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(SSI)’ Progr?m of  the Social Security
Admlnistratlon (SSA)

SSA'administers the SSI program which pays
monthly checks to disabled and blind
individuals - (including children) who have
limited income and resources. To help
determine the medical criteria under the
program, SSA maintains a "Listing of
Impairment," which is the medical evaluation
criteria that describe impairments in terms
of specific symptoms, signs and laboratory
findings. This listing is an essential part
of the disability evaluation process.

As these regulations directly affect people
with developmental disabilities and their
families, the Administration on .Developmental
Disabilities is forwarding the regulations
published on 12/12/90 and some summary
information prepared by SSA. Topics include:

(1) Listing 110.06 for the evaluation of Down
Syndrome; . .

(2) Listing 110.07 for the evaluation of
other serious hereditary, congenital,
acquired disorders; and -

(3) Section 112.00 childhood mental listings.




N P

e om0 ‘ .r L R
' Page 2 - Informatien. Memqrandpm B S
INQUIRIES T0: - ‘Elsbeth L. Wyatt |

" Program Specialist
~Administration on Developmental Disabilities
" Telephone: (202) 245-0841

' ‘Deborah L.’ McFadden
" commissioner -t o
R -Admlnistration on’ Developmental Disabilities

Attachments: - (1) 8SA Regulation s
B (2)  Summary of New Listings for Down Syndrome
: 'and Other Serious Hereditary, Congenital,”
w0 op Aoquired Disdrders; and
R R AT ”(3) summary of Changes’ 1n ‘Revised Childhood
. R Mental Listings At

Tl

. ce o Acting Reglonal Administrators, ACF

]l
1 -
v [T g
A :
-
e .
i .
: i .
it i a
e Ly
oy ! ‘
v
{ [ Fielsin 10 ¥
{ | ] 4
) i
! ol
{ i



A

A Wednesday I
December 12, 1990 R

;11

o
s

tmm '

...ll

)

]

"ii

|

I

i

_:Illllivi:; o
)

)
M

....,!!ﬂ!%i%!ﬂ!

‘Hlf

Part |l

'Ili lﬂ

f.!!!lll..., y

Department of .
Health and Human

Fe| St e

munﬁ

e
. s'llml:

Social Security Administration '.):I, e

M!

20 CFR Parts 404 and 416 el

- Federal Qld- Age, Survivors, and Disablllty
. insurance and Supplemental Security.
Income for the Aged, Blind, and o
Dasabled ‘Final Rules *

]

ﬁﬁﬁﬂ"

!

R T N

tlllit

ltuti“w

i

.f«fit

ﬁ

Al
[T

|

<
Py



o

R

R

51204 Federal Register / Vol. 55, No. 239 / Wednesday, December 12, 1980 / Rules and Regulations o

DEPARTMENT OF HEALTH AND
HUMAN SERVICES - AR

Soclal Security Administration
20 GFR Part 404 .

{Reguiatlons No. 4]

RIN 0960-AC35

Federal Old-Age, Survivors, and
Disability insurance; Determining
Disability and Biindness; Addition of
Down Syndrome and Other Serious
Heraditary, Congenital or Acquired
Disorders to the Listing of
Impairments :

AGENCY: Social Security Administration,
HHS. :

ACTION: Final rules.

SUMMARY: These amendments revise the
criteria we use when we determine
whether children's impairments meat or
equal the severity of the impairments
found in the multiple body system
disorders listings. These final rules add
new liatings to the multiple body system
category of impairments in part B of
appendix 1, Listing of Impairments, to

.subpart P of part 404 of Title 20 of the

Code of Federal Regulations. They
provide separate listings for Down
syndrome and for the evaluation of

- &ther hereditary, congenital, and

acguired syndromes.
..“The Supreme Court’s February 20,

1890, decision in Sullivon v. Zebley, ef |

al., U.S — ., 110 S.Ct. 885
(1980), requires us to provide an . . .
individusl assessment of the functional
impact of any child's impairment(s)

when the impairment(s) does not magt
or equal the severity of the impairmeénts -
-found ip the:Listing of Impairments.

Since the Court's decision did not , . -

preciude the use of the listings as a’
basis for a declsion that a child is
disabled, the listings contained in.these:

final rules will be used to determine that
a-child is disabled based on'an:* ' 7+
impairment(s) that meets.op,equals the - -

severity of a listed impairment, ' '

However, ¢onsistent with the Supreme
Court's holding in Zebley, we willnot *.:

deny any child's claim for Social
Security or supplemental security
income benefits based only on a finding
that the child’s impairment(s} does not
meet or equal these, or any other,
listings.

DATES: These rules are effactive
December 12, 1990. :

© FOR FURTHER INFORMATION CONTACT:

William J. Ziegler, Legal Assistant,
Office of Regulations, Social Security
Administration, 8401 Security :
Boulevard, Baltimore, MDD} 21235, (301}
965~1750, ’ .

" 'SUPPLEMENTARY INFORMATION:
i Throughout this preambie and the.

regulatory text we refer to “Down ...
syndrome" rather than "Down'’s
syndrome.” “Down” withoutthe
apostrophe “s" is the term currently
being used by the National Down™
Syndrome Congress and the National

.Down Syndrome Society and is the term
used in sgveral major texts on childhood ..

disability. ol
These final rules add new lstings to
the multiple body system category of

impairments in Part B of the Listing of

Impairments. They provide separate’
listings for Down syndrome and for the
evaluation of other hereditary; - -~ -
co,l;ﬁenital. and acquired syndromes, -

ese regulations were published in

the Federal Register (52 FR 37181} as &

Notice of Proposed Rulemaking (NPRM}
on October 5, 1967, Interested parties
wer¢ given 60 days to submit comments,
We received comments from State
government agencies, naiional . -
organizations, and special intérast

“organizations which deal with persons __

with disabilities.

Pursuant to public comments on the
.NPRM and our experience in

administering the disability programs,
we have mage an important revision in
the final rulés, We'have added a new
final listing 110.08, solely for children .
who have non-mosaic Down syndrome,

- which provides that any child who has a
" medically established diagnosis of
~ Down'syndrome will be found to meet

the listing, Final listing 110.07 is the

. {isting we propesed as listing 110.06 in
" the NPRM,. [t is to be used to evaluate

heteditary, congenital, and acquired '

- conditions other than Down syndrome
that have muitiple body system effects

* similar to Down syndrome, and for

‘'6ases of mosaic Down syndroine,

The primary purpose of establishing
these new listings is to update the

- evaluation process under the Listing of

Impairments. Part A of Appendix 1, .

Listing of Impairments, describes, for
- each of the niajor body systems,

impairments:that are considered severs

. enough to prevent a person from doing
any gainful activity, absent evidence to

the contrary. Part B of Appendix1
contains additional medical eriteria that
apply only to the evaluation of -

impairments of persons under dge 18. .

Until the publication of this rule, we'
did not have a specific listing for Down
syndrome. Instead, most children with -
Down syndrome werae evaluated under
the criteria of listing 112.05—Mental -
Retardation—which raquires '

measurement of intellectual fnrictidlhihg ;
7 implications.

or of the failure to attain expecied.

developmental milestones. Althgugh this >

policy identified disability in most

. children with Down syndrome, it was

-not always adequate for assessing the

" lmpairments of the youngest children,

. especially infants from birth to 8 months -
of age, in whom the muitiple

- manifestations of impairment cannot be

-+ -easily evaluated, As a consequence, we.

have been following a procedure

" whereby we have deferred the

svaluation of the impairments of infants
until they attained 8 months of age in
those cases in which we were unable to
find the applicant disabled or to
evaluate properly the eifects of the

" impairment,

However. after more than 2 years of

.applying the procedure, it has beconre
~-._ apparent to us that virtually all infants
- who have Down syndrome of the

Trisomy 21, regular and translocation
types, (i.e., all except those who have
mosaic Down syndrome) will be found
‘disabled when the effects of their
impairments can be properly
documented and evaluated, In a recent

- study we conducted of 152 claims filed

on behalf of infants and children with
Down syndromie, we found that al]

- children with non-mosaic Down

syndrome could establish that they met
or equaled our listings by the age of 6

- months. In addition, 77 percent of 4-t0-5.
‘month-old infants could be found to

meet or equal a listing. Consequently,
wa have changed our regulations to
reflect thess new data and our new

. policy,

We have also made this change in
response to interest in the evaluation of
childhood disability from some members
of Congress, the public, advocacy
groups, and others. During the past 2

ears, legislation has besn introduced in
oth Houses of Congress which, if

' enacted, would establish a rebuttable

presumption of disability for children
under age 4 with congenital or genetic
impairments, including Down syndrome,
Two of the commenters on the NPRM

‘suggested that we have a separate

Hsting for Down syndrome. We have
also recently met with advocates for the
rights of disabled children, who urged us
to consider creating a category of

: . disability for infants based on the

diagnosis of Down syndrome. Finally. as

. we draft new rules to comply with the

Supreme Court's decision in Zebley, we
have been consulting with experts in
childhood disability. All of the experts

‘who addressed the subject supported
- the idea that infants with Down

syndrome should be found disabled by
virtue of the diagnosis and its walil-
established medical and functional

Othér conditions, including mosaic
Down syndrome, that can affect several
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body systems in ways szmxlar to Dowmn
syndrome, will be evaluated under
listing 110,07, which'we originally
proposed as'listing 110,08, Conditions to
be gvaluated under this listing (for
example. PKU and fetal alcohol
syndrome) ¢an gertainly be disabling,
but are not as invariably disabling as
non-mosaie’Dowit syndrome. The new

listing 110,07 will facilitate and expedite

adjudication aitd help to ensure that
proper coriéideration s given to the
variety of podsible mamfestations of '
these disorders,

‘Mosaic Down'syndrome is a rare form
of the condition which manifests a wide
range of impairment severity. The
condition can be profound and-
disabling; but it can’alao be go slight as

to go undetected: Therefore, we do not - -

believe thet it would be'appropriate to
find that individuals meet thelisting

based solely on this diagnosis, However,

we want to stress that children with
mosaic Down syndrome can still be -
found disabled if they meet or equal
final-listing 110.07; furthermore, under
the new policy we follow pursuant to

the Supreme Court's decision in Zebley, ©

we may also find such.children dxsabled
based upon an individialized
asgessment of their functioning, even:if
they do not have an impairment that
meets or equals these new listings, or
anyother listings. -~ -

Listing 110,07 will also be uged to
evaluate those claims of children with
mental retardation of known causes
associated with impairments of other
body systems: However, listing 112.08,
relating to mentai retardation, is being .
retained because it will continue to be .
needed to evaluate the large number of
claims in which mental retardation is
alleged but in which the medical cause
cannot bg medically. identified, -

We are also revising.the introductory
material in 110.00 to 1denuf‘y better what
is meant by the term "“catastrophic
congenital abnormaiztles or.diseases”
and to describe a level of severity which
is considered sufficient to find a person
disabled. by these abnprmalities or
diseases, We have expanded the
introduction by including several major
congemtal abnormalities that do not fell
into the ' oatastrophlc gategory
described in Hsting 110.08. We believe
these changes will help ensure greater
uniformity and equity in the
adjudicative process for children with
conditions that usually affect more than
one body system.

In response to other concerns
expressed by the commenters; we have
also reviged the, documentatlon
requirements in.proposed 110.00C
(110.00B in the final regulations} to
indicate that medical évidence that is

- persuasive that a positive diagnosis of

non-mosaic Down syndrome has been

‘confirmed by appropriate laboratory

testing. at some time prior to evaluation,
is. acoeptable in lieu of a copy of the

actual laboratory findings. Paragraph A

of final listing 110.07 (propesed listing
110.06) has ‘also been revised to include
additional neurologlcal and
developmentel criteria to assure wider
application to'other unpauments that
are intended fo be covered, gnd the
documentation requzrements in 110.00B -
{prevmusly in proposed 110.00C) have
been revised to’ Prevent any possible
conflicts bétween the documentation of
Down syhidrome-and other | impairments
evaluated-iinder this listmg

The tomments we réceived and the
changes we have made are addressed in
more detail i the followmg discussion.

C We condensed summanzed or

paraphrased many of the written
comments-we recéived, We received
several commenits which did not pertain
to the proposed changes in the Hstings;

. we have referreéd them to the
- -appropriate- Sooxal Seom‘ity offioe fdr ‘

reply. .
Dlsougs;pn of Geneml Comments .
Comment: Two' ‘comimenters '

. expressed.thebélief that the proposed

listing did not adequately address the
major-adjudicative problem with Down

-syndrome; that is, of children less than a
. yeariold: These comments axpressed the .

view that the listing should define .
appropriate developmental milestones

- _in early life arid providé guidelines for
- testing younger infants with Down

syndrome. One of the commenters
suggested that we consider such
claimants gas presumptively disabled

. and subsequently evaluate the claim.

Response: The comment has been
adopted in part, We have provided in
final listing 110.06 that when non-mosaic
Down syndrome is established by

.clinical and laboratory findings the child -

will be considered. disabled from birth.
Although some older claimants will

. -benefit from the new listing, we expect
that the greatest hgnefit of this new )
listing will be in its application to young

infants, especlally from birth to.8

_months. With regard to the comment on
_defining milestones and providing

" guidelines for testing, the, discussion in
~112.00B applies to evaluating milestones -

and age-appropriate activities in
children with any impairment. We will

"also provide,additional guidance in the

revised childhood mental listings and in

_the new regulations we are now ..
.preparing in response to the Supreme

Court’s decision in Zebley..
Comment: Another comment noted

‘that the proposed listing included other

hereditary and congenital conditions as
well as Down syndrome. The .

commenter suggested that a separate-
listing be established for Down :
syndrome: A similar comment expresgad
concern that the combmmg of Down
syndrome with: other impairnients could -
result in conflicts regarding s
documentation. - :

Hesponse: We agree with the
comments. We'have, therefore, added a
separate’listinig 110.06 for non-mosdic -
Down syndrome, and redemgnated the
listing we proposed as 110.08 as final
listing 110.07, Proposed listing 110.08

© was developed pnmanly to address

evaluatmn oonsnderatzons specific to
Down syndroime; however, there are
many other conditions that manifest
similar multxsystem impairments for’
which final listing 110.07 can ensire a
more accurate evaluation of disability.
We have also re\naed this listing to
clarify the documentation requirements
to engure that conflicts regarding . '
documentation between Down

' syndrome ; and other impairments will
_ not'fesult. © .

D:eoussmn‘ bf Speolﬁo Comments

11000

VBT

ultgple Body Systems

o
Comment: One commenter stated that
the criterfa’we proposed in 110.00B wkra

* not clear as to whether anencephaly énd

Tay-Sachs diseasé should be evaluated
+ under proposed listing 110.08, which
required functional limitations, or under

: hstmg 110.08, which provides for ant

allowance on-the basis of diagnosis and
progriosis alone, "

Response We agree with the
comment and have clarified the criteria
that wers'in proposed 110.00B.
Catastrophxc conditions such as
anencephaly and Tay-Sachs disease
where early death or profound
development impairment is reasonably
certain, should continue to be
adjudicated according to listing 110.08.
We have revised paragraphs A and B of
110,00 to make this clear. A new
paragraph A Inoorporates in the final
regulanon the major features previously
found in the paragraphs A and B of the
proposed regulations.

Comments: One commenter suggested
that the phrases “feta] alcohol

syndrome” and ‘severe chronic

neonatal infection” in proposed 110.00B
be omitted because they did not

. .describe any specific.diagnostic entities.

Ancther reason the commenter

- recommended that “fetal alcohol . -

syndrome” should be omitted was that
there was no specific diagnostic test as
required by proposed 110.00C.
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Response: The comment was not
adopted. “Fetal alcohol syndrome" is a
madical term used to describe the triad
of specific dysmorphic facial features,
growth deficlency, and central nervous
system dysfunction including hypotonia,
interference with motor coordination,
and mental retardation. The term
“severe chronic neonatal infection” .
refers primatily:to those diagnostic
conditiona such as toxoplasmosis,
rubélla, eytomegalic inclusion diseasa,
herpes.encephalitis, and other gerious
infectious proceases that can result in
long-térm Impairment in infants and
young children. Further, the intent of
110.00C was to require definitive tasts in
only thosé instances where appropriate,
1.e., such a test is available and usually
performed in'dccordance with accepted
medical practice in order to confirm the

" preserice of 4 medical condjtion. In
‘response to the comimenter, the
explanatory material in the fifial 110.00B

- has been revised to make this clear.

Comment: Another commenter
pointed out that “fetdl algohol ,
syndrome"” may be suspected by clinical
findings but cannot be confirmed by
laboratory methods, whereas other
conditicns such as Down syndrome can
be clearly diagnosed through laboratory
studies\-thus making a clinical .
descripiion redundant and superfluous, -
The commenter recommended that
proposed 110.00C be revised to require
definitive laboratory tests or a clinical
description, whichever i3 appropriate.

Response: The comment was not
adopted begause a positive diagnosis of
Down syndrome cannot be established
through the results of laboratory testing
alone. The use of laboratory tests is
limited td confirmation of a diagnosis
that has been suggested on the basis of
clinical descriptive evidence. Therefore,
the documentation must include a
clinical description of the physical
findings 4s 'well as definitive laboratory
tests where appropriate. B

Commént: A commenter exprassed
concern that the material in parenthesis
in 110:00B was not as cledr as the
developmental milestone discussion in
the third paragraph of 112.00B and
suggested that the discussion in the third
paragraph of 112.00B be repeated or
referred to in 110.00B.

Response: We agree with the
comment and have revised the final rule,
A reférénce to the discusston of
developmental ctiteria that appears in
112,00 has been-added to final 110.00A.
This will clarify that the parenthetical
material was not meant to be discussion
of developmental milestone criteria but
to provide specific guidance as to what
would constitute a significant

ifr .

. consistent with that required underx

interferenice with age-appropriate
activities, - : ‘
Comment; One commenter stated that
the discussion of age-appropriate
activities in 110.00B appeared in conflict .
with the description in proposed _
paragraph A of listing 110.06, In 110,008,
we define significant [imitation of age-
appropriate activities in an infant as .
developmental milestone age not .
exceeding two-thirds of chronological
age at the.time of evaluation. That
criterion was not included in paragraph
A of proposed listing 110.08, where age-
appropriate activities stanid alone, but
did ‘appear in paragraph B of proposed
listing 110.08, where an additional .
impairment wés required to meet the
listing,. =~ .. .
Rejponse; We disagree. The definition

that we proposed in 110,008 (110.00A2 in ;
. persons under age 13,

the final regulation), of what constitutes
a significant interferance with age-.
appropriate activities in an infant, is to
be used in evaluating claims under both
paragraphs A and B of final listing
110.07, (proposed listing 110.08).. A,
severity level has been established
under paragraph A of listing 12007 in
the final regulétions which'id intétHally
paragraph B of listing 110.07in: the final
regulations.- The additional impairment:

. in paragraph A of listing 110,07, which .. .
. corresponds to the additional. . - -

impairment required under paragraph'B
of listing 110,07, is the hypotonie or
other.cause of motor dysfunction. To -
ensure that the.level of severityis -
understood, the definition is repeated in: -

paragraph B of listing 110.07 of the-final .-~

rules. e . .
Commént: One commenter indicated
that proposed 110,00D (110.00C in the
final regulations}, which stated that the
combined impairments must be
evaluated together to détermine if they
are equal in severity to a listed
impairment, was unnecessary because:
equivalency is inherent in the sequence -
of evaluation, - Tt ‘
Response: We dgree with the
commenter that equivalency ie part of
the sequential évaluation process.
However, because thé listings'in 110.00
are somewhat different from the other
listed impairmentsin Part B in that they
often involve éombinations of *
impairments, we do riot agree that
110.00D is urinecessary. We want to be
very clear in explaining that the © -
impairments described in 110,00 rarely

involve single physical or mental--

manifestations and that one-shoud not
assumethat the failure of any single
manifestation to meet a listing is the end-
of the inquiry 4t the listing level:
Children who lave the conditions -

contemplated by. final listing 110.07, but
who do not meet the listing, may :
nevertheless have combinations of
impairmenta that are equivalent in
severity to listing 120.07. . . ’

T 110.08 Multiple J'B‘bdy Dysfunction
qaooorh :

Comment; One commenter noted that

" thers was no mention of the upper age

limit which applies.to proposed listing
110.08; whereas, in the American .-
Association of Mental Deficiency.
{AAMD) manual the 18th birthday is ..
given as the upper limit of the
developmentai period. - -~
Responge: In our judgment it is not
necessary to state an age limit in the
listing itgelf because §§ 404.1525 and
416,925 of our regulations state that Part:
B of the Listing of Impairments applies
only to the;evaluation of impairments of

Comment; One commenter expressed
concern with the format used in
proposed listing 110.06 for making

- reference to other listings and suggested

. that we ravise-the format. The

_ comungnier indicated that the format in

‘same as in the other lia
- have revised the format of paragraph B
.- of final listing'110.07:to conform with the

the proposed listing was not consistent
with the format of other reference
listings-in the Listing of Impairments,

- such as listings 109.09, 104.03, or 12,09;

Response: The comment was adopted
in part. With the exception of the format
proposed.for paragraph B of final listing -
110,07, the format fs similar to, if not the |
9 cited, We

other listings. .« - :
Comment: One commenter requested

" that wa clarify what we meant by

“infant" in paragraph A of proposed
listing 110.06. - ' o
Response: We adopted the comnient -

" int part. We have added the phrase “or

- youhg child” after the'word “infant” to

clarify that the-tefm was not meant to

“exclude the yoiung child, There is no

universally acéepted definition of
infancy dccording to upper age limit,

" developmental miléstones or activities.

For example, " Dorland's lHustrated

‘Medical Dictionary," 26th Edition (W.B.
" Saunders Co., 1981), defines infancy as

the time from the termination of the
newbaorn period (i.e. the first 28 days of
life) to the time of assumption of erect
posture at 12 to 14 months of age. Some

" ‘sources madke reference to childreri as

“infarits'’ when below the age of 18

months, and thereafter as “children.” .
" Others, howsver, extend infancy to the

end of the first 24 months. We are using
*the phrase “infant or young child™ to

avoid the situation of having the criteria
inadvertently restricted in application to
an arbitrary definition based on



L]

rederul Regisie,. [ vul 90, 1% Lod  vr SUIKSUAY, LdueiIDer 12, L9l j raies and Keguiauons 512(}7

chronological age The criteria can and
arg meant to be applied to a child of any
age where there may be some
interferences in developmental tasks
such as those listed.

Comment; A commenter suggested

that gince _proposed listing 110.06 was ...

not limitéd té Down sytidrome, the
listing should also include neurological
deficits, The same commenter also_
suggested that additional examples of
ege-appropriate developmental
activities far young infants, such as

following, recognmon, and smiling, need_

to be'included,

. Response: We agree In part with the |
commenter's suggestions. We have ‘
revised final listing 110.07 to include
neurologlcal déficits'and have,added
awallowing, following, reaching, and -
grasping to'the example of age-
appropriate major daily or personal care
activities. We did not add recognition
and smiling in ‘the final listing, even
though we agree that they are additional
examples of age- appropnate behavior.
Normal milestones, in the first year of
life, include tirning toward-stimuli and.
simple causal mean-ends iatéeractions -

" with the inanimate and animate waorld,

However, recognition and smiling are
difficult activities to defineand - -
measure. The othet age-appropriate |

. major daily or personal activities

included in the final. l1stlng are easier to

"-define and measure.:

Comment: Two commenters :
considered the format.for paragraph B2 -
of proposed listirig 110.06 to be :

. confusing. Both commenters suggested

an alternate format. One of the

commenters also’ expressed concern that -

the two-thirds milestone criteria would -
complicate adjudication.

Response: The comment was adopted
in part; We agree.that the format may
have been somewhat difficult to-
understand and have revised it to .
improve its clarity. However, we believe
it is important to have a measurement of
mileatone performance; i.e., two-thirds
of chronological age, which corresponds
t¢ an 1Q of 80-6% for thase infants and
young children who cannot be evaluated
with standardized intelligence tests,

Methods for determining developmental -

age relative to chronological age, using
milestone criteria, have been well
established, and the procedure for
determining two-thirds age milestones
are no different than longstanding _
procedures for detenmnmg one-hall‘ age
milestorigs. "

Comment: One commenter requested
that we include a further explanation of
our definition of mental retardation in
paragraph B of proposed listifig 110.06.
The commenter asked how the -
definition in this listing related to the

 listing 112.05..

definition féind in the AAMD manual,
“Classification | In Mental Retardauon"
(1983).

Response: The comment was not
adopted., We belleve that the deflnmon o

. in paragraph B of final listing 110.07 | s

consistent w1th the definition in the .
AAMD manual even though the .
deﬁmuon in listing 110.07 wouid not-.
require ug to use formal testing where a

" description of adaptive deficits couicl be

satisfactorily:evaluated. according to”

“ established developmental norms, as -

indicated in'112.00B. We do not beheve
that it is necessary-1o add the -

" requirement of formal testing to the

listing and we_have not dene 30 in the

" final rules:

Comment: The same commenter
questioned the cufoff 1Q score presented
in paragraph B of proposed listing 110.06
(i.e., 89) since the AAMD manual and
the "“Diagnostic and Statistical Manual
of Mental Disorders”, third edition,
revised (DSM=III-R) mention 70 as the
upper limit for IQ scores in the range of
mental retardation,

Response: The cutoff 1Q score. of 69 is
consistent with other listings ini the
current Listing of Impairments. .

Comment: Qne comumenter raised the

" question why the standards in proposed

listing 110,06.were different than in

Responge: We, intended a smnlar level

“of severity under paragraph B2 of -
.proposed listing 110.08 as currently

exists under paragraph C of listing
112.05. In the finai rules, we have:
revised:paragraph B of listing 110.07 to-
inake it clear that the standard under "

-these criteria is consistent with the
- standard establishéd under paragraph C

of listing 112.05 regardmg the IQ

- criterion,’

Comment: One commenter indicated -

~ that to be consistent with listing 110.02,
. the wordmg “grewth failure" in, .. ...

paragraph C of listing 110.06 shouid be
changed to “growth impairment,”. .
. Response; The recommendation wag
accepted and the listing had been e,
revised torreflect ite 1. .

. Comment: The same commenter

. :recommended that to be consistent Wlth 0

the wording in 16200 the word =~ ~vor
“Impairnients” should be substituted for
the word “defects" in' paragraph D of
proposed listing 110.08. -

Response: We agree ‘with the

' recommendahon and have made th:s .

change, =
Comment: One commemer ralsed the

_question whether the speech.defect.

described in paragraph D of proposed
listing 120.08 included only those speech .

- conditions due to a hearing defect, as

required under listing 102.08. The* ©
commenter recommended that speech

defects attributable to ather’ causes. ”
such as those under’ hstmg 111 09 e
should aiso be ingludad.”

Response: The comment was adopted
We agree that neurological disorders: as
a cause of spesch and language 1 J:
impairments as described under hstmg

" 111.09 should be included in:addition to
- those referred to under 102.00. In the
final rules we have revised thé sentence
to read, "Significant interference with

* communication dus to speech hearmg.
or visual Jmpan'ments as descmbed .
under the criteria i:1102.00 and 111,09.” ,

Comment; One commentar noted that
in pafagraph F. of proposed listing 110.08
the reference listing included listing

- 111.02, major motor:seizures, but
excluded listing 111.03, mirior motor
seizurgs, In the commenter's opinion this
did not appear.gppropriate, and.the
commenter recommended that we
include minor motor seiziras in !

" paragraph F of: proposed hstmg 110.086.

Resporise: The comment was adopled,
Multisystem disorders When ‘manifested
by sexzureg are more often assomated
. with the major motor type than'the '
‘minor motot type. However, we have
‘included minor motor seizuresin. . -
paragraph F of l:stlng 110.07 m the flnal
.regulations.

: Regulalory Preceduree C _‘ .{_'

-Executive Order 1.22.91* no e

., The, .Secretary has determined that
_ this ia not a.major rule under Executive
.-Order 12291 because the. changes we:
* have made will have little, if any, impact
on costs. Therefore, a regulatory impact
analysls 1s not required _

Papenvork Reducnon Act

These’ regulanons will i unpose DO new
reporting or recordkeeping requirements ..
""subject to-clearance by the.Office of
Management and Budget SEEERHEE

Hegu]atary FIEXJb)[ItJ/ Agt’

We certify that these regulations wﬂl
» not have a significant economic impact
_on a substantial number of smigil ennnes
\ becagse they, pnmanly affect only .
. individuals who are applying for txtle iI.

ror title XV1 benefits based on disability,

. Therefore, a regu!atory flexibility

analysis as provided in Publi¢ Law 96~

* 1354, the Regulatory Flexibility Act 1s ot

requlred
(Calaiog of Federal Dumestic Asslstance

. Program No. 93.802, Disability Insurance) .. -

List of Subjects in 20 CFR Part 404

. Administrative practice and :
procedure, Death benefits, Disability
benefits, Old-Age, Survivors'and
Disability Insurance.
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B. Documéntation must Include
confirmation of a,positive diagnosis by a
clinical deseription.of the usual ebnormal
physical findings assaciated with the
condition and definitive laboratory tasts,
including chromasomal analysis, where
appropriate {e.g:, Down syndrome), Medical
evidence that is persuaaive that a positive
diagnosis has been conﬂrmad by appropriate.
laboratory testing, at some tine prior to -

Dated: July 26, 1980,
Gwendolym S, King,
Commiss:onar of Social Sscur:ty

Approved: October 4, 1990, .0
Louls W. Sullivan,
Secrela:y of Health and Human Se.mces

- Part 404 of Chapter Il of title 20 of the -
Code of Federal Regulahons is amended
to read as follows: .~ - -~ n .

PART .ﬂO'HAMENbEb] ~ the actual laboratory report. Docurhentation -
e of immune deficiency disease must be :
1. The authority citation for subpart P submitted-and may include quantitativi

immunoglobulins, skin tests for delayed -
hypersensitivity, lymphocyte stimulative
tests, and measures of. cellular immunity
mediatora,:; , - .

C. When multiple body system
manifestations do not meet one of the o
established criteria.of one of the listings, the
- combined hnpaumems must be evaluated

of part 404 | is révised to read as follows:
Aulhonly. Secs 202, 205 {a), (b}. and (d}~
118 216(!). 221 {a) and (1), 222(c), 223, 225, and
1102 of the Social Security Act, as amended;
42 U.8.C. 402, 405 (a), (b). and (d)-(h), 418(i),
421 (a) and (i); 422(c), 423, 425, and 1302; sec.
505{a) of Pub. L. 96-285, 94 Stet. 473; sdca. Z[d]
(2), (5), (8): and {15)-of Pub. L. 98~460, 98 Stat.
1797, 1801, 1802, and 1808 : :  together to determine if lhey are equal in
Appendix 1 to Squax‘t'P—'—{Amended] Eevmty to a,"’teétlnfp a“fmm
2, Listing 110.00, Multiple Body
Systems, of Part B of Appendix 1 .
(Listing of Impairments); of subpart Pis.
amended by revising the text of .
paragraphs A and B, by adding a new
paragraph C and by adding new hstings
110.06 and 110,07 fo read as follows:

110,068 Down syndrome fexcluding moaaw
. Down syndrome} established by. clinical and
laboratory findings. as descnbed jn 110.00B.
Congsider the child disabled from birth.

110.07 Mpltiple body dysfuncuon dueto

. any confirmed (see 110.008) heredxtpry. ‘

congamlal or acqnu'ed condlhon with one of
. the following: ~

110,00 Multiple Body Systama A, Pérsistent motor dysfunciion a5'a result
A, This section referato those lifs- ~ ~~ of hypotonia'and/gr nusculoskeletal
threetefiing catastrophic congenital - - """ weakness, postural feattion deficit, abncrmal'

abnormalities and other serious hereditary, ... . primitive reflexes, or other neurological
congenital, or acquired disordeis that usua]ly
affact two or more body systems and are.
expected to:

1. Result in early death or developmental
attainment of less than 2:years of age as- -

described in listing 110.08 (98 ﬂﬂencePh'ﬂY " 'following, reaching, grasping, turning, sitting,
or Tay-Sachs);or ..

" : ling, alking.t lids, feeding self:
2. Praducelong-term. nfnotlife-[ong, . . mw 8w sking so feading se

significant interferanca with ege-appropriats .
major daily or personal care activities as
described in llstings 110.06 and 110,07, =l
(Significant interference with age-appropriate.
activitida id‘considered to exist where the *
developmental milestone age did not: exceéd
two-thirds of the chronological age at the -

time of evaluation and such interference has:
lasted or could be expected to last at least 12
months.) See 112.00B for & discugsion of -
developmental milestone criteria and hh
evaluation of age-appropriate acfivities. «developmental progressioni! ot '

Down syhdrome (except for mosgic Down C. Growth impairment as described’ under
syndromre, which g to be evaluated under ™ the criteria in 100.02A orB;.or. L
listing 110.07) established by clinical findings, =~ D- Signifigant interference with '
including the characteristic physical featurés, - “communication due to speech, hearing; or
and labotatory'avidence s consideréd to~ * "t visual impairments as desgribed under: thm 7
meet the requlramant of listing 110.08 . criteria in 102.00.and 111.09; or ,
commencing at birth. Examples of disorders E. Cardiovascular impairments as.
that shouid be evaluated under listing 11007 : - described under the, criteria In 104,00: or
{nclude mosaie Down syndrome and . F. Other impairments such as, but not

chromosomal abnormalities other than Down  limited to, malnutsition, hypothyraidist, or
syndrome, in which a pattern of multiple " geizures should be evaluated under the
impairments (includirig mental retardation} is * criteria in 105.06, 109.02 of 111.02 and 111.03,
known to occur, phenylketonuria (PKU) feta]
alcohol syndrome, and severg chronic . SRS I

neonatal infections such as toxopiasmosis,.
rubella syndrome, cytomegalic inclusion - [FR Dog. 90—28745 Filed 12—:11-90. B8:485 am]
BILLING CODE 4190-29-K .

.. significant Interferance with age-appropriate
major daily or personal care activities, which’
.in an infant or young child include such
actwiues as head control, swallowing,

B Mental relardatlun as avidenced by one
of the following: ~ -

1. Mental retardation as descrlbed ln
112.05A, B, or C; or
.- 2, Achigvement of only thnue i
* developiiental ‘milestohie3 génerally acquired
by children no more than twosthirds of the
child's chronclagical dge, and a physical or

and significant restrictions of functlop or

disease, and herpes encephalitis.

evaluation, is acceptablé in lieu of a copy of

impairment as destribed in111.00C, and with

other mental impsirment imposing additional )

or the crllena for the affwled body system.*

20 CFR Parts 404 and 416

[Reguiations Nq. 4 aqd 16] |
RIN 09680-AB96
Disability Insurance and Supplememal

Security Income; Mental Disorders In
Chiidren o e

AGENCY: Scicial Security Adminlstratlon. |

m{s' LEEY Rt

~ ACTION; Final rule.

" SUMMARY: These amend.menta rewse the

medical criteria in the Listing of

. Impairments that are used to evaluate
- mental disorders in chrldren undenage
18 for the disability programs in title If

and title XV1 of the Sogial Securxty Act
{the Act). The revisions reflect advances
in medical knowledge, treatment, and’
methods of evaluating mental disorders
in children and prowde up-to-date
criteria for use in the evaluation of
disability claims based on childhood
mental disorders.

These amendments revise the criteria
we use.when determining whether

mental disorders-listings: The Supreme -

" . Court's February 20,1890, decision
. Sullivan v, Zebley et al, .. U8,

s 110 S.CHL 885 (1990), requires us

- to provide an individual assessment of

--the functional impact of a child's

- impairments when the severity of the. . =

impairments does not meet or aqual the
severity  of the impairments found in:the

. Listing of Impairments. Since the Court's
- decision did not preciude the use of the
listings as a basis for a decision that a

child is disabled, the'listings contained

.+ in these final rules will be used to . -

determine that a child is disabledbdsed

".on an impairment that meets or gquals
- the severity of a listed impairment. We
- gurrently are developing standards to

_children’s impairments meet or equal the -
Sseverity of the impairments found in the -

:

implement the Supreme Court's decision -

in Zebley. Until these standards are -

+ Implemented; disability claims filed on -
‘behalf of-children with impdirments will

not be denied based only onvour finding -

~n:-that the g@verity of their impairments
vdoes not meet or-equal the cntena sat

out in these final rules.
DATES: These rules a1e effectwe

“December 13, 1980.°

FOR FURTHER lNFORMA‘I’lQN QDNTACT‘
William |. Ziegler, Legal Assistant, ...
Office of Regulations, Social Security .
Administration, 8401 Secnurity.,

Boulevard, Baltimore, MD 21238, (301) .

965-1789. |
.SUPPLEMEﬁTARY|lNFORMATION' The

criteria for evaluating the severity of
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mental digorders i children are found
in 112.00 of Part B of the Listing of .
Impairments in Appendix1 of subpart P
of part 404 of title 20 of the Code of
Federal Regulations (CFR). Appendix 1
ig divided into Part' A and Part B. The
criteria‘in Part A déscribe impairments

‘that ar# seveta ‘enough to preventa

person from doing any gainful activity,
absent'évidence to the cotitfary. PartB -
of Appendix 1 ¢ontaing additional
criteria that only dpply to the evaluation
of impairments-of persciis uitder age 18.
Part B was initially inchided only'in
Appendix 1 of subpart I'of part 418 in

1977, subsequent to the enactment.of the -

Supplemental Security Thtome [SSI)

program. While Part B applies mainly to.:

claima by children for SSI benefits
based on disability under title XV1of
the Act, it alsorapplies to some claims
for disability insurance benefits and
child’s insurance benefits under.title IL
In recodifying the title II and title XV1
disability regulations on August 20, 1980
[45 FR 55566), we. took the criteria used
in making disability determinations out .
of part 416 and placed.them only in

Appendix 1 of subpart P of part 404. Th:s._

was done to eliminaje repetition in the
regulatxons. since the criteria contained

.in'Appendix 1 apply. to both the title II

and title XVI disability. programs. (See
20 CFR 404.1525 and 416.925.).

When parts of the Listing werg
revised and published in Federal
Register on December 6, 1985,(50 FR
50088}, we indicated in the preamble
that medical advancements in disability
evaluation and treatment, and our
increased program gxperience would
require us to review and update the
Listing periodicaily. Accordingly, we
published termination dates ranging.
from 4 to 8 years for each of the specific
bady system listmgs These dates
currently appear.in the introductory
paragraphs of the Listing; the expiration
date for Part B of the listings for ental
disorders in children was December 5,
1993. We are now updating the mental
disorders listings in 112.00 (Part B) and
extending the effective date of these
revised listings for & years from the date
of their publicatiori. We intend to
carefully monifor these regulations over
the 5-year perigd by providing ongoing,
evaluation of the medical evaluation
criteria. Therefore, 5 yedrs after
publicationi of the fmal rules, these
regulations will gease to be effective
unless extended by the. Secretary or

revised and promulgated again as a

regult of the findmga from the evaluation
period.

These regulatmns ‘were published in
the Federa] Register (54 FR 33238} as a
Notice of Proposed Rulemaking (NPRM}

on August 14, 1989, Interested persons,
‘organizations, and groups were invited
'td submit conments pertaining to the

- ‘proposed amendments within a périod
of 80 days from the'date of publication” -

of the NPRM. The comment period
ended on October 13; 1989. After
carefully consxdenng the comirients
+ contained in the 145 letters we received
regardmg the proposed ruled, we are
adopting the propOsed rules with
moedifications explamed later in this
~preamble,

Explanation of the Final Rules

i”i We havé dpdatéd the medical terms

we use to describe thé'thajor mehtal
disorders-of childligod, their
characteriatics, and gymptoms to -

. conform to the termiinology currently

used by psychiatrists, paychologists,
pediatricians, and other professxonals
who treat children ‘who have mental *
disorders. The terminology we proposed
in the NPRM in the Federal Register of

August 14, 1989 (54'FR 33238) was based

" on the third edition of the "Diagnostic

" "and Statistical Manual 'of Mental

Disorders” (DSM-III),-publishied by the

American Psychiatri¢ Assoctation-

- (APA) in 1980. We have revised these

~finial listingd so that they are based on

' the terminclogy used in the revised third
edition of the “Diagnostic and Statistical

Manual of Mental Disorders” {DSM-1II-

-R), published by the APA'in 1987, This

. edition, ag the previous edition, gives a

* gommorn baasis for commumcahon.

which is particularly important in
evaluating medical reports used in -
determining disability. In most

- instances,'any differences between the -

termmology in the DSM=II-R and the

e DSM-III do not have a'substance effect

on the rulea from the way we ‘proposed
them; we describé any important

. changes below and in the "Public

Comments” section of this preamble.

-:The listings are also more specifically -

related to distingt typeés of mental

- digorders. Thus, we have included fewer

disorders under the same listing than
-were grouped togéthar under the former
listings. The restit is an increase in the
number of hstings from four to eleven.
The organization of mental disorders is

' based on the DMS-III-R, which provides

& more tealistic drganization in terms of
the common characteristics of the
mental disorders that are evaluated
under a particular listing. - °
_ In the NPRM, we proposed to confine
the use of the Psychiatric Review

" Technigie to those cases in which we
used the criteria of the adult mental
listings to evaluate children's claims.
However, in response to several public
commants, we reconsidered using a
‘technique to assist in the evaluation of

claims filed on behslf of cluldren with
mentai disorders. We are now preparing
revisions to the techmque and plan to -
publish these revisions ini ‘ah NPRM,
We have also reyised the tenmnology

" uged to describe the various age groups. '

The term "newbom and younger .
infants" is used to describe children
from birth to attainment of age 1, and
the term “older infants ~and toddlers”
means children age 1 to ‘attainiient of

“age 3: the term “infants and toddlers"”

refers to both groups together, thatis, =

from birth to attainment of age'3.” S
. One of the major changes from the

NPRM is in the way, we will apply the, -

paragraph B criteria, Many public
- commenters questioned why certajn -

listings required children to meet more

- of the paragraph B criteria than others,

They stated that if the paragraph B ..
criteria represented functional measures

. ..of listing-level severity, it should follow

that the same number of paragraph B
criteria would be disabling under all of

. the listings. We agree with the

commenters and have revised'the . ..
listings so that all listings that employ

paragraph B criteria have the same .
number of functional requirements. -

". Another major change in the way we
apply the paragraph B criteria is that we
will require children aged 3 to :

.attainment of age 18 to meet two of the.

age-appropriate paragraph B:criteria.In
some listings, this is an increase from
the proposed listings, whereas in others
it is a decrease. We explain the reasons -
for these changes below, Older infants -

-and toddlers, age 1 to attainment of age

3, will have to meet only one of the age- .

-appropriate paragraph B criteria;
- similarly, final listing 112.12 (proposed .

listing 112:10), the listing for newborn

-. and youngef infants from birth to.

attainment of age 1, also requires only
one criterion,

The final listings also includea -
significantly revised listing 112,08 and
two new listings, which we added in
response to numerous public comments.
In the NPRM, we proposed a listing -
112.08, Personality Disorders; that did
not provide specific criteria for the
evaluation of these disorders in
children. Instéad. it Wwas a reference
listing to listing 12.08'in Part-A of -
Appendix-1 to subpart P.of the
Regulations No. 4, the adult listings. In
response to‘comments, we have

- replaced the'reference listing with a
-complete listing, which includes -

paragraph A and paragraph B criteria
specific to children,

We also agreed with the many -
commenters who urged us to add new
listings for psychoactive substance
dependence disorders (final listing
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112.09) and attention deflcit
hyperactivity disorder [final listing
112.11). We describe both of these
listings in the summary below and
address the public comments in the
public comment section of this ~
preamble, We have renumbered two of
_ the listings to reflact the addition of |
theas two new listings. Autistic Disorder
and Other Petvasive Developmental
Disorders, proposed as listing 112,09, is
-now final listing 11210, and =
Developmental ‘and Emotional Disorders
of Newborn and Younger Infants' -
(originally called "D_evelqgmental and
Emotional Disorderg of Inf:
112.12. _ _ o
The following is a summary of the "
listings we ard-adopting in these final’
riles and some of the more extensive

changes we have made from the text of a

the proposed rules; We describe other

changes in the public comments section” -

of this preambles -
11200 Preface -

" In 112.00A of the preface, -

Introduction, we explain the basic

" approach used in the listings. In this

section, we explain that each listing

beginsg with an introductory statement

{capsule definition) that describes the: :

disorder or disorders addressed by the -

listing. If*a child has a mental disorder
described by this capsule definition, the

- listing is used to evaluate the disorder to

determine whether the child “meets” the

liating, Most of the listings then continue
with a dual approach, which divides
each listing into two paragraphs. The
first paragraph (the.paragraph A -

. criteria) describes the characteristics
necessary to:substantiate the existence
of a listed mental disorder, while the.
second paragraph (the paragraph B -
criteria) describes the applicable = .
restrictions and functional limitations

- which may resuit.from the disorder in
children and the number of paragraph B
criteria needed to satisfy the severity
requirement of the listing. . . -

In response to public comments, we
have added a new paragraph at the end
of 112.00A to emphasize that the
impairments in the listings are examples
of some of the mogt common disabling
menta)] disorders that may affect ..
children. The new paragraph provides
that when a child has a medically- . .
determinable impairment that is not -
listed or a combination of impairments,
no one of which meets a listing, we will

make a medical equivalency .

determination in accordance with
§§ 404.1526 and 416.928 of our
regulations. .. ,

In 112.00B of the préface, Need for
Medical Evidence, we describe the need

, ancy" in the '
proposed rules at 112.10} is now listing "

for medical avidence to substantiate the
" existence of a medically determingble
impairment, Although we have not made
..+ any substantive changes in this

. paragraph, we have revised the first
" ‘sentence so that it gontains language

that is the sami as language in

§8§ 404.1525, 404.1526, 404.1528, 416.925,

416,926, and 416,928 of our regulations,

“The change is inténded to clarify our
meaning of the term “laboratory

' findings” and to make the language of

the listings consistent with the

; “'regulations.

. In112,00C of the pfeface. Assgessmefit’
ofu?ev?ri:y. we describe in detail.the, -
multiple factors in.the paragraph B .
griteria of listing ntg.o.‘z which we uge for
asgessing the degree of functional
limitations required to meet,the severity

-of the listing in variois age groups in

children, We reorganized the text and
tiiade several changes to clarify
terminology; we describe these changes
in the public comments section, We also

- made several addifions in response to

public comments, These additions are

- iritended to provide further detail on the

importange of parents.and pthers as
sources of informatjon about a child's
day-to-day functioping in medical

“’gvaluations;of mental disorders and in

our adjudications, of the cages. Other
revisions provide specific detail about
sources of evidence of the various areas
of functioning at different age levels.
Related to these additions is an.” .
important change of lerminolegy, We
have replaced the word “clinical”-with

* the word “medical” in this'section and

throughout the remainder.of the preface
and the listings to underscore our intent

- that all determinations, including those
.that ultimately rely on the results of
‘standardized testing, must be based on -

consideration of al]l medical evidence,
which generaily incorporates .
information supplied by parents and
others. We provide a detailed.

. explanation for this change, including .
- why we chose the word “medical,” in .

our responses to the public comments.

Finally, we have added a statement in

the second paragraph to explain that
older infants and.toddlers (that is,

" children from.age 1 to attainment of age

3) may prasent the same problems of
diagnosis as younger infants because of
insufficient developmental .
differentiation, When such children

have impairments that do not meet the
- listings, we will consider whether the
- impairments are equivalent to any listed

impairment, including the impairments
in listing 112,12 when appropriate to the
particular facts of a child's case.

In 112.00D of the preface,

. Documentation, we discuss the evidenca

needed to document mental disorders in

children, It the final rules, we have '
expanded the firat paragraph to include
discussion of the importance of evidence

" from parents and other sources who
- have knowledge of a child's day-tc-day

functioning in medical evaluations and
in our adjudigations. Beginning with the
seventh paragraph, we have added more

.- detail about the use of standardized
testing, ijicluding a new tenth. paragraph

which codifies our longstanding policies
on how long 1Q test results remain valid

-at different ages; A new eleventh

peragraph specifies-that standardized
intelligence tests are essential to
adjudications under final listings

“+112.06C, D and E,.and that listings

112.05A; B, and F provide alternatives to
testing. In the 16th paragraph, we have.
inéorporated additional detail on the

“gvaluation. of children whose principal

‘laniguage is not English; these are also
longstanding:policies. Throughout
'112,00D) we have also added references-
to' pediatricians as expert sources of
evidence about children's mental

disorders, .0

.. In 112,00E, Effect of Hospitalization or
Residential Placement, and 112.00F,
- -Effects'df Medication; we explaifi that

evaluation of mental disorders in

. children tust ihclude eonsidération of -

the fact that medications, = :
hospitalizations, and other highly

~ structured living arrangements may

minimize the dvert indications of severe,
chronic mental disorders without ‘

. neceasarily affecting the functional

limitation’s imposed by the disorder.

- Section 112.00F also acknowledges that
medicatioris may sométimes produce
.. gide effects'that add to the functional
[imitations fesulting from mental

‘disorders ift children. The only change
we have made from the language we
proposed for both of these sections is

the addition of a sentence at the end of - -

‘the first paragrabh of 112.00E, to provide ©

‘more guidance on how to assess

functional impairment when structured
settings ameliorate the overt indications
of a mental disorder. '

11202 Organic Mental Disorders

7 We incn;porat!ed. ten factors that dre
"-characteristic of organic mental

disorders in children ih the paragraph A

" eriteria of the final listing; this is one

more criterion than we proposed in the
'NPRM. We have also revised the
‘language of the capsule definition to

" incorporate the description we had
" griginally proposed as the opening

statement to the paragraph A criteria
dnd to make the capsule definition
congistent with the DSM-III-R. In
_paragraph A, we have provided more
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examples’ of med.u:al flndmga assoclated
with the varions A criteria. w

Paragraph B contains the resmctmns
or functional limitations used to assess
the geverity of these disorders and, by
reference, the disorders is moat of the
other Hatings. Mental disorders do not
manifest themselves in the game way in
children of different ages, Therefore, .
paragraph B provides criteria for the
assessment of impairment severity for
two age groups, "older infants and
toddlers,” .age 1 to attainment.of age 3,
and “children,” age 3.to attainment of
age 18. .

The criteria used to assess 1mpalrment
severity in older infants and toddlers
(age 1 to attainment of age 3) are based
upon functional deficits in the following
areas: Gross and fine motor
development, cognitive/communicative
function, and social functioning. The
criteria used to assess impairment
severity in children (age 3 to attainment
of age 18) are based upon functional
deficits in the following areas:
Cognitive/communicative function,
social functioning, personal/behavioral
function, and. concentratlon. persxstence.
and pace. -

The criteria in paragraph 112.02B1-
recognize the difficulty of assessing
specific areas of funclional impairment

in older infants and toddlers. Therefore, .

each of the first three criteria-under this
paragraph'is based on a comparison of a
child’s functioning in one of the major

- milestone domains with children who

are one-half the child's chronological
age. We believe that a disorder of such
functional impact in a child age 1 to
attainment of age 3 is sufficient to . .
establish listing-level severity and have,
therefore, provided that when an older
infant or toddler, age.l to attainment of
age 3, demonstrates functional deficits
or restrictions in one of the first three
areas to the degree specified in the
paragraph B1 criteria, the child will
satisfy the requirements of listing 112.02,

We have also provided a fourth ariterion

which states-that a child who is
somewhat less impaired in the major
milestone domains, but who

‘demonstrates this:lessor degree

impairment in at least two of the major
milestone domains, will be found to-be
disabled. :

We have revised the language of
paragraph 112,02B1 to replace the
language “'50 percent or less of the
anticipated developmantal norm,"” with
the more straightforward language . -
“generally acquired by children no more
than one-half the child's chronological -
age,” in the first three B1 criteria; this is
not a change in meaning, buta
clarification of our intent.

s

. s s e
We have made an important change
in paragraph,112.02B2.; A number of:;’

~ commenters pmnted out that, there were

inconsistencies in the proposed rules,

especially in the.number of paragraph B -
. placing the term ** marked” on a

criteria applied throughout the hstmgs
As we have already stated, we agree

" with the comment that the:functional

criteria should ibe uniform, that is, that :
each listing should require. the same -
number of paragraph B criteria; i ..
Five commenters asked us to adopt a
system whereby a child with "marked’" "
impairment of functioning in two of the
domains of the paragraph B criterta, or
“extreme” impairment in orie demain,
would meet the:severity level of the
listings. The commenters,stated that this
was the "clinically appropriate” solution

~and that it would." render the listings in

harmony with professmnal opinion.’

In a different context; though clearly
relavarit, the American Psychxatrlc
Association (APA) has prov:ded

. professional support-forthis position in

connection with its study of our adult

mental criteria. The APA concluded that

the usefulness of functlonal domams,
each of which taps complex phenomena.
is enhariced by requiring demdnstrated
impact in more than'just oné domalh:
We believe that, although the functional
domains'for children age 3 to'attainment
of age 18 are not identical to thosé for

adults, there i4'some overlaps dnd they '~

do tap snm:larly complex phencomena,
Furthermore, when we compared the
paragraph B1 criferia {that is, the criteria

_for older infants and toddlers, age 1 to
-attainment of age 3) with the paragraph

B2 criteria (the criteria for children age 3

. to attainment of age. '18) we realized that

we had proposed inconsistent systems .
of ratirig function at the two age levels.

. In paragraph B1 we had, in effect, ;,

proposed a system very much like the
system the five commenters proposed.

That is, the first three criteria, requiring -

milestones of 50 percent of the expected
norm in any of the functional domains,
described such functional impajrment
that they could be chamctenzed as
extreme, and any one.of them in.an
older infant or toddler could alone -

establish disability. This was

underscored by, our fourth, crxteflbn in.
paragraph Bi, which recognized thata.

in two of the.three domains—which

_means a combination of two paragl_'aph_
B criteria at the marked level—would be_

disabled.

On the other hand: the paragraph B2 |

criteria were not based on measurable
milestones but were-based on a-
standard of “marked" impairment. It
wag clear to us,that it would have.been
inconsistent with the scheme in

paragraph-B1 to provide that a marked
impairment in only one functional

- domain would meet the seéverity of the

listing; perhaps more importantly, it =+
would have contradicted our intent in

continuwm between moderate and
extreme, that is, that a-child's
impairment could meet or equal the
severity of a listed impairment without

. being profoundly debilitated.

Therefore, we decided to raquire that
children age s to attainment of age 18°

would have to meet two of the -

paragraph B critetia. We believe that™

- our decision is-consistent with the

APA’s resedrch findings about the adult -
paragraph B g¢riteria, that it is * L
clinically appropriate” and that it will
make o0r listings internally consistent

* and more understandable. We further

believe that this change will clarify that
the requirements in listing 112.0282 are
comparable to the requirements in
listing 112,0281d and thus provide a
more realistic frame of reference for the
evaluation of Fanctional impairment m .

.ch11dren for both age groups.

112.03 Sah;zoplrremc, Delusional
{Paranoid), Schizoaffective, and Other
Psychotic Disorders

This listing groups psychotic dlgorders '
that are more closely related than in fhe

former listing. Mood disorders are to bie.

evaluated under listing 112.64,
In the final listing, we have revised

the title, capsule definition, and the

paragraph A criteria to reflect DSM-III~
R terminology. In the new NPRM, we
had proposed requiring that there be an
abnormality of affect (blunt, flat, or,
inappropriate affect) associated, wnth
signs of disrupted thought [mcoherence.
lonsening of associations, illogical
thinking, or poverty of content of
speech) under criterion 112.03A3. In.
final paragraph 112.03A4, we have made
abnormal affect a separate paragraph A
criterion, consistent with DSM—III—R
criteria. .

To fulfill the requ:rements of hstmg

112,03, it must be demonstrated that an

older infant or taddler, age 1 to
attainment of age 3, who satisfies the . -

... paragraph A criteria also has functional
-, deficits or restrictions in one of the .
child who was somewhat less impaired

areas to the degree specified in the
criteria of listing 112.02B1; a child, age 3

_to attainment of age 18, must
.demonstrate functional deficits ar

rastrictions specified in two of the areas
in listing 112.02B2.

112.04 " Mood Disorders

- We have changed the title tiérom :

"Affective Disorders") to reflect current
terminology. We have also revised the
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ca;istile definition and the paragraph A

criteria-of each of the three types of .. .
syndromes in the listing to be:consistent::

with the DSM-=[{I-R and to provide .
criterta:that aré specific to these
disorders in children .

In the former organization of the
childhood mental listings, mood .
disorders were evaluated under listing -
112,03 (“Psychosis of Infancy and
Childhood") or listing 112.04

("Functional Nonpsychotic Disorders"}. .

The new listing includes only those
disorders that are characterized by a

disturbance of mood. In paragraph A of ..

the listing, we describe the
characteristics of mood disorders in
much greater detail than they were
described in the former listings.

To fulfill the:requirements of listing
112.04, it must be demonstrated that an
older infant or toddler, age 1 to
attainment of age 3, who satisfies the
paragraph A criteria ailso has functional
deficits or restrictions in ons of the
areas to the degree specified in the
to attairiment of age 18, must -
demonstrate functional deficits or. .,
restrictions specified in two of the areas

“in listing 112.02B2.. . -

112.05 Mental Retardation
Listing 112.05 now contains six

separaté paragraphs instead of the three
in the former ligting, any one of whichis -

‘a basis for meeling the listing. In
response to public comments, we have
revised the language of paragraph A;
howaever, it remains the same in concept
as former listing 112.05A. Instead of
using the less spécific reference to
developmental milestones of the former
listings, we now assess the functional
impact of mentai retardation in the
specific functional domains of listing
112.02B. 7 :

Paragraph B Gontaina a new get of
criteria patterned after adult listing
12.05A. These criteria are applicable -
when the child requires assistance for
personal needs which {s grossly'in
excess of what is ordinarily expected
and the use of standardized 1Q testing is
precluded. "

Paragraph C Ié tha former paragraph BV

and remains unchanged. Paragraph D
corresponds to paragraph C of the
former listing; the only significant
change is that we have increased the
uppet IQ limit from 89 to 70 to accord
with the upper limit of mild mental
retardation in the DSM~III-R. (We have
changed all other references in Parts A
and B of these listings to conform to this
change. See the descriptions of "Other
Changes" at the end of this preamble.)
Paragraph E cortesponds to proposed
paragraph D and was not & part of the

criteria of listing 112.02B1; a child, age 3

former listings. It provides an alternative
to the assessment of children ‘with IQ's
of 80 through 70, Instead of réquiring a-
coexigting physical or mental - 4
impairment; listing 112.05E ¢an be met

- with specified levels of dysfunction in

the domains of lsting 112.02B,
Paragraph F is new. We added it in
response-to:comments that pointed to

~ new rules for evaluating children with
. serious hereditary,-congenital or- ‘

acquired disorders that we had
proposed in a separate notice and
subsequently published as listing
110.07B2, .- .

Paragraph F of listing 112,05 provides
another alternative to paragraph D. Itis
to be used when a child has menta}
retardation which coexists with another

~ physical or mental impairment but valid
. 1Q test results are lacking. Instead of

demonstrating an 1Q of 60 through 70,

.. the child must demonstrate a specified

level of dysfunction in the cognitive/
communicative domains of 112.02B; the

~ specified level corresponds to.

developmental milestones normally
attained by children who are two-thirds
of a child's chronological age.

We have also deleted the discussion

-about standardized testing we proposed.

in the upening paragraph of 112.05. As

we explain ip greater detail in the .

responses to public comments, we have

.provided glearer and more :

A "

.comprehensive discussions in 112,00D in

lieu of the statement we propoged to
head the. j,ia,l,ineﬁ {tgelf, Finally, we have
made minor editorial revisions ..
throughout the listing. ~ ~ - -
112,08 .. Anxiety Disorders .

We have revised the fitle {from
“Anxiety-Related Disorders”) to reflact
current DSM-III~R terminology. In the

"' former otganization of the listings,

anxiety disorders were grouped with
similar mental‘disorders in a single

- listing (112:04). New listing 112.06
- exclusively tovery disorders related to
" anxiety. Itemms 3, 4,-arid 6 in paragraph A

of this Hating dre similer to items
covered in the‘former listing, New
paragraph A1 gives-significance to -~
separation anxiety. New paragraph A2
gives significance to avoidance behavior
of childhood. New paragraph AS gives
significance to frequent panic attacks,
New paragraph A7 provideg for the
inclusioh of anxiety disorders resulting
from traumatic experiences. We -have
also made révisions to the capsule
definition and the third and fifth A

- criteria to update the terminology

consistent with thé DSM=[II-R and to
make the listing more comprehensive.

" Asin listings 112.02, 112,03, and
112.04, an older infant or toddler, age 1
to attainment-of age 3, who satisfies the

paragraph A criteria will fulfill the
requirements of listing 112.06 by
demonstrating functional deficits or
reatri€tions'in’ one of the areas to the
degree specifiéd in the paragraph BT
criteria of listing 112.02; a child, agé 3 to
attainment of age 18, must demonstrate " -
functional deficlts or restrictions = @ -
specified in two of the areasin

- paragraph B2 of lsting 112.02. -

11207 Somatoform, Eating, and Tic. .
Disorders .. .

These' disordeérs were previously

- evaluated along with nonpsychotic

disorders under former listing 112,04, -
The new listing now includes under one

* heading various mental disorders which

have physical manifestations. To make
this fact clear, we have révised the title
and the capsule definition from the
language we proposed in the NPRM to -
state more explicitly the kinds of.

-impairmetits that are to be evaluated

under this-listing. We have 4lsg revised
paragraph 112.07A1, the criterion for -
eating digsorders, to providé more
specific guidanced for the evaluation of
certain eating‘disorders; thisinecludes a

- reference’to average weight tables for
- children in the most recent edition of the -

“Nelson Textbook of Pediatrics”, -
Richard E. Behrman and Victor C; -

-Vaughan, 11, editors, Philadelphia: W. B, ‘:

Saunders Company.:
Ag ini most other listings'in this
section, an older infant or toddler, age 1
to attainment of age 3, who satisfies the
paragraph A criteria will fulfill the =

" requirements of listing 112107 by~
" demoristrating functional deficits or

restrictioris in oné 'of the areas to the
degree specified in'the paragraph Bl
criteria of listing 112.02; a- child, age 3-to

-attainment of dge 18, must demonstrate =~ -

functional deficits or restrictions
specified in two of the areas in’
paragraph B2 'of listing 112,02,

112.08 quéoﬁaiiiy'Disordé;sh B
These disorders were previously -

- evaluated-under listing 112.04. In the

NPRM, we proposed a reference listing

“which referred the evaluator to listing -

12,08 of the adult mental disdrders
listings in Part A of the Listing of
Impairments:'We reasoned that .
reference to the adult listings was
appropriate because personality
disorders do not usually manifest ;-
themseives until later in childhaod.

We received many comments urging
us to include a:specific listitig for
personality disorders in children: Some-

‘commeriters pointed out that mental

disorders that dffect both: children and
adults do not necessarily manifest
themselvas in the same way in'children
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as they do in adults. Almost all of the
commenters also pointed out that even if
the paragraph A criteria of adult listing
12.08 were applicable to children, the ..
adult paragraph B criteria would rarely
be applicable because two of those -
criteria are work-related. :
Bacause we agree with the .
commenters that there will be only rare-
cases in which it will be appropriate to
use any of the adult mental disorders -

criterta, we'have replaced the proposed -

reference listing 'with a listing for
children. The listing contains a full -
complement of paragraph A and
paragraph B criteria. We have net,
however, adopted all of the public
recommendations for the criteria we
should include in the listing; we provide
responses to specific comments later in
the public comments secticn of this
preamble.

Final listing.112.08 provides a capsule
definition based on the DSM-III-R,
definition, but tailored specifically to .
children, '_I‘he_ra are seven paragraph A

criteria, six-of which are the same as the

paragraph A criteria of adult listing
12.08; the seventh i3, a néw criterion -
which incorporates obsessive
compulsive personality disorder into the
listings:

The functional criteria are the same as
in moat of the other childhood mental
disorders listings. An older infant or .
toddler, age 1 to attainment of age 3, =
who satisfied the parggraph A criteria |
will fulfill the requirements of listing
© 112.08 by demonstratifig functional =
deficits or restrictions in one’of thé .
areas to the degree specified in the
paragraph B1 criteria of listing 112.02; a
child, age 3 to attainment of dge 18, must.
demonsirate funchonal deficits or'

restnctions speclfied in two.of the areas

in paragraph B2 of listing 112.02.

112.08 Psychoactive. Substance
Dependence Disorders

We have added this niew listing in
response to numerous public comments
- with which we agreed. We have
redesignated proposed listing 112.09,
origifially dssigned to autism and other
pervasive developmental disorders in
the proposed rules, to 112. 10 in the final
rules, 8o thatthe numerical designation
for the'childhood listing for
psychoactiVe substance dependence
disordars (1‘12 09) will correspond to the
adult hstlng for these disorders (12.09).

The new listing is based on criteria for
psychoactive substance dependence in
the DSM-III-R. However, we have
consolidated several of the criteria in
the DSM-III-R s that we have six
paragraph A criteria. We did this to
eliminate some overlap in the DSM-I1I-
R criteria,

A child will satisfy paragraph A of the

Hsting if he or;she demonstrates at least

+ four of the specified paragraph A

criteria. As in most-of the other listings,
an older infant or toddler, age 1 to
attainment of age 3, wiil fulfilj the .
requirements of listing 112.09 by . :

" demonstrating functional deficits or.

restrictions in one of the areas to the.
degree specified in the paragraph B1
criteria of listing 112.02; a chiid, age 3 to
attainment of age 18, must demonstrate
functional deficits or restrictions
specified in two of the areas in
paragraph B2 of listing 112.02. If a child
does not meet the listing because he or
she does not satisfy the specific. ...,

- paragraph A criteria—as, for instance,
~ might happen if the child has.a

substance abuse rather than a substance
dependence disorder—the child will :
generally still be evaluated under this
listing to determine whether he or she
has an impairment equivalent in’

"t geverity and-duration to.this listing.

The listingis not intended for the

- eveluation of children who havé fetal
alcohol syndrome {FAS]) or other similar .

psychoactive:substance syndromes.

- Becauss these impairments typically

involvemore than one body system,

children who are born with FAS or other
such syndromes will be evaluated under .

listing 110.07 which includes specxflc
criteria for evaluating these

¢ impairments e o

112.10" Autlstm ‘Disorder and Other »

Pervasive Devefapmenta! D}sorders

In the final hstings. we have re\nsed
the number designation from proposed *
112.09 to final 112,10 because we

" asgigned listing 112,09 to the new -

psychoactive substance depdndence

" disorders:listing. We have also revised
* the titlé, capsule definition and the

paragraph A criteria to be.consistent
with the DSM<II-R. The former listings
did not specifically include autistic
disorder &nd other pervasive. .
developmental disorders. Instead, the

-disorders were evaluated under listings
'112.02;-112.03,:0r 112.05, depending on -

the individual facts.of the case.
The final listing requires an autistic

" child to deinonstrate qualitative deficits

in all three of the following areas: Social
interaction, verbal and nenverbal
communication'and imaginative activity,

* and repafioire of activities and interests.

Children with other pervasive
developmental disorders aré requlred to
demonstraté‘quahtanve ‘deficits in only
the first two of the areas. Because the
DSM-III-R lists so mahy examples
under each of these categoties, we
decided to list only the broad categories

‘as paragraph A criteria in order to aveid

giving the impression‘that we would
disregard any appropriate fmdmgs

As in most otheér listings in thiz
sectior, an older'infant or toddler, age'l-
to attairithent'of"age 3, who satisfies the
paragraph A driteria will filfill the
requiremerits of listing 11240 by =~ *
demonatrating functional defitits or '
restrictions in oile of thé areas to the
degree specified in'the paragraph B1’
criteria of lxstmg 112.02; a chiid, age 3 to
attainment of age 18, must demonstrate "
functionel deficits arrestrictions .
specified in two of the areas’in
paragraph B2 of listing 112.02,

11211 " Aéteni tzon Deficit Hyperactzwty
Disordér -

We have added a new listing for the
evaluation of children’ with attention

. deficit hyperactivity disorder (ADHD).

One of the most frequent public
commehts Was that we should have -
included a separate ‘listing for ADHD, a
category thdt Was recomménded by -
experts that helpéd us t¢ formulate the
proposed revisions. We omitted the
listing from the NPRM because, as

. several commentars pointed‘out, only a

minofity of children with ADHD will be
disabled, and we thought that the =~
children who weére disabled because of
ADHD could be found to havean

, impairment that equalled one of the «
* listings we proposed. However.
., reconsiderihg the thatter in light of the
public cominents, we agree with the
.., corimenters' who stated that children

with ADHD comprise a well-defined -
group, arid that the specifid ‘guidance of
a listing will ensure the most fair,
accurate, and uniform adjudications
possible. We summarize 'the specific

. comménits and provide our responsas

later in this preambles

The language of thé' capsule definition
and the paragraph A criteria in new
tisting 112.11"dre nearly identical to the
experts’ proposal; The major difference

. between the final rule and the experts’

proposal i i3 that the capsule definition in

* the experty’ proposal stated that the

disordel hiad to-be manifested in a
school setting, Since we recogmze that
some childreén who are not in school
may have the disorder, we have not”
included this language in the final rule.
We have also ensured that the
terminology of the listing is consistent
with the DSM-[II-R. The criteria in the
new listing, however, are less specific
and, therefore, samewhat broader than-
the DSM-III-R criteria. They provide
that a child who demonstrates '
developmentaily inappropriate
inattention, impulsiveness, and
hyperactivity to'a marked degree will
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gatisfy the paragraph A criteria of the
listing. = -

As in most other iistings in this
section, an older infant or toddler, age 1
to attainment of age 3, who satisfies the
paragraph A criteria will fulfill the
requirements of listing 112,11 by
demonstrating functional deficits or
restrictions.in one o the areas to the
degree apeclﬁed in the paragraph B1

criteria of listing 112.02; a child, age 3to

attainment of age 18, must démonstrate
functional deficits or restrictions
specified in two of the areas in
paragraph B2 of listing 112.02,

112,12 Developmental and Emotmnal
Disorders of Newborn and Younger
iInfants (Birth to Attainment of Age 1)

The former listings provided only
minimal guidange for the special
problems of avaluating developmental
and emational disorders in children.
from birth to attainment of age 1, who
often have not developed sufficient
personality differentiation to permit
formulation of appropriate diagnoses.
This new listing provides such guidance,
including criteria for evaluating
functional loss in all infants of this age

Cgroup. , . .

. Becduse we: added two new lisnngs at
112.09.and 112.11, we have revised the
number designation of the final listing
from proposed 112.10 to final 112,12, We
have also revised the title to incorporate
our new terminology for describing
infants from birth to attainmaent of age 1..
and made.minor editorial .changes for
the sake of clayity and in response to a
pubhc comment that. we summarize later
in the public comments section. The
only substantive change from the .
preposed rule is that we have added a
fifth criterion to reflect the new rules in
paragraph Bld of listing 112,02, As in
paragraph Bld n }isting 112. 02, new
paragraph E of listing 112.12 provides
that a newbarn or younger infant may
be found to meet the severity of the
listing when he or she has attained
development or function generally
acquired by children no more than two-
thirds of the child’s chronological age in
two or more of the following areas:
cogmtive/commumcatwe, motor, and
socialy :

E'xplananon of Changes to Ragulatfons
§§ 404.1520a and 4169200 .

We are amending §§ 404, 15203{&] and
416.920a(a) to provide that the special
procedure described in those regulations
must be applied to persons under age 18
when Part A of the Listing of
Impairments is used to evaluate mental
impairments in these,persons.

Public Comments

Subsequent to the publiuatwn of the
NPRM in the Federal Register (54 FR -
33238} on’ August 14, 1989, we mailed. .
copies to organizations, asaociations.
and other:professionals whose
responsibilities aid intérests requi:e
them to have:some expertise in-the"
evaluation of mentdl impairménts‘in -
children. We also sent copiésto State
agencies (including State disability
determination services), national:
organizations, and other parties -
interested in the administration of the -
title I and title XVI disability programs,

" As part of our outreach efforts, we' -

invited comments from national -
organizations representing people who
are mentally ill, advocates of people
wheo are mentally iil; and setvice -
providers. We also'invited comments
from various health and madical
associatlons, as well as from law and
legal service organizations:

We received 145 letters containing
comments pertaining to tha changes' we .

proposed. The majority of the comments -

were from organizations and groups that
represent.people interested in specific
mental impairments: Many were from.
sources with spécialized backgrounds in
psychiatry, psychology, pediatrigs, and
other specialties involving childhood
mental health, Many. of the comments
concerned the specific evaluation
criteria for the proposed listed mental

- disorders. Other comments questionad

the reasons for not inciudmg other”
childhogd mental digorders in the
Listing of Impairments,: : | i+

Wa have carefully: considered the -
comments and have adopted many of - . -
the recommendations. We:provide our
reasons for adopting or not adopting the
recommendations in the summarieg of
the comments and our:responses balow.
A faw of the comments, howeveér,: .-
pertained to Social Security matters that
were not within the purview of the
proposad regulations, We have referred
these comments to the appropriate -
componerits of the Social Security -
Administration; therefore, we have not

- addressed them in this preamble;
A number of the comments were quite-

long and detailed. Of necessity, we had
to condense, summarize, or paraphrase
them, However, we have iried to -
express everyone’s views adequately.
and to respond to all of the relevant
issues rafsed by the commenters. ..
Finally, several of the commenters
referred to the recommendations of the
experts that helped us to prepare the
proposed listings, and we refer to these
experts in our responses, below in-the

- same terms. The experts are almost the
 same as those medical, Iegal ‘and other

professionals who helped us to prepare
the adult mental hstmgs publlshed in
August 1985, .

Genem] Comments

:

C‘omment. Several commenters

, ,' pointed out that the proposed listmgé L
+ were based on the DSM-IH, but that this

manual had been replaced by the DSM-

. TI-R. The commenters urged us to ..

- reevaluate carefully the proposed

listings to make sure that they were

- completely compauble w1th the revised

manual, . . .
fResponse: We adopted the cummenti

| We have carefully reevaluatsd the

- terminology and-criteria. of the proposed

: listings and have made revisions to

update the language of the final listings.
Comment: Several commenters
offered examples of specific:disorders in -
the DSM-III-R that were not in the ‘
listings: Some of these commenters also

- noted that we had not included ail of th_e '

. DSM-II ahd DSM~III-R diagnostic

criteria for the impairments that were in
the listings, Some recommended specific
signs and symptoms for inclusionin

. several of the ligtings; one commenter

. systematically catalogued eiamples of -
. omissions in‘each of-the liatings.

Response: The listings are not
intended to be all eficompassing; rather,

- they are examplas of some of the most-
.. common major childhood mental

disorders. However, we have tried to
accommodate as mafy of the
recommendations ag possible, and have
made substantial additions and
revisions in the final iistings. These
include the addition &f two new listings
categories, psychoactive substance
dependence disorders (112,09) and

. attention deficit hyperactivity disorder

(11211}, a5 wéll aa o specific lsting for
personality disorders instead of the
reference to aduit listing 12.08 we had"
originally proposed. We have zlso
revised and expanded the capsule

~ definitions of final listings 112,02, 112,03,

112,04, 112,08, 112. 07. 112.08, and 112, 10,
and many of the paragraph A criteria, ,
throughout the listings in response to the'
comments, However, it is not the -
purpose of the listings to include all
mental lmpalrments ar every sign and
symptom listed in the DSM-III-R. This
does not mean that a child who has an.
unlisted impairment cannot be found to
be disabled with use of the listings, Such
a child will be found disabled if his or
her impairment(s) is medically
equivalent to a listed impairment.
Comment: One commenter questioned |
the appropriateness of the DSM-II{ as
the basis of these listings. The
commenter supported the direction we.
took in incorporating DSM-III diagnostic .
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categonea in the rules, but expressed the
opinion that this standard, should not be
considered the best or the only scurce
for evaluating mental disorders in
children. The commenter urged us.to be
flexible and to provide. our adjudigators
with the most reliable and equitable.
methods for determining mental
disablllty in children. .
Response: We believe that we have
provided the most reliable and equitable
methods for assessing menta!l disability
in children. We chose the DSM-11], and
now the DSM~III-R, as the source of the
categories and terminology in our
listings.because. based upon out, _
experience with thousands of claims
involving childhood mental
impairments, it was the most w1dely
used.and accepted resource in the
psychiatric and psychological
communities. The experts, which
included a pediatrician and specialists
in the treatment of mentel disorders in -
children, concurred. Also, as
demonstrated by the previous comment.
moest commenters who addressed this. .
issue not only supported our use of the -
DSM~III DSM-III-R, but urged us to -
include more terminology and criteria

from the manual. Nevertheless, our main

interest.ig in providing the mostcurrent,
useful and widely understandable rules .
we can; therefore, we will remain -
flexible and consider other accepted.
sources as appropriate in the futurs.
Furthermore, we want to stress that

the DSM-II-R. was not the.source of our -

rules on determining severity, We, with
the agsistance of the experts, devised
the crucial rules in 112.00 for the -
evaluation of mental impairments, and
established the functional criteria for
ligting-level severity in 112.00 and the
listings. We used the DSM-III-R only for
the descriptions of the impairments and
categories of impairments in the listings.
We adopted its terminology and
categories-as a convention for
determining and classifying the -
existence of common mental digorders
in children—that is, as the source of our
capsule definitions and paragraph A
critzria—becgause it is widely used,
widnly accepted, and familiar to most
prof-asionals who deal with mental
impe irments. Moreover, we believe that
even thoge professionals who rely on or

give greater credence to-other manuals.. .

are nevertheless generally aware of the
DSM-III-R criteria, whereas the |
gonverse is notjalways frye. - .

Comment: One commenter:stated -that"

the DSM-III was developed by
psychiatrists and was most frequently
used by psychiatrists. The commenter
noted that other medical specialists,

"such as pediatricians, did not contribute

to lhe manual The commenter stated
that the criteria.in the DSM-III were m_:)t
used as a-ndrm by other profegsionals;
including nonpsychiatrist clinicians and -
“$SI disability adjhdicators,”
Response: Although the comment may

" have been somewlhat true of the DSM-

HI (there were, in fact, psychologists™
involved in the drafting), the advisory
comunittees that prepared 'the DSM-III-R
were composed of proféssionals thh
varying backgrounds, including

psychologists, educators, and a doctor of
social work, Furthermore, virtually' g1 of '

the diagnosticterms of the DSM-III" -
were included in the nlath revision of
the “International Cla_ss_lflcatwu of
Diseases, Clinical Modification” (the
ICD~9<CM), which has been the official
system in this country for recording all
diagnoses and diseases ‘since 1979; the
DSM-Hi-R maintained consastency with
the ICD-8-CM. As we stated in the last

- response, we believe that the DSM-IIl<R -

is very widely used, its terminology

- well-Knowr, and that it is used by many

professionals besides psycluatrlsts _
We, dlsagree with the comment about

“$SI disability; ad]udlcators " These .

individuals arg either employed by State.

- agencies who make disability

determinations for us using our rules or
work dlrectly for us, They are requlred
by secttonis 221(a) and 1633 of the Act to
use evaluative criteria we provide
through regulations (including these

- listings), rulmgs. and internal operating

instructions. Therefore, we provide the
rules used by, SSI disablhty
ad]udmators _

Comment: Many advocates of the .
rights of mentally. impaired people .

~commented that the listings did not.

include all impairments from which:a
child might suffer; The commenters
recommended that we prdvide a.
“‘catchall” listing, which- would include
all impairments that were not included

_“in the other childhood mental listings.

The commenters:stated.that the Iaw
requires us to consider “any" . .
impairment that could cause a child to
be disabled, but that the listings.
approach results in our overlooking -
many medically determinabie

‘impairments or:denying the claims-of - -

those children who do not have .

impairments that specifically “mest":the -

listings. One commenter recommended

.that a catchall listing'should also y

-include children with combinationsiof: i
.impairménts, no one of'which meetsa

© emphasized that direct observation by
" iprofessionals and, in most cases,

listing; the commentér also suggested: ™
that suchia listing would serve to keep
the childhood mental listings up-to-date,
because-any currently recognized
impairment would automatically be -
included. Many commenters also

suggested that we could ‘make clearin
our rules that the listings are only
examples of lmpau‘ments that could
make ‘a ¢hild disabled,

In related commeiits, many of the
same commenters stated that our

policies on de*errmnmg ‘equivalency

- were inadequate to'assess the

impairments of all'disabled children,
that wé do not provide an individualizéd |
assessment of the impairments of thoge
children who do not meet or équal the
listings, and that we should revise the
disability rules to provxde fora
deterrmination of residual functional
capacity in the case of every child who '
does not have an impairment or
combination of inipairments that meets
or equals the listings. Some. commenters

' asgerted, moreover, that we frequently

deny the cases of children who do ngt
have impairments that meet the listings.
One group stated that they had often
represented children with severe
functional impairments that did not
meet or equal the listings even though

" the children were nonetheless in their

opinion disabled.
Response: We have not. adopted the -
recommendation to add a generic, all-

.. inclusive listing; however, we have .
provided additional. text in 112.00A ~

regarding the importance of equivalency
determmations and clarified that the
listings are examples of impairments
that seuld disabie a child. In addition,
we are currently developmg standards
to implement the Supreme Court's
decision in Sullivan v. Zebley et al.
These new standards will provide

guidance on how to evaluate the

functional impact of children’s.
impairments when the severity of their

.impairments does not meet or equal the -

severity of a listed impairment,
Our intent in revising these listings

.-and in issuing all of ourlistings is to
. provide specific examples of some of the

most common mental impairments upon

- which we will find-a child disabled. The
listings are not a list of every possible

mental disorder that a child might have.
This does not'‘mean that we do not
consider impairments that are not listed,

.. Our policy of equivalenecy is intended to

provide an assessment of claims filed on
behalf of children with any impairments. -
In addition; we have made it clear.in
the revisions to the final listings and in”
the responses we give below that
individualized assessment is vital to:the
proper use of these rules. We have -

avidence from parents and others who
are aware of a child's day-to-day
functioning are-critical to the evaluation
of mental disorders in children. We have
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also provided pardgraph B criteria that
are based on functioning over time,
again a determination that must be
made individuglly in each case. We
believe that the kind of comprehensive
guidance we have provided within these
listings and. their introductary
paragrephs, especially the detailed
guidance we have provided on case
development and the assessment of
functional impairmeént, is an appropriate
response to some of the problems raised
by the commenters, ,

Although we have not adopted the =
recommendation to add a generic, all-
inclusive listing for childrén age 1 and
older, we regognize in théde final rules,
ag in the proposed rules, the need for
such a listing for newborn and younger
infants {(birth to attainment of age 1).

" The reason is that it is often difficult, if
not impossible, to permit a specific and
appropriate diagnosis for newborn and
younger infants. Thetefore, we believe
that a general listing is necessary to
evaluate these difficult cases,

Even though the listings do not
spacifically name every impairment, we
believe that with the addition of iistings
for psychoactive substance dependence
disorders arid-attention deficit
hyperactivily disorder, gnd the other
additions and revisions to the final
listings we have made in response to
publicizoniments, the listings relate to
the vast majority of children who have
mental impdirments. Those children
who havé mental disorders that are not
described by these listings—-whether
. because their impairments are not listed
or because they have combinations of
impairmerits, no one of which meetsa
listed impaifthent—will have their cases
evaluated to determine whether their
impairments are medically equivalent to
any listed impairment.

To underscore our commitment, we-
have added language in the last
paragraph of 112.00A stressing and
restressing the importance of
equivalency determinations. We have
provided, both at the beginning and the
end of the paragraph, that adjudicators
must assess equivalency in any case in
which a finding cannot be made that a
child has an impairment that meets a
listing. In direct response to one of the
recommendations, we have also
provided that the disorders in the
listings are examples of impairments
which are severe enough to find a child
disabied.

Comment: Several commenters asked
about our statements in the NPRM
regarding the use of the Psychiatric
Review Technique Form (PRTF) ta , .
evaluate children. Most commenters
expressed support for the PRTF and
recommended that we consider

“second paragtaph of 112.00A used only "

‘behavior on which adjudicators should

finding comparable in severity to the
findings that mark mental disorders in

‘developing a separate form for use with  we believe this is claa.x;'from the third

children, . - . ‘ sentence in the paragraph; which states
Responser As we explained in the that the “presentation of mental
summary at-the beginning of this.. disorders in children . . . may be subtle

preamble, we agree with the

commenters and we will be proposing 4
new PRTF and revisions to §§ 404.1520a
and 416.9208. When we wrote our
explanation in the NPRM, we had in
mind the PRTF, that is, the form we now .
use.tg evaluate:mental disorders in
adults, Since the form contains only the
adult mental criteria, it is clearly not
usgful for the vast majority of :
evaluations under these new listings.
Nevertheless, in thoge rate instances in
which the adult listings will apply to -
children we will require adjudicators to
complete an adult PRTF. We have . .
revised the language in these rules to -
clarify that the technique is applicable .
to children only when Part A of the
Listing of Impairments is used to
evaluate their impairments,

112.00A -lntroductiop-

Comment: One commenter who was
famillar with the experts’ proposals -
asked why the fourth senterice of the

and of a character differént from the
signs and symptoms found in ‘adults,”
Therefore, in tesponse to the coniment
we have revised the fourth' sentence to
include the three exaniples proposéd by
the experts, but.to make the examples
consistent with the iritent of the
paragraph we have'also deleted the
language about their severity, The
revised sentence now reads: “For
- example, findings such as Yeparation
anxiety, failure to mold or'bond with the
parents, or withdrawal may serve as
findings comparable to findings that
mark mental disorders in aduits.” -
Comment: Oné commenter objected to
-+ the last sentence of-the seventh =~
paragraph of proposed 112.00A (the
sixth paragraph in'the final listing),
- which states that “{t]he functional
-+ restrictions in paragraph'B must be the
result of the mental disorder which is
- manifested by the ¢linical findings in
paragraph A:" The commenter believed
that this meant that “[iJn order fora -
" child to be-found disabled -, .-.'the -
-medically determinable impairment
causing one of more of the functivnal
» limitations rtust meet or equal the "A"
- criteria ‘of a listed impairment.” The  ©
- commenter suggestad that we delate the
sentence and provide that children can-
© equal a listing if they mest ona or more
- of the paragraph B criteria due to any of
the mental impairments included in the
DSM-III or DSM-III-R. "
Response: We did not adopt the
comment, but we have added a new
. *paragraph at the end of 112.00A to
emphasize the importance of
equivalency determinations, The
sentence cited by the commenter ocours
that mark mental disorders in adults,” In  only in the context of our discussion of -
contract, the sentence we proposed - ~ how we will détermine whether & child =
stated that the finding of failure'to mold  -meets a given listing, Our regilations in
or bond with parents “has grave §§ 404.1520 and 416.926 already provide

prognostic implications and serves asa ~ that a child may equal a listing as the -
result of any medically determinable

impairment or combination of
impairmeénts, - - S

The system we adopted in thése
listing is the same as:the systéem we use
in the adult mental listings, Each listing
begins with an introductory statement
that describas the disorder or disorders
. . ... addressed by the listing: In-most listings,

Upon further consideration, however, - the introductory statement is followsd
we haverealized that any discussion of by clinical signs and symptors (the
severity is out of placé in the second - -~ paragraph A criterig) whichif satisfied,
paragraph-of 112.00A. The simple intent  Iead to:an assessment of the functional
of the paragraph is to explain that the .. .limitations in the paragraph B criterja; If
signs and symptoms of mental disorders  a child satisfies all three of these '
in children can be different from those - elements in-most listings, he or she {s
that define mental disorders in adults: - found to “mieet"” the requirements of the’

one example instead of the ‘three .
examples the experts proposed. The
commeriter suggested that ourintent
was to narrow the types of clinical

focus and reduce the weight to be-
assigned to findings that could have
grave prognostic implications.
Response: This was certainly not our*
intent. On the contrary, our intent was
to strengthen the sentence. The-original
sentence proposed by the experts stated
that findings such as separation anxiety,
failure to miold or bond with parents,
and withdrawal “may have grave
prognostic implications and may be -
comparable in severity to the flidings

adults.” Our intent, therefore, was to
give one impérative example {failure to -
mold or bond is a grave prognostic
finding) instead of three conditional
examples that might or might not apply
and, therefore, did not provide useful,
concrete guidance, :
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listing, Our only intent in thelast
sentence of the sixth paragraph of final
112.00A is t6 establish that, in order to
meet the hsting the functional .
restrictions, I the paragraph B criteria
must be the result of the listed mental
disorder rathier than extraneous causes
unrelated to'the impairment, °

Our policy on equwalency provides.
that any unlisted impairment ora
combination of impairments, no one of
which mdmdua!ly meets or equals a

listing, may be equivalent to a listing. In..

§§ 404.1526(a) and 416,926(4) of the

reguldtions; we provide that the testis

one of "severity and duration.” Hence,
under these childhood mental listings,
we may find ary medically
determinable impairment that does not

meet a listing to be equivalent to a listed‘

impairment, This would include ali of
the medically determinable unpauments
in the DSM=III-R..~ '

In response to this comment and other

commenis -that we describe elsewheré in
this preamble, we have ddded a new
paragraph to the end of 112.004 to stress
the importance of determining whether a
child has-an impairment ér combination
of impairments that {s’ equwalent in
severity to a listed impairment
whenever we find that the child does
not have an impairment that meets a

listing. We share the:concerns of this

commenter and several othets that
diagnosis of mental disordersin children
can be quite difficult, especially in’
goung children. Therefore, we want to

-be very clear that-one should not -

assume that the failure of a child to
present evidence of a particular listed
impairment ends the inquiry into
whether the child is disabled. This new
language is-consistent with language we
recently added in 120.00C; to stress that
children with multiple impairment
syridromes often suffer from
combinations of impairments and may
have impairments that are equivalent to
a listing even if they do not meet a
listing, -,

112.00B " Need for Medical Ewdence

Comment: Two commenters-

commented on our use of the terms
“medical," “sources of medlcal

evidence,” “psychiatric signs,” and .
"psychologlcal test results,” With regard
to the first three terms, the commenters
ware concerned that the choice of -
language precluded or limited the type
of acceptable. avidence from
psychologists; one of the commenters
thought that the fourth term could not
describe “medical” information because
it described psychological evidence,

Response: We do not believe that
there is any need lo revise the language
of these listings in the way the

specifically include licensed or certified

- 416.928 state that."medical findings -

" we noted that ‘the first sentence of

" expenenced by the child, the child may

. commenters suggested since it is

consistent with:language we use-
throughout the regulations. Howevet, we
have revised the.first sentence of
112.008 because we agree that it wag -

unclear, .0 - e

The terma mted by the commentars
are terms of art:that are defined .
elsewhere in the regulations; Sections -
404 1513 and 416.913 define. the term .. .-

“acceptable medical sources,” and

psychologists. Similarty, § § 404.1528 and.

consiat of symptoms, signs, and °

. Iaboratory findings.”” They further- define

“signs” as mciudmg ‘psychological ;.
abnormalities,” and. Iater explain that -
this includes psychiatric signs.
"Laboramry findings” include

““psychological phenomena which- can:.

be shown by the.use.of medically

ﬂ_acceptable lgboratory dmgnosgm o

techmques. 1ncluglin3 ipsycholagical v
tests.” Thereforg, ourjregulations
provide that licenged or gertified
psychologists are sources of medical -
evidence, inctuding the kinds of
psychiatric findings that are a part of . -

~their practice, and that medical ev1dence
includes thgresults of psychologmal i

testing.
However, i in conmdermg this comment

112.00B did not gtate our policy cleaﬂy
because it seemed to state that

’payt:holpglcal and developmenta! test

findings were not “laboratory findings.”’
We have reviséd the sentence to make it

‘eonsistent with the remamder of the

regulations
Comment: One commenter thought
that the definition of | “symptoms in

-112.00B was too narrow, The definition
“We gave wag "complaints presented by

the child,” and the'commenter pointed
out that, even though a symptom is

not always “present” the symptom; a
parent or vther person may note the
symptom, rather than the chiid,
Response In these régulations, the -
word “symptom" is‘a term of art,
defined in §§ 404.1528(a} and 416.928(a)

- as"your own description of your
" physical or merital impaiiment.”

Therefore, our definition of the term in
the proposed rules was correct in the
context of our regulations, However; this -

. does not mean that we do'not consider -

information from parents, teachers,
caretakers, and any other individuals
who observe and report what they
perceive as the child's experience of a *.
symptom. On the contrary, these final
rules make it clear that we consider

. such observations to be very important

evidence. They just do not fall within
the regulatery definition of “symptoms.”

112, OOC Assessment of Severity

C'omment 'I‘wo commenters suggested -

. that we provide definitions of terms
_,.used in these listings, One commenter-

recommended that we define all of the
terms, because. clear and concigse

. definitions of the terms would eliminate .- -
“subjectivity. The othér.commenter -

suggested. that we.provide definitions for-
the terms “cognitive/communicative -.

. -and "personal/behavioral,” which we
introduced in 112.00C. The commenter:, "
. . Was concerned that, without sich:

definition, nonprofessional adjudicators

‘ ._would not apply the terms uniformly.

Both commenters asked us to define the -

_term “marked," and one asked us to
‘provide examples to illustrate how we .

would use the term..
Response: We have nat adopted: the

‘comments. Most of the terms cited by

the first two commenters are standard |
medical terminology, well-known to all’
professionals who make use of them, ;. . -
We do not generally provide deflmtions

for any such terminology anywhere in
our lisfings unless we intend touse a .

term as a term of art, .

Furthermore, even thbugh we have nct -
specifically deﬁned all of the terms cited
by the commenters. we have prowded

" guidance in the subparagraphs of
. 112.00C that is tantamount toa ‘
" definitionof some of the terms. For-

¥

example, with regard tq the second

" commenter's recommendations,

112.00C1b of the final ryle provides that

. Cognitive/communicative function i3 -
measured using one of several standardized
infant scales, Appropriate tests for
measure of such’ functmn -are discuased in. 0
1‘12 (1,11 B e .

. als,o_states that.:

For older infants and toddlers, &lternative
criteria covering disfuption in communication
as measurad by their capacity to use simple

* verbal and nonverbal structures to
‘.cqnimumcate basic needs are provided.

' Similarly. 112.00C2a provides:'

“In the preschool years and beyond,
cognitive function can be measured by
standardized tests of- intelligence although
the: apprcpriate instrument mey vary with

‘age. A pnmar_v criterion for limited cngmtwe
functionjs * * *,

We believe that it is this kind of
guidance that will minimize subjectivity
and ensure that our adjudlcators app}y
the rules udiformly,

For the measure of listing-leval
functional restriction, we provided he

. same definition for the term “marked”

as in the aduit merital listings, i.e., more
than moderate but less than extreme.”
We decided not'to provide examples of -
“marked" impairment in the listings
because we believe that it is impossible
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to devise a amgje examp!e. or even two

or three examples, that would uniformly -

illustrate the definition of the term. Any
example we devised would have to be

as clear and unambiguous as we could -
© findings in every:adjudication. . - i .

possibly make it we belleve that an
unambiguous exempie would have to be
30 obvious that it:-would not-provide -

usefu] guidance. We are also concemed

about the possibility of
misinterpretation. We do.not want-to
create a situation in which some people
might assume that our:exampies were

the only exampies of the level of marked
impairment of functiorung and apply the"

rules too narrowly:. .

Comment: Several commernters were
conceriied about the provisionin the
first paragraph of proposed 112.00C
which provided that, when weé assess
the functional limitations catiged by &
disorder, we give preferérice to'the

results of standardized testing over '

clinica] findings, One commenter

thought that the proposed rules placeds .

much stronger emphadsis ‘on objective
test scores that the experts originally
proposed. Another commenter suggested

that we adojit as-a model a recent maI '

regulation of the U.S. Department of '

Education {*Early Ititervention Program ;

for Infants-and Toddlers With”
Handigaps,” 3¢ CFR part 303), whrch‘
requirds every evaluationand "
agsessment to be based on ihiformed -
" clinical opitiion and'also disciisses the’
special impottance of clinical opinion -
when standardized méabures are.
unavailable orindppropriate, The

Department of Education regulation was

first published at 54 FR 26308, June 22,
1960. All of the comiménters were
concerned that the emphasis on
standardized testing in the proposed
rules could impiy an intent to'downplay
the importance of clinical findings or
result in inappropriate use or purchase

of testing, . Cu -
Response: We have partially adopled o

the comments. We believe that the
results of a valid, reliable test, as

defined in 112.00D, are the best evrdenee

of a child's ability to. function and wiil
ensure to the greatest extent possible...
that we nssess. functicning accurately,
fairly. and uniformly. However; inherent
in our definition of what constitutes a
valid, reliable test is the understanding,
that the clinician has considered other
medical findings (including clinical signs

and the claimant's symptoms, as defined:

in §§ 404.1528 and 416.928) and any
other information that could have a.
bearing on the assessment of the,
validity of the results, This would
include historical information and
information about daily activities,
socializatien, etc., from both.medical

and monmedical sources. Therefore, | we

did not intend that thesé rules downplay -

the importance of clinical evidence; on -

the contrary, ¢ur intent was to build in -
recognition.of the importance of clinical

Nevertheless, we agree with the
commenters:that the proposed lenguage
was not as clearas it could have been. -

'We have, therefore, made changes

throughout final 112.00D, the paragraph
B criteria of listing 112,02, and in final
listmg 112,12 (proposed listing 112.10); to

‘clarify our intent-and-to address the

commenters’ concerns. In listings
112.02B and 112:12A and'B, we have

" replaced the Word “olinical” with the

terms *meédical™ or "other médical"

" ‘whereverit:occurred. We used the word
““medical” because-it is the terminology

we use in §§ 404.1825, 404.1526, 416. 925,

" and 416:926 when Wwe'gxplain that ™ -

decisions undér-the'listings must be’
based on “méedical findings” conslstmg
of "symptoms signs and laboratory

“findings.” We provide the ‘same

definition of médical findifgs'lit '
§§ 404.1528 and 416.928. )
We added ekplahmzons to the ﬁrst "

:paragraph of 112,000 to indicate that,

whenever'a medical saource ‘provides
information‘about functioning, whether,

‘ _it be from medical examinations or.

standardized tebting, we expect that the

. medical sourge will have fojlowed
" standard clinical’j practrce and

considered medical history and any
relevant information from parents and
other individuals, W¢ further provided

* that adjudicators may request

information from nonmedical sources to

_ supplement the record of the child's

functioning. . ..
In addition, 112 DOB of. the former

- listings contalned a clause that was

intended to. aonvey our policy on
consistency of the findings with the
whole racord with respect to measures

‘of intellectual functioning. The clauge

stated that, “any discrepancies between
formal test results and, the child's -

and have placed it In the seventh

paragraph of 112.00D to indicate that we
‘have broadened it to include any kind of
_psychological test. o

-We haye not added apeeific language
to 112.00C to reflect these principles.
Instead, we have added & cross-
reference to 112.00D.in the first
paragraph of 112.00C so that it will be

‘understood that the explanations in |

112,00D apply to the instructions in
112.00C. We also modified the first
paragraph in 112.00C to indicate that in

" most functronal areas either

standardized testing or other medical
findings may be used to document

severity, although valid test results are

- still preferred when they are avarlabfe.
Finally; we hava reviewed the =

- Departinent of Educstion regulatione -
and thé atterdarit discuasions.in the .

""Federal Register. cited by the

" commentérs. We do not believe that. cur .
‘regulations serve the same purpose, and

this fact limits comparison with .
* standards used by other agencies.
However, we also believe that these

 revisions and other reyisions described

in a atér response make clear that.our

* ‘policy i$ consistent: with the Department
. of Education’s insofat as it can be

compared to the disability programs
administered by the Secial Security

) kAdmimstration‘

 Comment: Three Gommenters noted

".that there were inconsistencies in the

terminclogy used to deseribe children

_, “from birth to 1.year and 13 years in
- 112.00G, 112,00D and, Iisling 112.10.

Response: We agres. We have
therefore standardized the terminology

*. used to describs thesa.age groups in the
. final regulations. The term “newborn
© . 'and younger Infants" now refers to
children from birth to attainment of age

1, while “older infants and toddlers”

‘now refers:to children age 1 to -

aftainment of age 3, The term “Infants

. and toddlers" refers to both groups as a
whole; that is, from birth to attainment ‘

ofaged. ..
i Comment: Two commenters noted

_that 112.00C provides guidance for -
. Agsessing severity in five different age
-groups (birth to attainment of age 1, age

1'to attainment of age 3, age 3 to
attainment of :age 6, age 6 to attalnment

- .of age 12, and age 12 to attainment of
-age 18} but that the paragraph B criteria -
of the listings recognize only two ¢
-categories {age 1 to attainment of age 3
and age 3 to attainment? of age 18). One

of the commenters pointed out that the.

- paragraph B criteria also do not include
ustomary behavior and daily activities -
. ,should be duly noted and resoived.” In
. response to the comments; we have
- ..restored this provision.to the final rules

newborn and younger infants, up to age

1. Both commenters recommended that

‘we adopt the same age category for the
- paragraph B critena as we included in
.-112.00C.

Response: We have not adopted the

- comments:; We belirve; as did the

experts that halped us formulate the

- paragraph B criteris; that it is

appropriate to group ages-3 to 18
together under the same functional
domains in'the B paragraphs because
these criteria are relevant to the éntire
age group. However, we recognize that

" the'impairment manifestations and lhe

methods of evaluating thase’

manifestdtions vary from different age - *

L



rederdi. Kegisier ]

Ve D3y INM0C Y VY BQIESANY, e IIUEY A4, 1uuu.f o IUies and mgmauons 512.:19’

- levels within the group. Thxs is why we
have provided three subdivisions of the
age-3-t0-18 group in 112,00C2, 3, and 4. -
The functional domains provided in
listing 112, OZB generally are applicable
to the age, group of birth to attainment of
age 1; however, they do not address all
of the domains pertinent to this age
group. therefore, we provided a.new, ..
separate listing 11212 (112 10§ ln the |
proposed listings). that is. spemfically b
tailored to the assessment of seyerity, of .,
this group’s impairments. We believe .

this listing will provide a more realistic -

agsessment of very young children and
help toerisiire uniform ad}udlcauona. .
However, the functional domaing in the
pafagraph B criteria that are apphcable
to these children are mcorporated in
final hstmg '112 12, ‘
Comment: Otie commenter thought
that our statement in the first paragraph
of proposed'112,00C1 that, “[i]n mfancy.
much of what we can discern about
mental function‘comes from obsewanon
of the degree of fine and gross motor "

function,” was in error,. The commentsr

pointed out that there are standardized
tests to measure cognitlve gkills and
language ab:lity in mfants and very .
small children, -

Response: We agree with the
commenter. We did not mean ‘to give the
impression that there are no tests to
measure these dbilities in infants and
toddlers. Weé were only indicating in
112.00C1 that, déspite the existence of
these tests, we wotild not ordinarily
expect to fird thém in- the evidence of
record. Hence, our basic thrist in the
first paragraph of 112.00C1 was to
describe the kind of existing evidence
we would: expect to find: Assessments -
of a child's groés and fine motor™
function. We have, therefore, revised the
language of 112:00C1 and reorganized '
112.00C to'clarify our intent.’

Comment: Anocther commieritér asked -

us to revise the rules to reflect the fact
that in somie casées abnormalities on-
screening tests may be so severe that
further testing is-unnecessary,

‘Response: We agree with the
commenter and have modified the last
gentence of the first paragraph of
112.00C1b and the twelfth paragraph in
112.00D of the final rules to reflect the
recommeiidation. The new language
indicates that, while screening tests
performed during clinical examinations
generally do.not have high validity and
reliability and are not considered
appropriate primary evidence for
disability determinations, there will be
cases in which the results of acreening
tests show such severe abnormalities
that further testing will be unnecessary.

Comment: One commenter stated that
the use of age-appropriate social

286-523 0 -~ 91 - 2

functioning as.a severity criterion could
be problematic because there is no one
standard of social functioning. This
could result in wide vamatmns in
adjudication.

Response: We recogmze that there are
a number of tests which measure
various-aspects of social functioning,
and that not gfl,tests.yield identical,.
findings, Howgver, we believe tests-that
satisfy our requirements for:validity;and

reliability generally assess the same or .-

similar behavioral spheres. We also
believe that any variations among the
tests will not have a substantive effect
on determinations under these rules. -

Furthermgre, in 112.00C we have..

. provided guxdan e for assessing social
functioning in children;at four separate
age lévels, We prowded this.king of ,
detail to ensurg agamst the vamahona in
ad]udxcatlon that.the commenter was
concerned about.

In considering the comment, however,
we noted that. proposed 112 0002 '
(preschoel children) and 112.00C3
(primary school children) did not
provide as much detail on assessmg
soctal functionmg as their counterparts
in-112.00C1 [older mfantslan toddlers]

therefore added language to fi
112.00C2b dnd 112.00C3 to prov;de
similar guidance, "

Cominent: One commenter expressed
concern over our ability to document
properly maladaptive or avoidant
behaviors arid limitations in social
function for preschool children, age 3 to
attainment of age 6. The commenter:
stated that-most information for this ‘dge
group will’ necessamly come from
parents, who “at:times" ptove to be
either unreliable or poor historians.”

Responsei A -hallmark of these listings
is the emphasis on professional '
evaluations, with standardized testing
whenever possible: In-any case, - -
standardized testing should be-
aggociated with an assessment of the
consigtency of the findings with the -
medical and other evidence, especially
evidence from parents and otlier
interested adults who have knowledge
of the child's day-to-day:func¢tioning.

In most psychiatric and-psychological
evaluations, c¢linical assessment xmphes
more than the examiner's own
observations of the child;it also- .
includes careful probing of the:child’s
history and current functioning outside
of the clinical setting. Clinicians are well
aware that they have a duty to evaluate

. the acguracy and consistency of any

information received from third parties,
or for that matter, from the patient
himself or herself. before they use the -
informatign in formulatmg a chmca}

" judgment.

We acknowledge that somse
preachool-age children will have fewer
seurces of evidence that school-age
children, although thiis phenoménon is
becoming incraasingly rare; However,
and aside from the-fact that we do not
agres with the commentthat “pdrents” -
as d group are’any less reliable
witnesses of their children's symptoms
and behavior thanvother peopie who
might give évidence, we alse donot
believe that there will generally be any
greater difficulty.in evaluating the °
claims of these children than of older
children who are also.stil} pnmanly in -
the care of their parents:

Nevertheless; to clarify the-intért of
these rules, we have modified final -
112.00C2b (the second paragraph of :
112.00C2 in the proposed rules] to -
indicate that soclal function is measured.
by assessment of a child's relanonshlps
with parents, other adults, and peers.
This: will mirror the discussion already
in 112.00C2c¢ {thé third paragraph’ of
112.00C2 in the proposed rules); -
regarding the assessment of
maladaptive or avoidant behaviors.
However, we have also provided *
additional guidance on sources of
information about children's functmmng
to underscore our policy that - -
nonmedical sources of information .
frequently are very important to-a vaiid
assessment of functmmng outside the., -
clinical setting both.in the present and
over time. We have similarly expanded
112.00C2c to include the same.sources of
information for:evidence of personal
and behavioral functioning.

Comment: One commenter was
concerned about the reference in:
112.00C3 to standardized measures of
acaderic achievement, The commenter
stated that the'instruments used by

- school districts varied:so wxdely that we

should provide more definitive guidande
on how o measure this criterion.
ResponserWe agree with the :
comment that the reference in proposed
112.00C3 regarding the use of
standardized measures of academic -
achievement raquires clarification.
Standardized measures of academic
achievement are generally designed and
used to measure the sffects of a specific
program of instruction or training. They

- are not designed to measure function in

the domains contained in 112.02B,
particularly cognitive . funiction. Poor
performance on such measures may or
may not be indicative of functional
impairment causally related to a
medically determinable mental
impairment. Therefora, we have deleted
the second sentence of proposed -
112.00C3, which stated that poor
performaince on standardized measures
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of academiq achiévement directly -
correlates with impairment in function.
In its place, we now state that
"standardized measures of academic
achievement may be helpful in assessing
the cognitive impairment." The presence
of cognitive Impairment, if any, can only
be determined by the specific facts of
each case, ., . ;.. . oy
Comment: We recaived many
comments about the proposed statement
in the firat paragraph of 112.00Q4 thati in-
the cases of adolescents, "if.based on
the description of the disorder by the .
clinician, the adjudicator believes: the
medical criteria of part B do not apply.
the adult listing crite(r]ia will be used.”
All of the. commenters expressed: -
concern that this would require
adjudicators to apply the adult - .
paragraph B criteria to children whether

b

or not the children had work histories: .

many of thege commenters.

recommended that we use-this rule only -

for children who had work histories or
histories of work attempts. Other
commenters recommended that we
require adjudicators to use the
childhood paragrapk: B criteria, even:
when they used the adult paragraph A
criteris. .

Several commenters also pointed out
that the phrase “the description of the -
disorder:by the clinivian” was vague.:
because it did not provide a clear =
standard by which adjudicators could
judge whether to use the adult listings
instead of the:childhood listings. The
commenters reminded us-that ,
adolescents are still children, and that :
the presentation and effects of mental
disorders in adolescents are not the -
same as in adults, even though they may
appear similar. Therefore,.some ...
commentars urged us to clarify the
language to petmituse of the adult
listings only when a clinician has
determined that the symptoms and
characteristics of a child's disorder -
represent early onset of a conditlon
properly diagnosed as an adult disorder:
One commenter suggested that we
provide that the adjudicator could not
turn to the adult listings unless none of
the childhood listings could apply: the
commentar believed that in this - :
circumstance we should require
consideration of the adult listings.

Response: We agree with the
commenters that the intent of this

-language:was unclear as proposed, and
we have deleted the sentence, Qur

intent was only to reflect the policies fn .-

§§ 404.1525 and 416.925,-and the. -«
iniroducticns to Parts' A and B of the
listings, that the adul} listings will be -
used whenaever the criteria in the

childhood listings do not apply. These =

are general policies, intended for use
with all the listings, not just the mental
listings. However, we believe that they
will rarely apply to childhood mental"
disorders because we have provided so
much fmdance for the evaluadtion of
mental impairments in-childrén, in.
recognition of the fact that mental
disorders ini-childrén-usilly tequire
different donsiderations than in adults,
that-most chiliihood ‘mental chsorder;
will be.goveréd, * s

Comtnent! Two commeiiters: pointed
to the language A thé third paragraph of
proposeéd 112.00C4, which explamed that
school grades-dnd the need for’
placenient in special education “are -
relévant' factors which must be

consideréd in reacliing a decisfon under

paragraph Bzd" but “are ‘Hot
conclusive.” The | commenters thought
that this languaga ‘Would be oonfusing to
adiudlcators because it appeared
inconsistent with statements in
proposed 112.00C3 and the fourth
paragraph 0f112,00D, both of which
emphasized the importance of
information from_ school records, One of
the commeniters was concerned that
adjudicators woild give Hittle. welght to

. grades or placement in special

sducation unless we provided more
detailed instrugtions. The commenter
requested that we clarify How we wiil
assign "“weight” to information from
school records,., .,

Hesponse: We hqve not adopted the
comments. The language in proposed
112, 0004 (which we have moved to the

* second paragraph of 112.00C3 in these
final rules) states plainly that grades or. -

the fact of placement in special.
education alone is insufﬂcient to
establish that a child has met the
paragraph B2d criterion., It explains that
this is because the criteria for grading
and for special education placement .
vary too widely among school districts
for us to be able to make any reliable
generalization, This does not mean that
we will not consider such evidence; only
that, by itself, the evidence is
insufficient-to establish conclusively
that the child has.met one, par!icular .

. paragraph.B critetion.

This:is not inconsistent. with lhe two

* other provigions cited by the

commenters..Both sections provide that
school records can be-a rich source of -
information about functioning, of test.
data, and of longitludinal evidence to -
complete a record. Inasmuch as these
passages clearly address a much
broader subject than the discussion now.
in the sacond paragraph of final
112.00C3, we do:not agree that

. adjudicators will believe thém to be in

conflict.

We. also-did not adopt the comment
asking us to provide clarification on
how an adjudicator should “weigh"
evidence fromi school records. In a
sense; the provision in'the second
paragraph ‘of final 112,00C3is an .
instruction on how to assign weight to
one kind of schiool evidence; that is, t
provides that eviderice of a chiid'
grades or placement in special
education'tannot alorie be given
coriclusive: ‘weight on the issue of
whether the child meets the paragraph
B2b criterion, Beyond that, we do not
believe that it would be appropriate to
provide additional guidance on ‘
"welghing" this or any other evidence in
the context of the listmgs. just as we do
not provide guidancd i any listing on
how adjudicators should "weigh” ‘
credibility or Opuuon evidence, or any .
othér eviqence that requires careful
consideration of the individual facts of
the case in the context of the entire
record,

112 DDD Documentation

Comment: One commentgt stated that
pediatricians are frequently more
knowledgeable aboitt children’s
developmental disorders, such as
developmental delay, learning
disabilities, and altentional problems,
and that they have important expertise

. which differs from that of  many child

psychiatrists. The commenter -

recommended that we include the term. .
“pediatrician” wherever we used the

words “psychiatrist” and
“psychologist.”” :

Response: We have adopted the
comment, The phrase “psychiatrist and
psychologist” appears-only in 112.00D,
We have replaced the phrase with the
phrase “psychiatrist, psychologist, or-
pediatrician” in the fifth paragraph, and
“psychologist, psychiatrist, pediatrician,.
of otherphysician specialist” in the
sixth, eighth, and fifteenth paragraphs.
We used the second phrase in the
paragraphs that discuss psychological
testing because some tests may proparly
be administered by other kinds of = -

- physicians as well. .

We did not change other terms in
112.00D), such as “medical sourcas,”

. “physician,” and “treating source,"

becauss they are nonspecific and will be
understood to include pediatricians.

Comment: One commenter stated that -
-~ our current regulations recognize only

Ph.D, clinical psychologists as

acceptable sources of medical evidence
and that evidence from school
psychologists who do not have
doctorates "is not admissible by the
SSA.".The commenter requested that we "
revise the regulations to include both
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clinical psychologists. and school
paychologists,

Response: Current §§ 404 1513 and
418.913 provide that we will recognize
as acceptable medical sources any
licensed or certified psychologists; this
includes school psychologists who are
licensed or certified. We do not require

psychologiats who submit'evidence to us*-‘

to have doctorates in clinical

psychology: We do have'more strinigent

rules for-psychologists who work for us
as adjudicators. These rules are'set forth
in Subpart Q of Part 404 and Subpart ] of
Part 418 of these regulations.

We would also’like to clarify for the
commenter that we do not refuse
evidence from any source, even if the
source is not an "“acceptable” medical
course under §§ 4041513 and 416.913 of
our regulations. Other provisions in
these regulations state that we consider
information from other sources. Thus -
any information may be submitteéd and
will be congidered in our assessment
evan though it is not evidence from an
“gcceptable medical source.

Comment: One commenter wasg
concerned that we did not provide a
paragraph similar to the second
paragraph of 12.00D in the adult mental
listings to describe the various medical
and nonmedical sources of eviderice. -
The commenter further noted that the
paragraph B criteria seemed to
"undercut” the value of sources like
parents and other concerned adults by
requiring documentation in the férm of
appropriate standardized tests or
clinical findings. In addition, the
comuenter stated that the paragraph B
criteria should include a category of
evidence from parents and other
concerned adults among the déceptable
documentation of functiénal limitation.

Response: We agree that the language
we proposed could havé'been -~
misinterpreted and that'it did et~ "
include sufficient discussion of _
important soirces of evidence, such as
parents. As we explained in an earlier
response, we have made changes:
throughout 112.00D and provided a
cross-referencd in 112.00C to 112.00D;
the changes are intérided to address this
comment as well as the earlier
commeht. Furthermore, we have revised

the criteria in'listings 112.02B and 112:12

to be consistent with the discussions in~
112.00D and to replace the word
“clinical™ with the word “medical” or
the phrase "other medical,” consistent
with our regulations, However, the term
“medical” is not meant t¢ imply
objective signs aldéne, It also includes
assessment of a child's symptoms and
thorough evaluation of all the available
evidence.

To'assure that the word "medical” is
not misunderstood, we have provided
new discussions : stressmg the- _
importancé of information from other
gources and the role of such evidence
both in the medical source's findings
and in our develnpment and evaluauon

of evidence ini the case. To clarify how'

we used the term "medical,” we have
provided'd parenthetical restatement of
the regulatory. definition of “medical
findings" in the firat paragraph of
112.00D, We have also prowded )
parenthetical explanations in threé of
the parégraphs B criteria to serve as
reminders 'of the prmmples in 112,00D.
We believe that thiese axtensive
revigsions should address the
commenter's goncerns, while they alsc

- clarify our pohcles

Comment; Several commentera, again

. referring, to the recent Department of -

Education regylations, questioned our
position that there are standardized

“* instruments for measurmg
'developmental delay in infants and -

toddlers. These commenters
recommencled that. we place greater
emphasis on "informed clinical opinion”
when we datermine the degree.of delay.
Response: Insofar as gur rules can be

compared to the rules of another agency,.
we balieve that our rules are consistent -
‘with the rules promulgated by the

Department of Education. However, we
have revised the language.of the final

- ‘rules to make absolutely clear that

informed clinical judgment is important
in all gvaluations, including those that

- ultimately rely on the results of -

standardized testing. Of course, when
standardized test results are not

.available, other medical findings—

* which inalude dlinical findings and,
" generally consideration of mformanon i
* from other-sources, such as tha:

claimant's parents; teachers and
caregivers—become the sole meany "of
agsessing furictional impact.

Furthermore, because wa believe that -

our proposed uaé:of the term "clinical™

* throughout these listings did tot convey

our intent-te include-all 6f the
aforementioned important-sources of
information, we have révised both the-

- - preface and final listings 112.02B anid
112.12 to remove the term and clarlfy our-'
“intent.”

Camment One commienter asked us to

"indic4te the “weight or value™ to be

given to tests that rely on self-repoirts or

reports of caretakers, as these are often
important sources of valid information.

Hesponse: We believe that we have
glarified our intent in-thie preceding
responses. Itwould obviously be
impossible for us to provide absolute
rules on the “weight or value" of every

test, not only because there are so many
different kifnds’ of tests, but also because
each chxld‘s case will be unique and .

. must be evaluated on its own merits.

The foregomg rasponses essentially.
explain that. the “weight or value" we.
will give to any test results will, depend
on numerous factors. Certainly, .~ .. . .
statements by the claimant and others
who khow the claimant are. very .. .o .
important factors in this conmderahon,
For this reason, we provided discussions
in the opening paragraphs of proposed

© 112.00,to describe various possibie

sources of information aboyt the
claimant and to underscore the |
importance, of obtammg information .
from them.. We have now reviged
112.00C and 112.00D) to emphasize this
policy in the final rules. We also . .
emphas:ze the importance of this kind of
evidence in establishing.s longitudinal
record. In addition, we have provided
that any.test results should be
correlated with the clinical flndmgs and
other eviderice. -

Comment: Two commenters ’
expressed concern about the language in
the second paragraph of 112;00D, which
provides that we may hold the cases of
some infants until they attainage 3 =
maonths in order to obtain adequate  ~
observations of behavidr or emotional - :
affect. The commenters suggested that"
this section should clearly state that «
development of medical evidence
continue while a case is being held;-and -
that any delay in securing ev1dence not
adversely:affect a child's date of
eligibility for:SSI payments. In addltion.
they recommended that we provide: -
more definitive guidelines for the length
of time thdta premature mfant scase
can be held. : '

Résponse: We agree mth the
commaériters-that the' patagraph was not

" clear and h#ve, therefore, revised it to
“make It clearer. Our intent in this

paragraph is not to delay the
developinen! of a case or to delay any

“child's eligibility for benefits. Rather, we

want to prevent an inappropriate denial

““when’there ig'evidence that a child has,

a developmental impairment but,
because of the c}nld 3 young age, the
severity of his or her 1mpa1rment cannot

‘be determined,

We did not adopt the suggestion to
provide “defmmve" guldelmes for the

“length of timé prémature Infant's case

may be held because each infant's case
will be different. Prematurity in and of
itself does not establish impairment
severity or guarantee that an infarit will
meet the 12-month duration requirerient,
and in the first months of a premature

, infant's life medical attention is often

focuse-d primarily on ensuring the
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infant's. survivial, not on measuring his
or her abilities, Therefore, the amount of
time'a premature infant's case can be
held will neceasarily depend on a

careful judgment based on the specific _

facts of the case. To clarify this
principle, we have added language to
the paragraph to indicate that the
decision to extend the 3-month period
will depend on thé degree of prematurity
and ths adequacy of documentation of
the child’s devélopment and emotional
St&ms-' Lo ' *. .

We did not adopt the suggestion to
add a discussion about the date on
which eligibility for $5I should be
established, We believe that oui' existing
_ policies:on establishing dates of onset

and sligibility for $8I (ordinarily, the

date of filing of the application} are
adequate to address this issue and are
inappropriate in the context of specific
listings because they are not unique to
childhood mental disorders.

Comment: A commenter questioned
the language in the fifth paragraph of
112.00D, which provides that"[{]n some
cases . . . it may be necessary” to
obtain evidence from a:consulting
psychiatrist or psychologist when a .
claimant's treating source lacks
expertise in dealing with mental
disorders. in children, The commenter
astafed that-we should not make.the rulg
optional, but require development with
consulting apecialists in every case in

. which the claimant's treating source ia
not an expert in mental disorders.

Response; We did not adopt the
comment. Our policy is that when &
treating source provides us with
sufficient evidence for us to make our
decision {(which also means that we
have no good reason to question the |
evidence], we will not obtain a
consultative examination solely to
confirm or refute the tregting source's
evidence. If a treating source cannot ,
supply the kinds of inforpation we need
to evaluate a case properly under these
listings, we will of course develop the
evidence further, -

Wa, therefore, intentionally provided
in the fifth paragraph of 112.00D for the
situation in which a claimant's treating
source, though not an expart in the
evaluation of mental disorders,
nevertheless provides sufficient clinical
and laboratory findings (including
psychological testing, as necessary), .
opinions and other relevant evidence for
us to make a decision under these rules.
We think that such cases are likaly to be
rare, both because many children with
significant mental disorders will have
treating sources who are experts in the
treatment of mental disotders and
because treating sources whp are not
experts in mental disorders will not

ordinarily be able to supply information

that is complete enough for us to meke a-

final determination or decision;

howaevar, we want to provide for the

possibility. ' o »
Comment: Seveyal commenters stated

that moré discussion was needed on the

availability, applicability, and =
usefillness of staridardized testing in =~
connection with assessing the functional
impact of mental disorders occurring
during childhood, Specifically, they
asked us to include a list of the tests we
will use, or examples of some of the
tests we will use, for agsessing these
areas. Two commenters recommended
that we include a list of tests developed
by the experts who assisted in the
development of the proposed rules.
Response: We'have not adopted the

" comments. We agree with the -

commenters that thése listings do not
identify all tests that rhay be useful in
evaluating the functional impact of
mental disorders. However, we do not -
believe that the regulations are the -
appropriate forum for providing this
guidance. .
Because of the latge number of tests
available, it would be practically
impossibla for'us to publish and
maintain a list-of all available
acceptable tests. Moreover, any list that

included only examples of tests; such as

the list prepared by the experts, could'
give the misleading tinpression that we -
have given our exclusive support to
certain instruments. Furthermore, we
would expect most professionals to

* follow standard practices in choosing

the tools for evaluation, and we are
confident that the mental health
professionals we employ are aware of
the available instruments.

For all‘these.reasons, we decided that .

instead of naming additional specific -
tests, we would provide in the seventh
paragraph of112.000, a#detailed 1.
description of our critéria for judging
whether a test is “good,” based upon its
validity, reliability, and whether it is -
based on appropriate normative data.
Any test that meets these standards
constitutes acceptable documentation:
for the purposes of these listings.

When we promulgate any listing
revisions, we routinely. consider the -
need to update our supplemental
training materiais and other guidelines
to ensure that our adjudicators have an
appropriate and uniform understanding
of the new rules and how to apply them.
We believe that these are the
appropriate vehicles for listing any

‘additional examples of acceptable tests.

Comment; One commenter stated that

our proposal to base listing 112.05 on IQ

scores obtained from the Wechsler
Intelligence Scale for Children-Revised

(WISC-R), and our failure to mention
other well-recognized tests included in
the DSM-III-R. would place the burden
of establishing:the validity of these - - -

- ather teats on the claimant,. ..

. Response: The proposed language was .
intended only to codify our existing. - :
policy, The IQ scores’in both the former: -

. listing 112.05.and these final listings ..

were derived from the WISC-R, whichis -
one of the best. known and most widely .
used scales. It was not our intent tg. :
place the burden of establishing the
validity of other test resuits on the
claimant; as we have.always done, we = -
will recognize the validity of other tests
that meet our standards for validity and .
reliability,” o RS
For this reason, we included the
discussion in the eighth paragraph of- :
proposed-112.00D, now the ninth -
paragraph in the-final rules, which -

- recognizes the validity of other tests, but+

explains thatidentical IQ scores

-, obtained from different tests do not

- always reflect a similar degree of .-
. intellectual function because they may
. be based on a different mean and -

-standard deviation. We, therefore, .

- caution our adjudicators that it may be

necessary tofind a.common- . .
denominator—percentile rank in the . ..

-general population—in order to compare .
1Q3 scores from other valid tests with the .

standard in the listing. Howeyer, in
response to the comment, we have

_.expanded the ninth paragraph of final
- 112.00D to explain how we chose the IQ
- 8cores we use in 112,05 and to provide .

additional information about the mean -
and standard deviation of the Wechsler

-scales for purposes of comparison. In _
. view of these revisions, we have also

deleted the.similar language we _
proposed in the opening paragraph of
listing 112,05, ]

.+ Comment: Another commenter stated ,
- that the language:in the gighth. '

paragraph of proposed 112.00D was
confusing, although the commenter did
not specify what about the language

- was confusing. The commenter
- suggested that it either be deleted or
that we provide conyersion charts to ,

show the corresponding percentile ranks

_in the general population of IQs

obtained on some of the more common

. tests that are not based on the same

mean and standard deviation as the

Wechsler scales, = R
Response: The language in the eighth

paragraph of proposed 112.00D (the

. ninth,paragraph in the final rule) -

reflected our longstanding, uniform
policy for use of non-Wechsler series .

intelligence tests, which is currently

found in Part A, in the seventh

_paragraph of 12.00D and listing 12.05,
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However, as we explain above. we have

" added more detail about our policy in

the paragraph to clarify our policy for .
this commenter.

We dia not adopt the recommendatxon
to publish conversioh charts as a part of
thesse rules. The paragraph does not
announce a. change in policy. nor have
we gxperienced any difficulties in
adjudicating cases uging these rules
untder either the chlldhood or adult
listingd. The conversions are not a
matter of substantive policy but of fact;
Any properly trained psychologist can
determine the’ correspondmg percenule
rank to a given IQ score in a given fest.
Moreover, we do not mclude such

- factual medical detail in any of our other

listings. ‘

In addition, thére are so many
possible alternative tests that any chart
that attempted to provide the detail
requested by the commenter would be
cumbersome and of necessity
incompléte. In the unlikely event that
there are widespread difficulties
converting test results in the future, we
will provide guidance to our = :
adjudicators. '

Comment: A commenter suggested
that we either incorporate our internal
operaling instructions on evaluating’
psychological testing mto these hstmgs
or obsolete them.

Rasponse: Qur’ lnternal operating -
instructions, e.g., the "Program :
Operations Manual System,” have their
basis in the Act and our regulations. The
purpose of gurinternal operating
instructions is to provide guidance to
our adjudicators for.a uniform
understanding and use of the policies
contained in the Act and regulations: It

would ba inappropriate for us to include '

all of these instructions in the
regulations or to rescind these that we
have not included. - -

However, we have reviewed our
internal operating procedures again; and
we believe that it is appropriate to add a
new tenth paragraph to 112.00D-to
emphasize the importance of
considering the recengy of IQ tests and.
the cunsistency of the results of the tests
with the child's behavior when
evaluating claims under listing 112.05.
The new langudge provides that'the -
currency of IQ test results dapends both
on the child's age at the time of testing
and the actual IQ scores, and includes
our longstanding guidelines for making
this assessment.

Comment: One commenter stated that
the twelfth paragraph of proposed
112.00D (now the 13th paragraph in the
final rule) conflicted with 112.00C1. The
proposed.paragraph.used the Gesell
Devélopmental Screening Test as an

. comment, even though there was no:
_ conflict,between the two sections,
" Standardized tests are more reliable

example, whereas the second sentence
of the second paragraph of proposed
112.00C1 cautioned against the use of .
developmentaliscreening devices when
assessing cognitive/communicative -
function in children-aged1t0 3. .
Response: We have adopted the .. -

measures of function than are gross
screening deviges and, in spite of its
name, the Gesell Developmental .
Screening Test ig a standardized test
that meéts the salient characteristics of.

"good".test as explained in the
seventh paragraph of 112,000 However,
since this test ig no longer in widespread
use, we have deleted it from the
examples in the 13th Paragraph of fmal
112.00D.

Comment; Several commanters
addressed the statement in the 15th

" paragraph of propesed 112.00D {(now the

16th.paragraph of final 112,00D), that.
any required psychological tests be
administered in the child's prineipal
language. They expressed ¢oncern that
this may not be possible in all -
situations. Two of'the commenters also

_pointed out that;there were other related

situations that these provisions could

* include. For example; one commenter

suggested that.the situation in which a

' -bilingual child’s principal language was

not Eniglish but the child-could be tested
in English if a-test in the principal
language was not available. The .
commenter proposed that weadd - - .
language that would permit alternative -
testing in appropriate circumstances;
provided that the child would not be
otherwise disadvantaged. - .
Another commenter agked us to
provide information about acceptable
workups for hon-Engl:sh-speakmg
claimants “since exisling standardized
tests would generally be precluded.” . -
Response: We have adopted most of

- the comments by clarifying the language
‘of the 16th paragraph of final 112.00D.
" We did not-intend to state or imply that

a determination based on the listings
could not be made without testing ina. .
child’s principal language. We also
agree that there will be situations in
which we will not be able to test in the -
child's principal language butcould
appropriately test in English (o even
anotHer language} without "
disadvantaging the child. To clarify our
intent, we have added language similar

“to that in the fifteenth paragraph of final

112:00D to indicate when testing in the

- child's principal language is unavailable, -

we will use appropriate medical,
histarical, social, and other information
when we mdke our determination. The
rule will apply whether or not the child

can be tested; however, it should be

- underatood that this information could,

in the. proper circumstances, include ..
testing that.is nét in the chlld 9 pnnmpal :
language. - ;.=

We do not agree completely ‘with the -
generalization about the availability of
standardized tests in other languages.

- There are some languages, such as

Spanish, in which such tests are
available. We have, however, provided

- additional guidance in the 16th

paragraph of final 112.00D to explaln
that the best inditators of seventy in
children from different cultures are often

- adaptive’ funcuomng. activities of dally

living, and social functioning, based on
reports from treating sources, parents, or

* others'who are familiar with the'child.

112.00E  Effect ofHospxtahzanon or -
Residential Care

Comment: Two commenters, who _
noted that these listings did not include
paragraph C criteria comparable to _

- 12.03C of the adult listings, suggested

that we provide more detailed guidance
in 112.00E for the evaluation of children
who may not be able to function outside
of structuréd settings or h:ghiy

"supportive living arrangements.

Response: We agree with the -
commenters that’ ‘highly structured or
supportive living arrangements may
minimize the overt indications of mental
disorders. Thus, we have added =
language to the first paragraph of

- 112.00E to explain that, when a child is

in a structured setting, evaluation of
mental disorders must include an
assessment of the degree to which the
child can function independently,
appropriately, angd effectively on a
sustained basis outmde the structured.
setting,

112.00F " Effects of Medlcanon

Comment: One commenter stated that
112.00F should require that attention be
paid to the stahilizing effect of
medication. The commenter further
stated that-this should include the
likelihood of the individual continuing to

_take the-medication and whether.the

individual would be disabled if he or

- she stopped-taking the medication.

Response: We did not-adopt the
comment. Section 112.00F. already
emphasizes the need.to address the
stabilizing effects of medication, It
points out that, although medication
may ameliorate overt symptomatology.

- the child may nevertheless be
functionally impaired and that,

furthermore, side effects of the

-medication may themselves affect the

child's: ability-to function. We do not
agree that it i3 necessary to address the
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lkelihood that a child will fail to take

his or her medication or the possible
consequences of such failura in these
listings. We have separate policies on
failure to follow prescribed treatment, in
which we make special provision for
children and for all individuals who
have mental disorders, ‘

112.02° Organic Mental Disorders
Comment; One commenter suggested

that we define the word “persistence” in

listing 112,024, . .
Response; We did not adopt the

- comment, The term has the same

meaning as in common parlancs and
does not have any special meaning.in
these rules, It merely establishes a
criterion that the organic mental
disorders in the listing must ba chronic,
rather than acute, Therefore, we believe
that it need not be defined.

Comment; One commenter suggested
that we combine proposed listings
112.02, 112.09, and 112,10 into a listing
labeled "developmental and emotional
disorders of childhood." The commenter
stated that there was no need to
distinguish organicity, autism, and
environment as separate etiological
entities, that there was overlapping of
the listings, and that a combined listing
would “then handlé learning disabilities
and behavior disorders appropriately.”

The commenter also recommended that -

the new listing recognize three age
groups Inatead of the two age groups we
proposed for the paragraph B critetia,
Response: We did not adopt the
comments; While it is certainly true that
organic menta} disorders, developmental
disorders, and developinental and
emotional disorders of infancy, as
described in the DSM-1II-R; carinot
always be clearly distinguished, we
have nevertheless tried to maintain the

. distinctions In the DSM-III-R as far as -

possible in order to conform our rules to
current diagnostic criteria and
noménclature. Frrtheérmore, the listings,
like the DSM-III-R, are primarily
descriptive, largely reflect sigris and
symptomatology, and d6 not espouse
any particular theories of etiology.

As we explained in an eatlier
response, we do not believe that it is
necessary to have more than two age ™
categories for assessing functional
impairment under the paragraph B
criteria. The critical areas of function for
evaluating children aged 3 to 18 ars the

same, although the manifestations will . -

vary at different ages; this is why we
provided guidance for evaluating three
age groups within the age-3-to-18
category in 112.00C. - i

Comment: Many commenters
questioned why certain listed -
impairments required a greater number

, Psychotic Disorders

of paragraph B criteria than other
listings, They pointed out that the
paragraph B criteria are the functional
measures:of listing:levei severity;
therefore, it should follow thatail"
listings shiould be met by satisfying the

same number of paragraph B criteria.

Response: We agree with the
commenters; and have therefore revised
all of the listings that have paragraph B -

_ criteria. For reasons we explain in detail

in the "Explanationof Revisions”
section of this preamble, we now requirs
that an older infant or toddler. age 1to-
attainment of age 3, must demonstrate :
functional deficity or restrictions to the -
degree specified in one of the paragraph
112.02B1 criteria, and that & child, age 3
to attainment of age 18, must -
demonstrate functional deficits or .-

restrictions to the degree specifiedin... /-

two of the paragraph 112.02B2 criteria.
Comment: A commenter expressed
concern bout how we will determine
whether a:child has achieved only one-
half of the expected milestones in listing’
112.028 and other listings. The '

- commenter asgerted that the State

agenoies have denied claims in which

.children have demonstrated milestone

achievement slightly more than one-half-
for their age in-one area of development -
even though they met the criteria for
milestone achievement in all other
areas. The commenter believed that this
application of the fule was too narrow.
Response: As a résult of this comment
and other technical reasons we have
explained in the "Explanation of -
Ravisions™ section of this- preamble, we

" have revisedall of the rules that

referred to “'a pattern” of milestonas, or
achievement of '50 percent” of
anticipated milestones, or other similar
language to explicitly state the number
of functional domains in which the child
must demonstrate deficiency, We have

- also revised the language of these rules

so that it-is more straightforward and

less open lo interpretation. The criteria - :
now all use uniform language which
refers to achievement of milestones

-generally acquired by children no more
‘than one-halif or two-thirds {as '

appropriate to-the specific rule) of the

- child’s chronclogical age.

112,03 . Schii_dbhrah,iq. Delusional
{Paranoid), Schizoaffective, and Other

Comment: One commenter stated that
the proposed 6-month standard for the
persistence of symptoms in 112.03A
seamed unnecessarily long if the point . -
of the standard was to make sure that . -
the symptomatology would not be

- temporary. The commenter stated that

the symptoms described in the listing
would be "very uncommon” in children,

and thought that a 3-month standard
would be enough to establish that the

* problem was severe, The commenter
- also gtated that exceptions, such as’

drug-related symptoms, should never
last 3 months, _ o
‘Résponse: We did not adopt the
comment, Ag in thé adult mental listings,
the intent of the paragraph A criteria ia

_ to describe certain mental syndromes or

clusters of syndromes, without any =~
inferences as to severity. Although we
have not included every criterion that is -
in the DSM-III-R, we have based nearly
all of the paragraph A criteria on the
DSM-III-R, descriptions of synidromas . |

or categories of syndromes,
Listing 112,03A uses the DSM-IL-R

 criterion for chronicity of psychotic

symptoms—8 months—applicable both
to children and adults, We wantto

' atress, however, that this does not

imply, per se, any judgments about the
severity of the impairments of children
who do not satisfy this paragraph A
criterion, nor doas it mean that such

" children cannot be disabled. When a

child dogs not satisfy the specific

.. paragraph A criteria of this, or any other

listing, this means only that the child

.can not meet a listed impairment.. The

child may still be found disabled under
our current rules of medical equivalency .
or under the rules we are developing to ..

.. implement the Supreme Court's.

February, 20, 1990, decision in Sulfivan v.
Zeblay et al. The determination will

‘always depend on the facts.of each
cage,

The comment .abuut'drug-relatad

-symptoms was unclear to-us. Certainly,
~ there are acute symptoms of drug
- -intoxication that the temporary and that.

may not recur. However, we do not
agree with the blanket statement of th

. commenter that. drug-related . :

symptomatology should “never” last 3
months. For this reason, and in response
to numerous comments we summarize

- below, we have added a separate listing

112.09 to address the special problems

. of evaluating psychoactive substance

dependence disorders. .o

112,04 Mood Disordef’s

Comment: One commén.fer thoﬁght
that the'word "currently” in the phrase

- “currently characterized" in-112.04A3

couid imply that symptoms of bipolar
disorder.must be currently agtive.
Response: We agree with the

- commenter that the word "currently”
- could be confusing. We have, therefore,

revised the language in parentheses to
more closely follow the language of the .

DSM-III~R. The statement in -

parentheses will:not read: "'~ * * (arid

currently or most recently characterized

0w i,
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by the full or perhal symptomatlc _
picture of either or both ayndromes]

The changes eddress two problems, .
‘First, in response to the comment, the
new language clarifies that 3 child need
not ba currently symptomatm in order to
mest the’ paragraph A critepa Second it
clarifies that the cutreiit or most recent
episode fieed not hdve been memfested
by the full syiiptoniatic picture of manic
or depressive syndrome, as long as there
is a history of the full symptomatic”
pictures-of both syndromes eomenme in
the paet.

112,05 Mental Retardation -

Comuient: Several:-commenters noted
that we did notdnclugde Down syndrome
in the proposed listings, Two of the. = -
comimenters were aware that we had
proposed a separate listing for Down -
syndrome (see 52 FR: 37161, October.5;
1987), to be.added to 110.00, Multiple

Body Systems, but noted that-we would

not have a listing for the impairment
until the new listing was published as a
final rule. One group submitted a copy
of the commeénts they made on the -
NPRM that included the Down
syndrome listing. . PR
Response: We. now heve a seperate
listing for evaluating Dawn syndrome;
see listing 110,08, We have not . ...
responded, here to the duplicate oo
comments on. the NPRM for Down
. syndrome since we responded. to the.
comments in the preamhle to those final
rules. 7
Comment: One’ oommenter euggeeted
that we defme ‘the phrage
“developmental period” in the first
sentence of listing 112.05. The -
commenter noted that the ¢orresponding
adult listing, '12.05, defines the term as’
the period priérto age 22, *
Response: We did not definé the term
in 112.05 becauae in our judgment it is
not necessary to provide an age limit in
the context of the childhood listings.
Sections 404,1525 and 418.925 of our
~ regulations state that part B of the -
Listing of Impairments applies-only to
the evaluation of impairments of
persons under age 18. Therefore, we
- have deleted the text in question from -
the opening of listing 112.05 because it is
unnecessary; cases evaluated under
112.05 represent impairments that began
before the-end of the developmental
period.

Comment: One commenter
recommended that the IQ range in = .
propesed 112.05C and 112,05D be “60 to
70" instead of “60 to 69" because the
DSM-III-R defines mental retardation
as invelving an 1Q of 70 or less.

Response; We goneur with the
commenter's recommendation and have
changed the IQ ranges in final listings

" deficits in’ adapuve behawor" for the

. languaga of the DSM-III-R regarding

; commeniters that deficits in acﬁaptwe

s

" in the 80'to 70 range.

- alternative to'1Q storés, Theréfore, as_

in the NPRM for the listings that

=rule in the childhood merital listings. The-

112.05D (proposed;llstmg--llz.OSC] and - .
112.05E:(proposed listing 112:05D) to
read, '80 to 70." We have also.changed
the upper JQ range from.69 to-70 in adult
listings 11.07 A, 12,000, and 12.05C and D
and childhood listings 109. 02B1,..
111,02B1, ‘111 {07B1.and.111.08B2.

Comments: Many commenters wete
concerned that 11st1ng 112.05 relied too.
heavily on IQ : scores and failed to take
into account all of the. poss;ble deficits
in edapuve behavmr. e.g.. meeting
staridards of mafuration, learning,
personal mdependence. and social .
responsibility that are expected for a
child’s age level and cultural group.
These commenters recommended that
we substitute the phrase “marked .

Hespanse We have edopted the
comment. We have added thé rule as -
112.05F: We describe- the new listing in
the summary.at the beginning of this -
preamble. We havedlso modified final
listing:112:05E to include the two-thirda- ¢
milestone achievement criterion. - '

112.07 Somatoform. Eanng and Tic’
~Disorders

Commenter: Two commenters thought
that we had riot included & llstmg for- ¢
" eating'disorders.
Be.‘éponse ‘We included eating
disorders in 112.07A1 of thé proposed
listings. We have changed the tjtle of
listing 112.07 to “Somatoform, Eating, -
and Tic Disorders” and added a
reference’to edting disorders in the B
. capsulé definition so thaf'our intent will
: be clear, In addilion, as part of our ;
. review of the listings to conform them to
the termmology of the DSM-III-R, we
have completély revised the language of
112.07A1: We believe that the | revision
more cleerly indicates that this set of A
- criteria describes éating. disorders.
Comment: One commenter thought v
.that Tourette s digorder’ would not be
covered by these list‘ings. Another
o commenter asked us to provide . _
itw. guidance on which ligting to use when ” .
‘hevaluating th,e dlsor;ﬁer .
Response: Tourstte’s Disorder is -
defined in the DSM-II-R a3 a tic
disorder, We- provxded criteria in .
112.07A2 which can be used for
. evaluating Tourette's ‘Disorder and other
tic disorders, As explained i in the
previous response, we have ‘revised the
~title of ligting 112.07. o "Sometoform.
-Eating, and Tic Disorders;’ We have
alsc added a reference to:ic dJsorders
in the- capeule definition, These,
revisions should clarify that Tourette 8
Disorder and other tic disorders are to
be evaluated under this listing.

112,08 Personality Disorders-
Comment: Many commenters were
-.concerned about our proposal fo include:

a listing for. personality disorders in
children that merely referred to the - .
* corresponding adult listing, 12.08. One of
the most frequent comments was that g
reference to the adult criteria would
omit psychopathology and certain
recognized disorders that are specific to
- children. In support of their.assertion,
many of the.commenters directed our
attention to a.statement in the
. ‘introduction to the chapter on.
personallty disorders in the DSM—III-R. .
. The statement explains that certain
disorders of childhood—specifically,
conduct disorder, avoidant disorder of
childhood or adolescence,-and identity
disorder—are related to corresponding

phrase “marked impairmentin
pereonal/behav:ol‘el furiction” in section
D2 of proposed listing 112.05. Ona
commenter suggésted that both sections
A and D of proposed listing 112.05
should contain the more flexible

adaptive behavior, as opposed to the

more ngld “devdlopmental” limitations

set forth in the prOposed hstmgs o
Résponsé} We toneur With'the ™

behavior'can serve as a useful °

we stated previously in the section 6f
the preamble explaining these final
rules, we have added two new ..
paragraph to listing 112.05, paragraphe B
and'F, which use deficits in adaptive =~ -
behavior as an alternahve 10 1Q scores,
and have revised paragraph A to clerify
its uge of deficits in"adaptive behavior.
We have also'revised pardgraph E. -
which'was proposed ag paragraph D, to
expand our use of deficits in ‘adaptive
behavior in’ conjuncuon with IQ scores

-

Comments: Ofie commenter noted that

included Down-syndrome and other -~
similar syndromes we have proposed a
fourth criterion forf mental retardation to
be included-in proposed listing 110.08,
but that we bad not proposed the sama™

commenter supported the additional

rule, which was an alternative to the.
criteria in former listing 112.05C. The.

rule provided that a child would meet

the listing if he or she had:achieved only
those developmental milestones
generally acquired by children no more
than two-thirds of:the child's.
chronological age; and also had a
physical or other mental impairment
imposing additional and significant
restrictions of function or developmental -
progression, The commenter urged that
we make the childhood mental listings
consistent with the listings under 110.00.
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diagnostic categories in the chapter on
personality disorders. The commenters
recommended that we include these
disorders and all of their agsociated
diagnostic criteria under listing 112.08.
In the alternative, several commenters
suggested that we include the phrase
“disruptive behavior” in the listing to .
convey the idea that a full-blown
personality disorder is not required for -
the listing,

Negrly every commenter also -
questioned our proposal to use the aduit
paragraph B criteria to evaluate these
impairments. The commenters pointed.
out that, inasmuch as two of the adult
criteria arg, work-related, proposed
listing 112,08 would be based on a much
stricter standard than the other .
childhood listings, and that it would be
unltkely that many children would be
able to satisfy the criteria.

Response: As we have stated In the .
summary section.of this preamble, we
have adopted the comments to include a
speclﬂc listing for ersonahty disorders
in children, mstead) of a reference listing.

Woe agrae with the commenters that itis .

lnappropnate to rélate the functional
criteria of the lidting to'the adult
paragraph B cmferia which we
acknswledge most chlldren wnll not be
able to satlsf’y v

We'did not, howeve, adopt the
comments that asked uj;to indlude )
conduct, avoidant; and idenlity * "
disorders as listed impairments under
112.08. The'listings are examples of
some common impairments that we use
to find a child disabled. Although the
childhood impairments in the DSM-III-R
called "conduct disorder” and “identity
disorder” ¢otild cause sigmficant
functional limitations iir-individual
cases, we did not'include them as
separate listéd impairments because we
believe, that they generalily are not
comparable in severity-to othet listed
impairments. In fact, thie passage'in the
DSM-111-C cited by the commenters
states that conduct disorder in
childhood or adolescence corresponds

to the impairment called “antigsocial
personality- disorder” in adulis, and we.
_ do not list antisocial personality

disorder in adult listing 12.08 either.

Condudt disorder and antisocial
disorder, unliké the other disorders.
primarily represent corflicts between
the individual and society. Although not
listed as separate impairments, conduct .
disorder and idénlity disorder would not
be excluded from consideration as
disabling impairments. -

Therefore, we have provided that a
child must have a “full-blown"
personality disorder in order to meet
this listing: This does not mean that we
will approach the evaluation of other

related lmpairmems with any
preconceived notions about their
geverity in'individua! cases; only that
we beljeve that these kinds of childhood
méntal disorders should ot be-listed
impairments. As always, the decision
whether any impairment meets or -
equals a listed‘impairment will depend
on the individual-facts of each case.

We did not inclpde ‘avoldant disorder
of childhood or adolescence under
listing 112.08'only because we had
already included it under listing 112,06,
Criterion 112.06A2 i5 intended to capture
any disorderd that are characterized by
avoidance behavior '

For a similar réason, we alss did not
adopt the commaeti
"disruptive behavior" as a paragraph A
criterion’in hstmg 112.08. The teason we

* did not 1s that we had already built it

into ‘Our pdragraphi B criteria. Paragraph

© B2¢(2) of listing 112, 02—that is, the

second paragraph in the third B criterion
for children age 3 to attainment of age
18—describég “persistent maladaptive
behaviors destructive to self, others,
animals, or property, requmng
protective intervention.” As one of the

commenterg qqted in arguing for the use.

of the chlldhood B crtteria under lwtmg
112.08, these criteria "refgr to the very
behaviors that are manifést in these

"
+ -disordera.” . LT

112.09 Psychoactive Substahde
Depandence Dlsorders '

Camment Many conunenters asked us
to add to the final listings a category of
impairment for apbstqnca addichon
disorders, as originally recommended by
the experts. Sevaral of the commenters
stated that the listing should be a listing.
for substance abuse. .

Response: We have adopted the
majority of the comments and added a
listing for substance addiction disorders,
now called “psychoactive substance
dependence \disorders!' in the NSM-III-
R, We describe the new listing, which
we have designated 112,09 to maintain
correspondeqqe.wi_th the numbering
system in the-adult listings, in the.
summary of the lisungs at the begmmng

of this preambie. ;

We havenot adopted. the comments
that recomiménded that we include
psychoactive substance abuse disorders
among the listed impairments in listing
112.08. There is too much variability in
the manifestations and severity of -
substance abuse disarders to permit a
meaningfui description in the listings.
Children who have psychoactive
substance abuse disorders as their
primary mental impairment should be
evaluated under this listing using our
rules of medical equivalency.”

t to include the phrase’

Commenr' Several of the commenters
who asked us to ‘include a.listing for

'psychodctive substance dependence

mentioned that they thought that having‘
such & listing would ‘be valuable
because it could be applied to babies
who were born with the condltions e
kriown'’ as “fetal alcohol syndrome "
“fetal cocaine aynd.rome, or other
sirmi}ar psychoachva subs:qnce
syndromes, -

Response: We consu:ler fetal alcohol
syndrome, fetal cocaine syndrome, and
other similar syndromes to be multiple = .
body system impairments because they
typically present themselves'as 4

- constellation of impairments. affectmg
. more than gne body systemand

involving more than substance-
dependerice alone. We therefore have .
promulgated a separate listing-110.07,.
which includes these disorders. The . -
listing recognizes the profound effect on
development the combined impairments
associated with these disorders can

. have, . . i b

1120 *Autistic Disorder and Other
Pervasive Developm'en:al Disarders
Comment: One commenter stated that

proposed listing 112.09 (final listing
112.10), "Autism &rid Other Pervasive -

3 Developmental DiSorders,” omitted -

many of the'criterid in the DSM-III-R for
determinifig the existence of these '
disorders. The commenter was

concerned that thie proposed criteria

-* could cause us to overlook many

children who had the disorders,
Rasponge: We have adopted the |
comment. The proposed criteria were.
based on the DSM-III, which did not ..
include as much detatl as the DSM—-III- ;
R. We have revised final listing 112,10 to -

_reﬂect the more fecant criteria,

11211 Attentlun Deﬁcit Hyperactivity

- Disorder

Comment: One of the most frequent
comments was that we should have
included a separate listing for Attention
Deficit Hyperactivity Dizorder (ADHD), -
a category that was recommended by -
the experts. Most commenters stressed
that ADHD is a common impairmentin

_children, that it is well-recognized:and . .1
clearly defined, and that it is not

appropriately captured by any of the’
listings we proposed. Hence, they
believed that ADHD would be best -
evaluated under its own, sep4drate

listing. Three commenters stated their
opinion that ADHD will rarely be -
disabling: however, two of these
commenters still thought that a-séparate
listing was necessary because the
remaining listings were inadequate to'
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evaluate’ ‘the oondlnons of chlldren who‘
have the impairment.

Many cominenters expressed concem
that if we did ot include'a eeparale
listing for ADHD we would never find
children 'with this impairment. disabled.
One coirmenter; who is the parent of a
child with ADHD, was concerned that
we had changed our rules so that
children with ADHD could not qualify’
for benefits; many commenitérs, echoing
this commenter’s belief, stated that we
had violated the law by eliminating from
the listings a medically determinable
impaitmiént known to the medical
community, and that we had "decreed
that no matter how disabled a child wuh
one of the éxcluded impairments is, his
or her eligibility for benefxts oamlot be
established.”

Another commenter reoommended e
that any listing for ADHD should not
include & paragraph B finctional
requirement. Finally, one commenter
recommended that weinclude the two
other dlsruptlve behavior disorders

“described in the DSM-III-R, conduct
disorder and opgiositional defiant
disorder, in the lzsting that moluded
ADHD,

Responge: After carefully conmdermg
these comments, we agree with the
majority of the corimenters that we
should include a listing for ADHD, We -
describe the listing in the summary at -
the beginning of this preamble.
However, we want to emphasize that
the fact that we do not list'a particular
disorder does not mean that we will not
consgider:an unlisted disorder or that we
would not find a child disabled by an
unlisted disorder. "

We did not adopt the recommendation
to omit the:paragraph B requiréement
from this listing. Children with ADHD
exhibit a wide spectrum of impairment,
ranging from sliglit to disabling.
Therefore, it is imperative that any
listing for ADHD include specific
guidance for assessing the severity of -
the disorder in addition to criteria which
establish its existence. We believe that
the paragraph B criteria of listing.112.02,
applicable in most of the other listings,
appropriately describe the kinds of .
functional impairment associated with
ADHD, and have thérefore decided to
include them in this listing as well.

We also did not adopt the
recommendation to include the other
disorders described in the DSM-II[-R. -

under the headmg "Disruptive,_ Behawor .

Disorders.” We have explained our
reasons for not including conduct -«
disorder in the listings.in our responses
to the comments asking that we include
it under listing 112.08. For the same
reasons, we decided not to include

“oppositional defiant disorder,” the only .

other dlsorder named in- thxs gection of .

the DSM~II-R, Children who have . .

_ either of these impairments may be

evaluated under listing. 112.08 or- llstmg -

'112.11, depending upon the particular.

facta of their cages, using our medlcel

equivalency rules. -+ ...

11212 Developmental and Emotional
Disorders of Newborn arid Younger

'Infants (Birth to attainment of age 1)

' Cammené - Many commenters
commented. favorably on.our proposal to

_adda llsting (proposed listing 112.10, .

§

1-

.".

final listing 112,12} specifically for the
evaluation of newborn am:l younger., .
infants, froin birth to'aftainment of age, .
1. Howaver, they noted that the

problems of magqosmg mental ‘-l

impairments can extend-to older. infants

~and toddlers; age 1 to attainment of age,

3. They urged us to extend the listing to
include older infants and to dlers.
Response: We haye not adopted the

"tomments, but we have added language . -

t0 112,00A and 112.00C to. address the
commenters' concerns..

Although we agree w1th the
commenters that dlagnosls of older
infants and toddlera can be just as

- difficult as in newborn and younger

infants, we believe that,the problem is

- not as pervaswe in the older. group as it.

'is in the younger group, Furthermore, the

- infant-specific criteria, for assessing .

severity in final listirig 112 12 become
progressively less appropriate as infants
become older, We haye, therefore, -
decided to leave llstmg 112,12 as we

proposed it; that is, as a llsting demgned .
specifically for the special problems

associated with the evaluation of :
children from birth through attainmént .
of age 1.

This is not to say that children who ‘

- are older then 1 cannot be found-to have

an impairment which is equal to the

- severity of listing 112.12. As we

emphasize throughout these responses,
any child who does not have a listed

impairment can still be found disabled if |

he or she has an impairment or

‘combination of impairments that is
-equivalent to any listed impairment,

Children older than 1 whose’ impairment
manifestations are identjcal or
sufficiently similar to the requirements,

- of 11212 could, in certain situations, be ..

evaluated using the new listing.
In response to this and other
comments we have already, described,

we have added language to 112.00A and. -
. newborn and younger infants, such as

132.00C to stress.the importance of
deciding whether a child has an

- equivalent impairment or combination

of impairments..In direct response to

- this comment; we have.also added
- statements in the last paragraph of

112.00A and the second paragraph of

R

. 112.00C to mchcate that children aged 1
to attainment of age 3 may exhibit
similar problems of insufficient
developmental differentiation to
newborn and.younger infants and that it
is, therefore, vital to.assess equwalency

’in such-gases.

- Commnent: Several’ oom_mentere

‘offered suggestions for provisions that'

~permitted presumptions of disability iti-

the cases of the very youngest infants

‘(from birthi through the first weeks or -

*months of life} Two'of these

iy

© commeters prefaced their suggestions

with remarks about the proposed 50

‘percent developmental delay rules for

newborn and youngerlmfants tin :
paragraphs A and B of proposed listing -
112.10. One of these commenters was
Goncerned because he believéd that
validated instrumstits for’such young
children are:lacking, This commenter
was also coricerned that in some
impairments, such ‘ad Down syndrome,
developmental- delays are not always
immediately apparent. The commenter

thought that we might deny such
..-children at or fiéar birth, even when

there was a high probability that we
would eventually find them disabled.
The other ¢émmentsr stated that under ~
current regulations a finding of
disability in childisn with geneticor -
congenital impairments cannot be made.,
until the disability has manifested itsslf
in 50 percent'developmental delay.

- With regard t0 the suggested

- - provisions for presumphon of disability,

several commenters provided exampies

-~of some of the hereditary and congenital .

conditions they would include, based
upon the likelihood that children with
these impanrments would eventually be
found disabled when they were older.
One of these commenters also suggested

- that thig’ would be an equitable rule

because most of the children who have
onie of these condmons would

éventually be found disabled and
“eligible for benefits when they were
"-*'older. Therefore, such a rule, in the view

of the commenters, ‘would only serve to
provide auch children with their rightful

* benefits in a more timely fashion.

[ Response: We disagree with the

_ tomment about the existence of valid .

tests for chldren from birth through

-attainment of age 1. As we state in the

13th paragraph of 112,000, there are
validated instruments appropriate to

the Bayley Scales of Infant Development -

‘and the Cattell Infant Intelligence Scale,
... Furthermore, all of the listings provide

alternative criteria to testing; the criteria

_infinal listing 112.12A and B (proposed . .

listing.112.10A and B) are only two
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criteria of five, which can be used to
" meet the listing,

Nevertheless, we share these
commenters’ concefns that some
impairments-can be especially difficult
to evaluate In the very youngest infants.
One of.our major goals in devising these
listings and the new rules in 110.00°4nd -
listings 110.08 and 110.07 was to address

- the problems of evaluating both mental
and physical impairments in newborn
and younger Infanta, Even though it is
not true,-as 'wo commenters suggested,
that we had ne provisien-in our policy
for finding disability.in infants who dld
not demonstrate. 50 percent
developmental delay, we have heen
keenly aware of the difficulty of =
performing these evaluations, Final
lsting 112,12 is an innovation in our _
childhood lxstings It ig a rule that
provides criteria specifically for children
in their first 12 mpnths. Similarly, new
listing 110.07 recognizes the special
problems associated with the :

- assessment of severity in the. cluldrerr
" who have confirmed hereditary,

‘congenital, or.acquired conditions that
usually affect two or more body
systems. In adchticn. we have .

.established certain listirigs under which
a child can be found disabled by virtue
of a medically documented diagnosis
and its well-established medical and
functional implications. New listing
110.08, which covers Down syndrome
(except for the moseic form), is one of
these. This llshng providés for a finding
of disability based on Down syndrome
established by clinicsl and laboratory _
ﬁndings. o

In our view, new listing 112.12 and the

new listings in 110.00 go a long way
toward: resolving the problems raised by
the commenters. These new ruies
provide conetderably more detail for
evaluating impairments in newborn and
younger infants than we have previously
provided to our adjudicators; they |
provide for more timely assesaments of
claims; and they provide alternative

- criteria to the rule for 50 percent
developmental dela_v in addition, we
“will provide further guidance in the new
regulativns we are now preparing in_ |
response to the Supreme Court’'s
decision in Zeblay.

Comument: Oné comimenter thought

that the ruie i proposed listing 112.10

for a developmental delay of 50 percent

was inappropriately low because it did
not equate with the requirement in
proposed listings 112.05C or D, which
recognized disability in older children
who had 1Qs a3 high as 69, The
commentsr suggested that we increase
the milestone rule from 50 percent or
‘less to-69 percent or less,

‘.,.mllestons ‘or an 1Q not

Response: We have not adopted the
specific suggestion, but have added a

~ naw rule that we believe responds to the

comment.
- Our intent in proposed hstmg 112.10,
now final listing 112.12, was to create a

listing for newbdrn and younger lnfants o

that would equate with the severity '
thresheld in listings 112,05A.and .
112.05B, not proposed listings 112.05C
and 112.08D. Proposed listing 112.05A
and B (final listing 112.05A and C) result
in a finding of “meets” baged goley ona
finding that a child who i3 imeritally

retarded demonsttates either the failure _

to attain speclfm developmental

eater than 59,
As we havé indicate previously, we

have added a hew criterion'to listm{;’

11212 to provide &-dtandatd that is -

" compatable'fo*ths rules in paragraph

Bld of listing 112,02, -

Also, in response o thls coinment and
earlier comments which addressed the
need for cofnparable severity thresholds
across all'age groups, we replaced the
phrase “marked impairment” in _
proposed listing 112.10C (now final =

listing 112.12C) to ensure comparability

within that listing. We'did not intend for
“marked" I1i propoded listing 112.10C to
be of a differdnt severity threshold than
that of the others paragraphs within that -

listing, e.g., the one-half chronological
- age cognitive/communicative

functioning threshold in proposed - -
112.10A, However, with the definition of
marked it the fourth patagraph of final
listing 112.00C, it could be concluded -
that proposed’ lisling 112.10C had a
different severity threshold than'the
remaining paragraphs in that listing,

- Therefore, in final listing 112.12C, we

replaced “marked impairment” with “an
absent or grossly excessive response” to
claﬂfy its original intent.

Comment: One ¢commenter stated thz_:t :

proposed listing 112,10 (final listing
112,12} did a “credible job" of tracking
DSM-II-R critefia. However, the

‘commentér suggested that some of the

language, such as that in subsection D2,

.could be simplified fo more accurately

reflect an infant’s behavior.

Responge: We agree with the
commenter. We have therefore revised
the language of 112.12D to be simpler
and 1o use terms more specific to infant :
behavmr :

Additional Comments.

Comment! Ohe commenter wis -
concarned about the evidence needed to
establish a diagnesis under these
listings. The commenter stated that we :
had provided “little room for clinical
impressions” bt “a lot of room to
disqualify a case because the treating

source did not knaw the precise way to

' support the dlaﬁwsxs The commenter

recommended that we provide each =~
treating source with clear instructions
needed to make a determination under
the listings, Similarly, the commenter .
asked if we would find a child disabled
based upon a diagnosis submitted by a

trealing sourge unsupported by, findings . .
~in the paragraphs A and B criteria of
“any listing, Thé commenter gave .

examples of specific impairments that
were not' mentiongd by name in tha
listings and wondered if children with |

these disordets could be found disabled.

Response: The kinds of issues raised
by this commenter are not specific to the -
chﬂdhood,mental llstmgs. but arige in

connection with all dlsablhty cases. We . .

are in the pyocess of preparing for final ,
publication a separate group of

: regulations yhich address, among other

ings, the. responsxhihtles of our
adjudicators in develeping the spacific
information needed from treating

.gources to complete a.record, how and

when to obtain information from
consultative examinations, and

. mechanisms for.disseminating.
. appropriate information about our

evidentiary needs to the medical
community, . ..
.Our policy, stated in §§ 404,1525(d)

~and 416.925(d) of the regulations, ia that - -

we will notcongider.an impairment to

be a listed impairment solely because it -
has the diagnosis of a listed impairment.
It-must also have the findings shown in
the listings. On the other hand, we again
want to assure this commenter that we
will not deny any case simply because a
child does not have a listed impairment -
or because a treating source who is
unaware of our evidentiary needs hasg-

* failed to submit the evidence we need,
‘even though he or she has this

information and is willing to provide.it.
‘We make every effort to assist =~ -
claimants—especially chlldrenw-m
obtaming evidence., :

Comment: One commenter asked us to
include a statement of the “reasons or

" philosophy for.giving disability

payments to children.” The commenter .-
also expressed concern about whether
the payment of benefits to'children
could be countertherapeutic and a

disincentive to the child's family to seek -

treatment for the child. In a related

- icomment, the commenter asked how we

would evaluate cases of children whoe

“have treatable impairments but are
- disabled because they do not receive

treatment.

Response: We re;ected the
recommendatiofi'to state in these
régulations the "reasons or phllosophy"
behind the various payments availabie
to children under the Social Security
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Act, We pay benefits to children
pursuant to laws enacted by the
Congress'and signed by the President of
the United States. Our regulations
implement the laws and explainina .
practical way how we will abide by ..
them; any statements of "philosophy,”
such as the commenter suggested are:
beyond the purview of these. regulations.

When we:determine whether a“child -
is disabled, we do not-consider mattera
exiraneous to the statute and
regulations, such as whether paying -
benefits will be in the child's best
interests. If the medical and other
evidence establish that a childig . .
disabled and the child meets all other
statutory requrrements. we wrll pay
benefits.: .

With regard to:the quesuon of

whether we would find'a child disabled |

“even if we knew, or thought, that the
child could be successfully treated, the
answer is that we will, unlese the child

has failed te fol]ow prescrlbed treatment
and does not have good cause for such
failure. We have promulgated specific |
rules elsewhere in our regulations (see-
8§ 404,1530 and 416.930) about this isdue
to direct our ad]udicators on how to
evaluate such cages.

QOther Changes

In view of the changes we:are making
in 112,00, Mental and Emotional :
Disorders, of Part B.of Appendix.1 of the
Listing of Impairments, we are also™ -
making & number of conforming and

technical changes to'Gther listings in * -

both Parts A.and B of the! Ltsnng of
Impairments, - '
We are adding a paragraph to.the

Introduction to Appendix-1 of Subpart P A

of the Listing of Impairments to indicate
that the childhood mental disorders

listings will cease to be effective 5 years

after pubhcetion as a final rile, unless

e

extended by t}*e Secretary or revrsed
and promulgated again, -

We are changing the phrase “1Qs of

69" to “IQs of 70" in the seventh -
paragraph of 12.00D.

We are’ changmg the phrese' “IQ of 60
to 88 inclusive” to "I} of 80 through 70" .
in the 12:05C and'12,05D. '

We are changing the ph.resa "IQ of 69
or less” t6 “1Q of 70°or less” in listings
11.07A,108.0281, '111 0231. 111 0731. and
111.08B2, . .

We are: changmg the reference inthe
last sentence of the first paragraph of
listing 110.00A2 from “See 112 ODB" to
"See 112.00C." V. o ‘

We are changing hstmg 110 07B to
read “Mental unpairment as desenbed
under the criteria in 112.05 or 112, '12 xor

Regulatory Proceduras
Exeouti ve Order 12291

The costs of this regulauon dare
estimated to be as follows:

1991 1602 1993 1984 | 1995
Additional SSI recipiants ...; : 1000': ‘2.000 zooo 3,000 | * 3,000
Program,costs. . . : o N I
Supplemental Secunty Income ....... i $2 .88 se $12 $14
Medicaid ... N SRR PP M| .55 $5 $100  $10
adlcam ¢y (‘) L, MM

Y o oo

Isatnhty insurance

Administralive savings

" (')_ B8 B F [ER ¢

i Negn‘g'abld ‘

Therefore. the Secretary has
determined thit this is not'a mafor rule
under Executive Oider 12291 because

these regulations do not meet any of the

threshold criteria for a-majorrule. -
Therefore, a regulatory 1mpact anaIysrs
is not required. srl

Paperwork Reduction Act -~

These regulattons w1]l 1mpose no new
reporting or rec:ordkeepmg requirements
subject to clearance by the Office of
Management and Budget. - :

Reg ulatory F!exibilit y Aet

" not have a significant ecenomxc mpecl
on a substantial number of small entities
‘because they affect only individuals*
who are applying for title:II or title XVI
benefits based on disability. Therefore,
a regulatory flexibility analysis ag
provided in Pub, L. 96-354, the
Regulatory Flexrbthty Act, i not
required.

(Catalog of Federal Bomestie Asgsistance
Program No. 93.602, Disability Insurance.)

List of Subjects.
20 CFR Part 404
Admijnistrative practice and

~ procedure, Death benefits, Disabrlrt-y

benefits, Old-Age, S_ur\nvera. and
Disability Insurance. S

20 CFR Part 416
* Administrative practice and

' procedure, Aged, Blind, Dtsablhty '

benefits, Public assistance programs,

Supplemental Security Income. .

Dated: May 3, 1890.

‘Gwandolyn 8. King,
 Commissioner of Social Secrmty
.. Approved: August 9, 1890,

Louis W. Sullivan,

Secratary of Health and Human Servwes UGS

- For the reasons $#t out in the "'
Regulalions is amended to read as
follows:. o

PART 404—FEDERAL OLD-AGE,_ :
SURVIVORS, AND DISABILITY

INSURANCE (1960~ )

1. The authority citation for subpart P
of part 404 contmues to read as follows

Authonty Secs 202, 205(a), (b}, and.(d)
through (h), 218(i}, 221{a) and (i}, 222(c), 223,
225, and 1102 of the Social Security Act, as
amended; 42 U.S.C. 402, 405(a), (b), and {d)

‘ 'through (h). 415[1j. 421[8) .and @) Qz(c] .423.

425, and 1302; sec. 505(a) of Pub. L. 96-285, 94

. Stat, 473; sacs, 2{d)(2), 5, 6, and 15 of Pub, L.

-98-480, 98 Slat. 1797 1801, 1302 and 1808..

2 .Seetion 404.1520a is amended by
revising the second sentence. of
.paragraph {a) introducing text to read as

. fOIIOWs

§404 1520a Evaluation ‘ot mental

- Impairments.”

(a) * * * In additién, in evaluating the
severity of mental impairments for
.adults (persons age 18 and over) and in
persons under age 18 when Part A of the’
Listing of Impairments is used, a specral "
procedure must be followed by us at :

'preamble. rptirt 404, eubgart B, of Chapter =:I-‘ ¢ach leysl of adminsttative review. * * )

11 of title 20 of the Code of Federal .

x * * I v i o
‘ e ol R

- 3. Appendix 1 1o subpart P {Listing or

_ Imparrments) is amended by adding a

new paragraph before the last paragraph

- of the tntroductory text to read as
" follows;

The mental disorders listing i in Part B
(112.00) within 5 years. Consequently, the
listings in this body system will 1o longer be
effective on December 12, 1995, unless
extended by the Secretary or revisad and
promulgated again.
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" 4. Part A of the Appendix 1 [Listing of
Impairments) of subpart P {s amiended -
by revising paragraph A of listing 11.07
Cerebral Palsy to read as follows.

A, IQ-of 70 or-less; or

§. Part A of Appendix 1 {Llsting of
Impairments) of Subpart P is amended
by revising the second sentence of the
seventh paragraph of 12,000

- (Documenyation) to read as followa.
tr*ln this connection, it must be noted
that on the WAIS, for example, 1Qs of 70 and -
below are characteriStio of approximately.the
jowest 2 percent of the general popula- S
tion. * * .'

8, Part A of Appendix 1 (Listing of
Impau'mems] of subpart P is amended
by revising paragraph G of listing 12.05 -
Mantal Retardation and Autism to’ read
as follows:

C. A valid verbal, performanca or fuil scale

. 1Q of 80 through 70 and a physical ot other
. mental impairment imposing additional and. .
significant work-related limitation of .
functiom
OR

7.Part A 'of Appendlx 1 (Lxsting of
Impairments) of subpart P is amended
by revising the intraductory text of
paragraph D of listing 12.05 Mental
Retai"datmn and Autism to read a9 |

follows
* DA valid verbal, performance. or full
scale1Q of 80 through 70, or in the case of |
autism, gross deficits of social and
comnunicative skilla, with either condition
resulting in two of the following: :

8. Part B of Appendix 1 {Lxstmg of
[mpairmerits) of subpart P is amended .
by revising paragraph Biof lls!ing 109.02
to read as follows: . - - A

1, IQ of 70 or }ess, or

9, Part B of Appendix 1 (Listing of
Impalrments] of subpart P is amended
by revising the.last sentence of the firat
paragraph of A2 of 110.00 (Multiple Body -
Systems) to read as follows:

21* " See 112 00C.for a discussion of .
developmental milestone criteria and -
evaluahon of age-appmpmate activities.

- 10, Part B-of Appendix 1 (Listing'of _
Impairments} of subpart P is'amended
by revising paragraph B-of introductoty
text of listing 110.07 Multiple Body
Dysfunctlon to read as follows:

B. Mentdl iiipairment as describad under
the criteria in 112.05 or 112,12; or ‘

11, Part B of Appendlx 1 (Listing of
Impairments) of subpart P is amended
by revising paragraph B1 of listing 111.02
to read as follows:

LIQofror lass. or

12, Part B of Appendlx 1 (Llstmg of

children, There are disorders found in .
" children that havé no real dnajogy in.adults:
“ " hence, the differerices in the diagnostic'

Impairments] of subpart P is amended

by revising paragraph B1 of listing 111 07

Cerebral Palsy to redd as follows: ~
1.1Qof 70 or least; or i

13, Part B.of Appenchx 1 (Llsting of
lmpairments} of subpart P is amended:,
by revising paragraph B2 of hstmg 111 08
to read as follows:

2.1Q of 70 or least; or

14, Part B of Appendi® 1° (Lis!ing of
Impairments) of subpart P is amended
by revising 112,00, Mental and '

: i

Emotional Disorders. tc read as fol}ows. :

112.00 Mental Diuorde;s

A, Intraduc;wn iThe structure of the mantal
disorders listings for children under age 19 .
parallels the structure for the mental
disorders listings-for adults but is modified to
reflect the'presentation of mental diSorders i in

children, The listings:for mental disorders in ' *

children are arranged in 11 diagnostic

categories: Organic meptal disorders {112 02) .
schizophrenic, delusional {paramqid}. ET
< gchizeaffective, and other paychotic disorders

(112.03); mood disorders (112.04): mental
retardation (112.05); anxiety disorders
(112.00); somatoform, eating, and tic disorders
(112.07); personality disorders {112.08);
psychoactive substance dependerice

" disordera (112,08); autistic disorder and other

pervasive developmental disorders (112.10);
attention deficit hyperactivity disorder -
(112.11); and developmental and emotional
disorders.of newbom and younger infants
(112.12), :

There are significant differences between
the listings for adults end the listings for

categories for children. The presentation of

~'mental disorders in children, particulr ily the

vaty young child, may be subtle and «fa ™
character different from the signs nd

" symptoms found in aduits, For exumple,

findings auch as snparahon anxiety, failure to
inold or bond with the parents. or withdrawal
may serve as findings comparable to findings

activities appropriate to children. such as.
learning, growing, playing, matufing, and -

_ gchool adjustment. gre alsc différent from: the

activities appropriate to the aduit and vary
widely in tha different childhood stages.

Each listing begins with an 1ntroductory
- gtatement that.describes thewdisorder ‘or
disorders addressed by. the listing, Thisis -
followed [exce.ft in listmgs nip§ an 112 12).
by medical findings (pdrhgrap driteria),. (0
which, if sansﬁed Ibad to an assessment of
impairment-related functiondl limitatidns -
(paragraph B criteria). An individual will be

. found to have a listed impairment when the
. criteria of both paragraphs A and.Bof the
. listed impairment are, sansﬁed. TR

The purpose of the criteria in paragraph A

| s to substantiate medically the presence of a

particular mental disarder. Specific ;.-
symptoms and signs under any of the listings
112.02 through 112,12 cannot be conaidered in
{solation from the description of the mental

. that mark mental disorders in adults, The . .~

disorder contained at the beginning of each
listing category. Impailrments should be ;
analyzad or reviewed under the mental
category(les) indicated by the medical,

gs. .

Paregraph A of the liatings isa compoaite
of medical findings which are used'to
substantiate the existence of a disorder and '
may or may not ba appropriate for ¢hildren it
specific developmental stages. Howevar,a -
range of medieal findings is included in'the -
listings so.that no.age group is excluded. For
example, in lisfing 112.02A7, emotional - BN
liability and crying would be inappropriate

- criteria to appiy to older infants and toddlera. i

age 1 to attainment of age 3; whereas in
112.02A1, developmental arrest, delay, or.
regreasion are appropriate criteriy for older”

_ infants and toddlers. Whenever the

adjudicator decides thaf the requirenents of
paragraph A of a particular mental listing are

* satisfied, then that listing should be applied:

regardless of the age of the child to be
evaluated,” :

The puirpose of the paragraph B criterla is
to describe [mipairment-related functional

" limitation# which are applicable to children.

Standardization tests of social or cognitive
function and adaptive behavior are
frequently available and appropriate for the
evaluation of children and, thua, such tests

" ar@ included in the pamgraph B functional

parameters. The functional restrictions in
paragraph B must be the resuit of the mental’
disorder which is manifested by the medical -
findings in paragraph A.-

We have not'included separate C criteria
for listings 112.03 and 112.06, as are found in
the adult listings, because for the mogt part
wa do not bglieva that categories like
restdual schizophrenia or agoraphobia-are

- commonly found in children, Howevar, in

unusual casas where these disorders are .
found in children and are comparable to the
severity and duration found in adults, the o
adult 12,08C and-12.08C ‘criteria maybe uaed '
for evaluation of the cases. . - :
The structure of the listings for Manlal :
Retardation {112,08) and Developmental and
Empotional Disorders of Newborn and v
Younger [nfants (112.12) is different from that
of the other mental disorders, Listlng 112,05
[Mental Refardation) contains six sets of

.criteria, any oné of which. if satisfied, will -

result in a finding that the child's impairment-:
meets the listing. Listing 112,12
(Developmental and Emotional Disorders of -

.. Newborn and Younger Infants) contains five
" gtiteria, any one of which, if satisfled, will

result in a finding that'the infant's |
u'ppairmanf meets the Iisting. :

It must be remembered that these listings
are examples of common mental disorders
which are severe snough.to find a.child
disabled. When a child has a medically

_determinable impairment that is nat listed or

*"s-combination of impairments o one of

" ‘which meets a listing, w& will make & ‘
" medical equivalency determination. (See -

§% 404.1526 and 416.928.) This determination
can be espacialy important in older infants
and toddlers (age 1 to attainment of age 3] -
who may be too young for identification of a
specific diagnosis. yet demonstrate serious
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functional kimitations. Therefore, the

determination of equivalency is necessary to -~

the evaluation of any child's case when the’
child does not have an impairment that mests
a listing Y i

B. Need fov Medica] Evidence: The
existence of a medically determinable
impairment of the required duration must be
established by medical evidencq consisting of
symptoms, signa. and laberatory findings
(including psychological or developmental
test findings). Symptoms are complaints
presented by the child. Psychiatric signs are -
medically demonstrabile phenomena which
indicate spegific abnormalities of behavior,
affect, thought, memory, crientation, .
development, and contact with reality, as
described by an appropriate medical source..
Symptoma and signs generally cluster
together to constitute recognizable mental
disorders described in paragraph A of the
listings. These findings may be intermittant or
continuous depending on the nature of the
disorder.

C. Assessment of Seveu!y- In childhood
cases, as with adults, severity is measured
according to the functional limitations
imposed by the med:caliy determinabie
mental impairment. However. the range of
functions used to agsess impairment severity
for children varies at different stages of
maturation, The funictional areas that we
consider are: Motor function; cognitive/

- communicative function: secial function;
_parsonal/behavioral function; and

concentration, persistence, and pace. In most
functional areas, there are two alternative
methods of documenting the required level of '
severity: (1) Use of standardized tests alone,
whare appropnate test instruments are
available, and (2) use of other medical
findings. (See 112.00D for explanation of

- these documentanon requiréments. } The use

of standardized tests is the preferred method
of documentation if such tests are available,

Newborn and younger infants (birth to
attainment of age 1} have not developed
sufficient personal:ty differentiation to permit
formulation of appropnate diagnoses. We
have, therefors, assigned listing 112,12 for
Developmental and Emotional Disarders of
Newborn and Younger Infants for the
evaluation of mental disorders of such
children. Severity of these disorders is based
on measutes of development in motor,
cogmtive/coznmwucatwe. and social
functions. When older infants and toddlers
{age 1 to atiainment of age 3} do not ¢learly
satiafy the paragraph A criteria of any listing
because of inaufficient developmental
differentiation, they must be evalusted under
the rules of equivalency. The pnncnp]ea for
asaessing the severi!y of iffipairment in such
children, desciibed in the following
paragraphs; must be employed.

In defining the severity of functional
limitations, two different sets of paragraph B
criteria corresponding to two separate age
groupings have been established, in addition
to listing 112,12, which is for children who
have nat attained age 1. These age groups
are: older infants and toddlers (age 1 to
attainment of age 3) and children (age 3 to

yattainment of age 18). However, the

discussion below in 112.00C1, 2, 3, and 4, on
the age-appropriate areas of function, is -

broken down into four age groupings: older
infants and toddlers {age 1 lo attainment of
age 3), preschool children (age 3to
attainment of ‘age 8), primary school children
{age 8 to attainment of age 12), and .
adolescents (dge 1219 aitainment of age 18}..

“'This was done to provlde specific specific

guidanéa onthe ajge group variances in
disease mamfestallons and methods of
avaluatién,”

Where "riaiked" 13 used ay a atandard for
measuring the degre of limitation it means
more than moderate but less than extreme. A
marked hrmtstion may atise when several

-activitiéd or functions are impaired, or even

when only one is impaired, as long aa the

- degree of limitation 15 such as to interfere

seriously with the ability to function (based |
upon age-appropnate expectations)

-independently, appropriately, effectively, and
.on a sustained basis, When standardized

tests are used as the measure of functional

- parameters, a valid score that is two

standard deviations bielow the norm for the
test will be considered a marked restriction.

1. Older infants and toddlers (age 1 to
attainment of age 3). In thig age group,
impairment severity is assessed in three
areas: (a) Motor developmént, (b) cognitive/
communicative function. and (c) social
function,

a. Motor, developmen! Much of what we
can discern abput. mental furiction in these

. children frequently comes from observation

of the degree of developmient of fine and’
grosa motor function, Developmental delay,
a8 measired by a good developmental
milestone history confirmed by medical
examination, 13 gritical. This information will
ordinarily be available in'the existing
medical evidence from the claimant's treating
spurces and otHer medical sources,
.supplemented by lnforrnation from
nonmedical sources, such as parents, who .
have cbserved the child and can provida
pertinent historical information. It riay also.
be available from standardized testing. If the
delay is such that the older infant or toddler
has not achiaved motor development
generally acquired by children no more than
one-half the ¢hild’s chronologmal age, the
criteria aré satisfied.

b. Cogmt:ve/cammumcanve functmn
Cognitive/comniunicative function ig
measured using one of several standardized
Infant scales. Appropriate tests for the

 measure of such function are discussed in

112,00D. Care should be taken to avaid
reliance on screening devices, which are not
generally considered to be sufficiently '
reliabie instruments, although such devices
may provide some relevant data; however,
there will be cases in which the results of -
such tests show such severe abnormalities
that further testing will be unnecessary.

For older infants and toddlers, alternative
criteria covering disfuption in communication
as measured by their capacity to use simple
verbdi and nonverbal structisres to
communicata basic needs areprovided.

¢. Social function. Socidl function in older
infants and toddlers-s measured in terms of
the development of relatedness to people
{e.g.. bonding and stranger anxiety) and
attachment {0 animate or inanimate objects.
Criteria are provided that use standard social

maturity scales or alternative criteria that
describe marked impairment in socialization.
2. Pragchool children (age 3 to attainment

.of uge 6). For the age groups including
-~ preschool children through adolescence, the

functional areas used to measure severity
are: (a) Cognitive/communicative function, -
(b) social function, (c) personal/ behavmral
function, and (d) deficiencies of
concentration, persistencs, or pace resu]!.mg
in frequent failure to complete tasks in a

. limely manner, After 38 months, motor
-function is no longer felt to be & primary
- determinant of mental function, although, of

course, any motor abnormalities should be

. documented and evaluated.

a. Cognitive/communicative function, In
the preschool years and beyond. cognitive
function can be measured by standardized
tests of mtelhgence. although the appropriate
instrument may vary with age. A pnmary
criterion for limited cognitive function is a
valid verbal, performance, or full scale IQ of
70 or less, The listings also provide
alternative criteria, consisting of tests of
language development or bizarre speech
patterns.

b. Social function. Soclal function ig
measured by an assessment of a child's
relationships with parents, other adults, and
peers. These relaticnships are often observed
not only at home but also in preschoot
programs, where the child's interactions with
other children and téachers come under'daily,..
acrutiny.

c. Personalsbekavioral function. This
function may be measured by a standardized
test of adaptive behavior or by éareful I
description of maladaptive or avgidant
behaviors, These behaviors are often
cbsarved not only at home but alse in
preschool programs.

d. Concentration, persistence, and pace.
This function may be measurad through
observations of the child in the course of -
s}andardjzad testirig and in the course of
play

3. Primoary school children {age 6 to
attainment of age 12). The measures of
function hereare similar to those far
preschool-ehildren except that the test
inatruments may change and the capacity to
function in the school setting is supplemental
information. Stendardized measures of
academic achievement. é.g., Wide Range
Achievement Test-Revised, Peebody
Individual Achievement Test, ete., may be.
helpful in assedsing cognitive impairment.
Prpblems in social functioning, especially in

_ the area of péet relationships, ara often

obsgerved firsthand by teachers and school
nurses. As deacribed in 112.00D,
Documentation, school records are an
excellent source of information concerning’
fuiction and standardized testing and should .
always be sought for school-age children.

As it applies to primary school children,
the intent of the functional criterion
described in paragraph B2d, i.e., deficiencies
of concentration, pergistence, or-pace
resulling in failure to complete tasks in a
timely manner. is to identify the child who
cannot adequately function in primary school
becaise of a mental impatrment. Although
grades and the need for special education
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" placement are relavant factors which must be
c¢onsidered in reaching a decision under
paregraph B2d, they are not conclusive. There
is too much variability from school diatrict to
school district in the expected level of

_grading and in the criteria for special
"sducation placement to justify rahance sulely
on these factors.

4. Adolescants (oge 12 to attammem of age
18). Functional criteria parallel to thoge for
primary school children (cognitive/
communicative; social; personal/behavioral;
and concentration, persistence, and pace) ars
the measure of, severity for this age group.
Tasting instruments“appropriate to
adolescents should be used where indicated.
Comparable findings of disruption of sacial
function must consider the capacity to form
appropriate, stable, and lasting relationships.
if information is available about cooperative -
working relationships in school or at part-
time or full-time wazk, or about the ability to
work a8 a member of a group, it should be
considered when assessing the child's social
and personal/behavioral functioning.
Markedly impoverished soclal contact,
isolation, withdrawal, and inappropriate or
bizarre hehavior under the stress of
socializing with others alao constituta
comparable findings.

In adolescents, the ntent of the functional
criterion described in paragraph B2d is the
same &8 in primary school children. Howevasr,-
other évidence of this functional impairment
may al20 be available, such as from evidence
of the child's performance in wurk ‘or work-
lika settings. ;

D. Documentation: The presence of a
mental disorder in a child must be
documernited on the basis of reports from
accentable sources of medical avidence. See
§§ 404.1513 and 416.913, Descriptions of
functional limitations may be available from
thege sources, either in the form of
standardized test rasults in other medical
findinga supplied by the sources, or hoth,
(Medical findings consist of symptoms, signs,
and laboratory findings } Whenever possible,
a medical séurce's findings should reflect the
medical source's consideration of information
from parents or other conéerned individuals
who are aware of the child's activities of
daily living, social functioning, and ability to
adapt to different settings and expectationsa,
as well 43 the medical source's findings and
observations on examination, consistent with
standard clinical practice. As necessary,
information from nonmedical scurces, such
as parents, should also be used to supplement
the record of the child's functioning to
eatablish the consistency of the medical
evidence and longitudinality of impairment

 severity,

For somé newborn and younger infants, it
may be very difficult to document the
presence or severity of & mental disorder.
Therefore, with the exception of some genetic
diseases and catastrophic congenitai
anomalies, it may be neceasary to defer
making a dlaahility decision untfl the child
attains 3 months of age in order to obtain
adequata observation of behdvior or affect.
Sea, alsa, 110,00 of this parl. This period
could be extended in ¢ases of premature
infants depending on the degree of
prematunty and the adequacy of

documentation of their developmental and
emononal status.’

For irifarits and toddlers, programg of early
intervention involving otcupational, physical,

and speech therapists, nurses, social workers, .

and spécill educstors;.are a rich source of .
data. They can provide the devélopmental
thilestond évaluations and records on the fine ,

‘and gross motor functioning of these children.

‘This information is valuable and can
complement the medical examination bya
physician or psychologist. A report of gt
Interdiseipliftaty team that contains the
evaluatiqn and signature of an acceptable
medical sourcs |s considered aceeptable
medical evndence tather than aupplemental

. data,

In children with mental disorders,
particularly those requiring special
placement, school records ate a rich source of
data, and the required reevaluations at
specified time periods can provide the
longuudinal data negded to trace impairment
progression 6ver time,

In some cases whera the treating sources
lack expertise jn dealing with mental
disorders of children, it may be necessary to
obtain evidence from a psychiatrist,

psychologiat, or pediatrictan with experience

and skill in the diagnosis and treatment of

-mental disorders as they appear in children,

in these cases, howevaer, every reasonable
effort must be made to obtain the records of

-the trealirng sources, §ince thase records will

help establish a longitndinal picture that
cannot be established through a single
purchased examination.

A reference to standardized psychulogical
testing indicates the use of a paychological
test that has appropriate characertistics of
validity, reliability, and ndrms, administered
individually by psychologiat, psychialrist,
pediatrician, or other physician spacialist
qualified by training and experience to .
perform such an evaluation. Psychological
tests are bast considered as ssts of tasks or
questions designed to elicit particular
behaviors when prasented in a standard:zad
manner,

The salient characteristics of a gnod lest
are: {1) Validity, L.e,, the test measures what.
it is supposed ¢ measure. as déterminad by
appropriate methods; (2) reliability, i.e. . the

" consistency of results obteined over time

with the samé test and the same individual;
and {3) appropriate normative data, i.e.,
individual test scores must he comparable to
test data from other individuala or groups of a
similar nature, representative of that
population. In conaidering the validity of a
tast result, any discrepancies betiween formal
test results and the child's customary
behavior and daily activities should be duly
noted and fesolved. ™

Tests meeting the above requirements ate
acceptable for the determination of the
conditions contained in these listings, The
psychologiat, psychiatrist, pediatrician, or
aother physician specialiat administering the
test must have a sound technical and
professional underatanding of the test and be
able to evaluate the research documentation
related to tha intended application of tha test.

Identical IQ scores obtained from different
testa do not always reflect a similar degree of
intellectual l‘unciiomng The IQ scores in

listing 112,05 reflect values from tests of
general Intelligenca that have a mean of 100
and a standard deviation of 15, e.g., the
Waechaler serias and the Revised Stanford-
Binet scalea. Thus,IQ's below 60 reflect a

.~ lavel of intsllectual functioning below 99.5
.percent of the general population, and 1Q's of

70 and below are characteristic of
approximately the lowest 2 percent of the
general population. Qs obtained from
standardized tests that deviate significantly
from a mean of 100 and standard deviation of
15 require conversion to the corresponding
percentile rank in the general population so
that the-actual degree of impairment reflected

* by the 1Q scoras can be detérmined, In cases

where more than one IQ is custemarily
derived from the test administered, e.g.,
where verbal, performance, and ful] seale
IQ's are provided, as on the Wechgler series,
the lowast of these is used ih conjunction
with listing 112,05,

IQ test régults must also be sufficiently
current for acdurate agsessment under 112.05.
Generally, the results of IQ lests tend to
stabilize by the age of 16. Therefore, IQ) test
results obitained at age 16 or older should be
viewed aa 4 valid indication of the child's
current slatus, provided they are compatibie
with the child's current behavior. IQ test
results obtained between ages 7 and 16
should be considered current for 4 years
when the tested 1Q is less than 40, and for 2
years when the IQ Is 40 or above. IQ test
results obtained before age 7 are current for 2
years if the tested 1Q is less than 40 and 1
year if at 40 or-above.

Standardized intelligence test results are
esgential to'the adjudication of all cases of
mental retardation that are not covered under
the provistons of listings 112.05A, 112.058,
and 112.05F, Listings 112.05A 112.05B, and
112.06F may be the bases for ad]udicating
cases where the regults of standerdized
intelligence tasts ate unavailable, e.g., where
the child's young age or condition precludes
formal standardized testing.

In conjuncticn with clinical examinations,
sources may report the resuits of screening
tests, i.e., tests.used for grosa determination
of lavel of functionimg. These tests do not
have lu% validity and religbility and
generally are not considered appiopriate
primary gvidence for disability
determinations, Thess screening instruments
may be useful in uncovering potentially
serious impairmenits, but generally must be
supplemented by the use of formal,

_ standardizad psychological testing for the

purposes of a disability determination, unless
the determinatioh is to be made on the basis
of findings other than psychalogical test data;
howaver, there will be cases in which the
reguits of screening tests show such obvious

" abnormalities that further testing will clearly

be unnecessary.
Whers reference is made to developmentai

_ milestones, this is defined as the attainment

of particular mental or motor skills at an age-

"appropriate level, i.e., the skills achieved by

an infant or toddler sequentiaily and within &
given time period in the motor and
manipulative areas, in general understanding
and social behavior, in self-feeding, dressing,
and toilet training, and in language. This is
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sometimes expressed as a deveiopmentel :
quotient (DQ), the relation batween it
developmental age and chronological age as
detarmined by specific standardized :
measurements and.observations.’ Such tests
includa, but are not limited to, the Cattell .-

" Infant Intslligence Scale, the Bayley Scales of

Infant Development, and the Revised
Stanford-Binet. Formal tests of the attainment
of developmentul mileatones are generally '

used in the clinidal setting for- determination )

of the developmental status of mfantp end

‘toddlers.

Formal peychcloglcal tests oi cognitive
functioning are generally in use for praschool
children;-for primary school children, and for

adolescents except for those metances noted

below. . =

Excepu:ma to formai standardized
psychological testing may be coneidered
when:a psychologist, psychiatrist, - -
pediatrician, or other physician specialist -

‘who is qualified by training and experience

to perform.such an evaluation is not readily
available. In such instances, appropriate
medical,/historical, social, and atheri -

information must be rev:ewed in arrivir.g ata

determination. :

Exceptions may also be considered in the
case of ethnic/cultural minorities. where the
native language or culture is not principally
English-speakirig.In such instances;
psychological tests that are culture-free,. auch
a¢ the Leiter International:Performance Scale
or the Scale of Multi-Gulture Pluraligtic
Assessment (SOMPA} may be substituted for

- the standardized lests described above.:Any

required tests must be administered in the.
child's principal language. When this is.not
possible, appropriate. medical, historical,
soclal, and gther information must be

. reviewed in arriving at a determination.

Furthermore, in.evaluating mental ...
impairments in children from:a different
culture, the best indicator of-9everity is-often
the level of adaptive functioning and how the
child pert‘orms activities of dalty living and -ve
social functioning.

"“Neuropsychological testing refers to' tha
admimstratnon of standardized tests that are’
reliable and.valid withrespect ta assessing
impairment in brain functioning. It Is

‘intended that the psychologist ar.psychiatrist

using these tests will be able to evaluate the
following functions: Attention/ concentratton.
problemnitsolving, language, memory, motor, °
visual-motor and visual-perceptual, laterality,
and genetal mteillgence (if not prewoualy )
obtained). -

E. Effect of Hospitdlization‘or Residential

Placement: As with adults, children with
mental disorders may-be placed in a variety
of structured settings qutside the Roime as

part of théir treatment. Such settings include, -

but are not limited to, psychiatric hospitals,
developmental disabilities facilities,
residential treatment centers and schools,
community-based group hémes, and '
workshop facilities. The réduced mental
demands of such structured settings may
altenuate overt aymptomatology and ©~ - -
superficially make the child's level of
adaplive functioning appear better than if'ls.
Therefore, the capacity of the child to -
function outside ‘highly structured settings -’
must be considered in evaluating impairment

severity. This {s done by dt et'mih:  the
degree to which the chlfd
upon age-appropridte exPectations]
independently, approptiately, efféctively,.and
on a sustained basis outside the highly "
structured seiting. '
On thé other hand, thérs o may He a vanety
of causes for placement of g child in a ‘
_ structifed setting which may or may notbe
du-ectiy related to impairment severity and
functional ability, Placement in a strutured

setting in and of itself does not équate with-a
. finding of disability. The-séverity of the '

impairment must be compared:with the

-requirements of the approprigte heting.
F. Effects of Medication: Attention muat be ‘

given to the effsct of médicatidn on the ™
child's signa, symptoms, and ability to

" function. While psychoactive medications <~

may control certain primary manifestations
of a mental digorder, e.g.-hallucinations, . -
impaired attention, restiessness, or.
hyperactivity, such tregtment may or may not

. affact the functional, limitations imposad by

the mental disorder, In cases where overt
symptomatology is attenuated by the-
psychoactive medications, particular .
attantion must be fogused on the functional

_limitations,which may persist. These
" "functional limitations must be considered in-

assessing impajrment severity."
Psychotropic medicines used in the

treatment of some mental illnesses may.

cause drowsiness, blunted affect; or other - :

" side effects involving other body systems..

Such side effecta must be.gonsideredin .

evaluating overall impairment severity.:

ki

- 1120 Category of lmpalrments. Mental

112.02 Organic Mental D:aarders.
Abnormalities in perception, cogmtion. affect.
or behavior associated with dysfunction of
the brain. The History-and physical: " ¢

-examination or laboratory tests, in¢luding

psychological or neuropeychological tests,
demonatrate or suppoit the presencs of an

< organi¢ factor judged-to be eticlogically !
rejated to tha:abnormal nlental state and
agsociated deficit or loss of specific cognitive

" abilities, or affective changes, or loss of

previously acquired functional abilities.:
The requ:red level of severity for those
disorders is met when the requirements in

_both A and B are satisfied,

A, Medically docimeiited pemstence of at
- appropriate standardized psychlogical tests, .

'leaet one-of the following; '

1. Developmental arrest delay or
regression; or ‘

2, Disorientation to time and p_tace. or

3, Memory impairment, either shopt-term.
(inability to learn new information),
intermediata, or long-term (inability to
remember information that was known .
sometime in the past); or

4, Perceptual or thinking distu:bance [e -
hallucinations, delusions, llluslona. or
paranoid thinking); or

5. Disturbance in personahty (e.g. apathy.' -

hostility};or . -\,

8. Disturbance in mood {e:g. mania,
depression); or

7. Emotional liability (e.g. sndden crying]:
or

‘8. Impairmént of impulse control (e. g

'disinhibited social behavior, exploatve

temper outbursts); or;

can function _[based'

9. Impairment of cogmtive function. as
msasured by clinically timely standardized
psychological testing: or

10. Disturbange of; concentratmn. attention.
or]udgmem.,‘ O TN P R

B. Seiect the appropriate age group to.

- evaluate the, severity of the impajrment:

1. For‘6lder’ mfar;ts and.: toddlers (age 1.tg
attainment of ege 3]. resultmg in'at leaat qne
of the iollowmg

a. Gross or f‘me motor development ata.
level genérally acquired by.children no more
than one-half the child's ch:onological age, -
documented by: .

(1) An appropriate standardmed test: or.

{2} Other medigal findings (see 112.00C);.or

b. Cognitive/communicative function ata -
level generally acquired by children no more * =

. than one-half the child’s ch:onomgtcai age.
S documented by: :

{1) An appropriate standard:zed test' or’
{2) Other medidal findings of eqmvalent

. cognitive/communicative abnormality, suck

as the Inability to use simple verbal or
nonvérbal behavior to communicate basic

‘needs or coficepts; or

¢. Sacial function at a level generally
acquired by children no more than one-half -
the child's-chronological age, documented by:

(1).An appropriate standardized test; or

(2) Other medical findings of ah equivalent
abnormality of sozial functioning, :

" exemplifiéd-by:sericus inability to achieve

age-appropriate autonomy as manifested by~
‘excessgive clinsmg or extreme separation

anxiety; or:

d. Attainment of deveioﬁment or functmn .
generally dequired by children no'mora than
two-thirds of the child's chronclogical: age in
two of inore areds covered by a., b or c.,' as

‘measured by a' appropriate stendartitzed

test or other apbropnate medical findings,
2. For'childrefi {age 3'to attainment of age’

18), resulting in at least two of the following:

a. Marked 1mpamneﬂt in age- eppropnate
cognitive/communicative function, .

- documented by medicat findings (including

conmdaratmn of hlstoncal and other
informiativh from parents or other, indi\rlduale

“who have iumwiadge of the chiid when such

information'is needed and aveltable) and
including, if necessary, the results of

or for childfen under age 8, by appropriate

“tests of language and communication;.or

b. Marked. impairment in age-appropriate’”
social funeﬂomng. ‘documented by history
and meglical findings (including consideration
of information from parents or other
individuals who have knowledge of the child,
when such information is needed.and =~ .
available} and including, if necessary, the
results of appropriate standardized tests; or

¢. Marked impairment in personal/
behavioral function, as evidenced by:

{1) Marked restriction of age- appropriate
activities of daily living, documented by

- history and médical findings (including

consideration of mformatmn from parents or
other individiials who have knowiedge of the
child, when such information is needed and

’avallable} and Including, if necessafy,

appropriate standardized tests; or



51234 Federal Register / Vol. 55, No. 239 / Wednesday. December 12, 1990 / Rules and Regulations |

(2) Pemistent gerious maladaptive .
behayiors destructiva to gelf, others, animals,
or property, requiring protacuva lnlerventlon'

d. Deficiencies of concnnlratlon.
persistence, or pace resulting infrequent
failure to completa tasks in a timely manner.

112.03 Schizophrente, Delusional
(Paranocid}, Schizoaffective, and Other
Psychotic Disorders: Onset of psychoﬂc
features, cheracterized by a marked
disturbanice of thinking, fe
with deterioration from a previous level of

functloning or fsilii¥e to achieve the expel:ted )

level of social functioning. -

The required:level of severity for thess
disordera is met when the requirements in
both A and B are satisfied, _

A. Medically documented persistence, for
at least 8 months, either continuous or
intermittant, of one ‘or more of the following:

1. Delustons or hallucinations: or

2.'Catatonic, bizarre, or other grossly
disorganized behavior; or .

3. Incoherence, loosening of agssociations, .
illogical thinking, or poverty of content of
speech;or -

4. Flat, blunt, or tnappropriata effect; or

5. Emotional withdrawal, apathy, ot
jsolation; L L

B. For oldar infants and toddlars (age'ito
attainment of age 3), resulting in at least one
of the appropriate age-group criteria in
paragraph B1 of 112.02; or, for children {age 3
to attainment of age 18), resulting in at léast .
two of the appropriate age-group criteria in
paragraph.B2 of 122.02. - . -

11204 Mood Disorders: Characterized by
a disturbance of mood (referringtoa . .
prolonged emotion that colors the whole
psychic life, generally involying either
depresqion or ejaljon), acgompanied by a; fujl
or partial, pmqlc or depressive syndrome. .

The raquired lavel of severity fo;- these .
disorders i met when the requirements in.
both A and B are satistied. 0

A, Mediéaily documented persiatence, ,.
either continuous br {ntermnteni of orie of
the following: .

1. Major dapressive syndromé,_ -

- characterized by dt least five of the followmg.‘ .

which miilat include either dapressed of
Irritabie hood or markadly dlminiahad
interast or pleas i

a. Depressed of irritable maod; or

b. Markédly difinished interest or pleasure
in almost all activities; or

c. Appatite or weight iridrease or decrease, .
or failure to maksexpected weight gains: or

d. Sleep disturbance; or

+ &. Psychomotor agitation or retardation: or

f. Fatigue or loss of energy: or

g..Fdelings of woithlessness or guilt or

h. Difficulty thinking or conceéntrating: or

i. Suicidal thoughts or acts; or ~

{. Hallucinations, deluslons. or paranoid
thinking;

OR

2. Manic syndrome characterized by
elevatad, axpansive, or irritable mood, and at
least three of the foilowing:

a. Increased aclivity or psychomotor
agitation: or

b. Increased talkatwanesa ar pressure of
speech; or

eeling, and behavior,

scale IQ of 60 through 70 and a physical or
* and significant limitation of functlon' .

G Fliaht of ideaq or aub;ectively
experienced gacing thoughts; or .

d. Inflated self-estesin or grandiosity; or

e. Dacreased need for sleep; or " o

. Easy distfactibilify; or =

g. Involvemant in activities that have a high'

polential of painful consequencas which are
not recognized; or”
h. Hanncinauoha. delusmns. or paranoid

OR . '
i Bipolar. or cyclothymic ayndrome with a.

history of episodic perjods manifested by the .

full symptomati¢,picture of both manic and -
depressive syndromes (and currently or most
recantly characterized by the full or partial

symplomatic pictu:e of etther or both

syndromes]
AND

B. For older infants and toddlers [age 1'te
attainmetit of age 3), tésulting'in at Ieast orig
of the appropriate age-group criteria in
paragraph.BY of 112.02;:61. for children {age 3
to attainment of age 18), rédilting'ini &t least
twa of the appropriate- age-sroup ctiteria in
paragraph B2 0f 112,02, - - :

112.08 Merital Retardauon. Characterizad
" by significantly subaverage genaral R

intellectual functioning with deﬁolts In

adaptive functioning: - - e

The required level of severily for thia
disorder is met when the requirements in A, '

. B, C,D.E or F are satisfled: "

A. For older infants and todd!ars fage1 to
attainment of-age.3), resuiting in at least one
of the appropriate agé:group criteriain = -

paragraph B1 of 112.02:.or, for children (age 3

ta attainment of age. 18), resulting In at least .
two of the apprcpnate age-group criteria in

) paragraph Bz of 112.02.

OR

“- B. Mentsl incapaoity,evidenced by .o
:dependence upon otheys, for,personal needs

(grossly in exgess of ageappropriate. .
dependance) and inability to follow - - f -

31 .- girections such that.the uae of standardizedir::

measures of intellectual funuuonlng is-

" precluded; - . .-
C. A valid verbal, performanca. or full auala ‘
1Q of 50 o le!s-‘ : ‘
OR

D. A valid verbal, parformanca. or full

other mental impairment imposing additional

OR o
E. A valid vérbal, parforhaance. of full acale

1Q of 60 through 7 anid: -

1. For older infants and- toddlars (agelto ~

' attainment of age 3), Fésultihg in attainment’
“of development ar function generally ~ °

acquired by children no more thar twa-thirds
of the child's chranologival age in either
paragraphs Bla or Blc of 112.02;.0r

2. For children (age 3 to attainment of ageé”

" 18}, resulting in at least one of pp;asraphs

Bzb or B2¢ or B2d of 112.02;

"OR

| F. Select the appropnata age group
. 1. For older infants and teddlers (age 1 to
attainment of age 3). resulting in attainment
of davelopmsm of function generally

. acquired by. children no more than two-thirds -~

of the child's chronological age in paragraph
B1b of 112,02, and a physical or other mamal
impairment imposing additionat and RS
smﬂﬁcant llnﬂtatmns of function.

OR im oy

2 For children (8563 to attamment ‘of age .

' 18), resulting in the satisfaction of 112.02B2a, .
- and'a physical or other mental impairmenit .

imposing additiona} and significant -

: li.mitahons of function.

112.08 Anxisty Disorders: In' these

disorders, anxiety is either the pradommarit p

disturbance or is experienced if the
individual attempts {o mastet symptoms, e.g..
confronting the dreaded object or situation in
a phobic disorder, attempting to go to school-
{n a separation anxiety disorder, resisting the
obsessions or compulsions in an obsessive

or peers in avoidant disorders,. : :
The required level of severity for these::

“diaorders.is met.when the reql.uremems in :
* both A and B are gatisfied...

A. Medically documented findings of at

'least one of the following:

1. Excessive anxjety manifested when the
child is separated, or separation is * -
lhreatened. from a parent of parem aun-ogate.

.ar

2 Excesswe and perslstent avoidance uf
sirangers;or - - .. e

3. Persistent um'ealisuc or excessive
anxiety and worry {apprehensive -

expectation), accompanied by motor tension,
‘autonomic hyperacuvaty. or vigxlanca and C

scanning; or- .
4. A parsistent 1rranonal fear of a specific

- object, activity, or situation which: resulta ine

compelling dasire to avoid the dreaded
object, activity, or situation; or Co

. i 5. Recurrent sévere panic attacks,:
manifested:by a sudden unpredictable onset -

of intense apprehension, fear, or terror, oftan

.with a sense of impending doom, ocoiirring on’

the avetage of atleast'once a week; or

6. Recurrent obsessions or compulsions
which:ate-a source of marked distress: or

7. Recurrant and’intrudive recollectioiis of a
‘traumatic experience, including dreams, -
which are a source of m‘a’rk’sd dfat’reae;

- AND

" B, For older infants and toddlars (age 1 to . B
_ attainment of age 3], resultmg in at least one

of the appropriale age-group ctiteria in

paragraph B1 of 11202 or, for children (age 3 ..
" . to attainment of age 18}, resulting in at least
" two of the appropriate age-group criteria {n -
_paragraph B2 of 112.02.
o, 11207 .S’amataform. Eating, and Tic

Disorders: Manifaated by physical symptoms

. for which there are no demonstrable arganic

findings or known physiologic mechanisms;

or eating or tic disorders wnh physical . . -

manifestations. S
“The required level of seventy for these

disorders is met whien the requirements in .

both A and B are satisfied. .

A. Medically documented findings of one of
the following: .
.. 1. An unrealistic fear and perception of
fatneas despite baing.underweight, and. .
persistent refusal to maintain & body -welght- .

which is greater than B85 percent of the

" compulsive disorder, or confrontmgstrangera
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average weight for height and age, as shown
in the moast recent edition of the Nelson
Textbook of Pediatrics, Richard E, Behrman
and Victor C. Vaughan, [II, editors,
Philadelphia: W. B. Saunders Company; or

2, Persistent and recurrent involuntary,
repetitive, rapid, purposeless motor
movsments affecting multiple muscle groups
with multipls votal tics; ar

3, Persistent nonorganic disturbance of one
of the following:

a. Vision; or

b. Speech: or

¢. Hearing; or

d. Use of a limb; or

. Movement and ita control (e.g.,
coordination disturbance, psychogenic
geizures); or

f, Sensation (diminished or heightened); or

g. Digestion or elimination; or

4, Preoccupation with a bellef that one has
a serious disease or injury;

AND

B. For older infants and toddlers (age 1 to
attainment of age 3], resuiting in at least one
of the appropriate age-group criteria in
paragraph B1 of 112.02: or, for children (age 3
to attainment of age 18), resulling in at least
two of the appropriate age-group criteria in
paragraph B2 of 112.02.

112.08 Personality Disorders: Manifested
by pervasive, inflexible, and maladaptive
personality traits, which are typical of the
child's long-term functioning and not limited
to discrete episodes of illnesa.

The required level of severity for these
disorders is met when the requirements in
both A and B are satisfied.

A, Deeply ingrained, maladaptive patterns
of behavior, associated with one of the
following:

- 1. Seclusivenesa or autistic thinking; aor

2. Pathologically inappropriate
suspiciousnass or hostility; or

3. Oddities of thought, perception, speech,
and behavior; or

4, Persiatent disturbances of mood or

. affect; or

5. Pathological dependence. passwity or
aggressiveness; or

8. Intense and unstable interpersonal
relationships and impulsive and exploitative
behavior; or

7. Pathological perfectionism and
inflexibility;

- AND ,

B. For older infants and toddlers (age 1 to
attainment of age 3), resulting in at least one
of the appropriate age-group criteria in
paragraph B1 of 112.02; or, for children {age 3
to attainment of age 18), resulting in at least
two of the appropriate age-group criteria in
paragraph B2 of 112.02.

112,09 Psychoaclive Substance
Dependence Disorders: Manifested by a
cluster of cognitive, behavioral, and
physiologic symptoma that indicate impaired
control of psychoactive substance use with
continued use of the substance despite
adverse consequencea.

The required level of severity for these
disorders is met when the requirements in
both A and B are satisfied.

A, Medically documented findings of at
least four of the following:

1.-Substance taken In larger amounts or
over a langer period than intended and a
greal deal of time is apent in recovering from
ity effects; or

2. Two or more unsuccessful efforts to cut
down or control use; or

3. Frequent intoxication or withdrawal
symptoms interfering with major role
obligations; or

4. Continued use despite persistent ar
recwrring social, psychological, or physical
problems; or

5. Tolerance, as characterized by the
requitement for markedly increased amounts
of substance in order to achieve intoxication;
or ’

6. Substance taken to relieve or avoid
withdrawal symptoms;

AND

B. For alder infants and toddlers (age 1 to
attainment of age 3), resulting in at least one
of the appropriate age-group criteria in
paragraph B1 of 112.02; or, for children {age 3
to attainment of age 18}, resulling in st least
two of the appropriate age-group criteria in
paragraph B2 of 112.02,

11210 Autistic Disorder and Other
Pervasive Developmental Disorders:
Characterized by qualitative deficits in the
development of reciprocal social interaction.
in the development of verbal and nonverbal
communication skills, and in imaginative
activity. Often, there is a markedly restricted
repertoire of activities and interests, which
frequently are stereotyped and repelitive.

The required level of severity for these
disorders is met when the requirements in
both A and B are satisfied.

A. Medically dosumented findings of the
following:

1. For autistic disorder, all of the following:

a. Qualitative deficits in the development
of reciprocal social interaction; and

b. Qualitative deficits in verbal and
nonverbal communication and in imaginative
aclivity: and

¢. Markedly restricted repertoire of
activities and interssts;

OR )

2, For pervasive developmental disorders.
both of the following:

a. Qualitative deficits in the development
of social interaction; and

b. Qualitative deficits in verbal and

nonverbal communjcation and in lmagmanve

activity;
AND

B, For older infants and toddlers {age 1 to
attainment of age 3), resulling in at least one
of the appropriate age-group criteria in
paragraph B1 of 112.02; or, for children (age 3
to attainment of age 18}, resulting in at least
two of the appropriate age-group criteria in
paragraphs B2 of 112,02,

112,11 Attention Deficit Hyperactivity
Disorders: Manifested by developmentally
inappropriate degrees of inattention,
impuisiveness, and hyperactivity.

The required level of severity for these
disorders iz met when the requirements in
both A and B are satisfied. :

A. Medically documented hndmgs of alt
three of the following:

1. Marked inattention; and

2. Marked impuisiveness; and -

3. Marked hy'peractlvny. E

AND v gL b i

B. For oldér infants and toddlery Eage 1 to’
attainment 6f age 3), rasulting in &t ledst one
of the appropriate age-group criteria in R
paragraph B of 112, 0% 01, for children (age 3. ,
to attairiment of age 18), resulting inatleast ... ..
two of the appropnate age group cntena i
paragraph'B2 of 112:0%"

11212 Developmental and Emotmna) R
Disorders of Newborn and Younger infonts. . .
(Birth to attainment of age 1) Developmental
or emotional disorders of infancy are
evidenced by a deficit or lag in the areas’of -
motor, cognitive/communicative, or-sogial /i - ..
functioning, Thﬁesg disorde;s may. he zelated .1y
either'te ‘organic or to functional factors orto..
a combination’of these factars.

The ¥ediiired lavel of & severity for these
disorders is met when the requnrements of A
B, C. D, or Eate satisfied: "« =

A, Cognitive/communicative func:mnmg
generally acquired by children no mote than
one-half the child's.chronological age,as ..
documenteéd By appropriate medical findings
(e.g. in infants 0-8 months, markedly’
diminished variation in the production or
imitation of sounds and severe feeding
abnormality, such as probiems with sucking
swallowing, or chewing) including, if
necessary, & standardized test;

OR

B. Motor development generslly acquired
by children no more than one-haif the child's”
chronological age, documented by .
appropriate medical findings, including if
necessary, a standardized test;

OR

C. Apathy, over-excitability, or fearfulness,
demonstrated by an absent or grossly
excessive response to one of the following:

1. Visnal stimulation; or

2. Auditory stimulation; or

3. Tactile stimulation;

-‘OR

D). Failure to sustain social interaction on
an ongoing, reciprocal basis as evidenced by:

1. Inability by 8 menths to participate in
vocal, visual, and motoric exchanges
(including facial expressions); or

2, Failure by 9 months to communicate
basic emotional responses, such as cuddling
or exhibiting protest or anger; ar

3. Failure to attend to the caregiver's voice
or face or to explore an inanimate object for
a period of time appropriate te the infant's

: .L'n ‘{‘u Pite

Tyl

4

.age; . .

OR

E. Attainment of developmental or function
generally acquired by children no more than
two-thirds of the child's chronglogical age in
1w of more areas (i.2., cognitive/
communicative, motor, and social),
documented by appropriate medical findings,
including if necessary, standardized testing.

PART 416—SUPPLEMENTAL

* SECURITY INCOME FOR THE AGED,

BLIND, AND DISABLED

* 15. The authority citation for subpart I
continues to read as follows:
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Authorily- Seca. 1102, 1614(8]. 1169, ‘1031 (a)
and {d}(1), and 1833 of the Sccial Secutity -*
Aot; 42 U.8.C. 1302, 1382¢c(a), 1382h, 1383 (a]
and (d}(3), and 1383b; sega. 2, 5, 8,.and 15 of -
Pub. L. 93-4&0. 95 Slat 1794. 1801, 1802, and
1808, , R

16/ Section 4‘16.920a 1s amended b'
revising the second sentence of .-
paragraph (4} introductory taxt to; read
ag follows; . .- .. .

§ 416.9208 * Evaluation of mental
impalrments -

(a) =% In addllion. in evaluating the o
severity. of mental impairments for =~
adults: [ﬁergous age'18 and over)’ and in’ ..
persons undet age 18 when part A of the
Listing of Impairments is used; a.special
procedure must be followed by us at. -
each level of admmxstrative revlew.\ .

L T .

- t_,{..' “.". .’t. -

[FR Doc. 90-25744 F‘iled 12—11—-90 8'45 am]
" BILLING CODE 419@—:9-!4

sy

Lo -

s pie i




e _SUMMARY.OF NEW LISTINGS o
. .. 'FOR:DOWN SYNDROME AND |
OTHER semous HEREDITARY (CONGENITAL, OR ACQUIRED DISORDERS

THE REVISED REGULRTION CONTAINB TWO NEW LIBTINGB:

Q' LISTING 110,06 -FOR THE EVALUATION ‘OF DOWN BYNDROME ; Serla
i ?"o*‘f - LYSTING 110.07 FOR OTEER snnz‘oua HERBDITARY, CONGENITAL, on :
‘!,' 'ACQUIRED DISORDERS REANE o SR R
anvIoUs 'RULES . i L G
In the past, most children with Down Syndrome and other congenital
acquired or heredltary conditions were evaluated primarily under the:

“mental listings. = Héwever, many of these children also have problems

"involving other body systems such as the musculoskeletal,
cardiovascular, or neurological body systems. Therefore, the effect
of such disorders:needed to be assessed under. the med1cal oriterla in
the listing for that body" system as well.. RN ‘ L

NEW RULES (Publlshed in Eedezg; Eeglstgr, December 12 1990)

.

" Now there are specific listing criteria for .Down Syndrome and. other

serious hereditary, congenital, -or acquired dlsorders.
NGB-C cmz-uuwp no" YSTEM 10.

‘rLISTING 110 06 - DOWN BYNDROHE (EXCLUDING MOSAIC DOWN BYNDROME)

A child meets this 1listing when.the diagnosis of non-mosaic Down

Syndrome is established by both c¢linical and laboratory findings.

. Documentation must include: - _ , _

o Confirmation of a positive d;agnosis
--clinical description AND

- .. ==definitive 1aboratory tests; i. €. chromosomal analy51 .

o :Medical evidénce. that is persuasive that a p051tive diagnosis has

- been confirmed by. lab, testing is acceptable in lieu of a copy of

the actual report.. , Co

LISTING 110.07 - HEREDITARY, CONGENITAL, OR ACQUIRED’CONDITiON .

This listing is for claims involving multiple body. dysfunction due to
any confirmed hereditary, congenital, or acquired condition. Some

- .examples of these conditions. are, (but not exc1u51ve) :

~. 0 . Mosaic. Down Syndrome' _ R S

,o_Fetal alcohol . .syndrome .

© Phenylketonuria (PKU)

0 Severe, chronlc neonatal 1nfectlons

Again, the d;agnoszs mugg beuconfirmed by both cllnxcal and laboratory
. findings. — o o

L B IOffnce'gf Drsablhty. ‘
Office of Medical Evaluation
- December 27, 1990



.-'

ven UMMARY OF _C GES IN REVISED CHILDHOOD MENTAL LISTINGS

The medical criteria in Section 112 00 of the Listing of Impairments which
are located in Part B of Appendix 1 of Subpart P of Part 404 of title 20 of
the 'Code of Federal. Regulations were revised by publication 6f final e
regulations in the Federal Register, December 12, 1990. We will llst the
revisions and in somne cases show what the old 1isting displayed.

AC

Y s 3

We updated the medical: terminology because we wanted the reVlsed
Cchildhood Mantal listings to reflect the-:terminology currently used by
mental health professionals who treat children.. : The :source. used is
the Revised Third Edition of the American Psychiatric Association's
Qiggggg;gc an ti anua of e tal iso ers--the -DSM- III -R.
o e Fat
There are more Childhood Mental listings making it more. specifically
related to distinct types «©f mental:discorders. . &ince -fewer conditions
are included under the same listing  there is an increase in the . .
nunber of listings from four to eleven. - Many of.the titles of the.
revised listings-are-the' same ‘as or very similar to. the ones in .the-
adult mental listings. A quick review of the Childhood Mental

listings is as follows.
oo b . o

112,02 Disorders - This is revised:from the old
b 112.'02. ‘It covers the same impairments:though that
were under the old listing.
” 112.03 Schizoghrenic. Delusional (Paranoid), Schizoaffective,
Lt ’F‘, and other Psychotic Disorders -~ It ‘now addresses-all:of
the disorders which are listed in the title. '

PN

112.04 j ugod D;sorders - It covers what the*title says'-- nood
disorders {also known as "Affective Disorders")
112, 05 ‘Mental netardation -~ Has the same title as the former
1 1isting '112,05. The listing has been expanded from
‘ 3 paragraphs to 6 and the upper IQ limit has becn
raised from 69 to 70.

112§pofr:’“'xiet* Bisorders ~ This is a new listing covering
L ‘ _anXiety disorders speCific to children.

' . : 8 - ThlS ‘is - new fo'
Childhood Mental. 1It's a little broader than the adul:
listing Hew listing 112.07 ‘covers’ ‘underone heading
various mental disorders which have ghys cal
manifestations, such as anorexia nervesa.

112.07

112.08 "ggrsonalitv Diso¥ders' = New listing 112.08 addresses
personality disorders. The features of these’ disorder.
are pervaSivea inflexible, and maladaptive personality
traits thatoareltypical of a child's long-term

‘functioning and not*limited to discrete episodes of
~+illness.. e :

112.09 PsthdactiVe Substance Degendence Disorders - This neow
listing is different from the current adult listing.
The childhocd listing is a stand-alone. It has its cu:
diagnostic criteria which are based on those in the
DSM-III-R. ' _



.. 112.10 Autistic bDisorder and Other Pervasive Development
Disorders - This new listing covers disorders

) ‘ characterized by qualitative deficits in development of
reciprocal social interaction, in the development of
verbal and nonverbal communication skllls, and
1maginat1ve activity.

112.11 Attention Deficit Hyperactivity Disorder - This is a
new listing for children with Attention Deficit

J Hyperactivity Disorder. The essential features of this
v ‘ disorder are developmentally inappropriate degrees of
inattention, impulsiveness, and hyperactivity.

‘ 112.12 _ Developmental and Emotional Disorders of Newborn and

' " Younger Infants (Birth to Attainment of Age 1) - This
new listing addresses very young children who have not
developed sufficient personality to permit the
formulation of an appropriate diagnosis. This listing
also contains criteria for evaluatlon of functional
deficits in infants.

C. Most of the listings have paragraph A and paragraph B criteria.
. Paragraph A criteria are diagnostic because they are used to
i substantiate the mental disorder described in the capsule definition,
Paragraph B criteria on the other hand contain the functional e
requirements of listing-level severity. To avoid unnecessary
P duplication, the "B" criteria are set forth only in Listing 112.02,
‘“J but apply to’ all listings with "B" criteria. *

D. Another smgnlflcant change are the 3 sets of functional criteria:
- Set 1: <¢hildren Under Age 1:

- Set 2: Children Aged 1 to 3: e e

| sét 3: cChildren Aged 3 to 18. R

Py .

E. There are 4 Domalns or Functional Areas covered in the age group . 3 te
& _‘awls, as: spec1f1ed in paragraph B2 of listing 112.02: o
’ S I+ - Cognitive/Communicative:
' 2. Social; ,
. 3. Personal/Behavioral;
4. Concentration, Persistence, and Pace.

. F. In the Introduction, to better clarify age-appropriateness, childron. .
in the age groups of Age 3 through 18 are divided into 3 groups:
Preschool Age 3 to 6: :
Primary School Age 6 to 12;.
’ Adolescent Age 12 to 18.

G. The functional criteria for children in the age 1 to 3 group are
expressed in terms of developmental delay. The domains as specific
in paragraph Bl of listing 112.02 are: '

l. Motor;
2. Cognltlve/Communlcatlve.
) 3. Social.

Prepared By:

" Social Securlty Administration

- Office of Disability
Office of Medical Evaluation

December 27, 1990
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