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3B. Responses from DDS’s concerning the CE Process
Completed questionnaires regarding the CE process from the DDS perspective were received from the following DDS Offices (as selected by SSA Regional Offices):

	REGION
	STATE (Office Code)
	STATE (Office Code)
	STATE (Office Code)

	BO


	CT (S08)
	NH (S32)
	

	NY


	NJ (310)
	NY (V17)
	PR (S43)

	PH


	DE (S09)
	MD (S23)
	

	AT


	AL (S01 & V19)
	NC (S36)
	

	CH


	MI (231)
	WI (S56)
	

	DA


	LA (S21)
	OK (S39)
	TX (S49)

	KC


	IA (S18)
	MO (S80)
	

	DE


	ND (S37)
	UT (S50)
	

	SF


	CA (S89)
	NV (S31)
	

	SE


	AK S02)
	WA (54)
	


In most questionnaires, the position title of the official completing the questionnaire was not noted. The following comments represent summaries of the collective, noteworthy responses to the items in the questionnaire, referred to here by Outline Identifier (see Appendix B). (See P.O. regarding actual completed questionnaires.) For WI only, a supplementary three page, ten item questionnaire entitled “Fiscal Process Update Questionnaire” was also submitted.  

Section I. Scheduling

I.A. Who orders CE’s at the DDS?

As expected and appropriate, across the sample of questionnaires, claims adjudicators of varying levels of seniority and officials in their supervisory chains were noted as individuals who can “order” a CE. However, in a few DDS’s, other officials were also noted as having this authority. These include Quality Assurance personnel, hearings officers, personnel “processing” requests from ODAR, MRO’s, and PRO’s. Whether some or all of these persons were inadvertently omitted from other DDS lists is not clear. Of note, in a few DDS’s only, Medical Consultants and Psychological Consultants are listed as having authority to “order” a CE, while in others, they can “request” one, since 

they do not have access to the ordering technology. There were no indications as to how often someone other than the actual adjudicator of the claim at issue orders a CE.

I.B. Ordering CE’s

With one exception, in all States a CE request is usually initiated by a claims examiner who completes appropriate electronic request Forms. In the exception State, some CE requests are still processed via a “paper trail.”  In all States the Request is eventually forwarded to a clerical section. However, in some States, all CE requests must be approved en route by a supervisor or other reviewing person. In other States, some CE requests must be approved. This may relate to the nature of the CE or the skill/experience of the requesting examiner. In other States, no comment was made concerning any approval requirement. The scheduling unit typically selects CE providers based on parameters supplied by the requestor (exam type, tests, etc.), as well as claimant location, provider availability, etc. The clerical unit contacts the provider to arrange for the appointment. It also generates notice to the claimant. (In NY only, some CE providers contact claimants upon notice from the DDS). In some States that use “bulk” providers, schedulers can set up CE’s from pre-arranged open appointments.

I.C. Timeliness for Scheduling CE’s

This item included two intervals: one, from the time a CE was requested by the examiner or other initiator to the time the appointment was set by the scheduler, and the second, the time from the latter time to the date of the appointment. (In the Study template, these two intervals were combined.) Most States took approximately 1 – 4 days for the first interval, usually 1 -2. However, there were “outliers.” One State took two weeks for this process because of a temporary employee shortfall. Two other States took about 10 days regularly, another 1 – 2 weeks, another 7 - 9 days (because of the approval step) and one State didn’t break out the two time intervals. 

For the second interval, times varied considerably (this explains “outliers” in the data collected by COMS (see Figure 27 above). The commonest intervals fell in the 10 days to three weeks range (the minimum time in order for proper notice to the claimant). However, one State noted the entire request/schedule process takes from 5 – 60 days. Other States noted longer times for some types of specialty exams, or for rurally located claimants, or for ODAR or OMVE exams. These latter intervals can be “up to 3 months” or “30 days for ortho.” One State has had to schedule Rheum and Ophth exams in March of 2008! Of note, one State performs this process in 2 -10 days, apparently solving the notice issue (however, this State had a relatively longer initial step). (No additional details concerning how this State schedules appointments were provided.) “Expedited” CE’s can also be scheduled more quickly.

I.D. CE approval

In some States, all CE requests by examiners require approval by an official in the supervisory chain OR another more senior examiner. In other States, generally, only exams ordered by new examiners, or examiners being monitored for one reason or another, e.g., excessive ordering, require approval. Generally, supervisors themselves, or 

other senior officials, do not require approval when ordering a CE. Most ancillary procedures involving some risk require approval by a Medical Consultant (MC). Expensive procedures typically require very senior management to approve. A Medical Consultant must also approve any test that requires referral by a physician (e.g., spirometry). 

In individual States, there were some unique requirements. One State apparently allowed the MRO to approve ABG’s and several other tests. Other States required MC approval of all X-Rays and ancillary tests. Another State allowed examiners to order some xrays (skeletal), but not others (chest). Occasionally, a QA reviewer could order a CE or recommend one. In a couple of States, whenever a referral to a specialist or Board Certified provider was requested, approval, not otherwise required, was necessary. (This policy probably relates to higher fees for, and/or limited availability of, Certified/specialist “slots.” Also, CE’s for young children and/or tests on children, especially young children, needed special approval in some States. 

These responses should be compared to the data collected by COMS (see Figure 24 above). There, it was noted that for most CE Reports in some States, e.g., TX, CE approval was not noted in the worksheet. Based on the information in the DDS Questionnaire, this would suggest that approval, though given, was often not recorded on the TX (Versa) worksheets.

I.E. Who approves specialist CE’s in the DDS?

The majority of DDS’s interpreted this item in terms of who selects the type of specialist who is asked to perform the CE. A few States interpreted this question as to how the qualifications of a particular CE provider are verified. In the former group in some States, selection of the type of specialty exam needed is determined at the supervisory or higher level. In other Agencies, no special consideration is given to this decision. Some commented that consultation on the issue is encouraged. Several DDS’s noted that this is not a common issue because of the general unavailability of specialists. Some DDS’s also noted that specialists are expected to Certified or Eligible (but for multiple impairments a Bd. Cert. Internist OR a generalist might be used). Only in a couple of States was it commented that, because of their credential policy (that all CE providers be Bd. Cert. or Elig.), there was no concern given to assessing the provider’s skills. MRO’s, MC’s, and PC’s evaluate - for DDS purposes - a provider’s qualifications. It was again commented here that MC’s approve procedures that have risk. 

Section II. Medical Evidence

II.A. Who selects the evidence sent to the CE provider?
All DDS’s commented that their practice is to send relevant MER to the CE provider for review prior to the examination. The examiner or other person requesting the CE generally chooses which MER to forward. Most DDS’s emphasized that only relevant MER is sent. It was also noted consistently that the amount of MER that is forwarded is generally kept to a page limit of about 5 pages to about 25 pages (individual DDS’s reported narrower ranges).

The majority of DDS’s do not pay an additional fee for review of MER. Some will pay a fee if a large number of pages are forwarded (thresholds varied from 15 – 25 pages.) One DDS commented that ODAR judges often insist that CE providers review all MER in the file. In these instances, CE providers are reimbursed at an “hourly rate” to cover such reviews! Another DDS noted that CE providers often even do not review the MER in ODAR claims. It was also noted in a few instances that a Form 3368 and/or ADL data will be forwarded when there is no MER in the file. Rarely, a fee will be paid if MER is forwarded and reviewed, and the claimant subsequently does not appear for the CE.

II.B. CE duration guidelines

The majority of DDS’s reported that the only guidance provided to CE providers concerning expected durations for CE’s is the minimum scheduling intervals described in the POMS. These guidelines, moreover, are usually provided only at orientation into the CE program. Most DDS’s also noted that CE Report preparation time should not be included in meeting the POMS requirements. A few DDS’s noted that they expect longer times for claimant contact will be required in order to perform a complete evaluation in many cases, and a complete CE is the definitive requirement. (COMS interprets this comment as an indirect request by the DDS to CE providers to not blindly “stick” to recommended minimum scheduling intervals.) A couple of DDS’s, e.g., noted that it might take up to 60 minutes for a complete physical evaluation and longer for mental health CE’s (mental status and perhaps additional testing, or interview of a child.) A minority of DDS’s do not provide any guidance concerning exam times or whether to include/exclude CE Report preparation time in meeting POMS criteria.

Section III. CE Quality

III.A. With one exception, DDS’s reported that on occasion they will pose specific questions or issues for the CE provider to address. In all cases, an extra fee is not paid for this request. Usually, the specific issue is formulated by the examiner, but several DDS’s commented that special questions might come from a supervisor, QA person, or MC/PC. A number of DDS’s have “Libraries” of specific questions commonly posed that can serve as the source for the question. However, unique, claim-specific questions can also be drafted. One DDS noted inclusion of a ROM chart as a specific claim issue. 

(The CE Reports reviewed by COMS, on the other hand, contained very few uniquely posed questions. In a number of instances in the claims reviewed, e.g., when there were allegations of an intermittent impairment, such as asthma or a seizure disorder, there was no request for a detailed medical history going back a year or so of severe episodes or attacks. This information was not elicited spontaneously by the CE provider (it should have been) and would seem highly relevant to claim adjudication. However, it was not uncommon for “boilerplate” requests, frequently in the form of Charts to be filled out, for various musculoskeletal findings to be inserted by DDS’s into a CE request. Of note, a couple of DDS’s also noted here that ODAR might ask for an 1151/1152 (functional capacity Forms for physical/mental impairments, respectively) to be completed. 

III.B. DDS-derived templates for specific body systems
About one/third of the DDS’s do not send any type of template to CE providers. The templates sent by the other States usually are for recording results from ancillary tests (e.g., Doppler studies, PFS studies, etc.) or standardized observations related to the musculoskeletal system (ROM charts, hand function charts, back pain evaluation, trigger point exams, etc.). Some States have templates for special sense exams (eye, ENT) or S & L exams. One State has a template for a Medical Source Statement. (All States presumably send the ODAR functional capacity Forms when asked to do so.) Occasionally, in a couple of States, a chest pain questionnaire is used. It should be noted that no State apparently uses disease specific templates such as employed by the Veterans Administration (see Section 4 below) (although chest and back pain, and trigger point questionnaires approach this level of diagnostic specificity). One State uses ADL Forms for physical impairments. A couple of States also have templates for mental health CE’s (including ADL recording). (These States would appear to ask the CE provider to obtain ADL data.) One State noted that it only sends a ROM template to the CE provider if s/he agrees to complete it!

Several States included template samples in their responses. The template categories from these various States differed. Also, there were templates seen in the E-Files that were not supplied by the corresponding State with its questionnaire. Thus, not all templates in use were likely forwarded to SSA for this Study.

III.C. ODAR Functional Assessment Forms sent to CE providers

DDS’s arrange CE’s for ODAR. Usually, specific technical/clerical personnel are assigned this function. Often, their activities in this regard are supervised by a PRO or MRO, sometimes with input from an MC/PC. However, ODAR determines the MER content that will be forwarded to the CE provider. One State noted that MER for an ODAR CE is kept to 25 pages, while another noted that 100 – 500 pages might be included. Some DDS’s noted that all CE’s for ODAR include either an HA-1151 (physical MSS – see Appendix H) or HA-1152 (mental MSS - see Appendix I) as appropriate. Others noted that MSS Forms are included when indicated (e.g., not with childhood claims or special sense CE’s). (A SSA-448 would be included with a childhood CE.) Most States do not pay an extra fee for the ODAR MSS to be completed. However, one DDS pays an additional $60 to the CE provider to complete this Form. Another State will pay a fee if the Form is requested by ODAR after the CE has been performed and CE Report submitted. Although DDS’s ensure that all items requested by ODAR are obtained, accuracy of the data provided is determined by ODAR. [Note: although referred to as an MSS in some questionnaires, the HA-1151 and HA-1152 are more like corresponding RFC Forms, e.g., the SSA-4734.] One State noted that ODAR is notified if a CE provider refuses to complete the HA-1151/HA-1152. 

III.D. Review of CE Reports in the DDS for quality issues

Most DDS’s commented that CE Reports are reviewed for quality as an element of regular claim adjudication, and also as a separate QA activity. During claim processing, examiners and MC’s/PC’s are expected to assess CE quality and report any deficiencies 

to the PRO or MRO. These assessments are obviously performed with the entire file available. In addition, CE Reports are reviewed for quality as a separate activity, usually without reference to the File, although E-Files essentially render the File always available. These separate reviews are usually conducted by MRO’s, PRO’s, and designated QA personnel, often with input from MC’s and PC’s as appropriate. When CE deficiencies are noted, they are brought to the attention or the MRO/PRO who acts accordingly with respect to the CE provider. For most DDS’s, it was noted that the first five CE’s of new providers are reviewed (or until the provider is “cleared”), as are the CE Reports of providers who are being “monitored” for one reason or another. However, CE Reports are also reviewed because of various QA initiatives or on a random sample basis. When review criteria were listed, they usually consisted of compliance with SSA Report guidelines. It was also stated that consistency with other File evidence, presence and consistency of the MSS, and whether all allegations were addressed are noted.

III.E. DDS actions subsequent to deficient CE’s

Generally, there were two patterns for dealing with quality issues in CE Reports. Either all contacts to the CE provider to address these items were made by the PRO, MRO or similar type of official, or for some types of issues, especially if minor or a Report omission, contacts with CE providers might initially be made by the examiner or the MC/PC reviewing the claim. If the concern was a “major” one, the PRO, etc. became involved. However, if the examiner or MC/PC handled it, the PRO might or might not be told about the contact. Thus, the number of instances of CE contacts related to Report quality issues that were recorded by PRO’s, etc. is probably an underestimate for several DDS’s. All DDS’s that commented on return visits by claimants to the CE provider because of a quality issue noted that no additional fee was paid for such an encounter.

The methodology of contacts regarding quality issues varied from phone calls to letters to onsite visits. The latter two methods were more formal and typically involved the PRO, MRO, etc. The annual numbers of contacts regarding quality described in the DDS questionnaires varied considerably from 25 per year to 700 per year. [These numbers must obviously be interpreted relative to the numbers of CE’s purchased and the definition of a recordable event.] One State said less than 10% of Reports had deficiencies, another 1.5% to 2%, another less than 1%. One State noted egregious items were handled by the Chief MC. It was also noted that an errant provider might be removed from the CE Panel or placed on a monitoring program. One State recently formed a CE Improvement Team to “handle” CE Report deficiencies.

III.F. DDS methodologies to track errors

Five DDS’s noted they have no formal method for tracking errors or problems in CE Reports. The majority of DDS’s commented that the PRO (MRO occasionally) maintains individual files on CE providers which accumulate reports and actions taken by the DDS regarding CE provider quality issues. A couple of DDS’s have a database or spreadsheet to record all such quality-related documentation. In one State, the Chief PC tracks psychologists. One State noted that “routine” errors or omissions are not tracked.

III.G. CE Report deficiencies

Among the more common CE Report deficiencies there were several recurring themes. However, there was still significant variability among the States in the specific types of deficiencies reported. Since some of the deficiencies were likely to be “global,” i.e., not unique to only one or several States, this would suggest that there was some degree of underreporting regarding this issue. With respect to mental health-related CE’s, the most common complaint was insufficient or inconsistent objective findings to support conclusions reached. Problems with IQ tests were specifically reported. Also described was overreaching, i.e., formulating conclusions regarding physical impairments. For physical impairments, many of the comments related to the neuro-musculoskeletal system. These also noted insufficient details concerning various modalities of testing, including ROM, strength, gait (especially with aids), hand-related functions, and neurological deficits in general. However, there were also comments describing either a missing, incomplete, or inconsistent MSS. Other comments included inadequate medical histories, overreaching (reverse of above), and performing ancillary tests properly (e.g., PFS and audiometry). The overall pattern of CE Report deficiencies noted by the various DDS’s is very consistent in general with the observations made by COMS in the course of this Study.

III.H. Factors causing delays

Reported delays in the CE process fell into categories. Some were DDS-related, some were claimant-related, some were CE provider-related, and some were “system”-related. The noteworthy DDS-caused delay was the time (administrative step) required to obtain supervisory approval. Other reported delays in individual States included incorrectly initiating a CE (?determining type needed), getting new CE providers entered into the IT system, an IT system failure, an antiquated system of scheduling CE’s with providers, and not having sufficient staff . The claimant-related delays included missed appointments (including lab tests after a clinical exam) and various transportation issues. The most common provider issue was failure to provide signed Reports on a timely basis. Other provider issues included not responding to additional requests for information concerning a previously submitted CE Report and not rescheduling missed appointments (perhaps related to a “No broken appt. fee Policy”). (There were also delays related to various “interpreter” providers.) By far, the most significant systems issue was the failure of the DDS to have available sufficient numbers of CE providers, especially various types of specialists and especially in rural areas). These descriptions of variously-caused delays in the CE process probably explain to some extent the numbers of outliers in the Boxplots of time intervals depicted above (see Figure 27).

III.I. Transcription service for CE provider

Seven of 22 reporting DDS’s offer a transcription service to CE providers. For all seven, the CE provider does not pay for the service.

Section IV. CE fiscal processes

IV.A. In the majority of DDS’s, CE Reports are received and reviewed for completeness (inclusion of any ancillary tests, a signature, and signed requests for payment) by clerical, technical or accounting personnel situated in an administrative unit (fiscal, etc.). In a minority of DDS’s, the CE Report is reviewed by the purchasing examiner or higher authorities presumably for substantive content issues, as well as completeness. If approved, payment authorization then proceeds to a “check cutting” activity. In some units, PRO’s or MRO’s will be in the loop, especially if a Report is late or unusually expensive. References to an MC in this process were infrequent and related to signing a CE Report or validating ancillary test results.

IV.B. CE payment contingent on review of CE Report

With respect to prior review and approval of the CE Report in order for payment to proceed, there were 17 “Yes” responses (and five “No” responses).

IV.C. Payment to CE provider for review of medical evidence

Seventeen States reported that no additional fee is paid to the CE provider for reviewing forwarded MER. For the remaining States, the following comments were noted:

a. If > 25 pages, or for ODAR CE’s (hourly rate for these).

b. If >15 pages.

c. If a “large” number of pages.

d. Only if claimant “no shows.”

e. Only for ODAR CE’s.

Section V. CE Provider Recruitment

V.A. How and by whom are CE providers recruited?

Recruitment of CE providers is performed by or under the direction of the Professional or Medical Relations Officer in each State surveyed. A variety of methods are used to accomplish this activity. These include attendance (?exhibits) at professional meetings; mailings using various lists of providers; ads in various publications (professional assns. and public media); and direct contacts per phone, e-mail, and office visits. It was noted that recruiters obtain referrals from in-house and out-of-house physicians and staff members. Some DDS’s include solicitations in requests for MER from Treating Sources. Apparently, there is a great deal of “word of mouth” recruiting. An emphasis on recruitment of specialists and rurally located providers was noted by a few DDS’s. A few DDS’s noted they are occasionally contacted by prospective providers who performed CE’s in other States.

V.B. Use of bulk CE providers
Eight DDS’s reported that they do not use a “volume” or “bulk vendor.” One of these States clarified that they do “block” scheduling with providers, however. Another “No” State reported it uses “key” providers, but not a national network provider, e.g., QTC. [It would seem this should have been a “yes” response.] Another “No” State noted that if it asked any clinics to “bid” on CE’s, it believes it would lose them as a provider source. There were 13 “Yes” responses. Two of these States used competitively bid contracts. 

Another State used “agreements” in lieu of contracts. There was one “non” response. This State clarified that some providers become “volume” on a de facto basis, i.e., after the CE provider rotations have been exhausted with respect to available appointments, some providers take on the remaining CE’s and thereby perform relatively larger numbers of exams.

V.C. State professional licensing requirements for CE providers

All DDS’s but one explicitly stated that State medical licensure (or equivalent for a psychologist, etc.) is required in order to perform CE’s. One State only noted that POMS requirements are followed. Most States also noted that licensure must be in good standing. Many of these when on to specifically require an absence of sanctions, most commonly expressed as not being on the Federal OIG exclusion list for Medicare, etc. A few States commented on periodic verifications of these credentials.

Only seven States commented on requirements related to Board Certification. One State requires Board Certification. Two States noted Board Certification. is preferred, but didn’t comment on whether or not Board Eligibility is required. Two States reported either Board Certification. or Board Eligibility is required. Another State prefers either Board Certification. or Bd. Eligibility. Another State noted Board Certification. is required for ODAR CE’s. One State permits psychiatric residents in their last year of residency to perform CE’s.

V.D. Training provided to CE providers
The most common type of training described was an orientation to the CE process upon entry into the Program conducted usually by the PRO or MRO. When specified, media used were handouts (packets), one-on-one communication (usually by phone or at the provider’s office), and links to SSA websites containing relevant information. The packets (or links) typically addressed a Program overview, evidentiary requirements (as per Bluebook), and instructions for performing CE’s and generating CE Reports (as per Greenbook). Some DDS’s noted they also include an orientation to the business process (billing, electronic communication, scheduling) related to performing CE’s. Other DDS’s provide “sample” (sanitized) CE Reports to indoctrinate new providers. A few DDS’s noted here that the first few CE Reports are monitored and feedback provided. A few DDS’s noted they include MC’s and PC’s in the training process.

Only a minority of DDS’s reported follow-up training, and most of these noted additional training is offered only when needed (subpar performance or new Program elements). Some DDS’s have a newsletter. One DDS reported it conducts no formal training, but invites new CE provider’s to the DDS for an orientation covering items as above.

V.E. Problems in recruiting CE providers

All DDS’s reported that it difficult to recruit CE providers, particularly specialists. A few DDS’s commented also that they were losing panelists. The most common shortages involved orthopedic surgeons, psychiatrists (MD/DO), ophthalmologists, and neurologists, but other types of specialists were also listed (cardiologists, pediatricians, 

otolaryngologists, etc.). Some DDS’s also expressed a need for facilities to perform ancillary tests. The uniformly stated reason for the manpower shortage was the fees paid by SSA compared to workers compensation reimbursements and fees paid by other organizations for independent medical examinations. A corollary to the low fee sentiment is not supporting adequate diagnostic procedures (ancillary tests). One DDS noted that cardiologists in their jurisdiction are reluctant to perform only exercise testing - when they believe a stress echo is indicated - for fear that a diagnosis might be missed. A subsequent adverse event would – in their opinion – result in liability. It was also noted that failure to reimburse for “no shows” adds to CE provider dissatisfaction. One DDS commented that some potential CE providers were discouraged by antisocial behavior exhibited by some SSA claimants.

The above Stated reasons for declining to perform CE’s might explain in part why other providers simply responded “too busy” when approached by some DDS’s. It is also worth noting that one State unsuccessfully approached a physician network in order to obtain CE providers. The network was the dominant care provider in their geographic area. Because of this refusal to assist the DDS, the DDS had to “import” providers into the area.

V.F. CE providers selected from State contractors 
All responding DDS’s reported that they do not select CE providers from a list of State contractors.

Section VI. Complaints

VI.A. Are complaints solicited by the DDS?

Seventeen of the 22 DDS’s noted that they solicit feedback from claimants concerning their CE experiences. (This is not to say that the others do not receive spontaneously expressed complaints from claimants.) Most such feedback is obtained through the use of surveys (as required in POMS DI 39545.350). About half of the DDS’s using such instruments noted they solicit input on a random (regular) basis. Other DDS’s do so if a complaint or other negative event triggers the request for information. Some take both approaches. A few DDS’s also solicit feedback for a set number of initial CE’s for each new CE provider. About half of the DDS’s noted that either the PRO or MRO is the official charged with reviewing CE’s. About one third of DDS’s noted they retain claimant surveys in the CE provider’s in-house file. (This is not to say other DDS’s do not do so also.) However, one DDS reported only keeping claimant surveys, if “negative,” and one does not keep them at all.

VI.B. Adjudicator complaints regarding CE providers

Across all DDS’s, adjudicator complaints concerning CE Reports are referred to a PRO, MRO, or one of their staff members for resolution. One DDS also has a CE Improvement Team “in the loop,” while another also involves a Medical Peer Review Consultant. The CE provider is then contacted (in some manner), when necessary, to resolve the issue. One DDS noted that an MC/PC might make the contact. The most commonly noted complaint among the DDS group was late Reports. Other complaints generally involved 

incomplete Reports, i.e., a finding was missing or an allegation not addressed. Also, it was noted by several DDS’s that Reports might contained unsupported opinions, especially regarding functional abilities, or other internal inconsistencies. One DDS noted CE providers will occasionally perform studies not ordered, or fail to perform an ordered study. This DDS also noted cancelled or rescheduled exams (presumably without notifying the DDS) as a problem. Another DDS listed long wait times to obtain exams and provider unavailability as complaints. Another DDS listed unsigned Reports.

Section VII. Onsite visits

The majority of DDS’s reported they make onsite visits to CE providers who are not “volume” or “key” vendors. The most commonly State reason for such visits was to resolve a complaint or other problematic issue (e.g., to evaluate cleanliness, office location, etc.). A few DDS’s noted they visit such providers only “when in the area,” e.g., when visiting another nearby volume provider. Another relatively more frequent reason for such visits include orienting (training) new providers, especially when a provider opens a new office or regarding electronic document submission issues. Some DDS’s noted they visit (or “try” to visit) all CE providers periodically (e.g., once or twice a year). One DDS noted it had made three visits to providers for three different reasons in the past year. Other Stated reasons for visits by individual DDS’s were recruitment of new providers and maintaining good public relations (one DDS attends CE provider staff retirements).

Section VIII. Additional Comments

Five DDS’s offered additional comments. One DDS noted recruitment of Board Certified providers is an ongoing problem. This DDS also noted a problem receiving electronic submissions during weekends during times when IT resources (ERE) are “down” for maintenance. Another DDS reported that all CE Reports are submitted electronically. Also, because of a focus on obtaining MER using ERE, the PRO can’t devote as much time to CE oversight. A third DDS submitted a three page expanded description of its CE fiscal process. A fourth DDS commented that higher fees are needed for CE’s. Also, more DDS staff is needed for CE oversight activities. A fifth DDS reported “Pressure to produce cases and inability to replace examiners limits the resources we can devote to PRO-type activities. Most PRO time has been directed to electronic evidence because of SSA EME (?ERE) initiatives rather than CE oversight and improvement. Missed appointments are a significant impediment to recruiting CE providers.”_______________________________________________________________

It should be appreciated that the DDS questionnaire was not highly structured. Consequently, DDS’s varied in the amount of comment they offered for the various items queried.  This would suggest that the failure of some DDS’s to offer certain responses or mention certain items that were described by others might in some instances represent “underreporting” rather than “not applicable.”                                                                                                                                             

