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1. EXECUTIVE SUMMARY
By way of Contract #SS00-06-60016, Comprehensive Occupational Medical Services (COMS) has conducted a quality review of Consultative Examinations (CE’s) for the United States Social Security Administration’s (SSA’s) Office of Program Development and Research (OPDR). Specifically, COMS first reviewed a variety of internal and external documents that addressed the role and management of the CE process as an important contributor to SSA’s mission to provide disability benefits to eligible beneficiaries. COMS then developed a Data Extraction Template (Template) to serve as a tool for evaluating electronic disability claim files (E-Files) containing CE Reports, other medical evidence of record (MER), and various administrative documents relating to CE purchases. Most of the criteria used to create this Template were taken from SSA’s CE-related regulations and policies as well as SSA’s Greenbook: “Consultative Examinations: A Guide for Health Professionals.” COMS next used the Template to review a sample of approximately 1500 initial claim decisions. COMS statistically analyzed Template data from States contributing at least 30 CE’s to the overall Study sample. The 11 States analyzed included Alabama, California, Georgia, Illinois, Michigan, Mississippi, North Carolina, Oklahoma, South Carolina, Texas, and West Virginia. Following the actual E-File reviews, COMS developed a questionnaire relating to administration of the CE process from the perspective of the State Agency Offices (DDS’s) that purchase CE’s and subsequently actually perform the initial claim adjudications. The questionnaires were then distributed through SSA Regional Offices to a sample of 22 DDS’s, following which completed questionnaires were forwarded to COMS for review and analysis. Finally, in order to add perspective to the results obtained from the foregoing efforts, COMS reviewed and considered the activities of several other groups that also perform CE-type examinations.
I. Significant Study findings included:

A. The mean Quality Rating (QR) of the CE’s reviewed was 2.97 within a range of 1-5: “1” represents an unsatisfactory and unredeemable CE Report and “5” a superbly documented, consistent, and logical report. This finding implies that the majority of CE Reports reviewed were sufficient to provide the DDS with enough clinical information to make an informed claim decision, but were deficient in the amount of clinical detail provided. The common deficiencies noted included: an inadequate history of present illness(es), failure to note medications or medication dosages, an absent or incomplete review of systems, omissions of important details of the physical findings, most commonly involving the musculoskeletal or neurological body systems, and an absent or qualitative medical source statement (MSS). Furthermore, the Activities of Daily Living (ADL’s) were usually not addressed by CE providers, and prognostic estimates were provided very rarely in CE Reports.  

B. Mean CE Report QR’s were not (statistically) uniform across the States reviewed. The highest mean QR was noted in California (~3.52) followed by Alabama (~3.27) and Georgia (~3.27), whereas South Carolina (~2.78) had the lowest mean QR preceded by Illinois (~2.81) and then by Oklahoma (~2.86). CA was particularly noteworthy for its relatively frequent referral of claimants with musculoskeletal or neurological allegations to orthopedic surgeons or neurologists, respectively for CE’s; well documented rationales in the E-File worksheets for various case management decisions; consistent use of Board Certified or Eligible CE providers; and consistent inclusion in CE Reports of an MSS that would be useful to a vocational rehabilitation professional. By contrast, SC, e.g., had the highest percentage of inadequately detailed physical examinations, apparently rarely utilized a Board Certified or Eligible CE provider, and, more often than not, omitted a MSS. IL CE Reports had the highest percentage of inadequately detailed medical histories and rarely included an MSS.
C. The average QR of CE’s performed by providers who were apparently Board Certified or Board Eligible was 3.29, whereas the average QR for Reports without such documentation was 3.05, a statistically significant difference. Of note, the latter group does not necessarily represent only non-Certified or non-Eligible providers. Except in CA, this credential (i.e., not just the possession of an active medical license) was rarely mentioned in CE Reports. It is unlikely that CE providers were not Board Certified or Board Eligible in all such instances, i.e., in some instances, Board Certification or Eligibility status was probably omitted from the CE Report. Such omissions would likely have resulted in an underestimate by COMS of the difference in mean QR between credentialed and non-credentialed CE providers. But the CA findings, having the highest mean QR and the highest apparent frequency of credentialed CE providers suggest Certification status influences CE quality. (There is no current SSA policy requiring that any details regarding medical qualifications beyond licensure status be included in CE Reports. 20 CFR 416.919g states that SSA will purchase a CE from a “qualified” medical source. “Qualified” is defined as a provider currently licensed in the State and who has the training and experience to perform the type of examination requested. “Training and Experience” are not further clarified.)
D. The inclusion of a Medical Source Statement (MSS) in CE Reports varied widely across the States from CA, where it was consistently included, to IL, where it was consistently not included. This variability probably reflects differing State-based policies concerning this issue. Apparently, in CA, which often utilizes Board Certified or Eligible specialist CE providers, input regarding MSS estimate is wanted by the DDS. In IL, by contrast, the DDS apparently prefers to generate RFC’s, etc. without inadequate or potentially contradictory MSS’s in the claim file. 
E. COMS found no consistent documentation of supervisory approval for the purchase of CE’s. In those States in which approval was documented, this was generally found as a comment on the worksheet in the E-File. Such comments, however, were largely confined to States using LEVY software, i.e., COMS was generally unable to find such comments in States using Versa software. However, there apparently is no technical “barrier” to entering such a comment on a VERSA worksheet as a free text comment. Thus, the lack of consistent documentation of supervisory approval for purchase of a CE might not relate to the IT system in use.
F. Medical evidence of record (MER) was often not forwarded to CE providers. On the other hand, when MER was forwarded, it was unusual to find in CE Reports an adequate description of what items of MER were reviewed by the CE provider. COMS did not find any current policy or regulatory guidance requiring the inclusion of such information in CE Reports.

G. COMS found that “acceptable” treating source providers almost “never” perform CE’s for their claimant/patients. Also when asked, they also very rarely supply MSS-type assessments. No data was collected or observations made that explained this reluctance. However, in a significant number of E-Files, there were comments that the DDS specifically decided to obtain a CE from an independent provider.
H. The mean QR for CE’s associated with allowance decisions was statistically higher than for denials. Also, the mean QR for allowance decisions at the Step 3 level (Meets/Equals) was statistically higher than for Med/Voc allowances. Although these differences in mean QR were modest in absolute terms, the results suggest that there is a tendency for CE Report deficiencies to be viewed as reflecting unimportant or insignificant findings. (Note: a CE Report of high quality is one in which important negative findings are well-documented.)

I. Within the range of fees recorded by COMS that were paid by DDS’s to CE providers for their services, there was no demonstrable correlation between the fee amounts paid by the States analyzed and CE Report quality. However, overall CE quality is dependent on many variables, CE fees are well below prevailing Independent Medical Examination (IME) fees, and the DDS’s consistently reported that current fee levels are a major impediment to CE provider recruitment and retention.

J. There was no apparent correlation between the average CE Report QR and the average times taken by the States to purchase CE’s and receive the Reports. However, the variability in CE procurement times across the States suggests that improvements in the efficiency of this process are feasible.

K. COMS found that about 25% of X-Rays purchased by DDS’s as part of the CE process were probably unnecessary. Also, most purchased X-Rays, even when apparently indicated based on other CE findings or MER, do not demonstrate important pathological findings for SSA purposes. Many X-Rays are probably purchased because various impairment Listings require “medically acceptable imaging” to confirm a diagnosis, at least at Listing level severity. However, such Listings also typically require accompanying clinical findings of sufficient severity, i.e., symptoms and signs of the alleged disease process, to satisfy a Listing. Without clinical findings reflecting a potentially severe impairment approaching Listing level, the X-Rays are probably unneeded. It would thus be prudent in many instances to defer the decision to purchase X-Ray studies until after a clinical CE is performed and a determination made jointly between the DDS and the CE provider that an X-Ray might generate information that could lead to an allowance decision, including possibly at Step 5 of the sequential process.

L. When apparently relevant, DDS’s often did not pose to CE providers claimant-specific requests for information, other than to ask for “boilerplate” musculoskeletal or neurological findings typically in the form of a chart to be filled in by the CE provider. Examples of items not asked for included: a history going back one year of the frequency of severe asthmatic attacks or seizure episodes, whether medications were used as directed or were there any medication side effects, and a detailed analysis of pain experience, i.e., its temporal pattern, exacerbating and alleviating factors, severity as expressed on a semi-quantitative scale, and the effectiveness and side-effects of therapy.
M. The vast majority of CE’s reviewed by COMS were felt to be appropriately requested. Very often CE’s were needed not to confirm a diagnosis, but to evaluate the current status of the severity of established conditions, as documented in the MER.
N. CE providers rarely clarified with claimants how well they carry out the Activities of Daily Living (ADL’s). Also, CE providers rarely included prognostic estimates in their Reports.

O. A consistent theme expressed by the DDS’s is that it is difficult at current fee levels to recruit and (retain) CE providers, especially specialists. Even CA, which apparently has had the most success (of the States reviewed) in recruiting specialists noted that CE provider recruitment is difficult. This predicament might explain in part the reluctance of DDS’s persistently to ask CE providers to correct or “complete” deficient CE Reports. The DDS questionnaire responses suggested that the DDS’s in general are well aware of the types of CE Report deficiencies noted by COMS in this Study.

P. The Veterans Administration (VA) operates a medical examination program similar to SSA’s CE process. Over the past few years, the VA has implemented a number of practices in its Compensation and Pension Examination Program to improve quality. 
II. COMS recommends:

A. DDS Medical Consultants (MC’s) should review all CE requests, including those for ancillary studies. For many ancillary studies, especially X-Rays, the studies should be ordered by the DDS after the claimant has been clinically examined by the CE provider.

B. CE providers should clarify ADL’s with the claimant as part of the medical history.

C. Greater efforts to recruit Board Certified specialists (and generalists) should be undertaken; MC’s in both the DDS and Regional Office might be help in recruitment efforts. 
D. SSA should develop guidelines for the expected duration of actual claimant contact time during CE’s, not simply address scheduling intervals.
E. When appropriate, CE providers should estimate prognoses.

F. Medical Source Statements should only be requested from CE providers who have demonstrated the ability to provide reasonable functional capacity estimates.

G. SSA should develop more intensive CE provider training methods that demonstrate the types of observations that SSA is seeking in CE Reports. 

H. SSA should develop a database of “best practices” as carried out by various DDS’s. SSA should also familiarize itself with the policies and procedures of other groups/Agencies that perform CE-type examinations, especially the Veterans Administration (VA). Similar to the VA, SSA should consider developing CE Templates for the more common disorders evaluated by CE providers, and include in the design of such Templates the capability to monitor completed Templates for inclusion of specific quality indicators.

