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CHAPTER 11.  RATING SPECIFIC DISABILITIES



SUBCHAPTER I.  MUSCULOSKELETAL SYSTEM



11.01  RHEUMATOID ARTHRITIS



	a.  General.  Rheumatoid arthritis, otherwise diagnosed atrophic or infectious arthritis, or arthritis deformans, is characterized clinically by limitation of motion, usually first affecting proximal interphalangeal and metacarpophalangeal joints, with atrophy of muscles, deformities, contractures, subluxations, and finally, fibrous or bony ankylosis.



	(1)  It occurs before middle age and is usually more or less laterally symmetrical.  The onset may be acute with a febrile attack.  Initial changes include periarticular and articular swelling, often free fluid, with proliferation of the synovial membrane.  Atrophy of muscles begins early and increases to wasting if the disease is unchecked.  Late changes include deformities and contractures, subluxations, or fibrous or bony ankylosis.



	(2)  Early radiographic changes include slight diminished density of bone shadow, increased density of articular soft parts, without bony or cartilaginous changes of articular ends.  However, rheumatoid arthritis and some other types of infectious arthritis do not require X-ray evidence of bone changes to substantiate the diagnosis since X-rays do not always show their existence.



	(3)  Late radiographic changes are marked by diminished density of bone shadow, loss of bone substance or articular ends, subluxation or ankylosis.  Nutrition is poor, and emaciation may be marked.  Haygarth's nodes, a fusiform enlargement of the proximal interphalangeal joints of the fingers, is an important diagnostic sign.



	b.  Rheumatoid Arthritis of the Spine



	(1)  Rheumatoid arthritis of the spine, also diagnosed as rheumatoid spondylitis, ankylosing spondylitis, or Marie-Strumpell disease is characterized clinically by calcification of the anterior and lateral spinal ligaments, limitation of motion of the spine due to ankylosis, diminished chest expansion with involvement of the costovertebral articulations and flattening of the lumbar curve.  The sacroiliac joints are always affected showing evidence of lateral sclerosis.



	(2)  In the advanced stages, it is characterized by a bent-over posture, rigid spine with kyphotic deformity and waddling gait, and, frequently, fusion of the upper cervical and the sacroiliac joints may occur.



	c.  Disability Factors in Rheumatoid Arthritis



	(1)  With rheumatoid arthritis, give special attention to the following in addition to, or in advance of, demonstrable X-ray changes:



	(a)  Muscle spasm;



	(b)  Periarticular and articular soft tissue changes, such as synovial hypertrophy, villose hypertrophy, flexion contracture deformities, joint effusion, destruction of articular cartilage; and



	(c)  Constitutional changes such as emaciation, anemia, muscular and bone atrophy, skin complications, gastrointestinal symptoms, capillary stasis, imbalance in water metabolism (dehydration), vascular changes, cardiac involvement, dry joints, low renal function, postural deformities, and low grade edema of the extremities.



Consider joints affected by any of the following in the rating:
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	(a)  Synovial or villose hypertrophy, or joint effusion;



	(b)   Severe postural changes; scoliosis, etc.; flexion contracture deformities;



	(c)  Ankylosis, or limitation of motion of joint due to bony changes;



	(d)  Destruction of articular cartilage.



11.02  DEGENERATIVE ARTHRITIS



	a.  General.  Degenerative arthritis, also diagnosed as osteoarthritis or hypertrophic arthritis, is characterized clinically by limitation of motion in the late stages only.



	(1)  This form of arthritis typically occurs after the age of 45 and is usually asymmetrical.  It has no relation to infection.  The presence of "Heberden's nodes" or calcific deposits in the terminal joints of the fingers, with deformity, is diagnostic.  Ankylosis is rare, but there may be hyperostosis and irregular notched articular surfaces of the joints.  Destruction of cartilage, bone eburnation, and the formation of "osteophytes" constitute the diagnostic features.  Flexion contracture deformities and severe disabilities described under atrophic arthritis do not occur.



	(2)  Early radiographic changes include delicate spicules of calcium at the articular margins, without diminished density of bone shadow, and without increased density of articular soft parts.  Later there is ridging of articular margins, hyperostosis, irregular notched articular surfaces, and ankylosis only in the spine.  Degenerative and traumatic arthritis require X-ray evidence of bone changes to substantiate their diagnosis.



	(3)  Bear in mind that a change of diagnosis among the various types of arthritis, particularly if joint disease has been recognized as service connected for several years, has no significant bearing on the question of service connection.  In older individuals, the effects of more than one type of the disease may coexist and differential diagnosis may be difficult.



	b.  Degenerative Arthritis of the Spine.  With particular reference to degenerative arthritis of the spine and pelvic joints, the same general characteristics prevail, except that limitation of spine motion occurs rather early; chest expansion and costovertebral articulations are not usually affected; referred pain is commonly called "intercostal neuralgia" and "sciatica"; and localized ankylosis may occur if spurs on bodies of vertebrae impinge.



	c.  Rating Limitation Of Motion In Arthritis Cases



	(1)  Compensable Under Other Codes.  For a joint or group of joints affected by degenerative arthritis, use the diagnostic code which justifies the assigned evaluation.  When the compensable requirements for limited motion of a joint are met under a code other than 5003, hyphenate that code in the conclusion with a preceding "5003-" (for example, 5003-5261, limited extension of the knee, 10%).  If other joints affected by arthritis are compensably evaluated in the same rating, use only the code which supports the assigned evaluation and omit the modifying 5003.



	(2)  Not Compensable Under Other Codes.  Whenever limited motion is noncompensable under codes other than 5003, assign 10 percent under 5003 for each major joint or group of minor joints affected by limited or painful motion as prescribed under that diagnostic code.  If there is no limited or painful motion, but X-ray evidence of degenerative arthritis, assign either a 10 percent evaluation (or 20 percent for occasional incapacitating exacerbations) under 5003 based on the involvement of two or more major joints or two or more minor joints.  Do not combine a 10 or 20 percent rating based solely on X-ray findings with ratings based on limited or painful motion.



	EXAMPLE 1:  The residuals of degenerative arthritis are limitation of abduction of the right shoulder (major) to 90 degrees and limitation of flexion of the right knee to 45 degrees.  Since the shoulder and knee 
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separately meet compensable requirements under diagnostic codes 5201 and 5260, respectively, prepare the coded conclusion as follows:



1. SC (VE INC)

5003-5201	Degenerative arthritis, right shoulder (major) with limitation of abduction

20% from 12-14-93



5260			Degenerative arthritis, right knee, with limitation of flexion

10% from 12-14-93



COMB:		30% from 12-14-93



	EXAMPLE 2:  The veteran has X-ray evidence of degenerative arthritis of both knees without 

limitation of motion of any of the affected joints.  Rate the case as follows:



1. SC (PTE INC)

5003			Degenerative arthritis of the knees, X-ray evidence only

10% from 12-30-91



	EXAMPLE 3:  The same facts as in Example 2, except there is X-ray evidence only of involvement of the right knee.  Rate the case as follows:



1. SC (PTE INC)

5003			Degenerative arthritis, right knee, X-ray evidence only

0% from 12-30-91



	d.  Disposition of Arthritis Cases Previously Rated as a Single Disability. Rating specialists may encounter cases where arthritis was previously rated as a single disability.  These cases will be rerated as follows:



	(1)  If the separate evaluation of the arthritic disability results in no change in the combined degree previously assigned and if a rating is required, rerate using the new procedure with the same effective date as previously assigned.



	(2)  If rerating using the new procedures results in an increased combined evaluation, apply 38 CFR 3.105(a) to retroactively increase the assigned evaluation.



If rerating using the new procedure results in a reduced combined evaluation, apply 38 CFR 

3.105(a) and (e), unless the assigned percentage is protected under 38 CFR 3.951.



	e.  Diagnostic Codes 5013 through 5024.  Gout under diagnostic code 5017 is rated as rheumatoid arthritis (5002).  Codes 5013 through 5016 and 5018 through 5024 are evaluated according to the criteria for limited motion or painful motion under code 5003 (degenerative arthritis).  The provisions under diagnostic code 5003 regarding a compensable minimum evaluation of 10 percent for limited or painful motion are applicable to these codes and no others.  The 10 and 20 percent evaluations for X-ray findings do not apply 

(see Note (2) under 5003).  



11.03  NOMENCLATURE OF DIGITS



	Accurate specification of injured digits of the upper and lower extremities is essential.  Each digit, except the thumb and the great toe, includes three phalanges, the proximal phalanx (closet to the wrist or ankle), the middle phalanx, and the distal phalanx (closet to the tip of the finger or toe).  The joint between the proximal and middle phalanges is called the proximal interphalangeal (PIP) joint.  The joint between the middle and 
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distal phalanges is called the distal interphalangeal (DIP) joint.  The thumb and great toe each have only two phalanges, the proximal phalanx and the distal phalanx.  Therefore, each thumb and each great toe has only a single joint, called the interphalangeal (IP) joint.  The joints connecting the phalanges (in the hands) to the metacarpals are the metacarpophalangeal (MCP) joints, and the joints connecting the phalanges (in the feet) to the metatarsals are the metatarsophalangeal (MTP) joints.   



           a.  Fingers



	(1)  Refer to the digits of the hand as thumb, index, long, ring, or little, and designate either right or left.  Do not use numerical designations for either the fingers or joints of the fingers.



	b.  Toes



	(1)  Refer to the digits of the foot as the first (great toe), second, third, fourth, or fifth, and designate either right or left.



	c.  X-Rays.  If there is doubtful designation of the localization of the injury, obtain X-rays to clarify the exact point of injury.



11.04  CONGENITAL CONDITIONS



	Individuals vary greatly in their musculoskeletal development and appearance, and therefore functional variations are many times seen which are attributable to the type of individual and his or her inherited or congenital variations from the so-called normal.  Give careful attention to congenital or developmental defects such as absence, subluxation, deformity, or exostosis of parts, accessory or supernumerary parts.  Fusion defects of the spine, especially spondylolysis, spina bifida, unstable or exaggerated lumbosacral joints or angle, or incomplete sacralization will also be noted in their congenital aspects.  Do not automatically classify spondylolisthesis as a congenital condition although it is commonly associated with a congenital defect of the spine.  The congenital clubhand, clubfoot, genu recurvatum or varum, and congenital talipes in various positions, require similar attention.  Do not overlook congenital diastasis of the rectus abdominis, hernia of the diaphragm and the various myotonias.



11.05  OSTEOMYELITIS



	a.  Constitutional Symptoms.  Constitutional symptoms are a prerequisite to the assignment of either the 100 percent or 60 percent evaluations under diagnostic code 5000.  As both the 60 and 100 percent evaluations are based on constitutional symptoms, neither is subject to the amputation rule.



	b.  Historical Ratings.  Both the 10 percent evaluation, and that part of the 20 percent evaluation based on "other evidence of active infection within the past 5 years," are known as historical ratings and must be based upon recurrent episodes of active osteomyelitis.  The 20 percent "historical evaluation" based on evidence of active infection within the past 5 years, must be distinguished from the 20 percent evaluation authorized when there is a discharging sinus.



	(1)  An initial episode of active osteomyelitis is not a basis for either of the historical ratings.  Do not assign the 20 percent historical evaluation until the first "recurrent" episode of osteomyelitis.  Then assign a 20 percent historical evaluation which will be extended for 5 years from the date of examination showing the osteomyelitis to be inactive.  Assign a closed rating at the expiration of the 5-year extension.



           (2)  Assign the 10 percent historical evaluation only if there have been two or more recurrences of active osteomyelitis following the initial infection.
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	(3)  Although saucerization, sequestrectomy or guttering might be successful in treating osteomyelitis, do not discontinue the historical rating since cure of the osteomyelitis may not be considered attained, unless there has been removal or radical resection of the affected bone.



	(4)  The following examples demonstrate proper rating procedure for osteomyelitis.



	EXAMPLE 1:  The veteran was diagnosed with osteomyelitis in service, with discharging sinus.  At separation from service the osteomyelitis was shown to be inactive with no involucrum or sequestrum.  As there has been no recurrence of active osteomyelitis following the initial episode in service, the historical evaluation of 20 percent is not for application.  The requirements for a 20 percent evaluation based on activity are not met either.



1. SC (VE INC)

5000			Osteomyelitis, right tibia

0% from 12-2-73



	EXAMPLE 2:  Same facts as in Example 1, except the veteran has a discharging sinus at time of separation from service.  The veteran meets the criteria for a 20 percent evaluation based on a discharging sinus.  Schedule a future examination to ascertain the date of inactivity.



1. SC (VE INC)

5000			Osteomyelitis, right tibia, active

20% from 12-2-73



	EXAMPLE 3:  Same facts as in Example 2.  Subsequent review examination reveals the sinus tract was healed and there is no other evidence of active infection.  As this is still a continuation of the "initial" episode of osteomyelitis diagnosed in service, a historical rating of 20 percent is not for application.  Take rating action under 38 CFR 3.105(e).



1. SC (VE INC)

5000			Osteomyelitis, right tibia, inactive

20% from 12-2-73

0% from 3-1-75



	EXAMPLE 4:  Same facts as in Example 2.  The veteran is hospitalized July 2l, 1976, with active osteomyelitis of the right tibia shown with discharging sinus.  There is no involucrum, sequestrum, or constitutional symptom.  Upon release from the hospital the discharging sinus is still present.  Assign the 20 percent evaluation based on evidence showing draining sinus from the proper effective date.  Schedule a future examination to ascertain date of inactivity.



1. SC (VE INC)

5000			Osteomyelitis, right tibia, active

0% from 3-1-75

20% from 7-21-76



	EXAMPLE 5:  Same facts as in Example 3.  A routine future examination was conducted on July 8, 1977, showing the osteomyelitis to be inactive.  There was no discharging sinus, no involucrum, sequestrum, or constitutional symptom.  The most recent episode of active osteomyelitis (July 21, 1976) constitutes the first "recurrent" episode of active osteomyelitis.  Continue the previously assigned 20 percent evaluation, which was on the basis of discharging sinus, as a historical evaluation for 5 years from the examination showing inactivity.



1. SC (VE INC)

5000			Osteomyelitis, right tibia, inactive

20% from 7-21-76
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	EXAMPLE 6:  Same facts as in Example 4.  In October 1979, the veteran was again found to have active osteomyelitis with a discharging sinus, without involucrum, sequestrum, or constitutional symptoms.  Continue the 20 percent evaluation.  Rerating is necessary to remove the future reduction to 0 percent, and to schedule a future examination to establish the date of inactivity.



1. SC (VE INC)

5000			Osteomyelitis, right tibia, active

20% from 7-21-76



	EXAMPLE 7:  Same facts as in Example 5.  A review examination was conducted on April 8, 1980.  The examination showed the discharging sinus was inactive, and there was no other evidence of active osteomyelitis.  The most recent episode of osteomyelitis (October 1979) constitutes the second "recurrent" episode of active osteomyelitis.  Accordingly, the historical evaluations of both the 20 and 10 percent evaluations apply.



1. SC (VE INC)

5000			Osteomyelitis, right tibia, inactive

20% from 7-21-76

10% from 4-8-85



	EXAMPLE 8:  Same facts as in Example 6.  The veteran was hospitalized June 10, 1982, with a recurrent episode of active osteomyelitis.  A radical resection of the right tibia was performed and at hospital discharge (June 21, 1982), the osteomyelitis was shown to be cured.  Assign a temporary total rating of 100 percent under paragraph 30 with a 1-month period of convalescence.  Following application of 38 CFR 3.105(e), reduce the evaluation for osteomyelitis to 0 percent as a rating for osteomyelitis will not be applied following cure by removal or radical resection of the affected bone.



1. SC (VE INC)

5000			Osteomyelitis, right tibia, P.O.

20% from 7-21-76

100% from 6-10-82 (Par. 30, 1945 (S))

20% from 8-1-82

0% from 10-1-82



11.06  MISCELLANEOUS MUSCULOSKELETAL CONSIDERATIONS



	a.  Dupuytren's Contracture.  In the absence of an assigned evaluation for Dupuytren's Contracture as a disease entity in the rating schedule, assign an evaluation on the basis of limitation of finger movement.



	b.  Impairment of Supination and Pronation.  Bear in mind the following facts when preparing ratings involving impairment of pronation and supination.  Full pronation is the position of the hand flat on a table.  Full supination is the position of the hand palm up.  In examining limitation of pronation, the "arc" is from full supination to full pronation.  The "middle" of the arc is the position of the hand, palm vertical to the table.  Assign the lowest 20 percent evaluation when pronation cannot be accomplished through more than the first three quarters of the arc from full supination.  Do not assign a compensable evaluation for limitation of pronation and also limitation of supination of the same extremity.



Major Group.  With reference to paragraph 55 of the rating schedule, the term "major group" refers to the muscle group having the superior function or movement performance when compared to the function performed by an adjacent group, as shown by higher schedular evaluations for severe disability.  The rules set forth under paragraph 55 apply to combinations of ratings, and are applicable only when there are ratings to combine.  A slight muscle injury does not warrant an increased evaluation for any other muscle injury.  If the evaluations are the same, either group may be designated "major," depending on the extent of injury to either group.
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	d.  Conflicting Decision Regarding Loss of Use.  If the Insurance Center makes a determination on the question of loss of use of two extremities prior to rating consideration involving the same issue, and the determination conflicts with the proposed rating decision, forward the claims folder to the Director, Compensation and Pension Service (212C), under part IV, paragraph 7.04 to resolve the conflict.  This issue will generally be brought to the attention of the rating specialist as a result of personal inquiry, correspondence, or some indication in the claims folder that the insurance question is involved.



	e.  Painful Motion.  In the evaluation of musculoskeletal disabilities consideration must be given to functional loss due to factors such as painful motion.  (See 38 CFR 4.40 and 4.45.)



Diagnostic Code 5285.  If the requirements for a 60 or 100 percent evaluation under DC 5285 are not met, an evaluation of 10 percent will be assigned or added for objective deformity of a vertebral body resulting from fracture.  If there is any limitation of motion together with deformity (compensable or noncompensable), add 10 percent under hyphenated diagnostic code 5285-5290 (limited motion of the cervical spine), 5285-5291 (limited motion dorsal spine), or 5285-5292 (limited motion lumbar spine).  Whenever there is muscle spasm together with deformity and the requirements for a compensable evaluation under diagnostic code 5295 are met, add 10 percent to the assigned evaluation under diagnostic code 5285-5295.
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SUBCHAPTER II.  THE ORGANS OF SPECIAL SENSE



11.07  THE EYES



	a.  Refractive Error.  In considering impairment of vision from the standpoint of service connection and evaluation, it is necessary to exclude the effect of uncomplicated refractive errors.  Refractive errors are due to anomalies in the shape and conformation of the eye structures, generally of congenital or developmental origin.  Children are usually hyperopic at birth and subsequently become less hyperopic, emmetropic, or even myopic.  In adults, refractive errors are generally stationary or change slowly until the stage of presbyopia, also a developmental condition.  An exception to this rule is sometimes seen in myopia, which may be rapidly progressive during the period of service leading to destructive changes in the choroid, retinal hemorrhage, retinal detachment, etc.  Since a diagnosis of amblyopia may refer to either developmental or acquired causes of lost visual acuity, the etiology needs to be ascertained in each individual case.



	b.  Defects and Aggravation.  Defects of form or structure of the eye of congenital or developmental origin, such as regular astigmatism, myopia (other than malignant or pernicious), hyperopia and presbyopia, will not, in themselves, be regarded as disabilities and may not be service connected on the basis of incurrence or natural progress during service.



	(1)  Long established policy permits service connection with such unusual developments as choroidal degeneration, retinal hemorrhage or detachment, or rapid increase of myopia producing uncorrectable impairment of vision.  Irregular astigmatism may be due to corneal inflammation, injury or operation.  Only under such unusual circumstances, with uncorrectable residuals, may refractive error be considered service connected.



	(2)  The fact that a veteran was supplied with glasses for correction of refractive error, from any of the eye defects named here, will not in itself be considered indicative of aggravation by service, entitling to compensation.



	c.  Reconciliation of Inconsistent Findings.  In dealing with refractive error only, if the best corrected vision on any examination by the VA is better than prior determinations, assume these prior determinations to be erroneous or, at least, as not representing best correction.



	d.  Complete Diagnosis.  Do not accept as a diagnosis mere citation of impaired visual acuity, field of vision, or motor field efficiency.  The diagnosis must cite the actual disease or injury or other basic condition.  Actual pathology, other than refractive error, is required to support impairment of visual acuity.  Impaired field vision and impaired motor field function must be supported by actual appropriate pathology.



	e.  Diplopia.  It is essential that a diagnosis be of record reflecting the disease or injury which is the cause of the diplopia.  Apply the rating for diplopia only when it would result in a higher evaluation in comparison to the percentage of disability assigned for impairment of either visual acuity or visual field.



	(1)  If diplopia is diagnosed and both eyes have a ratable impairment of either visual acuity or visual field, substitute the evaluation of diplopia for the visual impairment or visual field deficit in the poorer eye, only if the percentage of disability for diplopia exceeds the percentage of disability assignable on the basis of visual impairment or visual field deficit in that eye.



	EXAMPLE 1:  The veteran is service connected for bilateral impairment of visual acuity.  VA examination reveals the best distant vision obtainable after correction is 20/100 (6/30) in the right eye and 20/70 (6/21) in the left eye.  Diplopia secondary to thyroid myopathy has been diagnosed within 24 degrees in the upward quadrant.  Diplopia within 24 degrees in the upward quadrant is ratable as 20/70 (6/21).  Since the vision in the poorer eye (right) is ratable at 20/100 (6/30), it is to the veteran's advantage to rate the degree of visual impairment, not the diplopia.  Accordingly, rate the veteran as follows:
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1. SC (VE INC)

6078			Visual Impairment, bilateral, with diplopia

30% from 12-1-89



	EXAMPLE 2:  The same facts as in Example 1 except diplopia exists within 24 degrees in the downward quadrant.  Diplopia within 24 degrees in the downward quadrant is ratable as 15/200 (4.5/60).  Accordingly, since it would now be to the veteran's advantage, substitute the rating for diplopia for the degree of visual impairment 20/100 (6/30) in the poorer eye (right) and rate as follows:



1. SC (VE INC)

6090-6076	Diplopia with bilateral visual impairment

40% from 12-1-89



(2)  If only one eye has a ratable impairment, apply the rating for diplopia to that eye, but not in combination with any other eye rating.



	EXAMPLE:  The veteran is service connected for impairment of the visual field in the right eye secondary to trauma.  The average contraction of the visual field is to 20 degrees, and is ratable equivalent to 20/100 (6/30) at 10 percent.  Diplopia has been diagnosed secondary to trauma, and exists within 28 degrees in the downward quadrant.  Since diplopia within 28 degrees in the downward quadrant is ratable equivalent to 15/200 (4.5/60), it is advantageous to rate the diplopia rather than the average concentric contraction.  Assign a 20 percent evaluation under diagnostic code 6090-6077 for diplopia with impairment of the visual field, right eye.  Do not assign a separate 10 percent evaluation for the contraction of the visual field.



1. SC (VE INC)

6090-6077	Diplopia, with impairment of visual field, right eye

20% from 12-1-89



	f.  Impairment of Both Central Vision and Field Vision.  If, in addition to the difficulties between distant and near visual acuities mentioned in paragraph 84 of the rating schedule, there are other impairments of both best-corrected central visual acuity and fields of vision, request an examination.  The examination must include best-corrected central visual acuity at near and far by the Snellen method or its equivalent, i. e., Jaeger or Point, and will be used together with fields of vision with accurate plotting of any scotoma.  Following completion of the examination, refer the claims folder for evaluation of visual efficiency to the Director, Compensation and Pension Service (212C).



	g.  Fields of Vision.  If the extent of the fields of vision is measured by the Goldmann bowl perimeter, and not a tangent screen, employ the Target III/4e in the kinetic mode.  In all claims, perimeter type, illuminating light level, test object size, color and test distance shall be recorded with testing done, unseen to seen, with at least 16 meridians, 22 1/2 degrees apart, charted for each eye.  If the above guidelines are adhered to, the results will equate to those found by the method of testing required in the rating schedule, paragraph 76. 



	h.  Glaucoma.  Glaucoma is recognized as an organic disease affecting the nervous system.  Therefore, it is subject to presumptive service connection under 38 CFR 3.309(a).  Consider glaucoma manifested to a compensable degree within 1 year of separation from an entitling period of service to have been incurred in such service unless there is affirmative evidence to the contrary or evidence that a recognized cause of the condition was incurred between the date of separation from service and the onset of the disability.



11.08  EXTENSION OF AURAL INFECTION



	If a disease of one ear, such as chronic catarrhal otitis media or otosclerosis is held as the result of service as to a unilateral condition, the subsequent development of similar pathology in the other ear must be held due to the same cause, provided, of course, that the time element is not manifestly excessive (a few years at most) and there has been no intercurrent infection to cause the additional disability.  With continuous 
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service-connected infection of one or more parts of the upper respiratory tract, extend indefinitely the time cited for the purpose of service connecting infection of the second ear.





11.09  RATING OF HEARING IMPAIRMENT



	a.  Service Connection.  Impaired hearing is considered a disability for VA purposes when the auditory threshold in any of the frequencies 500, 1000, 2000, 3000, 4000 Hertz is 40 decibels or greater; or when the auditory thresholds for at least three of the frequencies 500, 1000, 2000, 3000, or 4000 Hertz are 26 decibels or greater; or when speech recognition scores using the Maryland CNC Test are less than 94 percent.  (38 CFR 3.385).



	b.  Examinations. 	Request an audiometric examination whenever service connection is at issue and service records demonstrate the incurrence or advancement of any degree of hearing impairment.  Also request a professional opinion regarding the significance of prior audiological findings if the evidence of record is unclear on any point.



	c.  Revised Hearing Loss Tables.  VHA ceased converting audiology examinations to ASA standards after December 31, 1975.  Consequently, apply rating tables in effect prior to September 9, 1975, to all examination results dated before January 1, 1976.  From January 1, 1976 through December 17, 1987, audiology examinations used ISO/ANSI (W-22 word discrimination and speech reception threshold) standards exclusively, and evaluation tables VI and VII were applicable.  Effective December 18, 1987, evaluation of hearing impairment uses the speech discrimination (recognition) ability (Maryland CNC) along with the results of the puretone audiometry test, and evaluation tables VI and VIa for hearing loss are applicable.



	d.  Induction and Separation Examinations.  With respect to reports of examinations at enlistment and discharge reflecting ability to hear conversational voice in feet, determine aggravation on the basis of equivalent adjusted speech audiometry decibel loss.							



11.10  FUNCTIONAL DISTURBANCES IN HEARING IMPAIRMENT CASES



	a.  Little or No Organic Loss.  If, following examination at an audiology clinic, a drastic reduction in rating for a hearing impairment is in order, thoroughly review the claims folder for evidence of a psychiatric disease entity which might be manifested in part by a nonorganic hearing impairment.



	b.  Service Connection for Functional Hearing Impairment.  Determine entitlement to service connection for a psychiatric disability, manifested in part by a hearing impairment, by the usual regulations pertaining to the grant of service connection.  It is anticipated the psychiatric disorder will be identifiable by manifestations other than those relating to hearing complaints alone.  If service connection is warranted, and manifestations of organic and functional disability are predominately hearing impairment, base the rating either on the organic hearing loss or the psychiatric disorder, but not in combination.



11.11  PERMANENCE OF HEARING LOSS EVALUATIONS



	a.  Future Examinations.  If the extent of hearing loss in an individual claim has been satisfactorily established by an examination in an authorized Audiology and Speech Pathology Clinic, do not routinely schedule reexamination.  A single Audiology and Speech Pathology Clinic examination is sufficient to meet the qualifying conditions for permanence under 38 CFR 3.327, except in the following cases:



	(1)  If the veteran has hearing loss evaluated at 100 percent under diagnostic code 6110 with a numeric designation of XI & XI, permanency can be conceded and special monthly
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compensation granted, unless extenuating circumstances are present.  If the hearing loss is functional, i.e., psychogenic, schedule at least one future examination to ensure that permanency is established before granting special monthly compensation.



If there is evidence that the deafness is likely to improve materially in the future, schedule a reexamination.  Include justification for such reexamination in the reasons and bases section of the rating decision.



	(3)  If the veteran has had middle ear surgery, consider that hearing acuity will have reached a stable level 1 year after surgery.  Accordingly, under 38 CFR 3.327, schedule reexamination for 1 year after such surgery.



Changed Criteria.  If the decrease in evaluation is due to changed criteria or testing methods, rather than a change in disability, apply the old criteria and make no reduction.
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SUBCHAPTER III.  SYSTEMIC CONDITIONS



11.12  INFECTIOUS DISEASES



	a.  Specific Tropical Diseases.  The following tropical diseases among others may require attention in view of incidence in areas of foreign service: cholera; amebiasis; dracontiasis; dysentery (bacillary); filariasis (Bancroft's type); Hansen's disease (leprosy); hookworm infection; leishmaniasis including kala-azar; malaria; blackwater fever; onchocerciasis; oroya fever; pinta; plague; relapsing fever; loiasis; schistosomiasis; yaws; and yellow fever.



	(1)  Obtain familiarity with the locality, incubation period, and residuals of these tropical diseases from standard treatises.



	(2)  Rate amebiasis and schistosomiasis under the digestive system and pinta, verruga peruana (a late residual of Oroya fever), onchocerciasis, and oriental sore and espundia (old world cutaneous and American mucocutaneous leishmaniasis) under diseases of the skin.



	b.  Incubation Period of Tropical Diseases



	(1)  Tropical diseases having long incubation periods are kala-azar (visceral leishmaniasis) which may extend to 1 year, oriental sore (cutaneous leishmaniasis) which may extend to 18 months, and some of the filariases which may extend from 8 to 12 months.  Others are loiasis (calabar swelling) (3 years), dracontiasis (Guinea worm disease) (14 months) and leprosy (5 years or more).  The period for amebiasis may extend to several months.



	(2)  When considering service connection for tropical disease not of record during service, always consider tropical residence other than during military service, and consult standard texts as to locality of endemicity, early symptoms and course, periods of incubation, etc.



	c.  Rheumatic Fever.  Rheumatic fever is an acute, subacute, or chronic systemic disease.  For unknown reasons it may either be self-limiting, or lead to slowly progressive valvular deformity.



	(1)  Complications of rheumatic fever include cardiac arrhythmias, pericarditis, rheumatic pneumonitis, pulmonary embolism, and infarction, valve deformity and, in extreme cases, congestive heart failure.



The prognosis for life is good.  If the age of onset is postadolescence, residual heart damage occurs in less than 20 percent of the cases, and is generally less severe than if the onset is during childhood.  Mitral valve insufficiency is the most common residual.
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SUBCHAPTER IV.  THE RESPIRATORY SYSTEM



11.13  EXTENSION OF INFECTION



	Chronic upper air passage infections, such as chronic rhinitis, chronic sinusitis, chronic middle ear disease, chronic tonsillitis, and chronic laryngitis, where two or more coexist, are commonly part of one infectious process, but over a period of years, the probability of causation by separate types of organism is to be given due weight.



	a.  Multiple Upper Respiratory Tract Conditions.  If all conditions do not originate in service, there must be evidence of a fairly continuous infection in one or more parts of the upper respiratory tract to warrant service connection for other conditions first manifested after discharge.  Carefully consider the character of the infection and possible intervening causes.



	b.  Subsequent Diseases of the Lower Respiratory Tract.  There may be a close relationship between disease of the upper air passages and a subsequently developing chronic process in the lower respiratory tract, especially the bronchi.  Require continuous infection in the upper tract as a condition for service connection for a later-developing infection in the lower tract.



11.14  TUBERCULOSIS CLASSIFICATION STANDARDS



	Obtain familiarity with the following classification standards adopted by the American Lung Association under the Diagnostic Standards and Classification of Tuberculosis and other Mycobacterial Diseases, 1974:



	a.  Tuberculosis Suspect.  An individual may be so classified until diagnostic procedures are complete.  The classification should not be used for more than 3 months.



	b.  Other Mycobacterial Diseases.  In general, disease caused by other mycobacteria is indistinguishable clinically, radiologically and histologically from M. tuberculosis.  A definite diagnosis requires (1) evidence of disease, such as an infiltrate visible on a chest X-ray, with no other cause established by careful clinical and laboratory studies and (2) either (a) isolation of the same strain of mycobacteria repeatedly or (b) isolation of the mycobacteria from a closed lesion from which the specimen has been collected and handled under sterile conditions.



	(1)  Mycobacteria that may commonly be involved as pathogens are M. kansasii, M. intracellulare, and M. scrofulaceum.  M. bovis is rarely responsible for disease where there is effective control of tuberculosis in cattle and pasteurization of milk and milk products; this species is undistinguishable from M. tuberculosis except by culture.  With certain modifications, the classification for tuberculosis is adaptable for classifying other mycobacterial diseases.  There is no need to use the first three categories used for tuberculosis--that is, no exposure, not infected; exposure, no evidence of infection; and infection, without disease.



	(2)  Diagnosis of mycobacterial infection by skin test is not possible.  The current antigens for these mycobacteria have high cross-reactivity (low specificity).



11.15  RATING PROCEDURE FOR ARRESTED TUBERCULOSIS



Ratings in Effect After August 19, 1968.  If pulmonary tuberculosis is established after August 19, 1968, show the 100 percent evaluation for 1 year after date of inactivity established under 38 CFR 3.375(a).  Thereafter, apply the general rating formula for residuals set forth in the rating schedule following diagnostic code 6731.
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	b.  Graduated Ratings for Ratings in Effect on August 19, 1968



	(1)  Grant a total evaluation for 2 years after the date of "complete arrest" (inactivity) established under 38 CFR 3.375(a), followed by graduated reductions to 50 percent and 30 percent for the periods of 4 and 5 years, respectively, as set forth under the general rating formula following diagnostic code 6724 of the rating schedule.  After the expiration of this 11-year period, continue the 30 percent evaluation if there are far advanced active lesions, assign a 20 percent evaluation if there are moderately advanced lesions with continued disability, or assign a 0 percent evaluation in other claims.



	(2)  Do not request an examination for rating purposes during the period covered by the graduated ratings.  Medical authorities will notify Adjudication of a veteran's failure to follow prescribed treatment, or to submit to examination requested for treatment purposes during the period of total disability following complete arrest of the tuberculosis.  Upon receipt of such notification, reduce the 100 percent evaluation to 50 percent by rating action and adjust the veteran's award as of the date of the last payment (38 CFR 3.655).  However, if the veteran complies with the request for examination during the original 2-year time frame for the 100 percent graduated rating, restore the 100 percent rating effective as of the date of reduction.



	(3)  The immediate reduction of the 100 percent evaluation upon failure to submit to examination or follow prescribed treatment is applicable only when the tuberculosis has reached a stage of complete arrest (inactivity).  Do not suspend or terminate payments merely because a veteran with active tuberculosis receives an irregular discharge.  Compensation payments are based upon the degree of disability, and not on the basis of a veteran's willingness to accept treatment.  In such a case, continue the 100 percent rating based on activity and request an examination 6 months from the date of irregular discharge.  If the veteran fails to report for this examination, consider the tuberculosis to be completely arrested from the date of failure to report for examination.  Apply the provisions of graduated ratings based upon inactivity from this date.



	EXAMPLE 1:  A veteran is rated 30 percent based upon residuals of far advanced, inactive, pulmonary tuberculosis.  The rating for tuberculosis was in effect on August 19, 1968.  The tuberculosis became active on September 10, 1987.  Based upon the reactivation of pulmonary tuberculosis, reinstate the 100 percent evaluation for active tuberculosis and maintain control to ascertain the date of inactivity.



1. SC (KC PRES)

6701			Tuberculosis, pulmonary, chronic, far advanced, active

30% from 8-1-64

100% from 9-10-87



	EXAMPLE 2:  Same facts as in Example 1.  Examination reveals tuberculosis was inactive as of May 10, 1988.



1. SC (KC PRES)

6721			Tuberculosis, pulmonary, chronic, far advanced, inactive

100% from 9-10-87

100% from 5-10-88

50% from 5-10-90

30% from 5-10-94



	EXAMPLE 3:  Same facts as in Example 2.  Medical authorities provide notification of the veteran's failure to submit to examination for treatment purposes.  The date of last payment was July 1, 1989.



1. SC (KC PRES)

6721			Tuberculosis, pulmonary, chronic, far advanced, inactive

100% from 5-10-88

50% from 7-1-89

30% from 7-1-93
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	EXAMPLE 4:  Same facts as in Example 3.  Medical authorities provide notification the veteran has reported for examination on March 10, 1990.  The tuberculosis remains inactive.



1. SC (KC PRES)

6721			Tuberculosis, pulmonary, chronic, far advanced, inactive

100% from 5-10-88

50% from 5-10-90

30% from 5-10-94



	c.  Chest X-Rays Under 38 CFR 3.370 and 3.371.  If active pulmonary tuberculosis is claimed to be service connected and entitlement is not otherwise established, consider X-ray evidence and refer to this in the reasons and bases section of the rating.



	(1)  For direct service connection, all service films are required, and for presumptive service connection at least the discharge film or a service film used for this is necessary, together with an adequate number of postservice films to resolve the issue.



	(2)  It is imperative that reports of X-ray interpretations be adequate for rating purposes.



	d.  Claims Based on Positive Tuberculin Reaction.  See part III, paragraph 5.02.



11.16  REFERRAL OF REQUESTS FOR X-RAY INTERPRETATION



	Only designees of the Under Secretary for Health are authorized to make interpretations of X-ray films for the purpose of paragraph 11.15c.  Refer requests for interpretations to the outpatient clinic for the local station.  If the local clinic is not authorized to make such interpretations, its Director will keep Adjudication informed of the current location of the designated interpreter for the station area.  In such a case refer requests directly to such other clinic, center or hospital.



11.17  EVALUATION OF SPONTANEOUS PNEUMOTHORAX



	Under diagnostic code 6814, an evaluation of 100 percent is provided for 6 months for spontaneous pneumothorax.  Apply this evaluation only when there is a total spontaneous pneumothorax.  Evaluate incomplete or partial spontaneous pneumothorax analogous to asthma.
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SUBCHAPTER V.  THE CARDIOVASCULAR SYSTEM



11.18  THE HEART



	a.  Congenital Heart Defect.  The term covers common heart conditions due to prenatal influences, such as patent foramen ovale, patent ductus arteriosus, coarctation of the aorta, intraventricular septal defect, and other congenital conditions.



	b.  Arteriosclerotic Heart Disease.  Arteriosclerotic heart disease, also diagnosed as ischemic heart disease and coronary heart disease, is a disease of the heart due to diminution of blood supply to the heart muscle on account of arteriosclerotic narrowing of the lumen of one or both coronary arteries.  Service connect any sudden development, during service, of coronary occlusion or thrombosis.  However, mere identification of coronary heart disease upon routine examination early in service is not a basis for service connection.



	c.  Hypertensive Vascular Disease.  The cause of hypertension is unknown in the vast majority of cases.  Do not rate elevation of systolic blood pressure due to aortic insufficiency or thyrotoxicosis and elevation of systolic or diastolic blood pressure due to nephritis separately from the primary disease.  Hypertension may exist for years without causing symptoms.  On the other hand, if sufficiently severe, it may so increase the cardiac load as to result in hypertrophy of the cardiac muscle or in cardiac dilation and decompensation.



	(1)  If the hypertension is long continued, there may occur an arteriosclerosis of uneven distribution which often involves the vessels of one organ to a greater degree than those of the rest of the body.  If it is of sufficient degree to cause significant impairment of the circulation to the organ, it will cause symptoms in accordance with the organ involved and with the degree of impairment.  In the brain it may cause symptoms and signs warranting a diagnosis of cerebral arteriosclerosis or thrombosis with hemiplegia.  Nephrosclerosis may occur with impairment of renal function.  In the heart myocardial damage or coronary occlusion may result.  But, it should be kept in mind that arteriosclerosis occurs with advancing age without a preexisting hypertension, and it may occur in some younger individuals who are predisposed to arterial changes.  The existence of an arteriosclerosis does not therefore imply or indicate a previous hypertension.



	(2)  If any of the above arteriosclerotic manifestations are diagnosed in a veteran who presents a service-connected hypertension, hold him/her to be service connected through his/her relationship to the hypertension.



	d.  Rheumatic Heart Disease.  Chronic rheumatic heart disease results from a single or repeated attacks of rheumatic fever which produce rigidity and deformity of the cusps, fusion of the commissures, or shortening and fusion of the chordae tendineae.  The earliest evidence of organic valvular disease is a significant murmur.  The earliest evidence of hemodynamically significant valvular lesions is found on X-ray, fluroscopy, and ECG study, since these will reveal the earliest stages of specific chamber enlargement.  With a history of rheumatic fever in service, an aortic valve insufficiency that manifests some years later without other cause shown will be service connected.
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	e.  Coexisting Forms of Heart Disease.  Accepted medical principles do not concede an etiological relationship between rheumatic heart disease, and either hypertensive or arteriosclerotic heart disease.



	f.  Rheumatic Heart Disease and Hypertensive or Arteriosclerotic Changes.  If a veteran who is service connected for rheumatic heart disease develops hypertensive or arteriosclerotic heart disease after the applicable presumptive period following military discharge, request a medical opinion to determine which condition is causing the current signs and symptoms.  If the examiner is unable to separate the effects of one type of heart disease from another, they must be rated together.  Since medically there is no recognized etiological relationship between rheumatic heart disease and later developing hypertensive or arteriosclerotic changes, do not extend service connection to systemic manifestations or arteriosclerosis in areas remote from the heart.



	g.  Cardiovascular Disease.  Ischemic heart disease, or other cardiovascular disease (including hypertension) which develops subsequent to the service-connected amputation of one lower extremity at or above the knee, or service-connected amputations of both lower extremities at or above the ankles, shall be held to be the proximate result of the service-connected amputation or amputations.  (See 38 CFR 3.310(b).)



	h.  Temporary Total Ratings.  If the veteran is hospitalized for a cardiac condition warranting the assignment of a 100 percent evaluation for 6 months, reduce the total evaluation 6 months from the first of the month following hospital discharge.



11.19  VARICOSE VEINS



	a.  Service Connection for Bilateral Varicose Veins.  If service connection for varicose veins in one leg has been properly granted, either on the basis of direct service incurrence or by reason of aggravation, service connect varicose veins subsequently developing in the other leg within 3 years from the day following date of discharge from service, in the absence of an established intercurrent cause.



	b. Varicose Veins and Arteriosclerosis Obliterans.  There is no causal or etiological relationship between varicose veins and arteriosclerosis obliterans.  Accordingly, if a veteran is service connected for varicose veins, and subsequently develops arteriosclerosis obliterans without a showing of arteriosclerotic changes in service, or within the presumptive period, deny service connection for the arteriosclerotic changes.



11.20  RESIDUALS OF COLD INJURY



	a.  General.  Injury by cold causes structural and functional disturbances of small blood vessels, cells, nerves, skin, and bone.  Exposure to damp cold (temperatures around freezing) causes frostnip and immersion (trench) foot.  Exposure to dry cold (temperatures well below freezing) causes frostbite.  In severe cases there may be loss of fingers, toes, earlobes, tip of nose, etc.  The physical effects of exposure may be acute or chronic, with immediate or latent manifestations.  The fact that the immediate effects of cold injury may have been characterized as "acute" or "healed" does not preclude development of disability at the original site of injury many years later.
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	b.  Chronic Effects of Exposure.  Veterans with a history of cold injury may experience the following signs and symptoms at the site of the original injury:  chronic fungus infection of the feet, disturbances of nail growth, hyperhidrosis, chronic pain of the causalgia type, abnormal skin color or thickness, cold sensitization, joint pain or stiffness, Raynaud's phenomenon, weakness of hands or feet, night pain, weak or fallen arches, edema, numbness, paresthesias, breakdown or ulceration of cold injury scars, vascular insufficiency (indicated by edema, shiny, atrophic skin, or hair loss).  They also face an increased risk of developing the following conditions at the site of the original injury:  peripheral 

neuropathy, squamous cell carcinoma of the skin (at the site of the scar from a cold injury), arthritis or other bone abnormalities (osteoporosis, subarticular punched out lesions).  Service connection for these residuals may be in order if they arise in the area of a cold injury incurred during military service unless an intercurrent nonservice-connected cause is determined.  The fact that a nonservice-connected systemic disease that could produce similar findings is present, or that other areas of the body not affected by cold injury have similar findings, does not necessarily preclude service connection for such conditions in the cold injured areas.  When considering the possibility of intercurrent cause, reasonable doubt, as defined in 38 CFR 3.102, will always be resolved in the veteran's favor.



	c.  Chosin Reservoir Campaign.  The Chosin Reservoir Campaign was conducted during the Korean War from October 1950 until December 1950 in temperatures of -20F or lower.  Many participants in this campaign suffered from frostbite for which they received no treatment.  Consequently there may be no service medical records to directly support their claims for frostbite.  If the veteran's participation in the Chosin Reservoir Campaign is confirmed, it would be reasonable to concede exposure to extreme cold, under the provisions of 38 U.S.C. 1154(a).  Provided there are no other circumstances to which this disability may be attributed, service connection under the provisions of 38 CFR 3.303(a) and 3.304(d) must be considered if the veteran has a disability which is diagnosed as a residual of cold injury.













































	11-V-3

�August 26, 1996									M21-1, Part VI

										        Change 52



SUBCHAPTER VI.  THE DIGESTIVE SYSTEM



11.21  GASTROINTESTINAL DISORDERS AND TROPICAL SERVICE



	If the issue is service connection for dysentery, or other gastrointestinal diseases, assign great weight to any tropical service, imprisonment or internment under unsanitary conditions, or food deprivation, as such service may have been the etiological or aggravating factor.



11.22  INGUINAL HERNIA



	Do not assume the preexistence of a hernia except on the basis of factual evidence.  Thus initial manifestation of hernial protrusion in service is generally a sufficient basis for service connection, as is (by aggravation) recurrence during service of a hernia previously operated on or repaired.  However, operation for repair of preexisting inguinal hernia is not, in itself, evidence of aggravation.



11.23  RECURRENCE OF HEMORRHOIDS



	If hemorrhoids have been properly service connected, consider recurrences as service connected.



11.24  INFECTIOUS HEPATITIS



	The diagnostic term "Infectious Hepatitis" includes epidemic infectious (Viral) hepatitis, often called "catarrhal jaundice," and homologous serum hepatitis.  The disease is common throughout the world and was especially noted in World War II, following administration of yellow fever vaccine in 1942 and in the Mediterranean Theater.  Service connection will generally depend upon record or other evidence of the disease in service; however, the incubation period for the former type is from 15 to 50 days and the latter 50 to 180 days following administration of vaccines or transfusions.  Following recovery from the acute infection, there may follow a clinical syndrome of gastrointestinal symptoms, intolerance for fats, fatigue, and mental depression.  These recurring episodes last from 1 to 4 months at varying intervals.  They are precipitated by intercurrent infections and overexertion.  Liver function tests are of particular importance in initial diagnosis and when the disability is severe.
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SUBCHAPTER VII.  GENITOURINARY AND GYNECOLOGICAL CONDITIONS



11.25  DEFORMITY OF PENIS WITH LOSS OF ERECTILE POWER



	Two requirements must be met before the 20 percent evaluation can be assigned for this condition under diagnostic code 7522.  Not only must there be deformity, but the deformity must be accompanied by loss of erectile power. In evaluating residuals of either multiple sclerosis or diabetes mellitus where loss of erectile power is shown, but penile deformity is not present, it is proper to grant service connection for loss of erectile power (rated analogous to diagnostic code 7522).  Also, award entitlement for special monthly compensation for loss of use of a creative organ.  However, in the absence of penile deformity, the disability is noncompensable.  



11.26  PERMANENT RESIDUALS OF VENEREAL DISEASE OR HIV RELATED ILLNESS



	Do not consider specific residuals of venereal disease, or HIV (Human Immunodeficiency Virus) related illness, to be the result of willful misconduct.  Service connection for residuals of venereal disease or HIV related illness will be determined by the same general principles applicable to the resolution of the issue of service connection for other diseases.  (See par. 7.28.)
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SUBCHAPTER VIII.  HEMIC AND LYMPHATIC SYSTEMS



11.27  SICKLE CELL DISEASE



	a.  General.  Sickle cell anemia is a hereditary and familial disorder characterized clinically by symptoms of anemia, arthritis, leg ulcers, and acute attacks of pain.  It is distinguished by the presence of peculiar sickle-shaped, or oat-shaped, red blood cells, signs of excessive blood destruction and active blood formation, and repeated vaso-occlusive episodes.  The phenomenon of sickling of red blood cells is a hereditary abnormality which of itself usually produces few ill effects.  Sickle cell anemia, however, is a morbid state characterized by hemolytic anemia and the above manifestations.



	b.  Sickle Cell Trait.  The presence of sickle hemoglobin (Hb S), a variant of the normal hemoglobin in human red blood cells, is subject to the usual mechanisms of biologic inheritance.  Inheritance may be from one or both parents.  If sickle hemoglobin is inherited from one parent and normal hemoglobin from the other, the combination (Hb S + Hb A) is referred to as sickle cell trait.  Except for unusual circumstances, this is a benign asymptomatic condition and is not associated with increased morbidity.



	c.  Sickle Cell Anemia.  Inheritance of sickle hemoglobin from each parent results in the combination (Hb S + Hb S) referred to as sickle cell anemia.  It is usually accompanied by moderate to severe anemia, and appropriate clinical signs and symptoms.  The age of onset is generally early childhood.



	d.  Sickle Cell Disease.  Sickle cell disease is a generic term for all disorders characterized by the presence of S hemoglobin in the red blood cell.  It includes sickle cell anemia (S); sickle cell trait (S and A); and other hemoglobinopathies such as sickle cell-thalassemia and sickle cell C disease.
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SUBCHAPTER IX.  ENDOCRINE SYSTEM



11.28  ENDOCRINE SYSTEM



	a.  Diabetes Mellitus.  Diagnosis of diabetes mellitus cannot be made from glycosuria alone as this may result from low renal threshold for sugar, or from excessive ingestion of sugar.  The presence of sugar in the urine is characteristic of, but not essential to, the diagnosis of diabetes mellitus.  Persistent hyperglycemia (170 mg per 100 cc blood after 12-hour fasting) and glycosuria may be secondary to hyperthyroidism, dyspituitarism, pregnancy, apoplexy, cerebral trauma or severe infections.  Polyuria, polydipsia, polyphagia, weakness and loss of weight are cardinal symptoms of the disease when it is not under control.



	b.  Rating Diabetes Mellitus.  If the blood sugar can be kept within normal limits and the urine sugar free, with or without moderate doses of insulin on a diet sufficient to maintain the weight and strength of the claimant, the disease is not seriously disabling.  However, as the disease progresses it becomes more difficult to control.  There is progressive limitation of activity which limits employability, and as complications develop, the degree of disability increases.



	(1)  Complications of Diabetes Mellitus.  Consider arteriosclerosis, including peripheral or cardiac complications, and cataracts as secondary to the disease, unless shown to be of other origin.  While most hypertension that develops in diabetics is essential (primary) hypertension and not due to diabetes, hypertension may be a complication of diabetes under certain circumstances.  Diabetic nephropathy, even in the incipient stage, may be associated with renal hypertension and is the most common cause of hypertension that results from diabetes.  Persistent microalbuminuria (150-500 mg/24 hours) or overt proteinuria (greater than 0.5 mg protein/24 hours) is sufficient to indicate that at least incipient nephropathy is present.  Isolated systolic hypertension (diagnosed when the systolic blood pressure is 160 mm Hg or greater and the diastolic blood pressure is less than 90 mm Hg) is commonly due to arteriosclerosis and may therefore be due to diabetes.  Renovascular hypertension, a type of secondary hypertension that is responsible for less than two percent of all cases of hypertension, is sometimes, but not always, due to arteriosclerosis (in the form of plaques involving one or both renal arteries).  Renovascular hypertension due to arteriosclerosis may be due to diabetes.



	(2)  Rating Complications of Diabetes Mellitus.  If a ratable disease entity has been found to be secondary to diabetes mellitus, whether the secondary condition is a complication as to warrant the 100 percent evaluation under diagnostic code 7913 depends upon the severity of the underlying diabetes mellitus.  The following examples are provided.



	EXAMPLE 1:  If ketoacidosis or hypoglycemic reactions are not present, do not evaluate diabetes mellitus well-controlled by insulin and restricted diet with careful regulation of activities as severe (60 percent) simply because mild (noncompensable) complications are present.  In this example, evaluate the diabetes mellitus at 40 percent, and include the mild complications under diagnostic code 7913.



	EXAMPLE 2:  Diabetes mellitus is controlled by insulin, restricted diet and careful regulation of activities.  In addition, there is diabetic peripheral neuropathy ratable at 10 percent.  In this example, rate the diabetes mellitus at 40 percent, and separately evaluate the compensable complication in accordance with the note under diagnostic code 7913.



	EXAMPLE 3:  If a disease entity has been found to be secondary to diabetes mellitus, and has been considered a severe complication (in lieu of progressive loss of weight and strength) to warrant the 100 percent evaluation, it is pyramiding to assign a separate evaluation for the same entity.  For example, if the basic diabetes mellitus is uncontrolled with repeated episodes of ketoacidosis (restricted diet and regulation of activities), but with no progressive loss of weight and strength, a below the knee amputation may be considered as a severe complication to warrant the 100 percent evaluation.  However, as it was used to reach the 100 percent evaluation, it would be pyramiding to assign it a separate 40 percent evaluation.  Accordingly, the veteran would be evaluated at 100 percent plus SMC (k) for the anatomical loss of a foot.  If severe complications are not considered in reaching the 100 percent evaluation, they may be separately evaluated.	11-IX-1
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11.29  THYROID CONDITIONS



	a.  Hyperthyroidism.  Hyperthyroidism with diffuse goiter is a condition due to an excessive functional activity of the thyroid gland.  If disease of the heart predominates, it should be rated as hyperthyroid heart disease (diagnostic code 7008).  There is a propensity for psychiatric manifestations to occur where hyperthyroidism is present, and if properly determined to be a part of hyperthyroidism, the psychiatric condition should be considered in the overall evaluation under diagnostic code 7900.



	b.  Nontoxic Adenoma.  A nontoxic adenoma (tumor) of the thyroid may be rated 0 percent, 20 percent, or higher, if other organs are affected.  As the thyroid influences the general rate of metabolism, growth and development, disease of the thyroid may affect other vital organs and interfere with their functions, resulting in higher evaluations which should be evaluated under the diagnostic code for the particular organ involved.
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SUBCHAPTER X.  NEUROLOGICAL CONDITIONS AND CONVULSIVE DISORDERS



11.30  SERVICE CONNECTION FOR NEUROLOGICAL DISORDERS



	With regard to etiology and manifestations as well as severity, the field of nervous and mental diseases includes as varied a group as any field in medicine.  In regards to relationship to service or disabling effects, these diseases must be viewed not as a class, but individually, bearing in mind the etiology and clinical course of each separate disease.  Consider conditions of infectious origin with regard to the circumstances of infection, the incubation period, etc.  Diagnoses reflecting traumatic origin require trauma adequate to produce the result.  There is a large group of diseases, such as multiple sclerosis, progressive muscular atrophy, and myasthenia gravis, in which increase, over a period of a few months, generally reflects mere natural progress.



11.31  MULTIPLE SCLEROSIS



	Multiple sclerosis is a slowly progressive central nervous system disease characterized by disseminated patches of demyelination in the brain and spinal cord, resulting in multiple and varied neurologic symptoms and signs, usually with remissions and exacerbations.



	a.  Residual Disability 30 Percent or More.  If the disability attributable to multiple sclerosis equals or exceeds 30 percent, evaluate each affected system or body part separately.  Show the diagnostic code for multiple sclerosis only once by listing it with the most severely affected function.  Thereafter, code involvement of other manifestations under the diagnostic code assignable for the condition on which the evaluation is based.  Diagnoses for the other body systems involved shall show the condition as secondary to multiple sclerosis.



	EXAMPLE:



1. SC (KC PRES)

8018-7512	Multiple sclerosis with bladder dysfunction

40% from 12-10-81



8521			Weakness of right lower extremity secondary to multiple sclerosis

10% from 12-10-81



8521			Weakness of left lower extremity secondary to multiple sclerosis

10% from 12-10-81



7523			Impotency without penile deformity, secondary to multiple sclerosis

0% from 12-10-81



COMB:		50% from 12-10-81



43. Bilateral Factor of 1.9% added for diagnostic codes 8521 and 8521



K-1	Entitled to special monthly compensation under 38 U.S.C. 1114, subsection (k) and 38 CFR 3.350(a) on account of loss of use of a creative organ from 12-10-81.



NOTE:  SMC coding is 01-01-00-00-1



	b.  Disposition of Multiple Sclerosis Cases Previously Rated as a Single Disability.  The procedure set forth above is a change from the previous requirement to rate multiple sclerosis as a "single disability" when the combined degree was less than 100 percent.  Cases will be rerated under the current procedure as they are encountered.
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11.32  PROGRESSIVE MUSCULAR ATROPHY



	Progressive muscular atrophy (diagnostic code 8023) refers to progressive spinal muscular atrophy, which is a disease of the spinal cord.  It is a chronic disease and is subject to presumptive service connection (38 CFR 3.309).



11.33  TRAUMATIC ENCEPHALOPATHY



	Although the diagnosis of traumatic encephalopathy has been eliminated from the rating schedule, accept this diagnosis as "brain disease due to trauma" for purposes of assigning the 10 percent rating for subjective complaints under diagnostic code 8045-9304 (brain disease due to trauma).



11.34  IDENTIFICATION OF EPILEPSY



	To warrant service connection for epilepsy, seizures must be witnessed "or verified" at some time by a physician.  This does not mean a physician must have witnessed an actual seizure before a diagnosis of epilepsy can be accepted for rating purposes.  Verification by a physician, based upon factors other than observing an actual seizure, is sufficient.
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SUBCHAPTER XI.  MENTAL DISORDERS



11.35  ADDITIONAL AUTONOMIC AND VISCERAL MANIFESTATIONS



	If, with a service-connected psychoneurotic disorder, or psychogenic disorder under other nomenclature (including psychological factor affecting physical condition), additional autonomic, visceral, or other psychophysiologic manifestations are added to the diagnosis, or appear in the findings, do not routinely consider them as part of the original service-connected entity.  Their inclusion or noninclusion depends on their continuity and relationship with the original service-connected entity and severity of the latter over the period since discharge.  Deny manifestations not considered service-connected under the appropriate denial code.



11.36  PSYCHIATRIC CONDITIONS



	a.  Reductions.  Do not make drastic reductions in evaluations in ratings for psychiatric conditions if a reduction to an intermediate rate is more in agreement with the degree of disability.  See also 38 CFR 3.344.  The general policy to be observed is a gradual reduction in evaluation to afford 

the veteran all possible opportunities of adjustment.



	b.  Attempted Suicide.  A finding of "mental unsoundness" under the provisions of 38 CFR 3.302, in the absence of any underlying psychiatric disability subject to service connection, does not in itself constitute a service-connectable disability.  See Elkins v. Derwinski, 8 Vet. App. 391 (1995).



11.37  POST-TRAUMATIC STRESS DISORDER (PTSD)



	Service connection for PTSD requires medical evidence establishing a clear diagnosis of the condition, credible supporting evidence that the claimed in-service stressor actually occurred, and a link, established by medical evidence, between current symptomatology and the claimed in-service stressor (38 CFR 3.304(f)).  The issue of service connection for PTSD is the sole responsibility of the rating specialist at the local level.  Central Office opinion or guidance may be requested on complex cases.



	a.  Stressors.  In making a decision, exercise fair, impartial, and reasonable judgment in determining whether a specific case of PTSD is service connected.  Some relevant considerations are:



	(1)  PTSD does not need to have its onset during combat.  For example, vehicular or airplane crashes, large fires, flood, earthquakes, and other disasters would evoke significant distress in most involved persons.  The trauma may be experienced alone (rape or assault) or in the company of groups of people (military combat).



	(2)  A stressor is not to be limited to just one single episode.  A group of experiences also may affect an individual, leading to a diagnosis of PTSD.  In some circumstances, for example, assignment to a grave registration unit, burn care unit, or liberation of internment camps could have a cumulative effect of powerful, distressing experiences essential to a diagnosis of PTSD.



	(3)  PTSD can be caused by events which occur before, during or after service.  The relationship between stressors during military service and current problems/symptoms will govern the question of service connection.  Symptoms must have a clear relationship to the military stressor as described in 

the medical reports.



	(4)  PTSD can occur hours, months, or years after a military stressor.  Despite this long latent period, service-connected PTSD may be recognizable by a relevant association between the stressor and the current presentation of symptoms.  This association between stressor and symptoms must be specifically addressed in the VA examination report and to a practical extent supported by documentation.	
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	(5)  Every decision involving the issue of service connection for PTSD alleged to have occurred as a result of combat must include a factual determination as to whether or not the veteran was engaged in combat, including the reasons or bases for that finding.  (See Gaines v. West, 11 Vet. App. 113 (1998).)



	b.  Evidence of Stressors in Service



	(1)  Conclusive Evidence.  Any evidence available from the service department indicating that the veteran served in the area in which the stressful event is alleged to have occurred and any evidence supporting the description of the event are to be made part of the record.  Corroborating evidence of a stressor is not restricted to service records, but may be obtained from other sources (see Doran v. Brown, 6 Vet. App. 283 (1994)).  If the claimed stressor is related to combat, in the absence of information to the contrary, receipt of any of the following individual decorations will be considered evidence that the veteran engaged in combat:



Air Force Cross

Air Medal with "V" Device

Army Commendation Medal with "V" Device

Bronze Star Medal with "V" Device

Combat Action Ribbon

Combat Infantryman Badge

Combat Medical Badge

Combat Aircrew Insignia

Distinguished Flying Cross

Distinguished Service Cross

Joint Service Commendation Medal with "V" Device

Medal of Honor

Navy Commendation Medal with "V" Device

Navy Cross

Purple Heart

Silver Star



Other supportive evidence includes, but is not limited to, plane crash, ship sinking, explosion, rape or assault, duty on a burn ward or in graves registration unit.  POW status which satisfies the requirements of 38 CFR 3.1(y) will also be considered conclusive evidence of an in-service stressor.



	(2)  Evidence of Personal Assault.  Personal assault is an event of human design that threatens or inflicts harm.  Examples of this are rape, physical assault, domestic battering, robbery, mugging, and stalking.  



	(a)  Alternative Evidence.  If the military record contains no documentation that a personal assault occurred, alternative evidence might still establish an in-service stressful incident.  Examples of such evidence include, (but are not limited to): 



Records from law enforcement authorities

Records from rape crisis centers, hospitals, or physicians

Pregnancy tests or tests for sexually transmitted diseases, and

Statements from family members, roommates, fellow service members or clergy.
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	(b)  Behavior Changes.  Behavior changes that occurred at the time of the incident may indicate the occurrence of an in-service stressor.  Examples of such changes include (but are not limited to):



Visits to a medical or counseling clinic or dispensary without a specific diagnosis or specific ailment

Sudden requests for a change in occupational series or duty assignment without other justification

Increased use or abuse of leave without an apparent reason, such as family obligations or family illness

Changes in performance and performance evaluations

Episodes of depression, panic attacks, or anxiety but no identifiable reasons for the episodes

Increased or decreased use of prescription medications

Increased use of over-the-counter medications

Substance abuse such as alcohol or drugs

Increased disregard for military or civilian authority

Obsessive behavior such as overeating or undereating

Unexplained economic or social behavior changes, and

Breakup of a primary relationship.



	(c)  Development Requirements.  Do not deny a post-traumatic stress disorder claim that is based on in-service personal assault without first advising the claimant that evidence from sources other than service medical records, including evidence of behavior changes, may constitute credible supporting evidence of the stressor.  Allow the veteran the opportunity to furnish this type of evidence or indicate its potential sources.    

	

	(d)  Interpretation of Secondary Evidence.  In personal assault claims, secondary evidence may need interpretation by a clinician, especially if it involves behavior changes.  Evidence that documents such behavior changes may require interpretation in relationship to the medical diagnosis or an opinion by an appropriate medical or mental health professional as to whether it indicates that a personal assault occurred.   



	(3)  Credible Supporting Evidence.  A combat veteran's lay testimony alone may establish an in-service stressor for purposes of service connecting PTSD (Cohen v. Brown, 94-661 (U.S. Ct. Vet. App. March 7, 1997)).  However, a noncombat veteran's testimony alone does not qualify as "credible supporting evidence" of the occurrence of an inservice stressor as required by 38 CFR 3.304(f).  After-the-fact psychiatric analyses which infer a traumatic event are likewise insufficient in this regard (Moreau v. Brown, 9 Vet. App. 389 (1996)).



	c.  Development



	(1)  For instructions regarding development of service records, medical treatment, and evidence of stressor or personal assault, refer to Part III, subparagraphs 5.14b and 5.14c.



	(2)  Unless medical evidence adequate for rating purposes is already of record, request an immediate examination.  When requesting an examination, state in the remarks section of VA Form 21-2507, "Request for Physical Examination," "Claims folder to be made available to examiner upon request."



	d.  Incomplete Examinations and/or Reconciliation of Diagnosis.  If an examination is received with the diagnosis of PTSD which does not contain the above essentials of diagnosis, return the examination as incomplete for rating purposes, note the deficiencies, and request reexamination.



	(1)  Examples of an unacceptable diagnosis include not only insufficient symptomatology, but failure to identify or to adequately describe the stressor, or failure to consider prior reports demonstrating a mental disorder which could not support a diagnosis of PTSD.  Conflicting diagnoses of record must be acknowledged and reconciled.







												11-XI-3

�

M21-1, Part VI									March 10, 2004

Change 112



	(2)  Exercise caution to assure that situational disturbances containing adjustment reaction of adult life which subside when the situational disturbance no longer exists, or is withdrawn, and the reactions of those without neurosis who have "dropped out" and have become alienated are not built into a diagnosis of PTSD.



	e.  Link Between In-service Stressor and Diagnosis.  Relevant specific information concerning what happened must be described along with as much detailed information as the veteran can provide to the examiner regarding time of the event (year, month, day), geographical location (corps, province, town or other landmark feature such as a river or mountain), and the names of others who may have been involved in the incident.  The examining psychiatrist or psychologist should comment on the presence or absence of other traumatic events and their relevance to the current symptoms.  Service connection for PTSD will not be established either on the basis of a diagnosis of PTSD unsupported by the type of history and description or where the examination and supporting material fail to indicate a link between current symptoms and an in-service stressful event(s).



	f.  Review of Evidence



	(1)  If a VA medical examination fails to establish a diagnosis of PTSD, the claim will be immediately denied on that basis.  If no determination regarding the existence of a stressor has been made, a discussion of the alleged stressor need not be included in the rating decision.



	(2)  If the claimant has failed to provide a minimal description of the stressor (i.e., no indication of the time or place of a stressful event), the claim may be denied on that basis.  The rating should specify the previous request for information.



	(3)  If a VA examination or other medical evidence establishes a valid diagnosis of PTSD, and development is complete in every respect but for confirmation of the in-service stressor, request additional evidence from either the Center for Unit Records Research (CURR) or Marine Corps.  (See Part III, paragraph 5.14.)



	(4)  Do not send a case to the CURR or Marine Corps unless there is a confirmed diagnosis of PTSD adequate to establish entitlement to service connection.  Correspondingly, always send an inquiry in instances in which the only obstacle to service connection is confirmation of an alleged stressor.  A denial solely because of an unconfirmed stressor is improper unless it has first been reviewed by the CURR or Marine Corps.



	(5)  If the CURR or the Marine Corps requests a more specific description of the stressor in question, immediately request the veteran to provide the necessary information.  If the veteran provides a reasonably responsive reply, forward it to the requesting agency.  Failure by the veteran to respond substantively to the request for information will be grounds to deny the claim based on unconfirmed stressor.  (See Part III, paragraph 5.14.)
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ADDENDUM A



CHANGES IN PSYCHIATRIC NOMENCLATURE



	Addendum A reflects the change to psychiatric nomenclature over the years.  For convenience, the psychiatric nomenclature will be shown beneath the various diagnostic codes.  The diagnostic code shown first is the current diagnostic code from the 1957 loose-leaf edition of the rating schedule, and the second diagnostic code, shown in parenthesis, is the corresponding diagnostic code for that diagnosis from the 1945 edition of the Schedule for Rating Disabilities.



	EXAMPLE:



Diagnostic Codes

New: 9201  Old: (9002)



	a.  Psychiatric nomenclature used in the 1945 edition of the Schedule for Rating Disabilities.



	b.  Psychiatric nomenclature used in the 1957 loose-leaf edition of the rating schedule.



c.  Most recent psychiatric nomenclature as shown in the third edition of the Diagnostic and Statistical Manual of Mental Disorders of the American Psychiatric Association, DSM III.



I.  Psychotic Disorders



9200  (9000)



	a.  Dementia Praecox, simple type

	b.  Schizophrenia, simple type

	c.  Schizotypal personality disorder



NOTE:  The diagnosis of schizophrenia, simple type, is now considered a personality disorder.  Schedule neuropsychiatric examinations for veterans who have previously established service connection for "simple schizophrenia" when such cases are encountered that are not protected under the provisions of 38 CFR 3.957.  The purpose of such examinations would be to determine the diagnosis for currently existing mental disorders, and, if a ratable disorder is found, to confirm that the diagnosis of "simple schizophrenia" during service was correct or if the ratable disorder became manifest to a compensable degree within 1 year of service.  Confirmed diagnoses of "simple schizophrenia" during service would be subject to severance of service connection unless a ratable disorder could be established on a presumptive basis.



9201  (9002)



	a.  Dementia Praecox, hebephrenic type

	b.  Schizophrenia, hebephrenic type

	c.  Schizophrenia, disorganized type





9202  (9001)



	a.  Dementia Praecox, catatonic type

	b.  Schizophrenia, catatonic type

	c.  Schizophrenia, catatonic type
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9203  (9003)



	a.  Dementia Praecox, paranoid type

	b.  Schizophrenia, paranoid type

	c.  Schizophrenia, paranoid type



9204  (None)



	a.  None

	b.  Schizophrenia, chronic, undifferentiated type

	c.  Schizophrenia, undifferentiated type



9205  (9004)



	a.  Dementia Praecox, mixed type

	b.  Schizophrenia other, and unspecified types

	c.  Schizophrenia, residual type, or schizoaffective disorder



9206  (9005)



	a.  Manic depressive psychosis

	b.  Manic depressive illness (specify type)

	c.  Bipolar disorder (manic, depressed, mixed)



9207  (None)



	a.  None

	b.  Psychotic Depressive Reaction

	c.  Major Depression



9208  (9006)



	a.  Paranoia

	b.  Paranoid status (specify type)

	c.  Paranoid disorders (specify type)



9209  (None)



	a.  None

	b.  Involutional melancholia or involutional paranoid state

	c.  Major depression or paranoia



9210  (9008)



	a.  Post-traumatic personality disorders

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9009)



	a.  Post-traumatic mental deterioration

	b.  Psychosis, unspecified

	c.  Atypical psychosis
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9210  (9010)



	a.  Psychosis due to trauma, other types

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9011)



	a.  Psychosis due to or associated with meningo-encephalitic type (general paresis)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9012)



	a.  Psychosis due to or associated with meningovascular type (cerebral syphilis)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9013)



	a.  Psychosis with intercranial gumma

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9014)



	a.  Psychosis due to or associated with infection (other types to be specified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9015)



	a.  Psychosis with tuberculosis meningitis

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9016)



	a.  Psychosis with meningitis (unspecified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9017)



	a.  Psychosis with epidemic encephalitis

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9018)



	a.  Psychosis with acute chorea (Sydenham's)

	b.  Psychosis, unspecified

	c.  Atypical psychosis
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9210  (9019)



	a.  Psychosis with other infectious disease (to be specified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9020)



	a.  Post-infectious psychosis (infection to be specified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9021)



	a.  Psychosis due to pathological intoxication

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9022)



	a.  Psychosis due to delirium tremens

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9023)



	a.  Korsakoff's psychosis 

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9024)



	a.  Psychosis due to acute hallucinosis

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9025)



	a.  Psychosis due to intoxication

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9026)



	a.  Psychosis, due to Metals (specified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9027)



	a.  Psychosis due to gases (specified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis
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9210  (9028)



	a.  Psychosis due to opium and derivatives

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9029)



	a.  Psychosis due to other drugs (specified)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9030)



	a.  Psychosis with cerebral embolism

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9031)



	a.  Psychosis with cerebral arteriosclerosis

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9032)



	a.  Psychosis with cardiorenal disease

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9033)



	a.  Other types of psychosis due to disturbance of circulation (specify)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9034)



	a.  Epileptic deterioration

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9035)



	a.  Epileptic clouded states

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9036)



	a.  Other epileptic types

	b.  Psychosis, unspecified

	c.  Atypical psychosis
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9210  (9037)



	a.  Simple deterioration (senile psychosis)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9038)



	a.  Presbyophrenic type (senile psychosis)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9039)



	a.  Senile psychosis, delirious and confused types

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9040)



	a.  Senile psychosis, depressed and agitated types

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9041)



	a.  Senile psychosis, paranoid types

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9042)



	a.  Alzheimer's Disease

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9043)



	a.  Involutional psychosis, melancholia

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9044)



	a.  Involutional psychosis, paranoid types

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9045)



	a.  Involutional psychosis, other types (specify)

	b.  Psychosis, unspecified

	c.  Atypical psychosis
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9210  (9046)



	a.  Psychosis with diseases of the endocrine glands (specify)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9047)



	a.  Exhaustion Delirium

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9048)



	a.  Psychosis with pellagra

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9049)



	a.  Psychosis with other somatic diseases (specify)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9050)



	a.  Psychosis with intercranial neoplasms

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9051)



	a.  Psychosis with other neoplasms (specify)

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9052)



	a.  Psychosis with multiple sclerosis

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9053)



	a.  Psychosis with paralysis agitans

	b.  Psychosis, unspecified

	c.  Atypical psychosis



9210  (9054)



	a.  Psychosis with Huntington's Chorea

	b.  Psychosis, unspecified

	c.  Atypical psychosis
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9210  (9055)



	a.  Psychosis with other brain or nervous disease (specify)

	b.  Psychosis, unspecified 

	c.  Atypical psychosis



NOTE:  The diagnosis of "latent schizophrenia" is still being encountered.  Rating activities must be aware that "latent schizophrenia" is not a proper diagnosis.  Handle a claim for service connection for latent schizophrenia similarly to a claim for personality disorder, i.e., a superimposed psychotic reaction in service, or within the presumptive period, would be a proper basis for service connection.



II.  Psychoneurotic Disorders



9400  (9104)



	a.  Anxiety hysteria

	b.  Anxiety neurosis

	c.  Generalized anxiety disorder



9400  (9105)



	a.  Anxiety state

	b.  Anxiety neurosis

	c.  Generalized anxiety disorder



9401  (None)



	a.  None

	b.  Hysterical neurosis, dissociative type

	c.  Psychogenic amnesia, psychogenic fugue, or multiple personality



9402  (9100)



	a.  Hysteria, conversion (specify type)

	b.  Hysterical neurosis, conversion type

	c.  Conversion disorder or psychogenic pain disorder



9403  (None)



	a.  None

	b.  Phobic neurosis

	c.  Phobic disorders



9404  (None)



	a.  None

	b.  Obsessive compulsive neurosis

	c.  Obsessive compulsive disorder
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9405  (None)



	a.  None

	b.  Depressive neurosis

	c.  Dysthymic disorder; Adjustment disorder with depressed mood; Major depression without 

	melancholia



9407  (9101)



	a.  Neurasthenia

	b.  Neurasthenic neurosis

	c.  None



9408  (9103)



	a.  Psychasthenia

	b.  Depersonalization neurosis

	c.  Depersonalization disorder



9409  (9102)



	a.  Hypochondriasis

	b.  Hypochondriacal neurosis

	c.  Hypochondriasis



9410  (9106)



	a.  Psychoneurosis, mixed types

	b.  Neurosis, other and unspecified

	c.  None



9411  (None)



	a.  None

	b.  Post-traumatic stress neurosis

	c.  Post-traumatic stress disorder



III.  Psychophysiologic Disorders



9500 through 9511



	a.  Shown below

	b.  Psychological factors affecting physical condition (physical condition will be included)

	c.  Same as b



9501  (9110)



	a.  Neurocirculatory asthenia (effort syndrome)

	b.  Psychophysiologic cardiovascular disorder

	c.  Same as b
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9501  (9111)



	a.  Neurosis, cardiac

	b.  Psychophysiologic cardiovascular disorder

	c.  Same as b



IV.  Organic Mental Disorders



	DSM (Diagnostic and Statistical Manual) III no longer divides the Organic Brain Syndromes into "psychotic" and "nonpsychotic."  Prior distinctions were made on the basis of severity, mode of onset and presumptions concerning prognosis.  The present classification, based on clinical symptoms alone, leads to duplication in some cases in the rating schedule.  Prior distinctions are temporarily maintained pending revision of the rating schedule.  If there is duplication, employ diagnostic codes 9301 through 9311, when appropriate.  The nomenclature currently used in the rating schedule is shown on the left, and the new nomenclature per DSM III is shown on the right.



Diagnostic Code		Rating Schedule					DSM III



9300		Acute nonpsychotic brain disorder	Delirium associated with

(specify the cause) with 	infection, trauma,

infection, trauma, circulatory 	circulatory disturbance,

disturbance, etc.	etc.



9301	Nonpsychotic organic brain	Dementia associated with

	syndrome with central nervous 	central nervous system

	system syphilis (all forms)	syphilis



9302		Nonpsychotic organic brain	Dementia associated with

		syndrome with intracranial 	intracranial infections

		infections other than syphilis 	other than syphilis

		(specify infection)



9303		Nonpsychotic organic brain 	Dementia associated with

		syndrome with intoxication 	alcoholism

		(specify cause such as alcoholic 

		deterioration)



9304		Nonpsychotic organic brain	Dementia associated with

		syndrome with brain trauma 	brain trauma



9305		Nonpsychotic organic brain	Multi-infarct dementia

		syndrome with cerebral 

		arteriosclerosis



9306		Nonpsychotic organic brain 	Multi-infarct dementia

		syndrome with circulatory 

		disturbance other than cerebral 

		arteriosclerosis (specify 

		circulatory disturbance)



9307		Nonpsychotic organic brain	Dementia associated with

		syndrome with convulsive 	convulsive disorder 

		disorder (idiopathic epilepsy)	(idiopathic epilepsy)
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9308		Nonpsychotic organic brain 	Dementia associated with

		syndrome with disturbance of 	disturbances of 

		metabolism, growth or nutrition	metabolism



9309		Nonpsychotic organic brain 	Dementia associated with

		syndrome with intracranial 	brain tumor

		neoplasm



9310		Nonpsychotic organic brain 	Dementia due to unknown 

		syndrome with unknown or	cause

		uncertain causes



9311		Nonpsychotic organic brain 	Dementia due to

		syndrome of undiagnosed cause	undiagnosed cause



9312		Psychosis associated with	Dementia, primary, 

		organic brain syndrome 	degenerative

		due to senile dementia



9313		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	alcoholism

		to chronic alcoholic poisoning



9314		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	syphilis

		to syphilis (all forms)



9315		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	epidemic encephalitis

		to epidemic encephalitis



9316		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	unspecified intracranial

		to other and unspecified 	infection

		intracranial infection  



9317		Psychosis associated with 	Multi-infarct dementia

		organic brain syndrome due 

		to cerebral arteriosclerosis



9318		Psychosis associated with 	Multi-infarct dementia

		organic brain syndrome due 

		to cerebrovascular disturbance



9319		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	epilepsy

		to epilepsy



9320		Psychosis associated with 	Dementia associated with

		organic brain syndrome due 	brain tumor

		to intracranial neoplasm
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9321		Psychosis associated with 	Dementia associated with

		organic brain syndrome due 	brain trauma

		to brain trauma



9322		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	endocrine disorder

		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	metabolic or nutritional

		to metabolic or nutritional 	disorder

		disorder



9324		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	systemic infection

		to systemic infection



9325		Psychosis associated with	Dementia associated with

		organic brain syndrome due 	drug or poison 

		to drug or poison intoxication 	intoxication (other than 

		(other than alcohol	alcohol)





9326		Psychosis associated with organic 	Dementia associated with 

		brain syndrome due to other and 	undiagnosed physical

		undiagnosed physical condition	condition
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ADDENDUM B



MEDICAL ABBREVIATIONS AND SYMBOLS



	The purpose of this addendum is to facilitate the interpretation of abbreviations and symbols most commonly appearing in hospital clinical, examination, and outpatient treatment reports.  The following abbreviations and symbols are used by the rating specialist in the interpretation of medical reports and in the preparation of the rating decision.



I.  Abbreviations



ABG		Arterial Blood Gases



AD		Right Ear



AE		Above Elbow



AFB		Acid Fast Bacillus



AK		Above Knee



ANT		Anterior



AODM	Adult Onset Diabetes Mellitus



AP		Angina Pectoris or Anteroposterior



A&P		Auscultation and Percussion or Anterior and Posterior



AS		Left Ear



ASCVD	Arteriosclerotic Cardiovascular Disease



ASHD	Arteriosclerotic Heart Disease



ASO		Arteriosclerosis Obliterans



ASPVD	Arteriosclerotic Peripheral Vascular Disease



AU		Both Ears



BB		Beriberi



BBB		Bundle Branch Block (ECG Finding)



b.i.d.		Two times a day



BK		Below Knee



BLE		Both Lower Extremities



BMR		Basal Metabolic Rate



BP		Blood Pressure
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BS		Bowel Sounds



BUN		Blood Urea Nitrogen



C		Cervical or Celsius



CA		Carcinoma



CABG	Coronary Artery Bypass Graft



CAD		Coronary Artery Disease



CBC		Complete Blood Count



CBS		Chronic Brain Syndrome



CC		Chief Complaint



CHF		Congestive Heart Failure



CM		Centimeter



CNS		Central Nervous System



C/O		Complaints of



COLD	Chronic Obstructive Lung Disease



COPD		Chronic Obstructive Pulmonary Disease



CPR		Cardiopulmonary Resuscitation



CSF		Cerebrospinal Fluid



CT		Computed Tomography



CVA		Cerebral Vascular Accident or Costovertebral Angle



DAH		Disordered Action of the Heart (neurocirculatory asthenia)



D/C		Discontinue or (Hospital) Discharge



D&C		Dilation and Curettage



DIP		Distal Interphalangeal (Joint)



DJD		Degenerative Joint Disease



DNEPTE	Did Not Exist Prior to Enlistment



DNIF		Duty Not Involving Flying



DOE		Dyspnea on Exertion
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DTR		Deep Tendon Reflex



DT'S		Delirium Tremens



EENT		Eyes, Ears, Nose and Throat



ECG		Electrocardiogram



EEG		Electroencephalogram



EMG		Electromyogram



EPTE		Existed Prior to Enlistment



EST		Electroshock Therapy



FANA	Fluorescent Antinuclear Antibody (Blood Test)



FB		Foreign Body



FBS		Fasting Blood Sugar



FH		Family History



FROM	Full Range of Motion



FSH		Follicle Stimulating Hormone



FU		Follow-up



FUO		Fever of Undetermined Origin



FWB		Full Weight Bearing



FX		Fracture



GI		Gastrointestinal 



GSW		Gunshot Wound



GTT		Glucose Tolerance Test



GU		Genitourinary



HbS		Sickle Cell Hemoglobin



HcT		Hematocrit



HCVD	Hypertensive Cardiovascular Disease



Hgb		Hemoglobin



HNP		Herniated Nucleus Pulposus
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Hx		History



Hz		Hertz (cycles/second)



ICU		Intensive Care Unit



IHD		Ischemic Heart Disease



IHSS		Idiopathic Hypertrophic Subaortic Stenosis



IM		Intramuscular or Infectious Mononucleosis



IMP		Impression or Improved



INC		Incurred



INF		Inferior or Infusion



INH		Isoniazid



IOP		Intraocular Pressure



IPPB		Intermittent Positive Pressure Breathing



IV		Intravenous



IVD		Intervertebral Disc



IVP		Intravenous Pyelogram



JVD		Jugular Venous Distention



K		Potassium



KJ		Knee Jerk (Reflex)



KUB		Kidney, Ureter and Bladder



L 		Lumbar



LAD		Left Anterior Descending (artery) or Left Axis Deviation (EKG)



LAT		Lateral



LBP		Low Back Pain



LCM		Left Costal Margin



LE		Lupus Erythematosus



LFT		Liver Function Test



LKS		Liver, Kidneys, Spleen
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LLC		Long Leg Cast



LLE		Left Lower Extremity



LLL		Left Lower Lobe



LLQ		Left Lower Quadrant



LOD		Line of Duty



LOM		Limitation of Motion



LS		Lumbosacral



LUE		Left Upper Extremity



LUL		Left Upper Lobe



LVH		Left Ventricular Hypertrophy



MCL		Midclavicular Line or Medial Collateral Ligament



MCP		Metacarpophalangeal (joint)



MED		Median



MFB		Metallic Foreign Body



MG		Muscle Group



MHC		Mental Hygiene Clinic



MI		Myocardial Infarction



MS		Multiple Sclerosis



MSL		Mid-Sternal Line



MTP		Metatarsophalangeal (joint)



NAD		No Acute Distress or No Abnormality Detected



NCD		Not Considered Disabling



NL		Normal



NPN		Nonprotein Nitrogen



NSA		No Significant Abnormality



N&V		Nausea and Vomiting



NWB		No Weight Bearing
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OBS		Organic Brain Syndrome



OD		Right Eye



O&E		Observation and Examination



OOP		Out of Prosthesis



OPT		Outpatient Treatment



ORIF		Open Reduction Internal Fixation



OS		Left Eye



OTC		Over the Counter



OU		Both Eyes



PCO2		Carbon Dioxide Pressure



PH		Past History



PI		Present Illness, Preinduction (exam) or Pulmonary Incompetence



PID		Pelvic Inflammatory Disease



PIP		Proximal Interphalangeal (joint)



PMD		Private Medical Doctor



PMI		Point of Maximal Impulse



PND		Paroxysmal Nocturnal Dyspnea



PO		Postoperative or Orally



PO2		Oxygen Pressure



POW		Prisoner of War



PPD		Positive Purified Protein (TB Test) or Packs Per Day



PR		Partial Remission, Presbyopia, pulse rate or through rectum



PRN		As Needed



PT		Physical Therapy or Prothrombin Time



PTA		Prior to Admission



PTB		Patellar Tendon Bearing (Prosthesis)



PUD		Peptic Ulcer Disease
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PV		Peripheral Vascular



PVC		Premature Ventricular Contraction



PWB		Partial Weight Bearing



q		Every



q.i.d.		Four times a day



RA		Rheumatoid Arthritis



RBC		Red Blood Count 



RCA		Right Coronary Artery



RCM		Right Costal Margin



RF		Rheumatoid Factor or Rheumatic Fever



RFB		Retained Foreign Body



RHD		Rheumatic Heart Disease



RLE		Right Lower Extremity



RLL		Right Lower Lobe



RLQ		Right Lower Quadrant



R/O		Rule Out



ROM		Range of Motion



ROS		Review of Symptoms



RSR		Regular Sound and Rhythm



RTC		Return to Clinic



RTW		Return to Work



RUE		Right Upper Extremity



RUL		Right Upper Lobe



RUQ		Right Upper Quadrant



RVH		Right Ventricular Hypertrophy



Rx		Treatment or Prescription



S		Sacral
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S1 S2 S3 S4	Heart Sounds



SAP		Substance Abuse Program



SC		Service Connected



SFW		Shell Fragment Wound



SLC		Short Leg Cast



SLE		Systemic Lupus Erythematosus or Slit Lamp Examination



SLR		Straight Leg Raising



SLWC	Short Leg Walking Cast



SMR's		Service Medical Records



SNHL		Sensorineural Hearing Loss



SOAP		Subjective, Objective, Assessment, Plan



SOB		Shortness of Breath



S/P		Status Post



S/PO		Status of Postoperative



SRT		Speech Reception Threshold



STS		Serologic Test for Syphilis



SX		Signs or Symptoms



T		Thoracic, Tumor or Time



TB		Tuberculosis



TIA		Transient Ischemic Attack



t.i.d.		Three Times a Day



TM		Tympanic Membrane or Temporomandibular



TPR		Temperature, Pulse, Respiration (rate)



TURP		Transurethral Resection of the Prostate



UCD		Usual Childhood Diseases



URI		Upper Respiratory Infection



UTI		Urinary Tract Infection
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VC		Vital Capacity



VDRL	Venereal Disease Research Laboratories (VD Test)



VIS		Visual Impairment Service



VSULA	Vaccination Scar Upper Left Arm



WBC		White Blood Count



WD		Well Developed



WH		Well Healed



WFE		Williams Flexion Exercises



WIA		Wounded in Action



WJ		Wrist Jerk (reflex)



WN		Well Nourished



WNL		Within Normal Limits
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II.  Symbols

�	With

�	Without

�	Murmur

�	Right

�	Left

�	Before

�	After or Post

±	Not Definite

¯	Decrease or Depression

­	Increase or Elevation

�	Normal

>	Greater Than

<	Less Than

�	Male

�	Female

/	Per

X	Times

�	One

�	Two

�	Three

�	Change
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ADDENDUM C

RATING PERIPHERAL VASCULAR DISEASES

(Diagnostic Codes 7114 through 7117)



1.	Schedular evaluations under diagnostic codes 7114, 7115, 7116, and 7117 are for application to one arm or leg.  If both an arm and a leg are affected and each is separately evaluated as more than 20 percent disabling, the percentages of both extremities shall be combined and assigned as the evaluation under diagnostic code 7114, 7115, 7116, or 7117.  If one or both extremities are evaluated as 20 percent disabling or less, the higher of the two evaluations shall be the total evaluation for both.



2.	With both arms or both legs affected, each arm or leg separately evaluated as more than 20 percent disabling, 10 percent shall be added to the higher evaluation and assigned as the total evaluation for both.  If one or both extremities are evaluated as 20 percent disabling or less, the higher evaluation shall be used as the total evaluation for both.



3.	With more than two extremities affected, the extremities shall first be divided into upper and lower groups.  An evaluation shall then be determined for each group, the bilateral involvements evaluated according to the procedure described under Note 2 above.  If each group of upper and lower extremities is separately more than 20 percent disabling, they shall be combined under diagnostic code 7114, 7115, 7116, or 7117.  If one or both groups are 20 percent or less, the higher evaluation shall be used as the total evaluation for all extremities.



4.	Where any part of an extremity has been amputated, the evaluation for amputation under the applicable diagnostic code shall be combined with the rating for the other extremity or extremities derived from the above procedures.  Where any part of an extremity has been amputated, a bilateral factor shall be applied only if the opposing extremity affected by peripheral vascular disease is rated more than 20 percent disabling.



Two Paired Extremities	Three Extremities	All Extremities

two arms or two legs	(2 arms or 2 legs) + other	(2 paired) + (2 paired)

20 + 20 = 20	(20 + 20) + 20 = 20	(20 + 20) + (20 + 20) = 20

40 + 20 = 40	(20 + 40) + 20 = 40	(20 + 40) + (20 + 20) = 40

40 + 40 = 50	(20 + 60) + 20 = 60	(20 + 60) + (20 + 20) = 60

60 + 20 = 60	(40 + 40) + 20 = 50	(40 + 40) + (20 + 20) = 50

60 + 40 = 70	(40 + 60) + 20 = 70	(40 + 60) + (20 + 20) = 70

60 + 60 = 70	(60 + 60) + 20 = 70	(60 + 60) + (20 + 20) = 70

	(20 + 20) + 40 = 40	(20 + 40) + (20 + 40) = 60

	(20 + 40) + 40 = 60	(20 + 60) + (20 + 40) = 80

	(20 + 60) + 40 = 80	(40 + 40) + (20 + 40) = 70

Two Unpaired Extremities	(40 + 40) + 40 = 70	(40 + 60) + (20 + 40) = 80

one arm + one leg	(40 + 60) + 40 = 80	(60 + 60) + (20 + 40) = 80

20 + 20 = 20	(60 + 60) + 40 = 80	(20 + 60) + (20 + 60) = 80

40 + 20 = 40	(20 + 20) + 60 = 60	(40 + 40) + (20 + 60) = 80

40 + 40 = 60	(20 + 40) + 60 = 80	(40 + 60) + (20 + 60) = 90

60 + 20 = 60	(20 + 60) + 60 = 80	(60 + 60) + (20 + 60) = 90

60 + 40 = 80	(40 + 40) + 60 = 80	(40 + 40) + (40 + 40) = 80

60 + 60 = 80	(40 + 60) + 60 = 90	(40 + 60) + (40 + 40) = 90

	(60 + 60) + 60 = 90	(60 + 60) + (40 + 40) = 90

		(40 + 60) + (40 + 60) = 90

		(60 + 60) + (40 + 60) = 90

		(60 + 60) + (60 + 60) = 90
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