June 10, 2003

Commissioner

U.S. Social Security Administration

P.O. Box 17703

Baltimore, MD 21235-7703

RE:
Criteria for Evaluating Mental Disorders

These comments are submitted in response to the March 17, 2003 notice in the Federal Register regarding the Social Security Administration’s (SSA) intention to revise the criteria for evaluating mental impairments under federal disability programs.

In New York State, eligibility determinations and appeals are issues of concern for certain child caring and children’s residential mental health providers.  These providers often act on behalf of children in their care who have severe emotional disturbances and mental impairments.

The following comments are offered for your consideration.

Evidence 

A.
The importance of Recognizing Evidence from all Medical Sources

SSA should provide guidance to adjudicators in the Introduction section of the Listing and in separate regulations about the importance of accessing and considering evidence from all health care professionals in assessing the limitations imposed by mental impairments.

Because SSA has established a distinction between “medical” and “non-medical” evidence, this distinction allows adjudicators to consider non-physician evidence to be less important.  Often, evidence related to mental impairments is provided by licensed health professionals other than physicians.  Adjudicators should not evaluate non-physician evidence as less relevant because it often contains key information needed to establish the individual’s functional limitations.

Evidence from an “acceptable medical source” is necessary to establish the existence of a “medically determinable impairment”.  Once a “medically determinable impairment” is established, evidence from “other sources” is obtained to show the severity of the impairment and the limitations it imposes.  These “other sources” include many of the primary sources of health care treatment for individuals with mental impairments, such as, therapists, psychiatric social workers, educational personnel, nurse practitioners.  Evidence from other sources regarding the severity of the impairment should not be treated differently when provided by licensed professionals than when provided by a psychiatrist or psychologist.

The organization of community mental health programs is such that an individual may see the psychiatrist rarely for the purpose of medication evaluation.  The professionals most familiar with the individual’s functional limitations may be therapists or psychiatric social workers.  Current regulations do not treat evidence from such sources as “medical evidence of record” even thought it is prepared by a professional, included in the case files and a key part to a fully informed physician supervised treatment team.  This evidence should be given as much weight by adjudicators as the records and recommendations of consultative examiners who see the individual only once or to non-examining state agency physicians who only review the file.

Therefore, SSA should treat records that are part of a medically supervised treatment plan as medical evidence, especially when the evidence comes from a licensed clinic.  This recommendation is necessary to assure that low-income individual’s are not unfairly disadvantaged in their claim because they sought treatment in a setting where most of the work is not done by physicians.

Effects of Medication

Medication for mental illness may sometimes treat the overt signs and symptoms of the illness, but not the resulting functional deficits.  For individuals who have a diagnosis of the Listed disorder, but who are successfully being treated with medication, this means they may not longer meet the A criteria regarding signs and symptoms.  They may meet the B criteria regarding function.  The Introduction should clarify that when an individual meets the B criteria and they have the diagnosis cited in the A criteria, they qualify as if their overt symptoms are not controlled with medication.

Medical Equivalence

The Introduction should indicate that individuals who cannot meet any specific A criteria, but who satisfy either B or C criteria, are disabled.  This establishes a “medical equivalence” standard and focuses on the impact of functional limitations. This recommendation is especially relevant for children whose diagnosis may fall into several partial categories.

Documentation

The Introduction should include reference to school attendance and/or vocational training as evidence.  This would provide guidance for evaluation of cases for youth and young adults, for whom such evidence is particularly relevant.

“A” Criteria Listings

The A Listing should deal only with the diagnosis.  The determination of whether the diagnosis is or is not disabling should be evaluated under the B and C criteria.  Because certain diagnosis listed under the A criteria include some references to functional requirements, it gives the impression that the finding of disability varies from one diagnosis to another.  These A criteria also unevenly apply the term “marked” to describe the diagnostic symptoms (A.1.c; 112.03, the children’s schizophrenia Listing, that requires a “marked disturbance of thinking feeling and behavior).  This adds confusion about whether the diagnosis is a matter of fact under the A criteria.  The language in all A Criteria Listing should be reviewed and revised to eliminate measures of functioning.

Records of School-Based Testing

Children with Individualized Education Programs (IEPs) often have records of testing done to assess the student for the school system in their school files and records.  We recommend that SSA routinely request those test results to include in the applicant’s file.

New Listings recommended

Due to the prevalence of these disorders, several new listings should be added.

1. Post-Traumatic Stress Disorder (PTSD) is a condition found in children exposed to violence in the home or community.  A separate Listing for PTSD should be included in the Children’s Listings at 112.06.

2. Eating Disorders including Anorexia Nervosa, Bulimia and Other Types should be added to the Children’s Listings at 112.3.

Issues Outside the Listings

The key to a timely disability determination process is having complete case development early in the process.  Once an impairment is medically established, SSA’s procedures allow for a great deal of relevant information can and will be used to determine the level of limitations that exists as a result of the impairments.  At the initial and reconsideration levels the files of denied claimants show that inadequate development was done.  

The case development should also include definitions of the various mental health treatment options available in each state.  For example, “children’s community residence” may not appear to be a mental health treatment setting to certain examiners, but in New York State, this is a licensed Office of Mental Health treatment modality.  Including descriptions of all relevant services in the case development will assist in misinterpretations about the level of care provided the claimant.

Administrative Process

 SSA should require state disability determination offices to have specialized adjudicators who handle children’s SSI claims.  This will allow for a better and more specialized training.  This training could increase familiarity with the clinical treatment settings children (such as community residences or family based treatment) are involved with and allow for expertise in recognizing the medical and functional problems of children.

Conclusion

These comments are provided on behalf of the New York State Coalition for Children’s Mental Health Services.  The Coalition promotes quality mental health services for New York’s children with serious emotional disturbance and their families by leading the service provider community in identifying effective practices, participating in planning and implementing a continuum of services.

The Coalition represents Residential Treatment Facilities (RTFs), children’s community residences, crisis residences, family based treatment programs and home and community based waiver programs.

