
The Rehabilitation Pro ssional 22(8) . 177-188 

The Contemporary Face of Social 
Security and Personal Injury 
Claimants: Insights for 
Vocational Experts 

Irmo Marini, Danielle D. Fox, and Noel A. 
Ysasi 

Abstract. Vocational experts who provide expert testimony either in liti­
gated personal injury cases or for the Social Security Administration 
have likely witnessed an increase in the frequency of individuals present­
ing with similar impairments over the last several years, perhaps specifi­
cally over the last decade. Trends have been noted within seve1·al particu­
lar areas. As an example, the ever-growing increase in obesity related 
and complementary secondary complications in the U.S. have been 
noted, and these trends are predicted to increase particularly according 
to the Center for Disease Control (CDC). Projections moreover, com­
plaints of chronic pain, depression, and anxiety, in addition to Type II di­
abetes conditions, whether medically objectively supported or not, are 
most prevalent within Social Security claims. This paper focuses on char­
acteristics of these conditions, in addition to the socioeconomic and 
psychosocial dynamics of such claimants. The vocational implications for 
vocational experts testifying in these scenarios regarding claimants in 
this ever-growing trend are further explored. 
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During each Presidential election, the topic of rising 
Social Security costs and its imminent insolvency con­
tinues to be of interest to Americans, from the frame­
work of both projections and actual costs. By the latest 
2012 accounts, the Social Security Administration 
(SSA) projects that the Program began paying out 
more benefits and expenses than it collected in 2010, 
and that the Trust Fund will be exhausted by 2033 if 
changes are not made, specifically to decrease cost 
and increase payors or revenue. In addition, the 2012 
Trustees Report indicates that after the 2033 insol­
vency, payroll taxes and other income will only be suf­
ficient to pay 75% of the Programs' cost. The projected 
shortfall accounts for the next 75 years with a 2.67% 
taxable payroll (SSA, 2012a). Additional analysis is 
warranted regarding this issue. 
Further analysis of the SSA annual report indicates 
that in 2011 there were over 55 million beneficiaries 
comprised of an estimated 64% retired workers and 
15% with disabled workers. The remaining 21 % were 
survivors or the spouses and children of retired or dis­
abled workers. In 2011 alone, 5.6 million persons were 
awarded benefits; 46% retired workers and 18% work-

ers with disabilities, with the remaining 36% 
comprised of survivors and children. Overall, women 
accounted for 54% of the 8.1 million recipients covered 
under Supplemental Security Income (SSA, 2012). 
Applications for Social Security Disability Income 
(SSDI) have increased incrementally over the past six 
years since the 2008 recession with an increase of over 
20% since then. 

The final point of interest regarding SSA beneficiaries 
pertains to the types of disabilities most recipients are 
diagnosed under. In the past decade, the top three 
most frequent diagnoses of beneficiaries were mental 
disabilities excluding mental retardation at 26%, 
musculoskeletal disorders at 25%, and circulatory dis­
orders at 11 % (Marini, Feist, & Miller, 2004). By 2011; 
however, diagnosed beneficiary mental disorders now 
account for 32.3%, musculoskeletal disorders at 29%, 
and nervous system/sensory disorders rank third at 
9.4%. Circulatory disorders have dropped to fourth 
place overall at 8.5% of total claims. When this is fur­
ther broken down exploring individuals under age 50, 
mental disorders account for 48.4% or almost half of 
all claims, musculoskeletal at 17.6%, and nervous sys-
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tern diagnoses at 10.8%. Over age 50, musculoskeletal 
disorders account for 33.8%, mental disorders for 
25.5%, and circulatory system disorders at 10.5%. 
Clearly, age becomes a factor with what might be con­
sidered as bodily wear and tear as one gets older and 
bas mostly performed arduous physical labor much of 
their life (SSA, 2012b; Marini et al., 2004). 

The purpose of the present paper may be conceived as 
somewhat of a hybrid. Specifically, the first author 
who has been a vocational expert (VE) with SSA for al­
most 20 years cites a brief analysis of the types of 
cases he has testified in over the past 2 ½ years and 
then segues into a conceptual paper regarding the 
growing contemporary face of Worker's Compensatio~ 
and SSA claimants. Four of the most frequent condi­
tions are addressed including chronic pain, depres­
sion, anxiety, and obesity. These conditions are dis­
cussed in relation to their medical aspects and 
generally perceived functional limi~atio~s, 
psychosocial and socioeconomic factors of pnmarily 
low-wage workers, the impact on ability to perform 
jobs in the economy with these disabilities, and the 
typical hypotheticals posed by Administrative Law 
Judges (ALJs) in SSA hearings. 

Docket Analysis Synopsis 

The first author of this paper began collecting anony­
mous frequency data as well as information solicited 
at hearings for 564 claimant applicants during the 
third level of appeal before an ALJ, from February 
2011 through November 2013 throughout four states 
in the mid-south and southeastern US. This analysis 
was prompted from previous years' observations of 
the high frequency of medical complaints offer by 
claimants indicating their most frequently expressed 
limitation~ were related to depression, anxiety, 
chronic pain, and the functional limits and secondary 
complications pertaining to obesity. It is important to 
note that claimant concerns may or may not have 
been supported in their medical history, and aside 
from obesity measured by body mass index (BMI), the 
remaining three conditions were, and have histori­
cally been difficult to measure objectively, from a pe~­
sonal perspective. Although discussed in more detail 
later in the present report, suffice it to note that obe­
sity is classified with a BMI of 30 kg/m2 or greater, 
and severe obesity is classified as having a BMI of 
40kglm2 or mo1·e (Visscher & Seidell, 2001). In this re­
gard, including height and weight cite~ in their record 
and sometimes supported by a medical expert, ap­
proximately 74% of applicants in this re~n during 
this period were classified as obese or morbidly obese. 
These numbers essentially double the 2009-2010 Cen­
ters for Disease Control statistics regarding obesity by 
age and gender (Ogden, Carroll, Kit, &Flegal, 2012). 
In addition, a frequency count of 77% and 72% was 
noted in the records by claimant's subjective com-

plaints of depression and anxiety, respectively. The 
majority of these reported complaints (71 %) was not 
cited as the primary disability, and therefore was not 
accompanied by a psychological comprehensive exam 
and mental residual functional capacity evaluation, 
again based on personal observations of the reported 
numbers. Nevertheless, with or without a psycholo­
gist present to testify to these issues, the majority of 
ALJ hypotheticals typically included unskilled, repet­
itive work with only occasional contact with cowork­
ers and little or no contact with the public. Although 
not specifically reported, the majority of claiman~'s as­
sociated their mood disorder with some other pnmary 
disability which included chronic pain in an estimated 
78% of cases. Overall, claimant characteristics for 
these dockets somewhat mirrored SSA statistics re­
garding the majority of younger persons under 40 re­
porting psychiatric disabilities, and those over 50 r~­
porting more musculoskeletal and related chrome 
pain problems (Marini et al., 2004; SSA, 2012b). 

Medical Aspects 

Depression and Anxiety 

Larzelere and Wiseman (2002) reported that approxi­
mately 25% of all Americans report mild to moderate 
levels of stress, anxiety, and depression. Primary care 
physician's report depression, anxiety, and insomnia 
as the three most commonly reported conditions for 
doctor's visits. The clinical definition of depression as 
stated in the American Psychology Association (AP A) 
Dictionary of Psychology (2007) is, "depression: 1) 
Dysphoria that can vary in severity from a fluctuation 
in normal mood to an extreme feeling of sadness, pes­
simism, and despondency; 2) In psychiatry, any of the 
depressive disorders" (p. 269). The APA Dictionary of 
Psychology (2007) defines anxiety as, "anxiety: n. a 
mood state characterized by apprehension and so­
matic symptoms of tension in which an individu~ an­
ticipates impending danger, catastrophe, or misfor­
tune. The future threat may be real or imagined, 
internal or external. It may be an identifiable situa­
tion or a more vague fear of the unknown (e.g., age~­
eral sense of impending doom). The body often mobi­
lizes itself to meet the threat: Muscles become tense, 
breathing is faster, and the heart beats more rapidly. 
Anxiety may be distinguished from fear both concep­
tually and physiologically, although the two terms are 
often mistakenly used interchangeable" (p. 63). These 
definitions, along with mental health provide feed­
back, may guide the rehabilitation professional to­
wards understanding the psychological overlay. For 
all intents and purposes of this discussion, the term 
"depression" will be uRerl aR a general term pertaining 
to Major Depressive Disorder as well as its related De­
pressive Disorders, and "anxiety" as a general term 
primarily regarding Generalized Anxiety Disorder as 



set forth in the DSM-IV-TR. According to the Anxiety 
and Depression Association of America (ADAA), an 
estimated 40 million adults in the United States are 
affected by an anxiety disorder of some form, and ap­
proximately half of those affected by anxiety are also 
affected by depression or other depressive disorders 
(AD.AA, 2013). Despite the estimates of those affected 
by anxiety and/or depression, it is estimated that only 
about one-third seek some form of treatment (Young, 
Klap, Shoai, & Wells, 2008). Bossolo (2012) notes that 
between 1996 and 2008, antidepressant prescriptions 
tripled from 55.9 million to 154.7 million. Over 150 
million physician visits occur each year for stress, de­
pression and anxiety related problems. The majority 
of these prescriptions; however, are issued by a family 
physician with little training in mental illness, and 
the majority of patients do not seek psychotherapy. 
Aina and Susman (2006) report: 

Physicians often attempt to separate depression 
from anxiety. Unfortunately, such distinctions are 
often challenging and artificial. Anxiety symp­
toms are common in patients with major depres­
sion: 72% worry, 62% present with psychic anxiety, 
42% have somatic anxiety, and 29% have panic at­
tacks (p.S10). 

According to the National Institute of Mental Health 
(2010), women are 70% and 60% more likely than men 
to report depressive and anxiety disorders respec­
tively. Doornbos, Zandee, and DeGroot (2012) report, 
"Urban, ethnically diverse, impoverished women are 
particularly vulnerable to depression and anxiety" (p. 
437). Approximately 30% of all American households 
are now comprised of a single parent with one or more 
children, the majority of which are females living un­
der the federal poverty level (U.S. Census Bureau, 
2010). Although women are statistically 50% more 
likely to be affected by depression and/or anxiety, 
males are also impacted and likely unden·eport such 
symptoms (Gwynn et al., 2008). Family physicians 
prescribed antidepressant medication for those with 
insurance for such treatment may be seen as a quick 
fix without accurate identification and diagnosis 
(Lowe et al., 2008; Collins, Westra, Dozois, & Burns, 
2004; Coyne, Thompson, Palmer, Kagee, & Maunsell, 
2000). Aina and Susman (2006) cite a number of barri­
ers to effective treatment such as social stigma, 
lengthy time needed to accurately diagnose, time con­
straints (faster for physician to prescribe medication), 
and lack of reimbursement for mental health issues. 
Medication usage remains a contemporary issue in 
both Worker' Compensation and Social Security. 
There are often overlapping and co-occurring health 
issues and symptoms, leaving a gap in the referral 
system for depression and/or anxiety (Druss, Rask, & 
Katon, 2008; Hallford, McCabe, Mellor, Davidson, & 
Goldhammer, 2012; Kravitz et al., 2013; Shim, 
Baltrus, & Rust, 2011; Seekles, Van Straten, 
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Beekman, van Marwijk, & Cuijpers, 2011). Depres­
sion and/or anxiety are commonly associated with 
other chronic illnesses. For example, the association 
between diabetes and depression and/or anxiety ap­
pears to be strong, with an estimated 10-25% of those 
diagnosed with diabetes also diagnosed with depres­
sion and/or anxiety (Edge & Ellis, 2010; Fisher, Chan, 
Nan, Sartorious, & Oldenburg, 2012; Hermanns et al., 
2013). A positive correlation also exists with diabetes 
increased symptoms or complications accompanied by 
a rise in depression and/or anxiety symptoms 
(Hermanns et al., 2013). 

Obesity 

Obesity and obesity related secondary complications 
continue to rise in the United States (Ogden et al., 
2012; Romero & Marini, 2012). As previously noted, 
obesity is measured by BMI, and SSA follows the Clin­
ical Guidelines for classifying obesity by dividing an 
individual's weight by their height. For SSA (2012b) 
purposes, individuals with a B:Ml between 25 and 29.9 
are considered overweight, a BMI of 30 - 39.9 consid­
ered obese, and a BMI over 40 considered as extreme 
obesity (Blouw, Rudolphe, Narr, & Sarr, 2003). In the 
Ogden et al., (2012) report, over 78 million American 
adults met the criteria for obesity in 2010 comprised of 
41 million women and 37 million men. Prior to 1999, 
SSA used to consider obesity as a primary condition in 
and of itself and therefore subject to an award or en­
abling classification as disabled. This is no longer the 
case, previously obesity may have been listed as a pri­
mary condition; however, it must now be a secondary 
condition to some other primary condition (Federal 
Register, 2002). The Administration added a preface 
to respiratory, musculoskeletal, and cardiovascular 
system listings for ALJs and representatives, noting 
that obesity and its secondary complications can have 
a greater impact on functioning with these other con­
ditions. The problem the Administration created for 
itself in having obesity equal a listing, deals with the 
semantics in its definitions. Specifically, although 
obesity can equal a listing if considered "severe" (ver­
sus non-severe) based on one's age, education, and 
past work history, BMI classifications list individuals 
only as overweight, obese, or extremely obesity. As 
such, ALJs are left to decide on an individual basis 
whether an individual's obesity is severe enough to 
equal a listing based on differing classification 
definitions. 
The secondary complications for individuals who are 
obese are many, currently costing several hundred bil­
lion dollars per year in medical care and lost work pro­
ductivity. The American Obesity Association (AOA, 
2012) indicates that individuals who are obese have 
an increased risk of osteoarthritis in their hips, knees, 
hands, and back. These musculoskeletal problems are 
also highly associated with chronic pain. The AOA 
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also cites obesity is associated with several forms of 
cancer including colorectal cancer, endometrial can­
cer, inflammatory breast cancer, and esophagus and 
gastric cancer. Obese adults, and more recently obese 
children, are approximately six ti.riles more likely to 
develop hypertension and ultimately cardiovascular 
disease; in particular coronary heart disease, athero­
sclerosis, deep vein thrombosis, and stroke. Respira­
tory problems and difficulty breathing also become a 
concern for individuals who are obese with even mini­
mal exertion (AOA, 2012). Vocational implications of 
this are noted later. 

Perhaps the most deleterious health impact of obesity 
is the secondary complications created by Type II dia­
betes. It is estimated that approximately 80% of per­
sons wit~ a BMI over 30 evidence diabetes symptoms, 
and as high as 90% for Hispanics and Native Ameri­
cans (Wittemore, Bak, Melkas, & Grey, 2003). This 
further complicates treating diabetes because it con­
tributes to insulin resistance (AOA, 2012). Individuals 
with diabetes may suffer numerous other secondary 
complications including neuropathy, neph:ropathy, 
and diabetic retinopathy (AOA, 2012). The CDC 
(2010) indicates that at current projections of obesity 
and Type IT diabetes, by 2050 three out of 10 Ameri­
cans (instead of the current 10%) will have Type IT di­
abetes, and the health care costs for this disability and 
its secondary complications alone will exceed $3 tril­
lion. 

Chronic Pain 

Like obesity, depression, and anxiety, chronic pain is 
the most commonly reported problem in the United 
States with an estimated 100 million sufferers costing 
over half a billion dollars annually in medical care and 
lost productivity (American Academy of Pain Medi­
cine, n.d.). The most commonly reported pain is in the 
lower back (27%), headache or migraine pain (15%), 
neck pain (15%), and facial pain (4%). The Interna­
tional Classification of Disability (ICD-10-CM, 2010) 
lists a number of different types of diagnostic low back 
pain conditions including herniated discs (most fre­
quently L4-L5), sciatica, degenerative changes like 
spondylosis, spinal stenosis, lumbago, lumbosacral 
joint instability, spondylolisthesis, sprains and 
strains. There are also nerve related injuries such as 
carpal tunnel syndrome, brachial plexus injuries, tho­
racic outlet syndrome, and ulnru· nerve pain. Tendon 
and muscle related disorders include rotator cuffs 
tears, cervicalgia (neck pain), bicipital tenosynovitis, 
and lateral epicondylitis (tennis elbow). Despite the 
belief by some that many persons complaining of 
chronic pain exaggerate or feign their symptoms, phy­
sician's estimate that this occurs less than 5% of the 
time (Fordyce, 1995; Hadjistavropoulos, 1999). 

Since there is no definitive or objective way to mea­
sure pain, physicians can only infer its presence from 

diagnostic tests such as nerve conduction studies and 
MRI; however, even then are left with patients' sub­
jective ratings on a 1-10 visual analog scale. Re­
searchers have found that only 20% of patients com­
plaining of back pain had some physical basis to 
identify their pain, and 30% to 50% of patients who 
seek treatment have no diagnosable pain disorder 
(Dworkin & Massoth, 1994). Although there are sev­
eral pain models, perhaps the biopsychosocial model 
describes the pain paradox best as to why two people 
with very similar injuries may respond in totally di­
vergent ways. Pain in this model focuses on chronic 
pain as an illness, not a disease. Turk (1996) describes 
this illness as "a subjective experience or self- attribu­
tion that a disease is present; it yields physical dis­
comfort, emotional distress, behavioral limitations, 
and psychosocial disruption" (p. 7). The interactions 
between the biological, social, and psychological vari­
ables describe the holistic experience of chronic pain. 
Specifically, the pain reaction paradox is largely influ­
enced by individual cognitions/behaviors/emotions 
and the interactions one has with his or her environ­
ment. For example, statistics indicate the longer indi­
viduals are out of work, the less likely they will ever 
return to work (Waddell & Sawney, 2002). The fear of 
re-injury often leads to sedentary behaviors, 
deconditioning, weight gain, and a resulting vicious 
cycle of non-exertional behavior, financial and health 
related worries, and deteriorating health (Gatchel & 
Turk, 1996; Marini, 2012). Statistics also indicate that 
individuals take longer to return to work when in­
volved in litigation as opposed to those who are not lit­
igating, with similar statistics for those who are in­
jured and collect Workers' Compensation benefits 
versus those who are not compensated for their inju­
ries (Blackwell, Leierer, Haupt, & Kampitsis, 2003· 
Gribich, McGartland, & Polgar, 1998). Finally, sev~ 
eral studies regarding chronic pain and a co-occurring 
reactive depression post-injury suggest the preva­
lence to range between 30% to 54% of cases involving 
injured workers (Banks & Kerns, 1996; Magni, 
Caldieron, Rigatti- Luuchini, & Mirsky, 1990). A cen­
tral question regarding chronic pain and depression 
relates to when, or if, an individual's depression even­
tually subsides to a point where they could become 
competitively employed. The testimony from the ma­
jority of SSA claimants would tend to suggest that 
their depression is integrally linked to their disability 
and unlikely to subside. Psychologically, individuals 
who continue to function with their pain and perceive 
the pain as controllable generally report a lower inci­
dence of depression (Rudy, Kerns, & Turk, 1988). Con­
versely, individuals with a pre-injury history of de­
pression or mental illness often show poorer rates of 
recovery with reported higher levels of pain and per­
ceived disability-(Tw·k, Okif uji, & Scharff, 1995).-



The Contem 

Psychosocial and 
Socioeconomic Factors 

Recent research regarding the impact of poverty, poor 
living conditions, and resulting physical and mental 
health implications has begun to demonstrate the del­
eterious effect of living under such circumstances 
(Kazak, Bosch, & Klonoff, 2012; Liu, 2011). For mil­
lions of Americans, the domino effect of poor opportu­
nity and low education correlates highly with lower 
socioeconomic status (SES) and working in more 
phy~ically demanding and hazardous jobs. This popu­
lation often has little or no healthcare, poorer mental 
and physical health, obesity, and living under stress­
ful and sometimes dangerous conditions (Liu, 2011; 
Smiley & West, 2012). Dowd, Palermo, and Aiello 
(2012) in their study of over 9,000 families living in 
poverty. conclude that low SES is largely responsible 
for health disparities based on income, education, and 
race/ethnicity. Low family income and food insecurity 
was associated with decreased resistance of the im­
mune system. This has arguably become the face of 
many SSI applicants as well as the several hundred 
thousand injured workers who are unable to return to 
work each year (Blackwell et al, 2003). Blackwell 
demonstrated that of the more than 500 workers' com­
pensation files reviewed, age and education were the 
statistically significant factors in return to work as 
was attorney involvement and early intervention vo­
cational rehabilitation. For many of the millions of in­
dividuals under age 65 applying for SSA benefits each 
year, this government safety net represents their last 
effort in obtaining healthcare and minimal living ex­
pense coverage. 

The psychological implication for injured workers and 
SSA applicants regardless of type of disability often 
exacerbates their symptoms (Braubach & Fairburn, 
2010; Laursen & Nielson, 2008; Lui, 2011). Perceived 
lack of control, learned helplessness and hopelessness 
regarding one's health and welfare circumstances 
negatively impacts behavior, cognitions, and emotions 
(Braubach & Fairburn, 2010; Laursen & Nielson, 
2008; Marini, 2012). Lui (2011) cites numerous epide­
miological studies regarding poverty and classism, 
noting poorer mental health, difficulty purchasing 
healthier foods, and higher disability and mortality 
rates at much younger ages. Living in poverty and un­
der poor and/or oppressive living conditions tends to 
support many claimant symptoms of depression, anxi­
ety, obesity and pain. 

Vocational Implications 
Testifying as a vocational expert with SSA does not al­
low for the expert to interview or assess the claimant, 
and is largely dependent on the hypothetical posed by 
the ALJ. Since SSA is based dichotomously on 
whether or not an individual can perform full-time 
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competitive employment or not, hypotheticals are 
posed in such a way that primarily limits the voca­
tional expert's responses, and does not allot for rea­
sonable accommodations, part-time work, or flex time 
at work. Some ALJs as well as medical and vocational 
experts may become stuck giving the same cookie-cut­
ter hypotheticals and expert rendered opinions re­
spectively for virtually every claimant with a some­
what similro· disability. The vast majority of 
claimants observed during these three years held a 
high school education or less, supporting statistics 
that indicate individuals with lower levels of educa­
tion experience a higher rate of work injuries and dis­
ability compared to persons with postsecondary edu­
cation (Marini, 2012). Individuals with a psychiatric 
disability were most often perceived by ALJs and/or 
psychologists as being able to perform simple, routine 
tasks with occasional or incidental contact with the 
public. Persons with physical disabilities were typi­
cally (but not always) limited to light, unskilled work, 
with almost all non-exertional tasks limited to occa­
sional or inability to perform (e.g., climbing, balanc­
ing, stooping, kneeling, crouching), and sometimes 
with a sit or stand option at will in ALJ hypotheticals. 
If the 564 cases observed from 2011-2013 are any indi­
cation of future trends, increasing numbers of claim­
ants regardless of supporting medical records will be 
presenting with all four conditions discussed here. As 
such, the hypotheticals may continue to encompass 
both mental and physical limitations, and depending 
on individual circumstances, ultimately lead to seden­
tary or light unskilled hypotheticals with incidental 
public contact. Although these limitations still leave a 
number of unskilled job titles with significant num­
bers for those with a high school education or less, the 
combined disabilities begins to remove the fast-grow­
ing service industry job titles with public contact (e.g., 
food servers, cashiers), and this population does not 
qualify for the other skilled fast-growing industries in 
healthcare, computers, and professional jobs (Bureau 
of Labor Statistics, 2001). Conversely, unskilled man­
ufacturing and production jobs have/are seeing a dras­
tic decline due largely to a combination of outsourcing 
and robotics (Gore, 2013). With SSA and vocational 
experts still relying on a dated Department of Labor 
(1991) and no replacement available anytime soon, 
opinions may not accurately reflect our rapidly chang­
ing labor market. 

Conclusion 
With aging baby bo-omers over age 65 expected to dou­
ble by 2030 as well as the continued increase in dis­
abled worker applicants, unquestionably changes 
have to be made to the already deficit running system 
of SSA. SSA statistics indicate that disabled worker 
applications were over 1.3 million in the year 2000 
and by 2012 with annual steady increases reached 
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over 2.8 million applicants. Conversely, the number of 
awards has steadily dropped over the past decade 
from approximately 50% in 1999 to 34% in 2012 (So­
cial Security Administration, 2012a). These opposite 
trending statistics would seem to indicate that despite 
growing applications for benefits; successfully obtain­
ing an award has become more difficult to prove. De­
spite mental illness representing almost 1/3 of all ben­
eficiaries, and the majority of them being younger 
than age 50, proving one has depression, anxiety, and 
chronic pain that render them unemployable is be­
coming more stringent to do. Regardless of alleged 
claimant complaints, vocational experts appear to 
continue to have a significant number of job titles and 
employment numbers to assist the ALT in malting 
work determinations. Since much of the epidemiologi­
cal literature concerning low income and low educa­
tion individuals does support environmentally facili­
tated depression and anxiety problems, the central 
question becomes whether or not claimant perceived 
limitations in fact preclude them from sustaining 
competitive employment (Liu, 2011). This will of 
course continue to be debated on an individualized ba­
sis. Vocational experts should continue to research 
and build their commonly cited job base to include jobs 
where workers are working more with their hands 
than dealing with people or the public. As the US con­
tinues to bring outsourced jobs home as well as in­
creasing manufacturing jobs in sustainable energy, 
the landscape of job titles will continue to change. 
There are several study limitations worth noting. 
First, the 564 claimant frequency count described ear­
lier for its characteristics contained 78% of individu­
als with Hispanic names. Since Hispanics are geneti­
cally predisposed to diabetes, the overrepresentation 
of this population is likely somewhat higher than the 
general population therefore generalizability to the 
rest of the nation is limited. Second, since vocational 
experts do not receive medical records, the percent­
ages noted concerning depression, anxiety, and 
chronic pain were obtained from claimant written lim­
itations in then: file as well as their testimony in cow·t. 
It therefore cannot be confu·med or denied that these 
claimants indeed had such a history of impairments 
as they opined. 
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Editorial Comments: 

- ~----Writers of the present-article have-offered several in­
teresting points related not only to the field of voca­
tional rehabilitation, but also features of workers with 

disabilities themselves. Before going into specific con­
tent and feedback pertaining to the present article, I 
want to discuss conceptualization. At present, the 
field of vocational rehabilitation, in general, is lacking 
the range and diversity of the scientific practitioner 
that was perhaps typified 20 years ago are greater. Of­
ten times individuals will have to ask whether I am a 
counselor or a scientist and I happily respond but I fail 
to identify any differences. This article reflects an in­
vestigation into one's caseload, offering valuable in­
formation regarding identification of the present cli­
ent, but also projection of whom future clients may 
indeed be. The methodology and the present article is 
not complex, but the results are not only revealing, 
but offer substance and a contribution to the field it­
self. It is encouraged for more articles, similarly re­
viewing individual caseloads are submitted to the 
present Journal. Readers are advised to follow ethical 
guidelines when reporting descriptive or extant data. 
Several observations will be discussed in the following 
paragraphs. 
Although I have not personally work cases within the 
Social Security system, I am very familiar with the 
process pertaining to identification of disability eligi­
bility in both workers compensation and personal in­
jury scenarios. While the Social Security system obvi­
ously has flaws, the identified system has a tried and 
true mechanism for identifying not only whom is our 
is not able to return to their preinjury line of work, but 
also work in the general labor market. Consideration 
of education, work history, current labor market 
trends, and transferable skills remains essential 
working units for the vocational counselor in any sce­
nario. It would be encouraged for not only the student, 
but also the tenured professional to be aware of the 
Social Security guidelines for determining disability 
status, and incorporate these guidelines into the daily 
practice. 
Purely, in my opinion, a major weakness in the cur­
rent Social Security system is its continued depend­
ence on Dictionary of Occupational Titles. This docu­
ment was last published in 1991 with several updates 
dependent on data from the mid-1970s. Indeed, the 
world has changed since the mid-1970s, including the 
mechanisms that work activity is performed. Rehabil­
itation counselors would be encouraged to not only 
utilize more modern identifiers, such as O*Net, but 
also Internet itself, if available, when asked to estab­
lish employability. It is recognized that the Social Se­
curity administration has been evaluating alterna­
tives to the Dictionary of Occupational Titles, but 
definitive action to utilize other options has not come 
to fruition. Similarly, those in private and public sec­
tors may similarly be cautioned about using this out­
dated reference as-a sole source ofemployment infor-­
mation. 



Throughout the present paper, the concepts of obesity 
and chemical dependency were discussed at length. 
Several comments will be offered related to these two 
constructs. Pertaining to obesity the Social Security 
Administration has varied regarding whether it con­
siders obesity as a primary or secondary disability. So­
ciety, perhaps, views obesity as a self-contained and 
self-dependent behavior, suggesting that obese indi­
viduals lack motivation or purpose, giving them pro­
pensity towards acceptance of disability as the norm. 
Most recently, research pertaining to weight bias has 
begun to creep up in the literature. The literature sug­
gests that obese individuals witness similar 
discriminability and profiling, typified of workers and 
job applicants that are minorities based on race and 
gender. Literature has further demonstrated that 
work attitudes and motivation among obese individu­
als and the general population may not significantly 
very, prompting the attitude that obese individuals 
are shiftless and perhaps choose to be nonproductive 
as not accurate. 
It is acknowledged that obesity is generally reflected 
in both poor physical conditioning, and poor food se­
lection choices. Considering the range of individuals 
that are obese in disability scenarios, perhaps nutri­
tional services, alongside physical fitness programs 
may complement or even be a requirement for said in­
dividuals. While obesity often accompanies disability, 
sadly and consistently, so does alcohol and drug 
abuse. 
Chemical dependency has similarly varied as a dis­
ability moderator in the Social Security system. At 
times chemical dependency and isolation was war­
ranted attainment of disability and isolation of other 
conditions, the most recently chemical dependency 
must complement additional disabilities, such as res­
piration, gustatory, mental health, or kidney based 
disabilities. Multiple arguments may be made regard­
ing whethe1· chemical dependency is a personal choice 
or an overlay from specific diseases. Independent of 
political or medical foundations, is not without ques­
tion that chemical dependency not only limits poten­
tials for individuals, but also affects family members. 
As such, as nutritional and physical fitness services 
may be afforded to workers with disabilities, manda­
tory chemical treatment services may be also offered. 
The concept of chronic pain has also been discussed as 
a contributing factor towards disability, particularly 
in the Social Security system. Admittedly, chronic 
pain is a difficult construct to define. In contrast, on a 
personal note, I can easily tell someone what I am and 
failed to be in pain. Within today's society chronic pain 
is most often treated through medications. Often 
times the medications are well-managed by a treating 
physician and other times the treating physician of­
fers a very passive role in the medication follow-up 
protocol. Independent of these actions, unfortunately, 
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individuals become addicted to the pain medication, 
and, the pain associated with coming off of the medi­
cations may be greater than the pain of origin. Within 
the last two issues of the present Journal issue of med­
ication and pain management and functionality of the 
worker with a disability has come to the forefront. 
This suggests as rehabilitation professionals we must 
not only be aware of pain management protocols 
through medication, but also perhaps, become advo­
cates and investigators pertaining to this continuum. 
Interestingly the present paper ends with comments 
pertaining to both the increased number of claims and 
is similar push to decrease awarding of plan benefits. 
It is agreed that workers with disabilities are more 
productive that are concurrently working, as opposed 
to individuals dependent on Social Security benefits. 
It is most important to note that seve.ral individuals 
simply cannot return to the workforce, even with mod­
ifications, whatever related to their psychological and 
physical disabilities. For those workers or individuals 
the Social Security system remains a vital resource 
and source of justified dependence. However, for indi­
viduals with disabilities that may be able to work with 
and without modifications the Social Security system 
remains a crutch, perhaps limiting independence. 
Again, it is with excitement that the current article 
was reviewed and accepted in the present Journal. 
The Rehabilitation Professional encourages authors 
to critically examine their own caseloads and report 
their findings. Findings should be reported in a 
discernable format and be based on an educational 
goal as opposed to self-promotion or rnai·keting. 
Self-promotion or marketing article will not be ac­
cepted by the present journal. You may contact Dr. 
Wesley Austin or me for further guidance on similar 
projects. Again, others are encouraged to submit simi­
lar articles to be reviewed and considered for publica­
tion similar to the current article. 
When developing similar articles authors are encour­
aged to initially identify a methodology to pursue a 
similar project. Methods may include correlational, 
mixed methods, interview, or even case studies. Based 
upon a review of past issues of the present journal, 
few, if any case studies have been submitted, or 
printed as final copy. Case studies should succinctly 
focus on individual feature, but carefully to identify 
the client, in order to preserve confidentiality. If you 
choose to present a study for review in the present 
journal, within individual studies, authors are en­
couraged to consult with their respective Institutional 
Review Boa1·ds for consideration of ethical guidelines 
for similar studies. Authors are discouraged from as­
suming that virtue of private -practice association and 
void of university affiliation that they are not required 
to meeting applicable research guidelines. Licensure 
and certification ethical codes are always applicable 
towards use of human subjects for research purposes. 
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Prospective authors are encouraged to consult with 
these codes prior to preparation or final submission of 
a paper. 

Dr. T. Scott Smith, Editor 




