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March 29, 2010


Commissioner Michael J. Astrue
Social Security Administration
6401 Security Boulevard
Baltimore, MD 21235-6401


                                                                                   Submitted on <<www.regulations.gov>>


Re: Request for Comments: Drug Addiction and Alcoholism, 75 Fed. Reg. 4900 (Jan. 29, 2010); Docket No. SSA-2009-0081


Dear Commissioner Astrue:

The undersigned submit these comments in response to the Social Security Administration’s request for comments regarding its operating procedures for determining disability for persons whose drug addiction or alcoholism (DAA) may be a contributing factor material to the determination of disability.  
The Disability Law Center (DLC) is the Protection and Advocacy agency for Massachusetts.  DLC provides free legal services to people with disabilities throughout Massachusetts.  A key mission of the DLC is to help ensure that people with disabilities are able to access the services they need to live and work in the community.  Access to cash disability benefits and the associated medical coverage is crucial for many to achieve this goal. The undersigned have many years of experience with the Social Security disability determination and appeals processes.
GBLS provides civil legal services to eligible low income clients in 34 cities and towns  in the greater Boston area.  Each year, through the Disability Benefits Project,  GBLS advocates represent hundred of clients who are applying for SSI or SSDI.  GBLS primarily represents clients at the ALJ stage or higher.
In 1996, Congress terminated benefits for SSI and SSDI beneficiaries whose primary impairment was drug addiction, alcoholism, or both.  Section 105 of the Contract with America Advancement Act (CAAA) states that an individual “shall not be considered to be disabled for purposes of this title if alcoholism or drug addiction (but for this subparagraph) be a contributing material factor to the Commissioner’s determination that the individual is disabled
.”  This section was codified in 42 U.S. C.A. § 423 (d) (2) (C).  
However, to date, SSA has not published any formal regulations or rulings to provide clear and uniform guidance to adjudicators on how to make disability determinations in cases involving drug addiction and alcoholism.  The only policy statements on the subject are subregulatory ones in the form of special instructions and Agency manuals.  On Aug 30, 1996, SSA issued an emergency Teletype EM-96200 (hereinafter “EM”), which included a section on DAA
.  Subsequently, the Agency included DAA instructions in POMS and HALLEX
.  While the Emergency Message applies at all stages of administrative review, HALLEX and POMS provide somewhat different instructions to adjudicators at the hearing and initial/reconsideration levels of review respectively.  Federal courts reviewed SSA policy on DAA contained in subregulatory statements in different ways.  While some courts have tried to incorporate the Emergency Teletype on DAA into their decision analysis, others have rejected the EM entirely
.  

To facilitate uniform, fair, and consistent evaluation of the SSI and SSDI claims involving DAA SSA must consolidate and clarify the general statutory mandate into a set of regulations or Social Security Rulings (SSRs) applicable to all SSA adjudicators.  We believe that the current DAA policy used to evaluate claims for disability payments under title II and title XVI of the Social Security Act generally accurately reflects the legislative intent of the Contract with America Advancement Act. Therefore, major revisions to the DAA evaluation process are unnecessary. However, additional clarification and refinements of the current definitions will improve consistency and accuracy of the disability determinations.

It is our position that a detailed SSA policy statement incorporated into a series of Social Security Rulings (SSRs) will provide a much needed guidance in this often complicated area of the adjudicative process. The Social Security Ruling format is uniquely designed to clarify policy on legal issues that may require more expanded analysis and thus may not be summarized succinctly in the form of a regulation.  SSRs are published in the Federal Register and binding on all components of the Social Security Administration
.  
Historically, SSA has issued SSRs to provide formal guidance and detailed instructions in the areas of the disability evaluation process that have been especially challenging, e.g., SSR 96-7p (Evaluation of Symptoms in Disability Claims), SSR 99-2p (Chronic Fatigue Syndrome), SSR 02-2p (Institial Cystitis), SSR 03-1p (Postpolio Sequelae), SSR 02-1p (Obesity).  In these rulings, SSA provided guidance on the application of the sequential analysis of disability in the context of specific conditions that have tended to be incorrectly evaluated for a variety of reasons.  In the SSR dealing with disability cases involving obesity, the guidance combats misinformation about obesity in an effort to avoid the bias that can creep into decisions and make sure that the analysis follows disability standard rules.  The most recent example of SSRs that clarify SSA disability standard policy are the SSRs issued in 2009 to provide additional guidance in evaluating childhood disability claims:  SSRs 09-1p through 09-8p.  Prior to the issuance of these SSRs, valuable SSA policy guidance on childhood disability adjudications was in various training other subregulatory materials.  This led to inconsistent adjudications at odds with SSA policy.  The positive effect of the new rulings has already been seen in childhood disability adjudications.  
We agree with the comments submitted by the National Organization of Social Security Claimants’ Representatives (NOSSCR) urging SSA to issue a separate SSR regarding DAA analysis that will provide uniform and transparent guidance to adjudicators at all levels of administrative and judicial review.  A clear set of instructions regarding DAA determinations will bring together and harmonize different policy pronouncements contained in subregulatory materials. 
                    

1.
What evidence should be medical evidence of DAA?

It is difficult to define “drug addiction and alcoholism” in SSA disability determination process because of the lack of clear understanding of what constitutes “substance abuse and addiction” in different contexts by medical professionals, policy makers, and adjudicators.  Advocates representing SSI/SSDI claimants frequently report that any comment about past or present alcohol or drug use anywhere in the documents associated with an application for disability benefits leads adjudicators to believe that an applicant has some form of substance abuse disorder and thus DAA analysis should apply.  In the most egregious cases claim adjudicators disqualify applicants based on any history of substance abuse no matter how remote
. Our experience is that some adjudicators will not follow the subregulatory instructions and that there is considerable inconsistency among adjudicators with application of the DAA policies.  Some adjudicators deny inappropriately if there is even a history of DAA or if DAA has caused a disabling condition like organic brain damage or severe neuropathy that is far advanced and will remain disabling without substance abuse.  
To improve the adjudicative process SSA must explain in a greater detail its policy currently stated in the EM, Q. 9: “a substance use disorder at some point in the past is not, in and of itself, an indication of current drug or alcohol use.”   It is important to underscore that adjudicators must first determine whether drug or alcohol use is current and whether it rises to the level of dependency and/or addiction before proceeding with the DAA analysis.  DDA becomes part of the case evaluation only in cases where “an individual’s maladaptive pattern of substance use leads to clinically significant impairments or distress
.”

The very term “Drug Addiction and Alcoholism” dates back to the 1972 amendments to the Social Security Act that created the SSI program.  SSA equates the statutory term “DAA” with the term “substance use disorders” as used by medical professionals
. “Medical evidence of DAA” is evidence that is 

·
from the acceptable medical source;
·
sufficient and appropriate to establish that the individual has a medically determinable                          “substance use disorder” as described in the “Diagnostic and Statistical Manual of Mental Disorder,” Fourth Edition (the DSM-IV), published by the American Psychiatric Association (APA)
.”  


While there will be many cases where drug or alcohol “use” may indicate “abuse
” or even “dependency”, an adjudicator should proceed with the DAA analysis only when objective medical evidence from medical sources indicates that level of drug or alcohol dependency in any given case, does, in fact, meet the diagnostic criteria set out in DSM IV
. 
Considering the great variation in the physical and psychological effects of alcohol on individuals, depending on genetic predisposition and race, a specific “set amount” cannot be automatically indicative of alcohol dependence.  The adjudicators must conduct an individualized evaluation in every case to determine whether DSM criteria have been met before determining whether substance abuse is material to the determination of disability.  Such an individualized assessment should include medical and non-medical sources and cannot be based on the statements of an applicant alone
.  This principle is in accordance with current SSA policy: “A claimant’s own statement about alcohol or drug addiction, standing alone, is not sufficient to establish the existence of DAA, even when the claimant’s statement of admission is reported by an acceptable medical source
.”  

Once alcohol or substance abuse “dependency” has been diagnosed by licensed health care professionals, adjudicators should not neglect other sources, including therapists, clinical social workers, nurse practitioners, educators and family members who may provide information about the extent of functional limitations resulting from the alcohol or substance abuse.  Health care professionals who work in specialized treatment programs, social workers and community advocates who see individuals on a weekly or even daily basis will be invaluable for an SSA adjudicator who is trying to determine whether DAA is present and whether it is “material to the determination of disability.”  Longitudinal and detailed medical history is especially important in cases where DAA is present alongside another mental impairment(s).  

Recommendation: SSA should codify its current policies about the role of medical evidence in DAA cases.  SSA instructions should remind adjudicators to consider all available objective medical evidence from medical sources to establish that drug or alcohol use meets the necessary diagnostic criteria under the DSM-IV.  Adjudicators should evaluate additional medical and other evidence from all available sources to determine what if any functional limitations are affected by the drug and/or alcohol use.


2.    How to evaluate claims where there is DAA and at least one other physical impairment? How to evaluate claims involving a combination of DAA and at least one other mental impairment?  

Subregulatory instructions for the adjudicators at the ODAR level issued in 1997 state that “although consequences attached to a determination that DAA is a contributing factor material to the determination of disability have changed, the definition of “material” and the process of determining “materiality” in 20 CFR 404.1535 and 416.935 remain unchanged
.  

Under the current policy, SSA first applies the five step sequential evaluation process taking into consideration all claimant’s impairments, including any that may arise from drug addiction and alcoholism, before proceeding to the DAA analysis. If the claimant is found disabled then the decision maker must move on to the next step, to determine if drug addiction or alcoholism is a contributing factor “material” to the determination of disability
.  Cause of the claimant’s other potentially disabling impairment is not relevant.  The only relevant inquiry is whether this other impairment would continue to be disabling if the claimant stopped using drugs or alcohol.  
Reports from the advocates representing claimants before SSA as well as a review of the federal court decisions support the conclusion that SSA adjudicators are not consistent in their analysis of DAA “materiality” and frequently misunderstand subregulatory instructions on the subject
.  
The DAA “materiality” determination is especially prone to faulty assumptions in so called cases of “dual-diagnosis” or “co-occurring disorders” where many symptoms from the substance abuse overlap with other mental disorder(s).  Inappropriately applied, DAA policy becomes a way to punish drug use itself.  It invites the adjudicator to speculate regarding whether each symptom or impairment might improve without the substance abuse.  In cases where DAA is combined with another mental impairment it is especially important to rely on the available objective medical evidence to understand what functional impairments remain without the substance abuse.
  
Current instructions specifically state that DDA will only be material if the evidence establishes that the individual would not be disabled if she/she stopped using drugs or alcohol.  If the evidence is sufficient to establish a disability but not sufficient to establish a separate substance use disorder, the adjudicator should consider that substance use disorder is not material to the determination of disability
.  If impairments, other than DAA, have not been fully developed, and DAA is found to be material to the determination of disability, the adjudicator must “continue development of the other impairments and then again determine whether DAA is material, or all impairments have bee fully developed.”
HALLEX provides specific examples when DAA is not material:
The individual has another non-DAA impairment(s) that meets or equals a listing, i.e. the other impairment(s) is by itself disabling, and none of the limitations resulting from it are caused or increased by drug or alcohol use.
The individual is limited to sedentary work by an orthopedic impairment and based on his/her age, education, and work history, the Medical-Vocational Guidelines in Appendix 2, Subpart P of Regulations 4, direct a finding of “disabled
.” 
The instructions above encompass a relatively limited number of cases where the evidence clearly establishes the existence of another physical and/or mental impairment(s) that can be easily separated from substance abuse.   The majority of cases that present challenges to the adjudicators applying the DAA analysis will fall into a “grey” category where substance abuse will be related to/caused by/or exacerbated by another mental impairment(s).
SSA should provide uniform guidance directing disability adjudicators at all levels of the administrative review to follow a three-step “materiality” determination process that is currently set out in different subregulatory instructions
:
· Adjudicators must first use a five step sequential disability evaluation analysis to decide whether an individual is disabled.  At this step adjudicators must review the individual’s complete medical history and evaluate the cumulative impact of all of the individual’s physical and mental impairments, including DAA.  
· If the combination of the individual’s impairments meets the disability standard, the adjudicators must proceed to the second step to determine whether the individual has a medically determinable substance-related disorder that has been diagnosed by acceptable medical sources.  If there is no sufficient medical evidence of a substance-related disorder, the adjudicators must find the individual disabled and end the inquiry.  
· If the record contains sufficient medical evidence of a substance-related disorder, the adjudicators must decide at step three whether the substance abuse is “material to the determination of disability,” that is, whether the individual would still be disabled without DAA.  If the evidence does not establish that the substance abuse is material, the individual should be found disabled.  In cases where it is impossible to separate functional restrictions and limitations caused by DAA from the functional restrictions imposed by another impairment(s) adjudicators must determine that DAA is not material to the determination of disability.  

Recommendation: SSA should provide greater clarity to adjudicators on how to determine “materiality” of DAA with greater emphasis on cases where substance abuse is combined with mental impairments.   

4.
Should SSA include using cigarettes and other tobacco products in its DAA instructions?

The SSA EM and HALLEX do not include tobacco addiction into the DAA analysis.  The POMS state that medically determinable substance use disorders which would be subject to the analysis are “medical conditions described as “substance dependence” and “substance abuse” disorders in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV)
. The DSM-IV includes nicotine abuse as a class of substance abuse disorders and states that nicotine dependence can develop with use of all forms of tobacco or prescription medications, such as nicotine gum or the nicotine patch.  General POMS instructions notwithstanding, adjudicators at different levels generally have been reluctant to include nicotine into the DAA analysis along with alcohol, illegal substances, and medication abuse. 

It is our position that including cigarettes and tobacco use into the DAA analysis will be contrary to the legislative intent and outside the statutory authority of the 1996 Contract with America Advancement Act.  Congress designed 1996 legislation to save “inappropriately diverted scarce federal resources from severely disabled individuals” and to eliminate “a perverse incentive, contrary to the long-term interest of addicts and alcoholics, by providing them with a cash payment so long as they do not work
.”  The Contract with America Advancement Act of 1996 does not specifically state which drug addictions will qualify under the DAA analysis, and the terms “drug” or “drug addiction” and “substance use disorder” are not defined in the Act or in the SSA regulations
.  There is no mention in the legislative history of nicotine or tobacco as “drugs” that were considered under the Act
. On the contrary, one reference to smoking that was made during one of the Senate hearings implies that law makers did not intend to include tobacco use into the legislative framework: 

“Although it is certainly true that addicts played a major role in the development of their disorder, the same can be said for a number of other medical conditions for which we do not deny individuals coverage for treatment.  The smoker who develops cancer of the lung or a heart attack, the diabetic whose lack of exercise and increased use of refined carbohydrates leads to an exacerbation of his diabetes, the hypertensive patient who fails to take his hypertensive medication, are all treated very differently by the medical and political system than an addict
…” (emphasis added).  

Tobacco products are different from alcohol and other addictive drugs that were covered by the 1996 statute.  There is no adequate medical research to support a conclusion that nicotine-based substances, including tobacco may be mind-altering when used without other substances.  Under the DSM IV diagnostic criteria the category of “substance abuse” does not even apply to nicotine
.  More importantly, even longitudinal tobacco use alone does not lead to vocationally significant functional limitations.

The current regulatory scheme is sufficient to address the issue of tobacco use in the determination of disability.  In cases where tobacco use has lead to a medically determinable impairment that is debilitating on its own and leads to functional limitations that will remain with or without tobacco use, claimants will be determined disabled independently of their tobacco consumption.  In cases where continuous tobacco use leads to an exacerbation of other impairment(s), adjudicators will conduct a separate analysis to determine whether the claimant has failed in the duty to follow prescribed medical treatment.
 
We believe that interjecting tobacco use into already complicated area of the DAA analysis will lead to an increased number of incorrect determinations based on the assignment of “fault” for impairments that may be caused (or believed to be caused) by tobacco use. Such a shift in the disability determination process from an established objective individualized assessment of present functional limitations regardless of their causes to a “cause” and “effect” analysis will lead to changes in public policy that legislature did not intend.
Recommendation: SSA should not include tobacco products in its DAA analysis.  Adjudicators should continue to conduct an individualized determination of impact tobacco abuse will have on the disability determination under the “prescribed treatment analysis.” 
4.
How long a period of abstinence or nonuse should SSA consider to determine whether DAA is material to the determination of disability?

Neither the statutory language of the Contract with America Act nor its legislative history makes a mention of any specific prescribed period of abstinence in the DAA analysis.  A “drug free period of one month” is mentioned in the subregulatory instruction only as an example of a case where DAA may be found material
. 

Requiring a set period of abstinence would potentially eliminate numerous meritorious cases from the disability evaluation process.  A great number of applicants do not have access to health care treatment and as a result do not have well documented medical histories including histories of substance abuse treatment.  It would be impossible for these individuals to prove that DAA is not material to the determination of their disability since they will not be able to document a history of abstinence and any appropriate treatment of substance abuse.  We agree with the comments from the National Health Care for the Homeless Council stating that a required period of abstinence would create especially significant barriers to a fair disability determination process for disabled applicants who are homeless.  
A blanket requirement of abstinence period runs contrary to the individualized nature of the disability evaluation process that was designed to take into account all available medical and vocational factors in any given case.  In cases where it is impossible to diagnose a particular impairment (especially mental impairment) because of a lack of a “drug-free” period adjudicators may need to resort to additional consultations with treating physicians or to schedule consultative examinations with specialists who are experienced with substance abuse treatment of patients who have co-occurring mental impairments.  Such determinations must be based on a case by case basis taking into account the type of substance and its specific effects on the individual.      


Recommendation: There should be no set period of abstinence in the DAA analysis.

Thank you for the opportunity to submit our suggestions regarding SSA current policy on the evaluation of drug addiction and alcoholism in determining disability under the Supplementary Security Income and Social Security Disability Income programs.

 SEQ CHAPTER \h \r 1Respectfully submitted,

Svetlana Uimenkova,
Staff Attorney

Disability Law Center

Linda Landry, 
Senior Attorney

Disability Law Center

/s/Sarah Anderson

Managing Attorney

Greater Boston Legal Services
� Contract with America Advancement Act of 1996, P.L. No. 104-102, 103 P.L. 297, § 105, 110 Stat. 847, 852 (amending 42 U.S.C. §§ 423(d) (2), 1382(a) (3)).


� Emergency Message EM-96300, issued on August 30, 1996: “Questions and Answers Concerning DAA from the 07/02/96 Teleconference-Medical Adjudicators-ACTION.”


� SSA POMS DI 90070.050 (issued July 1996, updated July 1997); HALLEX I-5-3-14A (Issued November 14, 1997, revised August 24, 2000).


� See, Parra v. Astrue, 481 F.3d 742, 749 (9th Cir. 2007) 


� 20 C.F.R. § 402.35(b)(1) (2009)


� The following comments from one of the advocates are representative: “As a practitioner in this area, I have found in the files kept by the SSA for individual clients that one mention in the claimant’s medical records about any history of substance is picked up and discussed on a form after form completed by SSA medical consultants, consultative examiners, and disability adjudicators.”  See, Dre Stevenson, Should Addicts Get Welfare? Addiction and SSI/SSDI, 68 Brook. L. Rev. 185, 240 (2002).


� SSA POMS DI 90070.050C.2


� EM, Question 22.


� SSA POMS DI 90070.050 E; EM-1996, Q. 24


� Under the DSM criteria, “abuse” refers to a lesser degree of severity as compared to “dependence.” A diagnosis of Substance Abuse is preempted by the diagnosis of Substance Dependence if the individual’s pattern to substance use has ever met the criteria for Dependence for that class of substances.    The Manual specifically states that the term “abuse” “should not be used as a synonym for “use”, “misuse”, or “hazardous use.”  DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISORDERS, 4th Ed. (DSM-IV) 198 (American Psychiatric Association, 2000).   


� The American Psychiatric Association (APA) currently oversees the development of new diagnostic criteria for a revised and updated DSM-V edition.  The final draft of DSM-V is expected to be submitted to the APA’s Council on Research, Assembly, and Board of Trustees for their review and approval by May 2013.  Under the proposed draft revisions, the diagnostic criteria for substance abuse disorders will be changed with new disorders added.  The revisions are available at <<http://www.dsm5.org/ProposedRevisions/Pages/Substance-RelatedDisorders.aspx>> (last visited on March 26, 2010).


� SSA regulations mandate that impairment must be established by medical evidence consisting of signs, symptoms, and laboratory findings, not just an individual’s statement of symptoms.  20 C.F.R. 404.1508, 416.908 (2009)


� SSA POMS DI 90070.050, C 1.


� SSA HALLEX I-5-3-14-a, part V, Issued November 14, 1997, Revised August 24, 2000.


� 42 U.S.C. Sect. 423 (d) (2) (C), 1382c (a) (3) (J); 20 C.F.R. 404.1535(b) (1), 416.935(b) (1) (2009); SSA POMS DI 90070.050B, SSA HALLEX I-5-3-14A.


� The authors of the study that examined the application of the “materiality” test in disability determinations concluded that although the DAA policy was  “relatively clear in principle…conversations with some hearing examiners left some doubt in their minds that the actual practice always conformed to the intent. “ See, Interim Report by the Lewin Group, Inc., Policy Evaluation of the Effect of Legislation Prohibiting the Payment of Disability Benefits to Individuals Whose Disability is Based on Drug Addiction and Alcoholism, ES-1, note 7, at III-14 (April 28, 1998)


� ”Whether an individual has crossed the diagnostic threshold for a co-occurring disorder ultimately is governed by clinical judgment and determined by multiple factors in addiction to diagnoses.”  See, Definitions of Terms Relating to Co-Occurring Disorder, COCE, SAMHSA, overview paper, 2006, DHHS Publication No (SMA) 06-4163.


� SSA POMS DI 90070.050E.1 state that “ If the evidence in file is sufficient and appropriate to make a determination that the individual is disabled independent of DAA, but the evidence is not sufficient and appropriate to establish the existence of a substance use disorder, undertake no additional development of DAA.  Decide the case based on the evidence in file.”


� SSA HALLEX I-5-3-14A, Sec. V.D.


� 20 C.F.R. 404.1535(b) (1), 416.935(1); SSA POMS DI 90070.050B, HALLEX I-5-3-14A.


� SSA POMS DI 90070.050C.2 


� Senate Committee On Finance, Report on the Family Self-Sufficiency Act of 1995, 104-96 (1995)


� Contract with America Advancement Act of 1996. Pub. L. No. 104-121, 105, 110 Stgat. 847, 852-55 (1996).  


� Contract with America Advancement Act of 1996, 104 Cong. Info. Serv. Legis. Hist. P.L. 121 (1996) (summary of the materials included in the legislative history of the Contract with America Advancement Act of 1996).  There is no record of any substantive discussion about tobacco during the hearings held by various committees of the 105th Congress dealing specifically with the DAA provision of the Contract with America Advancement Act of 1996.  See, Problems in the Social Security Disability Programs; The Disabling of America?” Hearing before the Senate Committee on Aging, 95 Cong. Info. Serv. S. 1418 (1995); Rising Costs of Social Security’s Disability Programs: Hearing before the Senate Committee on Finance, 95 Cong. Info. Serv. S. 36147 (1995); Growth of the Supplemental Security Income Program: Hearing before the Senate Committee on Finance, 96 Cong.  Info. Serv. S. 36118 (1995); Managing the Social Security Disability Insurance Program: Hearing before the House Committee on Ways and Means, 96 Cong. Info. Serv. H. 7817 (1995).


�Growth of the Supplemental Security Income Program: Hearing before the Senate Committee on Finance (statement of Herbert D. Kleber, M.D., Executive Vice President and Medical Director, Center on Addiction and Substance Abuse, Columbia University Senate Finance Supplemental Security Income Program.) See also, Kathryn A. Kroggel, Tobacco Abuse and Disability Benefits: Response to the 2003 Meisbrug Analysis, 25 J. NAALJ 457 (National Administrative Law Judge Foundation, Journal of the National Association of Administrative Law Judges) (2005)


� See, DSM IV Id, at 198.


� ”Many scientists implicitly recognize that nicotine dependence is different when they do not include nicotine dependence when studying 'drug dependence'. Nicotine and alcohol/opiate dependence have many similarities (e.g. both can cause withdrawal). Among the several differences, the most important is that nicotine dependence does not cause acute behavioral impairment. Some of the generic dependence criteria do not apply to nicotine dependence (e.g. giving up activities to use the drug) and some well-validated measures of nicotine dependence (e.g. time to first cigarette) are not included in the generic criteria.  See, Hughes JR., University of Vermont, Burlington, VT, Should Criteria for Drug Dependence Differ Across Drugs?, ADDICTION, 101 Suppl 1:134-41 (Sep 2006).  


� 20 CFR 404.1530, 416.930 (2009), SSR-82-59, Wealey v Heckler, 795 F 2d 64, 66 (10th Cir. 1986), Jones v Heckler, 702 F.2d 950, 953 (11th Cir. 1983).


� EM, Question 30, SSA POMS  DI 90070.050 D.3
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