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Executive Summary

The Mental Cognitive Subcommittee was assembled to advise the OIDAP about what
psychological abilities of disability applicants should be included in the Content Model
and Classification Recommendations made to the Social Security Administration.

The Subcommittee reviewed relevant scientific literature, consulted experts in the fields
of psychiatric disability and vocational outcomes research, heard presentations by
academic experts, staff members of the Social Security Administration (SSA), and
Disability Determination Services (DDS), and interviewed medical consultants and
disability claims examiners for the Maryland State DDS office. The Subcommittee
convened a Roundtable Meeting in Chicago in June 2009 that was attended by
participants representing a broad range of expertise. Roundtable participants were
asked to nominate human abilities they regarded as essential for work, and to discuss
their rationale for including each element. The Subcommittee met both in person and
via telephone conference to synthesize the data obtained from these activities and
sources. Finally, other OIDAP members and Roundtable participants were asked to
comment on the provisional synthesis of essential human abilities that the
Subcommittee recommends for inclusion in the Content Model. The essential
recommendations of this Subcommittee are as follows:

1. The conceptual model of psychological abilities required to do work should be
revised. The aims are to redress shortcomings of the current model, base a
revised model on scientific evidence, identify specific abilities that can be reliably
assessed and tested for predictive validity, and retain elements of the current
mental residual functional capacity (MRFC) model that meet these criteria in
order to maintain continuity where possible.

2. Psychological abilities that are deemed essential to do work are conceptualized
as falling into four core categories: (A) neurocognitive functioning, (B) initiative &
persistence, (C) interpersonal functioning, and (D) self-management.

3. The Subcommittee recommends that SSA adopt 15 abilities that represent
specific aspects of the four general categories listed above. These abilities and
the rationale for including each are described in the report.

4. The Subcommittee recommends that it provide ongoing consultation to the OIS
Project’s psychometrician as the SSA develops items for data collection. The
SSA should consider using different methods and scales, depending on the
psychological ability being assessed.

5. The Subcommittee recommends a series of studies to determine the reliability
and predictive validity of any instruments developed to assess residual functional
capacities and occupational demands as part of the OIS Project.
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Introduction

The Mental Cognitive Subcommittee was convened by the OIDAP Chair. The members
initially included David J. Schretlen, PhD (Chair), Robert T. Fraser, PhD, Sylvia E. Karman,
and Mary Barros-Bailey, PhD. However, Dr. Barros-Bailey subsequently withdrew from
membership. A biographical sketch of each member appears in Appendix A of this report.

In a working paper entitled “What is a Content Model?” the SSA concluded that the
Occupational Information System it plans to develop must describe the personal abilities
and characteristics that individuals must possess in order to be able to perform each
occupation. Further, these abilities and characteristics must be defined in ways that are
maximally useful for assessing the residual functional capacity (RFC) of claimants. In
response, the OIDAP Chair appointed a Mental Cognitive Subcommittee to review mental
abilities that can be impaired by iliness or injury, and thereby impede a person’s ability to
do work. The aim of this subcommittee was to make recommendations about how to
conceptualize the mental and interpersonal characteristics required to do work. The
characteristics of interest are circled in Figure 1 below, with a primary emphasis on
intermediate levels of abstraction.
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Figure 1. Cartoon depicts the person-side and job-side characteristics to be considered for
inclusion in an occupational information system. The Mental Cognitive Subcommittee was asked to
help OIDAP conceptualize the essential psychological abilities at intermediate levels of abstraction
that should be included in such a model.
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Methodology, Procedures, and Findings

Mental Cognitive Subcommittee discussions and activities: The subcommittee’s

approach to data gathering and analysis consisted of multiple activities. These included
break-out meetings at the second quarterly OIDAP meeting in Atlanta, Georgia, and the
third quarterly OIDAP meeting in Chicago, lllinois. In addition, the subcommittee met by
telephone conference calls seven times between March 17, 2009, and August 12, 2009.

In the first telephone conference, subcommittee members agreed to review the MRFC
assessment (SSA-4734-F4-SUP) currently used for disability determination purposes,
and to discuss its elements at the next meeting. Subcommittee members agreed to
consider what psychological variables should be included in the content model for an
ideal OIS, how they should be measured, and what existing sources of empirical data
linking specific aspects of cognitive, emotional, and behavioral functioning to job
performance are available for review. At the second telephone conference, Dr. Fraser
proposed that an ideal behavioral assessment would include measures of processing
speed, divided attention, incidental memory, executive abilities, and verbal fluency. He
noted that depression and anxiety are important to assess because they are known to
impede job maintenance. He also cited research showing that variables that predict
return to work can differ from those that predict job maintenance, and that optimal
predictors vary by medical condition (e.g., traumatic brain injury versus multiple
sclerosis). Dr. Barros-Bailey emphasized the importance of assessing an individual’s
capacity to initiate tasks and inhibit behavioral outbursts, as well as the importance of
determining the validity of any assessment instruments developed. Dr. Schretlen asked
whether the SSA might be willing to consider funding or conducting research designed
to empirically determine the cognitive and other “person-side” abilities and
characteristics required to successfully meet the demands of selected occupations.

As a result of these telephone conferences and a discussion at the second quarterly
meeting of the OIDAP, the subcommittee decided to convene a Roundtable Meeting on
June 8, 2009. The meeting agenda and which experts to invite were discussed via email
correspondence and during telephone conference calls on May 8 and 19, 2009. Results
of the June Roundtable Meeting were discussed by the subcommittee on July 21, 2009
and August 5, 2009. These discussions focused on synthesizing feedback obtained
from participants both during and after the June Roundtable Meeting. Subcommittee
members debated the merits and limitations of various conceptualizations of both the
overarching categories or dimensions of psychological and interpersonal abilities that
are required to perform work, as well as the specific exemplars of these categories.
These discussions informed recommendations made in the subcommittee’s final report
to the OIDAP.

Presentations to the OIDAP and Mental Cognitive Subcommittee: Information derived
from presentations made to and by the subcommittee also was considered for inclusion
in the subcommittee’s report to the OIDAP. Points of greatest relevance to the
subcommittee’s charge are summarized below.
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First Mental Cognitive Subcommittee Presentation: At the OIDAP quarterly meeting on
April 29, 2009, Dr. Schretlen gave a presentation entitled “Cognitive Assessment for the
Determination of Mental Residual Functional Capacity.” In this presentation, he
explained that individual differences in cognitive performance strongly predict
occupational attainment in healthy adults, and often predict work outcomes
(employment, disability, job placement, work performance) better than symptom or
injury severity in many psychiatric conditions, such as schizophrenia, traumatic brain
injury, and multiple sclerosis. He suggested that this makes cognitive impairment a sort
of “final common pathway” to work disability. However, he pointed out that most
research on the relationship between cognitive functioning and work is based on
performance-based measures, such as individually administered tests of 1Q, attention,
and memory. Consequently, if SSA elects to rely on ratings derived from medical
records or other informants to assess cognitive abilities, it will be essential to validate
such ratings against performance-based measures of residual cognitive abilities.

Dr. Schretlen next pointed out that the universe of cognitive processes can be parsed
into smaller “factors” many different ways. He described and contrasted the statistical
methods of exploratory and confirmatory factor analysis. He then reviewed the results of
19 studies that investigated the underlying or latent structure of cognitive functioning
among healthy adults and patients with neuropsychiatric disorders. This showed that
there is scientific evidence for varied factor structures. Dr. Schretlen discussed the
advantages and disadvantages of adopting a parsimonious model of cognitive
functioning (just one or two factors) versus a more complex model (three or more
factors). A single summary measure of residual cognitive capacity (such as “g”) has the
advantages of being easily understood, reliably measured, and strongly predictive of
work outcomes. The main disadvantage is that relying solely on g might mask more
specific cognitive impairments that could preclude the ability to work. Dr. Schretlen then
showed a table from the Wonderlic Personnel Test (WPT) manual depicting the WPT
scores of several thousand adults in 70+ occupations. The WPT reliably measures g in
12 minutes, and the table clearly demonstrates that scores on this test vary by
occupation, likely due to differences in occupational complexity. Further, nearly half of
the 100 most widespread occupational groups overlapped with jobs for which
incumbents’ WPT scores were reported in the test manual, and their scores spanned a
very broad range. Dr. Schretlen then presented the findings of two studies conducted at
Johns Hopkins. One showed that a very brief test that measures two cognitive factors
(the Mental Status Exam —Telephone Version or MSE-TV) distinguished SSI/SSDI
beneficiaries who were found disabled due to a mental disorder from healthy adults with
very large effect sizes. The other study involved a confirmatory factor analysis of

15 cognitive measures in 576 adults. It showed that a six-factor model of cognitive
architecture applied equally well to healthy adults and patients with schizophrenia or
bipolar disorder despite large group differences in overall levels of performance on the
cognitive tests. Dr. Schretlen concluded the presentation by reiterating the point that the
SSA will have to decide whether to use performance-based measures (like 1Q tests) or
informant ratings (as currently used for MRFC assessment) to measure psychological
abilities that are essential to work. He emphasized that validating any new instruments
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to assess psychological abilities also will require the SSA to determine what level of
impairment shall define a disability “threshold.” Finally, he urged the SSA to develop
proprietary measures, rather than rely on previously published psychological tests, and
to conduct the necessary research to validate measures that are adopted. Slides and
references for this presentation are shown in Appendix D.

Second Mental Cognitive Subcommittee Presentation: At the OIDAP quarterly meeting
on June 10, 2009, Dr. Schretlen presented a talk entitled “Clinical Inference in the
Assessment of Mental Residual Functional Capacity.” In this presentation, he outlined
three major approaches that the SSA might use to draw inferences about whether an
individual claimant has sufficient residual psychological (or physical) capacities to do
work. The aim of this talk was to discuss the underlying logic and threats to the validity
of each method of inference. The first method involves reliance on pathognomonic
signs, such as a positive Babinski reflex that signifies the presence of an upper motor
neuron lesion. Dr. Schretlen explained that the major limitations of this method are that
the reliability with which such pathognomonic signs can be elicited and the frequency of
their appearance in normal (i.e., non-pathological) populations are rarely assessed. He
presented data showing that many so-called pathognomonic signs occur quite
frequently in healthy adults. The implication of these limitations is that the SSA should
not assume that successful job incumbents are free of such signs. For example, if an
occupation requires frequent lifting of 25 pounds from the ground, it would be prudent to
study a random selection of persons who successfully work in that occupation to
determine how many of them are unable to frequently lift 25 pounds from the ground.
The SSA should not assume that all successful job incumbents in that occupational
category can do so.

The second approach to inference involves pattern analysis, or the identification of a
clinically recognizable gestalt of signs, symptoms, and laboratory findings, to diagnose a
disease or condition. This approach to inference probably mirrors the logical task of
matching an individual claimant’s RFC to specific occupational demands. A great deal
of empirical evidence supports the validity of this approach to inference, but it has two
limitations: First, it works best for individuals whose clinical presentations are typical of a
given disease or condition. It is more difficult to diagnose a disease or condition when
the patient’s presentation is atypical, or when the clinical presentation is obscured by
the presence of co-occurring conditions or treatment side-effects. The second limitation
is that normal intra-individual variability can be misinterpreted as meaningful. For
example, Dr. Schretlen showed that in one study, 197 normal healthy adults showed an
average discrepancy of more than 3 standard deviations (i.e., the equivalent of >50 IQ
points) between their best and worst score on a battery of cognitive tests. Dr. Schretlen
concluded that the logic of this approach closely mirrors the process of matching RFC
with job demands, but he cautioned that empirical study of populations of individuals
with and without disabilities is needed to validate the approach.

The third method of clinical inference involves deficit measurement. Dr. Schretlen
pointed out that this is the most widely used and accepted approach to diagnosing
impairment. An 1Q of 70 falls 2 standard deviations below the mean and places one
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among the lowest 2% of the population in overall intelligence. Scores below this are
widely considered abnormal. Likewise, laboratory blood values or measures of physical
strength that place one among the lowest 2% of the population are also usually
interpreted as abnormal. However, some diseases or injuries might cause a decrement
in some ability, even though the person’s residual capacity remains within the normal
range for the population as a whole. For example, an attorney who sustains a severe
traumatic brain injury might lose 25 1Q points as a result. However, if her IQ was 120
before the accident, it would still fall within the average range after the accident. Thus,
impairment can be defined by an ability that is very low compared to the population as a
whole, or by a decline from a person’s own pre-morbid level of functioning.

Dr. Schretlen pointed out that these observations have important implications. One is
that these two scenarios suggest that we need to establish different types of cutoffs to
define “impairment.” He also presented data which show that normal adults frequently
produce one or two abnormal scores using any cutoff when enough tests are
administered. Dr. Schretlen concluded the talk by pointing out that a study of successful
job incumbents would probably show that many, and perhaps even most, people fall
short of meeting one or more of their usual job demands. He noted that whatever cutoff
the SSA uses to define insufficient RFC to meet a job demand will directly affect the
percentage of applicants who will be found disabled. He asked whether a claimant
whose upper extremity strength exceeds that of the weakest 10% of successful
incumbents in a given occupation should be deemed able to do that job. Obviously, the
claimant can meet that job’s strength demands to some degree because 10% of
successful job incumbents are weaker than he. However, maybe the 10% of successful
job incumbents who are weaker were stronger when they were hired, and would not be
hired if they applied for the same job today. The point is that the SSA will have to decide
what cutoff defines insufficient RFC if disability determination is ever based on empirical
evidence. Finally, Dr. Schretlen also discussed the issue of “effort” and how suboptimal
effort can uncouple the linkage between ability and performance on tests of
psychological functioning, strength, etc. Slides and references for this presentation are
shown in Appendix E.

Mental Cognitive Roundtable: On June 8, 2009, the Subcommittee held a Roundtable
meeting in Chicago, lllinois, to solicit opinions from and facilitate discussion by experts
in the field about mental impairments that cause work disability. In a series of
discussions, the Mental Cognitive Subcommittee identified and invited a panel of
experts to participate in a one-day meeting for this purpose. Participants were provided
with background materials ahead of the meeting (see Appendix C). The first document
explained the purpose and scope of the Roundtable. It asked each participant to review
the current MRFC assessment (SSA-4734-SUP), and then write a brief response to
each of four questions before the meeting. The four questions were as follows:

1. If you think the current MRFC Assessment does not need revision, or that
improving it is not feasible, explain why.
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2. If you think the existing MRFC Assessment could be improved, then nominate up
to 10 dimensions of psychological and interpersonal functioning that, when
impaired by disease or injury, impede one’s ability to work."

3. Do you know of any well-designed empirical studies that have identified
psychological or interpersonal deficits that decrease the likelihood an affected
individual will be able to do competitive work?

4. While the goal of this Roundtable is not to devise measures of the person
characteristics you nominate in response to Question 2, please comment on
what you deem to be the best approach (informant-rating, self-rating, direct
observation, testing) to assess the characteristics you enumerated. (These might
vary across functions.)

The Roundtable participants, their affiliations, and areas of expertise are shown in the
table below. Each participant’s biographic sketch appears in Appendix B.

Name Affiliation Expertise
David J. Schretlen, | OIDAP Mental Cognitive Subcommittee Clinical neuropsychology; cognitive &
PhD, ABPP (chair); Johns Hopkins University neuroimaging correlates of disability

Robert T. Fraser,
PhD

OIDAP Mental Cognitive Subcommittee;
University of Washington

Rehabilitation psychology; TBI;
epilepsy; multiple sclerosis

Marry Barros-
Bailey, PhD, CRC

OIDAP (chair); Mental Cognitive
Subcommittee; Private Practice

Rehabilitation counseling; life care
planning; vocational expert

Sylvia E. Karman,
BA

SSA,; Director, Occupational Information
Dev. Project; Mental Cognitive Subcom.

SSA disability programs; use of the
DOT for disability adjudication

Mark Wilson, PhD

OIDAP Work Taxonomy Subcommittee
(chair); North Carolina State University

Industrial and organizational
psychology; occupational analysis

Shannon Gwaltney-
Gibson, PhD

OIDAP Work Taxonomy Subcommittee;
East Carolina University

Industrial and organizational
psychology; occupational analysis

E. Sally Rogers,
Sch

Director of Research, Center for Psychiatric
Rehabilitation, Boston University

Psychiatric rehabilitation outcomes
research; vocational recovery

Gary R. Bond, PhD

Professor, Department of Psychiatry,
Dartmouth University School of Medicine

Psychiatric rehabilitation outcomes
research; supported employment

Susanne Bruyére,
PhD

Director, Employment and Disability
Institute, ILR School, Cornell University

Disability policy and discrimination;
rehabilitation outcomes research

Lynda Payne, PhD

Maryland Disability Determination Services,
Consulting Psychologist

Developmental psychology, psychiatric
disability

Pamela A. Warren,
PhD

Departments of Psychology and Psychiatry,
University of lllinois

Occupational and health psychology;
psychological disability management

' For purposes of calibrating the level of specificity that we are looking for, a capacity such as “the ability to
reason” is too global and nonspecific. Conversely, a capacity such as “the ability to tolerate occasional brusque
remarks from co-workers without losing one’s temper” might be too specific. Because our aim is to develop a
list of candidate abilities that is comprehensive but parsimonious, we ask that you limit your list to about

10 functional capacities. Based on SSA requirements, these dimensions or factors must be observable and

measurable.
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In addition to the Roundtable participants, 16 representatives of SSA and other
stakeholder associations observed the proceedings and asked questions of the
panelists. These included:

Aliza Gordon, SSA Deborah Harkin, SSA
Debra Tidwell-Peters, SSA Elaina Wise, SSA
Elizabeth A. Kennedy, SSA George D. Harris, SSA
John E. Owen, Ill, SSA Michele Schaefer, SSA
Nancy Torkas, SSA Paul Kryglik, SSA

Robert J. Harvey, SSA Robert Pfaff, SSA
Shirleen B. Roth, SSA Susan J. Swansiger, SSA
Thomas A. Hardy, OIDAP Tom Johns, SSA

Elizabeth Rasch, NIH

Ms. Karman opened the Roundtable by providing a brief overview of the OIDAP. Then,
following brief remarks by Dr. Fraser, Dr. Schretlen opened the Roundtable discussion
by asking participants to address Question 1 from the Purpose and Scope invitation.
Participants uniformly agreed that the current MRFC assessment could be improved.
Dr. Rogers noted that the form is oriented toward lower level occupations and that some
items assess two abilities, making it difficult to rate an individual who shows no limitation
in one respect but some limitation in the other. Dr. Warren and others noted that the
ratings are cross-sectional but illness-related impairments wax and wane over time.

Dr. Bond noted that impairments are often situation-specific, and Dr. Rogers
emphasized that observer ratings based on situational assessments have generally
been found to be more predictive of work outcomes in mental illness than
pencil-and-paper tests or ratings of an individual’s personal characteristics. Dr. Payne
observed that the current rating scheme is too coarse (not significantly limited;
moderately limited; markedly limited), lacks sensitivity to fluctuations over time, and
does not mirror occupational demands. Drs. Wilson, Gwaltney-Gibson, and others
concurred that the inferential leap between residual abilities and job demands is too
large. Dr. Fraser noted that the items are not evenly distributed across cognitive
domains (e.g., eight concern attention/concentration, whereas only three concern
memory and reasoning). Dr. Payne also noted that the items probably are not weighted
equally in terms of how disabling they are.

Most of the Roundtable discussion focused on Question 2, which asked participants to
nominate dimensions of psychological and interpersonal functioning that, when impaired
by disease or injury, impede one’s ability to work. Responses to the 20 individual items
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that inform the current MRFC assessment (SSA-4734-SUP) included the following
comments:

1.

10.

The ability to remember locations and work-like procedures. The locations queried
by this item are unclear. Also, why ask about “work-like” procedures?

The ability to understand and remember very short and simple instructions. What
defines very short and simple instructions is unclear. If someone understands
instructions but cannot remember them, how is this rated?

The ability to understand and remember detailed instructions. These abilities
could be assessed with a single item that rates information complexity (e.g., the
person can understand and remember simple but not complex instructions).

The ability to carry out very short and simple instructions. Since it is highly unlikely
that someone can carry out short and simple instructions without understanding
them, these items are redundant.

The ability to carry out detailed instructions. Again, 4 and 5 could be combined in
a single item that rates complexity.

The ability to maintain attention and concentration for extended periods. The
qualifier “extended” lacks specificity. ltem does not capture differences in kinds or
intensity of attention required by different jobs.

The ability to perform activities within a schedule, maintain regular attendance,
and be punctual within customary tolerances. There was widespread agreement
that an item like this should be retained.

The ability to sustain an ordinary routine without special supervision. Despite lively
debate, several participants argued that an item rating one’s ability to work in a
reasonably independent fashion is useful. In response to question of whether job
descriptions can reference level of supervision they entail, Dr. Wilson said “yes.”

The ability to work in coordination with or proximity to others without being
distracted by them. Equally disabling is whether is person is distracting to others.
It was suggested that we could assess distractibility to and by others in an item
about problems working with other people. Also, it was noted that many people
are more distracted by technology (surfing the Internet, text messaging) than by
other people.

The ability to make simple work-related decisions. Several participants felt that
this item is unnecessary as it is too low-level. However, degree of decision making
is a fundamental dimension by which jobs vary, so some assessment of this
should be retained.



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.
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The ability to complete a normal workday and workweek without interruptions by
psychological symptoms. Although this item is multi-faceted, it is the only item that
rates functioning over a week and it maps onto actual work demands.

The ability to interact appropriately with the general public. While several
participants felt that this is an important ability, it also was noted that there is no
disease or injury that selectively impairs one’s ability to interact with the general
public but not coworkers or supervisors.

The ability to ask simple questions or request assistance. Concern about this item
centered on the qualifier “simple.” In general, rating assertiveness was endorsed.

The ability to accept instruction and respond appropriately to criticism from
supervisors. Despite differences of opinion about whether to assess reactions to
“criticism,” “feedback,” or “direction,” there was broad agreement that the ability to
deal with authority and supervision at work is important to assess.

The ability to get along with coworkers or peers without distracting them or
exhibiting behavioral extremes. Concern was expressed about the complexity of
this item and use of the term “behavioral extremes.”

The ability to maintain socially appropriate behavior and to adhere to basic
standards of neatness and cleanliness. Participants favored separating hygiene
and socially appropriate behavior, as these often do not correlate and they have
different implications in terms of meeting the demands of different jobs.

The ability to respond appropriately to changes in the work setting. There was
broad agreement that it is important to assess flexibility in response to changing
demands.

The ability to be aware of normal hazards and take appropriate precautions. This
item is set so low that it does not discriminate among applicants or the ability to
meet different job demands. Essentially, lacking awareness of normal hazards or
the ability to take needed precautions probably precludes any form of
employment.

The ability to travel in unfamiliar places or use public transportation. Several
participants expressed doubt that this item is necessary.

The ability to set realistic goals or make plans independently of others. Several
participants suggested that an item assessing executive functioning would be
useful.

In response to Question 3, all of the Roundtable participants indicated that they were
not aware of any large scale studies or research databases linking MRFC to the
performance of specific work demands in any normal, psychiatric, or neurological
population. Many small studies and some large scale studies that examined
demographic, clinical, and cognitive predictors of work outcomes have been reported,
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but none of these offers the level of specificity required by SSA to link MRFC to work.
Drs. Fraser, Rogers, Bond, and Bruyere all provided references and/or PDF files of
articles of potential interest. These articles have been reviewed by the Mental Cognitive
Subcommittee and cited in the reference section of this report.

This research is chiefly found within the psychiatric vocational rehabilitation literature. A
number of these studies support social or interpersonal skills as consistently related to
job success (Becker et al., 1998; MacDonald-Wilson, Rogers, & Anthony, 2001;

Tsang et al., 2000). A fifteen-year review of the psychiatric rehabilitation literature
indicated mixed results related to psychiatric symptoms or diagnoses, but confirmed
social skills as a consistent predictor of work outcome for people with psychiatric
disabilities. MacDonald-Wilson, Rogers, and Anthony (2001) conclude that although
psychiatric diagnoses and symptoms tend to be related to poorer vocational outcomes,
there is not a high correlation as supported by the research to date.

In terms of cognitive functioning and vocational status, there are some limited studies
that indicate a relationship. Gold et al. (1999), using the Repeatable Battery for the
Assessment of Neuropsychological Status (RBANS), established significant differences
between employed and unemployed participants on the total battery score and four
index scores (immediate memory, delayed memory, attention, and language). In a later
study, Gold et al. (2002), using a full neuropsychological battery, established that
measures of 1Q, attention, working memory, and problem solving were related to job
tenure as assessed over 24 months. In summarizing the existing literature, although
there are some established findings, further study is needed in relation to these
domains of interpersonal, emotional, and cognitive functioning and vocational status
(MacDonald-Wilson, Rogers, & Anthony, 2001). This research needs to be extended
outside the bounds of psychiatric rehabilitation and involve larger mainstream samples
with more discrete and standardized measures of functioning as related to successful
job tenure.

Finally, in response to Question 4, the Roundtable participants briefly discussed their
thoughts about the most useful approaches to measurement of MRFC. Several themes
emerged from this discussion. First, it was universally recognized that any assessment
of MRFC must incorporate a longitudinal component because most mental disorders
involve some degree of functional variability over time, and some disorders, such as
recurrent major depression or bipolar disorder, are usually characterized by episodes of
impairment separated by periods of more intact functioning. One potential approach to
this would be to include ratings of frequency of impairment over time (e.g., interpersonal
conflicts could be rated in terms of frequency over time).

Another criticism was that the current ratings (not significantly limited, moderately
limited, and markedly limited) are too coarse and lack clear definitions. One approach to
improving this would be to use behaviorally anchored rating scales (BARS). Another
would be to specify intensity or complexity in quantitative terms.
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In the context of this discussion, Dr. Elizabeth Rasch asked for a description of
situational assessments. Dr. Rogers explained that they typically involve having a
trained rater observe while a person engages in work-related tasks. The observer then
rates the person’s engagement in work activities using rating scales, often with
behavioral anchors. The examination can take up to six hours, and it enables the
examiner to make very realistic observations of a person’s pace, persistence, self-
direction, rate of on-task behavior, etc. Dr. Bond added that a limitation of work sample
observation is that assigned tasks might bear little resemblance to the kind of work that
a given patient wants or intends to do.

Finally, there was some discussion of the need to consider additive and interaction
effects. This would require an empirical study involving relatively large samples of
workers with and without disabilities in order to test higher-order relationships among
predictors of work outcomes.

Following the Roundtable, participants were asked to revise their pre-meeting
responses to the four questions based on the discussions held in Chicago.

Dr. Schretlen took the post-meeting responses to Question 2 (or pre-meeting responses
of those who did not submit revisions), and created a matrix of psychological abilities
nominated by each participant for inclusion in an MRFC assessment. These are shown
in the table on the next two pages.
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Mental Cognitive Subcommittee

Core Psychological Abilities Nominated by Roundtable Participants as Essential for Work

David Schretlen

Bob Fraser

Lynda Payne

E. Sally Rogers

Gary Bond

Pamela Warren

Susanne Bruyere

Information Processing an

d Decision Making

General cognitive

T ability

Reasoning & problem-
solving (verbal, visual)

Cognitive ability

Capacity to learn to
new skills

Information
processing ability

Communication &

Ability to communicate (with
co-workers, supervisors &

Written and oral

Communication

Language abilities

language public) expression skills
Ability to understand & Memorv. short and
3 | Verbal memory ability | remember verbal instructions | Memory Y, Recall information
. long-term
& work-relevant material
Ability to understand & Visual-spatial
4 | Visual memory ability | remember visual instructions | Memory rocessiFr)1
& work-relevant material P 9
Ability to process information Speed of Motor skills & Speed of
5 | Psychomotor speed - . : information
efficiently processing dexterity .
processing

6 A_ttentlo_n_& Ability to attend & Attention Attention; focus Avoid distractibility
distractibility concentrate
Flexibility, executive Flexibility in
7 | Executive functioning Ability to initiate, perform, functlpnlng _ Organ'|zat|onal Adapt to ambiguity response to
and regulate task sequences | planning, emotional | capacity competing and
regulation changing demands
Independent Interpret and

8 | Other candidates

decision-making
ability

Exercise good
judgment

Judgment; Ability to
follow instructions

Ability to comply
with instructions

execute info;
Sequence tasks

Initiative & Persistence

Attendance &

Ability to initiate & persist in

1 . . Leave the house Initiate work tasks
punctuality work activities
2 Ability to complete Ability to complete Motivation and work
tasks independently tasks independently | identity
3 Persistence Persistence

(hours/day)
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David Schretlen

Bob Fraser

Lynda Payne

E. Sally Rogers

Gary Bond

Pamela Warren

Susanne Bruyere

Persistence
(days/week)

Ability to perform simple
tasks at an acceptable
quality level within
reasonable timelines

Stamina &
persistence to
consistently work 40
hrs/week

Interpersonal Functioning

1 | Interpersonal friction

Ability to interact
cooperatively and flexibly (w/
supervisor, coworkers,
public)

Ability to interact
with others (co-
workers,
supervisors &
public)

The ability to work
with others on tasks

2 | Response to criticism

Ability to respond to
feedback/criticism (from
supervisor, coworkers,
public)

Ability to accept
supervisory
guidance

The ability to
respond to
supervision

Effort at work

Deal with stressful
interactions

3 | Assertiveness

Ability to assert positive and
negative perceptions and
feelings relative to work (w/
supervisor, coworkers,
public)

Ability to express
oneself when
needed

4 | Other candidates

Ability to understand
& interpret social
cues

Social cognition

Ability to interpret
social cues

Self-Management & Self-M

onitoring

1 | Personal hygiene

Ability to maintain level of
personal hygiene appropriate
to workplace

Ability to maintain
acceptable hygiene

2 | Disturbing behaviors

Ability to maintain organized
and socially appropriate
thinking, speech, and
behavior over the work week

Ability to control
symptoms

3 | Self-monitoring

Ability to maintain an
acceptable level of personal
and social awareness
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Gary Bond

Pamela Warren

Susanne Bruyere

David Schretlen

Bob Fraser

Lynda Payne

E. Sally Rogers

Affective status;

Ability to control

Other candidates

Ability to manage mood and
emotions as appropriate on

the job

emotional regulation

Affect regulation;
Stress tolerance

modulate mood

and express
emotional states

Note about method:

Need situational
assessment
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In addition to the activities described above, the Mental Cognitive Subcommittee
Chairman visited the Maryland State Disability Determination Services (Maryland DDS)
office in Timonium, Maryland, on August 7, 2009. There, Dr. Schretlen interviewed

Ms. Sue Page, Director, and two medical consultants, Carla Sarno, MD (chief
psychiatrist) and Kenneth Wessell, EdD (chief psychologist). He also interviewed

Ms. Rachel Watts and Mr. Bash Kamara, both claims examiners who have worked for
Maryland DDS for 6 and 2 years, respectively. Ms. Page explained that the

Maryland DDS expects to receive between 66,000 and 72,000 new applications for
disability benefits during the current year, representing close to a 20% increase in
applications over the previous year. She explained that the Maryland DDS has

3 psychiatrists and 13 psychologists as consultants who evaluate the medical evidence
regarding mental impairments and MRFC.

In interviews, Dr. Sarno, Ms. Watts, and Mr. Kamara all reiterated the inadequate
representation of longitudinal fluctuations in all aspects of psychological functioning
taken into account by the current MRFC assessment. Dr. Sarno indicated that she relies
primarily on the Psychiatric Technique Review Form (PRTF) to capture longitudinal
aspects of psychiatric disability. All three agreed that obtaining more quantitative,
specific, and behaviorally concrete measures of psychological and interpersonal abilities
could greatly facilitate their work, but only if linkages between these abilities and job
demands are more transparent than they are under the current system. Dr. Wessel,
who has worked for 23 years as a consulting psychologist for DDS, said that he finds
the current MRFC assessment adequate to adjudicate claims, and that the larger
problem is obtaining the medical evidence needed to rate items and write a narrative
using the MRFC form.

The Subcommittee also reviewed working papers prepared by the SSA, input from end
users (comments, questions, and suggestions) based on surveys, and input from
several professional organizations. Discussion of the information received from these
sources will be presented in the OIDAP report.
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Mental Cognitive Subcommittee Recommendations

Based on a review of the scientific literature, presentations by staff members from the
SSA, DDS, and various professional organizations to the Subcommittee and OIDAP,
presentations by OIDAP Subcommittee panelists, input from experts who participated in
the Chicago Roundtable, interviews of DDS staff, and internal discussions, the Mental
Cognitive Subcommittee reached several conclusions that it deems relevant to the
development of a new Occupational Information System. These conclusions and the
recommendations to which they lead are outlined below.

Recommendation 1: The conceptual model of psychological abilities required to do
work, as reflected by the current MRFC assessment, should be revised. The revised
model should: (i) redress shortcomings of SSA’s current conceptual model of the
psychological abilities required to do work, (ii) be based on sound scientific evidence
where possible, (iii) lead logically to elements that can be reliably assessed and
empirically tested for predictive validity, and (iv) retain elements of the current MRFC
assessment that are consistent with scientific evidence, reliably measurable, and valid
predictors of the ability to work, as this will provide continuity with the existing system.

As documented in previous sections, it is widely recognized both within and outside of
the SSA that the current MRFC assessment is based on a simplistic conceptual model
of the psychological abilities that are required to do work. Much of the language that
appears in Form SSA-4734-F4-SUP was drawn directly from the Dictionary of
Occupational Titles (DOT) in response to the need for an instrument to complement the
physical RFC assessment. However, the MRFC was never subjected to rigorous study
to verify its reliability and predictive validity of the elements that comprise it.

Recommendation 1a: Any revision of the current MRFC assessment should redress the
following shortcomings: (1) the underrepresentation of neurocognitive abilities, (2) the
reliance on coarse and underspecified categories to rate residual abilities, (3) the failure
to account for longitudinal fluctuations in mental abilities, (4) the inclusion of elements
that combine disparate abilities, (5) the failure to recognize differences in the predictive
power of various abilities, and (6) the large inferential leaps required to match residual
abilities with job demands.

Studies of work outcome among persons with mental disorders typically regress work
outcomes (e.g., employment, work performance, job loss) on multiple predictors, such
as demographic variables, clinical characteristics, and measures of cognitive or social
functioning. While hundreds of such studies have been published, the Subcommittee
found none that examined the accuracy with which a broad set of psychological abilities
predicts whether individuals with mental disorders can work and what occupational
demands they can meet, independent of their demographic background and clinical
symptoms. These are the questions that the SSA must answer to adjudicate disability
claims. However, research has shown that neurocognitive test performance strongly
predicts whether persons with many different mental disorders, neurological conditions,
and medical diseases can work.
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Given evidence that neurocognitive functioning predicts work outcomes among persons
with mental and physical disorders, the Subcommittee reviewed factor analytic studies
that have examined the underlying, latent structure of cognition. The aim was to develop
a parsimonious list of abilities that the SSA might use to link with occupational demands
that will be described by the new OIS. Many different factor structures have been found
by previous studies involving healthy and mentally disordered samples. Consequently,
previous research has not yielded a single, broadly replicated factor structure to guide
the Subcommittee’s recommendations. On the other hand, the same research provides
scientific support for several alternate models of cognitive architecture. This affords the
Subcommittee and the SSA some latitude in deciding how to balance parsimony with
specificity in choosing the conceptual model that will drive instrument development.

Recommendation 1b: The SSA should include aspects of neurocognitive functioning in
a revised conceptual model of MRFC. This recommendation responds to the perceived
failure of the current MRFC assessment to account for impairments of specific cognitive
abilities. These can result from traumatic brain injury, other acquired brain disorders,
developmental disorders that cause cognitive deficits without mental retardation, and
various psychiatric and medical conditions in which other symptoms are primary but that
also involve cognitive morbidity, such as schizophrenia. Inadequate assessment of
neurocognitive impairments was noted as a shortcoming of the current MRFC
assessment by every group from which the Subcommittee obtained input. Including
neurocognitive abilities in a revised MRFC assessment could greatly improve SSA'’s
ability to identify under-recognized impairment-related limitations that preclude the
ability to do work.

The most parsimonious approach would be to assess general cognitive ability (“g”),
which can be reliably measured and expressed with a single number. Numerous studies
show that g predicts the ability to do work. Further, when job incumbents are compared,
they show sizable differences on tests of g corresponding to differences in job
complexity. However, tests of g are less sensitive to the deleterious effects of mental
disorders than tests of some other cognitive abilities whose impairment can also limit a
person’s ability to work. Also, empirical research might show that another aspect of
cognitive functioning predicts the ability to do work better than g. For these reasons, the
Subcommittee recommends that the SSA adopt a multi-dimensional model of cognitive
functioning for a revised MRFC assessment. While the provisional “core mental residual
functional capacities” (see below) incorporate a six-factor model of neurocognitive
functioning, the Subcommittee recognizes that alternate models with fewer or different
factors might provide a more efficient assessment with little loss of predictive validity.

Regardless of the number and specific cognitive abilities that SSA ultimately decides to
include in a revised MRFC assessment, it will be important to empirically study and
eliminate any adverse disparate impact that assessing cognitive functioning could have
on specific subgroups of persons applying for disability benefits, such as women, older
adults, and racial or ethnic minorities.
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Because human behavior is multiply-determined, it is impossible to parse psychological
abilities that are essential for work into completely orthogonal dimensions. For example,
the ability to focus on a task likely reflects not only an underlying trait-like attentional
capacity, but also such state-like influences as wakefulness, medication side-effects,
the nature of ambient distractions, the presence of intrusive thoughts, etc. Nevertheless,
the Subcommittee concluded that it is useful to group abilities that are essential for work
into broad categories that are relatively independent. The SSA’s current assessment of
MRFC organizes abilities into four broad categories: (1) understanding and memory,

(2) sustained concentration and persistence, (3) social interaction, and (4) adaptation.
Various users (e.g., DDS medical consultants) and Roundtable participants agreed that
the existing organization is imperfect but workable. The Subcommittee decided to
recommend revising, rather than discarding, this organization, as described below.

Recommendation 2: The Subcommittee recommends that the SSA reorganize the
elements of its MRFC into the following four categories: (1) neurocognitive functioning,
(2) initiative and persistence, (3) interpersonal functioning, and (4) self-management.
This revised conceptualization of MRFC elements provides greater homogeneity of
within-category elements and clearer between-category distinctions of MRFC content
than the organization implied by Form SSA-4734-F4-SUP.

Recommendation 3: The Subcommittee recommends that SSA adopt the psychological
abilities shown under each category in the outline below entitled “Core Mental Residual
Functional Capacities.” The 15 abilities specified in this outline provide a comprehensive
but parsimonious assessment of the four major categories of psychological functioning
required to do work. However, the Subcommittee recognizes that the SSA might choose
to discard or replace some of these 15 abilities, or add others that are not listed below.
Therefore, a brief explanation of why each element of the proposed MRFC assessment
was included and worded as shown is presented below. We also identify other abilities
that the Subcommittee considered but excluded from the proposed outline, and explain
the reasoning that led to each decision.

Core Mental Residual Functional Capacities

Psychological residual functional capacities are conceptualized under four major
categories of functioning. Following each specific ability outlined below is a statement
intended to elaborate its meaning in greater detail.

(A) Neurocognitive functioning

1. General cognitive/intellectual ability (how well a person can reason, solve
problems, and meet cognitive demands of varied complexity)

2. Language & communication (how well a person can understand spoken or
written language, communicate his or her thoughts, and follow directions)

3. Memory acquisition (how well a person can learn and remember new
information, such as a list of words, instructions, or procedures)
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Attention & distractibility (how well a person can sustain the focus of
attention in a work environment with ordinary distractions)

Processing speed (how quickly a person can respond to questions and
process information)

Executive functioning (how well a person can plan, prioritize, organize,
sequence, initiate, and execute multi-step procedures)

(B) Initiative & persistence

7.

Attendance/Punctuality (how consistently a person can leave his/her
residence and maintain regular attendance and punctuality)

Initiative (whether a person can start and perform tasks once they are
explained without an unusual level of supervision)

Pace/Persistence (whether a person can continue performing understood
tasks at an acceptable pace for a normal work week without excessive
breaks)

(C)Interpersonal functioning

10.

11.

12.

Cooperation (the extent to which a person’s interactions with others are
free of irritability, argumentativeness, sensitivity, or suspiciousness)

Response to criticism (how well a person responds to criticism, instruction,
and challenges)

Social cognition (whether a person can navigate social interactions well
enough to respond appropriately to social cues, state his or her point of
view, and ask for help when needed)

(D) Self-management

13.

14.

15.

Personal hygiene (how well a person maintains an acceptable level of
personal cleanliness and socially appropriate attire)

Symptom control (how well a person inhibits disturbing behaviors, such as
loud speech, mood swings, or responding to hallucinations)

Self-monitoring (how well a person can distinguish between acceptable
and unacceptable work performance)

Under the first category, neurocognitive functioning, the Subcommittee recommends
that the SSA adopt a six-factor model. Each of the constituent abilities has been found
to predict either the ability to work or level of occupational attainment among persons
with various mental disorders and/or healthy adults.
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General cognitive/intellectual ability (g) is the most robust predictor of occupational
attainment, and corresponds more closely to job complexity than any other ability. The
wording underscores the closer association of g with “fluid” (reasoning) than
“crystallized” (knowledge) intellectual abilities.

Language & communication refer to receptive and expressive language abilities to the
extent that these can be impaired by disease or injury (as in post-stroke aphasia,
neurodevelopmental language disorder, etc.). The Subcommittee recognizes that this
construct overlaps language “skills,” such as literacy, fluency in English, and mastery of
the rules of grammar. Complicating this overlap is the fact that individuals who develop
aphasia usually suffer some loss of these skills as manifestations of the underlying
primary language disorder. It also should be noted that language ability differs from
speech production.

Memory acquisition refers to the ability to encode, store, and retrieve new information.
Impairment of this ability is referred to as anterograde amnesia. The Subcommittee
excluded the loss of remote autobiographical memories or over-learned skills (i.e.,
retrograde amnesia) from this ability for two reasons. The first is that it is extremely rare
for a person to develop retrograde amnesia in the absence of anterograde amnesia as a
result of a brain disease or injury. The second is that claimed retrograde amnesia in the
absence of anterograde amnesia is a common presentation of feigned memory
impairment. Consequently, the Subcommittee intended to emphasize anterograde
memory impairment in the definition of this ability.

Attention & distractibility refer primarily to the ability to focus attention and resist
distraction. The Subcommittee recognizes that this partially overlaps the ability to
persist in working at a task, but construed the latter as placing greater demands on the
ability to stay engaged over days to weeks. The description of this ability is intended to
emphasize the capacity to focus attention despite environmental or internal distractions.

Processing speed refers to how quickly a person can process simple information, such
as judging whether two numbers are the same. Simple processing speed has been
found to account for variability in how well people perform many everyday activities,
including untimed tasks. Individual differences in processing speed can be measured
quickly and reliably with pencil-and-paper or computerized tests, but they generally are
not observable at the behavioral level. Consequently, the Subcommittee notes that it
would be particularly important to determine how reliably this ability can be rated from
medical records, and whether such ratings have predictive validity.

Executive functioning probably does not represent a unitary ability, as is apparent in its
description. Because of this, it might be impossible to assess executive functioning with
a single measure. The Subcommittee recommends including it because measures of
executive functioning predict work outcomes among persons with mental disorders.
Clinical performance-based tests of executive functioning, such as the Trail Making
Test, Tower of London, and Stroop Color-Word Test, frequently are timed and thereby
conflate the assessment of executive functions with processing speed and attentional
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demands. In addition, it should be noted that behavioral ratings and performance-based
tests of executive functioning rarely show significant statistical correlation in studies that
administer both types of measures to the same participants.

Attendance/Punctuality refers to the ability to leave one’s residence, attend work
regularly, and be punctual within customary tolerances. This corresponds to Item 7 on
Form SSA-4734-F4-SUP. As noted above, there was widespread agreement among the
Roundtable participants that this item be retained.

Initiative refers to the ability to start and perform tasks once they are explained without
an unusual level of supervision. The wording of this item’s description was intended to
emphasize both the ability to initiate tasks once they are understood, and the extent to
which a person is capable for working independently. While the ability to initiate work is
not represented on the existing MRFC assessment, the ability to perform understood
tasks without special supervision corresponds to Item 8 on Form SSA-4734-F4-SUP.

Pace/Persistence involves the ability to perform understood tasks at an acceptable pace
for a week without excessive breaks. This corresponds to Item 11 on Form
SSA-4734-F4-SUP. Again, despite the fact that this ability clearly is multiply-determined
and therefore susceptible to impairment by many different factors, there was
widespread agreement that this ability should remain in a revised MRFC assessment
because it is sensitive to longitudinal fluctuations in everyday functional competence.

Cooperation refers to freedom from interpersonal friction. Impairments of this ability can
take the form of argumentativeness, excessive sensitivity, suspiciousness, hostility, etc.
The current MRFC includes several items (12, 14, & 15) that aim to separately assess
interpersonal difficulties with supervisors, coworkers, and the general public. While the
Subcommittee realizes that occupations differ in the nature, frequency, and closeness
of interpersonal contact they entail, there is little reason to believe that mental disorders
or injuries impair a person’s ability to cooperate with specific classes of people

(e.g., only coworkers).

Response to criticism refers to the ability to accept instruction, directions, and criticism
from others. This corresponds to Item 14 on Form SSA-4734-F4-SUP, which frames the
ability solely in relation to instruction or criticism by supervisors. The Subcommittee
again recommends broadening this item to assess one’s ability to accept instruction and
respond appropriately to criticism, regardless of its source.

Social cognition refers to abilities that enable people to respond appropriately to others.
Closely aligned with the concept of emotional intelligence, social cognition is thought to
depend on a person’s ability to interpret nonverbal communication, empathize with
others, and recognize when another person’s point of view differs from one’s own. The
current MRFC assessment does not capture social cognition, and the Subcommittee
recommends adding it because several mental disorders and injuries can impair social
cognition, and thereby disrupt normal social and emotional reciprocity.
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Personal hygiene involves the ability to maintain an acceptable level of personal
cleanliness, grooming, and socially appropriate attire. This largely overlaps ltem 16 on
Form SSA-4734-F4-SUP, but adds the element of wearing socially appropriate attire.
The rationale for this addition is that occupations vary not only in what level of personal
hygiene is acceptable, but also in the extent to which employees are expected to
recognize and don attire that is acceptable in the work environment.

Symptom control refers to a person’s ability to inhibit the expression of disturbing
symptomatic behaviors, such as loud or pressured speech, vocal tics, extreme mood
swings, or responding to hallucinations. The Subcommittee recommends adding this
item because of wide variation in how completely and consistently persons with mental
disorders can control the manifestation of symptomatic behaviors. Likewise, it is
recognized that occupations likely differ in how much disturbing behaviors are tolerated.

Self-monitoring refers to a person’s ability to monitor and evaluate the quality of his own
task performance. The Subcommittee recommends adding this item because mental
disorders and injuries can impair a person’s ability to perceive the accuracy of his or her
own task performance, especially when tasks require precision.

In addition to these 15 core psychological and interpersonal abilities that are
recommended for assessment in a revised MRFC assessment, several others were
nominated but not included. Because the SSA might later consider adding one or more
of these, a brief discussion of the Subcommittee’s rationale for rejecting these items is
offered next.

Several Roundtable participants and end users suggested that the revised MRFC
should assess Judgment. The major reason this does not appear on the list of abilities
recommended for inclusion is that the underlying construct is difficult to define, and the
Subcommittee doubts that it can be reliably assessed. If the SSA decides to continue
relying primarily on informant ratings (as it does now), isolated incidents that appear to
involve poor judgment are likely to be weighted excessively by some adjudicators and
dismissed by others. Wearing insufficient clothing in cold weather, failing to look both
ways before crossing the street, giving money to a swindler, having an extramarital
affair, driving while intoxicated, spending money excessively, smoking cigarettes
despite having emphysema, driving while using a cellular phone, and criticizing one’s
supervisor could all be construed as failures of judgment. However, (1) they are likely to
have very different consequences, (2) their impact on the ability to work are likely to
vary enormously, and (3) they could all be attributed to factors other than judgment, per
se (e.g., cognitive impairment, addiction, etc.). For these reasons the Subcommittee
decided not to recommend that the revised MRFC attempt to assess judgment.

Others suggested that the ability to modulate mood or regulate emotion be included in a
revised MRFC assessment. In fact, the Subcommittee did add an item (14) that is
intended to assess a person’s ability to inhibit the expression of symptomatic behavior,
which certainly could include severely depressed, elated, or angry mood states.
However, the reason a separate rating of mood state was not included in the list of

C-25



Mental Cognitive Subcommittee

Content Model and Classification Recommendations

recommended abilities for MRFC assessment is that feeling sad or depressed does not,
in itself, preclude the ability to work. Many people work despite suffering from sadness,
despair, anxiety, or hopelessness. Rather, it is only when depression causes one to
neglect personal hygiene, not get out of bed, lose focus on tasks, slow down one’s
thinking, or stop avoid required interactions with coworkers that difficulty modulating
one’s mood impairs the ability to work. Thus, this item was not thought to convey useful
incremental information above and beyond those recommended in the core list.

A third ability suggested for inclusion is stress tolerance. After beginning a job, persons
with mental disorders often find work increasingly stressful. Over time they might worry
that coworkers dislike them, develop insomnia, or stop taking prescribed medications. If
the person comes to work late and gets reprimanded, he or she might quit rather than
respond adaptively. While the factors leading to such job failures can vary enormously,
persons with mental disorders often are less able to cope effectively with stressors than
psychologically healthy adults. Although only one Roundtable participant nominated
stress tolerance for inclusion in a revised MRFC assessment, the Subcommittee
recommends that the Panel urge SSA to consider the possibility of adding it to the list of
15 items. However, the Subcommittee was not prepared to make this recommendation
for several reasons. First, because poor stress tolerance usually manifests as a series
of maladaptive responses to stressors, reliable assessment of it almost certainly would
require longitudinal data. Second, poor stress tolerance is very difficult to define in
operational terms. Third, stressors that lead to decompensation among persons with
low stress tolerance due to neuropsychiatric impairment probably have very little to do
with job demands, per se. More often, they have to do with problems outside the work
place, such as family conflicts, or than involve illness-related internal conflicts. For this
reason, while ilinesses and injuries can impair a person’s stress tolerance, it is precisely
because the can lead to unexpectedly severe reactions to idiosyncratic stressors and
seemingly trivial events that it may be impossible to establish any correspondence
between this ability and the demands of work.

Recommendation 4: The Subcommittee recommends that the Panel provide ongoing
consultation to the OIS Project’s psychometrician as the SSA develops items for data
collection. More generally, the Subcommittee recommends that the SSA consider the
possibility that MRFC abilities be assessed using different methods (e.g., informant
ratings for some, performance-based measures for others) and different scales (e.g.,
Likert, behaviorally-anchored ratings, percentiles, etc.) for different categories of
psychological and interpersonal abilities.

Recommendation 5: Finally, the Subcommittee recommends a series of studies to
examine the reliability and predictive validity of any instruments developed to assess
residual functional capacities and occupational demands as part of the OIS Project. The
recommended studies are described in greater detail below.
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Suggested Studies

The Subcommittee recommends that the SSA conduct a series of studies and data
analyses. Before describing these, the Subcommittee notes that the SSA compiled a
document entitled “Data on the top 100 Occupations by Employment for 2008 and
Projected 2016.” One table in this document shows the top 100 occupations by total
persons employed for 2008 based on the Household Data Annual Averages. These
data were drawn from the Current Population Survey, a monthly survey conducted by
the Bureau of Census for the BLS. The top 100 occupations are based on SOC levels.
A few represent occupational titles that encompass more than one detailed occupation.
The occupations are ranked by the total employed (in thousands). Approximately 65%
of persons in the U.S. labor force work in one of these 100 occupations. A reformatted
version of this table appears below.

; Total ; Total
Occupation Employed Occupation Employed
(Standard Occupational Classification) (Thousands) | (Standard Occupational Classification) | (Thousands)
Managers, all other (managers not listed Medical assistants and other healthcare
separately) 3,473 support occupations 831
First-line supervisors/managers of retail
sales workers 3,471 Education administrators 829
Human resources, training, and labor
Retail sales persons 3,416 relations specialists 803
Hairdressers, hairstylists, and
Driver/sales workers and truck drivers 3,388 cosmetologists 773
Secretaries and administrative assistants 3,296 Farmers and ranchers 751
Cashiers 3,031 Other teachers and instructors 751
Elementary and middle school teachers 2,958 Inspectors, testers & sorters 751
Registered nurses 2,778 Management analysts 731
Janitors and building cleaners 2,125 Social workers 729
Waiters and waitresses 2,010 Food preparation workers 724
Cooks 1,997 Miscellaneous agricultural workers 723
Customer service representatives 1,908 Preschool & kindergarten teachers 685
Nursing, psychiatric, and home health
aides 1,889 Counselors 674
Laborers and freight, stock, and material
movers, hand 1,889 Police and sheriff's patrol officers 674
Accountants and auditors 1,762 Bus drivers 651
Chief executives 1,655 Painters, construction & maint. 647
First line supervisors/managers of food
Construction laborers 1,651 preparation and servers 635
First line supervisors/managers of office Pipelayers, plumbers, pipefitters, and
and administrative support workers 1,641 steamfitters 606
Carpenters 1,562 Welding, soldering, & brazing workers 598
Stock clerks and order filers 1,481 Insurance sales agents 573
Maids and housekeeping cleaners 1,434 Industrial truck and tractor operators 568
Bookkeeping, accounting & auditing clerks 1,434 Licensed practical/vocational nurses 566
Receptionists and information clerks 1,413 Medical & health services managers 561
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. Total . Total
Occupation Employed Occupation Employed
(Standard Occupational Classification) (Thousands) | (Standard Occupational Classification) | (Thousands)
Sales representatives, wholesale and Property, real estate, and community
manufacturing 1,343 service managers 558
Office and administrative support
Child care workers 1,314 workers, all other 558
First line supervisors/managers of non-
retails sales workers 1,287 Shipping, receiving, and traffic clerks 543
Grounds maintenance workers 1,262 Computer programmers 534
Construction managers 1,244 Sales representatives & service 521
Billing and posting clerks and machine
Postsecondary teachers 1,218 operators 516
Secondary school teachers 1,210 Computer & info systems managers 475
Office clerks, general 1,176 Tellers 466
Financial managers 1,168 Maintenance & repair workers 461
Health diagnosing and treating
Miscellaneous assemblers and fabricators 1,050 practitioner support technicians 447
Food service managers 1,039 Clergy 441
Computer software engineers 1,034 Industrial machinery mechanics 439
Teacher assistants 1,020 Personal financial advisors 430
Lawyers 1,014 Network systems and data analysts 422
General and operations managers 985 Engineering technicians 416
Real estate brokers and sales agents 962 Data entry keyers 415
Production workers, all other 958 Machinists 409
Marketing and sales managers 922 Bailiffs, correctional officers & jailers 403
Operating engineers and other
Physicians and surgeons 877 construction equipment operators 398
Heating, air conditioning, and
Electricians 874 refrigeration mechanics 397
First line supervisors/managers of
productions and operating workers 874 Loan counselors and officers 392
Personal and home care aids 871 Packers and packagers, hand 391
Security guards & gaming surveillance Securities, commodities, and financial
officers 867 services agents 388
Automotive service techs & mechanics 852 Special education teachers 387
First line supervisors/managers of
construction trades and extraction workers 844 Computer support specialists 382
Computer scientists and systems analysts 837 Postal service mail carriers 373
Designers 834 Taxi drivers and chauffeurs 373

Although not shown in this report, the manual for the Wonderlic Personnel Test

(WPT; 1992) includes a figure that presents the mean and median scores of persons
employed in 72 occupations. Attorneys, for example, produced the highest mean and
median WPT scores, while packers produced the lowest WPT scores of the

72 occupational groups. Occupations that appear in the top 100 table were cross-
referenced with the WPT figure. This revealed that the most common occupations in the
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United States are filled by individuals who represent a very broad spectrum of general
cognitive ability based their WPT scores. This exercise suggests that occupational
differences in the WPT or some other measure of g among successful job incumbents
might serve as an ideal measure of overall job complexity.

Based on this reasoning, the Subcommittee recommends that the SSA conduct a study
in which all of the revised physical and mental residual functional capacity measures are
administered to a nationally representative sample of persons who have worked for at
least 6 months (i.e., “successful’” incumbents) in one of the 150 to 200 most common
occupations in the U.S. economy. If 50 to 75 successful incumbents in each occupation
are assessed, this will require 7,500 to 15,000 study participants.

By characterizing the physical and psychological abilities of a broadly representative
sample of successful job incumbents using the measures developed for the OIS, it will
be possible to arrange all 150-200 occupations hierarchically in terms of each
person-side characteristic. By reflection, each such hierarchy can be interpreted to
reflect the extent to which the underlying ability is required by each job. In this way,
occupational demands for lifting could be arranged from most to least by comparing the
maximum weight incumbents of each occupational group can actually lift when tested.
Likewise, differences in job complexity could be defined by arranging the mean scores
of job incumbents on some measure of g by occupational group. The occupation whose
incumbents earn the highest mean score would be identified as demanding the most
general cognitive ability. The occupation whose incumbents earn the lowest score
would be identified as requiring the least general cognitive ability. By documenting the
distribution of scores on each physical and psychological measure for all 150-200
occupations surveyed in this way, the SSA would be able to specify where any given
disability applicant’'s measured abilities fall in the distribution of abilities required by
each occupation. The same principle would apply to every measured person-side
characteristic and every job-side demand.

The results of this study could solve many problems. First, measuring the physical and
psychological abilities of successful job incumbents would provide empirical data about
the actual abilities required to perform each occupation. Second, by studying only the
150-200 most common occupations, residual abilities of claimants will be compared to
the requirements of occupations that are widely available. (Based on the table above, it
is likely that the top 150-200 occupations include at least 65% of all jobs in the U.S.
economy.) Third, by assessing both physical and psychological abilities of successful
job incumbents, the SSA would obtain critical information about the demands of specific
occupations for linking with patterns of residual abilities shown by individual disability
benefits. Fourth, this approach would greatly decrease the “inferential leap” currently
required between residual functional capacities as assessed by the SSA and
occupational demands as described in the DOT. Fifth, comparing the residual physical
and mental abilities of persons who have been adjudicated as unable to work with the
distributions of corresponding abilities among successful job incumbents could provide
crucial scientific data to help the SSA determine what levels of RFC are too low to work
in specific occupations. Finally, recording evidence about medical conditions that
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successful job incumbents have could provide quantitative data about what residual
capacities enable persons with a medical condition to work.

In addition to this normative study, the Subcommittee recommends that a study be
conducted of claimants for disability benefits and SSI/SSDI beneficiaries who have been
adjudicated as unable to work. By administering the revised physical and mental
residual functional capacity instruments along with the current instruments, the SSA will
be able to determine which specific measures best distinguish individuals who are able
to work (with or without medical conditions) and those who file disability claims and/or
are adjudicated as disabled from working under current SSA rules.
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is that the policy variables are to some degree endogenous. Accommodation is probably offered
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Social Security Disability Insurance (SSDI) beneficiaries with primary psychiatric impairments
comprise the largest, fastest growing, and most costly population in the SSDI program. The
Mental Health Treatment Study provides a comprehensive test of the hypothesis that access to
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coverage, can enable SSDI beneficiaries with psychiatric impairments to return to competitive
employment It will also examine which beneficiaries choose to enter an employment study
under such conditions. Currently in the field in 22 cities across the U.S., the MHTS aims to recruit
3,000 SSDI beneficiaries with psychiatric impairments into a randomized controlled trial. This
paper describes the MHTS, its background, and its process and outcome assessments. (PsycINFO
Database Record (c) 2009 APA, all rights reserved) (from the journal abstract)
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be fairly general, involving measures of 1Q, attention, working memory, and problem solving.
CONCLUSIONS: Cognitive performance was a significant predictor of job tenure but not job
attainment in the context of a clinical trial of two vocational rehabilitation approaches. It
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employment with effective vocational services. Longer-term employment success, however,
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functional outcome. However, psychiatry lacks a screening instrument that can reliably assess
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sensitivity, convergent validity, and reliability of the Repeatable Battery for the Assessment of
Neuropsychological Status (RBANS) as well as the relationship of the RBANS to symptoms and
employment status. This newly published test takes 25 minutes to administer and was
standardized on a U.S.-Census-matched adult population. The test provides a total score and
five index scores, each with a mean value of 100 (SD = 15). METHOD: RBANS data were obtained
from 129 patients with schizophrenia in the outpatient and inpatient programs of the Maryland
Psychiatric Research Center. RBANS data were correlated with WAIS-IIl and Wechsler Memory
Scale, 3rd ed. performance in 38 patients. Reliability data for alternate forms of the RBANS were
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obtained from 53 patients; symptom ratings were obtained from 48 patients; and employment
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memory measures. The total score demonstrated good reliability. RBANS performance
minimally correlated with Brief Psychiatric Rating Scale ratings but was strongly related to
employment outcome. CONCLUSIONS: The RBANS appears to be a useful cognitive screening
instrument in schizophrenia. The instrument may be a useful prognostic indicator and offers a
means of assessing cognitive status.
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oriented psychosocial rehabilitation (PSR) program for clients with severe mental illness. The
sample consisted of 194 individuals who participated in a study comparing a supported
employment program to a stepwise vocational program. Study participants who dropped out of
the PSR program within 6 months of study entry were compared to those who continued for at
least 6 months. Dropouts had poorer competitive employment outcomes than those who
continued. Participants with at least a high school diploma, never married, with a schizophrenia-
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spectrum diagnosis, and those assigned to a stepwise model of vocational rehabilitation were
more likely to dropout. The implications of these findings are discussed. (PsycINFO Database
Record (c) 2009 APA, all rights reserved) (from the journal abstract)
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Lerner, D., B. C. Amick, Ill, et al. (2003). "Relationship of employee-reported work limitations to work
productivity." Medical Care 41(5): 649-659.

Work limitation rates are crucial indicators of the health status of working people. If related to
work productivity, work limitation rates may also supply important information about the
economic burden of illness. Our objective was to assess the productivity impact of on-the-job
work limitations due to employees' physical or mental health problems. Subjects were asked to
complete a self-administered survey on the job during 3 consecutive months. Using robust
regression analysis, we tested the relationship of objectively-measured work productivity to
employee-reported work limitations. Each survey included a validated self-report instrument,
the Work Limitations Questionnaire (WLQ). The firm provided objective, employee-level work
productivity data. In adjusted regression analyses (n=1,827), employee work productivity
(measured as the log of units produced/hour) was significantly associated with 3 dimensions of
work limitations: limitations handling the job's time and scheduling demands, physical job
demands, and output demands. For every 10% increase in on-the-job work limitations reported
on each of the 3 WLQ scales, work productivity declined approximately 4 to 5%. Employee work
limitations have a negative impact on work productivity. (PsycINFO Database Record (c) 2009
APA, all rights reserved)

Lerner, D., B. C. Amick, Ill, et al. (2001). "The Work Limitations Questionnaire." Medical Care 39(1): 72-

85.

Developed and assessed psychometric properties of a questionnaire for measuring on-the-job
impact of chronic health problems and/or treatment (work limitations). Three pilot studies
(focus groups, cognitive interviews, and an alternate forms test) generated candidate items,
dimensions, and response scales. Two field trials (Studies 1 and 2) tested test recall error and
construct validity of the questionnaire. Ss were employed individuals (aged 18-64 yrs) from
several chronic condition (e.g., arthritis, headache, epilepsy) groups (48 in Study 1, 121 in Study
2) and 14 healthy controls (Study 1). With 25 items, 4 dimensions (limitations handling time,
physical, mental-interpersonal, and output demands), and a 2-wk reporting period, the Work
Limitations Questionnaire demonstrated high reliability and validity. (PsycINFO Database Record
(c) 2009 APA, all rights reserved)
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With the admission of people who experience psychiatric disabilities in the state-federal
vocational rehabilitation system and the Social Security disability rolls in the 1960s, assessment
of their capacity to work has been a major concern. Given the rising rates of claims for
psychiatric disability in both the public and the private sectors, and the disappointing
employment outcomes of people with psychiatric disabilities compared to those with other
disabilities, there have been numerous initiatives to accurately assess their employment
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potential. Historically, such assessment within the Social Security Administration has relied upon
evaluation of a person's medical impairment, but numerous studies suggest a weak relationship
between measures of psychiatric diagnosis or symptoms and work outcome. Efforts have been
undertaken to identify valid and reliable methods of assessing the ability of people with
psychiatric disabilities to work. The authors review (a) methods of assessing work function for
this population, and (b) the literature on predictors of work functioning and the nature of
psychiatric disability, and suggest implications for disability determination policies and for future
research. (PsycINFO Database Record (c) 2009 APA, all rights reserved) (from the journal
abstract)
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disabilities." Journal of Vocational Rehabilitation 18(1): 15-24.
Years after the passage of the Americans with Disabilities Act, little empirical information exists
about the relationship between the functional limitations experienced by individuals with
psychiatric disabilities, and related reasonable accommodations provided on the job. A multi-
site, longitudinal study was conducted with 191 employees in 22 supported employment
programs across 3 states during a 1-year study period. Data were gathered prospectively in a
structured, narrative form designed to describe both the functional limitations and
accommodations of participants. The most frequent functional limitations among this group of
employed persons with psychiatric disabilities were cognitive in nature, followed by social,
physical, and emotional/other. There was a significant relationship between the type of
functional limitation and the number and type of accommodations received. There was a
marginally significant relationship between type of functional limitation and a diagnosis of
schizophrenia. There were no significant relationships between any other clinical or
demographic factors, functional limitations or reasonable accommodations. Cognitive
limitations were the most prevalent in this sample and the best predictor of the number of
accommodations provided. (PsycINFO Database Record (c) 2009 APA, all rights reserved)
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accommodations for people with psychiatric disabilities: quantitative findings from a multi-site study."

Community Mental Health Journal 38(1): 35-50.
Despite the requirement of many employers to provide accommodations in the workplace for
individuals with disabilities under Section 504 of the Rehabilitation Act of 1973, the
preponderance of accommodations that have been described in the literature concern physical
rather than psychiatric disabilities. This study was an exploratory, descriptive, longitudinal,
multi-site investigation of reasonable workplace accommodations for individuals with
psychiatric disabilities involved in supported employment programs. We discuss the functional
limitations and reasonable accommodations provided to 191 participants and the characteristics
of 204 employers and 22 service provider organizations participating in the study. Implications
for service providers and administrators in supported employment programs are discussed.

Mak, D. C. S., H. W. H. Tsang, et al. (2006). "Job Termination Among Individuals with Severe Mental
Iliness Participating in a Supported Employment Program." Psychiatry: Interpersonal and Biological
Processes 69(3): 239-248.
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This study, which explored job terminations among 60 individuals with severe mental illness
participating in a supported employment program in Hong Kong, used the Chinese Job
Termination Interview that was validated and translated from the Job Termination Interview
(JTI; Becker, Drake, Bond et al., 1988). More than half of the job terminations (53%) were
unsatisfactory which included dissatisfaction with job (44%) and lack of interest (22%).
Modification of work schedules and provision of adequate supervision and coaching at the
workplace were identified as necessary job accommodations. Similarities and differences of
findings were compared with overseas studies. Possible improvement of current supported
employment program was discussed. (PsycINFO Database Record (c) 2009 APA, all rights
reserved) (from the journal abstract)

Massel, H. K., R. P. Liberman, et al. (1990). "Evaluating the capacity to work of the mentally ill."

Psychiatry: Journal for the Study of Interpersonal Processes 53(1): 31-43.
Ss were grouped into categories of psychotic (n = 79) or nonpsychotic (n = 64), and disabled or
nondisabled, in regard to adjudication for mental impairment from the Social Security
Administration (SSA). Ss were evaluated for their work capacity in either a 3- or 15-day
vocational assessment. There were significant relationships between disability status and work
capacity, in the direction of better performance for nondisabled Ss. Ss who were adjudicated
appeared to be more work incapacitated than Ss who were not so adjudicated. Findings
reflected concordance between the evaluation procedure and the SSA's disability determination
process. (PsycINFO Database Record (c) 2009 APA, all rights reserved)

Matheson, L. N. (2001). "Disability methodology redesign: considerations for a new approach to

disability determination." J Occup Rehabil 11(3): 135-42.
Disability determination meets important societal needs, involving billions of dollars and millions
of people every year. However, disability determination decisions often are incorrect, and the
high proportion of decision appeals and reversals creates additional administrative expense and
difficulty for the people that the disability determination system is intended to support. Projects
funded by the United States Social Security Administration explored these issues and developed
new conceptual models and tools to improve the accuracy and fairness of disability
determination. This paper provides an introduction to the projects and the papers in this special
issue of the Journal of Occupational Rehabilitation.

Matheson, L. N., M. Kane, et al. (2001). "Development of new methods to determine work disability in

the United States." ) Occup Rehabil 11(3): 143-54.
The development of new methods to determine work disability for the United States Social
Security Administration is described, including the fiscal and administrative background to the
current and proposed methods. An introduction to the current disability determination process
and description of its status is followed by a description of the original proposed plan for
redesign of the process. In response to this plan, the authors participated in several research
projects. An overview of some of the key research projects performed to improve the Social
Security Administration disability determination process is provided.

Matheson, L. N., V. Kaskutas, et al. (2001). "Development of a database of Functional Assessment
Measures related to work disability." Journal of Occupational Rehabilitation 11(3): 177-199.

C-39



Mental Cognitive Subcommittee

Content Model and Classification Recommendations

The development of the Functional Assessment Measures Database is described. The database
provides a method to organize and search for measures that are used to assess the functional
abilities of people with medical impairments to determine work disability. Although there are
several large collections of information about tests, questionnaires, structured interviews, and
other measures used in medicine, psychology, and education, there is no central repository of
information about the functional assessment measures that are used in rehabilitation. A team of
experts in functional assessment, psychology, medicine, occupational therapy, and physical
therapy was composed. The project identified 4,200 different measures that are used in the
functional assessment of persons with disability across the life span, 812 of which are used to
evaluate adults in terms of work disability. The database has 3,033 scales that are found in 633
measures. In the database, each measure is described and is linked to at least one functional
assessment construct. The use of the database in the Social Security Administration Redesign
Project is described. Other possible uses for the database are presented. (PsycINFO Database
Record (c) 2009 APA, all rights reserved)

McGuire, A. B., G. R. Bond, et al. (2007). "Situational assessment in psychiatric rehabilitation: A

reappraisal." Journal of Vocational Rehabilitation 27(1): 49-55.
Background: One widely-used approach in the vocational rehabilitation field is the situational
work assessment, in which staff rate general worker behaviors relevant to any employment
setting. The Work Behavioral Inventory (WBI) is a standardized situational assessment
developed specifically for individuals with severe mental illness (SMI). Originally developed in a
sheltered workshop environment, its application in community settings has not been studied.
We examined the predictive validity for the WBI in a range of community and agency settings.
Methods: Using a prospective longitudinal study, we assessed 52 clients with schizophrenia
spectrum disorders newly enrolled in a vocational program at a psychiatric rehabilitation
agency. Participants were followed for nine months and assessed every two months on the WBI.
Findings: WBI ratings were unrelated to employment outcomes in the full sample at nine
months. However, among participants who obtained paid employment at some time during
follow-up, WBI ratings were positively associated with total wages earned, weeks worked, and
paid hours worked. Conclusions: Situational assessment is a useful method for predicting
employment outcomes for individuals with schizophrenia who obtain work. However, its utility
in predicting initial job acquisition is uncertain. In addition, the limitations in the use of situation
assessments in community employment settings raise questions about how it would be best
adapted in programs implementing evidence-based supported employment. (PsycINFO
Database Record (c) 2009 APA, all rights reserved) (from the journal abstract)

McGurk, S. R. and H. Y. Meltzer (2000). "The role of cognition in vocational functioning in

schizophrenia." Schizophr Res 45(3): 175-84.
Schizophrenia is associated with long-term unemployment. Cognitive dysfunction, rather than
clinical symptoms, may be the most important factor in the ability to work for patients with this
disorder. To evaluate the relationship of clinical symptoms and cognitive functioning to work
status, thirty patients with schizophrenia, who were participants in a vocational rehabilitation
program, were evaluated with a comprehensive neuropsychological battery and assessment of
psychopathology. Subjects were classified as being in stable full-time, part-time or unemployed
work status for at least a year. Univariate analysis indicated that patients who were working full-
time were significantly better educated, more likely to be treatment-resistant, more likely to be
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treated with an atypical antipsychotic medication, had more positive symptoms, and were
engaged in work tasks which were more cognitively complex than the part-time employed and
unemployed work groups. An ANCOVA controlling for education demonstrated that the full-time
employed group performed significantly better than the unemployed group on measures of
executive functioning, working memory and vigilance; and significantly better than the part-time
group on measures of vigilance and executive functioning. Although negative symptoms did not
significantly relate to work status in the univariate analysis, a multiple regression indicated that
negative symptoms, level of education, and executive functioning differentiated the work
groups. These results suggest that poor premorbid function, negative symptoms and cognitive
dysfunction are significantly associated with unemployment in schizophrenia.

McGurk, S. R. and K. i. T. Mueser (2006). "Strategies for coping with cognitive impairments of clients in

supported employment." Psychiatric Services 57(10): 1421-1429.
Objective: This study evaluated the strategies used by employment specialists to help clients in
supported employment programs manage cognitive impairments that interfered with obtaining
and keeping jobs. Methods: Twenty-five supported employment specialists were surveyed to
identify strategies they used to help their clients cope with cognitive problems in the domains of
attention, psychomotor speed, memory, and problem solving. Then, 50 employment specialists
were surveyed to determine whether they used each of the different coping strategies
generated in the first part of the study. For each strategy used, they rated how effective it was.
Results: Employment specialists reported using a total of 76 different strategies for helping their
clients cope with cognitive difficulties. The specialists reported using an average of 48 different
coping strategies, which they rated on average as just below effective. Strategies for dealing
with attention problems were rated as more effective than strategies used in the other three
domains. The number of coping strategies that they reported using was significantly correlated
with the perceived effectiveness of the strategies and the proportion of clients in their caseload
who were working. Conclusions: Supported employment specialists were actively involved in
helping clients cope with their cognitive impairments. Use of more strategies was correlated
with specialists' greater perceived effectiveness of the strategies and with higher rates of
working clients on their caseloads, although the reasons for these associations are unclear.
Further research is needed to evaluate whether employment specialists' use of more strategies
to help clients cope with cognitive problems contributes to better work outcomes. (PsycINFO
Database Record (c) 2009 APA, all rights reserved) (from the journal abstract)

McGurk, S. R. and K. T. Mueser (2004). "Cognitive functioning, symptoms, and work in supported

employment: a review and heuristic model." Schizophr Res 70(2-3): 147-73.
OBIJECTIVE: Supported employment has been shown to improve the employment outcomes of
clients with severe mental illness (SMI), but many clients who receive this service still fail to
achieve their vocational goals. There is a need to better understand how illness-related
impairments interfere with work, and how supported employment services deal with those
impairments in order to improve the employment outcomes of clients with SMI. METHOD: We
conducted a review of research on the relationship between cognitive functioning, symptoms,
and competitive employment in clients with SMI. Based on this review, we developed a heuristic
model of supported employment that proposes specific interactions between cognitive factors,
symptoms, vocational services, and employment outcomes. RESULTS: The review indicated that
cognitive functioning and symptoms were strongly related to work in studies of general

C-41



Mental Cognitive Subcommittee

Content Model and Classification Recommendations

psychiatric samples. In studies of clients participating in vocational rehabilitation programs,
associations between cognitive functioning, symptoms, and work were also present, but were
attenuated, suggesting that vocational rehabilitation compensates for the effects of some
cognitive impairments and symptoms on work. We describe a heuristic model of supported
employment that posits specific and testable effects of cognitive domains and symptoms on
vocational services and employment outcomes. CONCLUSIONS: Supported employment appears
to work by compensating for the effects of cognitive impairment and symptoms on work. The
model may serve as a guide for research aimed at understanding how supported employment
works, and for developing supplementary strategies designed to improve the effectiveness and
cost-effectiveness of supported employment services.

McGurk, S. R. and K. T. Mueser (2006). "Cognitive and clinical predictors of work outcomes in clients

with schizophrenia receiving supported employment services: 4-year follow-up." Adm Policy Ment

Health 33(5): 598-606.
In a prior study we showed that cognitive functioning was a modest predictor of work and
supported employment services over 2-years in 30 clients with schizophrenia, whereas
symptoms were not (McGurk et al. (2003). Psychiatric Services, 58, 1129-1135). In order to
evaluate whether the long-term provision of supported employment services reduced the
impact of cognitive functioning on work, we examined the relationships between cognitive
functioning and symptoms assessed after the initial 2 years of the program, and work and
vocational services over the following 2 years (3-4 years after joining the program). Cognitive
functioning was more predictive of work during the latter 2 years of the study than the first 2
years, and a similar but weaker pattern was present for the prediction of employment services.
Symptoms remained weak predictors for both time periods. In addition, learning and memory
and executive functions were strongly correlated with job task complexity during the 3-4 year
follow-up, but not the 1-2 year follow-up, suggesting that employment specialists were able to
improve their ability to match clients to jobs based on their cognitive skills. Furthermore, the
specific associations between cognitive functioning, services, and work outcomes changed from
years 1-2 to years 3-4, suggesting a dynamic interplay between these factors over the long-term,
rather than static and unchanging relationships. The findings indicate that rather than supported
employment services reducing the impact of cognitive functioning on long-term competitive
work, the impact actually increases over time, suggesting that efforts to improve cognitive
functioning (e.g., cognitive rehabilitation) may optimize employment outcomes in
schizophrenia.

Penn, D. L., L. J. Sanna, et al. (2008). "Social cognition in schizophrenia: An overview." Schizophrenia

Bulletin 34(3): 408-411.
The purpose of this column is to provide an overview of social cognition in schizophrenia. The
column begins with a short introduction to social cognition. Then, we describe the application of
social cognition to the study of schizophrenia, with an emphasis on key domains (i.e., emotion
perception, Theory of Mind, and attributional style). We conclude the column by discussing the
relationship of social cognition to neurocognition, negative symptoms, and functioning, with an
eye toward strategies for improving social cognition in schizophrenia. (PsycINFO Database
Record (c) 2009 APA, all rights reserved) (from the journal abstract)
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Rogers, E. S., K. Sciarappa, et al. (1991). "Development and evaluation of situational assessment

instruments and procedures for persons with psychiatric disability." Vocational Evaluation & Work

Adjustment Bulletin 24(2): 61-67.
Developed 2 instruments, a work adjustment skills scale and an interpersonal skills scale. Staff in
2 psychosocial programs were trained in the situational assessment procedures and in
observation techniques. 50-63 yr old clients (with schizophrenia, schizo-affective, or depressive
disorder) were selected to examine the psychometric properties of the instruments. Interrater
reliability, test-retest reliability, internal consistency, and split-half reliability statistics were
computed from the data collected. Results suggest high levels of reliability for the 2
instruments. Predictive validity and concurrent validity of the instruments were examined by
following the clients for 1 yr postassessment. A discriminant analysis was performed to
determine if the situational assessment predicted vocational outcome. Concurrent validity was
determined by correlating Ss' scores on the 2 scales with the Griffiths' Work Behavior Scale.
(PsycINFO Database Record (c) 2009 APA, all rights reserved)

Salyers, M. P., A. B. McGuire, et al. (2008). "What makes the difference? Practitioner views of success

and failure in two effective psychiatric rehabilitation approaches." Journal of Vocational Rehabilitation

28(2): 105-114.
The current study examined success in two vocational programs by interviewing practitioners in
two philosophically different employment programs at a psychosocial rehabilitation agency.
Practitioners' views of what constitutes success and factors facilitating success were analyzed
using both qualitative and quantitative means. In general, practitioners viewed success as more
than just obtaining a job, but maintaining employment over time and making life changes.
Success was most often attributed to consumer motivation, and lack of success was attributed
to mental health symptoms. Furthermore, practitioners from each program tended to view
success in a manner consistent with their program's philosophy. (PsycINFO Database Record (c)
2009 APA, all rights reserved) (from the journal abstract)

Schultheis, A. M. and G. R. Bond (1993). "Situational assessment ratings of work behaviors: Changes

across time and between settings." Psychosocial Rehabilitation Journal 17(2): 107-119.
Evaluated staff ratings of work behaviors for 52 clients with serious mental iliness participating
in a community mental health center vocational program. There were 2 sites for job training: in-
house work crews and a "handyman work crew" providing temporary, paid employment in the
community. Contrary to expectations, clients declined significantly in their work performance
over a 3-mo period. Moreover, when observed in the community work crews, clients were rated
significantly higher than when observed in in-house crews. Findings are interpreted as reflecting
a "demoralization effect" among clients working in the in-house setting after previously working
in a paid community placement. (PsycINFO Database Record (c) 2009 APA, all rights reserved)

Tsang, H., B. Ng, et al. (2000). "Predictors of post-hospital employment status for psychiatric patients in
Hong Kong: From perceptions of rehabilitation professionals to empirical evidence." International
Journal of Social Psychiatry 46(4): 306-312.
Compared the social vocational competence and psychosocial support of employed and
unemployed psychiatric patients following discharge. 50 mental hospital patients (aged 17-55
yrs) were assessed concerning social vocational competence and psychosocial support. Results
show that 3 mo following discharge employed Ss exhibited better psychosocial support and
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social vocational competence than did unemployed Ss. Employed and unemployed Ss did not
differ in their medical history, work history, or demographic variables. (PsycINFO Database
Record (c) 2009 APA, all rights reserved)
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Appendix A
Biographic Sketches of Subcommittee Members

David J. Schretlen, Ph.D., Chair

David J. Schretlen, Ph.D. is as an Associate Professor of Psychiatry and Behavioral
Sciences, as well as an Associate Professor of Radiology at the Johns Hopkins
University School of Medicine. He is board-certified in clinical neuropsychology, and
works at the Johns Hopkins Hospital, where he sees patients, teaches, and conducts
research.

Dr. Schretlen completed his doctorate in clinical psychology at the University of Arizona
in 1986, an internship at McLean Hospital, Harvard Medical School, and a post-doctoral
residency in neuropsychology and rehabilitation at the UCLA Neuropsychiatric Institute.
While at UCLA, Dr. Schretlen was awarded a Mary E. Switzer fellowship by the National
Institute of Disability and Rehabilitation Research.

Dr. Schretlen has served as a grant reviewer for the National Institutes of Health and
the Veterans Administration Medical Center. He serves on the editorial boards of
several scientific journals. A prolific researcher, he has authored over 175 articles,
monographs, book chapters, and abstracts. His research interests include the use of
quantitative brain imaging to investigate cognitive and emotional aspects of human
behavior. He has received federal and private research funding to study determinants of
work disability in traumatic brain injury and bipolar disorder. He currently is analyzing
predictors of functional disability in schizophrenia and bipolar disorder. Related to this is
another program of research in which Dr. Schretlen is investigating strategies to
increase the diagnostic sensitivity and specificity of neurocognitive measures for
persons of diverse socioeconomic background.

In addition to research and teaching, Dr. Schretlen is actively engaged in clinical work
that primarily involves neuropsychological assessment. He consults to physicians about
treatment planning and attorneys about matters involving such matters as vocational
aptitude and work disability resulting from brain injuries.

Mary Barros-Bailey, Ph.D.

Mary Barros-Bailey, PhD, CRC, NCC is a bilingual rehabilitation counselor, vocational
expert, and life care planner in Boise, Idaho. She is the immediate past Chair
(2007-2008) of the Commission on Rehabilitation Counselor Certification (CRCC) and
served as the Ethics Committee Chair from 2005-2007. Mary was one of the founding
members of the Inter-organizational O*NET Task Force (IOTF) that in the early 2000s
collaborated with the US Social Security Administration and the US Department of
Labor on the use of occupational data within the disability context. She is a reviewer or
on the Editorial Boards of several peer-review journals such as the Journal of
Counseling & Development (American Counseling Association), the Journal of Forensic
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Vocational Analysis (American Board of Vocational Experts), and the Journal of Mixed
Methods Research (SAGE Publications). Mary has a doctorate in Counseling with a
cognate in Rehabilitation Counseling from the University of Idaho. Her research and
presentation interests include professional issues in rehabilitation counseling (ethics,
methodological, aging, multicultural, and international). She has presented and
published nationally and internationally.

Robert T. Fraser, Ph.D.

Robert T. Fraser, Ph.D. is a professor in the University of Washington's Department of
Rehabilitation Medicine, jointly with the Departments of Neurological Surgery and
Neurology and consultant with Associates in Rehabilitation and Neuropsychology. He is
an active counseling and rehabilitation psychologist, a certified rehabilitation counselor
and a certified life care planner who directs Neurological Vocational Services within
Rehabilitation Medicine. Within neurological rehabilitation, he has specialized in
epilepsy, brain injury, and multiple sclerosis.

Dr. Fraser is author or co-author of more than one hundred publications and co-editor
on four texts to include Traumatic Brain Injury Rehabilitation (CRC Press,1999), Multiple
Sclerosis Workbook (New Harbinger, 2006), and Comprehensive Care in Epilepsy
(John Libbey, 2001). He has been awarded numerous Federal grants by the
Department of Education (NIDRR and RSA) - four of which have been specific to
traumatic brain injury rehabilitation, and, more recently, in epilepsy self-management by
the Center for Disease Control (CDC). He was awarded two World Rehabilitation Fund
fellowships to review, respectively, the post-acute traumatic brain injury programs in
Israel and epilepsy rehabilitation advances in Scandinavia and Holland. He lectures
nationally on TBI rehabilitation. Research emphases have included evaluation of
innovative psychosocial rehabilitation strategies and prediction of vocational
rehabilitation outcome across different neurological disabilities. He is the recipient of two
American Rehabilitation Counseling Association Research Awards, and an Epilepsy
Foundation of America Career Achievement Award. Dr. Fraser is a past-president of
Rehabilitation Psychology, Div. 22 of the American Psychological Association and a
Fellow in the Division, a former Board member of the Epilepsy Foundation of America
(EFA), a current board member of the Epilepsy Foundation Northwest, and was recently
elected to the Board of Governors for the International Consortium of Multiple Sclerosis
Centers.

Dr. Fraser has received master’s degrees in rehabilitation counseling (University of
Southern California) and public administration (Seattle University). His doctorate is in
rehabilitation psychology from the University of Wisconsin—Madison, with a dissertation
focused on the use of task analysis in the national classification and utilization of state
agency vocational rehabilitation personnel.
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Sylvia E. Karman

As Director for Social Security Administration’s (SSA’s) Occupational Information
Development Project in the Office of Program Development and Research,

Sylvia E. Karman oversees the research and development of occupational information
tailored to SSA’s disability programs. She directs the investigations and developmental
work to replace the Dictionary of Occupational Titles, as well as studies to inform
disability policy development. She also chairs the SSA Occupational Information
System Development Workgroup.

Ms. Karman serves as an expert for SSA executive management and for numerous
private and public sector entities on medical-vocational assessment and occupational
information issues critical to disability evaluation. As the former Chief of the Vocational
Policy Branch in SSA’s Office of Disability Programs and, before that, the lead senior
policy analyst and project manager for occupational information analysis and policy
issues related to SSA’s use of the Dictionary, she has long held a leadership role for the
agency in these subject areas.

Ms. Karman began her career with SSA in 1979 as a college intern. After graduating in
1982 with a bachelors of arts degree from Towson University in Maryland, her work
involved policy and legislative development and program evaluation for the
Supplemental Security Income program under title XVI and for the agency’s disability
programs under both titles Il and XVI. Ms. Karman has presented and published papers
in the areas of SSA’s use of the Dictionary of Occupational Titles for disability
adjudication, medical-vocational assessment, and the role of vocational factors and
occupational information in disability evaluation, including transferable skills analysis.
She is a frequent speaker at conferences and seminars throughout the US and Canada.
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Appendix B

Biographic Sketches of Mental Cognitive Roundtable Participants

David J. Schretlen, PhD, ABPP

See Appendix A

Mary Barros-Bailey, PhD, CRC

See Appendix A

Robert T. Fraser, PhD

See Appendix A

Sylvia E. Karman, BA

See Appendix A

Shannon Gwaltney-Gibson, PhD

Education
B.A., Liberal Arts, magna cum laude, Armstrong Atlantic State University

M.S., Industrial and Organizational Psychology, Virginia Polytechnic Institute & State
University

Ph.D., Industrial and Organizational Psychology, Virginia Polytechnic Institute & State
University

Areas of Expertise

Professor Gibson'’s expertise is in issues related to human resources management &
organizational behavior in organizations. Her research includes more than 35 published
conference proceedings and 19 peer-reviewed journal articles on topics relevant to
human resources and organizational development including job analysis, technology
acceptance in organizations, and entrepreneurship. Her research can be seen in the
Journal of Small Business Strategy, Business Education Forum, Small Business
Institute Forum, and Management Research News, among others.
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Professional Activities

Professor Gibson is an Associate Professor of Management at East Carolina University,
where she has been a member of the College of Business since 2003. She has
extensive experience teaching issues related to occupational analysis; in addition to
currently teaching graduate level Human Resources, she previously spent two years
teaching Industrial and Organizational Psychology at ECU, as well as courses at
Radford University and Texas A&M Corpus Christi. She was awarded the 2009 Robert
L. Jones University Alumni Award for Outstanding Teaching and the 2009 Max Ray
Joyner Award for Faculty Service Through Continuing Education. In addition to her
university responsibilities, she currently acts as a consultant to State Farm Insurance on
issues related to human resources management and leadership development. She is a
member of The Academy of Management, the Society for the Advancement of
Management, the Society for Industrial & Organizational Psychology, the Southeast
Decision Sciences Institute, and the Southeast Institute for Operations Research and
the Management Sciences.

Mark Wilson, PhD

Dr. Mark A. Wilson, Associate Professor of Psychology, NC State University, joined the
faculty in 1992. He received a B.A. in Psychology from Wartburg College (1975), an
M.A. in Experimental Psychology from the University of Missouri-Kansas City (1978),
and a Ph.D. in Industrial/ Organizational Psychology from Ohio State University (1983).

While completing the Ph.D., he served as Project Coordinator, Technical Director, and
Senior Research Associate for Organizational Research and Development Inc. on a
comprehensive human-resource research project involving human-resource planning,
job analysis, selection (managerial assessment centers), performance appraisal, and
compensation for a market-leading insurance company. The experience drastically
altered his view of the field and his research interests. It was while working on the
project that he developed his interest in the integration of human-resource systems,
comprehensive job analysis, his dedication to the scientist-practitioner model and the
problems of practitioners, and his love for fieldwork.

He has always been interested in work measurement issues, models of human job
performance in organizations, and research methods. He has consulted and conducted
research extensively with numerous large organizations in both the private and public
sectors. He has taught graduate and undergraduate management courses as an
Assistant Professor at both Texas Tech University (1981-1985) and lowa State
University of Science and Technology (1985-1992). In 1999, he was made an honorary
member of the United States Army Special Forces. In 2006, he was appointed editor of
Ergometrika (The Journal of Work Measurement Research).
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Gary R. Bond, PhD

Education

B.S., Mathematics, Michigan State University
M.A., Psychology, University of Chicago
Ph.D., Psychology, University of Chicago
Areas of Expertise

Professor Bond is an expert in effective rehabilitation approaches for people with severe
mental illness. His research has focused on two particular areas: assertive community
treatment, which is a comprehensive, intensive case management approach for people
with severe mental illness who also have other challenging problems, and supported
employment, which is an individualized approach to helping people attain competitive
employment. He has published 139 peer-reviewed journal articles, 32 book chapters,
and has taken part in 20 international presentations.

Professional Activities

Professor Bond is the Chancellor’s Professor of Psychology at Indiana University
Purdue University, Indianapolis. He served as the Director of the Clinical Rehabilitation
Psychology Program at I[UPUI for 14 years and also served as the Director of the lllinois
Psychiatric Rehabilitation Training Institute from 2002-2003. Professor Bond has twice
held the Research Scientist Development Award from the National Institute of Mental
Health (1989-1994, 1996-2001) and has received national awards from the American
Psychological Association, the American Rehabilitation Counseling Association, the
International Association of Psychosocial Rehabilitation Services, and the National
Association of Case Management. He is currently involved as a co-investigator or
consultant on five grants.

Susanne Bruyére, PhD

Education

B.A., Psychology and Special Education, D’Youville College

M.S. Ed., Rehabilitation Counseling, University of Southern California
M.A., Adult Education, Seattle University

M.P.A, Public Administration, Seattle University

Ph.D, Rehabilitation Counseling, University of Wisconsin, Madison
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Areas of Expertise

Professor Bruyére is an expert in the fields of disability, disability and rehabilitation,
disability and law, and diversity and inclusion. She has focused on other relevant topics
including: primary and secondary prevention of workplace disability, disability
management, non-discrimination for persons with disabilities in employment, the
Americans with Disabilities ACT (ADA), and the interplay between the ADA, human
resource practices, and labor relations. She has contributed to 13 publications and her
work can be found in journals such as the Journal of Rehabilitation Psychology and
American Rehabilitation.

Professional Activities

Professor Bruyére is the Associate Dean of Outreach and the Director of the
Employment and Disability Institute at Cornell University in the School of Industrial and
Labor Relations — Extension Division. A fellow in the American Psychological
Association, she has served as the past President of the Division of Rehabilitation
Psychology of the American Psychological Association and the National Council on
Rehabilitation Education. She currently serves on the boards of the National Association
of Rehabilitation Research and Training Centers and of CARF (the Rehabilitation
Accreditation Commission). She is currently the Project Director and Principal
Investigator of numerous research efforts. Three are funded by the U.S. Department of
Education, National Institute on Disability and Rehabilitation Research (NIDRR). One of
the projects she is currently working on is a four-year research and demonstration
project in collaboration with the Society for Human Resource Management, the
Washington Business Group on Health, and the Lewin Group to address ways to
improve the employment practices covered under the Americans with Disabilities Act
(ADA).

Lynda Payne, PhD

Education

A.A., Nursing, Middle Tennessee State University, Murfreesboro, TN

B.S., Psychology, ldaho State University, Pocatello, ID

M.S., Marriage & Family Therapy, University of Maryland, College Park, MD

Ph.D., Applied Developmental Psychology, University of Maryland, Baltimore County,
MD

Personal Activities and Interests

Lynda Payne, PhD, is a Consulting Psychologist for the State of Maryland’s Disability
Determination Services. In addition to her role as a consulting psychologist, she works
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as a Psychometrician for the Kennedy Krieger Institute in Baltimore, Maryland. From
1995-2004, she was involved in a research study for the Department of the Environment
/ HUD in which she investigated the treatment of lead-exposed children through a
multi-site, clinical trial of an oral chelating agent. From 2001-2005, she examined the
target capacity for expansion for adolescent outpatient substance abuse treatment.

She has presented at the International Conference on Infant Studies and has been
published in the American Journal of Mental Retardation and the Encyclopedia of
Human Behavior.

E. Sally Rogers, ScD

Education

B.A., Temple University

M.A., Seton Hall University
ScD, Boston University
Personal Activities and Interests

Professor Rogers is an Associate Professor of Occupational Therapy at the Sargent
College of Health and Rehabilitation Sciences, Boston University. She also serves as
the Director of Research at the Center for Psychiatric Rehabilitations. Her interests
include the evaluating the effectiveness and cost effectiveness of psychiatric
rehabilitations, measuring outcomes, and assisting psychological rehabilitation
programs to evaluate the effectiveness of their services. She has contributed to 24
publications and is currently the principle investigator on three grants, two of which are
funded by the National Institute on Disability and Rehabilitation Research (NIDRR).

Pamela A. Warren, PhD

Education

B.A., Psychology, Southern lllinois University, Carbondale, lllinois

M.A., Behavior Analysis and Therapy, Southern lllinois University, Carbondale, lllinois
Ph.D., Psychology, Southern lllinois University, Carbondale, Illinois

Professional Activities

Dr. Warren is a faculty member in the Department of Counseling as well as the
Department of Psychiatry at the University of lllinois, Urbana, lllinois. She has worked
as a Clinical Psychologist for the Carle Clinic Association in Urbana, lllinois since 1991.
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She continues to be an advisor for the American College of Occupational and
Environmental Medicine’s (ACOEM) Practice Guidelines newsletter, and is a
psychological disability evaluator for the lllinois State Universities Retirement System.
She conducts independent psychological evaluations and complete file & peer reviews
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Interventions, and Army Corp of Engineers, and others. She is a psychological
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expert panels, such as the expert panels for ACOEM’s Chronic Pain Practice Guidelines
and Psychiatric Guidelines revision as well as the Social Security Administration’s
Functional and Vocational Expertise Panel. She has been co-investigator on a number
of studies, including research on the evaluation of psychological concerns that occur in
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Appendix C—-1

Mental Cognitive Roundtable — Instructions to Participants

General Meeting Information

The meeting will be held at the Hyatt Regency McCormick Place, 2233 South Martin L.
King Drive, Chicago, lllinois, USA 60616-9985, in Conference Center Room CC22C on
Monday, June 8, 2009, from 8:30 am to 4:30 pm (CDT).

For Roundtable participants, your travel arrangements will be handled by A-S-K
Associates, as you were notified in an email from Debra Tidwell-Peters.

For Panel members, if you have any questions about travel, please contact Elaina Wise
at 410-965-9863.

If you need directions or information from the hotel, please see the hotel website at
http://www.mccormickplace.hyatt.com/hyatt/hotels/index.jsp or contact the hotel at
(312) 567-1234.

Roundtable Discussion Materials and Assignments

The attached document, “Purpose and Scope of Roundtable,” will provide you with
detailed information on the research questions that we are investigating, as well as
background information on Social Security’s disability programs. The latter will provide
the context for this discussion.

Before the Roundtable, we ask that you:

1. Read the “Purpose and Scope” document and any perti