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PREFACE

This guide was written to assure that individuals with substance use disorders and co-occurring
impairments that meet Social Security disability criteria receive Federal disability assistance under
the Supplemental Security Income (SSI) program or the Social Security Disability Insurance (SSDI)
program.

The guide focuses on the complex issues involved in documenting impairments that co-occur with
substance use disorders — particularly for homeless SSI/SSDI applicants, who are more likely than
those with stable housing to be denied benefits for procedural rather than medical reasons.

The information contained in this document is primarily intended for licensed physicians,
psychologists, and other medical professionals who are authorized by the Social Security
Administration (SSA) to provide medical evidence of impairment and for other clinicians
(including nurses, physician assistants, and licensed clinical social workers) who assist with the
documentation of medical and functional impairments in support of SSI/SSDI applications.'

For an explanation of SSI/SSDI eligibility criteria, how these programs differ, and the disability
determination process, readers are referred to Documenting Disability: Simple Strategies for Medical
Providers (O’Connell, Quick, and Zevin 2004). This document and other disability resources are
available via the National Health Care for the Homeless Council’s website at
http://www.nhchc.org/disabilityresources.html.

' Documentation of a medical impairment for the purpose of supporting a disability claim must come from
“acceptable medical sources” as defined by SSA: licensed physicians, licensed or certified psychologists, licensed
optometrists (for vision impairments only), licensed podiatrists (for foot and ankle impairments only), or qualified

speech and language pathologists (20 CFR §§ 404.1513(a) and 416.913(a)). Medical practitioners who are not

“acceptable medical sources” can prepare supporting letters and complete disability claims forms for their patients,

but a licensed physician or other acceptable medical source must also provide medical evidence to establish the
impairment (O’Connell et al. 2004).
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National Health Care for the Homeless Council


http://www.nhchc.org/disabilityresources.html

Documenting Disability for Persons with Substance Use Disorders & Co-Occurring Impairments

ACKNOWLEDGEMENTS

The following individuals were primarily responsible for providing and articulating the

information contained in this guide:

Patricia Post, MPA - Policy Analyst and Communications Manager for the National Health
Care for the Homeless Council, who has written and edited a number of publications on

SSI/Medicaid access and homeless healthcare

Yvonne Perret, MA, MSW, LCSW-C - Executive Director, Advocacy and Training Center,
Cumberland, Maryland; consultant and trainer for the Federal SSI/SSDI Outreach, Access &
Recovery (SOAR) initiative and co-author of Stepping Stones to Recovery: A Case Manager’s Manual

for Assisting Adults Who Are Homeless with Social Security Disability and Supplemental Security Income
Applications (2005)

Sarah Anderson, JD - Managing Attorney, Health Unit, Greater Boston Legal Services; and
member of the Homeless Subcommittee of the Massachusetts Disability Determination Services
Advisory Committee, which investigates barriers encountered by homeless claimants in applying

for SSDI/SSI benefits

Mark Dalton - Administrator of the Belltown Community Service Office, Washington State
Department of Social and Health Services, which facilitates enrollment in the state General
Assistance program and SSI/SSDI applications

Barry Zevin, MD - Physician at the Tom Waddell Health Center, San Francisco Department of
Public Health; Diplomate American Board of Internal Medicine, certified in Addiction
Medicine; co-author of Documenting Disability: Simple Strategies for Medical Providers (2004)

We also acknowledge the contributions of other members of the National Council’s SSI Task

Force who provided examples from the field and helped to assure the usefulness of this guide to

medical providers and advocates for people with disabilities:

Robert Taube, PhD, MPH - SSI Task Force Chair and Executive Director, Boston Health Care

for the Homeless Program, Boston, Massachusetts

Jennifer Alfredson, MSW, APSW - Mental Health Supervisor of Case Management, Health
Care for the Homeless of Milwaukee, Inc., Milwaukee, Wisconsin, a SOAR participant

Deborah Dennis, MA — Vice President for Technical Assistance, Policy Research Associates,
Inc., Delmar, New York, and SOAR project director

Dan F. Reardon, ]JD - Benefit Acquisition and Retention Team Coordinator, Colorado
Coalition for the Homeless, Denver, Colorado, and Homeless Outreach Projects and
Evaluation (HOPE) grant project coordinator

Laurel Weir — Policy Director, National Law Center on Homelessness & Poverty, Washington,
DC, an advocate for improved access to SSI/SSDI for people with disabilities who are homeless

Health Care for the Homeless Clinicians’ Network iv
National Health Care for the Homeless Council



Documenting Disability for Persons with Substance Use Disorders & Co-Occurring Impairments

EXECUTIVE SUMMARY

This guide was written to assure that individuals with substance use disorders and co-occurring
impairments that meet Social Security disability criteria receive Federal disability benefits under
the Supplemental Security Income (SSI) program or the Social Security Disability Insurance (SSDI)
program. The guide provides practical tips that medical providers and others who assist with the
documentation of disability can use to expedite SSI/SSDI benefits for individuals with co-
occurring impairments. Special emphasis is placed on the importance of assisting homeless
applicants, who are more likely than individuals with stable housing to be denied benefits for
procedural rather than medical reasons.

This document is intended as a supplement to Documenting Disability: Simple Strategies for Medical
Providers (O’Connell et al. 2004). Readers are referred to the 2004 manual for an explanation of
SSA disability criteria, the 5-step disability determination process, and general guidance for
medical providers regarding the documentation of medical and functional impairments. The 2007
supplement focuses in more detail on the complex issues involved in documenting impairments

that co-occur with substance use disorders.

The 1996 statutory change that terminated SSI/SSDI eligibility for individuals whose drug
addiction or alcoholism is material to their disability was not intended to disqualify persons who
have disabling co-occurring impairments. Such denials have nevertheless been widely reported to
occur at the initial stage of disability determination, frequently requiring later reversal at the
appeals level. Individuals with substance use disorders who present sufficient medical evidence of
impairment that meets SSA disability criteria are entitled to SSI/SSDI regardless of current alcohol
or drug use. This guide is intended to educate clinicians on how best to document impairments
independent of active substance use, so as to help these disability applicants and to assure broad

understanding of current policy and its implementation.

The document is divided into four main sections, a bibliography, and three appendices:

1. The introductory section explains the importance of SSI/SSDI benefits to individuals with co-

occurring mental impairments who are homeless and why they have been disproportionately

affected by changes in Social Security’s Drug Addiction & Alcoholism (DAA) policy in 1996.
2. Section II explains current DAA policy with regard to SSI/SSDI eligibility and identifies

problems with the policy’s implementation and impact on personal and public health from the
perspective of scientists, clinicians, and advocates for homeless claimants. Problems identified
include:
« Inconsistent application of the policy across jurisdictions;
« The difference between DAA policy and the scientific understanding of addiction (cf.,
clinical articles published by the HCH Clinicians’ Network with support from HRSA (CN
2006, CN 1998); and
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« The policy’s impact on preventing and ending homelessness, most notably specified in the
DHHS/SAMHSA publication, Expediting Access to SSA Disability Benefits: Promising Practices
for People Who Are Homeless (Dennis, Perret, and Seaman 2007).

3. Section III focuses on practical difficulties in determining the etiology of impairment in
individuals with a history of substance use disorders, the use of psychoactive substances to
manage trauma sequelae, and recommendations for clinicians regarding:

« When to support a SSI/SSDI application by an individual with a substance use disorder;

« The importance of discussing medical evidence of substance use disorders in letters to SSA
supporting disability claims; and

« Documenting impairments independent of active substance use for SSI/SSDI applicants.

4. Section IV presents examples of appropriate documentation of impairment in letters written by
clinicians in support of SSI/SSDI claims that have been allowed.

5. The bibliography lists key references where more detailed information about substance use,
disability, and homelessness is available.

6. Appendix I provides a summary of Federal laws and court findings that form the statutory basis
of the Social Security Administration’s DAA policy.

Appendix II provides a list of acronyms used in this document.

Appendix III provides links to important disability resources.
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INTRODUCTION

Disability precipitates and prolongs homelessness. Research suggests that physical and cognitive
impairments are among the factors that increase the likelihood of becoming and remaining homeless
if material and other assistance is lacking (CN 2002, CN March 2003). Homelessness itself can be an
indicator of functional impairment and often a marker of disability. Indeed, people with disabilities
constitute the “chronically homeless” population in America.” Any strategy to prevent and end
homelessness must include adequate financial supports and an emphasis on recovery for those whose
disabilities prevent them from earning sufficient income through employment to secure housing and
other basic needs, including health care.

People who are homeless suffer disproportionately from mental impairments. Roughly half of all
people with serious mental disorders have co-occurring substance use disorders and half of people with
substance use disorders have co-existing mental illness, regardless of their housing status (NAMI,
2006). The prevalence of these disorders is considerably higher among people who are homeless
(Bonin et al. 2004). According to conservative estimates, about 30 percent of homeless people have
serious and persistent mental disorders, compared to about 3 percent of all adults (CN Oct 2006).
Substance use disorders are also overrepresented among people without stable housing, who are
estimated to be 2-5 times more likely to have these disorders than the general population (CN Oct
2006). Approximately two out of three homeless people in the United States (66 percent) have an
alcohol or drug problem (Burt et al. 1999).

Disability assistance can mitigate health risks associated with homelessness. The most important
sources of assistance for Americans with disabilities are two Federal programs — Supplemental Security
Income (SSI) and Social Security Disability Insurance (SSDI) — which provide cash assistance and
eligibility for public health insurance (Medicaid/Medicare). Those who qualify for SSI/SSDI are also
more likely than others to obtain available low-cost housing, including supportive housing (Dennis et
al. 2007, Burt and Sharkey 2002, p. 38). By increasing access to healthcare and housing, these
programs can mitigate the extraordinary health risks associated with homelessness, expedite recovery,
improve quality of life, and help a number of beneficiaries achieve stability and participate in gainful
employment (Dennis et al. 2007). Expediting SSI/SSDI benefits is therefore extremely important to

protect and increase economic security, and to prevent and resolve homelessness.

Many homeless people considered likely to qualify for SSI/SSDI do not receive benefits.
Unfortunately, only a small proportion of the homeless population in America receives Federal

disability assistance. In a national study of homeless assistance providers and their clients conducted in

2 According to the Federal definition, a chronically homeless person is “an unaccompanied homeless individual with a
disabling condition who has either been continuously homeless for a year or more OR has had at least four (4) episodes
of homelessness in the past three (3) years” (Collaborative Initiative to Help End Chronic Homelessness, notice of

funding availability, 2000).
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1996, only 11 percent of homeless service users received SSI and 8 percent had qualified for SSDI
(Burt et al. 1999). Local studies conducted since then suggest that homeless disability claimants are
denied benefits at significantly higher rates than other claimants, often for failure to negotiate the
arduous application process, rather than for lack of severe medical impairments that meet SSA
disability criteria.” Case managers working in Health Care for the Homeless have reported that as
many as 80 percent of their uninsured clients should have qualified for SSI or other disability
assistance but had not done so (Post 2001, 72-73). People experiencing homelessness often fail to
qualify for Federal disability assistance despite the high likelihood that they would meet eligibility
requirements due to a variety of systems barriers — lack of access to health services, insufficient
documentation of functional impairment, remote application offices, lack of transportation, and
complex application processes. These obstacles are exacerbated by mental impairments and the lack of

stability necessary to see a complex application process through to completion.

People whose substance use is deemed material to their disability are ineligible for SSI/SSDI. The
1996 termination of SSI and SSDI eligibility for individuals whose drug addiction or alcoholism is
material to their disability was not intended to disqualify persons disabled by co-occurring
impairments. Such denials have nevertheless been widely reported to occur at the initial stage of
disability determination, many of which are reversed to allowances at the appeals level. Lack of
sufficient medical evidence of impairment attributable to other disorders can delay access to essential

services for some people and deter others from pursuing disability claims further.

People with impairments that would remain severe if they discontinued substance use may qualify
for SSI/SSDI. Individuals with substance use disorders who present sufficient medical evidence of
impairment that meets SSA disability criteria are entitled to SSI/SSDI, regardless of their current
alcohol or drug use. This guide is intended to help these disability applicants by educating clinicians
how best to document impairments independent of active substance use.

For a brief explanation of current DAA policy and exactly what kinds of evidence are required for
persons with DAA disorders to qualify for SSI/SSDI benefits, read on. Information about the
statutory basis of this policy, which clinicians may also find helpful, is available in Appendix I,
beginning on page 31.

3 A review of disability claims submitted to the Disability Determination Services in Boston from July 2002 to September
2004 revealed that SSI/SSDI denials were 2.3 times more common than approvals for homeless individuals, while
denials for housed claimants were only 1.5 times more common than approvals (O’Connell et al. 2004, p.7). An earlier
study by the Homeless Subcommittee of the Massachusetts DDS Advisory Committee had found that over one-third of
unsuccessful disability claims submitted by homeless persons (over a nine month period in 1998-99) were denied for lack
of sufficient medical evidence or failure to keep appointments for a consultative examination (Post 2001, 61).
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SOCIAL SECURITY POLICY ON DRUG ADDICTION & ALCOHOLISM (DAA)

Persons determined disabled by Social Security are not eligible for SSI/SSDI benefits if there is
evidence that substance use is “a contributing factor material to the determination of their disability.”
In other words, if there is medical evidence that an applicant’s impairments would not be severe
enough to prevent substantial gainful activity (employment) if s/he stopped using alcohol or drugs,
disability benefits would be denied. Only after SSA finds a claimant disabled, however, is the

materiality of substance use considered.

SSA POLICY ON DRUG ADDICTION & ALCOHOLISM

e DAA is considered ‘material’ only when the medical evidence establishes that the individual would not
be disabled if he or she stopped using drugs or alcohol.

e “Medical evidence of DAA” means that the evidence is from an “acceptable medical source”
(see DI 22505.003B.1) and is sufficient and appropriate to establish that the individual has a ‘medically
determinable substance use disorder.’

e Medically determinable substance use disorders are medical conditions described as “substance
dependence” and “substance abuse” disorders in the Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition (the DSM-IV) — conditions in which the individual's maladaptive pattern of substance use
leads to clinically significant impairment or distress—not including medical conditions that arise from a
mother's use of alcohol or drugs during pregnancy (e.g., fetal alcohol syndrome or “crack baby” cases).

e An individual's own statement about his/her condition, e.g.,, “l am an alcoholic” or “l am a drug
addict,” is considered “evidence,” but [is] never sufficient and appropriate to establish the existence of
DAA, even if that statement is reported by an acceptable medical source.

e If there is no medical evidence of DAA, no material determination is needed.
o [If DAA is material, the individual cannot be considered to be disabled.
o [If DAA is not material, the individual can be considered to be disabled.

SOURCE: Social Security Administration’s Program Operations Manual System (POMS)
Section DI 90070.050 DAA Material Determinations.
https://s044a90.ssa.gov/apps | 0/poms.nsf/Inx/0490070050!opendocument

The Social Security Administration explicates its DAA policy as follows:

(a) General If we find that you are disabled and have medical evidence of your drug addiction or alcoholism,
we must determine whether your drug addiction or alcoholism is a contributing factor material to the
determination of disability.

(b) Process we will follow when we have medical evidence of your drug addiction or alcoholism.

(1) The key factor we will examine in determining whether drug addiction or alcoholism is a contributing
factor material to the determination of disability is whether we would still find you disabled if you
stopped using drugs or alcohol.

(2) In making this determination, we will evaluate which of your current physical and mental limitations,
upon which we based our current disability determination, would remain if you stopped using drugs
or alcohol and then determine whether any or all of your remaining limitations would be disabling.

3 Health Care for the Homeless Clinicians’ Network
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(i) If we determine that your remaining limitations would not be disabling, we will find that your drug
addiction or alcoholism is a contributing factor material to the determination of disability.

(i) If we determine that your remaining limitations are disabling, you are disabled independent of your
drug addiction or alcoholism and we will find that your drug addiction or alcoholism is not a
contributing factor material to the determination of disability.

SOURCE: 20 CFR 8404.1535[60 FR 8147, Feb. 10, 1995]; 8416.935 [60 FR 8151, Feb. 10, 1995]

How SSA determines whether a DAA disorder is “material” to the disability or not:

CONSIDERATIONS IN MAKING A MATERIAL DETERMINATION

Adjudicators [are instructed by SSA to] take the following considerations into account when
DAA is involved:

I. DAA Is Material Only When

SSA will make a finding that DAA is material only when the evidence establishes that the
individual would not be disabled if he/she stopped using drugs or alcohol.

2. Key Factor to Consider

The key factor to consider when making a material determination is whether you would still
find the individual disabled if he/she stopped using drugs or alcohol. In doing this, decide:

* Which of the current physical and mental limitations, upon which you based the current
disability determination, would remain if the individual stopped using drugs or alcohol; and

* Whether any or all of these remaining limitations would still be disabling.
3. Examples of When DAA Is Material

The following are some examples of when DAA is material.

a. The only impairment is a substance use disorder.

b. The individual's other impairment(s) is by itself not disabling; e.g., a hearing impairment that
is “not severe.”

c. The individual's other impairment(s) is exacerbated by DAA and the evidence documents
that, after a drug-free period of | month, the other impairment(s) is by itself not disabling.

SOURCE: SSA POMS DI 90070.050 DAA Material Determinations.
D. Process - Considerations in Making a Material Determination.
https://s044a90.ssa.gov/apps | 0/poms.nsf/Inx/0490070050!opendocument

These considerations also apply to “impairments caused by substance abuse, e.g., organic
brain damage, liver problems, neuropathy. If the functional limitations caused by these
impairments would remain if the substance abuse were to stop and are disabling alone or in
combination with other impairments, the claimant is disabled independent of DAA and

eligible for benefits” (Landry 2006).
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Policy Implementation and Impact
1. Inconsistent application

« Application of the concept of “materiality” varies from state to state, from Disability
Determination Service (DDS) to DDS. Interpretation of this standard is extraordinarily
difficult.

+ Court rulings on appeals vary from state to state.

« Stigma about drug and alcohol use may influence some disability determinations.

Disability determinations and court rulings vary as adjudicators’ interpretations of the complex
notion of materiality differ and rely upon subjective determinations (Perret 2006). Providers of
Health Care for the Homeless and other advocates report widely varying application of DAA
policy in various jurisdictions nationwide. Stigmatization of persons with substance dependence
often results in the presumption of voluntary drug misuse and willful resistance to behavioral
change. Federal legislation passed in 1996 (Public Law 104-121) resulted in new limitations on
access to health care and material support for persons with behavioral health disorders (see
Appendix I, p. 31). All of these factors create an unfavorable environment for SSI/SSDI claimants

with substance use disorders, regardless of their co-occurring impairments.

2. The difference between DAA policy and scientific understanding of addiction

During the last 25 years, scientific research has begun to reveal the biochemical mechanisms by
which mood-altering drugs — including caffeine, nicotine, alcohol, opiates, stimulants, and
sedatives — change brain structure and function, thereby triggering addiction and dependence
(compulsive drug seeking and use) in persons with particular neurological vulnerabilities. There is
evidence that the biological changes persist long after drug use has ceased. From these findings has
evolved the current theory of addiction as a chronic brain disorder with intrinsic behavioral and
social-context components, similar to other forms of mental illness. (WHO 2004, CN 2006, CN
1998) Indeed, substance use has for decades been categorized as a mental disorder in the
Diagnostic and Statistical Manual of Mental Disorders (DSM 1V), the standard psychiatric
reference used by mental health professionals worldwide.

The etiology of substance dependence, like many other health conditions, is a complicated blend
of genetic, psychosocial, and environmental factors. Biologically, addiction is currently
understood as a disorder of neurotransmission associated with the effects of certain drugs on
particular parts of the brain. Significant scientific advances have been made in understanding the
biology of addiction and the neurological effects of addictive drugs. The view of substance
dependence as a moral and legal issue may mean that treatment approaches and programs
operated according to explicit public policy are not grounded in evidence-based research. This
attitude is especially detrimental to people without homes (see CN 2006, NLCHP 1999, CN
1998). In addition, it is inconsistent with the traditional understanding of drug addiction or
alcoholism as a public health problem.
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« At least half of severely mentally ill homeless people are estimated to have a co-occurring
substance use disorder.

« Substance use often exacerbates cognitive impairment over the long term, making recovery and
response to traditional addictions treatment more difficult.

« Substance use disorders wreak havoc with personal finances and significantly increase other
health risks — exposure to infectious diseases and violence, social isolation, and other
hardships associated with extreme poverty.

« Co-occurring mental illness and substance use increase the likelihood of chronic homelessness.

(CN 2000)

3. Impact of DAA Policy on personal and public health
1996 DAA policy changes resulted in:

« Limited or non-existent access to Medicaid in many states for persons who lost SSI benefits;

« Restricted access to treatment for substance abuse and co-occurring disorders;

« Increases in the incarceration of homeless people;

« High numbers of people in jail or prison with co-occurring disorders;

« Increased difficulty accessing employment for those with criminal drug convictions, even for
possession;

« Limited or non-existent access to housing; and

o Increases in the incidence and duration of homelessness.

(Hunt and Baumohl 2003, NLCHP 1999)

4. Access to SSI/SSDI plays a role in preventing and ending homelessness

Lack of income, health insurance, and social support makes recovery from substance dependence
virtually impossible for impoverished people. Access to appropriate housing and comprehensive,
well-integrated, client-centered services provided by qualified staff is key to preventing and ending
chronic homelessness for individuals with co-occurring impairments. Programs recognized for
providing effective treatment to homeless people with substance use disorders consistently
emphasize that a continuum of comprehensive services is needed to address their safety, health,
social and material needs — including help obtaining food, clothing, stable housing, identification
papers, financial assistance and entitlements, legal aid, medical and dental care, psychiatric care,

counseling, job training, and employment services. (Kraybill and Zerger 2003)

Assisting individuals with SSI/SSDI and Medicaid applications prior to discharge from hospitals
and jails can help to prevent homelessness. Programs that facilitate access to housing, income, and
supportive services have demonstrated reductions in shelter and emergency department use,
hospitalization and incarceration, as well as improved treatment engagement (Culhane et al. 2002;
Zerger 2002). To the extent that DAA policy or its inappropriate implementation delays or
impedes access to such services for people with substance use disorders and co-occurring
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