October 3, 2006

BY FACSIMILE AND EMAIL TRANSMISSION

Jo Anne B. Barnhart
Commissioner of Social Secunty
Social Security Administration
P.O. Box 17703

Baltimore, Maryland 21235-7703

Via email: regulations@ssa.gov
Via telefax: 410-966-2830

Re: Proposed Rules Revising Medical Criteria for Evaluating Immune System
Disorders

Dear Commissioner Bambhart:

Set forth below are comments on the Proposed Rules revising the critena in the
Listing of Impairments used by the Social Security Administration (SSA) to evahate
claims involving immune system disorders. The undersigned organizations submitting
these comments have extensive expertise in the area of HIV-related treatment and
representation of HIV-positive claimants at every stage of the Social Secunty
Administration’s disability determination process.' Through our many years working
in legal and medical programs and multidisciplinary agencies specializing in the needs
of people living with HIV, we have learned the common difficulties faced by HIV-
positive claimants and the typical responses of disability examiners and adjudicators to
claims of disability based on HIV.

1. General Comments

Clearly the Social Security Administration has put a great deal of thought and effort

into revising the medical criteria for evaluating immune system disorders. SSA is

1 We have told organizations and individuals who desire to reference this letter in separate comments
that they may refer to our work as the “HIV-Legal Joint Comments.”

Lambda Legal Defense & Education Fund National Headquarters 120 Wall Street, Suile 1500 | New York, NY 10005-3904 | . 212/809-8585 | . 212/809-0055



Ms. Jo Anne B, Barnhart
October 3, 2006
Page 2

to be commended for soliciting comments in 2003, before undertaking revision of
those criteria, and for carefully considering the comments that it received. We are very
pleased to see that important changes to 20 CFR Part 404, Subpart P proposed in the
revised criteria reflect concerns that many of us raised during that earlier process. SSA
has improved the rules by extensively rewording and reorganizing Sections 14.00 and
114.00. In particular, the expanded discussion of treatment-related topics -- both in
general and specifically in the HIV infection context -- is a significant improvement
over the current version of the rules. Importantly, the Proposed Rules specifically
mention the variability of individuals’ responses to treatment, the difficulty of
distinguishing side effects of treatment from side effects of infection and the fact that
side effects of treatment themselves may result in functional limitations. These
changes are important, much needed improvements.

Despite many positive changes in the rules, we believe some additional revisions are
needed to remedy problems that we have seen in practice and issues that we anticipate
will arise during the years that the revised rules will be in effect. The changes
proposed by these comments will more accurately reflect the nature, course and
treatment of HIV at this time and in the years ahead. Also, throughout the rules, ivis
important to include language that makes it clear to those determining claimants’
disability that each claimant is entitled to an individualized assessment of his or her
situation.

In finalizing the rules, the Social Security Administration should keep in mind the
following principles: (1) the rules should accurately and comprehensively reflect the
current understanding of HIV disease and treatment; and (2) the rules should include
enough general language to accommodate the inevitable changes in understanding and
treatment of the disease that will occur during the anticipated eight year life of the
rules. Failure to include such general language will result in disabled persons being
unfairly denied a finding of disability, because, for example, their medical records do
not record the clinical markers written into the listings. HIV disease is still a relatively
new disease and the standards for identifying it and its associated conditions, and for
treatment, will continue to change. If, over the life of the final rules, the standards for
identifying listed conditions change, claimants need to be able to have evidence related
to those new standards credited, rather than be required to submit evidence of
diagnostic findings which no longer are typically used by the medical profession.

II. Comments on Sections 14.00 {Part A) and 114.00 (Part B) of Appendix 1

A. Sections 14.00(F) & 114.00(F) and 14.08(K) & 114.08(L}): The interplay
between HIV and mental health should be specifically addressed.
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Changes in mental and emotional functioning are often connected to HIV nfection.
Mental illness may precede HIV infection, as mental illness places people at risk of
contracting HIV infection? Mental health issues may accompany HIV infection, as
the initial diagnosis of HIV infection can trigger anxiety and depressive disorders.
Reservoirs of HIV can accumulate in the brain and cause dementia.” Not all current
HIV medications effectively cross the blood-brain barrier, and many patients can
become resistant to those that do.* Additionally, HIV medications can themselves
cause mental impairments such as significant memory loss, cognitive deficits,

depression, amxicty, paranoia and hypsivigllance,

For these and other reasons, mental illness frequently affects people who are living
with HIV, and becomes more pronounced as the HIV disease progresses and becomes
more severe. Mental health conditions can interfere with self-care, activities of daily
living, and adherence to treatment regimens and appointment schedules.” Stress,
anxiety and depression weaken the immune system and speed disease progression,
whether they stem from mental illness, the trauma of the diagnosis, or the rigors of
treatment.” In evaluating the severity and level of progression of HIV disease in a
particular claimant, attention must be paid to signs and limitations that stem from
mental and emotional deficits.

The link between HIV infection and mental illness is so strong, moreover, that often
primary care providers and infectious disease specialists prescribe compensatory
medications such as anti-depressants and antt-anxiety medications to their patients
without referring them for psychiatric care or counseling.’ In such cases, there is no
longitudinal history of psychiatric care or assessment, as would be expected in the
ordinary claim where the principal disabling impairment is a mental health condition.
While such a patient may not have the history of signs and symptoms that document
the severity required by SSA’s mental health condition listings, these very real and

2 Ser, eg, Thompson, A., & al., Psydbotropic natications and HIV, 42 CLIN. INFECT. DIS. 1305-10 (2006);
Angelino, AF., Treisman, G.]., Marugerrent of psydatric disorders in patients infected with buman inmuncdgficiency
unss, 33 CLIN. INFECT. DIS. 847-56 {2001).

3 See, eg, Valcour, V., Paul, R, HIV irfection ard denentia in dder adults, 42 CLIN. INFECT. DIS. 1449-54
(2006); Tozzi, V., et al., Changes in nesrocogitiwe performance ina cobort of patients treated with HAART for 3
sears, 28 J. ACQUIR. IMMUNE DEFIC. SYNDR. 19-27 (2001).

+ Tozzi, supra.

5 Seg eg, Thompson, sspra, at 1306-09.

6 See, eg, Yun, LW.H.,, e al., A ntidepressant treatmert improws adberere to antivetroutral theuyy armorg depressed
HIV -irfected patients, 38 |. AGQUIR. IMMUNE DEFIC. SYNDR. 432-38 (2005); Angelino, AF., supra.

7 Seq, eg., Ickovics, JR,, @ al., Mortality, CD4 cdll anet dedire, and depressiwe syrptons anong HIV -sergpositize
wpmen: lorgitudinal anabysss from the HIV' E pideniology Researdh Studdy, 285 JAMA 1466-74 (2001); Tate, D.,
oL, The irpact of apathy ardl depression on quality of e in patients infocted with HIV', 17 AIDS PATIENT CARE
& STDS 115-20 (2003).

8 See, eg., Thompson, suprz, at 1305.
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often severe conditions must be recognized by SSA as a manifestation of HIV
infection which contributes to the disabling nature of the disease.

Therefore, we recommend that Sections 14.08(K) and 114.08(L) be modified to
recognize specifically that mental health conditions can be a manifestation of HIV
infection which, even if they do not rise to the level of severity required by the
ordinary mental health condition listings, such as 12.04 (affective disorders including
depression) or 12.06 (anxiety disorders), can and should be rightfully considered as
repeated manifestations of HIV infection. Also, an additional subsection should be
added to Sections 14.00(F) and 114.00(F) to make the points discussed above.

B. Sections 14.00(G) & 114.00(G): More specific discussions of some
issues related to treatment are needed.

In the discussion on “variability of your response to treatment” (14.00(G)(2),
114.00(G)(2)), the Proposed Rules note generally various important factors to be
considered. Moreover, the Proposed Rules improve upon the existing rules in that
they more fully discuss side effects of HIV medication. However, greater discussion
of some of those general factors in the specific context of HIV infection should be
added to 14.00(G)(5) and 114.00(G)(5). Our experience reveals that the impact on
HIV infected persons of treatment failures and the difficulties of adhering to treatment
continue to be understood poorly by the Social Security Administration’s disability
examiners, adjudicators, and even medical consultants. These issues need to be
addressed more fully in the Rules, in part to aid adjudicarors in fairly and properly
handling these issues.

1. Sections 14.00(G)(5) and 114.00(G)(5) should directly address
the issue of a claimant’s non-responsiveness to HIV treatments.

The Rules should specifically state that the mere fact that an individual does not
medically respond to highly active antiretroviral therapy (‘HAART”) does not indicate
that he or she is not disabled or is not credible. SSI and SSDI claimants and their
representatives continue to encounter medical “experts” who seemingly assume that
for every individual with HIV infection a treatment can be prescribed that will, if
adhered to, enable the individual to work. When reaching conclusions about
claimants’ functional limitations, these consultants assume that the claimants are
capable of responding positively to treatment through a mix of adherence, lifestyle
alteration and sheer willpower. Such conclusions, however, fail to recognize that
prescribed treatments are not effective or suitable for every HIV infected person.
Although the general section on response to treatment acknowledges the need to
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consider individual variability, this problem in the HIV context is persistent enough to
warrant specific reference in Sections 14.00(G)(5) and 114.00(G)(5).

In addition, the Rules should note the increasing fragility of persons who do not
respond to prescribed treatment and the impact on them of reduced treatment
options. If an individual fails to respond to a particular combination of medications,
either because he or she is naturally resistant, because the virus mutates in the body or
for some other reason, that individual has fewer options for relief in the future. With
fewer available treatment options, the person is more susceptible to complications,
iliness and disabling conditions. With this increased susceptibility to opportunistic
infection and other medical complications come additional mental health implications,
as stress, fear, depression and anxiety compound the claimant's physical fragility. In
marty such cases, physicians instruct their patients to reduce their exposure to infection
by limiting their contact with other people, stress and adverse weather conditions. A
claimant with few treatment options is likely to have created a very structured
environment to reduce his or her risk of infection and illness. Whether the claimant
avoids subsequent infection at the expense of his or her relationships, mobility,
freedom and mental health is itself a manifestation of HIV disease and the direct result
of the damage to his or her immune system caused by HIV. The discussion in sections
14.00(G)(5) and 114.00(G)(5) should specifically require that the fragile and tenuous
position of a claimant with HIV be taken into account. We recommend that an
additional subsection be added to each of those sections, reading “i. Whether you
have exhausted most or all treatment alternatives.”

2. Sections 14.00(G)(5) and 114.00(G)(5) should directly address
the difficulty of adhering to treatment regimen.

For many people with HIV disease, their presctibed treatment regimens are very
complicated and difficult to follow. They may be required to take numerous pills each
day at several different times of the day and night, to keep certain medications
refrigerated, to take some on an empty stomach and to take others with food. The
requirements of HAART can be dizzying, difficult to follow, and potentially
embarrassing. In addition, the often-debilitating side effects of the medications -- e.g.,
diarrhea, nausea, vomiting, neuropathy, fatigue -- make it difficult for some individuals
to take each of their prescribed medications at every prescribed time.” Unfortunately,
patients are often punished severely by their own bodies for the most minor

o Ser, eg, Trotta, MP., & al., Treatrment-rlated factors and bughly active antivetroural therapy adberence, 31 .
ACQUIR. IMMUNE DEFIC. SYNDR. $128-31 (2002); Stone, V.E., Strategies for qptimizirg adherence to
bighly active antiretroural therapy: lessons learred from veseardh and dinical pracice, 33 CLIN. INFECT. DIS. 865-
72 (2001).
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transgressions; even brief interruptions in treatment may lead to virus mutation and
resistasnce.

Marty people living with HIV experience these adherence problems, but, for obvious
reasons, perfect adherence is especially difficult for some populations. In particular,
people who experience mental illness have difficulties adhering to their treatment
regimen because of their mental health conditions. Persons who are homeless or who
lack Medicaid or other insurance coverage are also likely to have great difficulty
accessing their medications and adhering exactly to prescribed treatment. In addition,
HIV-positive children are particularly subject to adherence problems. For children,
the bad taste of the medications, the repetition of the regimen, the appearance of being
different at school, and an inherent lack of maturity and full understanding of the need
for the medications all affect a medical provider’s and a parent’s ability to maintain
compliance in an HIV-positive child.”

At present, some claimants are penalized by adjudicators for their inability to adhere to
a strict and sometimes overwhelming regimen of medications. Therefore, Sections
14.00(G)(5) and 114.00(G)(5) of the Rules need to directly address this issue. Those
sections should include a discussion of the difficulty of adhering to HIV treatment
regimen and directly acknowledge that there are many valid reasons why individuals
with HIV disease do not perfectly adhere to their prescribed treatment regimen, such
as the individual’s mental illness or young age; logistical difficulties (e.g., lack of access
to refrigeration) precluding exact compliance; debilitating side effects from the
medication; and inability to afford the prescribed trearment. The Rules also should
state that a claimant’s admitted lack of adherence to HAART should neither reflect on
the claimant’s credibility nor indicate that his or her functional capacity is artificially
low. The individual’s reasons for non-perfect adherence need to be taken into
account, and we are concerned that the subsections of 14.00(G) do not provide
sufficient guidance to adjudicators. Because adherence to HAART is particularly
difficult, and because individuals who have not adhered may no longer have the option
of resuming a particular treatment, claimants should not be penalized for their failure
to adhere to complicated medication regimens.

III. Comments on Sections 14.08 (Part A} and 114.08 (Part B) of Appendix 1

The Proposed Rules properly recognize that an individual does not have to satisfy the
specific listings set forth in Sections 14.08 and 114.08 to be found to suffer an
impairment that is severe enough for him or her to be disabled for purposes of Title I1
and Title XVI. For example, Sections 14.00(G) and 114.00(G) state that a person may

1 Seg eg, Pavia, A. T, Primary arre of infants ared duldven with HIV, HIV InSite Knowledge Base Chapter,
July 2001, accessible at http://hivinsite.ucsf.edu/InSite? page =kb-03-01-14# 56.1.7X.
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be disabled due to the effects of treatment -- including the interactive and cumulative
effects of treatments -- without meeting the “stand-alone” listings and that the effects
of treatment must be considered on an individual basis. As another example, 14.08(K)
clearly states that repeated manifestations of HIV infection that are not listed in
14.08(A)-(J)"* can be the basis for a disability finding, as can repeated manifestations of
conditions that are listed in 14.08(A)-(]) but lack the required findings of those listings.

Even though evaluation of an individual situation cannot be limited to consideration
of the disabling impairments specified in Sections 14.08 and 114.08, those “stand-
alone” diagnoses of opportunistic infections are an important part of the rules.
Diagnosis with a condition listed in those sections demonstrates that an individual bas
a severely compromised immune system and serves as a useful and sensible indicator
of the inability to work. Therefore, the specific listings of impairments facilitate
determinations of disability where an individual does meet one of the “stand-alone”
listings. 'To more accurately reflect the current medical understanding of the disabling
impairments experienced by people living with HIV and to allow for changes in that
understanding over the next several years, some additional language should be added
to Sections 14.08 and 114.08.”

A. The “stand-alone” listings should include general language
anticipating changed undesstanding over the life of the rules.

As recognition that medical knowledge regarding the effects of HIV disease and HIV
treatments will change over the anticipated eight year life of the rules, we recommend
that the following language be added as a final subcategory for listings 14.08(A)
through (F) and 114.08(A) through (F): “an infection or condition that is systemc or
disseminated.”

B. The descriptions of some conditions currently listed in Sections 14.08
and 114.08 should be modified to better account for the variety of
disabling impairments experienced by people living with HIV.

1. Sections 14.08(D) and 114.08(D): Viral infections

11 Section 114.08(L) makes the same point with reference to 114.08(A)-(K).

12 Based on current medical knowledge, additional conditions beyond those set forth in these
comments could appropriately be added to Sections 14.08 and 114.08. We have included only a few
specific conditions, which we consider most significant at present. Sections 14.08(K) and 114.08(1)

importantly recognize that other conditions not specified in the listings may serve as a basis for a finding
of disability. '
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Sections 14.08(D) and 114.08(D) both currently state that a person with HIV meets a
Step 3 listing if he or she meets the criteria for hepatitis set out in Section 5.05. We
recognize that SSA has decided to remove all reference listings in the Proposed Rules.
However, when removing the reference listing to Section 5.05, the Proposed Rules
should have retained a reference to hepatitis. The current references to hepatitis in the
HIV listings do not adequately address the complicated medical realities faced by
people who are infected with both HIV and Hepatitis C (“HCV”) or Hepatitis B
{(“HBV”).

The Proposed Rules recognize generally that the interactive and cumulative effects of
treatment for both HIV and hepatitis must be evaluated when an individual suffers
from both. (Section 14.00(G)(1)(f).) However, the complicated interplay between

HIV and hepatitis warrant greater recognition the lisungs. Although simultaneous
treatment of both HIV and hepatitis is critical for people who experience co-infection,
the two treatment regimens can work against one another. Drugs used to treat HIV
can undercut the benefits sought through treatment for HCV because the HIV drugs
are toxic to the liver.” And HCV-related liver disease has been found to accelerate
among people infected with HIV." Similar complications occur in HIV-positive
people with HBV."

In short, people who are infected with both HIV and hepatitis are more prone to
illness, more difficult to treat, and less able to function than people who are only
infected with a hepatitis virus. This compounding effect means that it is not sufficient
to allow such persons to be separately evaluated under the listing for hepatitis as well
as the listing for HIV. 'The liver listings themselves do not contemplate overall
suppression of the immune system, the necessity of taking medications that damage
the liver or the other complications of HIV/AIDS. Nor is it sufficient to allow for
consideration of the interactive and cumulative effects of treatment and to reference
“hepatitis” in Section 14.08(K). To adequately reflect the extent of functional
impairment of a person with both HIV and hepatitis, Sections 14.08(D) and 114.08(D)
should reference hepatitis, where co-infection with both HIV and HCV or HCB
complicates treatment of both conditions.

2. Section 14.08(H): HIV wasting syndrome

13 Seg, eg, Braitstein, P., & al., Special arsiderations in the initiation and management of antiretrouial therapy in
individuals coinfected with HIV ard bepatitis G, 18 AIDS 2221-34 (2004),

14 Ses eg, Braitstein, supra; Sherman, K E., et al., Hepatitis C virus prevalence arovg patients infected with hurman
; ency uns: a cross-setional anabysis of the US Adidt AIDS Clinical Trials Group, 34 CLIN. INFECT.
DIS. 831-37 (2002).

15 See, eg., Khalili, M., Coirglction with bepatitis ruses and HIV, HIV InSite Knowledge Base Chapter,
March 2006, accessible at http://hivinsite.ucsf.edu/InSite?page =kb-05-03-04.
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Section 14.08(H)’s listing of HIV wasting syndrome should be revised to reflect more
current medical knowledge about this condition. As currently written, this listing is
t00 restrictive in its documentation requirements. The listing should note that body
mass index (BMI) and body cell mass (BCM) can be relied upon as accurate indicators
of the severity of wasting in a given individual.” The requirements with regard to
diarrhea are too restrictive: a person with HIV who experiences wasting is typically
functionally unable to work if he or she experiences diarrhea for two weeks and
experiences protein deficiency. Although a documented fever is a useful clinical
indicator of wasting syndrome, it should not be necessary that the claimant have many
temperature readings throughout a month or longer period. Moreover, wasting can be
disabling even in the absence of the listed manifestations when it is accompanied by
constitutional symptoms such as weakness, lack of muscle strength, fatigue, malaise, or
inability to lift. As an alternative to evidence of diarrhea or fever, the listing should
specify that it can be satisfied by documentation of other objective evidence of
significant involuntary weight loss. To do so, wording comparable to that used in
Section 14.00(F) regarding documentation of HIV infection could be added: “OR
Documented by other generally acceptable methods consistent with the prevailing
state of medical knowledge or clinical practice.”

3. Sections 14.08(I) and 114.08(I): Diarrhea

Sections 14.08(I) and 114.08(]) (unchanged from their predecessor sections in the
current rules, adopted in 1993) need to be modified to reflect current medical views
regarding diarrhea and its treatment. These sections now should include those
HIV/AIDS claimants who suffer from diarrhea, lasting over one month, with multiple
loose stools per day and/or bowel incontinence, despite modifications in HAART
therapy and antidiarrheals. Many patients with disabling diarthea do not require

hydration and therefore are not treated with intravenous hyclration. “Tube {eeding“
also is not a useful indicator of diarrhea; it is rarely used now to treat diarrhea and, in
fact, diarrhea has been identified as a complication associated with tube feeding.™
Thus, diarrhea can rise to the level of being disabling without the objective findings in
the current listing being met. The listing should be changed to allow documentation
by other objective evidence, such as reports of a rectal exam, stool culture, or fecal

16 Ser, eg, Mangili, A., & al., Nutrition and HIV irfectior: reuewf weight loss and wasting in the ez of nghly acre
artirerovived theragyy from the Natvition for Hlealthy L izing cohort, 42 CLIN. INFECT. DIS. 836-42 (2006)
{noting problems with using defining criteria of weight loss plus diarrhea or fever).

17 Ses, eg, Mangili, A., suprz; Nemechek, PM,, et al., Treunent gridelines for HIV -associated wistirg, 75
MAYQ CLIN. PROC. 386-94 (2000).

18 Sep, g, Finucane, T.E., & al., Tube fedirg in patierts with adanced dementia: reuewqf the eudence, 282
JAMA 1365-70 (1999); Bliss, D.Z., &t al., Acquisition of Clostrickeen difficile ard Clostridisem difficle assodiated
diamhea in hospitalized paticrts receiing ibe feedrg, 129 ANNALS INTER, MED. 1012-19 (1998).
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occult blood test. As wath wastung syndrome, general language should be added,
comparable to that used in Section 14.00(F) regarding documentation of HIV
infection: “OR Documented by other generally acceptable methods consistent with the
prevailing state of medical knowledge or clinical practice.”

C. Chronic pancreatitis should be added as a “stand-alone” listing in
Sections 14.08 and 114.08.

Although pancreatitis is now referenced in 14.00(G)(5)(a) (as a side effect of
antiretroviral drugs) and in 14.08(K), the Proposed Rules fail to acknowledge the
seriousness of residual chronic pancreatitis among people with HIV disease. Chronic
or relapsing pancreatitis among people with HIV disease severely impairs those
individuals’ abilities to function.” Serious, life-threatening pancreatitis can develop as
a side-effect of medications used to treat HIV disease.” The condition may cause
severe abdominal pain, nausea, vomiting, fever, chills, and shortness of breath, and can
result in admission to a hospital’s intensive care unit for two to three weeks at a time.?*
Also, it may result in profound weight loss and long-term food intolerance. These
manifestations may recur continually when the cause of the pancreatitis persists or
when lasting damage has been done to the pancreas. The affected individual may
suffer numerous painful and debilitating relapses. Unfortunately, there is no cure for
the condition. Because the presence of pancreatitis can be an important marker of
HIV-related drug toxicities that could also limit life-saving treatment options or
complications of HIV-related opportunistic infections, we recommend that Sections
14.08 and 114.08 include chronic pancreatitis as a “stand-alone” listing, satisfied by
evidence of one or more episodes of pancreatitis from which clinical recovery s
incomplete after six months and is accompanied with disabling symptoms (such as, but
not limited to, abdominal pam, diarrhea, mgmflcant weight loss, nausea, anorexia, and
glucose intolerance requiring frequent monitoring or treatment)

D. Sections 14.08(K) and 114.08(L) should be revised to anticipate
changes in medical understanding and treatment of HIV disease.

Of course, over the anticipated eight year life of the new rules, changes in the
understanding of HIV disease and its treatment will inevitably result in the recognition

Of new manifestat;ons 0{ the Cl]I.SCaSE and itS treatment I’.llat shou]d |3e COHS;CIEIECl i.[l

¥ Seg eg, Dragovic, G., & al., Incidence of acute pancreatitss and mudecside vewrse transcriptase bibitors nsage, 16
INT'L J. OF STD & AIDS 427-29 (2005); Gan, L., e al., Pancreatitis in HIV tnfectiorz precdictons of sexerity, 98
AM. ]J. GASTROENTEROL. 1278-83 {2003).

N Segeg,id

2 Seg eg, Dragovic, supra.
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determining disability. To take that into account and to reflect the non-exhaustive
listing of manifestations in Sections 14.08(K} and 114.08(L), the following general
language should be added to those sections: “Special consideration should be given to
other conditions, signs and symptoms deemed by the primary care provider as
contributing to substantial functional limitations.”*

If you have any questions or wish for clarification regarding any of the above
comments, please contact, on behalf of the undersigned, Bebe J. Anderson, HIV
Project Director, Lambda Legal, 120 Wall Street, Suite 1500, New York, New York,
10005, telephone (212) 809-8585, email banderson@ lambdalegal.org.

Sincerely,

Walliam D. McColl, Political Director
AIDS Action Council

1906 Sunderland Place NW
Washington, DC 20036-1608

Ruth Cassell, Esq., Director, Legal Services
AIDS Center of Queens County

97-45 Queens Blvd.

Rego Park, NY 11374

Carl Schmid, Director of Federal Affairs
The AIDS Institute

1705 Desales St. NW, Suite 700
Washington D.C. 20036

Ronda B. Goldfein, Esq., Executive Director
Yolanda French Lollis, Esq., Managing Attorey
AIDS Law Project of Pennsylvania

1211 Chestnut Street, Sutte 600

Philadelphia, PA 19107

Ann Hilton Fisher, Executive Director
AIDS Legal Council of Chicago
180 North Michigan Avenuc, Suite 2110

2 In addition, as discussed above, Sections 14.08(K) and 114.08(L) should be modified to specifically
recognize that mental health deficits can be a manifestation of HIV infection that should be considered
as repeated manifestations of HIV infection.
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Chicago, I1. 60601

Bill Hirsh, Executive Director

AIDS Legal Referral Panel of the San Francisco Bay Area
1663 Mission Street, Suite 500

San Francisco, CA 94103

Bob Power, Executive Director

AIDS Netweork, Ing,
600 Williamson Street
Madison, WI 53703

Gregory I. Smiley, MPH, Director of Public Policy
American Academy of HIV Medicine

1705 DeSales Street NW, Suite 700

Washington, DC 20036

Christopher J. Bowes, Esq., Executive Director

Center for Disability Advocacy Rights (“CeDAR”), Inc.
841 Broadway, Suite 605

New York, NY 10003

Catherine Hanssens, Executive Director
The Center for HIV Law and Policy
65 Broadway, Suite 832

New York, NY 10006

Lei Chou, Director of Mobilization

CHAMP - Community HIV/ AIDS Mabilization Piojeet
32 Broadway, Suite 1801
New York, NY 10004

Jonathan M. Stein, General Counsel
Richard P. Weishauprt, Escl.

Commumity Legal'Scn’ic_cs, Inc.
1424 Chestnut Street
Philadelphia, PA 19102

Linda Landry, Senior Attorney
Disability Law Center

11 Beacon Street, Suite 925
Boston, MA 02108



Ms, Jo Anne B. Barnhart
October 3, 2006
Page 13

Catherine M. Callery, Esq.
Lynda J. Fisher, Esq.

Empire Justice Center

One West Main Street, 2d Floor
Rochester, NY 14614

Louise M. Tarantino, Esq.
Empire Justice Center
119 Washington Avenue
Albany, NY 12210

Nancy Ordover, PhD, Policy Associate
Gay Men’s Health Crisis

119 West 24th Street, 9th Floor

New York, NY 10011-1913

Leslie F. Kline Capelle, Esq.
Health Advocates, LLP
13412 Ventura Blvd., Suite 300
Sherman Oaks, CA 91423

Colleen Joiner, LMSW, Client Services Coordinator
Hemophilia Foundation of Michigan

1921 W. Michigan Avenue

Ypsilanti, MI 48197

Michael Kink, Legislative Counsel
Housing Works, Inc.

57 Willoughby Street, 2nd Floor
Brooklyn, NY 11201

Bebe J. Anderson, HIV Project Director

Lambda Legal Defense & Education Fund, Inc.
120 Wall Street, Suite 1500

New York, NY 10005

Lisa Clay Foley, Project Attorney

AIDS Law, Education, Research and Training Project (ALERT)
Legal Aid Society of Milwaukee, Inc.

521 N. 8th Street

Milwaukee, WI 53233

Rick Otterbein, Legislative Director
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Michigan Positive Action Coalition
429 Livemois
Ferndale, MI 48220

Chris Davis, Staff Attorney

HIV/AIDS Advocacy Program

Michigan Protection and Advocacy Service, Inc.
29200 Vassar Blvd., Suite 200

Livonia, MI 48152

Laura Hanen, Director of Government Relations

National Alliance of State & Territorial AIDS Directors
444 N. Capitol Street NW, Suite 339

Washington, DC 20001

John N. Lozier, MSSW, Executive Director
National Health Care for the Homeless Council
P.O. Box 60427

Nashville, TN 37206-0427

Laurel Weir, Policy Director

National Law Center on Homelessness & Poverty
1411 K Street N.W., Suite 1400

Washington, DC 20005

Ethel Zelenske, Director of Government Affairs

National Organization of Social Security Claimants’ Representatives
1101 Vermont Avenue NW, Suite 1001

Washington, DC 20005

I. Revin guﬂivan, Executive Director
Ohio AIDS Coalition

48 West Whittier Street

Columbus, OH 43206

Brenda Thomas, Executive Director
Positive Support Organization
9611 East Forest

Detror, MI 44214

Cathy Bowman, HIV Project Director
South Brooklyn Legal Services
105 Court Street
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Brooklyn, NY 11201

William E. Amold

TII CANN - Title II Community AIDS National Network
1775 “T7” Street NW

Washington, DC 20009

Karen Stuart, Paralegal/ Coordinator
HIV/AIDS Law Project

Volunteer Lawyers Program

305 South 2nd Avenue

Phoenix, AZ 85003

Dantel Bruner, Director of Legal Services
Erin M. Loubier, Senior Managing Attorney
Whitman- Walker Clinic

1701 14th Street NW

\W"asl'J.iILﬁtoxlJ DC 20009

Joseph M. Connors, Esq.
Associate Clinical Professor
Director, Health Law Clinic
Albany Law School

80 New Scotland Avenue
Albany, NY 12208

Kendra S. Kleber, JD

Kendra S. Kleber & Associates PLLC
P.O. Box 1960

Royal Oak, MI 48068-1960

Scott E. Knox, Attorney at Law
13 E. Court Street, Suite 300
Cincinnati, Ohio 45202

Per Larson, Advice and Advocacy
500 East 74th Street, Suite 1
New York, NY 10021

Toby Newman, MSW, ACSW, LCSW, CGP, Clinical Social Worker
3509 Audubon Place
Houston, TX 77006
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(Former chair, National Association of Social Workers, Houston chapter, HIV Task
Force; Former chair, National Association of Social Workers, Texas chapter, HIV

Task Force; Adjunct Instructor, University of Houston, Graduate College of Social
Work)

Sarah B. Patterson, Attorney at Law
1620 NE Broadway, # 614
Portland, OR 97214

Felix & Paula Sitls
15603 Edmore Drive
Detroit, MI 48205



