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I would like to take this opportunity to say ñThank youò , to the VADE Chapter 

for hosting a very successful 2018 National Conference in  Arlington, Virginia. I 

have had the privilege to attend at least 20 National Conferences since joining 

NADE in 1995.  I enjoyed meeting new members as well as seeing old friends.  

I have always had respect for NADE as a Professional Organization. However, 

I have had a new-found respect for NADE since serving on NADEôs Executive 

Board as President Elect last year. I had the opportunity to participate in mid-

year board meeting in Baltimore, MD, where we had round table discussions 

with the Commissioners of Social Security and Attorney General OIG. I also, 

had the opportunity to go on the Capitol Hill Visit with the Executive Board, 

where we spent 3 days talking to various Senators, Congressmen, the Ways and Means Committee, and the 

SSA Advisory Board, just to name a few. I was very impressed and amazed at how much hard work the 

NADE Executive Board does to help NADE become highly respected and sought out organization to Con-

gress, Legislature, and SSA. It was an exciting year and I am looking forward to being the President this 

year. I also want to thank Tonya Scott, Jennifer Pounds, Jeff Price for preparing the role of President.  

This year, we will start out with a lot of changes and new opportunities for NADE. The reinstitution of recon-

sideration claims is on the horizon to come back to the DDSôs. The Executive Board had an opportunity to 

testify before Congress on this issue. Jeff Price, our Legislative Director, wrote a response on a follow-up 

question from Congress. He did an excellent job on his response. After I read the response, I felt even more 

proud and honored to be the President of NADE. This is just one example of some of the dedicated, and ex-

emplary members that we have here in NADE.  

In addition, there will be more members retiring or leaving the DDDôs, and this will be a challenge for some 

DDSôs. Your NADE board will be working closely with Acting Commissioner Nancy Berryhillôs office and the 

Associate Commissioner of Disability, John Owenôs office to assure we keep in the forefront  of the need for 

hiring authority throughout the year, importance of overtime, updates and progress of the DCPS rollout, as 

well as impacts of the end of SDM in all prototype states.  NADE continues to be your voice and we encour-

age feedback.   

I encourage you to keep your Regional Directors informed of all your chapter activities throughout the year.   

We also value your insight and encourage you to continue providing feedback when given the opportunity to 

submit comments during the year. I also would like to take this opportunity to invite you to attend the NADE 

Board of Directors mid-year Meeting, February 20-23, 2019, at the Royal Sonesta Hotel in Baltimore, Mary-

land.  I encourage everyone to attend the 2019 National Conference in Atlanta, Georgia next year on August 

18-22, 2019, at Crowne Plaza Atlanta Midtown.  

I know it will be a challenging year and I have great examples of past presidents to model and hope to follow 

in their footsteps. My primary goal is to do the best that I can and to represent our NADE members to the 

best of my ability. Lastly, thank you for this opportunity to serve as your President.   I am humbled and up for 

the challenge. I look forward to working with everyone and making this year a great one for NADE!   

Respectfully,  

Dr. Sharon Bland-Brady 

NADE President  

 



Mr. Terry Stradtman, Philadelphia Regional Com-
missioner, opened the NADE conference held in 
Rosslyn VA August 13-15th.  He began by noting 
that NADE was founded in the Philadelphia Re-
gion, and went on share that the Philadelphia re-
gion has had a great year so far -- the Philadelphia 
Eagles, Villanova Wildcats, and Washington Capi-
tals were all crowned champions.  Terry extended 
his appreciation of all the assistance the region 
was receiving from other DDS offices with the 
workload sharing. He is pleased that the region 
and the nation is on track to meet all benchmarks 
for Initials, Recons, and CDR workloads.  He com-
plimented the DDSs nationally for how theyôve suc-
cessfully managed the workload in an environment 
with less than ideal resources, and ǇŜǊǎŜǾŜǊŜŘ 
ǘhrough the economic challenges that have faced 
us for almost the last 10 years.  As a nation weôve 
essentially reached currency on CDRs and weôre 
collectively doing a good job with the overall workload.  Commissioner Stradtman was appreciative of the 
work that NADE does and encouraged attendees to take advantage the opportunity to be part of such a 
worthwhile event.  

Leon Scales, Director for the Virginia DDS, then welcomed everyone to the National NADE training con-
ference.  Leon started by suggesting that NADE consider changing the name of the conference to the Na-
tional Leadership Training Conference instead of just National Training Conference.  He said that every-
one attending were leaders in representing NADE and that we were taking steps to grow our leadership 
skills.  

Leon offered some tips for effective leadership: 

ñThe Art of building Relationshipsò- He said relationship building and working well with others is the 
most important trait for a leader to possess.  As a leader, it is imperative to be able to have the 
interpersonal skills to work with everyone.  He said communication and relationships are vital to a 
leaderôs success.  No one person has all the answers, abilities, or skill sets to address every situa-
tion. Quality relationships enables us to rely on each other, most often those reciprocal human re-
lationships are the best resources.    

ñDonôt be Rigidò- Understand that there may be other ways to get the same result.  Be open to new 
ideas & ways of thinking.  Use flexibility.  

ñChallenge the Processò- Itôs important to challenge the process and the common adage ñThatôs 
how we have always done itò,  and ask questions, challenge people and processes, always in a 
professional manner.  This leads to innovation and collaboration for new ideas and growth.  

ñGet the Easy Things Rightò- It is imperative to get the easy tasks absolutely correct, which breeds 
confidence.  So, when those tough decisions and crisis periods arise, there is already inherent 
trust in your ability to lead.  Whether you get it right or wrong, or even if itôs a no-win situation, 
thereôs credibility and trust in your discretionary decision making.  Leon noted, ñthe whole world 
knows itôs difficult to hit a 90mph curve ball, but when a big pumpkin is pitched underhand right 
down the middle, we have to hit a home run every time or you immediately lose credibility.ò 

ñBring Others Alongò ï We can train most professionals to be masterful technicians, but lead-
ership growth is more important and more difficult.  Focus on growing as a leader and empowering 
others to do so as well. Leaders can easily learn technical skills, not all technicians are able and 
willing to lead.   Identify and empower that talent.  Leon commented, ñthe people I would most en-
joy working for are some of the talented individuals who report directly and indirectly to me 
nowò.       

Leonôs speech was inspiring to those hoping for promotional growth within the DDS.  He stressed that there is 
a difference between technical skills and interpersonal skills -- a leader must possess both.  Leon offered 
his support of NADE and encouraged everyone to learn, network, and communicate.  
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MARY HORNE, Acting Deputy Commissioner & 

GRACE KIM, Acting Assistant Deputy Commissioner 

By Jennifer Pounds, THADE 

 

NADE members attending the 2018 National Training Conference in Ar-

lington, Virginia were honored to welcome the Acting Deputy Commission-

er, Operations, Ms. Mary Horne and the Acting Assistant Deputy Commis-

sioner, Operations, Ms. Grace Kim, as the Conferenceôs keynote speakers.   

Ms. Horne has been a speaker at previous NADE conferences, and her 

appearance this year was well received by the members.  

Ms. Horne addressed several  issues of great interest to both the  Social 

Security Administration and the DDS Communities.   She noted there have 

been robust discussions about the issue of quality.   Not just the overall quality of the decisions we make, but the overall 

quality of the product from the beginning to the end.  Through IT Modernization, SSA is working on possible ways to im-

prove the frontend development of case processing to assure the customer service we provide is supreme.  Another  topic 

discussed was staffing in the DDSôs.   Ms. Horne commended the members on how well the DDSô s are moving work 

around and assisting each other to assure budgeted workloads are accomplished.   She thanked the members for their flex-

ibility and support during this difficult time.   

Ms. Horne addressed the implementation of Telework within Operations and acknowledged a couple of DDSs were also 

testing telework.   She said there have been positive responses but, within Operations, they are still testing how well we 

service the public face-to- face.   SSA is continuing to obtain data pilot and will keep the DDS informed of the progression of 

telework.  

Ms. Horne indicated that this year, SSAôs budget provided funding to process 2.3 million initial claims, 518,000 reconsidera-

tion claims and 890,000 CDRs claims.   SSA and the DDSs were faced with many challenges this year, including Hurri-

canes Harvey, Irma and Maria. Our DDS communities still came together with a sense of community to assure budgeted 

workloads were met nationally.   As of the conference, Ms. Horne noted that SSA is on track to meet all targeted workload 

goals.   Most importantly, CDRs would be at currency for the first time since 2002.   Ms. Horne acknowledged the amazing 

effort and hard work by the DDSs to assure this goal was met.  

Ms. Horne also noted that mySocialSecurity now has 37.7 million accounts.  SSA is continuing to add additional services, 

one of which is the ñmyWageReportò was introduced this year as well.  This tool is an online feature for mySocialSecurity 

account holders that allows Social Security disability recipients and representatives to electronically report wages.   SSA 

hopes to be able to provide additional services in the future for representative payees where they can go online to change 

addresses or banking information.  Another advancement SSA implemented is the customer engagement tools process.  

Currently, a limited number of mySocialSecurity users can click to chat to communicate with a representative if they have a 

question about filing for benefits or other services. SSA is just beginning this service and will continue monitoring it.  Perfor-

mance and quality before increasing the number of potential users. 

Ms. Kim began her presentation by expressing her appreciation for the workload sharing within the DDSs  She acknowl-

edged that this collaboration enabled the DDSs to face challenges such  staffing losses and a series of natural disasters 

over the last year and meet our budgeted workloads.  This resource sharing across DDS offices also helped address Medi-

cal and Psychological Consultant queue backlogs and  adjudicate claims much more efficiently for our citizens.  

Ms. Kim noted the significant accomplishment of achieving medical CDR currency this year, and pointed out that we will be 

shifting our attention to the growing number of CDRs now, pending at the pre-hearing and hearings level. There are current-

ly 75,000 cases pending at the hearings level. Ms. Kim stated the agency will continue to focus Program Integrity budgeted 

monies on overtime for CDRs and now hearings.  The goal will be to decrease the number of 250+ day old cases pending 

at the hearings level by 20% this fiscal year.   

 



Ms. Kim related that SSA is pushing forward with its decision to reinstate reconsideration in the 10 prototype states in 

order to have a unified, national disability appeals process.   The rollout will begin in 2019 and SSA is assuring the 

DDS will have sufficient training and staffing to meet the needs for the rollout process.   

After closing their prepared remarks, Ms. Horne and Ms. Kim accepted questions from the NADE members in attend-

ance and also took the time to visit with the NADE members while attending other portions of the NADE Conference.  



 John Owen 
Associate Commissioner, Office of 

Disability Determinations            
                                   

By: Marjorie E Garcia, Pacific Region Director 

 

It was NADEôs honor to welcome John Owen 
to speak at this yearôs conference.  Over the 
years, Mr. Owen has advocated for the DDS 
community in varying roles, first as an Exam-
iner and NADE member, then as a Disability 

Hearings Officer, an Operations Manager, and now as Associate Commissioner of the Office of Dis-
ability Determinations.  

DDS priorities and successes were the highlight of his presentation that included budget, staffing, 
workloads and other initiatives. At the time of the presentation, 84.6% of the FY18 was complete 
and Initial, Reconsideration, and CDR clearances were at or above the program goals, +.01%, 
+4.3% and +5.0% respectively. In addition, the Pre-hearing caseload decreased by 9.1%, while the 
Disability Hearing pending caseload decreased by 15.2%!  As these PH/DH workloads continue to 
decrease, so too should their impact on the disability trust fund. (According to a Government Ac-
countability Office report that spanned several years, $621M was paid toward the continuation of 
benefits through all levels of the appeals process.)  

Of greatest interest, and accolades, from Mr. Owen was the expectation of CDRs to reach currency 
before the end of the FY18, and for the first time since 2002! (This was confirmed by Acting Com-
missioner Berryhill via email 8/22/18).  

Mr. Owen made a point to commend the DDS staff for their remarkable performance during a peri-
od of high attrition nationwide. He attributed this success in part to the DDSôs capacity for workload 
sharing, expressing his deepest appreciation to those who assist other sites. He also provided an 
overview of the FY18 hiring. 1,038 FT staff were hired nationally: 517 allocation hires (includes five 
backfills), 484 Recon hires, and 37 critical hires.  

 

The SSA hiring decision considered the continuing downward trend in initial claims, the expectation 
of fewer CDRs to process, and balancing the DDS/SSA resources to address ALL critical Agency 
initiatives and priorities. Of these initiatives discussed was the hires devoted to the Reconsideration 
process. Beginning in FY2019, the first phase of a three-year plan will reinstate the adjudication of 
Reconsideration Appeals in the ten Prototype States, moving the Disability program closer to a uni-
fied appeal process. 

 

Other topics discussed by Mr. Owens, were the new HSPD-12 Tier 2 Implementation and the early 
Telework and Virtual Desktop Infrastructure (VDI) pilot results. All topics inspired an active dialogue 
and thoughtful questions, which the Associate Commissioner of ODD graciously answered. 



Gina Clemons, MGA, PhD 

Associate Commissioner for Disability Policy 

 

 

 

DISABILITY POLICY UPDATE  

 

Gina Clemons, Social Security Administration (SSA) Associate 
Commissioner for the Office of Disability Policy (ODP), presented 
at the 2018 NADE training conference. Gina provided updates on 
key disability policy initiatives, asked the group for feedback, and 
answered policy questions from attendees. She discussed agency 
work in Disability Policy Modernization and improvements in the 
Compassionate Allowance area. She also introduced the Disability 

IT Modernization project.  It was a very informative and engaging session. 

Disability Policy Modernization 

SSA is updating medical policy to keep it in alignment with contemporary medicine and health care delivery. 
Gina noted that when SSA finalizes the musculoskeletal listings regulation in fiscal year 2019, it marks com-
pletion of a multi-year effort to update the listings comprehensively. ODP is already working on the next cycle 
of listing updates that will put them on a 3-5 year review cycle. Future regulatory changes will included target-
ed updates for multiple body systems listings at the same time. For example, Gina explained that in FY 2019 
they aim to propose a medical listings update including targeted updates to cardiovascular, digestive, and skin 
disorders listings. ODP is also developing targeted proposals to update special senses and speech, neurologi-
cal, and mental disorders listings after that.  

Gina also updated the NADE audience on work underway in the agencyôs Vocational Regulations Moderniza-
tion (VRM) and Occupational Information Systems (OIS) projects. These companion projects have been ongo-
ing for several years. Key to the OIS project is an ongoing effort (since 2012) with the Bureau of Labor Statis-
tics (BLS) to collect updated occupational information through the Occupational Requirements Survey (ORS) 
that we will use in adjudication. The good news here is that, after three years of testing and three years of data 
collection, BLS will publish a complete data set documenting requirements of work in the U.S. economy some-
time this winter. BLS is committed to regularly updating occupational information moving forward on a 5-year 
refresh cycle and has already started collecting updated occupational data to refresh the ORS data set by 
2024. BLS will document some of the basic mental demands of jobs in the 2024 ORS refreshed data set.  

The ORS data set will replace the Dictionary of Occupational Titles in adjudication. SSA has adopted an evi-
dence-based, data-driven approach to modernizing the vocational regulations. The scope of the VRM project 
includes policy considerations in step 4 and 5 of the sequential evaluation process. Gina explained that sever-
al internal teams involving representatives from across SSA have been working on policy development for 
VRM. She shared the agencyôs guiding principles for this undertaking: 

¶ Echo the statutory intent in all policy decisions; 

¶ Ensure equity for claimants by leveraging data to make person-specific disability determinations;  

¶ Create a dynamic system that reflects changes in medicine, vocational practice, technology, and the labor 

market; 

¶ Reduce the time needed to make accurate and consistent disability decisions by simplifying rules and in-

creasing use of automation; and 

¶ Preserve the integrity of the disability programs as prudent stewards of taxpayer funds. 



Decision Support ctdé.. 

Gina also spoke about efforts to improve decision support for disability adjudication. These efforts include im-
proving Compassionate Allowances (CAL) policy and business process. SSA has reached out to the Disabil-
ity Determination Services, met with federal agencies, and recently held a National Disability Forum to en-
gage the public to identify ways to improve this important program. Currently, there are 233 CAL conditions.   

SSA continues to focus on modernizing IT and getting all evidence electronically. Gina introduced us to SSAs 
IT Modernization work in the Disability domain and several members of the IT Modernization team. Key pro-
jects include: 

Electronic Acquisition (EA) - to enable receiving complete medical evidence quickly, at low cost, and in pre-
ferred formats to enable downstream decision support. This project includes expansion of HIT, which has 
helped make strides in electronic processing.   

Duplicate Identification Process (DIP) - to enable accurate identification of duplicate evidence to re-
duce time needed to review and prepare cases. The goal is to get the system to recognize duplicate infor-
mation and flag it. Adjudicators will make the final decision on whether it is duplicate information.   

Intelligent Medical-Language Analysis Generation (IMAGEN) - to enable identification of clinical data 
within medical evidence using natural language processing and predictive analytics. 

Insight - to utilize natural language processing to assist in quality review of administrative law judge 
decisions. 

As always, NADE appreciates Gina attending the national training conference and having front line communi-
cation with Disability Determination Services staff. Gina brought key members of  the agency disability and 
Disability IT Modernization teams along to hear directly from the NADE membership. 

(Photo l to r): Jeff Viskowitz, John Owen, Gina Clemons, Mary Quatroche, Heather Murr, and Melanie Froio 

 



Acting Inspector General Discusses  
Disability Program Integrity  
at NADE Conference 

 
By: Todd Deshong, Washington 

 
Once again, NADE was proud to have the Acting Inspector General, Gale Stall-
worth Stone, at its recent National Training Conference in Arlington, Virginia.  
The Acting IG initially reported that the President nominated Ms. Gail Ennis for 
the permanent position of Inspector General; however, at the time of the confer-
ence, the Senate had not yet scheduled a hearing for that nomination.  The Act-
ing IG acknowledged that organizations can become chaotic or disorganized 
during a leadership transition; however, she reported the OIG had remained 
focused on its mission.  She commended OIG staff for their professionalism 
and dedication. 
 
The Acting IG noted the recent decrease in initial claims for disability.  She 
commented that while there were several possible causes for this, the benefit of 
this remained clear for the future solvency of the disability programs.  She men-
tioned the New York Times reported that about 1.5 million people applied for 
disability benefits in 2017, the lowest number since 2002.  She also praised SSA for its work to eliminate the pending 
level of medical CDRôs.  She noted that the OIG had stressed for years the importance of processing medical CDRs in 
a timely fashion.  She recognized the hard work of staff at both SSA and the DDS to address this issue. 
 
She reported briefly on SSAôs plan to reinstate the reconsideration step in the 10 prototype states.  She noted that re-
considerations had been eliminated in those states about 20 years ago.  She recognized that NADE supports a uniform 
disability process across the country.  She also reported on congressional hearings about the reconsideration step and 
noted that this demonstrated the importance of the issue. 
 
The OIG in the past year received over 6,000 fraud referrals nationally from disability examiners, according to Acting IG.  
She reviewed several OIG case examples based on DDS referrals, and she reported that disability fraud found by the 
DDS was most appropriately handled by a Cooperative Disability Investigations (CDI) unit.  She noted that the prior 
year marked the 20th anniversary of the CDI program, and she expressed extreme gratitude to everyone contributing to 
this initiative.  She noted that the conference was held in the OIGôs Philadelphia Region, where there were four CDI 
units, including Washington, D.C., Baltimore, and Richmond, Virginia.  
 
The Acting IG reported that CDI efforts in 2017 contributed to about 100 convictions, $33 million in SSA recoveries, and 
$230 million in projected SSA savings.  There are currently 40 CDI units covering 34 states, Puerto Rico and Washing-
ton D.C., and the program continues to expand and evolve.  The Acting IG said the OIG was restructuring CDI so it 
could investigate the full range of disability fraud cases. She added that SSA and the OIG were working to comply with 
the Bipartisan Budget Act of 2015, which called for CDI coverage of all 50 states by 2022.  She reported, by the end of 
the year, SSA and the OIG would open new CDI units in Indiana, Hawaii, and New Mexico. 
 
There was also a discussion about DCPS and the OIG's role and oversight of the project.  The Acting IG reported the 
OIG continues to monitor DCPS progress, as requested by the Social Security subcommittee.  She noted that SSA had 
shifted its focus from system rollout to system development, and noted that SSA reported continued development 
through 2018.   
 
The Acting IG also commented on an OIG report on SSAôs efforts to develop its own occupational information system; 
SSAôs target date for implementing the Occupational Information System is 2020.  One caveat appeared to be that ini-
tially, the mental or cognitive demands of work would not be included in the system.  At the end of 2018, SSA plans to 
begin collecting additional occupational information,  which might include the mental or cognitive demands of work, as 
well as additional occupations.  

 
 



Inspector General ctdé 
 
Finally, the Acting IG updated NADE on the story of Eric Conn, the former disability attorney from Kentucky.  
Conn pled guilty in 2017 to leading a scheme to get thousands of claimants approved for disability benefits. 
The OIG-led investigation determined Conn and his co-conspirators profited significantly from the scheme for 
several years.  
 
Before his sentencing last year, Conn fled authorities and was a fugitive for six months. But last December, 
he was apprehended in Honduras and returned to the United States.  Conn pled guilty this past June to flee-
ing the United States and was sentenced to 27 years in prison in September.  
 
In her closing remarks, the Acting IG said the case was a landmark achievement for the OIG.  She added, 
that it should serve as a reminder of the importance of protecting the disability programs for those who truly 
need and depend on them. 



OIGôs Donald Jefferson Provides CDI Program Update 
By: Todd Deshong, Washington 

 
NADE was again proud to have OIG Special Agent-in-Charge Donald Jefferson present at the Na-
tional Training Conference in Arlington, Virginia.  Jefferson directs the Cooperative Disability Investi-
gations Division (CDID) in the OIGôs Office of Investigations.   
 
Jefferson explained that CDI was a joint effort among federal and state agencies to effectively pool 
resources to prevent and detect fraud in SSAôs disability programs and related federal and state pro-
grams.  He reviewed CDIôs mission statement, which is to obtain factual evidence sufficient to re-
solve questions of fraud and/or similar fault in SSA's disability programs.   
 
The CDI program was established in October 1998, after two major criminal cases involving numer-
ous disability beneficiaries caught the attention of Congress and the General Accounting Office, Jef-
ferson said.  CDI units investigate individual claimants, in-pay beneficiaries, and also third parties 
involved in the disability process, including lawyers, doctors, and translators.  CDI reports of investi-
gation are presented to SSA or the state DDS to make timely and accurate disability determinations.  
If the investigation finds severe activity, CDI cases can be presented for federal or state prosecution. 
 
The Bipartisan Budget Act of 2015 (BBA) called for the expansion of CDI units to cover all states by 
2022.  Currently, Jefferson noted that there were about 40 units established.  He also noted that the 
OIG established the CDID as an independent division within the Office of Investigations.  He reiterat-
ed the importance of CDIôs partnership between SSA, the OIG, state DDSs, and local law enforce-
ment agencies.   
 
Jefferson also explained that CDI was restructuring with the goals of investigating the full range of 
disability fraud cases and preparing for future CDI program expansion.  He emphasized that this re-
structuring should not affect the work of disability examiners currently assigned to CDI units across 
the country.  
 
Jefferson explained the OIG would merge the supervisory functions of a CDI team leader and an 
OIG supervisory special agent.  The supervisory special agent would assign disability fraud investi-
gations to CDI unit investigators and oversee those investigations; the CDI team leader would inves-
tigate cases and work with CDI unit members.  Jefferson noted this change should help the OIG in-
crease disability fraud detection, comply with the BBA, and improve investigative efficiency.  Jeffer-
son reported that this restructuring effort was ongoing in pilot CDI units across the country. 
 
Jefferson noted that the CDI newsletter had been redesigned to commemorate the CDI program's 
20th anniversary.  He also discussed a recent training session with CDI and OIG investigators.  
These trainings covered a range of topics, including investigative techniques, policies, and an intro-
duction to SSAôs disability programs. 
 
Jefferson alerted the membership to be aware of fraudulent behavior, as DDS examiners are on the 
front line for detecting potential fraud and referring allegations to the OIG.  He reports that analysts 
should document suspected fraud and can submit referrals to the OIG via the e-8551 (fraud referral 
form), or by contacting your local CDI unit. 
 



Social Security 
Advisory 
Board Chair 

Addresses 
NADEôs Nation-
al Conference 
By Jeff Price 

 

 

Ms. Kim Hildred, current Chairperson for the Social Security Advisory Board, was a featured speaker at 

NADEôs 2018 National Training Conference and attended with the Advisory Boardôs Executive Director, Ms. 

Claire Green, and Research Director, Diane Brandt.  Kim was introduced as, ñThe one person in Washington 

who knows the disability program!ò 

Prior to becoming Chair of the Social Security Advisory Board in 2016, Ms. Hildred began her career as a 

Disability Examiner in Kansas and Wisconsin before moving to SSAôs Regional Offices in Chicago and Phila-

delphia where she served in progressively more responsible positions.  She accepted the critically important 

assignment to serve as the Staff Director for the Social Security Subcommittee of the Ways and Means 

Committee in the U.S. House of Representatives from 1997-2015.   

Ms. Hildred began her remarks by highlighting the history and mission of the Social Security Advisory Board.  

She explained the Social Security Advisory Board is a bipartisan, independent federal government agency 

established in 1994 to advise the President, the Congress, and the Commissioner of Social Security on mat-

ters of policy and the administration of the Old-Age, Survivors, and Disability Insurance and the Supple-

mental Security Income programs.  The Board has seven members, with three appointed by the President, 

two by the Senate, and two by the House of Representatives.   

The Advisory Board was created by Congress in 1994 when the Social Security Administration was separat-

ed from the Department of Health and Human Services, becoming an independent federal agency.  Ms. Hil-

dred touted the academic and public service credentials of the Boardôs current members and noted previous 

members included individuals who had served as former Members of Congress and as Commissioners of 

Social Security.  She praised the knowledge and insight each member brings to the Board and observed the 

tremendous value of the Boardôs bipartisan efforts in addressing the issues.   

In addition to the Boardôs members and staff, Ms. Hildred explained the Advisory Board, on occasion, as-

sembles technical panels of experts to examine specific topics.  For example, every four years the Board 

convenes a Technical Panel of the assumptions and methods used to develop the annual report of the Social 

Security Trustees on the programôs financial status.     These technical panels support the Board and its staff 

by providing additional expertise and insight.  

In an effort to ensure all available information is considered when the Advisory Board prepares its reports, 

members and staff conduct field visits and receive updates from SSA leadership, employee organizations 

including NADE, advocates, and other experts including staff at the Office of Management and Budget 

(OMB), the Government Accountability Office (GAO), House and Senate authorizing and appropriations 

committees, Congressional Budget Office (CBO), and others.  



The primary functions of the Board include: 

Analyzing the Nation's retirement and disability systems and making recommendations with respect to 
how the old-age, survivors, and disability insurance program and the supplemental security income pro-
gram, supported by other public and private systems, can most effectively assure economic security; 
 
Studying and making recommendations relating to the coordination of programs that provide health se-
curity with social security programs; 
 
Making recommendations to the President and to the Congress with respect to policies that will ensure 
the solvency of the old-age, survivors, and disability insurance program, both in the short-term and the 
long-term; 
 
Making recommendations with respect to the quality of service that the Administration provides to the 
public; 
 
Making recommendations with respect to policies and regulations regarding old-age, survivors, and disa-
bility insurance program and supplemental security income program; 
 
Increasing public understanding of the social security system; 
 
Making recommendations with respect to a long-range research and program evaluation plan for the Ad-
ministration; 
 
Reviewing and assessing any major studies of social security as may come to the attention of the Board; 
 
Making recommendations with respect to such other matters as the Board determines to be appropriate. 

 

The Board is currently directing attention to SSAôs representative payee program but Kim also highlight-

ed previous reports by the Board that addressed such topics as the Single Decision Maker Pilot, the 

CDR process, the impact professional representation has on the disability claims process, the need for 

reform in the disability claims process and others.  She indicated future topics to be considered by the 

Board could include SSAôs Death Master File and the difficulties that occur when the Agency declares 

people dead who arenôt, examining SSAôs telework pilots in Field Offices, and reviewing SSAôs initiatives 

to modernize the disability determination program.    She invited conference attendees to visit the Advi-

sory Boardôs website (www.ssab.gov) and explore all reports that have been issued by the Board. 

After fielding questions from the audience, Kim expressed her eagerness to direct specific questions to 

the audience and she invited feedback from the conference attendees.  Some of the questions asked of 

the audience members (and she did get feedback!) included: 

¶ What would you change if you could? 

¶ What is your assessment of how well SSA communicates it priorities to you? 

What impact do DDS employees have on the development of information technology? 
The elapse of time required Kim to cut short her list of questions for audience members but she ex-

plained that staff from the Advisory Board would be present throughout the conference and she encour-

aged conference attendees to share their perspective with the staff members. 

Kim concluded her presentation by thanking everyone for their hard work serving the public and praising 

NADE and its leadership in educating the public about the issues that face the Social Security and Sup-

plemental Security Income disability programs. 

http://www.ssab.gov


Emergency Medicine and its Role in 
Treatment with Expected Outcomes 

and Functioning 
 Manish Gambhir, MD  

 

 By: Cynthia Thompson OKADE 
 

Dr Gambhir spoke to the conference attendees about Emergency 

Medicine.  The usage of Hospital Emergency room care, Urgent 

care facilities, and pop-up ERôs are increasingly becoming the norm 

in todayôs society. This is due to the healthcare delivery process, 

the lack of medical insurance, and physicianôs availability to their 

patients. Going to these facilities makes it easier to access more 

immediate care and is quicker than calling up a physician who may not have an opening until weeks down 

the road. 

Emergency physicians provide prompt diagnoses and treatment for traumatic injuries and acute illnesses, 

and for sometimes even for chronic illnesses.  When the Ebola virus reached the US from West Africa a few 

years ago, there were fewer than five confirmed cases. However, nearly every emergency department in the 

country had to be prepared for a potential plague.  Metropolitan emergency rooms were of special concern, 

since much of our countryôs international travel is routed through large cities. Military bases were outfitted 

with rooms dedicated for evaluation, treatment and decontamination. When postal facilities in Washington, 

D.C. and Brentwood were affected by anthrax, hundreds of people rushed to their local emergency depart-

ment for assessment. 

Emergency medicine often sees trauma cases but they can also treat non-emergent conditions.  Triage usu-

ally identifies whether a patientôs condition can be handled by Urgent Care or if a more intense level of care 

is needed with the Emergency room.  The quick assessment from Emergency Medicine physicians often 

saves lives.  Occasionally, peopleôs conditions are so severe that they require immediate surgery.   Emer-

gency medicine is an opportunity where a physician has a direct impact on someoneôs health. it is truly a 

hands-on specialty and something that gives an opportunity to make a quick intervention into a medical con-

dition. 

Something that is very familiar within disability review are behavioral health cases, suicide attempts or suicid-

al ideations. Major depression, anxiety, substance abuse, are all illnesses that can end up in emergency 

care.  Examiners adjudicating cases can sometimes use these records in completing cases in situations 

where the claimant may not have any other records or may not have seen a doctor on an on-going basis.  

Some ER records can provide valuable past medical history and also provide reasons to medically defer 

cases. 

In our ever-growing quick-fix society, these type facilities are becoming more prevalent and will indeed be a 

vital healthcare option for years to come.   



Why do I hurt so much?  
Chronic Regional Pain Syndromeôs 

Impact on Function 
 

Cheryl Arenella, MD, Hospice and Palliative Care, Fair-

fax Virginia DDS 
 

Pain is just a perception and has different levels and affects people on 

different levels.  Chronic pain has psychological, biological, and social ef-

fects.  Symptoms include feeling ill, poor sleep, weight gain, low mood, 

decreased cardio functioning, sexual dysfunction, memory issues, suicidal 

ideation, poor attention/focus, and low productivity at work.  Lack of activi-

ty due to pain, fatigue, and depression causes obesity and this complicates the pain factor greatly.   

 

Pain and fatigue are biologically linked:  94% of Chronic Fatigue Syndrome (CFS) sufferers have muscle 

pain.  Some symptoms of chronic fatigue include sore throat, memory and concentration issues, headaches, 

swollen lymph nodes, muscle pain, poor sleep, post-exceptional malaise, weight change, pallor, and ataxia. If 

fatigue persists at least six months and someone has at least four of those symptoms; a diagnosis of CFS 

can be made.   Studies show that three out of four people suffer from chronic pain and, women make up the 

majority of pain and fatigue sufferers.  

 

There is a cognitive and physical fatigue component to Fibromyalgia.  People wake up unrefreshed with any 

amount of sleep and complain of ñbrain fogò. If complaint of widespread muscle pain and fatigue last for three 

months or more and there are at least 11/18 tender points found on exam, a diagnosis of Fibromyalgia can 

be made. 

 

A newly accepted condition is Chronic Regional Pain Syndrome (CRPS) or Regional Sympathetic Dystrophy 

(RSD).  This is when the pain is disproportionate to the event causing the pain or if no event is reported at all.  

Symptoms include changes in sensation, vasomotor (temperature), pseudo motor (edema), atrophy, and 

weakness.  When someone has two of these symptoms and there is no explanation to the cause, CRPS can 

be diagnosed.  This diagnosis was put into the Code of Federal Regulations in October of 2003, but is now 

being used more widely.  Multimodal treatment can be used to treat the pain: pain meds, physical therapy, 

neuromodulating meds, and psychotherapy treatment.   

 

These are all acceptable medical diagnoses for disability and need to be considered even though there is no 

applicable listing. The claimantôs self-report of painôs effect on functioning can be used to determine their abil-

ity to work. The most commonly used medications to treat chronic pain are: Lyrica and Gabapentin.  SSR-12-

2p provides guidance for evaluating Fibromyalgia and Chronic Regional Pain Syndrome.  



TREATING EPILEPSY  
Kandy Pope, AADE  

 

This yearôs NADE Training Conference provided Itôs attendees, once again, with some very worth-
while topics across the spectrum of how we all perform our jobs.  So, it should not come as any 
surprise that with all the changes that comes with our profession from SSA changing the Listings, 
we will soon see some new ótypesô involving Epilepsy types.  

In our work as analysts, we are accustomed to seeing terms like ópartialô, ósimple partialô, 
ógeneralized tonic-clonicô etc. Dr Bergey predicted weôll soon see new terms in the records associ-
ated with epilepsy like, focal, focal awake, focal impaired awareness. 

Dr Gregory Bergey, MD, Director of Johns Hopkins Epilepsy Unit, gave attendees interesting in-
sight into what the universityôs research regarding surgical intervention, medications, neurostimula-
tion and diet in the treatment of refractory childhood epilepsy.  In their studies, 13 of 57 patients on 
a ketogenic diet saw a 56% decrease in seizure frequency compared to the control group  

He went on to explain that when a patient fails two anti-epileptic drug (AED) treatment options in a 
two  year period, s/he may be a candidate for surgery.  Since the 1930ôs, respective surgeries like 
temporal lobectomies were performed with patients with treatment resistant epilepsy. One million 
patients continue to have seizures despite treatment- 40% of that 1 million have epilepsy. Only 1% 
of patients with Drug Resistant Epilepsy (DRE) are referred to epilepsy centers.  In most of those-
cases, by the time the patient is referred to the epilepsy center, they have had seizures for 20 
years.   Patients with mesial temporal sclerosis can enjoy 60-80% freedom from seizures following 
surgery. However, patients with primary generalized epilepsy, genetic epilepsy, autoimmune or 
non-localized multifocal epilepsy are not candidates for surgery.  

Finally, Dr. Bergey described advancements in testing. Neurologists can use Robot-Assisted Ste-
reo EEG and stereotactic laser amygdalohippcamectomies to diagnose a patientôs seizure disorder 
more accurately, which leads to quicker implementation of correct treatments.  



Homelessness & Poverty and 

Their Impact on  

Physical & Mental Health Treat-

ment & Outcomes  

 
Merrill Friedman, Senior Director, Disability 
Policy Engagement, Anthem Inc.  
 
by Emilie Reafs, Bernadette Soltero, & Becky Wilson, Nevada DDS 
 

Merrill Friedmanôs presentation about homelessness and poverty impacting disability was of great interest, as homelessness 
and povertyôs impact on disability are major problems nationwide .  Homelessness impacts many aspects of physical and mental 
health maintenance, including stable healthy food sources, educational opportunities, availability of medical care and funds for 
resulting co-payments, and social support systems, collectively known Social Determinants of Health (SDOH). 

Mr. Friedmanôs presentation focused on the fact that traditional health plan approaches are not sufficient to address non-clinical 
impacts on health.  The goal for Anthem and other Health Maintenance organizations is to develop cross-sector collaborative 
relationships to improve care of individuals, as well as to improve initiatives and improvements for those affected.  

There were many avenues discussed to obtain better outcomes for clientele, including client based services, i.e. providing sup-
ports to what the client prioritized, this involves taking input from those receiving services to better tailor a program to meet their 
needs. This modality has been shown to have clientele who are more engaged.  

An example of service and engagement is medicine compliance-  If food planning is impossible due to food insecurity, then 
taking medicine at prescribed times with food is also impossible. Therefore, support for food security, food planning and 
medication planning are all required. Some providers are reluctant to ask questions around food security because theyôre 
unsure of how to connect their patients with the appropriate resources  

Dr. Friedman pointed out that homelessness rarely affects the disabled person alone. If the disabled person is the primary in-
come earner, his/her entire family can face homelessness.  In such circumstances, support for the whole family must be consid-
ered. Most people on Medicaid are working, she said, and one are one major expense away from homelessness. For example, 
a major vehicle repair can leave a family without money for rent. She noted that 1 in 5 Americans will acquire a disability before 
the end of their professional career, and 1 in 5 Americans lack the resources required to remain in their home, once they be-
come disabled.  

The disabled population represents an over $4 Billion market in the United States of America, as there are over 57 million Amer-
icans with disabilities. Of those, 41 percent cannot afford their housing, and have higher rates of unemployment, poverty, and 
homelessness. It was notable that those with disabilities have a lower life expectancy and are found to suffer chronic conditions 
associated with aging earlier, especially if they have also had episode of homelessness or poverty.  It is undeniable that poverty 
and disability are intricately entwined.  

Affordable housing influences health and wellbeing of people of all ages and conditions, including mental health condi-
tions.  Health has an impact on a personôs desire to work and the likelihood they will be hired and/or retained. However, individu-

als with disabilities can earn incomes closer to their counterparts without disabilities if they are able to work.  Dr. Friedman cited 
a study of supported employment which clearly showed supported employment clearly shows improved mental health status, 
as well as ability to maintain stable housing for those with mental health conditions.  

Dr. Friedman pointed out the Managed Care Organizations (MCO) should care about housing and food insecurity due to the 
adverse health impacts on consumers, from children on through adulthood, and for both physical and mental conditions. When 
have to pay more than 50% of their incomes for housing, they are forced to make toxic trade-offs between food, medications, 
transportation to work, or rent. A study in Portland, Maine found significant cost savings in many areas (overall health and men-
tal health care, ER visits, jail and police services) after participants entered supportive housing Homeless clients tend to use 
more expensive care, e.g. ER rooms, and require more acute care, rather than cheaper outpatient support services.  

The conclusion from his presentation, is that it benefits health care providers to take time to evaluate the social issues that 
their patients also have rather than only the medical diagnoses.   



 How Disabling is Mental Health 

Christine Huntley, CADE (Colorado) 

 

The presenters were affiliated with the treatment team at Northern 

Virginia Mental Illness institute.   

The individuals who serve on the treatment team at Northern Virgin-

ia Mental Illness institute reported that they serve people with a vast 

spectrum of diagnoses. When a patient is seen for the first time, 

practioners attempt to rule out diagnoses in order to find the correct 

one. The team begins with lab work labs, drug screen, a head CT, 

etc.   It can be challenging to find the one diagnosis or the multiple diagnoses that the patient has as many signs and 

symptoms overlap. Substance abuse can mask psychiatric issues. 

Additionally, signs can go unreported due to a patientôs lack of in-

sight or fear of stigma associated with mental illness  

After the team has established the correct diagnosis, treatment can 

begin.  Treatment can range from medication and counseling to 

other modes of therapy. Once the treatment begins, the team can 

begin to hypothesize expected outcomes.  Due to the diversity of 

illnesses and the complex treatment surrounding them, providers 

must consider the goals of treatment, and logical, realistic out-

comes. For example, if a schizophrenic patient is also using meth, 

it may not be realistic to set a three-month time frame for complete 

remission of symptoms and independence. Any recovery model 

must focus on promoting a patientôs success and preventing failure. 

With many of these illnesses, providers must follow a step-by-step 

recovery model.  

The presenters cautioned against assuming that a person in day treatment is capable of working, and urged analysts to 

consider that jobs come with ósoft skillsô not included in a job descriptions. For example, to be a server in a restaurant, 

you must have good working memory, facial recognition, people skills and processing speed. They urged analysts to 

remember that psychiatric hospitalization is the most restrictive type of treatment. Generally, patients are not there by 

choice; theyôre involuntarily admitted. Itôs important to consider whether the condition that led to their hospitalization is 

chronic or acute.  

In summary, establishing a medically determinable impairment (MDI) can take time and can be tricky.  Determining 

what the actual diagnosis is and then determining the type of treatment that works best can take time.  Always keep in 

mind that psychiatric diseases are complex and impact functioning.   A claimantôs diagnosis and response to treatment 

will determine the severity of his/her condition.  Always remember to consider the ñCò criteria when reviewing chronic 

mental health diagnosis on MRFC assessments.   

 



Incorporating Obesity into  
Medical Equivalence Decisions 

 
By Melissa Williamson, NADE Member Director 

 

On a daily basis, we see the effects of obesity in the way people 

function and how this effects other impairments that our claimants 

have been diagnosed with. Obesity should always be considered 

and reflected in a claimantôs overall function when assigning an 

RFC. Most Listing Preambles actually address obesity and how it 

should be considered in relation to that body system. In some cas-

es, the claimantôs obesity can be used alone or combined with 

their other impairments to support a Medical Equivalence Deci-

sion.  

Christen King, a Training and Development Specialist from the 

Virginia Disability Determination Services, addressed ways to use obesity in a disability decision. There are three meth-

ods to completing an Equals rating (DI 24508.010):  an impairment described in the listings (substitution), an impairment 

not described in the listings (an unlisted impairment) or a combination of impairments.  For an impairment described in 

the listings, we could substitute an equally severe impairment for a portion of a listing that is not specifically met as writ-

ten. For an unlisted impairment, we would equal a listing for an impairment that does not have its own listing (such as 

using the epilepsy listing for a claimant with migraines). For a combination of impairments, the claimant has many equal-

ly severe impairments, but none of them meets a specific listing.   

Two of the most common listings used when dealing with obesity are 1.02A and the respiratory listings.  Listing 1.02A 

can be used for obesity alone, but the medical information MUST show that the claimant has an inability to ambulate 

effectively due to their obesity. In the respiratory listings, you often see severely obese claimants with documentation of 

dyspnea on exertion and at rest, abnormal lung exams, decreased oxygen saturation levels, etc. PFTs are not always 

needed to equal the listing with consistent documentation of these issues and a severe body mass index (BMI).  

Cardiovascular, respiratory and musculoskeletal impairments are the three highest co-impairments seen with obesity. 

Often we see that the doctors treating these individuals recommend that weight be lost; however treatment for obesity is 

often unsuccessful. Ms. King pointed out that a failure to follow prescribed treatment basis for a decision can be used, 

but very rarely. Treatment notes from a doctor telling a patient to lose weight is not a prescription. We also cannot find 

that a claimant has failed to follow prescribed treatment when the treatment recommended is surgical, such as weight 

loss surgery. She provided tips for CDR cases that involve obesity and if the claimant has maintained at least 10% body 

weight loss for 12 months, in some cases, you can consider this to be medical improvement.   

Ms. King reminded us that when preparing any Equals rating, we should state which method is being used in the rating 

(combination, substitution, or unlisted impairment). The rating should also have a well-developed rationale to support the 

rating; this should not be just a reiteration of the medical evidence.  POMS provides examples of rationales when equal-

ing listings.  She also mentioned that when dealing with obesity and medical ratings, you should look for consistency in 

the height, weight and BMI in the medical records. Any inconsistency in these should be resolved. As in all medical rat-

ings, all impairments including obesity should be considered in assigning an RFC. The consistency statement prepared 

for the claim should also reflect any alleged issues related to obesity. 

As obesity rates in the US continues to climb, reminders and recommendations such as these will continue to be neces-

sary. It is always important to consider function when evaluating any impairment but this is especially important when 

considering obesity.  



ñHIV and Disability: Understanding HIV care and 

SSA's New HIV Impairment listingsò 
By Kristina Burbank, GMADE member 

 

Guest speaker, Erica Deray, is a staff attorney for Whitman Walker 
Health. Whitman-Walker Health is a nonprofit community health or-
ganization serving four locations throughout the DC/Metro area. 
They have been providing legal and medical services to patients for 
over 30 years with special expertise in HIV care, LGBTQ health and 
helping individual with barriers to care. The organization was started 
in the 1970ôs as a volunteer-run program for gay men. In 2017, they 
served over 16,000 clients with HIV care accounting for 37% of all 
care.  

The Human Immunodeficiency Virus (HIV) attacks the bodyôs im-
mune system. It is spread through the exchange of bodily fluids and 
can lead to AIDS (acquired immunodeficiency syndrome) if left un-
treated. HIV/AIDS became more prevalent throughout the 1990ôs, 
becoming the number one cause of death for U.S. men aged 25 to 44 in 1992. The Blue Book of Listings 
was updated in 1993 to include HIV/AIDS related impairments as part of the 14.00 and 114.00 (child) 
Immune System listings. SSA began proposing changes to the 14.11 listing in 2003 and again in 2006 
and 2008. The updated listings 14.11 and 114.11 were finally published in 2017 and now reflect the 
changes in treatments and prognosis for individuals living with HIV.  

Deray detailed parts of listing 14.11 and discussed the findings a disability examiner or medical consult-
ant should be aware of when reviewing medical evidence. She focused on listing 14.11I which covers 
repeated manifestations of HIV infection. She noted that HIV is often seen as a condition that can be 

easily assessed by laboratory findings such as a low CD4 count, but that is not the whole picture.  

Deray stated that many of Whitman-Walker Healthôs clients report chronic symptoms such as fatigue, 
pain and memory loss that are harder to document and quantify. Side effects are frequently under-
reported due to the stigma still attached to HIV infection. Additionally, records from treating providers 
may reflect a stable condition with no complications as the patient is seen only periodically for medica-
tion management. Whitman-Walker Health encourages their clients to report all symptoms to their treat-
ing providers and to be frank and thorough when discussing their limitations with a consultative exam 
provider. They also advocate for their clients through the treating provider, encouraging them to be more 
thorough when documenting side effects and functional limitations in their notes.  

Deray discussed medication compliance and its relation to progression of the virus. Compliance can be 
affected by numerous factors including significant side effects, drug interactions and systemic resistance 
to specific classes of drugs. Social factors such as discrimination, stigma and misinformation continue to 
affect compliance as well.  Nausea and diarrhea can make adherence to seemingly mundane treatment 
plans difficult, like taking medications with food. Unfortunately, without adherence to treatment, the HIV 
virus can replicate rapidly and cause a patientôs health to deteriorate . Unfortunately, without adherence 
to treatment, the HIV virus can replicate rapidly causing health to deteriorate. Discontinuing use of a drug 
may cause resistance to that class of drugs in the future, making it harder to find effective treatment.  



HIV & Whitman Walker ctd.. 

Newer drug regimens are associated with fewer serious side effects but can still have a heavy impact 
the patientôs quality of life. Long-term side effects can include kidney failure, liver damage, heart dis-
ease, diabetes or insulin resistance, and nervous system and mental health side effects such as insom-
nia, dizziness or depression. An increasing population of patients with HIV-related dementia has sur-
faced in recent years as another possible side effect of long-term use of antiretroviral medications.  
Some of the drug side effects mirror HIV-associated conditions like dementia, cardiovascular disease 
and kidney disease.  

Fortunately, new drugs for prevention and early intervention have helped to slow the spread of the dis-
ease. More advanced drug therapies, while at times problematic have led to a better prognosis to those 
who have been diagnosed. As the declining level of patients infected with HIV has plateaued, the District 
of Columbia has a plan to increase the percentage of people who know their HIV status. They also hope 
to increase  the percentage of patients who are in treatment where HIV is undetectable in their blood. 
They also hope to decrease the number of new HIV infections by 50%.  

Erica welcomes questions and is happy to provide further information. She can be reached at eder-
ay@whitman-walker.org.  

 


