APPENDIX D-1

Important Federal Regulations
Relating to Multiple Sclerosis and
Claims for Disability Benefits
from the Social Security
Administration
When considering whether your MS meets the definition of “disability,” the Social Security Administration will consider whether your medical records prove your MS is so severe that it is said to “meet the
Listing of Impairments.” The Listing of Impairments is a set of detailed regulations describing specific
medical findings of many different medical conditions. Most people who are found disabled don’t meet
these seven more severe medical listings and are found disabled based on the more general definition of
disability described in chapter 11. However, if your condition is proven to meet the “Listing” for MS, then,
in theory, you should be found to be “disabled” immediately. Of course proving all of this is at the heart of
the matter. Even if your MS does not “meet the Listing,” it is important to know what medical evidence is
of particular interest to Social Security in every MS claim.
“Listing of Impairments” Multiple Sclerosis
(20 CFR Appendix I to Subpart P of Part 404)
(Introduction to “The Listing” regarding Multiple Sclerosis)
E. Multiple Sclerosis. The major criteria for evaluating impairment caused by multiple sclerosis are
discussed in Listing 11.09. Paragraph A provides criteria for evaluating disorganization of motor function and
gives reference to 11.04B (11.04B then refers to 11.00C). Paragraph B provides references to other listings
for evaluating visual or mental impairments caused by multiple sclerosis. Paragraph C provides criteria for
evaluating the impairment of individuals who do not have muscle weakness or other significant disorganization of motor function at rest, but who do develop muscle weakness with activity as a result of fatigue.
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Use of the criteria in 11.09C is dependent upon (1) documenting a diagnosis of multiple sclerosis,
(2) obtaining a description of fatigue considered to be characteristic of multiple sclerosis, and (3) obtaining evidence that the system has actually become fatigued. The evaluation of the magnitude of the
impairment must consider the degree of exercise and the severity of the resulting muscle weakness.
The criteria in 11.09C deal with motor abnormalities which occur on activity. If the disorganization
of motor function is present at rest, paragraph A must be used, taking into account any further increase in
muscle weakness resulting from activity.
Sensory abnormalities may occur, particularly involving central visual acuity. The decrease in visual
acuity may occur after brief attempts at activity involving near vision, such as reading. This decrease in
visual acuity may not persist when the specific activity is terminated, as with rest, but is predictably
reproduced with resumption of the activity. The impairment of central visual acuity in these cases should
be evaluated under the criteria in Listing 2.02, taking into account the fact that the decrease in visual
acuity will wax and wane.
Clarification of the evidence regarding central nervous system dysfunction responsible for the
symptoms may require supporting technical evidence of functional impairment such as evoked response
tests during exercise.
11.09 Multiple sclerosis.
With:
A.

Disorganization of motor function as described in 11.04B; or

B.

Visual or mental impairment as described under the criteria in 2.02, 2.03, 2.04, or 12.02;
or

C.

Significant, reproducible fatigue of motor function with substantial muscle weakness on
repetitive activity, demonstrated on physical examination, resulting from neurological
dysfunction in areas of the central nervous system known to be pathologically involved by
the multiple sclerosis process.

11.04 Central nervous system vascular accident. With one of the following more than 3 months
post-vascular accident.
A.

Sensory or motor aphasia resulting in ineffective speech or communication; or

B.

Significant and persistent disorganization of motor function in two extremities, resulting in
sustained disturbance of gross and dexterous movements, or gait and station (see 11.00C).

(Section 11.00C)
Persistent disorganization of motor function in the form of paresis or paralysis, tremor or other
involuntary movements, ataxia and sensory disturbances (any or all of which may be due to cerebral,
cerebellar, brain stem, spinal cord, or peripheral nerve dysfunction) which occur singly or in various
combinations, frequently provides the sole or partial basis for decision in cases of neurological
impairment. The assessment of impairment depends on the degree of interference with location and/or
interference with the use of fingers, hands and arms.
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(Section 11.00D)
In conditions which are episodic in character, such as multiple sclerosis or myasthenia gravis,
consideration should be given to frequency and duration of exacerbations, length of remissions, and
permanent residuals.
12.02 Organic mental disorders. Psychological or behavioral abnormalities associated with a dysfunction
of the brain. History and physical examination or laboratory tests demonstrate the presence of a specific
organic factor judged to be etiologically related to the abnormal mental state and loss of previously
acquired functional abilities.
The required level of severity for these disorders is met when the requirements in both A and B are
satisfied, or when the requirements in C are satisfied.
A.

Demonstration of a loss of specific cognitive abilities or affective changes and the medically documented persistence of at least one of the following:
1.

Disorientation to time and place; or

2.

Memory impairment, either short-term (inability to learn new information), intermediate, or long-term (inability to remember information that was known some time in
the past); or

3.

Perceptual or thinking disturbances (e.g., hallucinations, delusions); or

4.

Change in personality; or

5.

Disturbance in mood; or

6.

Emotional lability (e.g., explosive temper outbursts, sudden crying, etc.) and impairment in impulse control; or

7.

Loss of measured intellectual ability of at least 15 IQ points from premorbid levels or
overall impairment index clearly within the severely impaired range on neuropsychological testing, e.g., Luria-Nebraska, Halstead-Reitan, etc.;

AND
B.

Resulting in at least two of the following:
1.

Marked restriction of activities of daily living; or

2.

Marked difficulties in maintaining social functioning; or

3.

Marked difficulties in maintaining concentration, persistence, or pace; or

4.

Repeated episodes of decompensation, each of extended duration;

OR
C.

Medically documented history of a chronic organic mental disorder of at least 2 years’
duration that has caused more than a minimal limitation of ability to do basic work
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activities, with symptoms or signs currently attenuated by medication or psychosocial
support, and one of the following:
1.

Repeated episodes of decompensation, each of extended duration; or

2.

A residual disease process that has resulted in such marginal adjustment that even a
minimal increase in mental demands or change in the environment would be
predicted to cause the individual to decompensate; or

3.

Current history of 1 or more years’ inability to function outside a highly supportive
living arrangement, with an indication of continued need for such an arrangement.

2.02 Impairment of visual acuity. Remaining vision in the better eye after best correction is 20/200 or
less.
2.03 Contraction of peripheral visual fields in the better eye.
A.

To 10 or less from the point of fixation; or

B.

So the widest diameter subtends an angle no greater than 20 degrees; or

C.

To 20 percent or less visual field efficiency.

2.04 Loss of visual efficiency. The visual efficiency of the better eye after best correction is 20 percent
or less. (The percent of remaining visual efficiency is equal to the product of the percent of remaining
visual acuity efficiency and the percent of remaining visual field efficiency.)

