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3. RESULTS


3A. Reviews of CE Reports and other E-File data  (In providing the results from its E-File reviews, COMS followed an SSA request to describe findings of relatively greater significance to SSA in narrative form in Sect. 3A. The remaining findings, including all Charts and Tables, are provided in the Appendices, predominantly Appendix C.)
A. Overall Findings

Of the 1554 CE Reports reviewed, there were 11 States for which 30 or more Reports were evaluated (see Table 1, Appendix C). The total number of CE’s for these States totaled 1281. For analyses involving Claim Type as an independent variable (i.e., DI, DIB, DC and DI/DIB), data from 1501 Reports were available for analyses. Finally, when the Title of the Program under which the claimant applied for benefits was used as the independent variable, 1537 Templates contained useful data. (The reasons for the higher numbers of Reports included in the Claim Type and Title analyses is that these analyses have far fewer than 11 groups. Therefore, the analyses are not limited to the “30 or more” threshold. Also, the Title groups are larger because Claim Types that were very infrequent were not included in Claim Type analyses.)  
The overall mean Quality Rating (QR) for all CE’s reviewed was 2.97. “Quality,” as depicted in this Figure, relates to a professional judgment as to the CE provider’s thoroughness according to professional standards as interpreted by the reviewers, as well as adherence to the CE guidelines provided in SSA’s “Greenbook” (2) (see rating scale in the Data Extraction Template at Appendix A). COMS reviewers found that approximately 45% of CE Reports merited a QR of 3. Approximately 30% of Reports were given a rating of 4, while about 20% were “graded” as a 2 (see Figure 10 in Appendix C). About 4% of Reports were rated as a 5, while approximately 1% was given a 1 rating. 
There were several recurring findings to explain QR’s below 5. These included inadequate medical histories, especially regarding the current status of claimant allegations; deficient objective findings, especially involving various musculoskeletal and neurological findings; and inadequate or absent prognoses or Medical Source Statements (MSS’s). Based on the DDS responses (see Sect. 3B below), however, it would appear that DDS’s in general are well aware of the various types of CE Report deficiencies noted by COMS. This situation then “begs the question” as to why there were not more instances of “corrected” or supplemented CE Reports in the E-Files reviewed.  

B. Quality Ratings by State

The analysis of QR’s by State shows that there were significant differences with respect to mean ratings (see Figure 12 in Appendix C). California had the highest average rating, followed by Alabama, Georgia, and Texas, which were similar. The remaining States (see confidence intervals) overlapped considerably with Illinois having the second to lowest rating followed by South Carolina with the lowest rating. Of note, California apparently was the only State to use CE providers credentialed as either Board Certified or Board Eligible consistently. California also usually included a detailed analysis (rationale) of claim management in its E-File worksheets (see Figure 33 in Appendix C). Moreover, the average QR of CE Reports generated by credentialed providers was significantly higher than those generated by providers for whom no credential was evident (see Figure 36 in Appendix C). (“Credential” in this context does not refer to Licensure). Furthermore, for adult CE’s, specialists achieved higher ratings than generalists (see Figure 23 in Appendix C). The DDS questionnaires are informative concerning these findings (see Sect. 3B below). There appears to be considerable difficulty across the country in recruiting credentialed specialists to perform CE’s (even California acknowledged this!) (see paragraph V.E. in Section 3B). Furthermore, claim processing times related to the procurement of CE’s varied across the States, and within States (see Tables 5, 6 and Figures 27, 28 in Appendix C), apparently in part because of scant specialist resources.

C. Generic CE Report issues that affect Quality

The more common deficiencies noted in CE Reports included an incomplete history of Present Illness (HPI); an incomplete or absent Review of Systems (ROS); no medication lists or medication dosages; an inadequate (qualitative), incomplete (items missing) or absent Medical Source Statement (MSS); no prognosis (rarely provided); and/or an inadequately detailed physical examination, particularly of the body system at issue (see Figure 126 in Appendix A). Frequent HPI deficiencies included failure to completely characterize a claimant’s current symptoms regarding the frequency, duration, modifying influences, and severity (a quantitative pain scale was very rarely used). One CE provider for whom several CE Reports were reviewed used a non-detailed questionnaire to obtain the HPI and offered no clarifications of “positive” responses. Physical examinations were often incomplete because of a cursory neurological examination (e.g., incomplete (localizing) sensory and/or DTR findings) and/or incomplete musculoskeletal findings (e.g., not adequately describing joint stability or relevant (specific) muscle groups). These latter deficiencies typically appeared in CE’s performed by internists/generalists. It was also common for descriptions of an apparently “positive” Straight Leg Raising (SLR) Test not to include confirmation in a second body position (e.g., seated) and/or the result of various maneuvers that can confirm the response (e.g., employing the Lasegue Test or Crossed SLR Test). Several CE Reports described cardiac-related physical findings as only “normal rhythm” - with no comment about cardiac auscultation. 

With respect to childhood CE’s specifically, for the most part, CE Reports did not provide adequate evidence regarding extra help measures needed to support the claimant. These include describing the time and complexity of managing impairments in relation to their severity and duration. This evidence is needed when considering the possible presence of marked and severe functional limitations in children per 
20 CFR 416.926a(b)3. 
D. Differences in Quality Ratings by Reviewer

There were statistically significant differences between the distributions of QR’s assigned by the COMS reviewers (see Figure 11 in Appendix C). However, although possible, it is not appropriate to infer from this finding that the reviewers “see the world differently” for two reasons. First, no CE was evaluated by more than one reviewer.  Second, reviewers 3 and 4, who had the highest mean ratings, evaluated different Claim Types than did reviewers 1, 2, and 5. Reviewer 3 evaluated only childhood, non-mental claims, while reviewer 4 assessed only mental health claims (adult and childhood). 

For childhood CE’s addressing physical allegations, there are findings to suggest that they are of modestly higher quality than adult CE’s. The HPI, e.g., was judged adequate more often in childhood (physical) CE’s than in Title 2, adult Title 16, or concurrent claims (see Figure 57 in Appendix C). Reviewer 3, e.g., observed that HPI’s were at least a moderately long paragraph in the vast majority of childhood claims, which was not the case in many adult, non-mental claims. Also, an adequate ROS was most commonly recorded in childhood CE Reports (see Figure 61 in Appendix C). With respect to mental health claims, it is not surprising that mental health specialists would achieve higher QR’s much like orthopedists do for musculoskeletal impairments. Reviewers 1, 2, and 5, on the other hand, only evaluated adult, non-mental claims. Differences here are more likely related to reviewer bias. However, for these reviewers, it is important to note that there was no randomization in this Study of the CE’s reviewed according to State, Title, or the allowance/denial decision.

E. Quality Ratings by Title/Claim Group

When QR’s are analyzed according to Claim Type, the results show that the groups differ statistically. However, since the “Level 3” CE Reports correspond to childhood claims and were evaluated mostly by reviewer 3 (reviewer 4 assessed approximately 60 childhood mental health CE’s), this result is consistent with Figure 11 (see Appendix C), the Chart detailing reviewer ratings. The adult mental health CE ratings, however, are “buried” in the other three groups, i.e., with adult non-mental results. The Level “1”, “2”, and “12” results appear similar. Essentially, the same results are achieved if these data are plotted and analyzed according to Title with Title 16 childhood CE Reports separated out. When analyzed by adult Title group and allowance/denial decision, the results show that the average ratings of the 6 groups differ. Each allowance group has a higher mean rating than its corresponding denial group (A Conc > D Conc, etc.). Finally, when analyzed  solely by the allowance/denial decision, the result was that average QR was higher for allowed claims. This result confirms the previously demonstrated effect of Title (Title 16 higher due to childhood ratings) and also confirms the allowance/denial decision effect. To the extent that claim adjudications were correct, the quality of CE Reports might have been modestly biased by the severity of the impairments addressed.

F. Indications for CE’s

The vast majority of CE’s reviewed were felt to be appropriately ordered based on the MER available in the E-File and the concept that a lack of sufficient information concerning the claimant’s current status – defined as extending back three to six months – was an appropriate rationale for ordering the CE. This rationale is particularly relevant for episodic disorders, and disorders that are likely to improve or worsen within a relatively short period of time, as is the case with many childhood claims. There were no significant differences between the States for this item (see Figure 9A and following statistics in Appendix C).

Of note, COMS could not determine if a CE was ordered because the DDS could not or did not obtain existent MER that would have obviated the need for a CE. Other than requests for MER in the E-File, there was little other documentation as to how many contacts were made with recalcitrant TS’s. Occasionally, a comment such as “Order CE: will cancel if MER received” appeared in a worksheet.

Closely related to the issue of whether the CE was necessary is the question of whether the correct CE was ordered. For approximately 30 – 35 CE’s, in which the sole or the predominant allegation involved the musculoskeletal body system, it was felt that a CE performed by an orthopedic surgeon, physiatrist, rheumatologist, and/or another provider well versed in musculoskeletal medicine would have likely generated a higher quality CE Report regarding the musculoskeletal issue. There were also instances, because of substantive impairments involving multiple body systems, in which this approach would have implicated multiple CE’s. There were a few instances involving the childhood CE’s also where another type of provider was felt to be more appropriate. This is not to say that given the CE Report as obtained that an incorrect claim decision was made. But if the claim is denied and appealed, the question arises as to what influence, if any, the quality of the CE performed initially will have on ODAR (or higher) review (including the contribution of a well-reasoned MSS as formulated by the examining CE provider).
Our review found that childhood claims have the fewest number of CE’s per claim, followed by adult DI claims (Title 16) (see Figure 18 in Appendix C). Title 2 claims have the highest number of CE’s ordered per claim, with concurrent claims in-between. However, the absolute values of the mean CE numbers are not widely disparate. (The same results are obtained if analyzed by Title group instead of Claim Type.) It should be appreciated that this result is not the same as the CE Rate reported in SAOR Charts. The result here represents how many CE’s were ordered when at least one was ordered, not how often any CE was ordered. The latter statistic is consistently higher in Title 16 claims, and even higher in concurrent claims suggesting fewer CE’s for childhood claims. The above results suggest that when a decision has already been made to purchase a CE, the more MER there is in the claim file the more likely (to a small extent) a DDS will find conflicts in such data, or the mention of a symptom not previously adequately evaluated for SSA purposes, e.g., depression. There is no difference between allowed and denied claims with respect to the numbers of CE’s that were ordered.

G. Broken CE Appointments

There were 149 files in which a single CE appointment was broken. In 27 instances, two appointments were broken. This could have occurred if an appointment for the same exam was broken twice, or if two appointments for two different CE’s were each broken once. There were four instances of three broken appointments, and one claim with four broken appointments. (For the Study as a whole, these numbers imply that approximately 12% of the clinical CE’s reviewed were associated with at least one broken appointment.) Most broken appointments were for a mental health-related or Internal Medicine (IM) CE. Since there were more IM exams, the frequency was higher for mental health CE’s.

H. Frequency of Ancillary Studies

There were differences between Title groups with respect to the numbers of ancillary studies ordered per claim (see Figure 20 in Appendix C). The analysis clearly demonstrates the effect of separating Title 16 adults from childhood claims. (This effect is readily seen when analyzing by Claim Type, which generates the same result essentially.) The fewest number of ancillary studies were ordered for children, while the most were ordered for Title 16 adults. The concurrent claims fell between Title 16 adults and Title 2. Here, since Title 2 (adult) claimants tend to have more MER than Title 16 adults, it is not surprising they require fewer ancillary studies.     

More ancillary studies are ordered for allowed claims. This finding is consistent with the notion that, for SSA and not routine clinical purposes, ancillary studies are more likely to be needed for claimants whose impairments approach the severity levels compatible with allowance decisions.

There was a significant difference between adult and childhood claims in the frequencies of including/not including the results of ancillary tests in analyses of claimants’ CE findings. This scenario represents another aspect of the CE process whereby DDS’s – for adult claimants - apparently are content to have MC’s (and adjudicators?) integrate the findings from the HPI, physical examination, and the laboratory. However, this finding should be tempered by the observation that many ancillary tests included in childhood CE’s represent Denver Developmental assessments, which are – to some extent – a “supplement” to the medical history and physical exam, and are therefore logically considered in analyzing the clinical findings. Ancillary studies such as blood work, etc. are relatively uncommon in childhood CE’s. On the other hand, there is essentially “no excuse” for an adult claimant to undergo an X-Ray or spirometry, e.g., and not have the results, if immediately available, discussed by the CE provider. 

I. Specific CE Exam Types

The bulk of CE’s reviewed represented Internal Medicine (IM)/Generalist, Pediatric, or mental health examinations (approximately 90% psychology or non-MD and 10% psychiatry). A little more than 50 % were IM/generalist CE’s (see Figure 22 in Appendix C). There are significant differences between the average QR’s of the six most common CE types (see Figure 23 in Appendix C). These results somewhat parallel the QR results according to COMS reviewer (see Figure 11 in Appendix C), since Pediatrics and mental health CE’s were only evaluated by reviewers 3 and 4, respectively (the previous results for these CE types are essentially reproduced in Figure 23). For adult physical impairments, however, there are differences between the CE types. The specialty CE’s (Neurology, Orthopedics, and Ophthalmology) were similar, but all had higher mean ratings compared to Internal Medicine/Generalist CE’s. In general, the specialty CE’s were significantly more focused and detailed with respect to the impairments evaluated. Of note, orthopedic CE’s were usually performed by orthopedic surgeons; however, they were also often performed by physiatrists or neurologists, but not by internists or generalists. When internists or generalists (including Family Medicine physicians) performed CE’s solely or predominately for musculoskeletal allegations, the exams were usually purchased as IM or “all systems” exams (i.e., not as Orthopedic or Rheumatological exams). A small number of childhood CE’s were also performed by Family Medicine providers. Ophthalmology CE’s tended to include very brief medical histories, but consistently provided the physical and test findings needed by SSA. Also, the average QR for the 10% of mental health exams that were performed by psychiatrists was 3.0.

J. Ordering and Authorizing CE’s

In the vast majority of circumstances, CE’s were apparently requested by the adjudicator alone. More specifically, if, in the E-File worksheet and/or on an ordering Form included in the CE Report file, an explicit request for a CE was initiated, and there was no indication anyone else participated in the decision, it was presumed only the adjudicator ordered the examination. 

It should be noted that, though not documented in the E-File worksheet, there could easily have been discussions between the adjudicator and a Medical Consultant (MC) concerning the CE request (e.g., related to the need for a CE, type of CE, selection of provider, etc., per 20 CFR 416.919a). However, this was not acknowledged by COMS unless in an electronic Form 416, a worksheet comment, etc., the involvement of the MC was documented. Such documentation appeared rarely, and was most often related to a request for an ancillary study.

Except in California, only rarely did E-File worksheets typically include a detailed rationale as to why the CE was ordered (per 20 CFR 416.919n). It was common, however, for boilerplate indications to be listed, e.g., “clarify” medical evidence or absence of sufficient “current” evidence. Especially for child claimants, lack of responses to DDS requests for MER in the time frame specified by SSA appears to have been a primary reason for purchasing a CE. This conclusion is based in part on the observation that most child claimants with Listing level impairments have received evaluations and treatment from TS’s.  

Very large statistical differences exist between the States regarding documentation for authorization for CE’s (see Figure 24 in Appendix C). (This response was answered “NO” unless documentation in the worksheet stated that supervisory approval had in fact occurred.) An attempt was made - by analyzing worksheet comments - to distinguish between perfunctory supervisory approval, as noted in Figure 24, and active participation of a supervisor in the decision to order the CE, as noted in Table 4.  In reality, this distinction was – at best - very difficult to infer. It is noteworthy that the States that almost always included a supervisory approval comment all use LEVY software (Georgia, Michigan, North Carolina, Oklahoma, and West Virginia). Those that usually do not (Alabama, California, Illinois, Mississippi, South Carolina, and Texas) use VERSA software, except California, which uses MIDAS. For these reasons, no conclusions can be inferred about the relationship, if any, between supervisory approval for a CE and CE quality.

Denied claims were significantly more likely than allowed claims to have had supervisory approval for purchase of the CE (see Figure 26 in Appendix C). However, the two groups are close to one another, and both show documented approval rates that are only modestly more than 50%. (Note: the result in Figure 26 might appear inconsistent with the result in Figure 14 in which denied claims were shown to have a lower QR. However, again, there was inconsistent documentation across the States concerning supervisor involvement in the ordering of CE’s. This undermines any attempt to clarify the relationship between supervisory input and CE quality.)  

K. Timeliness of the CE process

The only statistically significant correlation between average QR and a component time interval (see question 13 in Appendix A) in the CE procurement process is for (f-e), which is the time interval between receipt of the CE Report in the DDS and the claim decision date (see Table 5 in Appendix C). This result is probably of dubious importance, since the values for the various States are in a fairly narrow range and represent a small portion of the time that the DDS held the claim. More significant, however, is the correlation coefficient for (e-b), which is the time interval between the date the DDS ordered a CE and the date the CE Report was received in the DDS: (0.748). Not only is this the highest coefficient in the group, it is not far from 1.0! Stated otherwise, there is essentially NO correlation between the time it takes to obtain a CE and the quality of the product obtained. California, which had the highest mean QR, and South Carolina, which has the lowest, both have the same median value for (e-b), which is in the middle of the range of values. Mississippi had the highest median (e-b) (52 days), while Alabama had the lowest (26 days). (Note: the variability across States in processing times for the specific steps in the CE process suggests that improvements in these time intervals are feasible.) 

With respect to the (b-a) date interval, the Title groups differed (see Table 7 in Appendix C). There is a tendency for DDS’s to be quicker to order a CE on a Title 16 adult, and to be slower to purchase a childhood CE. The concurrent claims were in-between the Title 2’s and the adult Title 16’s. (Note: a “quick” CE was occasionally ordered because no TS MER apparently existed.) For (c-b), the time it takes to get an appointment with a CE provider, the groups were essentially identical with respect to medians (childhood a day longer). But because of outliers, i.e., the occasional difficulties encountered in scheduling childhood CE’s, the ANOVA found significant differences. For (e-d), the time from the date the CE was performed until the date the CE Report is received in the DDS, medians again were virtually identical (Title 16 adults one day longer). But because of outliers, the ANOVA showed differences (childhood CE’s the longest followed by Title 16 adults.) For (f-e), time from receipt of the CE Report to claim adjudication, the childhood median value was significantly shorter. But because of outliers on the “long” side, this significant result eroded in the ANOVA. For (f-a), the total time the claim resided in the DDS when a CE was performed, both the K-W and ANOVA results show childhood claims take longer. Finally, for (e-b), the “CE-related time,” the medians are almost the same, but the differences do reach statistical significance; the ANOVA magnifies this result slightly, again in the direction of longer childhood times.

L. CE Costs

The procedure used to extract CE cost data from the E-Files requires clarification: the basic cost for a clinical CE in California is $96. (See the ANOVA: clinical IM exam (Q15a) cost vs. State in Appendix C). If the provider is Board Certified or Eligible, $25 is added. Almost all California CE providers are so credentialed. (Note: in the Study sample, only California was noted to pay an additional fee to credentialed CE providers.) Very rarely, an additional fee of $20 was added for a broken appointment or review of an “extensive” amount of MER forwarded to the CE provider, especially if the appointment was also broken. Thus, the basic fee for the vast majority of CE physical exams in California is $121. An IM exam in Illinois is essentially $105. A limited exam – rarely performed – might have generated a lesser fee. In North Carolina, the basic fee is $130, and similar circumstances apply. In Texas, the basic fee is $177.71. In Texas files, however, it was not uncommon for a higher fee to be handwritten on the CE Invoice, which was then sent back to the DDS. Occasionally, the higher fee was submitted on a 1500 Form with no entry or edit made on the actual Invoice. When the higher fee appeared on the Invoice, which was then placed in the E-File, it was assumed by COMS to have been paid. There was no other indication of the actual payment amount in the file. However, a pre-printed statement on the Invoice noted that higher fees would not be supported. If these standard fees for these various States are substituted for the mean data shown in the Charts, however, the location of the various States on the above plot of costs will shift only slightly (and not significantly). Thus, these States clearly differ with respect to their fees for an IM/Generalist CE. Illinois is relatively low, and Texas is high. In most States, invoices with handwritten, modified (higher) fees did not appear in the E-File. Fee data was often not noted in South Carolina.

The States differed as to mental health-related CE costs (see the ANOVA: clinical Mental Health exam cost (15a) vs. State in Appendix C). Georgia and Texas stand out as higher. However, Georgia and Texas tended to include test fees in the overall (mental status) CE fee, whereas the other States did not. Only one of the California CE’s shown in the Chart was performed by a psychiatrist - at a cost of $121.00. Four of the Illinois CE’s were performed by a psychiatrist at a per exam cost of $121.00. Four North Carolina exams were conducted by psychiatrists at $130.00 per CE. One Texas CE was conducted by a psychiatrist at a cost of $156.00. None of the Georgia or Oklahoma mental health CE’s were performed by physicians.

A consistent comment offered by the DDS’s was that fees paid to CE providers were inadequate for successful recruitment of appropriately credentialed physicians reflecting the spectrum of clinical medicine (see paragraph V.E. in Sect. 3B below). Certainly, the fees recorded by COMS in this Study represent a range significantly below prevailing IME fees (46). On the other hand, for IM, mental health, and Pediatric CE’s, COMS did not find a significant correlation between the average CE fees paid by the analyzed States and their corresponding average QR’s. It should not be concluded based on the findings in this Study, however, that current CE fees are not a disincentive to CE provider recruitment. The findings in this Study only relate to the range of fees depicted in the claims files. Even California, which demonstrated relative, modest success in recruiting credentialed specialists (and credentialed non-specialists), might have been able to achieve even greater overall CE quality, as its DDS questionnaire implied, if it offered higher CE provider fees (i.e., by having access to an even larger number of credentialed specialists). 

M. CE Provider Credentials

With the exception of California, the majority of providers for all of the States were apparently not Board Certified or Eligible. Since in some States Board status was virtually never shown, it is likely that some of these providers were Certified, but failed to note this fact on their Report letterheads or signature blocks (especially if only Board Eligible). On the other hand, most Certified physicians would mention their Diplomate status and/or their membership or Fellowship in a professional organization that requires Board Certification, e.g., the American College of Physicians – American Society of Internal Medicine. In California, the stated credential was often “Board Eligible,” as opposed to Board Certified. This designation raises the issue of why wasn’t the provider Certified. In some cases, it could have meant that the Certification examination was not passed or was avoided, as opposed to the situation where a provider recently completed residency or fellowship training and hadn’t had time to sit for a Certification examination. The mean QR for CE providers with documented credentials was significantly higher than for apparently non-credentialed providers, but lack of documented credentials did not preclude production of a 4 or 5 rating. 

(Note: throughout this Report, the term “credential” refers only to either Board Certification or Board Eligibility, and not merely possession of a valid medical license. All CE providers are credentialed in the sense that they are actively licensed in their State of practice, and such licensure is monitored by DDS’s (see paragraph V.C. in Sect. 3B below).
N. Treating Sources as CE providers

Documentation that a treating source (TS) was asked to perform the CE was usually found either as comment in the worksheet, or included in a request to the TS for MER (see Figure 50 in Appendix C). There were statistical differences between the States for this item. When the comment was found in the worksheet, it was almost always in a State that used VERSA software, which contained a designated location for this purpose. There was no apparent reason, however, why such a comment could not have been recorded in a LEVY worksheet. If the request was present on at least one of several requests for MER (to different providers), or if it was documented in the worksheet, this response was recorded as a “yes.” Despite this approach, such a request was more often than not absent from the E-File for most States (Mississippi and South Carolina exceptions). Also in “VERSA” States, there occasionally were entries as to why particular TS’s were not asked to perform CE’s. Comments such as “not correct specialty” occasionally appeared. The most common comment, however, in this regard was “independent CE needed.” The latter entry was made most often in Texas. The reluctance of TS’s to perform CE’s when asked was usually expressed as “unavailable” in a worksheet comment, occasionally also as “does not do CE’s.” Rarely, statements such as “can’t meet time lines” or “does not have appropriate testing equipment” were also noted. Related to this issue is the fact that, when asked to provide functional capacity estimates (e.g., an MSS) by the DDS’s, either along with a request for MER or as a sole request, TS’s also rarely supplied opinions either by completing a DDS-provided Template or in their own words.
It was unusual in a childhood claim for a TS to be asked to perform a CE (see Figure 51 in Appendix C). The next most infrequent group for TS’s to be asked was Title 16 adults. These results might reflect in part a lack of a stable TS relationship for poorly resourced claimants. The same results were obtained when this issue was analyzed by Claim Type. For the Study as a whole, the tabulated data show that there was documentation in the E-Files that TS’s were asked to perform CE’s in about 27% of claims. Also, in the entire Study, only 15 (~1%) CE providers were treating sources (TS’s). There appeared to be a consistent reluctance of treating sources to perform CE’s for SSA, regardless of State, Title group, or A/D decision.

O. MER Issues
States varied widely in the extent to which (it was documented) that evidence of any type was forwarded. Such evidence usually included MER. The claimant’s allegations (Form 3368 or equivalent) were also often sent. In Illinois and Oklahoma, evidence was sent around 60% of the time. In the other States, evidence was sent less than 50% of the time and in Michigan and Mississippi rarely apparently. There were also instances when not all available MER was forwarded to the CE provider, but the omitted MER was relevant to the claimant’s allegations. This was probably done to limit the amount of MER sent, but a misjudgment might have been made as to what would have been materially helpful to the CE provider. There was essentially never any indication that ADL’s, as recorded by SSA, i.e., not the CE providers directly, were ever sent to providers for adult physical CE’s. Lastly, CE providers occasionally noted that no MER was forwarded as if they were expecting some.
There was no significant difference in mean QR between CE Reports in which MER had been forwarded to the CE provider and those in which it had not been forwarded. In interpreting this result, however, the reader should remember that this question did not consider the type, relevance or amount of MER sent. Also, MER was often not sent because there wasn’t any.

There were significant differences between States in the frequencies with which receipt of MER was noted in the CE Report. For all States except Oklahoma, when medical evidence was sent, this fact was usually mentioned in the CE Report. However, most often, mention of MER in the CE Report was the only indication in the E-File that it was sent. Thus, if a CE provider failed to document the receipt of MER, and the DDS did not note this fact (in a comment in the worksheet or on the CE Order Form), then COMS’ reviewers would have concluded no MER was sent, when in fact it might have been. This 
latter situation probably occurred occasionally because in some CE Reports, the descriptions of previous therapies seemed too sophisticated to have been provided solely by the claimant. (Alternatively, some claimants might have brought MER themselves to the CE). If there were a sufficient number of claims for which it was concluded erroneously that No MER was forwarded, then the result shown in Figure 40 - that there was no difference in quality between CE’s with and without the availability of MER to the CE provider - might be false.  

Across all of the States, MER was itemized in CE Reports about 50% of the time. There does not appear to be any consistent policy in any State requiring CE doctors to specifically cite the items of MER received and reviewed. Furthermore, in 20 CFR 416.919p – Reviewing Reports of Consultative Examinations – there is no regulatory requirement that requires the inclusion of an itemized list of reviewed MER in the CE Report (or a recommendation that its presence or absence should be a criterion for determining the Report’s adequacy). Often, only a summary statement that evidence was reviewed was made in the CE Report. When specific items of reviewed MER were listed in a CE Report, it was not uncommon for the list to represent only a portion of the evidence available to the DDS, and not necessarily the most relevant portion for purposes of appropriately informing the CE provider. In the absence of any State-wide or SSA policy, it is likely that decisions about what, if any, MER should be forwarded to the CE provider are based on the experience level and discretion of the adjudicator.

COMS found during its reviews of claims that, frequently, there was no documentation that MER had been forwarded to CE providers (see Figure 37 in Appendix C). In a small percent of these claims (i.e., with no MER), CE providers commented that no medical records were sent. On the other hand, the DDS questionnaires uniformly commented that routine DDS practice is to forward relevant, albeit limited, MER to CE providers. The only way these two discordant observations can be reconciled is that some DDS’s do not document in the E-Files that MER is forwarded, and/or some CE providers do not read or acknowledge review of MER. Regarding the latter scenario, COMS reviewers occasionally noted in CE Reports descriptions of the medical history that “appeared” to have been somewhat more detailed or “sophisticated” than would be expected if the claimant was the only source of the information noted. Again, in some instances, MER possibly might have been brought to the CE by the claimant. 

P. Examination Details
     1. Chief Complaints

While inclusion in a CE Report of a “chief complaint” – as opposed to a complete clinical description of a claimant’s potentially disabling impairment(s) – might not seem to be a critical element in a CE Report, the Greenbook explicitly requests such input (2). Also, this statement also tends to orient the examining provider to the claimant’s major concern(s). Thus, as occurred occasionally, if the chief complaint was noted as “disability application,” or a variant thereof, the presence of a chief complaint was recorded on the Study Template as “No.” Despite this approach, most CE Reports contained a chief complaint (see Figure 52 in Appendix C). Although there are modest statistical differences between States regarding this item, they are probably not important.

     2. History of Present Illness

Whether or not the CE Report contained an adequate history of present illness (HPI) was a major factor affecting the overall QR assigned by COMS reviewers. The HPI is a cornerstone of the practice of medicine. Medical students are taught early on that the proper assessment of patient complaints is based mostly on an adequately detailed medical history, as opposed to physical or laboratory findings. This precept applies to both diagnostic and severity conclusions. It also applies to disability evaluations, i.e., understanding how a claimant with a musculoskeletal impairment functions at home and elsewhere is more important to this type of evaluation than knowing the ranges of joint motions. SSA clearly recognizes this concept given the descriptions of the elements of an adequate medical history in the Greenbook. However, it must also be appreciated that, in conducting a CE, obtaining a complete medical history is relatively time intensive, and the “results” are subjective. Thus, a CE provider (and adjudicator) might be more oriented towards obtaining the more “objective” physical (and laboratory) findings. The States varied significantly with respect to how frequently an adequate HPI was included in the CE Report (see Figure 55 in Appendix C). However, there was not a close correlation between overall quality rating (QR) and percentages of CE’s with adequate HPI’s because of the other CE items that also contribute to QR. 

The percentage of CE Reports containing an adequate HPI was significantly greater for allowed claims than the percentage for denied claims (see Figure 56 in Appendix C). This finding is consistent with the conclusion that claimant’s do not get “the benefit of the doubt” when a CE Report is deficient because of provider actions (or inactions).

The HPI is most often adequate in childhood claims (a factor contributing to higher QR’s) (see Figure 57 in Appendix C). However, it appears also that the HPI apparently is adequate more often in Title 2 CE Reports than in Title 16 (adult) Reports. The CE Reports from concurrent claims are similar to the Title 2 Reports, and these claimants met Title 16 resource requirements at the time of their applications for benefits. A possible explanation for these findings might relate to the findings in Figure 43 (acknowledgment that MER was reviewed) (see Appendix C). It can be seen in that Figure that it was significantly more likely that Title 2 and concurrent CE Reports contained an indication that MER was reviewed. Review of relevant MER would likely lead to a more complete HPI, i.e., questioning of the claimant. 

     3. Review of Systems

There are large statistical differences between States in the frequencies of inclusion in CE Reports of an adequate ROS (see Figure 59 in Appendix C). However, this item is significantly less important to the overall quality and usefulness of the CE Report than is the HPI. While the ROS might uncover new allegations or diagnoses, or be used to describe issues of lesser importance, a complete description of all of the aspects of the claimant’s major allegations and potentially disabling disorders should be provided in the HPI. The States varied substantially regarding the inclusion of an adequate ROS. It should be noted that for exams not involving all systems, i.e., internal medicine, pediatrics, or one of their subspecialties, a complete ROS is not requested in the Greenbook nor typically performed (e.g., in orthopedics, neurology/neurosurgery, ophthalmology CE’s). Also, if the HPI is complete, the ROS, even if also complete, is usually not helpful to claim adjudication. However, occasionally, the initial CE provider uncovers a new allegation that the provider is not qualified to evaluate further, but notes it in the ROS. 

     4. Medications

Medications used by claimants were usually provided in the CE Reports for the States analyzed (or an acknowledgment that no meds were being used) (see Figure 62 in Appendix C). There were no significant differences in the frequencies with which these data were provided between the States. With respect to medication dosages, however, there were highly significant differences between the States (see Figure 65 in Appendix C). Of note, California, with the highest overall mean QR, demonstrated the second lowest percentage of CE Reports with medication dosages described.
     5. ADL’s

It appeared from the E-File reviews that ADL data was rarely sent by DDS’s to CE providers (see Figure 74 in Appendix C).  ADL information is highly relevant to determining the extent to which a medically determinable impairment(s) imposes functional limitations, and therefore also the ability to perform gainful work. This is especially true for mental health impairments. Additionally, some of SSA’s Listings of Impairments specifically cite the claimant’s abilities to perform ADL’s as criteria for meeting the Listings. ADL’s are elicited by the Agency during the disability benefit application process. During a CE, however, a claimant’s ADL’s should be assessed, either de novo, or by reviewing ADL data obtained by the DDS and forwarded to the CE provider. A conscientious CE provider is in a unique position to evaluate directly and clinically the ADL’s that relate to the particular impairments alleged or uncovered. ADL data should especially contribute to an informed Medical Source Statement (MSS). If the CE provider obtains his or her own ADL’s, the DDS would have a second set for comparison with their own version.  However, even if the CE provider received the ADL Form from the DDS and clarified the issues with the claimant, the process would be adequate. There are statistical differences in these percentages between States. In no State was this item consistently included in CE Reports. Furthermore, when addressed by the CE provider, ADL’s were often covered in a cursory or summary manner only, e.g., “restricted in ADL’s.” But just like the other aspects of the medical history, discussing ADL’s with a claimant takes time, and the time taken cannot be tightly controlled by the CE provider. 

Childhood CE Reports have the highest percentage of inclusion of ADL data (see Figure 76 in Appendix C). This is believed related to the frequent inclusion in reports of current activities in claims of younger children, especially in those States that require completion of the Denver Developmental Screening Test in children less than six years of age. However, Title 16 adult CE Reports had a lower percentage of ADL data than did the other adult groups. There is no clear explanation for this latter result, given that the percentage for concurrent claims exceeded the Title 2 claims.

     6. Physical Findings – adults

For the States analyzed, sufficiently detailed physical findings were usually present (see Figure 77 in Appendix C). But the States differed with respect to the frequency of adequate exams. (More details about the types of deficiencies noted in the physical examinations reviewed by COMS will be provided below in relation to Template Q41 (omissions). 

     7. Medical Source Statements

Inclusion in CE Reports of physical functional capacity estimates – as typically described in a MSS – varied between the States (see Figure 81 in Appendix C). With the exception of California, and, to a lesser extent, North Carolina, Mississippi, and Alabama, CE Reports from the remaining States seldom contained an MSS.  It should be noted that this response was recorded as a “Yes” if any comment (estimate) about the claimant’s functional capacity going forward was included in the Report. Quite often, such comments did not conform to SSA’s format for an MSS. Sometimes, one or more MSS items were not included, especially if they were not germane to the impairment at issue. Sometimes, items from the RFC Form, such as environmental restrictions, were included. Often times, items were discussed qualitatively, such as “moderately limited,” rather than stipulating a quantitative restriction, e.g., “two hours in an eight hour day.” The percentages across the States of including an organized MSS varied widely, from almost never in Illinois to almost always in California. Since SSA’s guidelines call for inclusion of an MSS in the CE Report (see DI 22510.015B.2.a referencing DI 22505.007B, and Part IV – Greenbook), it would seem reasonable to ask Illinois, and perhaps other similarly acting States, why they do not require an MSS.
There were also significant differences between the (adult) Claim Types as to inclusion of an MSS in CE Reports (see Figure 82 in Appendix C). An MSS was more common in DIB Reports and least common in DI Reports. The same results were obtained when this item was analyzed by Title group. This finding is somewhat suspect because DI and DIB claims were not randomized for State, and, as noted above, States differed here widely.

An MSS was included in allowed claims significantly more often than in denied claims (see Figure 83 in Appendix C). In DDS’s in which no particular policy was enforced regarding the inclusion of an MSS, this result probably reflects, in part, the decision by CE providers to formulate an MSS more frequently for claimants posing severe functional restrictions. 

With the exception of the ability to “handle objects,” the States differed in the frequencies with which comments about various functional abilities appeared in MSS’s (see Table 9 in Appendix C). However, when analyzed by Claim Type, there were differences between the groups for only three of the abilities. For each of these three abilities (sit, lift, and carry), a comment in a DI claim was more common than in a DIB claim, which in turn was more common than in a concurrent claim. There is no obvious explanation for these latter findings, i.e., why these (or any) functional abilities would be more (or less) likely to have been addressed in one category of Claim Types versus another (DI vs. DIB). The fact that States differed for inclusion of these capacities emphasizes the observation that there is no uniform policy among DDS’s across the country as to whether the standard SSA MSS is included in all CE Reports considering adult physical impairments. Individual CE providers, it would seem, use discretion as to which items they include in an MSS, if they provide one at all. The third column in Table 9 reinforces this conclusion. 

Exertional capacities were most often included probably because they were most germane to the types of impairments evaluated. Even here, it is noteworthy that the ability to lift and carry was estimated less often than the abilities to sit, stand, and walk. One possible explanation for these varying frequencies for the exertional elements might be reluctance of some providers to “guess” at lifting and carrying capacity relative to being willing to estimate the ability to sit, stand, and especially walk in an eight hour day. (To some extent, they actually observe these latter functions during the CE.) 

     8. Childhood CE’s

For childhood claims across all States, an adequately documented physical exam was consistently provided (see Figure 89 in Appendix C). This finding played a significant role in the QR’s given to childhood CE Reports in this Study.

Childhood CE medical histories should include a description of those functional abilities that are needed to determine if a child’s alleged impairment(s) is (are) functionally equivalent to Listing level severity. The reporting of specific categories of childhood functional abilities (i.e., Behavior and Attention Span, Hearing, Speech, receptive and Expressive language, etc.) varied by State for some, not by State for others, and were of “borderline” variability between States for a third group (see Figures 90 A – I in Appendix C). However, of greater significance is the observation that these items were commonly not provided. It is likely, on the other hand, that responses to these categories depended to some extent on the nature of the child’s impairment(s) and whether the functional category was relevant. Additionally, a statement comparing the claimant’s functional abilities to normal children of the same chronological age was usually not provided (see Figure 91 in Appendix C). 

     9. Mental Health CE’s

With respect to the claimant’s ability to understand, carry out, and remember instructions, there were large differences between States in the inclusion of this item (see Figure 92 in Appendix C). Such information was rarely provided in Michigan CE’s and almost always provided in Georgia and California CE’s, with the other States in between. Across the Study, this information was not provided in about 1/3 of CE Reports (see Figure 93 in Appendix C). The ability of the claimant to respond appropriately to supervisors, coworkers, and pressures in the workplace also varied by State - from frequently being noted in Georgia and California to rarely appearing in Illinois and Oklahoma (see Figure 94 in Appendix C).

CE’s evaluating mental status generally included an adequately detailed, and independently and directly elicited mental status examination, i.e., a mental status assessment not inferred from neuropsychological test results; there were no differences between States regarding this item (see Figure 98 in Appendix C). Also, mental health CE’s generally provided sufficiently detailed descriptions of all inpatient and outpatient treatment experiences (see Figure 96 in Appendix C). 

     10. Ancillary Studies 

States varied in the consistency with which CE providers discussed in their analyses of clinical findings and functional capacities ancillary test results ordered in conjunction with clinical examinations (see Figure 100 in Appendix C). In no State – for adult claimants - was the inclusion of ancillary test results in discussions of clinical findings or functional capacities consistently demonstrated. This situation was particularly true for X-Ray results. At times, it appeared as if the CE provider assumed the DDS purchased an X-Ray for sole use by the MC. On the other hand, it should be noted that DDS’s occasionally order X-Rays (or other lab tests) without concomitant clinical exams or as separate CE’s, i.e., at a different facility and/or on a different day from the clinical examination. In these latter instances, the test results are typically reviewed only by DDS personnel.

In other situations, CE providers discussed the implications of X-Rays that they interpreted themselves, i.e., without the benefit of an interpretation by a radiologist. This practice is not unreasonable if the provider is qualified to do so. However, such qualifications were not always evident, and would be more likely in the case of             sub-specialists (e.g., orthopedic surgeons or rheumatologists regarding skeletal films, or pulmonologists or cardiologists regarding chest films). Also, for childhood CE’s, ancillary test results were usually discussed in CE Report summaries (see Figure 101 in Appendix C).

COMS evaluated the issue of whether or not purchased ancillary studies were necessary for claim adjudication in terms of whether the X-Ray (or other test) would likely identify or confirm significant pathology (given available MER) or would contribute to assessing the level of severity of a severe impairment, even when considering an RFC. Using these guidelines, COMS found that many ancillary studies (predominantly X-Rays) were unnecessary (see Figure 101in Appendix C).

X-Rays represent a large portion of purchased ancillary studies and the bulk of studies deemed by COMS to have been unnecessary. Back and chest X-Rays were frequently the particular types of X-Rays so designated. It should be appreciated that the majority of X-Ray reports reviewed by COMS demonstrated neither no significant pathology nor any findings that significantly contributed to assessing the severity level of a severe impairment, even when considering an RFC. The current standard of care in the community relating to the ordering of back X-Rays, e.g., is that they not be obtained unless certain indications or “red flags” are present after a patient has been clinically evaluated (medical history and physical examination), and, as a result, exhibits clinical findings for which X-Rays might contribute to patient management, including the diagnosis, treatment, and prognosis. One reason for this approach is that many individuals without any functional impairments will, especially with advancing age, demonstrate various degenerative changes (and diagnoses) on plain radiographs. Furthermore, many individuals with acute back complaints will fully recover (long before twelve months have elapsed) without any need to have been radiographed. Thus, for many patients with back complaints, X-Rays are not helpful in distinguishing persistent and significant pathology from conditions that will resolve. 

However, this clinical perspective does not factor in the adjudicative responsibility of SSA to resolve the issue of a claimant’s allegation of disability. In the event that an allegation is made and there are no relevant X-Ray reports available that can support the allegation, SSA generally orders X-Rays to document fully the claimant’s impairment. Through this approach, purchases of X-Rays are often helpful to SSA. But this approach should only be taken if the MER and/or findings from a clinical CE (including an appropriate medical history and detailed physical examination) leave open the possibility of a functionally disabling impairment that is likely to persist (or progress) for 12 months or longer. COMS findings support such an algorithm, i.e., fewer back X-Rays would likely have been ordered if the apparent need for X-Rays had been determined after the clinical CE was performed.

With respect to chest X-Rays, a review of SSA’s Listing of Impairments for lung disorders shows that chest X-Ray findings are not used to determine whether an impairment meets or equals a Listing, except possibly to contribute to establishing that a medically determinable impairment - for some impairments - is  present. Chest X-Rays generally do not offer adequately specific guidance concerning impairment severity or functional capacity. Thus, a chest X-Ray might be helpful after a medical history and physical examination, if needed to establish the existence of an impairment. For cardiovascular impairments, a finding on a chest X-Ray might contribute to establishing a severe or Listing level impairment, but only if other clinical findings are compatible with a severe impairment. The above considerations suggest that these studies should be purchased most often after the initial clinical evaluation by the CE provider, who then has concluded, possibly after conferring with the DDS, that back or chest X-Rays are indicated.

Knee, hip, and other joint X-Rays, also commonly ordered by DDS’s, fall into a somewhat different category. In addition to providing important diagnostic information, findings on X-Ray in osteoarthritis of the hip or knee, e.g., more often affect a conclusion as to the functional severity of the impairment. Thus, it is reasonable that the threshold for ordering these studies be lower than for back and chest X-Rays. However, if there is no evidence on clinical examination to suspect a severe impairment, the X-ray might not be necessary. It would thus be prudent to defer ordering most X-Rays until after the CE provider has reviewed available MER and performed the clinical examination, unless the MER clearly establishes that an X-Ray is needed in lieu of a clinical exam or regardless of physical findings. COMS found many unremarkable skeletal film reports in the CE’s reviewed, with dubious indication. This approach would both save resources and avoid unnecessary exposures to radiation (especially by gonadal tissues). (Rarely, a CE provider commented that an ordered X-Ray was unnecessary.) 

Another scenario noted several times involved the purchase of visual field testing when the claimant’s visual acuities were at Listing level severity. Visual field studies had been authorized a priori only if acuities were not at Listing level, but they were performed anyway
     11. Adequacy of Diagnosis

Although there were statistical differences between the States, COMS found that diagnostic descriptions in CE Reports were usually adequate, i.e., formulated by using terminology reflecting specific pathophysiologic categories as described in ICD-9 Codes or otherwise used in community medical practice (see Figure 106 in Appendix C). However, in the event that a definitive diagnosis can not reasonably be reached, then in order for a nonspecific term (a symptom, e.g.) to be considered adequate, some clarification as to why a more specific diagnosis could not be reached should have been provided. Another practice adopted by several CE providers was to offer only a “discussion” or “analysis” – sometimes quite vague - of the findings obtained without ever reaching any specific diagnosis. Sometimes these discussions were long, rambling or otherwise disorganized and/or repeated elements of the medical history and/or physical examination. Also at times, new findings, i.e., findings not reported earlier in the CE Report, were first described in the analysis at the end. These various characteristics of CE Reports were considered in setting a QR. 

     12. Prognosis

Although statistical differences between States were detected, across all States, a prognosis was included in only a minority of CE Reports (see Figure 114 in Appendix C). This finding is particularly relevant, since SSA’s definition of disability includes the requirement that a qualifying severe impairment must be expected to progressively lead to death or persist at the same or worse severity level for “12 continuous months or longer.” It would appear that DDS’s generally do not mandate the inclusion of prognostic estimates. Prognoses were most commonly provided in childhood CE Reports, especially in denial claims involving failure to meet the 12 month duration requirement. In mental health CE’s – as several DDS’s noted – COMS found that prognostic opinions, when offered, were often weak and not supported by the clinical findings. As with MSS’s, however, the issue of a prognosis drawn by an examining CE provider, as opposed to a DDS Medical Consultant, arises with respect to any subsequent appellate review.

     13. Specific Questions to CE provider

Except in Oklahoma, DDS’s rarely posed specific questions to the CE provider to address during the examination (see Figure 120 in Appendix C). In Oklahoma, specific questions were posed in slightly more than 50% of CE’s. On the other hand, when formulated, specific questions or instructions almost always related to requesting standardized or “boilerplate” observations or judgments concerning various musculoskeletal or neurological findings or functions, e.g., ranges of motion, grip strength, or back-related signs, e.g., lower extremity strength and SLR. Oftentimes, these requests were in the form of a DDS Chart which the provider was asked to complete. In Oklahoma, a Template was occasionally used to elicit characteristics of chest pain (because of the very few CE’s reviewed relating to the possibility of ischemic heart disease, COMS cannot conclude that other DDS’s do not also use a standardized “chest pain” questionnaire). However, it was very rare for a requesting adjudicator to pose a specific question to a CE provider relating to the claimant uniquely (e.g., clarifying the efficacy of, or the presence of any side effects from, a particular medication; or requesting a detailed history going back a year or so regarding the frequency of episodic illness, e.g., seizure episodes or severe asthmatic attacks; or why and how a cane is used; or the location of trigger/tender points in fibromyalgia allegations). While it might be reasonable to expect that a CE provider shouldn’t have to be asked to supply this type of information when relevant, they often didn’t. The States varied significantly with respect to the frequencies with which specific requests, as defined here, were made.

Specific questions or requests were least posed in childhood CE’s (see Figure 121 in Appendix C). This includes requests for “boilerplate” body system findings. With respect to the DI (adult), DIB, and concurrent groups, there were statistical differences regarding the frequency of specific questions/instructions, but there was no obvious explanation for this variability (i.e., specific questions were formulated most often in concurrent claims and least often in DI claims). Sampling bias is likely. 

     14. Unnecessary Information et al
Overall, COMS’ reviewers found little indication that CE providers were inserting “canned” or “pre-prepared” findings into CE Reports or that Reports from the same providers were duplicative, thus raising the question of whether the provider had dictated the Report and/or was providing accurate exam information (see Figure 124 in Appendix C). The reviewers were aware that there were these types of quality concerns in the past. It should be recognized, however, that for some items typically included in a complete medical examination, e.g., a Personal and Social History or Family Medical History, to the extent SSA requests a complete evaluation, CE providers might spend time collecting data that in many instances is not germane to claim adjudication. Furthermore, physicians who perform standardized examinations frequently are likely to adopt standardized approaches for supplying content for some clinical issues or body systems, especially if such an item is normal or unremarkable. Whether a reported response to a question posed to the claimant, or a reported physical finding, was not actually elicited is an issue that should be addressed through claimant surveys. It was occasionally noted, however, that for “All Systems” or IM examinations, the CE Report for a claimant with a localized musculoskeletal problem, e.g., low back pain, or knee pain with degenerative arthritis, might include relatively detailed physical findings related to the eyes, ears, etc., and only a range of motion and/or cursory evaluation of the symptomatic sites.
