commonly encountered disabling condi-
tions (e.g., lower back pain, asthma, osteoarthritis, chronic pulmonary insufficiency/
chronic obstructive pulmonary disease, low birth weight, loss of hearing, developmental
disabilities) would contain a comprehensive list of examinations, tests, diagnostic proce-

38 www.dir.ca.gov/IMC/physicians.html.
¥ www.tdi.state.tx.us/wc/dwe/divisions/irtraining. html.
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dures, and other questions concerning the condition in question. These would serve as a
checklist to remind DEs what is typically needed in each type of case and help them iden-
tify which questions and requests need to be made in each specific case, depending on
what is already in the record. The unneeded items could be deleted and the now individu-
alized letter could be printed. However, the DE should include a narrative paragraph in
the request letter describing what the DE is concerned about and thinks is needed, to pro-
vide further guidance to the CE provider.

The cooperative effort with AUCD to develop an electronic database of all appro-
priate assessment instruments for assessing development and functioning in children
should help DEs and MCs determine what test or tests are needed in childhood cases.
Similar databases could be developed of appropriate tests for other common medical
conditions that are the subjects of disability claims.

Many DDSs have developed standard request letters and forms. SSA should es-
tablish a process to identify best practices currently in use among the DDSs for facilitat-
ing useful CE examinations and reports. Experienced DEs and MCs should be involved,
along with outside medical experts knowledgeable about current clinical practice and re-
search.

PRESUMPTIVE DISABILITY CATEGORIES

Task 8: “Review SSA’s list of presumptive disability conditions and suggest revisions,
additions, and/or deletions. The committee will recommend essential criteria for estab-
lishing candidate conditions for presumptive disability and recommend the level of pro-
fessional expertise needed to certify that a presumptive diagnosis is adequately estab-
lished.”

An adult or child applying for SSI based on disability or blindness may receive up
to 6 months of payments prior to the final determination of disability or blindness if he or
she is determined to be “presumptively disabled” or “presumptively blind” (hereafter,
presumptive disability) and meets all other (i.e., financial) eligibility requirements.

SSA field offices are authorized only to make presumptive disability determina-
tions for certain specified impairments. DDSs can make presumptive disability findings
in any case in which the available evidence indicates a “strong likelihood” that the claim
will be allowed after going through the regular formal determination process.

Initially, the list of presumptive disability categories, because it was meant for use
by field office personnel with no medical training, was confined to conditions that were
either (1) easily verifiable by direct observation during the claims interview (e.g., ampu-
tation) or (2) easily confirmed by a telephone call to an appropriate authority, such as the
treating physician or school official (e.g., total deafness). Over time, as presumptive dis-
ability categories were added to the original three, the evidence requirements became
more complex. In some categories, a document is now needed. For example, in low birth
weight cases, a birth certificate or hospital admission summary is required. In end stage
renal disease cases, Medicare form CMS-2728 is needed. For allegations of HIV infec-
tion, SSA developed a special check-block form for the treating source or CE provider to
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complete. Field office interviewers use the completed form to confirm the diagnosis and
see if the checked items indicate that disease manifestations are of listing-level severity.

The impairment categories for which field offices may make presumptive disabil-

ity decisions currently are:

el e

10.
11.

12.

13.

14.

15.

Amputation of a leg at the hip.

Allegation of total deafness.

Allegation of total blindness.

Allegation of bed confinement or immobility without a wheelchair, walker, or
crutches, allegedly due to a long-standing condition, excluding a recent accident
and recent surgery.

Allegation of stroke (cerebral vascular accident) more than three months in the
past and continued marked difficulty in walking or using a hand or arm.
Allegation of cerebral palsy, muscular dystrophy or muscular atrophy and marked
difficulty in walking (e.g., use of braces), speaking or coordination of the hands or
arms.

Allegation of Down syndrome.

Allegation of severe mental deficiency made by another individual filing on be-
half of a claimant who is at least seven years of age.

Birth weight below 1200 grams (2 pounds, 10 ounces) for a child claimant who is
less than one year old, according to the birth certificate or other evidence, such as
the hospital admission summary.

Human immunodeficiency virus (HIV) infection confirmed by a medical source.
Available evidence such as the hospital admission summary which shows a gesta-
tional age at birth and a certain corresponding birth weight for a child claimant
who is less than one year old (e.g., 35 weeks and 1700 grams of less).
Confirmation from physician or hospice official that an individual is receiving
hospice services for a terminal illness.

Allegation of spinal cord injury producing the inability to ambulate without the
use of a walker or bilateral hand-held assistive devices for more than 2 weeks
which is confirmed by an appropriate medical professional.

End stage renal disease (ESRD) with ongoing dialysis where file contains an
ESRD Medical Evidence Report-Medicare Entitlement and/or Patient Registra-
tion.

Allegation of amyotrophic lateral sclerosis (ALS, Lou Gehrig’s disease).

According to SSA statistics, field offices and DDSs granted presumptive disabil-

ity status in 135,603 cases in CY 2004, constituting approximately 7.7 percent of the 1.76
million SSI claims made that year. Field offices accounted for 17,191 (13 percent) of the
135,603 presumptive disability decisions made in CY 2004 (the rest were made by
DDSs). The field office presumptive disability cases constituted 1.0 percent of the appli-
cations for SSI benefits in 2004. The rate of presumptive disability varied from field of-
fice to field office, from 0.1 percent to 3.5 percent (a difference of 35 times).

Looking at field offices as a group, half of all presumptive disability decisions

were in the two low-birth-weight categories (categories 9 and 11 in Table 1, Column 2).
Three other categories accounted for another 25 percent: category 6 (allegation of cere-
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TABLE 1 Field Office Presumptive Disability Decisions, by Presumptive Disability
Category, CY 2004

1 2 4
1 @) 3) (4)

Number of Percentage Percentage
Reversal
FO PD De- of AllFOPD of Al FO PD
cisions Decisions Rate Reversals
1. Amputation of a leg at the hip 342 2.0% 48.5% 9.4%
2. Allegation of total deafness 479 2.8% 12.1% 3.3%
3. Allegation of total blindness 320 1.9% 9.1% 2.6%
4. Allegation of bed confinement or 674 3.9% 9.1% 3.5%
immobility without aid
5. Allegation of stroke more than 3 months in 230 1.3% 16.5% 2.2%
the past & continued marked difficulty...
6. Allegation of cerebral palsy, muscular 1,342 7.8% 12.1% 9.2%
dystrophy or muscular atrophy & marked
difficulty in...
7. Allegation of Down syndrome 1,863 10.8% 1.3% 1.4%
8. Allegation of severe mental deficiency... "7 4.2% 7.1% 2.9%
9. Birth weight less than 1200 grams... 5,691 33.1% 1.9% 6.2%
10. HIV infection confirmed... 1,235 7.2% 42.1% 29.4%
11. Low birth weight for gestational age... 3,092 18.0% 14.8% 26.0%
12. Hospice services for a terminal illness 433 2.5% 6.7% 1.6%
confirmed...
13. Allegation of spinal cord injury causing 266 1.5% 9.4% 1.4%
inability to ambulate without...
14. ESRD with ongoing dialysis and Medicare 441 2.6% 1.8% 0.5%
Form...
15. Allegation of ALS 19 0.1% 5.3% 0.1%
Total 17,191 100.0% 10.3% 100.0

SOURCE: Unpublished tables provided by the Office of Disability and Income Support Pro-
grams, SSA.

bral palsy, muscular dystrophy, or muscle atrophy), category 7 (allegation of Down syn-
drome), and category 19 (HIV infection).

Ultimately, 10.3 percent of the field office presumptive disability cases were not
allowed at the initial decision level after going through the regular disability determina-
tion process (Table 1, column 3). However, some categories had very low “reversal
rates,” between 1 percent and 2 percent (e.g., categories 7, 9, and 14), while several oth-
ers had very high reversal rates, between 40 percent and 50 percent (categories 1 and 10).
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According to SSA statistics on a// title SSI disability determination decisions in
CY 2004 (including concurrent SSI-DI and both presumptive disability and non-
presumptive disability cases), seven impairment codes had allowance rates of 95 percent
or higher (Appendix Table 7). Of these, three correspond to current presumptive catego-
ries (ALS, birth weight under 1,200 grams, and Down syndrome). The other four were
cancers with high fatality rates (e.g., pancreatic and liver cancer). Another five codes had
allowance rates of 90 to 94.9 percent. These included one code that corresponds to a pre-
sumptive disability category (developmental disabilities including autism). The others
were cancers (e.g., lung cancer). Setting the cutoff at 85 percent would yield six more
codes, all malignancies except chronic renal failure and childhood origin psychosis
(adult).

Almost 90 percent of DDS cases granted presumptive disability status were even-
tually allowed after going through the regular disability determination process, but they
did not achieve this rate in every type of case. The DDSs experienced allowance rates of
95 percent or more in 47 impairment codes, accounting for 38 percent of the presumptive
disability cases initiated by them (Table 2). These cases included organic mental disor-
ders, cerebral palsy, schizophrenia, leukemia, mental retardation, chronic renal failure,
birth weight under 1,200 grams, lung, liver, and pancreatic cancers, cancer, and develop-
mental disabilities including autism.”’ Reversal rates were higher than 50 percent for
some impairments, but they only involved a third of one percent of the cases. There were
reversal rates of between 10 percent and 50 percent in 27 percent of DDS presumptive
disability cases.

TABLE 2 DDS Presumptive Disability Decisions, by Impairment Code, CY 2004

Cumulative

Number Number Percentage Number Number Percentage

Allowance of of Deci- of Deci- Allowance of of Deci- of Deci-

Rate Codes sions sions Rate Codes sions sions

95-100% 47 44,951 38.0% 95-100% 47 44,951 38.0%
90-94.9% 42 39,373 33.3% 90-100% 89 84,324 71.2%
85-89.9% 35 13,729 11.6% 85-100% 124 98,053 82.8%
80-84.9% 29 10,294 8.7% 80-100% 153 108,347 91.5%
70-79.9% 33 7,023 5.9% 70-100% 186 115,370 97.4%
60-69.9% 10 856 0.7% 60-100% 196 116,226 98.2%
50-59.9% 6 206 0.2% 50-100% 202 116,432 98.3%
0-49.9% 8 340 0.3%  0-100% 210 116,772 98.6%
Unknown 1,643 1.4% 118,415 100.0%

SOURCE: Unpublished tables provided by the Office of Disability and Income Support Pro-
grams, SSA.

> Appendix Table 6 lists all 47 impairment codes for presumptive disability decisions that had reversal rates less than 5 percent
in CY 2004.
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The annual number of presumptive disability decisions has increased greatly since
2001, when there were 60,543. The increase was entirely due to DDSs; field offices
granted presumptive disability in slightly fewer cases in 2004 than in 2001, 17,191 com-
pared with 18,862. Although the number of presumptive disability decisions more than
doubled, the overall rate of reversals fell from 13 percent to 9 percent. DDSs lowered
their reversal rate from 12 percent to 9 percent and the field offices from 17 percent to 10
percent. These differences seem to be due to management practices more than to medical
policies.

Revising the Presumptive Disability Categories with Explicit Criteria

Presumptive disability is primarily a social policy. Congress included it in the
1972 act establishing the SSI program because it recognized that applicants for SSI have
little or no income or assets and probably need immediate assistance with the costs of liv-
ing. Claimants must meet the low income and assets criteria for SSI even to be consid-
ered for presumptive disability. Therefore, the committee is unable to recommend spe-
cific categories to include or delete because the selection criteria are not solely medical.
We can, however, analyze the impacts of setting different levels of potential reversal
rates (i.e., presumptive disability cases that turn out not to meet the criteria for allow-
ances) and suggest that SSA adopt explicit criteria and use them to revise the presumptive
disability categories.

Recommendation 3-1. SSA should consider dropping some current
presumptive disability categories, and perhaps adding some, after de-
ciding on explicit criteria for including categories.

The current presumptive disability categories were created for use by nonmedical
personnel in SSA field offices, which means they must have two characteristics. They
must be capable of being applied by a layperson, and they must have a high probability of
meeting SSA’s definition of disability. To be applied by an interviewer in a field office,
the categorical condition must be either directly observable during the claims interview or
quickly confirmable by contacting the treating physician or other appropriate authority.
To have a high probability of meeting SSA’s definition of disability, a categorical condi-
tion must be one in which the diagnosis alone correlates highly either with inability to
work for a year or more or the presence of a terminal illness.

The nonmedical criterion in selecting presumptive disability categories is the de-
gree of risk, i.e., the reversal rate, that SSA is willing to pay for in order to increase the
number of true positives. Early in the SSI program, an SSA ruling suggested that a rever-
sal rate of more than 10 percent a month over several months made a category a candi-
date for deletion.*' Perhaps this is too stringent. Only nine of the 15 current categories
would meet this criterion (Table 3). A reversal rate of 15 percent or less would include 12
of the current categories, and a rate of 20 percent or less would add one more, bringing
the total to 13. A reversal rate of 20 percent or less would reach more needy claimants

! In Social Security Ruling 80-36 (1980). The ruling was rescinded later when new presumptive disability categories made it
obsolete.
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than one of 10 percent or less, but the costs of cases ultimately found to be ineligible
would be higher.

Table 3 Approximate Costs of Presumptive Disability Cases Ultimately Disallowed,
CY 2004 Data

Number Cumulative cost of
PD category of PD Number of dis- Cost of disallow- lower allowance
allowance rate  categories allowances ances rates
90% or more 9 338 $906,447.75 $906,447.75
85-89.9% 3 679 $1,820,940.90 $2,727,388.65
80-84.9% 1 38 $101,908.33 $2,829,296.98
50-79.9% 2 686 $1,839,713.49 $4,669,010.47

SOURCE: Unpublished tables provided by the Office of Disability and Income Support Pro-
grams, SSA.

At the end of 2003, the average SSI benefit for the blind and disabled under age
65 was $446.97. Taking this as the average cost of a presumptive disability decision and
assuming that reversed presumptive disability cases were paid for the full 6 months, or
$2,681.80 each, moving the reversal bar from 10 percent to 15 percent (thus adding 679
presumptive disability cases) would have cost approximately $1.8 million in 2004 (Table
3). Moving it to 20 percent (adding another 38 cases) would have cost another $102,000.
Note also that removing the two presumptive disability categories with reversal rates be-
tween 40 percent and 50 percent would have reduced costs by approximately $1.8 mil-
lion.

The committee also notes that the presumptive disability categories do not include
conditions that consistently have high allowance rates, which therefore on equity grounds
could be considered as candidates for inclusion as presumptive disability categories. As
noted in the findings section, above, title SSI claims having one of 12 primary impair-
ment codes had a 90 percent chance of approval in CY 2004. Of the 12, four correspond
closely to existing presumptive disability categories.

The other eight were types of malignancies. Currently, a claim presenting with
one of the malignancy codes could only be granted presumptive disability status by a
field office if the claimant were in hospice care and had less than six months to live. SSA
could consider granting presumptive disability to claimants who know they have one of
these cancers, and the diagnosis can be confirmed by contacting their treating physician.

Dropping the bar to impairments with 85 percent approval rates would add four
more cancers, chronic renal failure and childhood-origin psychosis in adults. An 80 per-
cent allowance rate adds nine more categories—six cancers, mental retardation, other
disorders of the spinal cord, and multiple body dysfunction.

In 2004, the 12 impairment codes with 90 percent allowances rates accounted for
50,171 cases, 2.9 percent of all SSI claims made. Of these, less than 17,000 were actually
granted presumptive disability. If the allowance rate cutoff were 85 percent, it would
have been 18 codes and 70,486 cases, 4.0 percent of all SSI claims. Of these, 19,434 were

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11521.html

Decision Process: Interim Report

60 IMPROVING THE SOCIAL SECURITY DISABILITY DECISION PROCESS

presumptive disability cases. If the cutoff were 80 percent, the number of codes would
have increased to 31 and the number of cases to 139,072, or 7.9 percent of all SSI claims.
Of these, 31,045 were presumptive disability cases.

If SSA decides to adopt a uniform approval rate for presumptive disability cases,
Table 3 needs to be expanded to include the costs of adding the cases with impairment
codes that meet the established approval rate standard that are not now included. For ex-
ample, if SSA decided to include conditions in which the approval rate averages 90 per-
cent, the costs of presumptive disability cases in categories with lower approval rates
would be eliminated, but the costs of new conditions meeting the 90 percent allowance
rate criterion would be added (Table 4).

Table 4 Approximate Costs of Adopting Different Allowance Rates to Determine Pre-
sumptive Disability Cases, CY 2004 Data

Number Cost of Number

PD category = Number of ofdisal- paying dis- of impair- Number of C.OSt OT pay-
! ing disal-
allowance PD cate- low- allowed ment disallow-
: lowed cases
rate gories ances cases codes ances
90% or more 9 338 $906,447 12 1,182 $3,169,083
85-89.9% 3 679 $1,820,940 6 2,324 $6,232,503
80-84.9% 1 38 $101,908 *9 11,293 $30,285,567
50-79.9% 2 686 $1,839,713 48 96,929 $259,944,192

* Includes mental retardation, with an allowance rate of 80.1 percent in 2004.
SOURCE: Unpublished tables provided by the Office of Disability and Income Support Pro-
grams, SSA.

These calculations indicate that there are a number of conditions in which the
probability is high that a claimant who alleges he or she has one will be allowed. The
question the committee cannot answer is whether that probability should be 90 percent,
85 percent, 80 percent, or some other number. The answer depends on the tradeoff soci-
ety wishes to make between helping groups of low-income persons with given probability
of being determined disabled by SSA and the cost of paying for cases that end up being
disallowed.

The preceding discussion assumes that the goal of the presumptive disability pol-
icy is to identify early those who are likely to be determined disabled after the regular
evaluation process and start paying them. This is consistent with congressional intent,
namely, to enable claimants who have a high likelihood of being awarded benefits even-
tually to begin receiving benefits immediately. However, the result of the current system
is that claimants with the same condition may be treated differently, depending on if they
do or do not have sufficient medical evidence or an established diagnosis. And as we
have discussed above, it will result in claimants with an equally severe but not explicitly
categorized presumptive disability impairment being ineligible for presumptive disability
status, if their impairment cannot be easily observed or verified.

Other approaches are possible. SSA could decide to grant presumptive disability
in cases where the claimant’s condition is worsening and he or she has little or no funds
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or insurance to pay for medical treatment that might reduce the level of impairment or
prevent it from worsening further. Another approach would be to stipulate that certain
conditions are potentially so serious that presumptive disability is warranted, even if the
award rates for those conditions are far less than 100 percent.

Increasing Consistency in the Use of Presumptive Disability

The percentage of SSI claims that are granted presumptive disability varies
widely across SSA field offices and DDSs, a situation that SSA could improve. The per-
centage of field office presumptive disability cases ranges from 0.1 percent to 3.5 per-
cent. The range for DDSs is from 0.6 percent to 34.6 percent.

Field offices had presumptive disability cases in all 15 categories in 11 states. In
two states, however, field offices used only one of the 15 categories, accounting for two
cases each. Some categories with high allowance rates overall (i.e., highly likely to be
allowed) were not used at all in some states, such as Down syndrome, birth weight less
than 1,200 grams, ESRD, and ALS (Table 5).

Table 5 Field Office Use of Presumptive Disability Categories for High-Allowance-Rate
Impairments, CY 2004

. Overall allowance Number of states without PD
Impairment

rate® cases in the category
Down syndrome 97.6% 3
Birth weight less than 1,200 grams 98.0% 5
Chronic renal failure (ESRD) 88.8% 13
ALS 98.3% 40

* Overall means decisions on all title SSI disability applications, PD and non-PD.
SOURCE: Unpublished tables provided by the Office of Disability and Income Support Pro-
grams, SSA.

Recommendation 3-2. SSA should mandate use of the presumptive
disability procedure by, and take other administrative steps to achieve
more consistency among, the field offices and DDSs in the implemen-
tation of the presumptive disability policy.

Currently, the use of the presumptive disability procedure is voluntary, which
leads to large differences in practice from office to office that are not the result of inher-
ent difficulties in assessing cases. If SSA has a presumptive disability process, and it is
part of national social policy, it should be applied uniformly from place to place. This is
primarily a matter for administrative policy to achieve.
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Learning from Terminal Illness (TERI) Procedures

PD is a policy to expedite payments. TERI (TERminal Illness) cases involve ex-
pedited decisions. According to the SSA program operations manual, “Cases where there
is an indication of a terminal illness (TERI) are to be handled in an expeditious manner
because of the sensitivity involved.” Teleservice and field office interviewers are sup-
posed to be on the alert for potential TERI cases in certain situations, for example, when
the claimant or other person—friend, family member, or medical provider—says the ill-
ness is terminal, the claimant is receiving hospice care, the claimant has AIDS, or any
other situation in which the medical condition is untreatable and expected to end in death.
According to SSA’s program operations manual, examples of potential TERI conditions
include claimants:

o with a chronic dependence on a cardiopulmonary life-sustaining device;

e awaiting a heart, heart/lung, liver or bone marrow transplant (excluding kidney
and corneal transplants);

o with chronic pulmonary or heart failure requiring continuous home oxygen and
who is unable to care for personal needs;

o with a malignant disease (e.g., cancer) who is home confined or institutionalized,
unable to care for personal needs and unresponsive to therapys;

o with diabetes and one or more of the following: multiple amputations due to dia-
betic gangrene; recurrent cardiovascular events (e.g., infarction or failure); or re-
current cerebrovascular events with neurological deficit;

o with chronic liver disease (e.g., cirrhosis or hepatitis) and a history of massive
gastrointestinal hemorrhage;

e who is comatose for 30 days or more; or who is a newborn with a lethal or severe
genetic or congenital defect.

Recommendation 3-3. SSA should look at TERI procedures for les-
sons in making expedited decisions on cases that must meet specific
medical criteria. These include uniform special procedures through-
out the decision process that promote consistency as well as speed.

TERI cases are subject to special procedures through which the case is expedited
through every step of the disability determination process, including the appeals process
and the payment process. They are also sent immediately from the field office to the DDS
for development and quick decision.

The issue is whether field office interviewers are able to identify TERI cases with
some accuracy. This would involve determining the percentage of cases flagged as TERI
cases that turn out to meet the criteria and, taking a sample of all cases, the percentage of
cases that were not flagged that should have been. Differences between types of cases
and from field office to field could be analyzed for better understanding of TERI decision
making and ways to improve it, and also of ways to improve presumptive disability pro-
cedures.
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AFTERWORD

This interim report has addressed three of the 10 tasks that the committee is
charged with addressing. It focuses on one important part of improving SSA’s disability
decision process: the qualifications of medical personnel participating in the decision
process. It also makes recommendations for improving the implementation of the pre-
sumptive disability policy. The committee is addressing other seven tasks in its next, and
final, report, which is due in 2006. These are tasks 1 through 7 in Appendix A, which fo-
cus on ways to improve other important parts of the process: the medical criteria and pro-
cedures that are used to screen applicants for eligibility.
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APPENDIX

LIST OF STUDY TASKS

In addressing the Listings, the committee will consider:

1.

The value and utility of the current Listings for all users (claimants, SSA, health care pro-
fessionals, state offices, and officials involved in the adjudication process)

Conceptual models for organizing the Listings, beyond the current “body systems” model
at 20 C.F.R. Part 404, Subpart P, Appendix |

Processes for determining when the Listings require revision and criteria upon which to
add new listings or remove old ones

Feedback mechanisms to continuously assess and evaluate the Listings for the purpose of
improving consistency in application by all adjudicators throughout the country

Adaptability of the Listings, including methods to account for variable access to health
care services (including diagnostics and pharmaceuticals) in determining whether an in-

dividual’s condition meets or equals the Listings

Methods to assess and quantify the effects of multiple impairments that may not indi-
vidually cross the eligibility threshold (e.g., SSA’s “equivalence” concept)

Advisability of and methods for integrating functional assessment into the Listings

In addressing the organization of medical expertise, the committee will:

8.

10.

Review SSA’s list of presumptive disability conditions and suggest revisions, additions,
and/or deletions. The committee will recommend essential criteria for establishing candi-
date conditions for presumptive disability and recommend the level of professional ex-
pertise needed to certify that a presumptive diagnosis is adequately established.

Advise on how best to provide medical expertise needed to support the entire disability
adjudication process. This will involve describing the type of experts needed (academic
specialists; practicing specialists; practicing generalists or non-physicians); necessary
credentials and where best to locate them (from university medical centers, centers of ex-
cellence for specialized care, or community practice settings).

Recommend needs for standardized training and certification for consultative examiners
who assess claimant’s level of function based on integrated evaluation of medical im-

pairment and functional capacity. Advise on content of a training curriculum, appropriate
personnel to train, and mechanisms for the certification process.
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Appendix Table 1 DDS Medical Consultants by Specialty, June 2004

Specialty Number Percentage
Psychology 707 33.1
Internal medicine 341 16.0
Psychiatry 233 10.9
Pediatrics 209 9.8
Family practice 141 6.6
Speech-language pathology 59 2.8
General medicine 42 2.0
Neurology 38 1.8
Cardiology 36 1.7
Orthopedic specialist 35 1.6
Surgery 35 1.6
Ophthalmology 25 1.2
Gynecology/obstetrics 21 1.0
Anesthesiology 21 1.0
Emergency medicine 20 0.9
Physical medicine and rehabilitation 19 0.9
Orthopedic surgery 18 0.8
Osteopathy 14 0.7
Occupational medicine 13 0.6
All others 122 5.7
Total 2,136 100.0

NOTE: The percentage of specialists in each category that are board certified or board eligible is
not known.

SOURCE: Unpublished tables provided by the Office of Disability and Income Support Pro-
grams, SSA.
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Appendix Table 3 Case Mix Compared with Mix of Medical Consultant Specialties

Percentage of initial deci-

Percentage of MCs in the sions involving the clinical
Clinical field clinical specialty field
Cardiology 1.7% 6.7%
Child Psychiatry 0.6% 0.5%
Child Psychology * 3.7%
Endocrinology 0.2% 3.8%
Family Practice 6.8% 0.0%
Gastroenterology 0.3% 2.4%
Internal Medicine 16.3% 6.3%
Neurology 1.9% 6.8%
Oncology 0.3% 4.7%
Orthopedics 2.5% 19.9%
Pediatrics 9.8% 0.9%
Psychiatry 10.7% 19.6%
Psychology 31.2% 7.5%
Pulmonology 0.3% 4.7%
Rheumatology 0.3% 6.7%

* Less than 0.1 percent.

NOTE: Part-time medical consultants are assumed to work 20 hours a week.

SOURCE: Unpublished table provided by the Office of Disability and Income Support Programs,
SSA.
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Appendix Table 4 Number of Medical Experts by Specialty, June 2005

Specialty Number Percentage
Clinical psychology 415 22.3
Internal medicine 371 19.9
Psychiatry 235 12.6
Orthopedic surgery 121 6.5
Pediatrics 115 6.2
Neurology 102 5.5
Cardiovascular diseases 71 3.8
Ophthalmology 57 3.1
Family Practice 31 1.7
Pulmonary diseases 22 1.2
Child psychiatry 21 1.1
Physical medicine and rehabilitation 20 1.0
Rheumatology 19 1.0
General surgery 18 1.0
Occupational Medicine 18 0.8
Gastroenterology 15 0.8
General preventive medicine 15 0.8
Urological surgery 14 0.7
Endocrinology 13 0.6
Child psychology 12 0.6
Neurological surgery 12 0.6
Emergency medicine 11 0.6
Medical oncology 11 0.6
All Others 122 6.6
Total 1,861 100.0

NOTE: The number of specialties is more than the number of MEs (1,575), because some prac-
tice in more than one specialty.
SOURCE: Unpublished table provided by the Office of Hearings and Appeals, SSA.
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Appendix Table 6 Impairment Codes of DDS Presumptive Disability Decisions with a
Reversal Rate of Less Than 5 percent, CY 2004

Number of Reversal
DDS PD Number rate (per-
SSA impairment code decisions reversed cent)

4160-Chronic pulmonary heart disease 163 8 4.9
2940-Organic mental disorders 4,505 215 4.8
3060-Somatoform disorders 42 2 4.8
3370-Disorders of the autonomic nervous system 64 3 4.7
4920-Emphysema 193 9 4.7
1830-Malignant neoplasm/ovary and other uterine adnexa 314 14 4.5
1640-Malignant neoplasm/thymus, heart, mediastinum 23 1 43
3430-Cerebral palsy 1,835 78 4.3
4430-Peripheral vascular disease 516 21 4.1
2950-Schizophrenic/paranoid functional disorders 4,944 198 4.0
1920-Malignant neoplasm/other parts of the nervous system 76 3 39
1900-Malignant neoplasm/eye 31 1 32
1710-Malignant neoplasm/connective and other soft tissue 99 3 3.0
1910-Malignant neoplasm/brain 830 23 2.8
3360-Other disorders of the spinal cord 517 14 2.7
1410-Malignant neoplasm/tongue 192 5 2.6
7600-Multiple body dysfunction 714 18 2.5
1510-Malignant neoplasm/stomach 249 6 24
1990-Malignant neoplasm/unspecified sites 131 3 2.3
2070-Leukemias 1,058 24 2.3
8060-Vertebral fracture/cord lesion 766 18 23
2630-Malnutrition/weight loss 139 3 2.2
7840-Loss of voice 983 20 2.0
2990-Childhood origin psychosis (adult) 637 12 1.9
3180-Mental retardation 9,643 185 1.9
1720-Malignant melanoma of skin 179 3 1.7
5850-Chronic renal failure 4,173 62 1.5
2990-Developmental disabilities including autism (children) 2,558 36 1.4
1620-Malignant neoplasm/trachea, bronchus, lung 2,606 35 1.3
1980-Malignant neoplasm/distant sites 78 1 1.3
3320-Parkinsons disease 154 2 1.3
1500-Malignant neoplasm/esophagus 367 4 1.1
1630-Malignant neoplasm/pleura 98 1 1.0
3350-Anterior horn cell disorder (ALS) 113 1 0.9
7580-Chromosome anomaly/Down syndrome 1,443 8 0.6
7650-Birth weight under 1200 grams 3,291 12 0.4
1550-Malignant neoplasm of liver and intrahepatic bile ducts 710 2 0.3
0940-Neurosyphilis 3 0 0.0
1560-Malignant neoplasm/gallbladder 56 0 0.0
1570-Malignant neoplasm/pancreas 400 0 0.0
1760-Malignant Kaposi’s sarcoma 8 0 0.0
1780-Malignant neoplasm/skeletal system 4 0 0.0
2730-Disorders of plasma protein metabolism 3 0 0.0
3210-Arachnoiditis 10 0 0.0
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Number of Reversal
DDS PD Number rate (per-
SSA impairment code decisions reversed cent)
5010-Asbestosis 6 0 0.0
7050-Hidradenitis suppurativa 16 0 0.0
9330-Chronic fatigue syndrome 11 0 0.0

SOURCE: Unpublished table provided by the Office of Disability and Income Support Programs,

SSA.
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Appendix Table 7 SSA Impairment Codes by Allowance Rate, from Highest to Lowest,

CY 2004
Number Number  Allowance
SSA impairment code of deci- of allow-  rate (per-
sions ances cent)

All codes 2,532,798 947,266 37.4
1550-Malignant neoplasm of liver and intrahepatic bile ducts 4,653 4,616 99.2
1570-Malignant neoplasm/pancreas 3,304 3,258 98.6
3350-Anterior horn cell disorder (ALS) 1,534 1,506 98.2
7650-Birth weight under 1200 grams 17,235 16,890 98.0
7580-Chromosome anomaly/Down syndrome 5,242 5,111 97.5
1980-Malignant neoplasm/distant sites 619 599 96.8
1630-Malignant neoplasm/pleura 806 776 96.3
1560-Malignant neoplasm/gallbladder 450 432 96.0
1620-Malignant neoplasm/trachea, bronchus, lung 19,291 18,307 94.9
1500-Malignant neoplasm/esophagus 2,916 2,744 94.1
2990-Developmental disabilities including autism (children) 10,759 9,920 92.2
1910-Malignant neoplasm/brain 6,302 5,754 91.3
1510-Malignant neoplasm/stomach 1,966 1,779 90.5
5850-Chronic renal failure 22,195 19,998 90.1
1780-Malignant neoplasm/skeletal system 20 18 90.0
1720-Malignant melanoma of skin 1,832 1,618 88.3
2070-Leukemias 6,166 5,408 87.7
1760-Malignant Kaposi’s sarcoma 40 35 87.5
1410-Malignant neoplasm/tongue 1,392 1,197 86.0
2990-Childhood origin psychosis (adult) 3,898 3,352 86.0
2030-Multiple myeloma 2,164 1,859 85.9
1590-Malignant neoplasm/other digestive organs, peritoneum 741 636 85.8
1990-Malignant neoplasm/unspecified sites 552 471 85.3
1830-Malignant neoplasm/ovary and other uterine adnexa 3,394 2,882 84.9
3180-Mental retardation 77,102 65,460 84.9
3360-Other disorders of the spinal cord 3,428 2,856 83.3
7600-Multiple body dysfunction 2,555 2,128 83.3
1920-Malignant neoplasm/other parts of the nervous system 280 230 82.1
1520-Malignant neoplasm/small intestine 552 449 81.3
1890-Malignant neoplasm/kidney, other urinary organs 2,740 2,206 80.5

0420-Malignant neoplasm/bone marrow or stem cell
transplantation 5 4 80.0
7400-Anencephalus/catastrophic anomaly 569 453 79.6
2630-Malnutrition/weight loss 1,112 876 78.8
1640-Malignant neoplasm/thymus, heart, mediastinum 173 136 78.6
1700-Malignant neoplasm/bone and articular cartilage 1,550 1,207 77.9
3430-Cerebral palsy 9,864 7,546 76.5
3320-Parkinsons disease 3,853 2,894 75.1
1950-Malignant neoplasm/other sites 5,399 4,049 75.0
8060-Vertebral fracture/cord lesion 4,699 3,449 73.4
1880-Malignant neoplasm/bladder 1,535 1,122 73.1
7840-Loss of voice 5,162 3,742 72.5
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Number Number  Allowance

SSA impairment code of deci- of allow-  rate (per-
sions ances cent)

1380-Late effects of acute poliomyelitis 1,859 1,346 72.4
1710-Malignant neoplasm/connective and other soft tissue 902 650 72.1
7410-Spina bifida 1,867 1,344 72.0
1530-Malignant neoplasm/colon, rectum, anus 11,184 8,019 71.7
2950-Schizophrenic/paranoid functional disorders 56,218 40,308 71.7
3300-Cerebral degeneration/childhood 616 439 71.3
3750-Cardiac transplantation 319 226 70.8
1420-Malignant neoplasm/salivary glands 234 165 70.5
4380-Late effects of cerebrovascular disease 32,139 22,529 70.1
1790-Malignant neoplasm/uterus 2,566 1,783 69.5
4430-Peripheral vascular disease 8,979 6,240 69.5
4160-Chronic pulmonary heart disease 2,137 1,481 69.3
2840-Aplastic anemia 738 505 68.4
7830-Malnutrition, marasmus/growth impairment 2,388 1,631 68.3
3590-Muscular dystrophies 3,188 2,155 67.6
3150-Developmental/emotional disorders—infant 4,521 3,034 67.1
0300-Leprosy 3 2 66.7
4960-Cronic pulmonary insufficiency/COPD 40,287 26,348 65.4
1940-Malignant neoplasm/other endocrine glands and related 242 158 65.3
3310-Other cerebral degenerations 3,901 2,536 65.0
2940-Organic mental disorders 57,567 36,958 64.2
3210-Arachnoiditis 231 145 62.8
9070-Late effects/nervous system injuries 6,740 4,125 61.2
3690-Blindness/low vision 24,669 14,752 59.8
4280-Heart failure 15,865 9,440 59.5
1740-Malignant neoplasm/breast 17,865 10,558 59.1
3620-Other retinal disorders 3,455 2,038 59.0
3153-Speech and language delays 32,332 18,914 58.5
4460-Periarteritis nodosa/allied condition 296 171 57.8
1870-Malignant neoplasm/penis, male genital organs 158 91 57.6
7500-Congenital anomalies/upper alimentary tract 372 212 57.0
1850-Malignant neoplasm/prostate 3,233 1,827 56.5
4920-Emphysema 4,382 2,471 56.4
2760-Diabetec acidosis 222 123 55.4
4540-Varicose veins/low extremities 2,374 1,294 54.5
3570-Diabetic/peripheral neuropathy 13,714 7,460 54.4
2020-Lymphoma 7,075 3,799 53.7
3890-Deafness 15,352 8,183 533
7460-Congenital heart anomalies 5,542 2,910 52.5
0940-Neurosyphilis 25 13 52.0
0430-Symptomatic HIV positive 18,168 9,429 51.9
8540-Intracranial injury 5,785 2,968 51.3
1900-Malignant neoplasm/eye 194 99 51.0
2770-Disorders of metabolism/cystic fibrosis 1,426 719 50.4
3400-Multiple sclerosis 14,183 7,148 50.4
4250-Cardiomyopathy 15,472 7,581 49.0
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Number Number  Allowance

SSA impairment code of deci- of allow-  rate (per-
sions ances cent)
1170-Skin/mucus membrane infections 720 351 48.7
7140-Rheumatoid & other inflammatory arthritis 19,437 9,330 48.0
3060-Somatoform disorders 1,425 681 47.8
1860-Malignant neoplasm/testis 791 375 474
2960-Mood disorders (children) 21,121 9,927 47.0
2390-Neoplasm/unspecified/unknown behavior 308 144 46.8
7050-Hidradenitis suppurativa 295 135 45.8
4410-Aortic aneurysm 1,341 607 453
1730-Other malignant neoplasm of skin 463 209 45.1
3610-Retinal detachment with retinal defects 1,592 716 45.0
2250-Benign neoplasm/brain, nervous system 3,049 1,332 43.7
4590-Other diseases of the circulatory system 7,004 3,061 43.7
3370-Disorders of the autonomic nervous system 1,408 614 43.6
1840-Malignant neoplasm/other female genital organs 1,141 496 43.5
4140-Chronic ischemic heart disease 44,127 19,195 435
4030-Hypertensive vascular/renal disease 376 162 43.1
7200-Ankylosing/inflamnatory spondylopathies 1,007 430 42.7
2820-Hereditary hemolytic anemias including sickle cell 4,167 1,771 42.5
5010-Asbestosis 289 122 42.2
7300-Osteomyelitis/other infections involving bone 1,837 775 422
1930-Malignant neoplasm/thyroid gland 782 327 41.8
5710-Chronic liver disease/cirrhosis 30,970 12,853 41.5
7150-Osteoarthritis/allied disorders 113,194 45,730 40.4
4480-Diseases of capillaries 145 57 393
0930-Cardiovascular syphilis 36 14 38.9
2730-Disorders of plasma protein metabolism 93 36 38.7
3490-Cther nervous system disorders 15,534 5,996 38.6
3000-Anxiety-related disorders 46,037 17,724 38.5
3138-Oppositional/defiant disorder 7,776 2,955 38.0
3650-Glaucoma 2,958 1,121 37.9
3580-Myoneural disorders 3,118 1,160 37.2
5810-Nephrotic syndrome 2,447 903 36.9
3120-Conduct disorder 5,856 2,102 35.9
2960-Affective disorders (adult) 277,560 99,089 35.7
7590-Other congenital anomalies 3,324 1,160 349
2850-Other anemias 1,864 641 34.4
3660-Cataract 2,400 826 344
2790-Disorders immune mechanism (except HIV) 1,009 345 342
3010-Personality disorders 14,295 4,860 34.0
1360-Other infectious/parasitic diseases 1,488 487 32.7
5780-Gastrointestinal hemorrhage 979 311 31.8
9050-Late effects/musculoskeletal and connective tissue
injuries 14,412 4,525 314
7100-Diffuse diseases of connective tissue 9,056 2,835 31.3
2880-Diseases of white blood cells 145 45 31.0
3140-Attention deficit hyperactivity disorder 94,862 29,312 30.9
3950-Diseases of aortic valve 3,889 1,190 30.6
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Number Number  Allowance

SSA impairment code of deci- of allow-  rate (per-
sions ances cent)

4100-Acute myocardial infarction 5,254 1,608 30.6
3070-Eating and tic disorders 349 106 30.4
2870-Purpura/other hemorrhagic conditions 499 151 30.3
2380-Neoplasm/uncertain behavior 204 60 29.4
5190-Other diseases of respiratory system 8,111 2,385 29.4
1350-Sarcoidosis 1,904 554 29.1
5300-Diseases of esophagus 984 286 29.1
3860-Vertiginous syndromes 2,155 625 29.0
7330-Other bone/cartilage disorders 16,067 4,659 29.0
4940-Bronchiectasis 674 193 28.6
7649-Birth weight between 1200 and 2000 grams 6,951 1,981 28.5
2810-Deficiency anemias 1,365 388 28.4
4020-Hypertensive vascular disease 7,426 2,109 28.4
3980-Other rheumatic heart disease 629 177 28.1
9490-Burns 1,925 537 27.9
4510-Phlebitis/thrombophlebitis 1,012 280 27.7
4240-Valvular heart diseases/other stenotic defects 3,923 1,067 27.2
3910-Rheumatic fever/heart involvement 169 45 26.6
4270-Cardiac dysrhythmias 4,966 1,311 26.4
2890-Other diseases blood/blood forming organs 1,313 339 25.8
5050-Pneumoconiosis 240 61 25.4
5560-Idiopathic proctocolitis 1,369 344 25.1
6940-Bullous disease 517 128 24.8
4130-Angina pectoris 1,761 426 24.2
2860-Coagulation defects 826 199 24.1
2720-Hyperlipidemia 175 42 24.0
7160-Other and unspecified arthropathies 27,885 6,469 23.2
6960-Dermatitis 1,951 451 23.1
2780-Obesity 20,758 4,754 22.9
5550-Regional enteritis/granulomatous colitis 4,723 1,053 22.3
3680-Visual disturbances 6,158 1,324 21.5
8690-Internal injury 506 108 213
8940-Lower limb open wounds 3,117 664 213
3152-Learning disorder 36,123 7,622 21.1
8270-Lower limb fractures 34,015 7,075 20.8
2740-Gout 1,511 308 20.4
3195-Borderline intellectual functioning 31,621 6,356 20.1
7240-Back disorders 311,813 62,674 20.1
0110-Pulmonary tuberculosis 472 90 19.1
6950-Ichthyosis 567 103 18.2
7280-Muscle, ligament, fascia disorders 58,995 10,619 18.0
2550-Disorders of adrenal glands 386 69 17.9
2500-Diabetes mellitus 67,988 11,966 17.6
5690-Other disorders gastrointestinal system 13,943 2,440 17.5
9330-Chronic fatigue syndrome 1,974 342 17.3
2530-Disorders of pituitary gland 441 75 17.0

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11521.html

Decision Process: Interim Report

84 IMPROVING THE SOCIAL SECURITY DISABILITY DECISION PROCESS

Number Number  Allowance

SSA impairment code of deci- of allow-  rate (per-
sions ances cent)

7800-Sleep-related disorder 2,371 403 17.0
7090-Other disorders skin/subcutaneous tissue 3,399 557 16.4
5330-Peptic ulcer 1,022 165 16.1
8390-Dislocations 2,435 392 16.1
3460-Migraine 8,011 1,282 16.0
3540-Carpal tunnel syndrome 5,627 889 15.8
8840-Upper limb open wounds 3,676 573 15.6
5530-Hernias 3,048 451 14.8
8180-Upper limb fractures 12,756 1,862 14.6
8290-Other fractures 8,432 1,214 14.4
4910-Chronic bronchitis 1,653 230 13.9
2510-Hypoglycemia 123 17 13.8
3780-Strabismus/disorders eye movements 557 76 13.6
3450-Epilepsy 37,165 4,980 13.4
7370-Curvature of spine 4,530 607 13.4
4010-Essential hypertension 32,188 3,863 12.0
6080-Disorders of male genital organs 434 49 11.3
5990-Other disorders of urinary tract 3,823 413 10.8
2520-Disorders of parathyroid 265 28 10.6
4930-Asthma 60,855 6,086 10.0
5350-Gastritis/Duodenitis 1,480 144 9.7
8790-Other open wounds 432 42 9.7
3880-Other ear disorders 3,019 281 9.3
8030-Skull fracture without intracranial injury 460 35 7.6
8480-Sprains & strains 19,846 1,111 5.6
2460-Disorders of thyroid 3,592 198 5.5
6290-Disorders of female genital organs 1,582 63 4.0
0440-Asymptomatic HIV positive 8,438 262 3.1
3040-Substance dependence/drugs (child) 100 1 1.0
3030-Addiction disorder/alcohol (adult) 8,069 0 0.0
3030-Substance dependence/alcohol (child) 39 0 0.0
3040-Addiction disorders/drugs (adult) 7,167 0 0.0
Unknown, missing, invalid codes 145,328 8,284 5.7

SOURCE: Unpublished table provided by the Office of Disability and Income Support Programs,
SSA.

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/11521.html

