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Additional Data Needed for MS Diagnosis

[] | =2 attacks ; objective clinical evidence
of =2 lesion or objective clinical evidence
of 1 lesion with reasonable historical
evidence of a prior attack

None

[] | =2 attacks ; objective clinical evidence
of 1 lesion

Dissemination in space, demonstrated by: =1 T2
lesion in at least 2 to 4 MS-typical regions of the
CNS (periventricular, juxtacortical, infratentorial,
or spinal cord) ; or Await a further clinical attack
implicating a different CNS site

[ ]| I attack ; objective clinical evidence of =
2 lesions

Dissemination in time, demonstrated by:
Simultaneous presence of asymptomatic
gadolinium-enhancing and nonenhancing lesions
at any time ; or A new T2 and/or gadolinium-
enhancing lesion(s) on follow-up MRI,
irrespective of its timing with reference to a
baseline scan ; or Await a second clinical attack

[ ]| 1attack ; objective clinical evidence of 1
lesion
(clinically isolated syndrome)

Dissemination in space and time, demonstrated
by: For DIS: =1 T2 lesion in at least 2 of 4 MS-
typical regions of the CNS (periventricular,
juxtacortical, infratentorial, or spinal cord) ; or
Await a second clinical attack implicating a
different CNS site ; and For DIT: Simultaneous
presence of asymptomatic gadolinium-enhancing
and nonenhancing lesions at any time; or A new
T2 and/or gadolinium-enhancing lesion(s) on
follow-up MRI, irrespective of its timing with
reference to a baseline scan ; or Await a second
clinical attack

[] | Insidious neurological progression
suggestive of MS (PPMS)

1 year of disease progression (retrospectively or
prospectively determined) plus 2 of 3 of the
following criteria:

1. Evidence for DIS in the brain based on =1 T2
lesions in the MS-characteristic (periventricular,
juxtacortical, or infratentorial) regions

2. Evidence for DIS in the spinal cord based on =
2 T2 lesions in the cord

3. Positive CSF (isoelectric focusing evidence of
oligoclonal bands and/or elevated IgG index)
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Acute optic neuritis : normal findings or only nonspecific white matter lesions, or optic nerve: T2-hyperintense lesion
or T1- gadolinium enhancing lesion extending >1/2 optic nerve length or involving optic chiasm ;
Acute myelitis : intramedullary MRI lesion > con‘g%uou_s segments (LETM) or >3 contiguous segments of focal
spinal cord atrophy in patients with history compatible with acute myelitis ;

rea postrema syndrome: dorsal medulla/area postrema lesions ;
Acute brainstem’syndrome: periependymal brainstem lesions.
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Additional Data Needed for MS Diagnosis

[ | | =2 attacks ; objective clinical | None
evidence of =2 lesion or
objective clinical evidence of
1 lesion with reasonable
historical evidence of a prior
attack
[ | | =2 attacks ; objective clinical | Dissemination in space, demonstrated by: =1 T2 lesion
evidence of 1 lesion in at least 2 to 4 MS-typical regions of the CNS
(periventricular, juxtacortical, infratentorial, or spinal
cord) ; or Await a further clinical attack implicating a
different CNS site
[ ] |1attack ; objective clinical Dissemination in time, demonstrated by: Simultaneous
evidence of =2 lesions presence of asymptomatic gadolinium-enhancing and
nonenhancing lesions at any time ; or A new T2 and/or
gadolinium-enhancing lesion(s) on follow-up MRI,
irrespective of its timing with reference to a baseline scan ;
or Await a second clinical attack
[ ] [1attack ; objective clinical Dissemination in space and time, demonstrated by: For
evidence of 1 lesion DIS: =1 T2 lesion in at least 2 of 4 MS-typical regions of
(clinically isolated syndrome) | the CNS (periventricular, juxtacortical, infratentorial, or
spinal cord) ; or Await a second clinical attack
implicating a different CNS site ; and For DIT:
Simultaneous presence of asymptomatic gadolinium-
enhancing and nonenhancing lesions at any time; or A
new T2 and/or gadolinium-enhancing lesion(s) on follow-
up MR, irrespective of its timing with reference to a
baseline scan ; or Await a second clinical attack
L] | Insidious neurological 1 year of disease progression (retrospectively or

progression suggestive of MS
(PPMS)

prospectively determined) plus 2 of 3 of the following
criteria:

1. Evidence for DIS in the brain based on =1 T2 lesions
in the MS-characteristic (periventricular, juxtacortical, or
infratentorial) regions

2. Evidence for DIS in the spinal cord based on =2 T2
lesions in the cord

3. Positive CSF (isoelectric focusing evidence of

oligoclonal bands and/or elevated IgG index)
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Acute optic neuritis : normal findings or only nonspecific white matter lesions, or optic nerve: T2-hyperintense
lesion or T1- gadolinium enhancing lesion extending >1/2 optic nerve length or involving optic chiasm ;

Acute myelitis : intramedullary MRI lesion >3 contiguous segments (LETM) or >3 contiguous segments of focal
spinal cord atrophy in patients with history compatible with acute myelitis ;

Area postrema syndrome: dorsal medulla/area postrema lesions ;

Acute brainstem syndrome: periependymal brainstem lesions.
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