Focus on Functioning when obtaining ADLs and making clarifying calls

Disclaimer: This is not an official document and does not necessarily reflect official policies or the opinions of anyone other than Todd Finnerty, Psy.D.  version 1.0, February, 2010. * Portions of this document were adapted from a previous training document, the * indicates these areas.
Introduction

This presentation is generally organized in to:
A. General, theoretical considerations 

B. Some more practical tips related to asking questions and addressing specific issues with the phone call.

C. Scenario discussions and questions

General Guidance- Some theoretical considerations surrounding the practice of clarification calls: 

Why bother getting ADLs, what is the point?  It is not just the practice of “defensive medicine” (defensive adjudication) to avoid QA or DQB returns. Obtaining evidence related to functioning is at the heart of what we do and helps to establish how the clt’s alleged difficulties impact their abilities to perform work-related tasks. The ADLs (and other functional evidence) we acquire is as important as the medical evidence we develop or treating source opinions we obtain.

A new DSM is on the way

Proposed criteria for public comments on DSM5.org 2/10/10, expected publication 5/2013
The names of diagnoses will sometimes change as will diagnostic criteria, however the clts themselves will continue to experience the same problems in functioning (though certainly how functioning is described may be impacted). 
While a diagnosis gives us some information, we can’t necessarily infer how a clt functions simply by their diagnosis.
Information from the “Blue Book”

Focus on Functioning and organize it within the structure of our program

Blue Book (2003, pg 17) Evidence Relating to Symptoms:

“In developing evidence of the effects of symptoms, such as pain, shortness of breath, or fatigue, on a claimant’s ability to function, SSA investigates all avenues presented that relate to the complaints. These include information provided by treating and other sources regarding

The claimants daily activities;

The location, duration, frequency, and intensity of the pain or other symptom;

Precipitating and aggravating factors;

The type, dosage, effectiveness, and side effects of any medication;

Treatments, other than medications, for the relief of pain or other symptoms;

Any measure the claimant uses or has used to relieve pain or other symptoms; and

Other factors concerning the claimant’s functional limitations due to pain or other symptoms.”

(Blue Book 2003, pg 101) “Symptoms are your own description of your physical or mental impairment(s). Psychiatric signs are medically demonstrable phenomena that indicate specific psychological abnormalities, e.g. abnormalities of behavior, mood, thought, memory, orientation, development, or perception, as described by an appropriate medical source… The symptoms and signs may be intermittent or continuous depending on the nature of the disorder.”

There are multiple systems in existence related to activities of daily living and domains of functioning in general. For simplicity’s sake, when making clarification calls it is a good idea to keep the various agency-defined domains of functioning in mind. These are on the PRTF: (ADLs; Social functioning; Concentration, persistence and pace; decompensations). The MRFC can be viewed to some extent as a specific breakdown of these domains and points on the MRFC may also guide your thinking on an ADL call.

According to the Blue Book:

We assess the quality of ADLS “by their independence, appropriateness, effectiveness and sustainability.”  
The Social functioning domain refers to the clt’s “capacity to interact independently, appropriately, effectively, and on a sustained basis with other individuals.” 
The Concentration, persistence and pace domain “refers to the ability to sustain focused attention and concentration sufficiently long to permit the timely and appropriate completion of tasks…”  

The Childhood form (538) uses the domains: Acquiring and Using Information; Attending and Completing Tasks; Interacting With Others; Moving about and manipulating objects; Caring for yourself andhealth and Physical well being.

Also per the Blue Book:

A marked limitation is defined by the “nature and overall degree of interference with function.” (Blue Book 2003, pg 102-104)

While we may receive opinions in functioning from a source such as a “marked impairment in x, y or z,” qualitative descriptions or opinions related to these domains like mild, moderate, marked, extreme; fair, poor, severe, etc. will receive support or not receive support based on the functional evidence available related to each domain. One major source of functional evidence is the ADL clarification call.
You can establish a mental representation of these domains as well as important capacities on the MRFC. These guiding domains may help you mentally structure the information you pursue in the phone contact.
Is it an important phone call? 

Will we find ADLs or one of the other domains on the PRTF, or an essential ability on the MRFC to be markedly limited? The ADL call will contribute to the evidence of the clt’s functioning which is available for this, impacting whether the clt receives benefits. Evidence of functioning is among the most valuable evidence we can obtain.

For example: one key issue in determining whether a clt has an intellectual disability consistent with meeting listing 12.05 is the degree of impairment in adaptive behaviors. Adaptive behaviors are essentially the nature and degree of independence in the clt’s functioning/ADLs.
There are lots of ways to paint a picture (and no one list of questions that all have to be asked).
Don’t worry about asking all the right questions, think about creating a portrait of the clt’s functioning. It may be useful to you to imagine the different domains of functioning we assess or abilities on the MRFC and ask questions or obtain anecdotes about activities or difficulties the individual has experienced in those different areas. 
No one can tell you what to ask someone in every imaginable situation and circumstance (and you wouldn’t remember anyway). However, if you maintain a perspective of inquiring about functioning in these areas and how the clt’s alleged difficulties impact their functioning you will do well.

Symptoms vs Functioning
True or False? Symptoms are the same thing as Functioning (False).

[Example]: An individual reports that 2-3 times per week they have “panic attacks” where they experience symptoms of rapid breathing, a racing heart and worry that they may be having a heart attack. They report a “sudden, unpredictable onset of intense apprehension, fear, terror, and sense of impending doom.”  Are they able to work? We don’t know unless we further assess the impact of these symptoms on their functioning.
It is ok and useful to ask about symptoms on the phone call, however asking about and documenting symptoms alone is not sufficient.

Functional severity is not synonymous with the number of symptoms or symptom severity, and not all symptoms are created equally. Some symptoms also may suggest the possibility of greater functional impairment than others.  In addition, two people who report essentially the same symptoms may deal with them in entirely different ways and function differently. Two people with the same symptoms may also receive different levels of assistance and accommodations and may also appear to function differently because of the external context/ environment they are in.

If all you do on the clarification call is have the clt rehash the symptoms of their alleged MDIs and ignore how they impact their daily functioning, you are doing a disservice to the clt by not giving them a greater opportunity to communicate information which is highly relevant to their claim.  This is especially important given that many treatment providers often fail to document this type of information well in their notes.
Frequency, Intensity and Duration

Is it possible to establish the frequency, intensity and duration of a problem by talking with the clt? 
What questions might you ask to get an understanding of the impact symptoms may have on the different areas of functioning that we assess on the PRTF & MRFC? When people describe symptoms, you may wish to follow up with how often and how long they experience the symptom or difficulty. Can they give examples of the impact the symptom(s) has on their daily activities? If someone were observing them have the symptom what would it look like and how would the clt be acting? 
Consider Developmental Milestones
Is the person (child or adult) functioning in a manner consistent with typical, age-appropriate expectations? Would a clt’s age impact the questions you choose to ask?
No Man is an Island- Is the person functioning with accommodations or assistance from others?
Functioning occurs both at the individual person level and within a broader environmental context:
Relationships and other environmental variables may impact what a person is “able to do.” [ex: someone with a specific phobia (ex: fear of flying) may arrange their lives so that they never encounter the phobia (such as avoiding flying). However, they may have a wife who will help them fly but couldn’t go alone without experiencing panic. What degree is their daily functioning compromised by the measures they take to do this? What about someone with a social phobia? While they may function in some environmental contexts, what degree of assistance may be required in order to go in to various public settings such as Walmart vs a small convenience store, etc.?]. How independent are they in their functioning and does the environment they are in tolerate poor quality? Does the person require extensive supervision in order to perform tasks?
A youth with a Learning Disability may excel under certain circumstances or with “accomodations,” whereas in another environmental context they may become discouraged and drop out of school.

DOCUMENTATION: The “best” phone calls are the ones that are documented well (did the conversation actually happen if it isn’t written down?)
 Attorneys sometimes advise clt’s to not provide information over the phone as they are worried in part about how well the conversation will be documented (as well as leading questions, etc.). Would the clt/3rd party/ treating source, etc. agree with what you wrote down as a good summary of the meaning they conveyed to you (vs having documented what was said selectively, etc.)? Be sure to document the clt’s responses extensively and true to the meaning which they conveyed. You want future reviewers to be able to have as good an understanding of what transpired on the phone contact as you do as the person making it. 

[See also example quotes from websites re: ADL calls]
Do you have a sense of the clt’s “direction?” What patterns have they exhibited in the past and what might their prognosis be?
Have they been steadily improving with treatment or are they on a “downward slide?” Some people report cycling through periods of depression and mania over time, or have experienced multiple decompensations with only modest improvement in between.
However, not all decompensations of extended duration will be well documented by an inpatient stay or intensive treatment. While decompensations that include medical evidence will likely be more supported and reliable, that does not mean that clt or 3rd party descriptions of past periods of time where the clt’s functioning “decompensated” should be ignored.
Repeated periods of decompensation suggest a poorer prognosis. If the clt or 3rd party is able to tell you about these time periods or overall patterns of deteriorating functioning this would be useful in getting a bigger picture of the clt’s functioning over time.
Does the clt’s history allow you to see patterns of problems over time? Do they have good days and bad days? What is the typical good day like vs bad day? How often do they have them? Did they return to normal functioning after the “decompensation” or did their functioning continue to be reduced from baseline? If they have multiple decompensations, are they trending downward in functioning (ex: getting somewhat better after each decompensation, but never returning to the original baseline and regaining less and less functioning that they previously had after each decompensation).

Are there prognostic indicators available in the ADLs we obtain? When talking with the clt or 3rd party you may gain a sense of factors related to vulnerability or resilience to stress. For example: personality variables and coping styles (ex: catastrophizing) may lead to difficulties or more adaptive responses to stressors. What strategies have they used in the past to deal with stress (ex: locking themselves away in a room; taking a walk; checking themselves in to a hospital; etc.)?
Per the Blue Book:
We require sufficient evidence to establish the presence of a medically determinable impairment(s) (MDI), assess the degree of functional limitation the impairment(s) impose and project the probable duration of the impairment(s).  (Blue Book 2003, pg 105)

Can you think of any examples of factors which may “project the probable duration of the impairments?” Is it possible to gain a sense of an individual’s past history and prognosis via an ADL call?
(Also consider factors such as: Chronicity, recurrent episodes; Suicidality; Manic episodes; Comorbidity/co-occurrence with other disorders; Resources and level of social support; etc.)

What do you do if a claimant tells you they are going to commit suicide? 
Try to remain calm and keep the individual on the line. If you become more upset the clt may be more likely to also become more upset. If you can determine their location, and if they are home alone or with others who can assist that would be very helpful.  Get the attention of another person in your unit (preferably your supervisor if possible) to assist you. You may need to have someone assist you in calling 911 to dispatch the police to their location (911 may potentially transfer you to a different operator depending on their location). Depending on the clt’s mental status you may need to hand write messages to others in your unit so as not to upset the clt before police arrive. However, it is also possible that the clt may be agreeable to talking to emergency responders and may have had similar experiences in the past. It is not necessarily your responsibility to completely assess their level of dangerousness or the likelihood that they will commit suicide once the threat that they are going to commit suicide has been made to you. However, pertinent information that the clt may have told you may be beneficial to emergency responders such as whether they told you they had a gun, the type and amount of pills they said they just took, etc.

Be sure to document the call well and what actions were taken. 

You may also wish to review any policies and procedures which exist on this subject (not while the phone call is occurring). 
Self-care (Putting your oxygen mask on first):

It is difficult to perform good customer service, show respect for or care about and deal well with others if you haven’t been caring for yourself. Don’t take on more than you can handle. Do what needs to be done for you to manage the forces of anxiety and negativity. Perform your ADLs as needed including eating, exercising, sleeping/relaxing, and doing what helps you reduce the impact of stress on your well-being. It can sometimes be difficult to listen to the problems of others, respond appropriately to them and gain the necessary information on a good day… you can’t care for others if you can’t care for yourself.

Selected interviewing skills which may be helpful in making clarification calls: 

Preparation
Before contacting the clt it is beneficial to have reviewed the evidence contained in file. This preparation will enable you to * “ask pertinent questions which can resolve inconsistencies or clarify ambiguities.”* 

It may also be less anxiety provoking to already have a feel for the issues and some questions which need to be addressed with the clt. If you want the interviewee to be comfortable with you and potentially disclose more information, it would be helpful if you are comfortable and relaxed. One benefit of preparation is that it makes feeling comfortable easier.
You may wish to prepare a 5002 summarizing important case issues and questions for the contact. If your first call is not answered, you may not be as familiar with the case when the call is returned. If you have the notes on a 5002 as a result of your initial preparation, you or another person receiving the call back will be able to quickly see the important questions and issues in the case which need to be clarified.
Basic questions and “rapport building” may get you moving forward
Remember to cover topics which may be needed such as any new treatment providers they may have gone to, if they are willing to attend a CE if necessary, etc. These issues may help act as an “icebreaker” to get the conversation going if you are stuck. 
Reflective Listening

If you are having trouble deciding what to ask next or as a means of building greater rapport with the person, you may try a technique called “Reflective listening.” It is also helpful for you to test whether you are both understanding the person and actively listening to what they are telling you. When using reflective listening you make statements summarizing back main points that the person has made without including any significant judgments on your part.  

Ex: [Claimant] “I can’t seem to get up the nerve to be around anyone anymore, I get all hot and tense.” 

[Adjudicator] “So it sounds like you’re anxious around other people.”
[Claimant] “yeah, I can’t even go in to the store anymore, I’ve driven there before and just sat in the parking lot too anxious to go in; my sister picks some things up for me and brings them over now and then. I try not to ever go anywhere if I don’t have to.” 

In this way making a reflective statement about what the clt said helped you both communicate understanding of what the clt said to you, and also offered the clt an opportunity to elaborate on the points made (all without even asking a real question).

Follow up questions 
After a question from you or a statement by the clt, but before moving on to other subjects you may wish to consider asking one or more follow ups on the clt’s answers to the previous questions asked or statements which they have made. You may be able to obtain important details and clarification on them via a follow up question (or even a reflective statement).  You’re having a discussion with the clt, you don’t have to move on to a different topic until you’re ready. You can ask them if they can tell you a little more about what they just said or if they can give you an example of a time/event and what happened when a problem occurred to “help me understand.”  There is no specific number of follow up questions you should ask before moving on though. 

*Techniques such as rephrasing a significant statement of the clt into a question may be useful in eliciting more details from the clt. 

*For example: if the clt says “I’m too nervous to drive anymore,” The response might be: “You cannot drive your car anymore? Can you tell me more about that?”*

When on the ADL call you may wish to be cautious about making judgments about whether the functioning reported could be due to the alleged MDI, however when you notice such concerns arising in yourself it may be a good place to look for follow up questions. For example, if someone is alleging depression but then says they get lost leaving the house and can’t remember where they are, you may wish to get more details via follow up questions.
Pay attention to how you word the questions you ask 
There are no right or wrong questions (within reason), however some may be more effective than others.

Sometimes it can be hard to know what to ask. Questions like “how do you handle stress” may seem simplistic and vague, but they can also open the door to follow up questions or the clt describing anecdotes of problems they have had in their life which may reflect their degree of functional impairment.

Ex: Open-ended questions may often be more useful than a question with only a yes/no answer
Open ended questions:
* “Encourage the clt to take the lead to provide a narrative response.” 
Some examples of open-ended questions are:
*“In what way does your impairment limit what you can do?”*

*“What activities that you do take the most time?”*

How do you spend a typical day?
What types of assistance do you need from others in [your life] (ex: ? in personal care activities like bathing, dressing, using the toilet, etc.’; meal preparation; hour and yard work; going to various locations/shopping; bill paying; performing hobbies; etc.]

How much assistance do you provide for others? 
How much help do you need with… ?

What happens when you… (ex: go to a public place like the grocery store, the laundromat, etc.)?

What strategies do you use to… (ex: pay your bills, clean the house, care for the kids, etc.)?

What things might they do inappropriately or What behaviors do they have which may lead to problems?
You may wish to try and ask at least one open-ended question in each domain of functioning (when applicable). However it is noted that some individuals will be more verbal than others, and you may find yourself moving to more specific questions such as “How well can you follow a recipe;” “how did you pass the driving test,” “How well are you able to follow driving directions to a specific location/ use a bus schedule” or other questions about specific ADLs, etc. 
There can be exceptions to the rule
* In some situations a different approach may be needed [ex: if the individual is depressed, underproductive or too anxious to focus on a narrative response (answer an open-ended question well), the questions used may need to be more direct and specific.  Similarly, if the individual responds with too much information, and in particular information which is tangential and not particularly relevant, you may need to politely redirect the clt back to the task at hand. (*modified from the original*) In some instances if people become long-winded and off-task you may also consider telling them that you only have x amount of time and want to ask y more questions.
See also the *handout ADL phone call script notes* for additional example questions.
Functioning Prior to vs after onset?
*If at all possible, ask questions that permit one to contrast the claimant’s pre- and post- onset performance of an activity.*

What was the clt able to do before their [allegations] that they are not able to do now?

Some special considerations related to specific reasons for making a clarification call:
The goal is not to conduct your own clinical interview and spend 50 minutes evaluating a clt on every call (we have CEs and treating source evidence for that). However there are often specific issues it is valuable or imperative to address via a phone contact.
General ADLs
While forms for the purpose of obtaining ADLs do exist, some individuals may not be able to read or write. In addition, other circumstances will call for obtaining a broad picture of ADLs and the impact of impairments via a phone contact. 
In some circumstances we may also seek to get an idea of the clt’s functioning over a longer period of time than might typically be assumed by a current ADL form. A third party may be able to assist us in describing ADLs over time and allow us to support inferring onset back to a time when treatment was alleged but MER was not received.
Worsening alleged on recon
If a clt alleges worsened functioning from initial on a reconsideration claim, we will need to clarify and address factors involved in their alleged worsening (you can worry about this when you do recon training).
The potential rule out
Certain opinions that treating or evaluating sources may give are reserved for the commissioner (such as “the clt is disabled” or “not disabled”). These types of statements/questions are not sufficient for adjudication and they are also not sufficient for an ADL call. We focus on functioning and while asking whether the clt feels they are “prevented from working” by a psych or physical impairment may be an acceptable lead in to a discussion, it should not end the conversation if the clt says “no.” This is particularly the case when you consider that for some individuals a moderate limitation may be all that is necessary to obtain benefits or to provide a secondary impairment for another listing. 

For example, if the clt agrees they are “not disabled” because of depression alone and are more concerned about their physical MDIs, that does not mean they don’t feel they have some trouble concentrating or dealing with stressors which may impact their vocational profile (possible moderate limitation).
 In addition, it should be remembered that some clt’s may experience embarrassment or a desire to respond in a socially acceptable manner when on a phone contact with the adjudicator. This may impact their responses to questions. 
General Considerations related to Third Party Collateral Contacts
A 3rd party contact should not be undertaken without permission from the clt.

*The source should be told that the contact is related to an application for Social Security benefits and that the information will be used as evidence in the claim. The claimant’s right to privacy should be guarded. The fact that specific impairments have been alleged should not necessarily be divulged and only the information necessary to achieve the purpose of the call should be conveyed when asking questions. (*modified)
*Ask the individual to describe his or her relationship with the claimant. For example, does the individual live with the clt? How often and under what circumstances do they see the clt? Understanding the source’s relationship with the clt will help to determine the nature and depth of evidence they can furnish.*

The source’s relationship and extent of contact with the clt may be taken in to consideration when asking questions, but we shouldn’t make assumptions about what they should or should not know based on this. Each case is different.

*Encourage the collateral source to tell in his or her own words what is known about the claimant’s functioning in a specific activity. *
*For example, if the claimant attends church, and the contact is a member of the clergy and indicates that he sees the claimant at services, questions about the frequency of attendance, degree of participation in services (or other church activities) and any problems during these times might be explored. *

*If the source is a neighbor with only casual contact with the claimant, inquiring about house and yard maintenance or participation in activities might be appropriate.*
There will always be inconsistencies (sometimes)

We at times may use figures of speech which can be taken out of context when being read. In addition, we may use different definitions in our mind when reading. One person’s “total incapacitation” may be another person’s “good day.” If there are some inconsistencies in the evidence we may wish to clarify them before finding the clt’s allegations not credible.

The nature, number and extent of inconsistencies in the clt’s and 3rd party’s reports to various sources will impact how we view the credibility of their allegations.

Third parties and possible inconsistencies in the evidence: [what color are your glasses?(that you see the world through)]
Collateral contacts can be very valuable in establishing functional limitations, particularly as the clt may not have insight in to all of their behavioral or interpersonal difficulties. They offer “another perspective” on the clt’s functioning. However, people don’t always see eye to eye or see things in the same way, this “inconsistency” does not always suggest a significant credibility issue.

3rd party statements should never be expected to be 100% consistent with the clt’s report as all people may interpret things slightly differently. In addition, the 3rd party does not have access to the clt’s internal experiences (thoughts, emotions, pain, arousal or other perceptions). They are typically in a position to observe, interact and otherwise experience the clt firsthand (you may wish to inquire about the nature and degree of their contact with the clt).
All inconsistencies are not created equal: can they clarify the inconsistencies? One inconsistency does not make malingering just as one swallow doesn’t make a summer (migrating bird). However, when we have concerns about inconsistent information the more sources of information and perspectives we have the more likely we are to be able to resolve them sufficiently and with fairness to the clt.
The drug abuse and addiction related phone call

Decisions related to whether substance abuse/dependence is “material” are usually only necessary when it would appear that the clt may be a grant and it is necessary to determine the extent to which substance abuse/dependence impacts their functioning. 

Can we describe patterns of substance use and how similar or different they are to patterns of the alleged problems in functioning over time? However, just because something happens close in time does not mean we are able to establish that one caused the other. 

What was their functioning like prior to using? Did the clt display the other potentially non-drug related impairment(s) such as depression or anxiety prior to beginning their substance use? Was there any differences in functioning when using versus during a period of sustained sobriety? If the clt was not using substances would they still have generally the same functional limitations; (attempt to determine if they’d still be markedly impaired}? 
If we are unable to develop sufficient evidence to project how the clt would function if they stopped using substances then we are not able to find substances to be material to the decision (a tie essentially goes to the runner). In general practice, a 3rd party ADL contact will typically be made to obtain ADL information related to the clt’s substance history and functioning only when necessary. 
Rules for follow up and time to respond to mailed/ voicemail message requests for ADLs
-Additional general questions and discussion on the presentation topics 
Let us generate some more example questions (and by us I mean you): 

-utilize the sample case(s) provided to generate ADL and other clarification questions (related to or nor related to the noted domains):
Scenario 1: See also the 12/2005 sample medical evidence from the public domain (not a clt): You have received some minimal evidence and you will likely need to order a psych ce if no other treatment providers exist. You are calling to obtain general ADLs related to the allegation of “depression” as well as ask any questions you may have about the evidence you received and if any other treating sources exist.
How will you prepare?

What do you need to know?

Are there any “inconsistencies” or other issues in the evidence you have you may wish to ask about?

What questions are you considering asking (Do they pertain to ADLS; Social functioning, Concentration, persistence and pace; Adaptation or other information that will be relevant to our purpose)?
What would you do if the clt told you they were going to kill themselves or a specific other person?
-Additional role-playing exercises or discussion (time permitting)

-Thank you
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