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The disability report may fail to demonstrate the connection between
the findings of the mental status examination and the observed restriction
of functioning. Full descriptions of the content of hallucinations, delu-
sions, phobias or other symptoms and the stated reasons why the claim-
ant has restricted his activities will often provide the needed lmk between

_ the psychiatric illness and the restricted functioning.

Particular attention must be paid to the writing of reports in Wthh the
claimant’s illness is currently in remission or in which the claimant is
functlonmg well in a highly supervised or structured environment. The
evaluator must fully describe the course of the claimant’s illness and the
resulting level of functioning and/or any deficits which remain when the
individual is not involved in intensive treatment.

4] Speclahzed Aspects of the Psychiatric Evaluatmn

The role of technology remains simall at this time in the evaluation of
the psychiatrically disabled. Serum levels .of medications such as lithium
or antidepressants may document the claimant’s clinical response in the
face of therapeutic levels of medication or may document problems of
compliance with a medication regimen.- The controversial dexamethasone
suppression test may be cited as another indicator that a claimant has a
major depression and may be followed to demonstrate the response to
anti-depressants. Blood screening of thyreid function, liver and kidney
function and complete blood counts as well as a full physical examination
are often indicated to rule out medical causes for psychiatric symptoms
and would often be done in the general practice of psychiatry as well as
during a disability evaluation.

The use of computerized tomography, electroencephalogram and other
neurological diagnostic 'tools is best used by the psychiatrist in conjunc-
tion with'a full neurologic consultation.** A neurological or psychoneuro~
logical consultation is indicated in-any patient with apparent or suspected
structural damage to the nervous system,

. Teamwork between a psychiatrist and a psychologlst often provides in-
valuable observauonal and testing data which can be synthesized in the
final report.

§ 40.05 The Role of Psychology in Mental Disorders
Evaluations -

[1] Introduction to the Field of Psychology .

Until recently, the evaluation of impairment of mental processes was
considered to be a function of solely:the psychiatrist. However, psycholo-

24 See supra Chapter 39.
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gists can and are bécoming increasingly involved in the evaluation of men-
tal activity and the assessment of mental impairments.! ‘

© Until World War I, the apphcatton of psychological principles was

la.rgely limited to the laboratory With the emergent need to treat war vet-
erans, especially in Veterans Admmlstratlon Hospitals, the clinical prac-
tice of psychology came into its. own. Although initially associated with
Departments of Psychiatry and directly supervised by psychlatnsts, the
clinical application of psychology has grown to be the largest segment of
psychology today.

In general, all psychological tests can be divided into either pro_]ectwe
(ie., subjective) or objective categories. The Pprojective tests, which in-
clude the Rorschach, the Thematic Aperception Test, the Draw-a-Person,

and the Incomplete Sentence Test, aré open to interpretation and to the

biases of the test administrator. As 2 consequence, it is advised that when
accurate information is needed, 'the psychologist use objective mental
tests. These. tests differ from the projective in that they have been scientifi-

cally developed using widely accepted methods.:As a result, the validity

and reliability of these tests is not only measurable but also, open to scru-
tiny. The following are several classes of objective tests: and a. representa-
tive sample of each of these classes of tests:

Class : _ Sample

Abilities _ Minnesota Paper Form Board Test.

Affective Zung Depression Scale.

Cognitive - - Whitaker Index of Schizophrenic Thinking.

Intellectual ' : Wechsle;‘s Tests (from children to adults).
- Memory - Wechsler Memory Scale.

Motor ' Purdue Pegboard. '

Neuro-Psychological Luria-Nebraska Neuropsycholo_gicel Bat-

: _ tery. ) _ o

Verbal o Reitan-Indiana Aphesia Test.

Visuo-Motor .. Trail-Making Test. .

Vocational ' Strong-Campbe}I Interest Inventc)ry

[2] Psychologlcal Aspects of Dlsabxhty

From the standpomt of psychology, it does not matter whether a dis-

abling unpalrment_ is real or imagined. The nature of d1sab111ty is that it

! SeeListing 12.00B. For text of this Llstmg, see supm§ 40.01[1].
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does not reflect the etiology? of the situation but rather the functional
outcome in personal, social, and vocational settings and circumstances.
Thus, while etiological explanations may assist in a more complete under-
standing of the client, the ultimate goal of psychology in the disability
evaluation is to assess the functional limitations and assets of the client at
the present time and (if possible) to make.a statement as to the premor-
bid? and future ievels of functioning.

Complicating the individual’s disability is the person’s perceived com-
petence, employability, physical beauty or attractiveness, mental ability,
and social acceptance. In all cases of disability, whether physical or men-
tal, many of these issues severely affect the client’s social interaction. It is
important to underscore the close relationship that disability, regardless
of its etiology, has with subsequent mental impairments. '

- While the primary cause of disability may be directly traceable to physi-

cal problems or handicaps, secondary psychological deficits may eventu-
ally surface as a function of the newly developed handicaps. The most
common of these secondary symptoms is depression.® It is not critical
whether these handicaps are real or imagined. The consequences of either
can be equally debilitating, Conversely, while the primary symptoms of
disability may be psychological in nature, secondary physical or organic
symptoms may develop and complicate the overall picture of disability.

Secondary psychological symptoms such as depression are often over-
looked or minimized by physicians and attorneys alike. The importance of
psychological symptoms in determining the vocational ability of an indi-
vidual dictate special attention. The following table summarizes the com-
monly observed secondary effects of physical illness:

Symptom Description

Anxiety Characterized by apprehensive expectation,
vigilance as well as physical autonomic dis-
comforts (e.g., ulcers).

Anger Acute, emotional reaction often associated
with both behavioral and physiological re-
action. T :

Denial o Avoiding, usually in rational fashion, the
newly developed limitations. o

2 Etiology—The science dealing with the canses of disease; also, the cause of
any particular disease. .
_ * Premorbid—Prior to the onset of a disease,

4 Depression—A mood often described as sad, hopeless, discouraged, or an in-
ability to experience pleasure, S

(Rel.3-12/86 Pub.637)




§ 40.05[3] ~ MENTAL DISORDERS 40-46

Symptom . o Descrxpt:on

Depressibn ' : 'Psychomotor retardatron, diurnal wvaria-
: tion, depressed affect, hopelessness, indeci-
- sion, suicidal ruminations.

Psychosis ~ Altered thinking, mood, and behavior; out
_ : of contact with reality.
Somatizationn =~ Altering psychological prpbleins to numf_;:r-

ous diffuse, autoiiomic symptoms,
[3] Psychological 'Reports

The psychological report can be styled as elther a letter or a report, but
should contain five major sectxons

(1) the reason for referral and date of evaiuatlon must be mcluded with
appropriate 1dent1fymg mformatmn

(2) a thorough history’ (mcludmg medlca.l and vocatlonai) together with
a summary of complaints preserited to the interviewer; -

€)] clinical /behavioral observations should be noted to convey how the
‘patient behaved ‘during the evaluation. These observations may ‘be ex-
tremely valuable in addressing the’ 1ssues of attention, social skills, and
restriction of dally act1v1t1es

(4) the bulk of the report whlch should be presented in s1mple Engllsh
Tables, however, may be constructed to present the actual data upon
which the conclusions are based;

(5) a brief, easy to understand summary statement addressing the rela-
tionship of fmdmgs 10 resxdual functlonal capacity and disability.

The psychologist should be established as an expert witness either in
the report or in a secondary statement. The mental health professional
may be qualified as an expert and to prowde a definite opinion based on
prior study or clinical experience,

A psychologist or psychiatrist is significantly aided in adequately diag-
nosing your client’s condition and in rendering a report when you provide
information given you by the claimant régarding history, symptoms and-
social functlomng Use examples from your own interview of the claimant
to highlight significant features and ask the clinician to document clinical
findings with observations of the client dunng the interview.®

5 See also supra § 40. 04[2][::] [w] concermng the psychlatnc report
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§ 40.06 Organic Mental Disorders—Listing 12,02

[1] Text of Listing 12.02

12.02 Organic Mental Disorders—Psychological or behavioral abnor-
malities associated with a dysfunction of the brain. History and physi-
cal examination or laboratory tests demonstrate the presence of a spe-
cific organic factor judged to be etiologically related to the abnormal
mental state and loss of previously acquired functional abilities.

The required level of severity for these disorders is met when the re- |
quirements in both A and B are satisfied. :

A. Demonstration of a loss_ of specific cognitive abilities or affective
changes and the medically documented persisterice of at least one of the
following:

1. Disorientation to time and place; or

2. Memory impairment, either short-term (inability to learn new ip-
formation), intermediate, or long-term (inability to remember informa-
tion that was known sometime in the past); or :

3. Perceptual or thinking disturbances (e.g., hallucinations, delu-
sions); or -

4. Change in personality; or

5. Disturbance in mood; or _

6. Emotional lability (e.g., explosive temper butbu:sts, sudden cry-
ing, etc.) and impairment in impulse control; or .

7. Loss of measured intellectual ability of at least 15 1.Q. points from

premorbid levels or overall impaixmlent index clearly within the severely
impaired range on neuropsychological testing, e.g., the ‘Liuia_-Nebi'aska,

Halstead-Reitan, etc.; AND o
B. Resulting in at least two of thek_fél.lowing:
1. Marked restriction of activities of daily living; or
2. Marked difficu_ltiés in. maintaining social fﬁﬁctid_ni_ng;, or

3. Deficiencige of concentration, persistence or pace resulting in fre-
quent failure to complete tasks in a timely manner (in woik settings or
elsewhere); or =

4. Repeated episodes of deterioration or decompensation in work or
work-like settings which cause the individual to withdraw from that
situation or to experience exacerbation of signs and symptoms. (which
may include deterioration of adaptive behaviors). S

(Rel.3-12/36 Pub637)




§ 40.06[2] MENTAL DISORDERS 40-48

[2] Description

Organic mental disorders’ can be considered as disorders of psychologi-
cal functtonmg directly attributable to a central nervous system dysfunc-
tion.? The myriad of neural cells throughout the body combine to form
the nervous system, probably the most complex of the systems. The ner-
vous system is commonly divided into the peripheral (PNS) and central
nervous system (CNS}.

Dysfunctmn of behavios {overt or covert) could arise from trauma, ce-
rebrovascular disease (e.g., stroke), convulsive disorders (e.g., epilepsy),
toxic states (including alcoholism), tumor, or metabolic {e.g., endocrine),
infectious (e.g., syphilis), or degenerative diseases (e.g.; Parkinson’s). Dys-
functions common to these disorders include memory deficits (both short
and long term), lability® (sudden, often unexpected) and shallowness of
affect, impairment of general cognitive abilities (including intellectual,
judgment, and mszght), confusion, disorientation (to time, place, and/or
person), perseverance (inability to terminate a behavior), and aphasia (dif-
ficulties with producing or understanding speech).

Although one might expect that traditional methods of neurological
diagnosis* including electroencephalographs (EEG) and Computerized
Axial Tomography (CAT) and related Scans could and do provide docu-
mentation of these deficits, such tests fall short in that they do not ad-
dress important criterion of the functional limitations encountered by the
client. As a consequence, psychological testing has a unique and impor-
tant role in delineating the behavioral consequences of brain dysfunctions
as well as in predicting the likely impact of such deficits on everyday func-
tioning K

[3] Tests

There are numerous tests currently available which allow the psycholo-
gist to accurately document the existence and degree of behavioral impair-
ment due to complications of the nervous system. Prior to any psychomet-
ric® evaluation, a thorough history should be obtained; both:from the

! Organic Mental Disorder—A type of organic brain syndrome in which the
eticlogy is known or presumed, involving a psychological or behavioral abnormal-
ity associated .with transient or permanent dysfuniction of the brain.

2 Dysf-unctlon—Au impairment or abnormality of a functlon of a part of the
body, especially of an organ. .

3 Lability—The trait of emotional mstablhty thh rapld and w1de shlfts in mood
or affect; e.g.. sudden, unexpected crying.

4 See supra Chapter 39.

S Psychometric—Pertaining to the measurement of ‘the durat:on, force, preci-
sion, ete. of mcntal processes
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client’s perspective as well as from a significant third party including
spouse, children, and previous employers, which may difféer drastically. A
mental status exam should accompany the history.”

The backbone of a psychological evaluation for brain dysfunction is
psychometric testing. Following is a list of the behavioral variables to be
measured and representative tests for each:

Behavior . Tests

Intellectual All Wechsler Tests; Stanford-Binet; Kauf-
man’s Tests of Intelligence; Wide Range
Achievement Test {ali tests now have cur-
rent revisions).

Orientation Mental Status Examination.

Memory Benton’s Test; Memory for Designs;
Wechsler Memory Scale.

Cognitive Whitaker Index of Schizophrenic Thinking;
Raven’s Mattrices; Wisconsin Card Sorting
Test.

Personality Minnesota Multiphasic Personality Inven-
tory; 16 PF.,

Affect Minnesota Multiphasic Persorality Inven-

tory; Zung Depression Scale; Beck Depres-
sion Scale; Spielberger State/Trait Anxiety.

Battery _ Luria-Nebraska Neuropsychological Bat-
" tery; Halstead-Reitan Neuropsychologlcal
Battery.
Visuo-Motor Trail Making Test.

Of these tests, the two most often requested by the Social Security Ad-
ministration for determmmg disability due to organic syndromes are the
Weschler Adult Intelligence Scale-Revised and the Bender Motor Gestalt
Test. In the recently issued recommendations, however, the American
Psychiatric Association strongly suggested that these tests are inadequate
devices for the measurement of neural i impairment. The American Psychi-
atric Association indicates that a more comprehensive and standardized
test developed exclusively for the measurement of brain damage shou]d be
used, such as the new Luria-Nebraska Neuropsychological Battery or the

Halstead-Reltan

% See supra § 40.04]2][c).
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The Halstead-Reitan. test involves a lengthy administration. time (ap-
proximately: § hours) and until recenly lacked well distributed and pub-
lished norms as well as guidelines for- administration. While the Halstead-
Reitan and the Luria-Nebraska batteries appear to be equaily effective in
detecting brain damage, the Luna-Nebraska (with its pubhshed norms
and 2-3 hour administration time) may be a more practical instrument for
disability evaluations at present.

The Bender is a simple test of visual-motor performance in which the
client is asked to reproduce nine geometric designs usually on a single,
clean, unlined, white sheet of paper. The test administrator not only ex-
amines the style of completing the reproductions but also the final prod-
uct. Specifically, the psychologist examines for the following aberrations:

Problem “Description
Angulation Changes in angles found on original draw-
‘ ings (often related to curvature changes).

Overlap : When two or more figures cross or collide
(commonly referred to as crossing).

Perseveration Inability to terminate the required task.

Simplification Figures are presented in a simplistic, child-
ish fashion,

Reversal ' Figures are reversed from that on the origi-

nal diagrams.

Rotation : - Figures are not presented parallel to the
' bottom of the sheet of paper.

Embellishment 'Inapprop_riate renditions, often associated
with mood elevations or psychosis

While the Bender enjoys great acceptance from the Soclal Security ad-
ministration, the hrmtatmns of this test are extensive. Since this test was
not developed for the assessment of brain damage, no adequate norms are
available. Furthermore, the simplicity of this test coupled w1th the fact
that it only measures visuo-motor abilities rather than non~orgamc vari-
ables results in an extremely limited and often incorrect test of orgamclty
Neuropsychologlsts ‘have deveioped more appropriate measurement tools
such as the Luna-Nebraska Neuropsychological Battery which shows

‘promise i in the area of measuring neuropsychologlcal 1mpa1rment

It is unportant to note that the Halstead-Reitan as well as 1nd1v1dual-
ized neuropsychological batteries can be used instead of the Luria-Ne-
braska. Acceptance by Social Security and an ever growing percentage of
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psychologists, of the Luria-Nebraska coupled with the availability of
norms and short administration time, certainly warrants careful consider-
ation of Luria for neuropsychological assessment of disability.

§ 40.07 Schizophrenic, Paranoid, and Other Psychotic
Disorders—Listing 12.03
[1] Text of Listing 12.03

12.03 Schizophrenic, Paranoid and Other Psychotic Disorders—Char-
acterized by the onset of psychotic features with deterioration from a
previous level of functioning, : :

The required level of severity for these disorders is met when the re-
quirements in both A and B are satisfied, or when the requirements in
C are satisfied. :

A, Medically documented persistence, either continuous or intermit-
tent, of one or more of the following:

1. Delusions or hallucinations; or _
2. Catatonic or other grossly disorganized behavior; or

3. Incoherence, loosening of associations, illogical thinking, or pov-
erty of content of speech if associated with one of the following:

) a. Blunt affect; or
b. Flat affect; or
S c Inapproﬁriate affect; OR .
4. Emotional withdrawal and/or isolation: AND
B. Resulting in at least two of the following:
1. Marked restriction of activities of daily living: or
2. Marked difficulties in maintaining social functioning; or
3. Deficiencies of concentration, persistence or pace resulting in fre-

quent failure to complete tasks in a timely manner (in work settings or
elsewhere); or . ,

4. Repeated episodes of ‘deterioration or decompensation in work or
work-like settings which cause the individual to withdraw from that
sitnation or to experience exacerbation of signs and symptoms: (which

~ may include deterioration of adaptive behaviors); OR

C. Medically documented history of one or more episodes of acute

symptorms, signs and functional limitations which at the time met the
requirements in A and B of this listing, although these symptoms or

(Rel.3-12/86  Pub.637)




§ 40.07[2} MENTAL DISORDERS 40-52

signs are currently attenuated by medication or psychosocial 'support,
and one of the following:. ' : -

1. Repeated episodes of deterioration or decompensation in situa-
tions which cause the individual to withdraw from that situation or to
experience exacerbation of signs or symptoms (which imay include dete-
rioration of adaptive behaviors); or ' S

2. Documented current history of two or more years of inability to
function outside of a highly supportive living situation.

[_2] Description .

According to the Social Security Administration, these psychotic disor-
ders are characterized by demonstrable mental abnormalities without spe-
cific brain anatomical changes. These typically include thought disorders.
According to DSM-IIL! several disorders from Axis 1 (schizophrenia)
and Axis 2 (paranoid) could be considered in this listing. All types of
schizophrenias are included in this category as are the paranoid states (or
personalities from Axis 2). In cither case, one should expect distortion of
reality, alteration of mood, and defects in perception, language, and mem-
ory in social and personal functioning. The different schizophirenic disor-
ders are as follows: ' ‘ : -

Disorder Description
Disorganized Frequent incoherence, inappropriate/
blunted affect, presence of delusions.
Catatonic R Stupor, negativism, rigidity of posture (or
excitement).
Paranoid Persecutory delusions, grandiosé delusions,
: delusional jealousy.
Undifferentiated Delusions, hallucinations (most common
o diagnosis).
[3] Tests

Few objective tests adequately measure schizophrenic disorders, possi-
bly because of the heterogeneity of symptoms. The Minnesota Multipha-
sic Personality Inventory (MMPI) is one of the most widely used psycho-

LAl psychiatﬁsts shp_ixld now be using the Diagno,s'tic and Statistical Manual of
Mental Disorders (Third Edition, 1980) (DSM-III} to diagnose patients. This is
the official classification of mental disorders by the American Psychiatric Associa-
tion. ' : Co

2 Wwith reference to the DSM-1II Multi-Axial System,  ‘see supra
§§ 40.02[3][b][1] and 40.03[2]; see also App. § 40E. _ o :
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metric tests and can be readily adapted to examine schizophrenic
symptoms. Its use in disability determination evaluations is advised be-
cause of its acceptance, flexibility, breadth of behaviors measured, and use
of validity scales. The 566 items of the MMPI are presented as true-false
statements in a forced choice situation. These items are then grouped into
3 validity -and 10 clinical scales. There are numerous additional scales
which can be scored, although the acceptance of these ancillary scales var-
ies considerably. '

§ 40.08 Affective Disorders—Listing 12.04 7

- [1] Text of Listing 12.04

12.04 Affective Disorders—Characterized by a disturbance of mood,
accompanied by a full or partial manic or depressive syndrome. Mood
refers to a prolonged emotion that colors the whole psychic life; it gen-
erally involves either depression or elation. ,

The required level of severity for these disorders is met when the re-
quirements in both A and B-are satisfied.

A. Medically documented persistence, either continuous or intermit-
tent, of one of the following: '

1. Depressive syndrome characterized by at least four of the follow-

g.

Anhedonia or pervasive loss of interest in almost all activities;_ or
- Appetite disturbance with change in weight; or

. Sleep disturbance; or :

. Psychomotor agitation or retardation; or

Decreased energy; or

Feelings of guilt or worthlessness; or '

. Difficulty concentrating or thinking; or’

PR ™o oo oo

. Thoughts of Suicide; or : _

Hallucinations, delusions or paranoid thinking; or - -

. Manic syndrome characterized by at least three of the foHoWing:
. Hyperactivity; or :

. Pressure of speech; or

. Flight of ideas; or

. Inflated sélf-esteem; or

. Decreased need for sleep; or

o Qo0 o B N
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f. Basy dlstractablhty, or

g. Involvement in activities that have a hlgh probablhty of pamful
consequences which are not recogmzed or :

h. Hallucmatlons, delus1ons or paranoxd 1hmk1ng, OR

3. Bipolar syndrome with a history of eplsodlc periods manifested by
the full symptomatic:picture of both manic and depressive syndromes
(and currently characterized by either or both syndromes) -AND

B. Resulting in at least two of the following:
1. Marked restriction of activities of daily hvmg,‘ or
2. Marked difficulties in maintaining social functioning; or

‘3. Deficiencies.of concentration, persistence or pace. fesulting. in fre-
_quent failure to complete tasks in a timely manner (in work scttmgs or
elsewhere); or

4. Repeated episodes of deterioration 6r decompensation in work or
work-like settings which cause the individual to withdraw from that
situation or to experience exacerbation of signs and symptoms (which
may include deterioration of adaptive behaviors).

2] Descnptmn

Affective disorders can be categonzed into one of three groups. In each
case, aberrations of somatic,’ affective? and cognitive behaviors are noted.
The differences between the citegories lie in the behaviors found within
each of these behavioral constellations.

Of the three types of affective disorders, depresmon is by far the most
common. Mania® is often associated with depression in a recurring or cir-
cular pattern traditionally known as manic-depression and most recently

termed bipolar disorder. The table below presents the major symptoms of
depression and mania.

1 Somatic—Pertaining to the body. '

2 Affective D150rders-——Behav10r disturbances characterized prmclpally by in-
creased or decreased activity and thought expressive of a_predominating mood of
depression or elation. Although at ume consplcuous, the behaworal change is sel-
dom bizarre.

3 Depressmn——A mood often described as sad, hopeless, dlscouraged. or an in-
ability to experience pleasure.

4 Manic Syndrome (Mania)}—Characterized by a predommant mood whlch is
either elevated, expansive or irritable. Includes symptoms such as:hyperactivity,
pressure of speech, decreased need for sleep, inflated self-esteem, distractibility,

and excessive involvement in activities that have 2 hlgh potennal for pamful conse-

quences, which is not recogmzed
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Behavioral :
Constellation Depression Mania
Somatic Psychomotor Retardation Péychomotor Apgitation
Diurnal Variation Decreased Sleep
Decreased Libido Increased Libido
Affective - Depressed Affect © Irritability
- Hopelessness Flight of Ideas
Emptiness ’ Pressure of Speech
Cognitive ~ Indecision Delusions
" Suicidal Ruminations Grandiosity Loose
Associations
[3}] Tests

Even though depression is commonly observed in psychopathological
behavior, few specific tests for affect® have been -accepted by the psycho-
logical community. In part this could be due.to the limitations of the be-
haviors sampled in these tests. As a rule, these tests have traditionally not
considered somatic aspects of the disorder.

Another potential reason for the paucity of accepted tests could be that
for the most part these disorders can often be diagnosed using clinical and
historical information to the exclusion &f any psychometric data. Regard-
less, there are several acceptable tests incliding the Minnesota Multipha-
sic Personality Inventory (MMPI),® the Beck Depression Scale, and the

Zung Depression Scale.

It is important to note that the MMPI is the only widely accepted test
which specifically. tests for mania (ie, it has a scale which purports to
measure manic behavior). In many cases, psychologists prefer to deter-
mine the existence and extent of this type of disorder using clinical, histor-
ical, and, if possible, observational data. For reasons dealing with the na-
ture of the disorder, a combination of test as well as-clinical;- historical,
and observation information is the best manner in which to chronicle bi-
polar disorders.

- 5 Affect—An immediately expressed and observed emotion. A feeling state be-
comes an affect when it is observable, for example, as overall demeanor or tone
and modulation of voice. Affect is to be distinguished from mood, which refers to
& pervasive and sustained emotion. Common examples of affect are euphoria, an-
ger, and sadness. See alsofurther description in Glossary, App. § 40A infra

" © Mitinesota Muitiphasic Personality Inventory {MMPI}—A verbal response
test concerning behavior, feelings, social attitudes and symptoms of psychopathol-
ogy. Used to establish diagnostic groups and personality types. ~
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§ 40.09 Mental Retardation and Autism—Listing 12.05

[1] Text of Listing 12.05

12.05 Mental Retardation and Autism—Mental retardaiion refers to
a significantly subaverage general intellectual functioning with deficits
in adaptive behavior initially manifested during the developmental peri-
od (before age 22). (Note: The scores specified below refer to those ob-
tained on the WAIS, and are used only for reference purposes. Scores -
obtained on other standardized and individually administered tests are _ _
acceptable, but the numerical values obtained must indicate a similar SN
level of intellectual functioning.) Autism is a pervasive developmental ‘:
disorder characterized by social and significant communication deﬁcits
originating in the dévelopmental period.

The required level of severity for this disorder is met when the re-
quirenients in A, B, C, or D are satisfied.

A. Mental incapacity. evidenced by dependence upon others for per-
sonal needs (e.g, toileting, eating, dressing, or bathing) and inability to
follow directions, such that the use of standardized measures of intellec-
tual functioning is precluded; OR

B. A valid verbal, performance, or full scale IQ of 59 or less; OR _ LT

C. A valid verbal, performance, or full scale IQ of 60 to 69 inclusive
and a physical or other mental impairment imposing additlonal and sig-
nificant work-related limitation of function; OR

D. A valid verbal performance, or full scale IQ of 60 to 69 inclusive
or in the case of autismi, gross deficits of social and communicative
skills with two of the following;

1. Marked restriction of activities of daily living; or
2. Marked difficulties in maintainitig social functioning; or
3. Deficiencies of concentration, persistencé or pace resulting in fre-

quent failure to complete tasks in a fimely manner (in work scttmgs or
elsewhere); or .

4. Repeated episodes of deterioration or decompensation in work or
work-like settings which cause the individual to withdraw from that
situafion or to experience exacerbation of signs and symptoms (which
may include deterioration of adaptive behawors)

[2] Description.

Tradmona]ly, mental retardation was considered snmply the attamment
of an IQ lower than 70 which represents a score in the lower 2% of the
population. This limited perspective has been superseded by a more com-
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prehensive definition. Together with an IQ score comes an analysis of the
individual’s ability to interact with others and take care of personal needs.

Mental retardation still denotes a lifelong sitnation. Unlike braindam-
age which is acquired during later development or adulthood, the men-
tally retarded individual acquires or inherits limited intellectual abilities in
utero, during birth, or during infancy. The causes of this retardation can
be traced to genetic factors (both chromosomal and recessive gene), pre-
natal involvement (including maternal infections, blood incompatabilities,
drugs, and possibly excessive stress), birth complications (e.g., prematu-
rity and asphyxiation), and immediate postnatal complications (such as
infections, head injuries, and lead poisoning).

[3] Tests

There are numerous tests of intelligence which are used to assist in di-
agnosing retardation. Wechsler Adult Intelligence Scale-Revised (WAIS-
R)! and the Wechsler Intelligence Scale for Children-Revised (WISC-R)
are most widely used. Other tests are presented in the following table:

Test Description

Stanford-Binet . Measures IQ from 2 to aduilt, loaded with
verbal material, reflects scholastics.

Arthur Point Nonverbal test of intelligence which uses
manipulation of objects. :

Raven Mattrices Designs with a piece missing, nonverbal
general intelligence test. ‘

Army Alpha A simple, easy to administer and widely

used non-verbal test of intelligence with
stronger norms and more accurate devel-
Oopment; very promising since variations of
this test are often used in service (eg,
Army) evaluation.

The WAIS-R is the test most often requested by SSA. The first adult
intelligence scale developed by the late David Wechsler was published in
1939 as the Wechsler-Bellevue Intelligence Scale. A revision of this instru-
ment was completed in 1955 (and published by the Psychological Corpo-
ration) and revised again in 1981. The newest version of Wechsler’s test in
the Wechsler Adult Intelligence Scale-Revised (WAIS-R). The tests in-
cluded in the WAIS-R are presented in the table below: :

! Wechsler Aduit Intelligence Scale (WAIS)—A verbal and performance test of
several parts which measures IQ MA in three different scoring yields. Copyrighted
1935. WAIS-R is an an updated (copyright 1981) revised version of the WAIS.
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Test Description
Verbal _

Information =~ . Knowledge of cultural mformatlon, alert- .

ness, remote/long-term memory (influ-
enced by home; cultural and educational

experiences).
Similarities : Ability to percelve logical -relations- and
: perform abstract thinking, verbal concept. p—
Arithmetic Evaluates concentration and numerical rea- '

soning abilities, verbal ability (often refiec-
tive of educational attainment).

Vocabulary' ‘Deals with functional understandmg and
_ : use (good premorbid index). '
Comprehension Judgement of everyday situations, general

understanding, verbal ability, social knowl-
edge {could relate to an individual’s ability
to function in social situations).

Digit Span Memory, reflective of attentional abilities. ST
Performance
Picture Completion Visual alertness test, deals with detail and

" visual memory {work habits).

Digit Symbol Attentiveness and persistence in simple
: ' visuo-motor task, visual-association mem-
ory (probably most reflective of vocational

. habits and performance).
Picture Arrangenient - Ordering and sequencing of visual stimuli,
persistence, visual recognition.
Block Design - Ability to analyze and perceive visual pat- o
_ terns, work skills, attitudes about self. ‘
Object Assembly " Visual organization and speed, thinking,

work habtts, attentzon, and persxstence

Each of the subtest raw scores are added and converted into scaled
scores accordmg to Wechsler. These scaled scores are added to y:eld a to-
tal scaled score for Verbal and Performance sectlons, whlch in turn, are
converted into Verbal and Performance Intelligence Quouents The Intel-
hgence Quotnents combine to- yleld a total 1Q referred to as the Full Scale
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Intelligence Quotient. The mean score for all Wechsler scales is 100 with a
standard deviation of 135, : ' . :

§ 40.10 Anxiety Related Disorders—Listing 12.06 .

[1] Text of Listing 12.06

12.06 Anxiety Related Disorders—In these disorders, anxiety is either
the predominant disturbance or it is experienced if the individual at-
tempts to master symptoms; for example, confronting the dreaded ob-
Jject or situation ina phobic disorder or resisting the obsessions Or com-
pulsions in obsessive compulsive disorders. '

The réquire_d-level of severity for these disorders is met when the re-
quirements in both A and B are satisfied, or when the requirements in
both A and C are satisfied. '

A, Medidally documented findings of at least one of the following:

1. Generalized persistent anxiety accompanied by three out of four of
the following signs or symptoms:

a. Motor tension; or .
b. - Autonomic hyperactivity; or

e

Apprehensive ekpectation; or

.

. Yigilance and scanning; or

A persistent irrational fear of a specific object, activity, or situa-
tion which results in a compelling desire to avoid the dreaded object,
activity, or situation; or

L

3. Recurrent severe panic attacks manifested by a sudden unpredict-
able onset of intense apprehension, fear, terror and sense of impending
doom occurring on the average of at least once a week; or

4. Recurrent obsessions or compulsions which are a source of
marked distress; or ; 2

5. Recurrent and intrusive recollections of a traumatic experience,
7 _ which are a source of marked distress; AND .

B. Resulting in at least two of the following:
1. Marked restriction of activities of daily living; or
2. Marked difficuities in maintaining social functioning; or
3. Deficiencies of concentration, persistence or pace resulting in fre-
quent failure to complete tasks in a timely manner (in work settings or
elsewhere); or
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4. Repeated episodes of deterioration or decompensation in work or
work-like settings which cause the individual to withdraw from that
situation or to experience exacerbation of signs and symptoms {which
may include deterioration of adaptive behaviors); OR

C. Resulting in complete inability to function independently outside
the area of one’s home. '

[2] Descnptlon

Traditionally, anxiety has evoked a diffuse concept of psychopathology
This is probably due in large part to the Freudian concepts of uncon-
scious anxiety which resulted from the imbalance of the Id and Super Ego
within the structure of an individual’s personality. Today, this concept
has been narrowed and operatlonally defined, and even altered to accept
more current theories of functioning., The table below depicts the most
significant behaviors noted in anxiety disorders.

It is important to note that anxiety disorders for the purposes of the
new listings are different from DSM-J11 criteria. Specifically, this general
category contains the categories of generalized anxiety, obsessive/compul-
sive behavior, and phobias (including anorexia nervosa and bulimia). For
disability criteria, only the first of these three dlsorders is actually consid-
ered. The table below provides the four major behavwrs assoclated with
generalized anmety and examples of each.

Behavior | Examples

Motor Tension _ Shakiness, tension

Autonomic Hyperabtivity Sweating, heart pounding, GI problems

Apprehensive Anxiety, fear, rumination
Expectations , o ‘
Vigilance/Scanning. . Hyperalertness, decreased concentration,
: -impatience
[3] Tests

Although there are numerous tests of generalized anxiety, few have
been widely accepted by. psychologists, especially those involved in re-
search in this area. The MMPI and the Spiclberger are two of the tests cur-
rently bemg used to measure behav:ors observcd n generahzed anxiety.
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Test Desmption
MMPI A verbal response test concerning behav-

ior, feelings, social attitudes and symptoms
of psychopathology. Used to establish di-
agnostic groups and personality types.

Spielberger Both a state and trait assessment of anxi-
ety.

§ 40.11 Somatoform Disorders—Listing 12.07

[1] Text of Listing 12.07

12.07 Somatoform Disorders—Physical symptoms for which there are
no demonstrable organic findings or known physiological mechanisms,

The required level of severity for these disorders is met when the re.
quirements in both A and B are satisfied.

A. Medically documented by evidence of one of the following:

1. A history of multiple physical symptoms of several years duration,
beginning before age 30, that have caused the individizal to take medi-
cine frequently, see a physician often and alter life patterns signifi-
cantly; or o

2. Persistenﬁ nonorganic disturbance of one of the following:
a. Vision; or .

b. Speech; or

¢. Hearing; or

d. Use of a limb; or

e. Movement and its control {e.g., coordination disturbance, psycho-
genic seizures, akinesia, dyskinesia; or

f. Sensation (e.g., diminished or heightened).

3. Unrealistic iﬁte;rpretation of physical signs or sensations associ-
ated with the preoccupation or belief that one has a serious disease or
injury; AND : '

B. Resulting in three of the following:

1. Marked restriction of activities of daily living; or

2. Marked difficulties in maintaining social functioning: or

3. Deficiencies of concentration, persistence or pace resulting in fre-

quent failure to complete tasks in a timely manner (in work settings or
elsewhere); or ' '
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4. Repeated episodes of deterioration or .decompensation in work or
work-like settings which cause the individual to withdraw from that
‘situation or to experience exacerbation of signs and symptoms (which
may include deterioration of adaptive behavmr)

[2] Descnpt:on

The somatoform msorders are cons:dered one of the three major neu-
rotic states in the DSM-II! classifications. Its history stems from the psy-
chodynamic concept that a physical symptom could develop from a psy-
chological cause. In a more specific sense, the notion was that loss of the
use of a limb, for example, could be -due to a psychological and not a
physical trauma. These concepts were the ‘basis for one of the three
somatoform disorders, that of conversion ! hysteria.

Somatization is defined as existence of a lengthy and complex history of
physical symptoms, which could be due to both psychological and physi-
cal factors. Hypochondriasis® is another of the related neurotic behaviors.
In this case, the individual incorrectly interprets physical symptoms de-
spite medical assurances. ‘As a result, hypochondriacs often seek medical
assistance from numerous health professionals usually as-a result of the
lack of verification of their problems

. Of the three, probably the most. common in the general populatwn is
somatization disorder. Furthermore, the existence of numerous physical
symptoms often results in the development of secondary complications,
most notably anxiety and depression. This is éspecially seen in individuals
with chronic medical problems {e.g., cancer, arthritis). The following table
depicts some physical problems which may have psychological etiology.®

Category Description
Cardiovascular _ High blood pressure, migraine headaches.
Raynaud’s dlsease

! Conversion—A loss or alteration of physical functioning that suggests a phys-
ical disorder but is actually a direct expression of a psychological conflict or need.
The disturbance is-not under voluntary control and true physmal dlsease has been
ruled out by medical investigation.

2 HypochondnaSls—Unreahstlc mterprctatlon of physmal signs Or sensations as
abnormal, leadmg to preoccupation with the iear or behef of havmg a dlsease or
v1ew that one is “‘sickly.”

3 Etiology—The science dealing with the cause of disease; also, the cause of any
particular disease. '

# Raynaud’s Disease—A dlsease marked by spasms of ‘the blood vmsels in the-
limbs, especially.in the legs, and more often in the toes. During an attack, the af-
fected part aches and feels cold. The spasms are usually. mltlated by exposure.to
cold and by emotiotial strain, .
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-

Category ' " Description

Musculoskeletal Tension headaches, muscle cramps, muscu-

- lar tics 7
Gastrointestinal Ulcers, gastritis, colitis, obesity, anorexia
nervosa,® bulimia®

Dermal (Skin) Neurodermatitis,” hives, hyperhydrosis®

Respiratory Asthma, allergy, hyperventilation®

Genito-urinary Dysmenorreha,'® premenstrual syndrome

- (implication is that mental stress manifests
itself in diffuse autonomic!! symptoms)

Somatoform?? Somatization, conversion hysteria, hyper-
: chondriasis

5 Anorexia Nervosa—An emotional disorder marked by a keen concern about
obesity and by loss of appetite. The condition affects mostly young women and
leads to a serious, often life-threatening, loss of weight and malnutrition,

® Bulimia—An excessive, almost insatiable appetite, often a symptom of mental
or physical disease, It often alternates with anorexia.

7 Neurodermatitis—A. chronic skin disorder marked by the appearance of itch-

: ing eruptions, especially on the neck and in the armpits. It is seen in persons of
\ K nervous temperment.

.8 Hyperhydrosis (Psychogenic Hyperhydrosis)—Excessive sweating caused by
psychogenic or emotional factors, such as fear, embarrassment, et¢. It involves
mainly the axillae (armpits), forehead, and the palms. '

9 Hyperventilation—Abnormally rapid and deep breathing, and the condition
resulting from it; which includes a reduction in the normal amount of carbon di-
oxide present in the blood. The condition ocgurs in ervous and ansious persons,
especially females, and is precipitated by an episode of acute emotional tension. _

19 Dysmenorrhea—Menstruation which is accompanied by pain. Emotional
factors are often responsible, o o '

1 Autonomic—Having self-controlling functions, especially in reference to the
part of the nervous system known as the antonomic nervous system which con-
L trols certain organs. .

N *2 Somatoform Disorder—Physical symptoms, of several years duration, of psy-
chic, mental or emotional origin, which have no known demonstrable organic ba-
sis but which have caused the individual to take medicine frequently, seck medical
treatment and alter life patterns. In DSM-III, a group of disorders which inclu&&g
physical symptoms suggesting physical illness for which there are no demonstrable
organic findings but for which there is positive evidenci, or a strong presumption,
that the symptoms are linked to psychological factors. This gronps includeés soma-

(Rel.3-12/86 Pub.637)




§ 40.11[3) MENTAL DISORDERS 40-64

[3] Tests

There are several relatively new tests available which do an acceptable

job of relating physical to psychologxcal disorders. These are found in'the
following table:

Test ' Descrtptfon
Millen Co Uses medlcal norms to relate physxcal to
. psychological symptoms.
Type AlJenkms Actlwty Developed to predict psychological prob-
Survey _ - lems associated with cardiovascular dis-
ease.
Life Experience Survey =~ Weights assigned to specific experiences,
predictive of future physical illness.
General Health - - Similar to Millon, English norms. *
Questionnaire I o
MMPI - A verbal response test concerning behav---

ior, feelings, social attitudes and symptoms
of psychopathology. Used to establish di-
agnostic groups.and personality types.

Although the Type A test (ie, Jenkins Activity Survey) has received
much attention, the most promising of this group, relative to its breadth
of application and scientific development, is the Millon Behaviora! Health
Inventory. This instrument contains 150 items grouped into 20 different

scales. This is the first psychometric instrument specifically developed to.

measure psychopathology®® in the physically ill. The following table sum-
marizes the four major areas of assessment on the Millon Inventory:

Area of Assessment Description

Personality; coping style General personahty, relanonshxp to health
personnel.

tization disorder, gonversion dlsorder, psychogemc pam dJsordcr, and. hypochon-
driasis.

13 pgychopathology—The branch of medlcme lnv&sttgatmg and deahng with
the nature and causes of mental disease,.
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Area of Assessment Description

Psychogenic'? attitudes Reflect psychological stressors which exac-

erbate illness.
Psychosomatic correlates Degree of emotional factors affecting phys-
' ical disease. '
Prognostic Scale Predicts psychological complications.

The area of somatoform or psychophysiologic disorders remains to be
explored as the new discipline of behavior medicine develops. Until the
N interface between physical disease and psychological problems can be ade-
quately measured and understood, this area should be closely monitored
especially in clients with chronic physcial problems.

§ 40.12 Personality Disorders—Listing 12,08 _

[1] Text of Listing 12.08

12.08 Personality Disorders—A personality disorder exists when per-
sonality traits are inflexible and maladaptive and cause either significant
impairment in social or occupational functioning or a subjective dis-
tress. Characteristic features are typical of the individual's long-term
functioning and are not limited to discrete episodes of illness.

N The required level of severity for these disorders is met when the re-
quirements in both A and B are satisfied.

A. Deeply ingrained, maladaptive patterns of behavior associated
with one of the following:

1. Seclusiveness or autistic thinking; or

2. Pathologically inappropriate suspiciousness or hostility; or
3. Oddities of thought, perception, speech and behavior; or
4. Persistent disturbances of mood or affect;or

3. Pathological dependence, passivity, or aggressivity; or

. 6. Intense and unstable interpersonal relationships and impulsive
and damaging behavior; AND

B. Rqsulting in three of the following:.
1. Marked restriction of activities of daily living; or

14 Psychogenic—Of emotional or mental origin; used to describe the etiology of
symptoms that cannot be traced through examination and testing to any physical
abnormality, _
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2. Marked difficulties in maintaining social functioning; or _
3. Deficiencies of concentration, persistence or pace resulting in fre.

~ quent failure to complete tasks in a tlmely manner {in work settings or:
elsewhere); or

4. Repeated episodes of deterioration or decompensation in work or

work-like settings which cause the individual to withdraw from that
situation or to experience exacerbatlon of signs and symptoms (which
may include deterioration of adaptlve behawors)

[2] Descr:ptmn

The inclusion of pcrsonahty disorders into the Soc1a1 Security listings
poses new challanges for both the mental health and legal professions.
The paucity of research and the proliferation of myths regarding these dis-
orders pose a threat to their understanding and diagnoses. Additionatly,
since the hallmark of these disorders are longstanding patterns of behav-

“iors, the diagnosis of personality often focuses on traits and not on ob-
servable behaviors. This is especially critical in that verification of observ-
able behaviors, historical or current, decreases the margin of diagnostic
error.

Personality dysftmctlene are numerous and are classified by fﬁe DSM--
III* into three clusters, Their classification and brief descnptmns are
found in the following table

Cluster Disorder Deecﬁ'ptien
I Paranoid - o : Chronic and unwarranted
o _ mistrust of people.
Schizoid Inability to develop social
_ .. relations.
Schizotypical “Similar but less severe than
o : schjzophrema
H Histrionic | _  Intense, dramauc pattems
) of reIatmg '
Narcissistic ) Extreme self-centeredness
Antisocial '  Sociopath; violation  of
" rights of others. :
Borderlme o Instablhty of behavior.

1 All psychiatrists should now be using the Dzagnomc and Statistical Manual af
Mental Disorders (Third Edition; 1980) (DSM-III) to diagnose patients. This is

the officidl classification of mental disorders by the-American Psychmtnc Assoma '

tion.
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Cluster Disorder = Description
1 Avoidant Need for overwhelming ap-
: proval,
Dependent Lets others assume major
responsibility for self,
Compulsive Perfectionistic, reductionis-
tic.
Passive-Aggressive Indirect resistance to de-
‘ mands, S

Common to all personality disorders appear to be three major factors.
First, individuals with these diagnoses are at odds with society, in general,
and individuals, in particular. As a rule, while these individuals do exhibit
inappropriate behavior patterns they tend to affect, in essence hurt, others
more than they do themselves. To complement this, there is a pattern of
inability to understand or appreciate the consequences of their behavior
(ie., poor insight). Secondly, these behaviors often originate early in child-
hood, B

Nevertheless, while the etiology for personality disorders is not well un-
derstood, genetic predisposition and learning (e.g., modeling at home) are
most often cited as primary causes. Finally, most personatlity disorders are
extremely resistant to change. There are no curreritly acceptable treat-
ments for personality dysfunctions and such individuals do not view this
personality as maladaptive. '

[3] Tests

Assessment of these disorders may be difficult for the non-trained ob-
server. History may provide the first sign of these disorders, Current voca-

tional, financial, and interpersonal activities are also useful in diagnosing
these disorders. The following table describes the most commonly used

tests to assess personality disorders:

Tests o " Description/Application _ )
MMPI | Specific scales have been recently devel-
‘ : oped; Machiavellianism, Sociopathy, etc.
Eysenck Personality Developed to measure wide variety of nor-
) ~mal and abnormal personality patterns.
California Psychologicat Focuses on assessing wide variety of “nor-
Inventory mal” personality patterns.
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§ 40.13 Substance Addiction Disorders—Listing 12.09

[1] Text of Listing 12.09

12.09 Substance Addiction Disorders—Behavioral changes or bhysical
changes associated with the regular use of substances that affect the
central nervous system.

The required level of severity for these disorders is met when the re-
quirements in any of the following (A through I) are satisfied.
. Organic mental disorders. Evaluate under 12.02,
Depressive syndrome. Evaluate under 12.04
Anxiety disorders. Evaluate under 12.06.

. Personality disorders. Evaluate under 12.08.
Penpheral neuropath1es Evaluate under 11.14,
Liver damage. Evaluate under 5.05.

. Gastritis. Evaluate under 5.04.

. Pancreatitis, Evaluate under 5.08.

I. Seizures. Evaluate under 11.02 or 11.03.

T ommyY 0wy

[2] Description

Drug use is 4 commonly accepted behavior pattern in most societies -

including the United States. Whether it be caffeine, nicotine or more seri-
ous drugs such as cocaine or alcohol, the use of drugs for recreation, es-
cape, or inappropriate and illegal medical use is clearly on the rise. The
problem, from the standpoint of disability, lies in dxstmgulshmg use from
abuse and dependence.

Abuse is generally considered to reflect a need for the drug m order to
perform daily, vocational, or social activities. Concomltantly, the develop-
ment of impairment in one or more spheres of the abuser’s life will occur.
Dependence, often considered only a physiological phenomenon, is mea-
sured by examining tolerance and withdrawal variables. These variables
are broadly defined as the need for increased amounts of a drug for de-

sired effects and the development of symptoms (mcludmg psychologmal _

ones) in response to discontinued drug use.

It is important to realize that many drugs, such as coéaines-_tend to pro-

duce extremely subtle, yet powerful; psycholdgical-addictions..As a conse-’
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quence, the variables which need to be measured in order to. gauge the

likelihood of disability may be more psycholo

nature.

gical than physiological in

- The following table briefly Presents the three major classes of drugs
which produces significant psychological changes as well as examples of
each of these classes:

Class
Stimulants

Depressants

Recreational

Drug
Caffeine

Nicotine
Amphetamine
Barbiturates

Tranquilizers
Alcohol

Cannabis
Hallucinogens

Cocaine

Opiates

Others

Examples
Colas; cof-
fee; No-Doz
Cigarette

Speed;
Methedrine

Seconal;
Qualude -

Valium;
Thorazine

Methyl;
ethyl

Marijuana;

THC; hash .

LSD; Mush-
rooms

Coke, rocks

Heroin;

morphine
Volatile sol-
vent inha-
lants,  ste-

_ roids,

analgesics,
designer
drugs

Effect

Withdrawal anxiety,
irritability, etc.

Withdrawal anxiety,
irritability, etc.
Paranoia, hallucina-
tion, depression

Irritability, nervous-
ness, depression

wide range of effects
including a decrease
in motivation

Brain damage, deteri-
oration in all spheres
of functioning
Decrease in motiva-
tion unclear

Unclear

Anorexia, irritability,
paranoia _

Deterioration of all
aspects of functioning
Varied effects de-
pending on type of

drug
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[3] Tests

Few tests exist Whlch adequately measure drug use, abuse, or depen-
dence since assessment of such behaviors is usally based on historical-and
currently observable behaviors rather than on test results. However, since
few chronic drug users reveal the extent of consumption, it is often dlffl-
cult to base conclusions on histories provided by them. Thus, mformatmn
from objective, significant others as well as from available psychologlcal
tests should be used to accurately determine the extent of the problem.
The following psychologlcal tests have proven to be of value,

Test Descnptzon
MMPI Psychopathic, Depression, Psychasthema,
5 and MacAndews scales :
Locus of Control Drinking-Related
Michigan Alcoholism Self-report questmnnaire of dnnkmg be-
Screening Test “havior

§ 40,14 Pain Disorders
" {1] Description

Even though pain has not been introduced as part of the Social Security
mental disability rules, many individuals seeking disability assistance will
have, either directly or indirectly, experienced pain. A brief introduction
to pain and its measurement is presented to assist the representative in
serving the claimant incapacitated by pain. '

Both organic and psychogenic® pain are extensively affected by cuitural
determinants, pain threshold, psychological experiences, suggestibility,
body/gender image, and secondary gains. Considering the diffuse nature
of pain as well as its potential vocational and personal impact, careful at-
tention should be paid to these variables. For many individuals, pain is a
means to control or punish. Careful a..alysis of potennal social reinforcers
is usually dictated. Pain patients are often categorically viewed as malin-

gerers, however, only a portion: of all patients actually fall into this cate-

gory.

! psychasthenia—A mental disorder of the neurosis type marked by compul-
sions to perform senseless acts which the subject recognizes as silly or irrational;
obsessions with haunting ideas, anxieties, abnormal fears, etc.

! pPsychogenic—Of emotional ‘'or meéntal origin. Used to describe the etiology of
symptoms that cannot be traced thorough examination and testing to any physncal
abnormality.
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Pain is a complicated psychophysiological phenomena, often diagnosed
and treated by the neurologist, neurosurgeon, psychiatrist, oncologist?
and psychologist. Pain can be categorized into one of two groups; organic
(or real) pain, psychogenic (or imagined) pain. Organic pain is, generally,
although not exclusively, handled by medical specialists while psychogenic
pain, as a rule, falls into"the domain of mental health professionals. Psy-
chogenic pain can be further subdivided into three sections: delusional (as
in persecutory paii); hallucinatory (perceptual ‘aberration); and neurotic
pain (such as somatoform disorders).? h

[2] Tests

Despite the difficulty of measuring. physical pain, the psychological di-
mension has been measured with a good degree of success. There are sev-
eral tests which: directly measure- pain behavior while several more are
commonly used to measure the byproduct of the experience of pain. The
following table provides an introduction to these tests. e

Test Description
McGill Pain o Both a structured interview. and question-
Questionnaire . naire available; widely respected.
Pain Apperception Semi-projective test with long history of
: use in the field. '
Zung Pain Scale  Brief, easy to administer and score pain
screening instrument, '
Hendler’s Questionnaire - Used:for low back pain patients.-
Related tests -~ MMPL® Zung. Depression Scale; Millon;

State-Trait Anxiety,

2 Oncologist—A. physician specializing in the study and treatment of tumors
and new growths (cancer), - o o o

3 Somatofqrm Disorder—fPhysica} symptoms, of sévcral years duration, of psy-
chic, meatal or emotional origin, which have no known demonstrable organic ba-
sis but which have caused the individual to take medicine frequgntl_y.'seek'medical
treatment and alter life patterns, ’ : .

* Minnesota Multiphasic Personality Inventory (MMPI)}—A verbal response
test concerning behavior, feelings, social attitudes and symptoms of psychopathol-
ogy. Used 1o establish diagnostic groups and Personality types. :
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§ 40.15 Establishing a Mental Impalrment-—hstmgs
12.00-12.09

" [1] Introduction

At the time of the initial mtemew with the mental 1mpa1rment claim-
ant,! the representative should ascertain the medical information that is
available directly from the cialmant about ‘the mental 1mpa.1rment, as well
as what existing evidence m1ght be obtamed from the clalmant’s Social
Security disability case file, and from medical practitioners, hospltals and
other sources.?

‘The representative should also begin thinking about what other labora-
tory tests or medical evidence might be helpful in proving the claimant’s
mental impairment. The representative should always. take an open ap-
proach to the possibilities of each case, keeping an eye open-for any as yet
undiscovered impairments, or relationships among impairments, that
might establish disability even if the claimant’s mental 1mpa1rment does
not meet or equal a listed impairment.® .

The three main types of medical evidence are symptoms {the claimant’s
personal observations of his impairment and the restrictions it imposes),
signs (the observations of medical professionals respecting the impair-
ment), and laboratory findings (obtained by the use of medically accept-
able laboratory dJagnostlcrtechmquw)_ The representative should assem-
ble all three of these categories of medical evidence. '

[2] The Important Role of Listing 12.00

In any mental impairment case the representative must closely consider

the provisions of Listing 12.00. % This listing contains important instrac- -

tions concerning the need for medical ev:dence the assessment of sever-

! For an overview of the initiat interview, see supra § 28.03[1}{a}{i, [ii] and [ii].

2 por an overview of the process of obtaining records from Social Security case
files and from other sources, see supra § 28.03[1][a]0v].

3 For further discussion of the representanve 5 approach to the case, see supra
§ 28.03{1][a][i]- _

420 C.F.R: § 404.1528. Seesupra§ 14.01[1]. .

S Listing of Impairments, 20 C.F.R. pt. 404, subpt. P, app 1, pt A § 12.00.

6 Id. § 12.00B.
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40-73 ESTABLISHING AN IMPAIRMENT § 40.15[3]

ity;” documentation;® chronic mental impairments;® effects of structured -
settings;'® the effects of medication;!! and the effect of treatment.}? It
should be noted that Listing 12.00C is particularly important as it pro-
vides the analytical framework for assessing severity in activities of daily
living;*3 in social functioning;'* with respect to concentration, persistence
and pace;!® and regarding deterioration or decompensation in work or
work-like settings.'®

[3] New Reguilations for the Evaluation of Mental
Impairments

In addition, Listing 12.00I provides for a new technigue for Social Se-
curity review of the evidence in mental disorders claims to determine the
level of impairment severity. This technique, which is used in connection
with the sequential evaluation process,'’ is contained in new Social Secu-
rity regulations effective August 28, 1985.%8

According to the statement issued by Social Security promulgating
these new regulations:

We are introducing a procedure to assist in the evaluation of mental
impairments. This procedure is to be followed by us at each administra-
tive level of review. The procedure will assist us in (1) identifying the
additional evidence necessary for the determination of impairment se-
verity, (2) considering and evaluating aspects of the mental disorder(s)
relevant to your ability to work, and (3) organizing and presenting the
findings in a clear, concise, and consistent mariner.*®

It should be noted that at the time of promulgating these regulations, So-
cial Security also published a copy of the psychiatric review technique
form which it will use in applying the regulations,?°

7 Id. § 12.00C.

8 74 § 12.00D.
¥ Id § 12.00E.
1% 14 § 12.00F.
111 § 12.00G.
12 r4 § 12.00H.
13 14 § 12.00C1.
18 1d § 12.00C2.
15 14§ 12.00C3.
26 1d § 12.00C4.
17 See supra§ 13.01]2).

1820 C.F.R. § 404.1520a, For the text of these regulations, see infra App.
§ 40C. _

19 50 Fed. Reg. 35,039 (August 28, 1985).
20 1d. at 35,054.
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App. § 40A - MENTAL DISORDERS App. 40-2

App. § 40A Glossary

Adaptive Behavior—Ability to conduct one’s total activity in accor-
dance with one’s environment. '

Affect—An immediately expressed and observed emotion. A feeling
state becomes an affect when it is observable, for example; as overall de-
meanor. or tone and modulation of voice. Affect is to be-distinguished
from mood, which refers to a pervasive and sustained emotion. Common
examples of affect are euphona, anger, and sadness.

A range of affect may be described as. broad (normal), restnctod (con-
stricted), blunted, or flat. The normal expression of affect involves vari-
ability in facial expression, pitch of voice, and the use of hand and body
tnovements. Restricted affect is characterized by a clear reduction in the
expressive range and intensity of affects. Blunted affect is marked by a se-
vere reduction in the intensity of affective expression. In flat affect there is
a lack of signs of affective expression; the voice may be monotonous and
face, immobite.

Affect is inappropriate when it is clearly disoordant with thé content of
the person’s speech or ideation. Affect is labile when it is characterized by

repeated, rapid, and abrupt shifts. Example: An elderly man is tearful one

moment and combative the next.

Affective disorders—Behavior disturbances characterized principally by
increased or decreased activity and thought expressive of a predominating
mood of depression or elation. Although at time conspicuous, the behav-
ioral change is scldom bizarre.

Agitation—See infra Psychomotor Agitation.
Agoraphobia——Marked fear of leaving the familiar setting of the home.

Akinesia—Xoss or absence of motor function, ie., loss of the ability to
move a part of the body or to move around; impajrmen‘t, rather than total
absence, of such function; immobility.

Ambwalence—The presence of strong, conﬂlctmg emotions or ideas
about a person, object or goal.

Amnesia—A partial or total mablhty to recall past expenences which
were once known,

Anhedonia—Inability to experience pleasure.

Anorexia Nervosa—An emotional disorder marked by a keen concern
about obesity and by loss of appetite. The condition affects mostly young
women and leads to a sérious, often llfe-threatemng, loss of weight and
malnutrition. :
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App. 40-3 GLOSSARY App. § 40A

Anxjety—Apprehension, tension, or uneasiness that stems from the an-
ticipation of danger, which may be internal or external. Anxiety may be
focused on an object, situation, or activity which is avoided (phobia), or
may be unfocused (free-floating anxiety), It may be experienced in discrete
periods of sudden onset and be accompanied by physical symptoms (panic
attacks). When anxiety is focused on physical signs or symptoms and
causes preocctpation with the fear or belief of having disease, it is termed
bypochondriasis.

Arthur Adaptation of the Letter—Non-verbal test suitable for testing
children between the ages of 3 and 8 or adults at those mental ages,
Scores yield mental age (MA) and intelligence quotient (IQ.

Aftention—Ability to focus in a sustained manner on one task or activ-
ity. A disturbance in attention may be manifested by difficulty in finishing
tasks that have been started, easy distractibility, and/or difficuity concen-
trating on work,

Autistic Behavior—Extremely self-involved behavior leading to a lack
of responsiveness to other people.

Autoromic—Having seli-controlling functions, as certain organs, espe-
cially the part of the nervous systern known as the autonomic Nervous sys-
tem.

Autonomic Hyperactivity—Disturbance of that part of the nervous sys-
tem that functions outside of consciousness and that is not caused by ex-
ternal stimuli. Symptoms may include sweatiness, goosebumps, palpita-
tions, flushing, rapid heart rate, abdominal cramping and diarrhea as well
as light-headedness,

Bipolar Syndrome—A major affective disorder. The individual shifts ‘
between manic and depressive symptoms. Similar to a cyclothymic disor-
der (see infra), but more intense. :

Blocking—An interruption of a train of thought and speech before a
thought or idea has been completed, evidenced by a person stopping in
the middle of speaking and later remarking that he or she cannot recall
what he or she had intended to say.

Bulimia—An excessive, almost insatiable appetite, often a symptom of
mental or physical disease. It often alternates with anorexia (see supra).

Catatonic behavior—Marked motor anomalies, generally limited to dis-
turbances in the context of a diagnosis of a non-organic psychotic disor-
der. Motor anomalies include excitement, negativism, rigidity, posturing,
stupor, and “waxy flexibility.”
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Circumstantiality—A term used to describe a- disturbance of thought
and speech that is indiréct and delayed in-reaching thé point or main idea
because of digression into unnecessary, tedlous 1rrelevant detaﬁs, and par-
enthetic remarks. -~ . AR S -

Cognitive abilities—Refers to the mental abilities of compreh-smn,_
judgment, memory and reasomng as contrasted to ennotxonal and voh- )
tional processes.

Compulsmn—Repeutxve and seemingly purposeful behawor that is per-
formed with a sense of inner compulsion according to certain rules orina
stereotyped fashion. The behavior is not an end in itself, but is des;gned
and believed to produce or prevent some particular condition or some fu- -
ture state of affairs; the activity, however, either is not connected in a-real-
istic way with the state of affairs it is designed to’produce or prevent, or it
may be clearly excessive. For example, a 'person feels compelled to wash
his hands each time he touches another object due to a fear of germ con-
tamination recogmzed by the individual to be excessive. The act is per+
formed with a sense of subjective compulsmn coupled with a dwre to re-
sist it (at least initially); performing the particular act may not be
pleasurable, although it may afford some relief of tensmn Seen in ‘cbses-
sive compulsive disorder and schizophreénia.

Confabulation—The unconscious fabrication of “facts” by an mdmd-
ual with a severe memory: xmpalrment

Conversmn—-A loss or alteration of physical functlonmg that suggests a _
physical dJsorder but is actually a direct expression of a psycholog:cal
conflict or need. The dlsturbance is not under voluntary control and true '
physical disease has been ruled out by medlcal investigation. :

Conversion Hysteria— See also supra. A form of neuroms causmg alter-
ations in the patient’s personality, which may take the form of' multlple
personality, sleep walking, aimless running, _etc

Cyclothymia—A ‘personality disorder of chronic mood disturbance
characterized by periods of alternating moods of cheerfulness, vivacity
and mild depression and hypomania. The mood swings are not of suffi- -
cient severity or duratlon to be called either a major depress:on or a
manic episode. s

Decompensation-—Exacerbation of signs ‘and’ symptoms followmg an
individual’s unsuccessful attempt to adapt to stressful circumstances. ..

Deleriim—An organic mental disorder.marked by a clouded stite of
consciousness.; Disorientation, tiemory lmpalrment, agltatlon and- haltu--
cinations are commonly seen in this acute condltlon .
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Delusion—A false personal belief about the real world based on incor-
rect inference about external reality and firmiy sustained in spite of what
almost everyone else believes and in spite of what constitutes definite in-
controvertible and obvious proof of eévidence to the contrary.

Delusion of reference—A delusion whose theme is that events, objects,
or the people in the person’s immediate environment have a particular and
unusual significance, usually of a negative or pejorative nature,

Dementia—A. chronic deterioration (due to organic brain syndrome)
from a previous level of intellectual functioning and abilities involving
personality change and resulting in impairment of memory, abstract
thinking, judgment and impulse control. Clouding of consciousness does
not occur, although its severity will interfere with social and occupational
functioning occurring in a normal state of alertness, May be chronic or
acute and reversible or irreversible. . o

Depersonalization—An alteration in the perception or experience of the
self so that the feeling of one’s own reality is temporarily lost: Manifested
by a sense of being outside one’s own body, or that parts of the body are
very large, very small, or not under one’s control, etc, Seen in various psy-
chiatric disorders and also in the absence of any mental disorder in the
presence of overwheming anxiety, Kst,ress_or fatigue.

- Depression—A mood, often described as sad, hopeless, discouraged or
an inability to experience pleasure. - : -

Depressive Neurosis—A chronic mood disturbance characterized either
by moderate depression-or loss of interest or pleasure in all, or nearly all,
usual activities and pastimes. Not of sufficient severity or intensity to be
called a major depression. :

Diagnostic and Statistical-Manual of Mental Disorders—All psychia-
trists should now be using the Diagnostic and Statistical Manual of Mental
Disorders (Third Edition, 1980) (DSM-II). to diagnose patients. This is
the official classification of mental disorders by the American Psychiatric
Association. : :

Disorientation—Confusion about the date or time of day, where one is
(place), or who one is (identity). : : \ -

Dissociative Disorders—Sudden and temporary changes-in either con-
sciousness, sense of identity or voluntary motor movement.

Distractibility—Attention drawn too frequently to unimportant or ir-
relevant external stimuli, Example: . While being- interviewed, a subject’s
attention is repeatedly drawn to noise from an adjoining office, a book
that is on a shelf or the interviewer’s school ring.
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App. § 40A MENTAL DISORDERS App. 40-6

DSM-ITI—(See supra Diagnostic and Statistical Manual of Mental
Disorders). . ,

Dyskinesia—Impairment of the power to execute satisfactorily volun-
tary movements, especially with the arms or legs. :

Dysmenorrhea—-—Menstruétion which ‘is accompanied by pain. Emeo-
tional factors are sometimes responsible.

Dysthymic disorder—See Depressive neurosis.

Etiology—The science dealing with the cause of disease; also, the cause
of any particular disease. o

Euphoria—An exaggerated feeling of well-being.

Flight of Ideas—A nearly continuous flow of accelerated speech with
abrupt changes from topic to- topic, usually based on understandable asso-
ciations, distracting stimuli, or plays on words. When severe, the speech
may be disorganized and incoherent,

Functional disorder—A. broad class of mental impairments that cannot
be traced to an organic or physical origin. : ‘ .

Grandiosity—An inflated appraisal of one’s worth, power, knowledge,
importance, or identity. When extreme, grandiosity may be of delusional
proportions. Example: A professor who - frequently put his students to
sleep with his boring lectures is convinced that he is one of the more dy-
namic and exciting teachers at the university.

Hallucination—A. false sensory perception which may occur in any of
the five sensory channels without external stinnilation of the relevant sen-
SOry organ. :

Hallucination, auditory—A. hallucination of sound, most commonly of
voices, but sometimes of clicks, rushing noises, music, etc.

Hallucination, visnal—A. haltucination involving sight, which may con- -

sist of formed images, such as of people, or of unformed images, such as
flashes of light. Visual hallucinations should be distinguished from illu-
sions, which are misperceptions of real external stimuli.

Halstead-Reitan—A  comprehiensive battery of psychological tests
which demonstrate cognitive and motor abilities.

Histrionics—A personality trait or disorder characterized by dramatic
and intensely expressed behavior and emotions as characteristic disturb-
ances in interpersonal relationships.

Hypefhydrosis (psychogenic hyberhydrosis)——estsive sweating.A caused .

by psychogenic or emotional factors, as fear, embarrassment, etc. It in-
volves mainly the axilla¢ (armpits), forehead, and the palms,
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Hyperventilation——Abnonna]_ly rapid and deep breathing, and the con-
dition resulting from it, which includes a reduction in the normal amount
of carbon dicxide present in the blood. The condition occurs in nervous
and anxious persons, especially females, and is precipitated by an episode
of acute emotional tension. '

Hypochondriasis—Unr_ealistic interpretation of phyéical signs or sensa-
tions as abnormal, leading to precccupation with the fear or belief of hay-
ing a disease or view that one is “sickly.”

Idea of reference—An idea, held less firmly than a delusion, that
events, objects, or other people in the person’s immediate environment
have a particular and unusual interest or meaning specifically for him or
her. See also supra Delusion of Reference.

Hlogical thinking—Thinking that contains clear internal contradictions
in which conclusions are reached that are clearly erroneous, given the ini-
tial premises. ‘

Insight—Refers to the extent to which the patient is aware he is ill, rec-
ognizes the nature of the illness and understands the dynamic factor in-
volved in producing the illness,

Insomnia—Difficulty falling or staying asleep,

Judgment—The ability to.compare facts and ideas, understand their
relations and draw correct conclusions from them. This ablility is evaly-
ated during psychiatri¢ examination for evidence of impairment.

Lability (see also Affect)—Trait of emotiona_l instability with rapid and
wide shifts in mood or affect; e.g., sudden, unexpected crying.

Leiter International Performance Scale (LIPS/LIS}—A non-verbal
matching or grouping test which is arfanged-in levels to indicate years of
accomplishment. Scores yield mental age (MA) and 1Q.

Loosening of Associations—Thinking characterized by speech in which
ideas shift from' one subject or topic to another that is completely unre-
lated or only obliquely related without the speaker’s showing any aware-
ness that the topics are unconnected. '

Luria-Nebraska—A  comprehensive battery of psychological tests
which demonstrate cognitive and motor abilities, :

Malingering—The production or exaggeration of - psychological or
physical symptoms in pursuit of a goal.

Manic Syndrome (Mania)—Characterized by a predominant mood
which is either elevated, expansive or irritable. Includes symptoms such as
hyperactivity, pressure of speech, decreased need for sleep, inflated self-es.
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teem, distractibility, and excessive involvement in activities that have a
high potential for painful consequences, which is not recogmzed

Marked—Where “marked” is used as a standard for measurmg the de-
gree of limitation, it means more than moderate, but less than extreme. A
marked limitation may arise when several activities or functlons are im-
paired or even when only one is impaired, so long as the degree of limita-
tion is such as to seriously mterfere with the ability to ﬁmctlon ‘indepen-
dently, appropriately and. effectively. See Listing 12.00C in § 40.01{1]
supra. ' o

Mental Disorder—In DSM-IIL, a rh_ental disorder is a clinically signifi-
cant behavioral or psychological syndrome or pattern associated either
with distress or impairment in one or more areas of functioning.

'Mental Retardation—Insufficient intellectual capacity (due to genetic
endowment, disease or injury) to cope with environmental demands re-
sulting in the mabxhty to estabhsh an mdependent social existence.

Minnesota Multnphasnc Personahty Inventory (MMPI) —A verbal re-
sponse test concerning behavior, feelings, social attitudes and symptoms
of psychopathology. Used to gstablish diagnostic groups and personality
types.

Mood—A pervasive and sustained emotion that, in the extreme, mark-
edly colors the person’s perception of the world. Mood is to affect as cli-
mate is to weather. _

Morbid—(1) Diseased; disordered; abnormal. (2) Pertaining to, or in-
volving, diseased organs or tissues; pertaining to a disease; pathologic. .

Neurctic Disorder—A mental disorder in which the predominant dis-

turbance is a symptom or group of symptoms that is distressing to the '

individual and is recognized by him or her as unacceptable and alien; real-
ity testing is grossly intact. Behavior does not violate gross social norms.

The disturbance is relatively enduring or recurrent without treatment, and

is not limited to a transuory reaction fo stressors.

Neurodermatitis—A chronic skin disorder marked by the appearance
of itching eruptions, especially on the neck and i in the armpnts It'is seen in
persons of nervous temperment, :

Neuroleptics—A class of psychotropic drugs which modify psychotic
behavior in general. They have become the major therapeutic agents in

treating schizophrenia with the capacity to modify affective states w1thout :

seriously. impairing cognitive functioning.
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Obsessions—Recurrent, persistent ideas, thoughts, images, or impulses
that are ego-dystonic, that is, they are not experienced as voluntarily pro-
duced, but rather as ideas that invade consciousness.

Organic Mental Disorder—A type of organic brain syndrome in which
the etiology is known or presumed involving a psychological or behavioral
abnormality associated with transient or permanent dysfunction of the
brain,

Panic Attacks—Discrete periods of sudden and intense apprehension or
fearfulness. There may also by symptoms of shortness of breath, chest
pain, choking, or fears of going crazy.

Paranoid Disorders—A group of psychotic disorders characterized by
delusions of grandeur and persecution, suspiciousness, hypersensitivity,
hyperalertness, jealousy, guardedness, resentment, humorlessness, liti-
giousness (tending to engage in lawsuits) and sullenness.

Paranoid Ideation—Ideation, of less than delusional’ proportions, in-
volving suspiciousness or the belief that one is being harrassed, perse-
cuted, or unfairly treated. ‘

Perserveration—Persistent repetition of words, ideas or topics.

Personality disorder—Implies inflexible and maladaptive ‘patterns of
sufficient severity to cause either significant impairment in adaptive func-
tioning or subjective distress, : : -

Phobia—A persistent, irrational fear of a

C ‘ spéciﬁd object, a;":tivity,r or
situation that results in a compelling desire to avoid the dreaded object,

activity, or situation (the phobic stimulus):

Poverty of Content of Speech—Speech that is adequate in amount but
conveys little information because of vagueness, empty repetitions, or lise
of stereotyped or obscure phrases,

Poverty of Speech—Raestriction in the amount of speech, so that $pon-
taneous speech and replies to questions are brief and unelaboratéd. When
the condition is marked, replies may be monosyllabic and some questions
may be unanswered. ! ) v

Pressure of Speech—Spesch that is increased in amount, accelérated,

and difficult or inipdssitilé"td'interrupt."U'sua.lly it is also loud and em-
Phatic. Frequently, the individual talks without any social stimulation and

may continue to talk even though no one is listening::.

Psychasthenia—A mental disorder of the neurosis type marked by
compulsions to perform senseless acts which the subject recognizes as silly
or irrational, obsessions with haunting ideas, anxieties, abnormal fears,
ete, - - : ‘ _ .
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Psychogenic—Of emotional or mental origin. Used to describe the eti-
ology of symptoms that cannot be traced through examination and testing
to any physical abnormality. s ,

Psychogenic Pain Disorder—Characterized by complaints of pain, not
associated with signs of physical illness and with evidence of psychologi-
cal disturbance. ' - ' :

Psychometric—(1) Pertaining to or invoiving the measurement of intel- -

ligence, as by intelligence (or psychometric) tests. (2) The measurement of
the duration and/or intensity of a mental activity. : : .

Psychomotor Agitation—Excessive motor activity associated with a
feeling of inner tension; the activity is usually nonproductive and repeti-
tious. When the agitation is severe it may be accompanied by shouting or
loud complaining. Examples: Inability to sit still, pacing, wringing of
hands, pulling at clothes. - . o

Psychomotor Retardation—Visible generalized slowing down of physi-
cal reactions, movements, and speech.

Psychopathology—The branch of medicine investigating and dealing
with the nature and causes of mental disease.

Psychosis—A term indicating gross impairment in reality testing in- —
cluding hallucinations, delusions or severe disorganization of thought. It
may be used to describe the behavior of an individual at a given time, or a
mental disorder in which at some time during its course all individuals

with the disorder have grossly impaired reality testing.
Psychotropic—Having an effect on the psyche or mind.-

Raven Progressive Matrices—A non-verbal intelligence test. It uses
abstract designs which must be completed by the participants; yields 1Q
only. '
Raynaud’s Disease—A. disease marked by spasms of the blood vessels
in the limbs, especially in the legs, and more often in the toes. During an
attack, the affected part aches and fecls cold: The spasms are usually initi-
. ated by exposure to cold and by emotional strain. . s

Rorschach—A verbal response test of ten inkblots used to obtain a pic-
ture of the participant’s personality to aid psychiatric diagnosis and prog-
nosis. 7 _ o ’ B} )

Schizoid Personality Disorder—A personality disorder characterized
by an inability to form relationships with others. .

Schizophrenia—A group of disorders of differing etiologies with certain

psychotic features during the active phase of the iilpess such-as delusions,
hallucinations and incoherence. Onset is usually before age 45, a deterio-
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ration from a previous level of social and occupatioanal functioning is
noted, and duration continues for at least six months. :

Sensorium—The functional state of the special senses, especially as re-
lated to the condition of consciousness,

Sign—An objective manifestation of a pathological condition. Signs are
seeh by the examiner. See Listing 12.00B in § 40.01[1] supra.

Somatic—-Pertaining to the body. The word is used in Iwo senses: per-
taining to the body as distinguished from the mind, and pertaining to the
body framework and walls as distinguished from the organs contained
inside the body.

Somatoform disorder—Physical symptoms of several years duration of
psychic, mental or emotional origin, which have no known demonstrable
organic basis but which have caused the individual to take medicine fre-
quently, seek medical treatment and alter life patterns. In DSM-III (see
supra), a group of disorders which includes physical symptoms suggesting
physical illness for which there are no demonstrable organic findings but
for which there is positive evidence or a strong presumption, that the
symptoms are linked to psychological factors. This groups includes soma-
tization disorder, convetsion disorder, psychogenic pain disorder, and hy-
pochondriasis,

Symptoms—A subjective complaint reported by the patient, See Listing
12.00B in § 40.01[1] supra.

Syndrome—A grouping of symptoms that occur together and that con-
stitute a recognizable condition.

Thematic Apperception Test (TAT—A verbal response test wherein
the participants tell stories of pictures shown to them. It focuses primarily
oh interpersonal relationships and is a diagnostic tool.

Thought Disorder—Any disturbance of thinking that affects language,
communication, thought content or thought process. In DSM-III, a dis-
turbance in the form of thought as distinguished from the content of
thought. This may include loosening of associations, neologism (newly
invented words), perseveration or blocking,

Vigilance and Scanning——lncreased watchfulness with visual examining
of a small or isolated area with attention to the environment for signs of
threat. .

Wechsler Adult Intelligence Scale (WAIS)—A verbal and performance
test of several parts which measures IQ mental age (MA) in three different
scoring yields. Copyrighted 1955.
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WAIS-R-—An updated (copyright 198 1) revised version of the WAIS.,
See also the American Psychiatric Association Psychiatric:Glossary, Amer-
ican Psychiatric Press, 1400 K Street N.W., Wash., D.C.20000. .
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App. § 40B Mental Disorders Cases Listed by Circuit
Sipreme Court ‘ S

Richardson v. Perales, 402 U:S. 389, 28 L. Eq. 24 842, 91 8. Ct. 1420
(1971) (a landmark case involving a man with paranoid personality: deals
with due process rights of claimants at hearings).
First Circuit

" Nieves v. Secretary of Health and Human Services, 775 F.2d 12 (ist
Cir, 1985) (claimant with IQ in the 60s and myositis and depression was
awarded benefits from 1978). = ' ' o

Lopez-Cardona v. Secretary of Health and Human Services, 747 F.2d
1081 (1st Cir. 1984) (pain and nervousness are two factors which must be
considered as vocationally relevant in determining whether the claimant
can éngage in forms of sybstan_ti'a_l gainful activity). 4 o

Lebron V. Secretary of Health and Human ,Servicwj 747 F.2d4818 (1st

ernploymeqt).

Goodermote v, Secretary of Health and Human Services, . 690 Fad- 5
(1st Cir. 1982). ‘ ,

Deblois v. Secretary of Health- and Human Services, 686 F.2d 76 (ist
Cir. 1982).

Lizotte v, Secretary of Health and Human Services, 654 F.2d 127 (1st
Cir. 1981) (severe depression with anxiety combined with poor intelligence
can create disability).

Guzman Diaz v. Secretary of Health, Education and Welfare, 613 F.2d
1194 (1st Cir. 1980). - - ot T : :

Second Circuit

City of New York v. Heckler, 742 F.2d 729 (2d Cir. 1984) (a class com-
prised of 50,000 mentally impaired New York residents successfully chal-
lenged Social Security’s procedures for evaluating the claimg of mentally
impaired individuals; interim benefits were awarded to those whose bene-

fits were terminated),

Berry v. Schwicker, 675 F.2d 465 (2d Cir. 1982) (a 36-year-old former
carnival ride operator was denied disability for insuificient . clinical evi-
dence to support his claim that he was disabled. due to retardation,
chronic brain syndrome and functional nonpsychotic disorders),

Rutherford v. Schweiker, 685 F.24 60 (24 Cir. 1982) (alcoholism),
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CGarter v. Schweiker, 649 F.2d 937 (2d Cit. 1981) (alcoholism).

MéAndrew v. Heckler, 562 F. Supp: 1227 (S.D.N.Y. 1983) (sévere reac-
tive depression suffered by claimiant had disabling consequences).
Bradford v. Secietary &t Health and Human Services, 532 F. Supp.
1025 (E.D.N.Y. 1982). T . -
Third Circuit _
Caffee v. Schweiker, 752 F.2d 63 (34 Cir. 1985) (Caffee,_a 46-year-old
former male attendant in a state mental hospital, suffered from paranoid
schizophrenia with depression which rendered him unable to.deal with the
stress of his job. His IQ was measured at 85. Testifying as to the relation-
ship of stress to employment, a vocational expert stated that all forms of
employment carry with them a certain amount of stress. It was held that
Caffee’s limited stress tolerance brought about by his severe mental condi-
tion prevented him from engaging ini competitive employment).
Van Horn v. Schweiker, 717 F.2d 871 (3d Cir. 1983) (alcoholism).
Torres v. Schweiker, 682 F.2d 109 (3d Cir. 1982). '

Hall . Schweiker, 567 F. Supp. 213 (E.D. Pa. 1983) (hysterical person-
ality causes disability). :

Simons v. Heckler, 567 F. Supp. 440 (E.D. Pa. 1983) (a personality dis-
order precluded the petformance of gainful activity).

Fourth Circuit

Banham v. Heckler, 775 F.2d 1271 (4th Cir. 1985) (mental retarda-
tion). S ' ' —

Smith v. Schweiker, 719 F.2d 723 (4th Cir. 1984).

MeLain v. Schewiker, 715 F.2d 866 (4th Cir. 1983) (psychiatric impair-
ments, such as a long-standing nervous disorder with inadequate person-
ality, are nonexertional impairments).

Grrant v. Schweiker, 699 F.2d 189 (4th Cir. 1983) (limited intelligence is
a nonexertional impairment which requires vocational testimony).

Mitchell v. Schweiker, 699 F.2d 185 (4th Cir. 1983) (2 low IQis a life-

long problem which could be the basis of 2 finding of disability based ori

the listing governing mental retardation).. o
Schrader v. Harris, 631 F.2d 297 (4th Cir. 1980) (éreates exception for
cises involving the mentally impaired to the standards on res judicata set
out in Califano v. Saunders, 430 U.S. 90, 51.L. Fd. 2d 1972, 97 8. Ct. 980
(1977)). o R S
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Wilson v. Califano, 617 F.2d 1050 {4tk Cir. 1980) (effects of severe an-
xiety and depression must be weighed in determining the claimant’s enti-
tiement), '

Hicks v. Califano, 600 F.2d 1048 (4th Cir. 1979) (alcoholism).

Swaim v. Califano, 599 F.2d 1309 (4th Cir. 1979) (alcoholism),

Stawls v. Califano, 596 F.2d 1209 (4th Cir. 1979). .

Lewis v. Weinberger, 541 F.2d 417 (4th Cir. 1976) (a claimant afflicted

with anxiety and hypochondriacal neurosis was found to be totally dis-
abled). '

Wyatt v. Weinberger, 519 F.2d 1285 (4th Cir. 1975) (aervousness),

Finney v. Schweiker, 566 F. Supp. 1541 (W.D.N.C. 1983) (the AL}
should have ordered IQ tests after the claimant’s limited intelligence be-
came apparent during the hearing).

Fifth Circuit
Green v. Schweiker, 694 F.2d 108 (5th Cir. 1982), reh’s denied, 699

F.2d 1163, cert. denied, 460 U.S. 1091, 103 S. Ct. 1790, 76 L., Ed. 2d 357
(1983). :

McGee v. Weinberger, 518 F.2d 330 (5th Cir. 1975).

Dixon v. Weinberger, 495 F.2d 202 (5th Cir. 1974) (claimant suffer-
ing from a number of other physical and mental problems was awarded
benefits),

DePaepe v. Richardson, 464 F.2d 92 (5th Cir, 1972) (multiform psychi-
atric problems with physical disorders created diability).
Sixth Circuit |

Sherrill v. Secretary of Health and Human Services, 757 F.2d 803 (6th

Cir. 1985) (a widow suffering from depression, fibrositis and osteoarthritis
was awarded benefits). -

Branham v. Gardner, 383 F.2d 614 (6th Cir. 1967) (well-informed dis-
cussion on the role of psychiatry in disability proceedings).
Seventh Circuit '

Orlando v. Heckler, 776 F.2d 209 (7th Cir. 1985).

Hassler v. Weinberger, 502 F.24 173 (7th Cir. 1974) {paranoid personal-
ity with depression can form basis for award of benefits),

Eighth Circuit
Benson v. Heckler, 780 F.2d 16 (8th Cir. 1985) (it was error for the Ad-

ministrative Law Judge to discount allegations of pain because of lack of
objective evidence; the court noted that, under the new Mental Impais-
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ment Listing, somatization disorder is listed as'a disabling.imp‘ainnent; on

remand, the Secretary should,e\saluate-zthe claimant’s case in light of thc_'.-.

standards set out in the Listing). .

Steele v. Heckler, 748 F.2d 492 (8th Cir. 1984) (a medical improyement
case involving moderate to severe anxiety, Dervousness, irritability and
panic was remanded because there was no evidence to support the Secre-
tary’s claim that the claimant’s condition had improved).’ o

Miller v. Heckler, 747 F.2d 475.(8th Cir. 1984). - -~

‘Smith v. Heckler, 735 F.2d 312 (8th Cit. 1984). o

Van Horn v. Heckler, 717 F.2d 1196 (8th Cir. 1983) (chronic undiffer-
entiated ‘schizophrenia, a passive aggressive dependent personality, and a
probable organic learning disorder cause disability). )

Brenner v. Schweiker, 711 ‘F.2d 96 ‘(8th Cir. 1983) (a 4l-year-old

woman with seven years of special education alleged disability due in part

to her low 1Q which was 65 on the verbal component of the WALIS; she
could not tolerate social interactions and could work only in a sheltered
environment; as a result, her claim was approved), :

Burns v. Schweiker, 708 F.2d 351 (8th Cir. 1983).
Woodard v. Schweiker, 668 F.2d 370 (8th Cir. 1981).
Bailey v. Califano, 614 F.2d-146 (8th Cir. 1980).

Veal v. Califano, 610 F.2d 495 (8th Cir. 1979) (alcoholism).

Behnen v. Califano, 588 F.2d 252 (8th Cir. 1978) (a psychoneurosis
with conversion features can contribute to disability). '

Adams v. Weinberger, 548 F.2d 239 (8th Cir. 1977) (alcoholism).
Ninth Circuit : . o '
Brown v. Heckler, 713 F.2d 441 (Sth Cir. 1983) (alcoholism).

Hall v. Secretary of Health, Education and Welfare, 602 F.2d 1372 (9th

Cir. 1979) (depressive neurosis and mental deficiency of claimant must be
considered in determination of_disabﬂitjr). : o :
Griffis v. Weinbetger, 509 F.2d 837 (9th Cir. 1975) (alcoholism).
Eleventh Circuit _ - _
Powell v. Heckler, 773 _F.Zd_ 1572 (11th Cir. 1985) (a 44-year-old
chronic schizophrenic with intefmittent employment was awarded benefits
during the time of unemployment from 1978 through 1981). '

Pendley v. Heckler, 767 F.2d 1561 (11th Cir. 1985) (it was error to ex-

clude consideration of the claimant’s anxiety disorder in. a hypothetical -

question to vocational expert).
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Edwards v, Heckler, 755 F.2d 1513 (11th Cir. 1985)
Ambers v. Heckler, 736 F.2d 1467 (11th Cir. 1984), :
Freeman v, Schweiker, 681 F.2d 727 (11th Cir. 1982) (IQ"of 62 with

physical disorders qualifies claimant for disability under § 200.00(h) of
the Medical-Vocational Guidelines). ' :
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App. § 40C Code of Federal Regulations Provisions: Evaluation
of Mental Impairments (20 C.F.R. § 404.15202)

{a) General. The steps outlined in § 404.1520 apply to the evaluation

of physical and mental impairments. In addition, in evaluating the sever-
ity of mental impairments, a special procedure must be followed by us at

each administrative level of review. Following this procedure will assist us
in: .

(1) Identifying additional evidence necessary for the determination of
impairment severity; -

(2) Considering and evaluating aspects of the mental disorder(s) rele-
vant to your ability to work; and

(3) Organizing and presenting the findings in a clear, concise, and
consistent manner. :

(b) Use of the procedure to record pertinent findings and rate the degree

of functional loss.

(1) This procedure reguires us to record the pertinent signs, symp-
toms, findings, functional limitations, and effects of treatment con-
tained in your case record. This will assist us in determining if a mental
impairment(s) exists. Whether or not a mental impairment(s) exists is
decided in the same way the question of a physical impairment is de-
cided, i.e., the evidence must be carefully reviewed and conclusions sup-
ported by it. The mental status examination and psychiatric history will
ordinarily provide the needed information. (See § 404.1508) for further
information about what is needed to show an impairment.

(2) If we determine that a mental impairment(s) exists, this proce-
dure then requires us to indicate whether certain medical findings which
have been found especially relevant to the ability to work are. present or
absent, '

(3) The procedure then requires us to rate the degree of functional
loss resulting from the impairment(s). Four areas of function considered
by us as essential to work have been identified, and the degree of func-
tional loss in those areas must be rated on a scale that ranges from no
Jimitation to a level of severity which is, incompatible with the ability to
perform those work-related functions. For the first two areas (activities
of daily living and social functioning), the rating of limitation must be
done based upon-the following five point scale: none, slight, moderate,
marked, and extreme. For the third area (concentration, persistence, or
pace) the following five point scale must be used: never, seldomi, often,

" frequent, and constant. For the fourth area (deterioration or decompen-
sation in work or work-like settings), the following four point scale
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must be used: never, once or twice, repeated (three or more); and con-
tinual. The last two points for cach of these scales represent a degree of
limitaiton which is incompatible with the ability to perform the work-
related function.

(©) Use of the procedure ro evaluate mental impairments, Following the
rating of the degree of functional loss resulting from' the impairment, we
must then determine the severity of the mental impairment(s). '

(1) If the four areas considered by us as essential to work have been
rated to indicate a degree of limitation as “none” or “slight™ in the first
and second areas, “never” or “seldom™ in the third area, and “never” in
the fourth area, we can generally conclude that the impairment is not
severe, unless the evidence otherwise indicates there is significant limita-
tion of your mental ability to do basic work activities (see § 404.1521).

(2) If your mental impairment(s) is severe, we must then determine if
it meets or equals a listed mental disorder, This is done by comparing
our prior conclusions based on this procedure (i.e., the presence of cer-
tain medical findings considered by us as especially relevant to your
ability to work and our rating of functional loss resulting from the mien-
tal impairment(s)) against the paragraph A and B criteria of the appro-
priate listed mental disorder(s). If we determine that paragraph C crite-
ria will be used in liew of paragraph B criteria (see listings 12.03 and
12.06), we will, by following this procedure, indicate on the document
whether the evidence is sufficient to establish the presence or absence of
the criteria. (See paragraph (d) of this section).

(3) If you have a severe impairment(s), but the impairment(s) neither
meets nor equals the listings, we must then do a residual functional ca-
pacity assessment, unless you are claiming benefits as a disabled widow=
{er) or surviving divorced spouse,

@ At all adjudicative levels we must, in each case, incorporate the
pertinent findings and conclusions based on this procedure in our deci-
sion rationale. Our rationale must show the significant history, includ-
ing examination, laboratory findings, and functional limitations that we
considered in reaching conclusions about the severity of the mental im-
pairments(s). '

(@) Preparation of the document. A standard document outlining the
steps of this procedure must be completed by us in each case at the initial,
reconsideration, administrative law judge hearing, and Appeals Council
levels (when the Appeals Council issues a decision).
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(1) At the initial and reconsideration levels the standard document
must be completed and signed by our medlcal consultant.. At the ad-
mxmstratave law Judge hearmg level, several options are avallable

(i) The administrative law judge may complete the document thh-
out the ass1stance ofa medlcal advxsor

(i) The admunstratwe law judge may call a medmal advisor for as-
sistance in preparing the document or

(iii) Where new ewdence is received that is not merely cumulatwe of
evidence already in your case file or where the issue of a mental impair-
ment - arises for the first time at the administrative law judge hedring TN
level, the administrative law judge may decide to remand the case to :
the State agency for completion of the document and a new determina-
| tion. Remand may also be made in situations where the services of a
medical advisor are determined necessary but unavailable to the admin-
istrative law judge. In such circumstances, however, a remand may or-
dmanly be made only once.

" (2) For all cases mvolvmg mental disorders at the adtmmstratlve law
judge hearing or Appeals Council levels, the standard document will be
appended to the decision.
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App. § 40D Questions and Answers on the New Mental
Evaluation Guidelines: Legislative Implementation
Update No. 85-2 (September 1985), Issued by the
Ottice of Disability, Social Security Administration

Questions and Answers on the New Mental Evaluation Guidelines

The purpose of this second Legislative Implementation Update (LIU) is
to share with you questions and answers (Qs & As) concerning the new
mental evaluation guidelines. This LIU is composed.of questions raised
during the mental evaluation training sessions in several regions, and the
corresponding Office of Disability answers, _ ‘

Attached to this page are'21 pages of Qs & As arranged in the follow-
ing four categories. : : ‘

o Section A 67Qs & Ason the mental listings ‘

» Section B 19 Qs & As on the Psychiétﬁc Review Technique Form
- (PRTF)- E o :

* Section C 16 Qs & As on mental residual functional capacity (RFC).

* Section D 2 Qs & As on district office (DO) issues

In keeping with our commitment to publish Qs&As resulting from the
Hot Line and other sources, we will continue to provide additional
Qsé&As as they are received and resolved. Tnformation about the mental
¢valuation Hot Line contact points is contained in Section IX of LIU
Number 85-1. - C ' ’

A, Listing Questions

- Question 1: How can we document and-adjudicate cases involving

" Asian immigrants who do not believe in western medicine?

Answer: The program does not evaluate claimant’s beliefs but rather
their mental status, psychiatric¢ history and functional limitations (if any),
Claimants Who are new to U.S. culture are often difficult to evaluate.
However, even newly arrived immigrants with mental impairments. per-
form activities of daily living: have social relationships; show deficiencies
in concentration, persistence and p: ce; and have episodes of deterioration
and decompensation, all in an historic and longitudinal context. These, of
course, must be carefully developed, detailed, and assessed. If possible,
mental status data should be obtained from psychiatrists or psychologists
familiar with the claimant’s culture or lanignage. Social workers or psychi-
atric nurses who are familiar with culture or language at hand can be very
helpful. Under certain circumstances, a disability determination services
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(DDS) may wish to hire such social workers-or-nurses on a oommltant or
contractual basis, :

Question 2: We need more guldc:lmes for part “C» decisions. What
kinds of evidence are acceptable? - -

Answer: Part C of 12.03 apphes to claimants with chromc psychotic
disorders who may have becn in treatment for several years. “Their tisto-
ries may include multiple hospxtahzatlons, out-patient treatment and psy-
chosocial support (e.g., day care centers, sheltered workshops, boardmg
bouses, etc.). In additionto medical- reports from hospitals and clinics,
adequate d&scnptlons of functional limitations should be obtained from
these and other sources, such as programs and facilities where the individ-
ual has been observed over a considerable’ period of time. Information
from both medical and nonmedical sources may be used to obtain detailed
descriptions of the individual’s activities of daily living, social functioning,
ability to concentrate and persist, or ability to tolerate increased mental
demands (stress). Such information can be prowded by family members
and other caretakers who have knowledge of the individual’s functioning.
(See Program Operations Manual System (POMS) DI 00401.595C.6C).

Question 3: How can two isolated episodes of pshychosis, widely sepa-
rated by remission be differentiated from 12.03C1 criteria? What does “re-
peated” mean? ,

Answer: The concept of “repeated eplsod&e of deterioration or decom-
pensation” as outlined in 12. 03C1. unphes a remission of symptomatology
under the effects of treatment or treatment equivalence (neuroleptics and
psychosocial support) but with no significant improvement in the claim-
ant’s capacity to function independently or autonomously on a sustained
basis. An individual who has two episodes of psychosis widely separated
by remission, but whose residual functional capacity (RFC) improves sig-
nificantly during remission to a level of capacity for substantial gainful
activity (SGA), does not fit the 12.03C1 criteria. In fact, individuals with -
a chronic schizophrenic disorder often experience a progressive deteriora-
tion in their functioning with each episode of active psychosis. These are
precisely the chronically psychotic individuals whose psychopathology
and level of functioning should be evaluated under listing 12.03C1. If the
question implies two widely separated discrete episodes with no ‘evidence
of any severe mental disorder in between episodes, €.g., two- episodes of
brief reactive psychosis sepa:ated by months or years with - no mtervenmg
mental disorder, listing 12. 03C would not ordinarily apply

Question 4: How is ‘ﬁntermlttgnt persistence” defined?

Answer: The key issue here is the fact that schizo'phrenic‘ disorders (lis-
ting 12. 03) and affectwe dlsorders (listing 12. 04) are usually chronic.
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Their clinical manifestations may remit to a level where residual symp-
toms are minimal or even nonexisting, for variable periods of time, usually
under treatment {ongoing or otherwise). In the case of affective disorders
such as bipolar disorder, their cyclic (and thus intermittent) nature is even
more evidence. Therefore, their clinical manifestations can be either con-
tinuous, or, the same manifestations (“persistence”) can be reactivated
following a period of quiescence (“intermittent”). “Persistence” of clinical
manifestations refers to the chronic nature of the mental disorders at is-
sue. “Intermittent” refers to their cyclic or episodic course.

Question 5: How do we deal with treating source opinion that an indj-
vidual will decompensate when there is no evidence one way or the other?

Answer: Opinion evidence in isolation has little - programmatic value
when not substantiated by clinical signs, symptoms and findings. The as-
sertion by a treating psychiatrist that a claimant’s functioning will decom-
pensate should be supported with a clinical precedent and/or a clear ex-
planation of the interaction between the possible precipitating and
exacerbating factors with the relevant historic documentation and the re-
sulting clinical manifestations. ' S

While treating source opinjons should always be given serious consider-
ations, they are not, in and of themselves, determinative. What is - determi-
native is the evidence as a whole, taken particularly in the context of sus-
tainability and longitudinality. It is the DDS physician/examiner team
which ultimately makes the decision as to the likelthood of decompensa-
tion.

Quesa’oh 6: Is there an educational level at which & person is expected
to do serial 7’s?

Answer: Most claimants who have successfully completed 6th grade
will have the educational background to complete serial 7’s. Of course, no
conclusion about the claimant’s overall mental status should be based

solely on a single item, e.g., serial 7’s.

Question 7: To what degree should “cardiac neurosis™ and “cancer neu-
rosis” be developed? Do we need a consultative examination (CE)? (These
are common findings post myocardial infarction (MI) or open heart sur-
" gery.) : oo : S

Answer: “Cardiac neurosis” denotes a psychiatric syndrome with signif-
icant anxiety, phobic, depressive or somatoform’ components in the ab-
sence of (an appropriate degree) cardiovascular pathophysiology. As such,
it requires the appropriate evaluation by a psychiatrist. The emotional re-
actions observed during recovery from MI and ‘open heart surgery are
usually of a short duration (2-4 months) and fail in the category of ad-

(Rel.3-12/86 Pub.637)




App. § 40D MENTAL DISORDERS - . App. 4024

justment disorders with anxiety and/or a depressive mood. When its du-
ration persnsts and interferes with functional recovery, the nature and.
prognos1s should be evaluated through a psychiatric CE.

Quesuon & What i 1s the deﬁmtlon of “frequent”?

Answer: “Frequent” is more than “often” and less than “constant »
Item “B3” requires more than an evaluat:on of frequency, however Dura-
tion and effect must be developed, dctalled, and considered as well.

Question 9: Can the new listings be used for supplemental security in-
come (SSI) dependent child (DC) claims? .

Answer: Yes, as the cuffent regulations provide, in evaluatmg dlsablhty
for a person under age: 18, Part B will be used first. If the. ;nedtcal‘cntena
in Part B do not apply, then the medical criteria in Part A will be used. -

Question 10: How do the diary categories apply to the new listings? For
example, the 2-year duration is already established, can we still diary for 1
year based on prognoms?

Answer: The ‘diary categories are currently bemg revised. However,
POMS DI 00401.790 states that a medical judgment must be made by the
reviewing physxclan ‘based upon the facts of the individual case, as to
whether a diary is appropriate. A diary should be established in any case
in which there is a reasonable expectation that- the mdmdual wﬂl regam
the ability to work. -

Quesnon 11: Does a mental impairment have to be established by medi-
cal evidence from a psychiatrist or is medical evidence from a nonpsyc]:na-
trist sufficient? Some agoraphobics may have seen only thelr attendmg
physician.

Answer: The existence of a medically determmable 1mpa1r1nent must be
established by medical evidence consisting” of clinical signs; symptoms
and/or laboratory or psychological test findings regardless of whethier the
impairment is physical or mental. Clinical signs are medical demonstrable
phenomena which reflect specific abnormalities of behavior, -affect,
thought, memory, orientation, or contact with reality. Symptoms are com- .
plaints presented by the individual. Signs and symptoms ‘generally cluster '
together to constitute recognizable syndromes {mental disorders). If -a
physician, who is not a psychiatrist or psychologist, can supply the neces-
sary detailed mformat;on to establish a medically determmable mental
impairment, then that emdence will be sufficient. However, most nonpsy- '
chiatric physnclans cannot prov:de adequate psychlatncally relevant evi-
dence in psychlatnc cases.

Question-12: s lay evidence sufficient to set the onset? _
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Answer: In disabilities of non-traumatic origin, -the determination of
onset involves consideration of the applicant’s allegations, work history, if
any, and the medical and other evidence concerning impairment severity.
The weight to be given any of the relevant evidence depends on the indi-
vidual case. With slowly progressive impairments it may be necessary to
infer the onset date based on all relevant evidence. (For a complete discus-
sion of onset of non-traumatic disabilities refer to POMS DI 00401.725.)

. Question 13: When development is by report of contact (RC), must it
be signed by the contact?

Answer: Please refer to POMS DI 00401.120 which discusses signature
N requirements for medical evidence received over the telephone. However,
for nonmedical evidence, a signature is not required on an RC.

Question 14: Is the permanent impairment list to be updated?
" Answer: Yes, we are working on it now.

Question 15: Based on the examples, we can evidently make assump-
tions about premorbid IQ Ievel. Is this correct? Does it require some kind
of documentation? _ _ )

Answer: Documentation is always required to establish the existence of
a medically determinable impairment. If previous IQ scores do not exist,
there may still be instances when the documentation in the file wouid in-
dicate that there has been a drop of 15 points in a claimant’s IQ. Such a

Sl situation might occur if there is ddcumenta_tio_n describing a claimant who
has graduated from college and fusictioned well in an intéllecthally de-
manding job who is found to have an IQ of 85 following brain injury.
From a clinical standpoint, however, it'is difficult to ‘envision a case in
which the diagnosis of an organic mental disorder would depend solely on
a drop in IQ with no other findings as described in the “A” criteria of
12.02.

Question 16; Tf 12.02C2 is met and the person therefore has not worked
for 2 years, will the onset be set 2 years back?

Answer: Presumably this refers to listing 12.03C. Onset would be when
the claimant could not work because of a medically determinable impaif-
ment. If the claimant has not been able to function outsidé of a highly
structured setting, onset would be when the claimant could no longer
function outside that setting. : : o ‘

Question 17: Can the minor affective disorders mentioned by Dr. Gold-
man {(cyclothymie, dysthmic, atypical bipolar and. atypical ‘depression)
also meet listing 12.04? Sometimes they are as severe or more so than the
major affective disorders.
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Answer: They will rarely meet 12.04 because the “A? criteria describes
major affective disorders. They may equal 12.04 if the reqmsne restric-
tions described in the “B” criteria are satisfied.

Question 18: Does “gross deficits of social and communicative skills”
refer only to diagnosed autism? With the word “or” in the listing it would
seem autism could also meet 12.05D even if the 1Q were above 69. Why
does the tape say you would eguate the listing in that instance?

Answer: Yes, “gross deficits . . .” does refer only to autism., Autism
can meet 12.05D even if the 1Q were above 69. The tape is in"error. A

claimant with autism, irrespective of IQ, who shows the gross deficits will _

meet the listing.

Question 19: How frequent must mamc-depresswe illness "cycie”? How
long can “wel] periods” last? .

Answer: There is no minimal number of cycles that must be established.
However, the 12 month duration requirement for initial claims must be
met. The court of major affective disorders is variable. There may be
many years of normal functioning between episodes of illness. Rarely, is
there an alternation of manic and depressive episodes over a long penod
of time without an intervening period of near normal mood.

Question 20: Under which listing should anorexia and bulemia be eval-
uated? ) '

Answer: There are at least three possibilities, depending on the details
of the case, i.., 12.06A4, 12.08A3, and 12.04. Eating disorders are more
frequent in adolescents and young adults. Because of the involvement of
other body systems, the assessment of severity sometimes involves more
than one listing.

Question 21: Has the. policy about noncomphance with mecllcal treat-
ment changed?

Answer: No, there has been no policy change regarding failure to follow
prescrlbed treatment (see POMS DI 00401.575ff). However, it must be

kept in mind that individuals with chronic mental disorders may not be

able to make sound judgments about following prescribed treatment be-
cause of the nature of their impairments, and thus may have “good cause”
for failure to comply. :

Question 22: How can we avoid the CE “snapsho " approach on con-
tinuing disability review cases where there have been no treating sources?

Answer: Prior medical and nonmedical evidence in file fill help estabhsh
a longitudinal picture of the impairment. Third party reports and the cur-
rent CE will help fill the gaps to present an adequate picture. In some
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cases, it may be appropriate to obtain a second CE. (POMS DI
T00401.821) . - S

Question 23: Shouid we use medical deferral when onset is recent in or-
der to obtain more longitudinal data? -

Answer: In some cases this may be appropﬁate. _

Question 24: In considering deterioration under work-like conditions, is
there a timeframe to show that stress caused the deterioration?

Answer: No. Timeframe, per se, does not establish causality.

Question 25: 1f the person does deteriorate under work conditions, who
does the work development, this district/branch office (DO/ BO) or DDS?

Answer: Usually the DDS will develop work activity since the DDS
will know what specific information is required to adjudicate the case.
(POMS DI 00401.003B, DI 004011.035B and DI 00401.125.)

Question 26: Can we really obtain a mental status exam that contains
enough information for the new listings? ‘

Answer: A mental status exam is only one part of a psychiatric exam

and in and of itself would ordinarily not provide sufficient documentation
to permit evaluation under the new listings.

Question 27: Where does the term “significant” fit in?
Answer: We cannot determine the point of this question.

Question 28: Do we need permission to use DO observations as lay evi-
dence? : : T

Answer: No, we do not need permission to use DO observations as lay
evidence. (POMS DI 00401.080 and DI 00403.0] S_E.)

Question 29: Will there be a rationale form for obtaining information
about activities of daily living (ADL)? -

Answer: Yes, a supplemental form has been developed for the DOs to
use in documenting ADLs. Shortly, the draft form will be released for
comments to the regional comiissioners, ‘ o _

Question 30: Will the emphasis on obtaining longitudinal information
from all sources replace purchasing CEs? - ;

Answer: No. Obtaining longitudinal evidence will help present a com-
Plete picture of the claimant’s impairment. It may help reduce the number
of CEs required. However, CEs will still be needed to supplement the lon-
gitudinal picture- when that picture is incomplete or lacking in sufficient
detail, : i
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Question 31: Do the new evaluation guidelines. really prov:de a more
precise measure of severity? _

Answer: Yes, they do. Besides documenting the presence of a. mental
disorder, the “B” criteria assess functional limitations in areas related to
work activities. The PRTF further assists in determining the degree of
functional limitation and the new MRFC form miuch moré precnsely a:ds
in determining RFC.

Question 32: What'if a claimant fails to cooperate due to his condition?

Answer: In many cases of mental 1mpmnnent, the claimant’s failure to
cooperate may well be due to his/her impairment. In such cases the DDS
must take extra steps to get the full range of necessary information. This
may include a psychiatrist contacting the claimant directly for the adch-
tional information. {POMS DI 00401 110E3 and DI 00401, OOSA 5)

Questzon 33: When- 10ng1tud1na1 ewdence isin conﬂxct with a CE, is the
longltudmal evidence glven more welght, since the CEisa "snapshot”?

Answer: This varies from case to, case. Each case must be evaluated
based on the total evidence. If there are clear conflicts in the evidence, it is
sometimes necessary to obtain addltlona] cvndenoe, e g ‘a second mental
status CE.

Question 34: Have new processmg tune goals been estabhshed?

Answer: No, although case processmg time may increase for the first 3
to 6 months as adjudicators and revneWers familiarize themselves with the
new materials. : :

Question 35: Will the DOIBO be spending more time to obtain extra
information about sources of evidence, daily activities, etc. ?

Answer: Some increase in time may be necessary.

Question 36: What if there are no IQ-tests pnor to: the 1mpa1rment for
comparison?

Answer: Prior 1Q testing will not be necessary in most cases. There will
be other bases for evaluating the case, including premorbld levels of voca-
tional and social functioning, gross disparities in PIQ and VIQ, as well as
non-IQ related data whlch will obviate any need for reference t0 IQ.

Question 37: Can the difference between performance and verbai seorcs
be an IQ change?

Answer: Yes, the case asa whole, however. must be fully developed and
evaluated

Quest;on 38: Does persmten * mean all the time or over a longltudmal :

hlstory?
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Answer: It can be intermittent as opposed to continuous and still be
persistent. In either case, longitudinal development is necessary. -

Question 39: The Halstead-Teitan and Luria Nebraska are -expensive
tests. Has this been cleared with the Office of Management and Budget
(OMB)?

Answer: The regulations have been approved by the OMB, The Luria
Nebraska and Halstead-Reitan- are only cited as examples-of neuropsy-
chological tests that can be used in 12.02A7. Other neuropsychological
tests may also be useful in connection with 12.02A7. However, if these
tests have been completed by the claimant, they certainly should be ob-
tained from the treating sources. :

Question 40: What are “work-like settings” and how do we identify and
develop these? ,

Answer: This is broadly interpreted to be any setting or situation likely,

in any way, to challenge or stress the claimant. _ N
Question 41: Regarding 12.03C, what if the person has never tried to
live outside a sheltered or supportive environment? . -

Answer: Attempts to live outside a sheltered environment are not neces-
sary o establish a meeting of listing 12.03C. Such claimants have consid-
erable anecdotal data to indicate that they are, in general, incapable of
sustained and independent functioning outside of a sheltered, supportive,
structured or supervised setting.

Question 42: Can living at home be a supportive living situation?
“Answer: Yes, living at home conld be considered a supportive living

situation in some cases. However, it would be necessary to have suffi-
ciently detailed evidence to conclude that the family situation does' pro-
vide the highly structured and supportive setting referred to in section F
of the preamble to the listings. We will not presume that a family setting
is structured unless cértain situations aré present, e.g., the family setting
greatly reduces the mental demands on the impaired individual through
setting a routine, giving medication at specifiéd times, and providing crisis
intervention when required. S o

Question 43: How can we determine restrictions when someone has al-
ways lived in the family home? - - : ' '

Answer: It is usually necessary to obtain detailed anecdotal material, in
addition to mental status evidence, reviewed: o a longitudinal basis, par-
ticularly in the context of the claimant’s ability to function indépendently
(e.g., autonomously, on a'self-generated, self-directed -basis), noting “the
degree of supervision, support, structure and shelter the claimant requires
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to function. The claimant’s response to changes in stress, even -in the
home setting,.is relevant. In a very small number of cases, a workshop
evaluation may be necessary.

Question 44: Will the *C” criteria apply only to schlzophremcs and not
manic depressives?

Answer: No. The 12.03C criteria can apply where clinically relevant
and appropriate to other diagnostic categories on an-equivalent basis,

Question 45: Can a échizx_)affec_:tive d_isdrd,er be evaluated under “C”?
Answer: Yes.

Question 46: Must we obtain more than 12 months of documentation
for 12.03C?

Answer: More than 12 months documentation dogs not nec&ssanly
have to obtained, especially when using listing 12.03C1. In many cases, 12
months of actual documentation may be sufficiently clear as to reasonably
predict the equivalent of 3 or more episodes in a year, of 2 weeks or more
duration. However, at least. 24 months of documentation is required to
demonstrate that the claimant will be unable to function outside a struc-
tured setting for a 2-year period, and thus meet the requirements in listing
12.03C2. '

Question 47: Do the 2 years have to be continuous or can there be “in
and out” periods?

Answer: There can be “in and out” periods. For example, if the claim-
ant deteriorates or decompensates when out of a sheltered or supportive
setting even for 3 to 4 months at a time, this would meet/equal the intent
of the listing if it occurred over a 2-year period.

Question 48: Does “repeated episodes” mean three of more in a year?
Answer: Yes, .

Question 49: Why is 2 years required when the duratlon reqmrcment is
only 12 months?

Answer: These are two different Subjects The 2-year reqmrcment is
present to establish a requisite level of severity, likely to be descriptive of
listing level seventy

Question 50: The cmmnally insane may be mstltutlonahzed by the
court. How do we determine their need to be there?

Answer: A mental status, psychiatric history, and a longltudmal review

of functional limitations will allow us to evaluate these cases.:

Question 51: Since 12.04 does not have a “C”, doesn’t it penahze the
claimant to use 12.04 rather than 12.03? A
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Answer: No. In cases involving 12.04 type diagnostic categories which
include the presence of “C” type functional limitations, equalling the lis-
tings can typically be found under listing 12.03C. :

Question 52: What about a person who appears to meet but is not un-
der treatment? Someone who has improved with treatment in the past?

Answer: There are no practical treatment requirements for mental im-
pairments. Treatment is often not accessible or sometimes may not be effi-
cacious. Noncompliance with treatment for mental impairments would
frequently be found to be “good cause” given the claimant’s mental status
and psychiatric history, Significant numbers, if not a clear majority of
mental impairment claimants, cither do not or can not comply because of
the signs or symptoms of their impairment, and/or there is no immedi-
ately accessible, efficacious treating source. The fact that someone has im-
proved with treatment in the past does not prove or establish that current
non-compliance is without “good cause.”

Question 53: How can the validity of IQ scores be determined?

Answer: Validity of IQ scores can be determined by establishing a lon-
gitudinal view of the claimant’s overall ability to sustain independent
function as based on activities, social relations, etc., in the context of the
claimant’s psychiatric history.

Question 54: What constitutes a second significant impairment under
12.05C?

Answer: A second impairment under listing 12.05C would be any se-
vere mental or physical impairment other than the retardation itself which
imposes additional and significant work-related limitations of function,

Question 55: What do we look for when autism is not accompanied by
a decreased 1Q? :

Answer: If an autistic individual does not have a decreased 1Q, then he/
she must have gross deficits of social and communicative skills with two
of the four “B” criteria. ' '

Question 56: How are autistics tested?

Answer: Mental status exam and psychiatric history is critical to the
evaluation of autism. A very wide range of psychological tests may show
autism. However, autistics often have extreme difficulty even taking tests.
In such cases, formal psychological testing is clearly irrelevant. A com-
plete and detailed review of social functioning and othér daily activities,
particularly in the context of independence and appropriateness of perfor-
_ mance, is usually necessary. . '
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Question 57: What does “maintaining social functioning” mean in rela-

tion to someone with an IQ of 607 Do we mean the same social function= -

ing as a normal person?
Answer: “Marked difficulties in maintaining social functioning” is the
same as referred to-in “B2” of the listing. This is substantively similar to

the old “B” listing which referred to “seriously impaired ablhty to relate
to other people.”

Question 58: The listing refers to “scores obtained on other tests.”
Aren’t we going to use the same tests as in the past?

Answer: Yes, in general, but we are not preciuding other tests as appro-
priate.

Questwn 59: If a-person is currently in treatment, would they meet the
duration requirement?

Answer: Treatment, per se, is no indication whatsoever of severity (min-
imal and maximal), and this, in and of itself, does not suggest for or
against satisfying the duration requirement.

- Question 60: Some people may not be observed when having a panic
attack. How can this be documented? '

Answer: Corroborative data from medical or non-medical sources will
satisfy the intent of the requirements, if in sufficient detail.

Question 61: Haven’t there been significant recent developments in
treatment for panic attacks so that duration would not be met?

Answer: Isolated individual panic attacks would usually not satnsfy the
duration requirements. The frequency and duration of the attacks and the
length of history of the attacks would be considered in determining thc
overall duration. :

Question 62: Isn’t 12.07 easy to fake? B SN

Answer: No, listing 12,07 is not easy to fake if full documentation is
present, i.e., mental status, psychiatric history, a detailed long-term review
of functional limitations, and where necessary, psychological tests.

Question 63: Does “pathologlcal dependence” mean drug or alcohol
dependence?

Answer: It can in some’ clrcumstances However, the pnmary listing for
substance dependence is 12 09. Listing 12.08AS5, in general, refers to de-
pendent personalmes irrespective of drug or alcohol dependence

Question 64: What does “subjective distress” mean?
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Answer: Subjective distress is distress as noted by the claimant (him or
herself), not necessarily dependent on or correlated with the social envi-
ronment.

Question 65: How do we evaluate a somatoform disorder if they are not
being treated?

Answer: The same way we evaluate anyother mental impairment when
there is no current treatment, which is probably the case in 30 to 50 per-
cent of mental impairment cases. In such cases CE data will probably be
necessary, including the possibility of more than one purchased mental
status or psychological test review.

Question 66: Why can’t the “C” criteria be used with the other listings? -
Answer: The “C” criteria were developed to meet the circumstances
most often encountered in the case of the individual with chronic schizo-
phrenia whose symptoms are largely attenuated but whose -functioning
remains marginal. Under the concept of equivalency, presumably the “C*
criteria could be applicable in other disorders based on medical judgment.

Question 67: How can part “B” of the listings be completed for a street
person? :

Answer: Part “B” of the listings can only be completed by full develop-
ment for such factors as to appropriateness, independence of performance,
overall quality (e.g., consistency, usefulness, routineness and effectiveness
of activities, and social relations), sustainability, and longijtudinality of
function. Where there are deficiencies in ‘zoncentration, persistence, and
Pace, or where there are episodes of deterioration, these must be evaluated
in the context of their frequency, duration, intensity, and effect. In some
cases, this data may need to be obtained by a face-to-face visit by a social
worker or nurse. ' L
B. PRTF Questions

Question 1: Should we use a separate PRTF for :both alleged onset of
disability (AOD) and established onset of disability (EOD) when they are
significantly different? . . .
Answer: No, do not use a separate PRTF. Explain the disparity under
part II. ' T

 Question 2: Where should the PRTF be filed in the folder? |
Answer: The PRTF should be filed on the left hand side of the folder.

Qdestiou 3: How is the PRTF completed for mental retardation with
IQ 70-84? Should “other” be checked on page 6 and nothing on page 11?

Then check “RFC Necessary” on the medical summary?

{Rel.3-12/86 Pub.637)




App. § 40D MENTAL DISORDERS App. 40-34

Answer: Section 11ID (listing 12.05) item -5 “(Other)” can be used for -
IQs 70-84. Functional restrictions, assuming there are some, should be
noted under section IVA ‘of the PRTF. An RFC assessment would be
necessary if section IVA substantiates. the existence of a severe impair-
ment. i ' '

Question 4: There is no provision for disabled widow(er)s benefit
(DWB) cases on the medical summary page. :

Answer: DWB cases can be listed under any of the medlcal dlsposmons
specified in Part IA. However, if the diabled widow(er) has a severe im-
pairment which does not meet or equal a listed impairinent; it is necessary
to modify item IA6 to fit that situation by crossing out the words “RFC
ASSESSMENT NECESSARY.”

Question 3: Shouidn’t IA6 read “. . . severe mental imp. . .”?

Answer: No, the PRTF is only used for mental impairments. If no men-
tal impairment was present, a PRTF would generally not be used. If there
is a severe physical impairment and a not severe mental 1mpa1rment pres-
ent, a mental RFC must still be completed.

Question 6: Shouldn’t IA8 read “Insuffxclent medical evidence to rate
severity?”’

Answer: Section IA8 notes within itself “G.e, a programmatlc docu-
mentation deficiency is presemt) »

Question 7: Does zero have to be entered in IVB of the PRTF or can it
be left blank?

Answer: A zero must be entered in section IVB.

Questzon 8: Does the PRTF have to be completed by a psychlatnst or
psychologist?

Answer: Yes. At the mmal and reconsideration levels, the reviewer who
completes and signs the PRTF must either be a psychiatrist or psycholo-
gist as defined in POMS DI 00401.562. '

Question 9: Is a new PRTF completed at the recon level?

Answer: Yes. See above. '

Question 10: Will the review. component’s medical consultant staff com-
plete the PRTF?

Answer: Yes, the review component’s medical consultant will complete
a PRTF. However, we are considering if the need exists for the consuitant
to complete an entirely new PRTF at the regional office (RO) and central
office (CO) (i.e. should the consultant only review the DDS completed
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PRTF or should the consultant complete a new PRTF). For the present
moment, RO consultants must complete a PRTF.

Question 11: What should examiners say to the consultant on the dis-
cussion shest?

Answer: Examiners should not write on section II of the PRTF. The
PRTF is to be prepared exclusively by the psychiatrist or psychologist.
Examiner messages, questions, and issues can be conveyed to the medical
staff via other methods

Question 12: Can examiners complete the summary page of the PRTF?

Answer: No, the PRTF is to be completed in its entirety by a psychia-
trist or psychologist.

Question 13: When more than one PRTF is needed, can we complete
only part of the subsequent PRTF?

Answer: The DDS should place only one PRTF in file for each level of
review, i.e., one for initial elaims and another for reconsiderations. Prelim-
inary or tentative PRTFs should be discarded once a final one is com-
pleted.

Question 14: Is it possible to have more thaﬁ one PRTF at the same
fevel of adjudication? : .

Answer: Yes. If the disposition of a the first RPTF was “insufficient
evidence,” a second PRTF would be completed when sufficient evidence

was obtained. However, the preliminary PRTF should be discarded once
a final one is completed.

Question 15: Has the PRTF been studied for consistency?

Answer: We are doing this nové! Thfs is one of the pﬁiﬁos&s of the case

bank study.

Question 16: 1f emotlonal/ mental problems are simply al]eged Or men-
tioned in other evidence, does the PRTF have to be completed?.

Answer: Yes, in general, development of the menta! disorder should be
undertaken and a PRTF shouid be completed.

Question 17: Does a PRTF need to be completed if a pain chmc is in-
volved? :

Answer: Yes, ifa med:cally determmable mental impairment is likely to
be present, which may be the case with claimants who attend pain clinics.

Question 18: Is the PRTF necessary if a psychlatnc CE shows no im-
pairment?
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.Answer: A PRTF should be completed since it will aid in deciding if
there is or is not a medically determiniable mental impairment. -

Question 19: Should the face sheet of the PRTF show the listing which -

is met or equalled and all subsections of that listing which apply?

Answer: Yes, section IA3 and TA4 should show the- appropnate listing
and subsections. . _

C. RFC Questions

Question 1: Why does the tape so strongly emphasize the RFC state-
ment be only in positive terms? In many instances the adjudicator needs
to know specific limitations as well as capabilities in order to determine
the occupatmna.l base or cite appropriate jobs.

Answer: RFC refers to capacities, i.e., what the clmmant can do, not
what he/she cannot do. This doés not preclude the notmg of speclfxc limi-
tations.

Questwn 2: What is ‘the difference for vocational purposes between
“moderate” and “farked” limitation? If any of the basic mental demands
of work are chiecked markedly limited, wouldn’t this preclhide all work?

Answer: “Marked” implies there is no practical, useful, sustained ca-
pacity for that item. “Moderate” is more than *“not significantly limited™
but not as limited as “marked.” More importantly the boxes and columns
of part I of the MRFC constitute only a work sheet or scratch sheet from
which the physician later descnbes the. RFC in the narrative under part
III of the MRFC. The narrative itself is the MRFC not the boxes with
checks.

Question 3: How do you tra.nslate symptoms into work activities?

Answer: Symptoms themselves should not be translated into work ac-
tivities. Signs, symptoms, findings, funétional limitations and effects of
treatment, all evaluated on a longitudinal basis, provxde a context and
data base for evaluating “B3,” “B4,” and RFC.

Question 4: 1s it the DDS psychiatrist who'decides to order a workshop
evaluation?

Answer: In general, the DDS medical consultant should, in collabora-
tion with the DDS examiner, make a team decision in _requesting work
evaluations. Based upon comments received following publication in the
Federal Register of proposed work evaluation policy guidelines, refine-
ments t0 these gmdelmes ‘aré being developed: These will indicate the cir-
cumstarices under which work evaluations'should be obtained.

Question '5: We 1iéed more -guidelines for workshop evaluations. How
long should they be? What klnd of information should they prov:de?
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Answer: In -general, workshop evaluations. should . not be more than 5
days in length. They should ‘provide the kind of datamecessary to evaluate
the “B* criteria of the listings and to complete section IVA: of the PRTF
and the MRFC. These specific issues should be explicitly raised with the
workshop provider prior to ordering it. (See POMS DI 00401.125.C)

Question 6: Whose rcspdns’ibiliiy is the conclusive RFC?

. Answer: The RFC is the responsibility of the psychiatrist or psycholo-
gist in terms of completion and signature. Examiners, however, must be
able to apply the functional statement provided by the physician to job
requirements to determine the capacity to work.

Question 7: Will there be more training for proper interpretation of the
RFC and deciding what jobs a person can and cannot do? :

Answer: A workgroup of CO, RO and DDS participants is currently at
work on this. .

Question 8: Can a file have more than one RFC form?

Answer: Yes. If evidence in file is insufficient to permit the psychiatrist/
psychologist to make an assessment of the critical functional capacities,
he/she will record the medical development to be undertaken in section IT
of the MRFC. When the additional development is obtained, a new
MRFC must be completed. 7 _

Question 9: If one item in part A of the RFC is checked “markedly lim-
ited,” would you still need to check the other two? '

Answer: Yes, all items must be completed. o :
Question 10: Shouldn’t the PRTF and RFC be consistent on functional
items? . E - ' Sl
' Amer.; The PRTF measures impairment _séi*_gritj G.e. fnfnc.";t_ional' limi-
tations). The RFC measures functional capacity, Therefore,. what the
PRTF and RFC measure are different sequentially and conceptually, thus
different terms are appropriate. : . I

Question 11: Wouldn’t you need two RFCs for different time periods. if
the case is concurrent and there is a date of last insured (DLI) issue?

Answer: Probably.

Question 12: The RFC form has many more categories. Doesn’t this
make it more difficult to allow a cage?

Answer: No, the RFC form will aliow a more comprehensive evaluation
of RFC and will enhance well documented decisions.

Question 13: What about the person who simply can’t produce?
’ . : (Rel.3-12/86 Pub.637)
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Answer: Claimants -who cém’t minimally function becausa -of a medi-

cally determinable mental impairment are usually allowable.
Question 14: Can we send a list of the RFC criteria to CE providers? '
Answer: Yes.

Questionr 15: Will the reglonal medical ccnsmtant staff use the same
RFC form?

Answer: The regional medical- consultant will complete his/her own
SSA-4734-F4-Sup at this time. The SSA-392-F4 is currently being re-
vised to correlate with the new MRFC."

Question 16: Should the physxclan give guidance in the vocational end
of a case?

Answer: The physician should only supply the RFC assessemnt. It is
the examiner’s responsibility, see POMS DI 00401.001 and ID 401.003F,
to determine what degree the individual’s RFC compromises his or her
occupational base. :

D. Questions on DO Issues.

Question 1: Will a supplemental form be developed for the DOs to use
in documenting activities of daily living?

- Answer: Yes, shortly a draft form will be released for comments to the
regional comrmissiotiers.

Question 2: Does the DO have hablhty with respect to third party
contacts?

Answer: Undet the Privacy Act, SSA can make contact with third party
sources without any liability to DO personnel. Such contacts are permissi-
ble if the third party has, or is expected to have, information relating to
the claimant’s eligibility for or entitlement to benefits under the Social Se-

curity Program, when the data is ieeded to establish the validity of evi- -

dence or to verify the accuracy of information presented by the individual.
(See GN00305.025B and DI 00601.055C.2.) Therefore, the DO perso:mel
will incur no liability in connection with the aequlsmon of third party evi-
dence. .
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App. § 4E DSM-IIH Multi-Axial System
DSM-III Multi-Axial System for Evaluating Mental Impairments

DSM-III (Diagnostic and Statistical Manual of Mental Disorders (3rd
ed. 1980)) requires that each case be assessed on each of several ‘axes* each
of which refers to a different class of information. The first three axes pro-
vide the official diagnostic assessment.

Axis 1 —clinical syndromes

N - =~conditions not attributable to a Mental
Disorder that are a focus of attention or
treatment (e.g., marital problem)

Axis 11 —Personality Disorders
—Specific Development Disorders (eg.,
reading or arithmetic disorder)
Axis JII —Physical Disorders and Conditions
Axis IV —Severity of Psychosocial Stressors
Axis V —Highest Level of Adaptive Functioning in
B the Past Year
\ )
\—..——"
l..--
-
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App. § 40F Questions for Family Members of the Mentally
Impaired Individual

Please be honest in your responses as the moré"‘coﬁblete', :détaiﬂe'd and

honest your statements are, the more helpful they will be to us in our.ef-
forts to assist
of the individual whlch can show what you mean. This mformatlon will
not be shared with any other individual nor with . If you have
questions regarding any of the following questions, please feel free to call
us at

1. What is your name and where do_you live?

2. How-are you related to the claimant?

3. Does the claiment live with you? If ves, for how long?

4. How often do you visit with the claimant each day or week?

5. How long do you spend with thé claimant each visit?

6. How does the claimant spenci an average day?

7. How much time does (_s)he spend alone?

8. Did (s)he once enjoy hobbies? Is (s)he interested in them now?
Give examples.

9. Does the claimant go out with friends to social activities, such as
ball games, movies, etc.? Is this a change from his/her past activi-
ties? ' '

10. How does the claimant act when (s)he meets new people? Give
example.

11. Does (s)he go shopping? Does (s)he encounter any difficulties? If

yes, please explain.

12. Does (she participate in any outside activities such as attending

church? How often? .
' (Rel.31-12/86 Pub.637)
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Does (s)he carry on understandable conversations with family
members? What about others?

Does (s)he communicate thoughts in an understandable manner?

Does (s)he change subjects often and rapidly?

Does (s)he repeat (her)himself often?

Does {s)he speak in a rapid fire manner (very fast)?

What does (s)he generally talk about? Give examples.

What has (s)he told you that causes the voice or visions?

What do the people in the visions look like, do, say, etc.?

How often is (s}he experiencing voice/visions?

Does the claimant take medication?

Does this help control seeing vision and hearing voices? Does the
medication control the visions/voices completely?

Does (s)he communicate feelings to you or others?

What sort of feelings does (s)he talk about? Give examples.

Is (s)he easily upset by ordinary conversation or events?

Does (s)he anger easily or is (s)he easily irritated? If yes, please
give example.

-Does (s)he perform household chores? Any problems in perform-

ing these chores?
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29,

30.

31

32

33.

34.

3s.

36.

37.

38,

39.

41.

~ Can (s)he finish these chores without you or other family members

being with them or returning often?

Does (9)he require a lot of repeated instructions on what you want
done? '

Have you noticed any problem with memory? If yes, please give

examples.

How long does (s)he take in doing a simple household chore? Is it
longer than an average person would take? Please give example.

Does (s)he generally stccessfully complete the household chore or
do you have to redo it? Please give examples.

Finally, in doing a household chore, does (s)he have to rest fre-
quently? Does (s)he tell you why {s)he has to rest?

Is (s)he able to dress appropriately without your help or the help
of another family member? Please explain.

Does (s)he bathe and groom himself(herself) regularly without
coaxing from a family member? Please explain.

Does (s)he drive a car?

Can (s)he use public transportation without becoming nervous or
having other problems? Please give example or explain,

Does (s)he prepare food? How often? Any probléms? ‘

Does (sthe cooperate with the family members? If no, pleése give -

examples.

Does (s)he argue with family members of!_;_én or is (s)he abusive in
his or her language? If yes, please give examples. o
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42,

43.

45.

46.

47.

48.

49,

51

50.

. 4043 QUESTIONS: MEMBERS App. § 4OF

Does (s)he perform errands for your? If yes, please give examples.
If no, why not?

Is (s)he able to follow instructions on what you want him or her
to do on the errand? Please give example,

Can you trust him or her to purchase what you want him or her to
purchase?

Has (s)he been fired from a job? How many times?

Does (s)he read the newspaper? For how long?

Does (s)he watch television? For how long?

Does (s)he eat meals with the family on a regular basis?

Does (s)he have a normal appetite?

Does (s)he sleep at night or is (s)he up all night?

Have you noticed any changes in his or her personality? Please
share how his or her personality has changed.

SIGNATURE
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App. § 40G Mental Status Examination

' The Mental Status Examination

General Observations Cognitive Exam
Appearance ' Orientation
Behavior : - - - Memory
Mood-Alffect Attention
Speech Concentration o
Content of Thoughf : Abstraction
' , Insighf
General Knowledge
Judgment
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App. § 40H = Bibliography
General References

Diagnostic and Statistical Manual of Mental Disorders (Third Edition),
The American Psychiatric Association, 1980.

“Guidelines for Psychiatric Evaluation of Social Security Disability
Claimants,” 34 Hospital and Community Psychiatry 1044-1051 (Novem-
ber 1983).

Specific References

These references are intended to serve as representative samples of pub-
lished works describing Social Security mental impairments as well as of -
the basic issues involved in the psychological assessment of Social Security
disability. :
Abnormal Psychology

Coleman J.C., Butcher, J.N., Carson, R.C.: Abnormal FPsychology and
Everyday Life (Tth ed.), Scott, Foresman, & Co., Glenview, IL (1984).

Affective Disorders

Beck, A.T.: Depression: Catises and Treatment, University of Pennsylva-
nia Press, Philadelphia, 1976.

Anxiety Disorders

Hine, F.R., Larson, R.C., Maddox, G.L., Thompson, R.J., Williams
R.: Introduction to Behavioral Science in Medicine, Springer-Verlag, New
York, 1983. '

Behavioral Medicine

Pinkerton, S., Hughes, H., Wenrich, W.W.: Behavioral Me_di'ciri?, John
Wiley, New York, 1982, ' '
Clinical Neuropsychology

Golden, C.: Diagnosis and Rehabilitation in Clinical Neuropsjchalogy,
C.C. Thomas, Springfield, IL, 1981. ' -

Clinical Psychology

Sundberg, N.D., Taplin, J.R., Tyler, L.E.: Introduction to Clinical Psy-
chology, Prentice-Hall, Englewood Cliffs, NJ, 1983. T

Disability Evaluation

Bolles, F.: Mental Evaluation of the Disabilitj; Claimanz;, C.C. Thomas,
Springfield, IL, 1973.
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Drugs

Guide to Psychoactive Drugs(2d ed.), Plenum, New York; 1983.
Forensic P.s;ychology '

Shapiro, D.L., Psychological Evaluation and Expert Testlmony, Van
Nostrand Reinhold, New York, 1984.

Introduction to Psychology

Atkinson, R.L., Atkinson, R.C., Hilgard, E.R.: Introductwn to P.sychol-
ogy (8th ed.), Harcourt Brace Jovanovich, New York, 1983.

Mental Retardation

- Grossman, H.J.: Manual on Terminology and Classy‘icatton in Mental
Retardation, Washington, D. C., 1977.

Organic Brain Syndromes

Golden, C.: Diagnosis and Rehabilitation in Clinical Neuropsychology,
C.C. Thomas, Springfieid, IL, 1981.

Pain Disorders - _
Melzack, R.: The Puzzle of Pain, Basic Books, New York, 1983
Personality Disorders

Millon, T., Everly, G.S.: Personality and Its Disorders, John Wiley, New
York, 1985.

Psychological Tests

Buros, O.K.: The 8th Mental Measurement Yearbook (Vols. 1 & 2),
Gryphon Press, Highland Park, NJ, 1978.

Sweetland, R.C., Keyser, D.8.: Tests: A Comprehensive Reference Jor
Assessment in Psychology, Educatzon, and Business, Test Corporatlon of
America, Kansas City, 1983.

Schizophrenic Disorders
Strauss, 1.S., Carpenter, W. T . Schizophrenia, Plenum, New York, 1981;
Somatoform Disorders

Pinkerton, 8., Hughes, I—I Wennch WW Behaworal Medicine, John
Wiley, New York, 1982. :

Testing Issues

Standards for Educational and Psychological Tests, Amencan Psycho-
logical Association, Washmgton, D.C., 1974,
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Representative Journals

General Psychology

American Psychologist, American Psychological Association, Washing-
ton, D.C. 20036.

Psychology Today, American Psychological Association, Washington,
D.C. 20036. _

Clinical Psychology

Journal of Clinical Psychology, Clinical Psychology Publishing Co.,
Brandon, VT 05733,

Journal of Consulting and Clinical Psypohology, American Psychologicat
Association, Washington, D.C, 20036,

Clinical Neurapsychology
Archives of Clinical Neuropsychology, Pergamon Press, New York, NY.

Journal of Clinical Neuropsychology, Swets Publishing Co., The Nether-
lands.

Behavioral Medicine

Health Psychology, American Psychological Association, Washington,
D.C. 20036. . : :

Journal of Behavioral Medicine, Plenum Publishing, New York, NY
10013.

Professional Psychology

Professional Psychology, Arerican Psychological Association, Washing-
ton, D.C. 20036,
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App. § 401 Social Security Administration Form for Mental
Residual Functional Capacity Assessment by Medical
Consultant

Menta} Residual Functmnai Capacity Assessment
(Secial Security Form S_SA—4734—F4—SUP)

Name Social Security Number :
Categories (From IB of the PRTF) - T

Assessment is for:

"] Current Evaluation

[] 12 Months After Onset

[ Date Last Insured: — ...
[7] Other: - (Date} to

1. Summary Conclusions

(Date)

This section is for recording summary conclusions derived from the evi-
dence in file. Bach mental activity is to be evaluated within the context of
the indivdual’s capacity to sustain that activity over a normal workday
and workweek, on an ongoing basis. Detailed explanation of the degree of
limitation for each category (A through D), as well as any other assess-
ment information you deem appropriate, is to be recorded in Section 1II
(Functional Capacity Assessment).

If rating category 5 [No Rateable Available Evidence] is checked for -
any of the following items, you must specify in Section II the evidence
that is needed to make the asssessment. If you conclude that the record is
so inadequately documented that no accurate functional capacity assess-
ment can be made, indicate in Section II what development is necessary,
but do not complete section III. T

A. Understanding and Memory’ . !

ey

1. 'The ability to rémember locations and work-like procedures.
Not Significantly Limited [ | Moderately  Limited [
Markedly Limited | No Evidence of Limitation in this
Category [ | No Rateable Available Evidence ]

2. The ability to understand and remember very short and simple
instructions. :
Not Significantly Limited [ ]  Moderately = Limited [ ]
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App. 4049 ASSESSMENT FORM App. § 401

Markedly Limited [7] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence M

The ability to understand and remember detailed instructions.

Not Significantly Limited O Moderately - Limited ]
Markedly Limited [ ] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence [] =

B. Sustained Concentration and Persistence

4,

10.

The ability to carry out very short and simple instructions.

Not  Significantly ~ Limited [7] Moderately ~ Limited [[]
Markedly Limited [ 7] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence ] '

The ability to carry out detailed instructions,

Not  Significantly ~ Limited [] Moderately  Limited ]
Markedly Limited [ ] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence .

The ability to maintain attention and concentration for extended
periods.

Not Significantly  Limited (1 Moderately Limited []
Markedly Limited [ No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence O

The ability to perform activities within a schedule, maintain regu-
lar attendance, and be punctual within customary tolerances.

Not Significantly Limited [l Moderately Limited ]
Markedly  Limited [ ] 'No Evidence of Limitation in this
Category [ | No Rateable Available Evidence {7]

The ability to sustain an ordinary routine without special supervi-
sion, : :

Not Significantly ~ Limited [] Moderately  Limited ]
Markedly ‘Limited [ ] No Evidence of Limitation in this
Category [] No Rateable Available Evidence [

The ability to work in coordination with or proximity to others
without being distracted by them. L ‘

Not Significantly  Limited (] Moderately Limited {]

- Markedly Limited [ ] No Evidence of Limitation in this

Category [T} No Rateable Available Evidence |

The ability to make simple work-relatéd decisions.
Not Significantly  Limited [} .- Moderately- Limited |
Markedly Limited [ 7] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence |
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il

The ability to complete a pormal workday and workweek without
interruptions from psychologically based symptoms and to per-
form at a comsistent pace without an unreasonable number and
length of rest periods. . '

Not Significanily Limited ]  Moderately ~Limited O
Markedly Limited [ ]  No Evidence of Limitation in this
Category [| No Rateable Available Evidence [ '

C, Social Interaction :

12. The ability to interact appropriately with the general p'ublic.
Not Significantly Limited []  Moderately ~ Limited [ ]
Markedly Limited [ ] No Evidence of Limitation in this
Category [ No Rateable Available Bvidence [] -

13. The ability to ask simple questions or request assistance.
Not Significantly —Limited []  Moderately  Limited O
Markedly Limited [ ] No Evidence of Limitation in this
Category {7] No Rateable Available Evidence [ ]

14. The ability to accept instructions and respond appropriately to
criticism from supervisors. '
Not Significantly  Limited [ Moderately ~ Limited {7}
Markedly Limited [] = No Bvidence of Limitdtion in this
Category [ ] ' No Rateable Available Evidence [}

15. The ability to get along with coworkers or peers without distract-
ing them or exhibiting behavioral extremes.
Not Significantly  Limited [] = Moderately ~ Limited O
Markedly Limited ["] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence O

16, The ability. to maintain socially appropriate behavior and to ad-
here to basic standards of neatness and cleanliness. :
Not Sigpificantly ~ Limited []  Moderately ~ Limited M
Markedly Limited [} No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence ]

ID. Adaptation

17. The ability to réspond appropriately to changes in the work set-
ting. ' T
Not Significantly - Limited [[] = Moderately ~ Limited [ ]
Markedly Limited [] No Evidence of Limitation in this
Category [ ] No Rateable Available Evidence 0 '

18, The ability to be aware of normal hazards and take appropriate

precautions. : o :
Not Significantly  Limited [] -Moderately = Limited O
S (Rel.3-12/86 Pub63?)
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Markedly Limited []- No Evidence of Limitation in this
Category ] No Rateable Available Evidence ]

19.  The ability to travel in unfamiliar places or use public transporta-
tion. :
Not  Significantly ~Limited [ Moderately Limited [
Markedly Limited [] No Evidence of Limitation in this
Category ["] No Rateable Available Evidence ]

20. The ability to set realistic goals or make plans independently of |
others,
Not  Significantly  Limited ] Moderately Limited { ]
Markedly Limited [ No Evidence of Limitation in this
Category [] No Rateable Available Evidence ]

I1. Remarks: If you checked box 5 [No Rateable Available Evidence]
for any of the preceding items or if any other documentation deficiencies
were identified you MUST specify what additional documentation is
needed. Cite the item number(s), as well as any other specific deficiencies
and indicate the development to be undertaken,

IIL Functional Capacity Assessment: Record in this section the elabo-

rations on the preceding capacities. Complete this section ONLY after the

SUMMARY CONCLUSIONS section has been completed. Explain your

summary conclusions in narrative form, include any information which

clarifies limitation or function. Be especially careful to explain conclusions

S that differ from those of treating medical sources or from the individual’s
allegations, :

MEDICAL CONSULTANT’S
SIGNATURE

DATE
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App. § 40J Social Security Rulings
Ruling 85-16
Reéidual Functional Capacity for Mental Impairments

TITLES II AND XVL; RESIDUAL FUNCTIONAL CAPACITY FOR
MENTAL IMPAIRMENTS :

This supersedes Program Policy Statement (PPS) No. 117 {Social Secu-
rity Ruling (SSR) 85-8), Titles II and XVI: Residual Functional Capacity
(RFC) for Mental Impairments (which superseded PPS No. 97 (8SR
£3-16) with the same title). :

PURPOSE: To state the policy and describe thie issues to be considered
when an individual with a mental impairment requires an assessment of
the residual functional capacity (RFC) in order to determine the individ-
ual’s capacity to engage in basic work-related actjvities. o

CITATIONS (AUTHORITY): Sections 223(d), 216() and 1614(a) of the
Social Security Act, as amended; Regulations No. 4, Subpart P, sections
404.1545, 404.1546, and Appendix 1, Part A, section 12.00, and Regula-
tions No. 16, Subpart I, sections 416,945, 416.946. ‘

INTRODUCTION: An individual whose impairment(s) meets, or is med-
ically equivalent to, the requirements of an impairment(s) contained in the
Listing of Impairments is considered unable to function adequately .in
work-related activities. On the other hand, an individual whose impair-
ment is found to.be not severe is considered not to be significantly re-
stricted in the ability to engage in basic work-related activities. An indi-
vidual whose impairment(s) falls between these two levels has a significant
restriction in the ability to engage in some basic work-related activities. It
is, therefore, necessary to determine the R¥C for these individuals. This
policy statement provides guides for the determination of RFC for indi-
viduals whose mental impainnent(s) does not meet or equal the listing,
but is more than not severe.

POLICY STATEMENT:

Importance of RFC Assessments in Mental Disorders

Medically determinable mental disorders present a variable continuum
of symptoms and effects, from minor emotional problems to bizarre and
dangerous behavior. However, in determining the impact of a mental dis-
order on an individual’s capacities, essentially the same impairment-re-
lated medical and nonmedical information is considered to determine
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App. 40-53 SOCIAL SECURITY RULINGS App. § 40J

whether the mental disorder meets listing severity as is considered to de-
termine whether the mental impairment is of lesser severity, yet dimin-
ishes the individual’s RFC, For impairments of listing severity, inability
to perform substantial gainful activity (SGA) is presumed from prescribed
findings. However, with mental impairments of lesser severity, such in-
ability must be demonstrated through a detailed assessment of the indi-
vidual’s capacity to perform and sustain mental activities which are criti-
cal to work performance. Conclusions of ability to engage in SGA are not
to be inferred merely from the fact that the mental disorder is not of lis-
ting severity. '

Regulation No. 4, sections 404.1545(c)/416.945(c), presents the broad
issues to be considered in the evaluation of RFC in mental disorders. It
states that this evaluation includes consideration of the ability to under-
stand, to carry out and remember instructions, and to respond appropri-
ately to supervision, coworkers, customary work pressures in a work set-
ting. Consideration of these factors, which are contained in section 12.00
of the Listing of Impairments in Appendix 1, is required for the proper
evaluation of the severity of mental impairments.

The determination of mental RFC involves the consideration of evi-
dence, such as:

+ History, findings, and observations from medical sources (includ-
ing psychological test results), regarding the presence, frequency,
and intensity of hallucinations, delusions or paranocid tendencies;
depression or elation; confusion or disorientation; conversion
symptoms or phobias; psychophysiological symptoms; withdrawn
or bizarre behavior; anxiety or tension. '

» Reports of the individual’s activities of daily living and work ac-
tivity, as well as testimony of third parties about the individual’s
performance and behavior. '

* Reports from workships, group homes, or similar assistive entities,

In analyzing the evidence, it is necessary to draw meaningful inferences
and allow reasonable conclusions about the individual’s strengths and
weaknesses. Consideration should be given to factors such as:

s Quality of daily activities, both in occupational and social spheres
(sec Listing 12.00, Introduction), as well as of the individual’s ac-
tions with respect to a medical examination. -

s Ability to sustain activities, interests, and relate to others over a
period of time. The frequency, appropriateness, and independence
of the activities must also be considered (see PPS No. 96, SSR
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83-1 5, Titles I1 and XVI: Bvaluation of Chronic Mental Impair-
ments).

e Level of intellectual functioning.
 Ability to function in a work-like situation.

When a case involves an-individual (except disabled mdow(ers) and ti-
tle XVI children under 18) who has a severe impairment(s), which does
not meet or equal the criteria in the Listing of Impairments, the individ-
ual’s RFC must be considered in conjunction with the individual’s age,

education, and work experience. While some individuals will have a signif- -

jcant restriction of the ability to perform some work-related activities, not
all such activities will be precluded by the mental impairment. However,
all limits on work-related activities resulting from the mental 1mpa1rment
must be described in the mental RFC assessment.

- It is the responslbxhty of the program physwia.n or psycho]og_ist, the
disability hearing officer (DHO), the administrative law judge (ALJ), or
the Appeals Council (AC) member to identify the pertinent evidence from
medical and nonmedical reports and to make findings as to the individ-
ual’s ability to perform work-related activities (RFC), The determination
of impairment severity and the resulting RFC constitute the medical eval-
uation of the mental disorder. The determination of “disability,” however,
depends upon the extent to which the individual has the vocational quali-
fications to perform work, in light of the restrictions described in the RFC
assessment.

Evaluation of Medical and Other Evidence

Medical evidence is-critical to determinations of disability. It provides

medical history, test results, examination findings, and observations, as

well as conclusions of miedical sources trained and knowledgeable in the
diagnosis and treatment of diseases and disorders.

Reports from psychiatrists and other physicians; psychologlsts, and
other professionals working in the field of mental health should contain
the individual’s medical history, mental status evaluation, psychological
testing, diagnosis, treatment prescribed and response, prognosm, a de-
scription of the individual’s daily activities, and a medical assessment de-
scribing ability to do work-related activities. These reports may also con-
tain other observations and opinions or conclusions on such matters as
the individual’s ability to cope with stress, the ability to relate to other
people, and the ability to function in a group or work situations.

Medical documentation can often give clues as to functional ]ir__nitatidn.
For example, evidence that an individual is markedly withdrawn or seclu-
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sive suggests a greatly reduced capacity for close contact and interaction
with other people. The conclusion of reduced RFC in this area can then
be applied to all steps of vocational assessment, For exampie, when the -
vocational assessment establishes that the claimant’s past work has been
limited to work requiring close contact and interaction with other people,
that preceding assessment would indicate that the claimant would be un-
able to fulfill the requirements of his or her past work. Therefore, the de-
termination of disability in this instance would depend on the individual’s
vocational capacity for other work.

Similarly, individuals with paranocid tendencies may be expected to ex-
perience moderate to moderately severe difficulties in relating to cowork-
€rs Or supervisors, or in tolerating normal work pressures. The ability to
respond appropriately to supervision and to coworkers under customary
work pressure is a function of a number of different factors, some of
which may be unique to a specific work situation. :

The evaluation of inteHectual functioning by a program physician, psy-
chologist, ALJ, or AC member provides information necessary to deter-
mine the individual’s ability to understand, to remember instructions, and
to carry out instructions. Thus, an individual, in whom the only finding in
intellectual testing is an IQ between 60 and 69, is ordinarily expected to
be able to understand simple oral instructions and to be able to carry out
these instructions under somewhat closer supervision than required of an
individual with a higher IQ. Similarly, an individual who has an IQ be-
tween 70 and 79 should ordinarily be able to carry out these instructions
under somewhat less close supervision.

Since treating medical sources often have considerable information
about the development and progress of an individual’s impairment, as
well as information about the individual’s response to treatment, evidence
from treating sources should be given appropriate consideration. On occa-
sion, the report of a current treating source may disclose other sources of
medical evidence not previously reported. If so, these sources should be
contacted, since it is essential that the medical documentation reflect alt
available sources, particularly in instances of questionable severity of im-
pairment or inconclusive RFC. When medical source notes appear to be
incomplete, recontact with the source should be made to attempt to ob-
tain more detailed information. Every reasonable effort should be made to
obtain all medical evidence from the treating source necessary to make a
determination of impairment severity and RFC before obtaining evidence
from any other source on a consultative basis. However, when treating
medical sources cannot provide essential information, consultative exami-
nation by a treating or nontreating source may resolve the impairment or
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RFC issue. Similarly, when the reports from these sources appear to be
incomplete, the source Shoul_d be_ recontacted to clarify the issues. - -

Other evidence also may. i)lay a vital role in the determination of the
effects of impairment. To arrive at an overall assessment of the effects of
mental impairment, relevant, reliable ‘information, obtamed from third

party sources such as social worker, previous employers, family members, |

and staff members of J_Jalfway'houses, mental health centers, and commu-
nity centers, may be valuable in assessing an individual’s level of activities

of daily living. Information concerning an individual’s performance in any

work setting (including sheltered work and volunteer or competitive
work), as well ‘as the circumstances surrounding the termination of the
work effort, may be pertinent in assessing the individual’s ability to func—
tionina competmve work environment.

Reports of workshop evalvation may also be of value in assessing the
individual’s ability to understand, to carry out and remember instructions,
and to respond appropriately to supervisors, coworkers, and customary
work pressures in a work setting. Consequently. wherever the record
shows that a workshop evaluation has been performed, the report should
be requested from the source. If no workshop evaluation has been done,
but after complete and comprehensive documentaion, genuine doubt re-
mains as to the individual’s functional capacity, consideration should be
given to obtaining one. Information derived from workshop evaluations
must be used in conjimction with the clinical evidence of impairment, but
all conflicts between workshop evaluation evidence and the conclusions
based on objective medical findings must be resolved.

Descriptions and observations of the individual’s restrictions by medi-
cal and other sources (including Social Security Administration represent-
atives, such as district office representatives and ALJ’s), in addition to
those made during formal medical examinations, must also be considered
in the determination of RFC. However, care must be taken not to give
duplicate weight to certain findings. For example, a competent psycho-
metric assessment of intellectual functioning provides a sample referenced
to established norms, or the workshop situation. Such a psychometric as-
sessment, therefore, usually provides the same impairment-related infor-
mation about functional capacity that might also be disclosed ‘in the
course of a workshop evaluation. Since the effects of the same underlying
1mpa1rment(s) may be revealed in both assessment approaches, it would
be incorrect to consider this duplicate representatlon of the same impair-
ment to reflect separate and independent impairments.. Such an approach
would give the same impairment(s) double weight.
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Observations and findings from a workshop evaluation may supplement
the psychometric assessment or may raise some questions concerning the
accuracy of the psychometric assessment. Whenever a significant discrep-
ancy in conclusions between the two arises, an explanation must be given
by the program physician, psychologist, ALJ, or AC member for rejecting
or modifying the conclusions of the psychometric assessment or the work-
shop evaluation,

EFFECTIVE DATE: On publication,

CROSS-REFERENCES: Program Operations Manual System, section
D100401.592,
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