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The Boston RO conducted 86 IPRs targeting C2s in June 2014, only four of which contained errors.  This resulted in a 95.35% accuracy rate for percentage evaluations reviewed through IPRs.  Furthermore, not only have no C2 errors been cited at the national level for Boston since the beginning of this FY, the RO has improved its accuracy rate in this error category from 83% to 100% since October 1, 2013.  This percentage is based on reviews completed by national Quality Assurance (QA) to date.

Assistant Veterans Service Center Manager (AVSCM) Cathy Battles and Rating Quality Review Specialist (RQRS) Joshua Roche shared how they achieved their success.
· Quality Training Officer (QTO) Program was started, which is a best practice their Veterans Service Center Manager (VSCM) John Capozzi brought to Boston from his former station, the Phoenix RO.
· QTO RQRSs, on a rotational basis, walk through the rating teams throughout each day inquiring if Rating Veterans Service Representatives (RVSRs) have questions about a specific case they are working at the time and providing one-on-one assistance.  The goal in doing this is to not only ensure quality decisions, but also to prevent a decision-maker from not proceeding with making a final decision because of uncertainty.
· Providing regular interactive training consistent with station and individual accuracy trends where questions are highly encouraged.
· Sending out weekly fun-fact emails hitting on specific error trends discovered locally, as well as recent changes in procedures such as evaluating the limited motion of an ankle.
· Creating very useful tip sheets with guidance from a range of sources that the RVSRs and DROs are able to review when touching on some of the more difficult topics in rating (created by one of Boston’s very own Journey-Level RVSRs, Fred Somers).
· Cases with errors, whether cited locally or nationally, are returned to the actual decision-maker who made the error for correction.
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The Cleveland RO, like Boston, has increased its C2 IPRs.  In June 2014, Cleveland completed 31 IPRs targeting C2s, only two of which contained errors.  This resulted in a 93.55% accuracy rate for percentage evaluations reviewed through IPRs.  Furthermore, not only have no C2 errors been cited at the national level for Cleveland since the beginning of this FY, the RO has improved its accuracy rate in this error category from 87% to 100% since October 1, 2013.  This percentage is based on reviews completed by national QA to date.

Assistant Quality Review Team (QRT) Coach Erica Oladeji reported that tailoring training to help all decision-makers become more comfortable with the Evaluation Builder (EB) has been one of the best practices that Cleveland has yet enacted, leading to improvement in its C2 accuracy.  In addition to regular interactive training, the RO requires a second signature by a RQRS for any EB override, definitely a best practice which is leading to continued reduction in evaluation errors.
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Veterans Benefits Management System for Rating (VBMS-R)

[image: image4.png](. Evaluation Builder: Musculoskeletal System - Thoracolumbar Spine Results
Issue Subject: spine

Please select an action to view the associated narrative text.
Note: If not set below, date assignment can be entered on the subsequent page in the flow.

| =] 5237 10 20 View Narrative | Provide Feedback

Narrative :
\We have assigned a 10 percent evaluation for your spine based on:

- Combined range of motion of the thoracolumbar spine greater than 120 degrees but not greater than 235 degrees.
« Forward flexion of the thoracolumbar spine greater than 60 degrees but not greater than 85 degrees

The provisions of 38 CFR §§4.40 and 4.45 concerning functional loss due to pain, fatigue, weakness, or lack of endurance, incoordination, and flare-ups, as cited in DeLuca v. Brown and Mitchell v. Shinseki,
have been considered and are not warranted.

/A higher evaluation of 20 percent is not warranted unless the evidence shows forward flexion of the thoracolumbar spine greater than 30 degrees but not greater than 60 degrees; or, the combined range of

motion of the thoracolumbar spine not greater than 120 degrees; or, muscle spasm or guarding severe enough to result in an abnormal gait or abnormal spinal contour such as scoliosis, reversed lordosis, or
abnormal kyphosis.

I show Rules Fired
Rater Captions:

+ Note: Evaluate any associated objective neurologic abnormalities, including, but not limited to, bowel or bladder impairment, separately, under an appropriate diagnostic code.




If you have any questions or concerns about the evaluation percentage generated by the EB, please let the VBMS-R/Disability Evaluation Narrative Text Tool (DENTT) team know by using the feedback mechanism in VBMS-R.  Select the “Provide feedback” hyperlink (as shown in the red box above) and type your question or concern.  It will be automatically forwarded to the VBMS-R/ DENTT team.  If any assistance or clarification is required, the Policy Staff will be contacted.
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Transition from DSM-IV to DSM-5
Presented by Maruta Grean, Performance Specialist,
Disability Examination Management Office (DEMO)

Target Audience:  All VSC employees and management

This subject highlights psychiatric examinations following the release of the 5th Edition of the Diagnostic and Statistical Manual of the American Psychiatric Association (DSM-5).  The transition to DSM-5 allows for Veterans to be fairly evaluated with current science as well as addresses current law.
The DSM-IV mental health diagnostic criteria are considered outdated and are replaced with the scientifically more accurate and up-to-date DSM-5 criteria.  The new edition includes changes in diagnostic criteria which are reflected in the Initial Post Traumatic Stress Disorder (PTSD) Disability Benefits Questionnaire (DBQ) Section 2, # 4.  DSM-5 also adds new mental health diagnoses such as caffeine withdrawal and restless legs syndrome.  This presentation will focus on the current situation of DSM-IV and DSM-5 and how to handle mental disability claims according to Fast Letter (FL) 13-15; Revised Interim Procedures for Psychiatric Examinations Following the May 18, 2013, Release of the 5th Edition of the Diagnostic and Statistical Manual of the American Psychiatric Association (DSM-5), revised November 27, 2013.
DSM-5 was released to the public on May 18, 2013, and takes into account that mental health professionals have learned new information from scientific research and clinical experience.  Therefore, Initial PTSD, Review PTSD, and Mental Disorders DBQs were updated.  It was unnecessary to change the Eating Disorders DBQ since it did not reference the DSM-IV diagnostic processes.  Mental health examiners began using DSM-5 on December 1, 2013.
Initial instructions on the new mental health DBQs include a statement that all evaluations should now be based on DSM-5, although some questions still reflect DSM-IV to correspond to the rating schedule.  The International Classification of Disease (ICD) code section has been removed on the updated mental health DBQs and also reflects the changes in the DSM-5 by eliminating the Axis I and Axis II questions on the DBQ.  Instead, examiners are to state all diagnoses such as “Borderline Personality Disorder” instead of Axis II.

In the diagnosis section of the new DBQs, Axis III, Axis IV, and Axis V (Global Assessment of Functioning (GAF) score criteria) are replaced with a statement asking for additional information regarding the claimed condition and any associated mental health issues.

The DSM-5 section on stressors contains instructions that have changed with the removal of the statement that was at the end of the old version.  This changes the criteria necessary for a diagnosis of PTSD and no longer requires fear, helplessness, or horror to happen right after the trauma because that criterion proved to have no utility in predicting the onset of PTSD.
According to the revised FL 13-15, the exam request for psychiatric examinations must state that an in-person examination is required.  For Initial PTSD, Review PTSD, Eating Disorders and mental health disability examinations, if the examiner determines the Veteran does not have a DSM-5 mental health diagnosis, the examiner will provide a medical opinion in the remarks section of the DBQ indicating whether or not the Veteran would have a mental health diagnosis under DSM-IV criteria.
If an examination report contains both DSM-IV and DSM-5 information, the claims-processor must use whichever evidence is more favorable to the Veteran.  For Review/Increase PTSD, Eating Disorders, and mental health examinations, if an examiner notes the Veteran’s diagnosis has changed from DSM-IV to DSM-5, the examiner will explain the relationship between the two diagnoses in the remarks section of the DBQ.  Remember that the paper claims folder or the electronic eFolder must be reviewed for Initial PTSD, Review PTSD, Eating Disorders and mental health disability examinations even if it is for an increase or review examination.
When requesting a mental disability examination, state which method to view (paper claims folder or electronic eFolder) so that processing the claim is not delayed.  In addition, remember that a psychiatric examination request must state that an in-person examination is required.
DSM-5 provides more objective standards by recommending the use of the World Health Organization- Disability Assessment Schedule (WHO-DAS), but the use of WHO-DAS for disability examinations is not required.
The qualifying events for a PTSD diagnosis have been narrowed down, and a PTSD diagnosis now requires at least one ‘avoidance’ symptom to be met.  There are also new subtypes of PTSD, but keep in mind that 38 CFR 3.304(f) applies only to a true diagnosis of post-traumatic stress disorder (see Arzio v Shinseki).  Any other mental disorder diagnosis, including subtypes of PTSD, is only adjudicated under 38 CFR 3.303.  For example, a DSM-5 diagnosis of “Other stress-related disorder” that has been attributed to “fear of hostile military and terrorist activity” is adjudicated under 38 CFR 3.303.
DSM-5 prefers the term “persistent” instead of “chronic”, but the DSM-IV term “chronic” in parentheses has been added to the DSM-5 preferred term “persistent”.
If a Mental Health examiner receives a disability examination request from Veterans Benefits Administration (VBA) for Pain Disorder, in the remarks section of the DBQ, the examiner should clearly state that the previous diagnosis of Pain Disorder is now being conceptualized as Somatic Symptom Disorder-specifier “with predominant pain”.
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QRT Updates

Presented by Jeff Henderson, Chief, Quality Review and Consistency

Target Audience:  RQRSs and management
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Quality Improvement Program Circle – The process starts with quality reviews such as IPRs, Individual Quality Reviews (IQRs), Systematic Technical Accuracy Reviews (STAR), results of consistency studies, VBMS override findings, etc.  There are many sources of “quality reviews”.  The second step of the circle is mentoring, and it is very important to build relationships based on feedback from the quality reviews performed on co-workers.  This second step obtains buy-in and trust from all points of contact and fosters the knowledge that QRT members are here to help.  The next step is error trend analysis.  If you don’t know who is making the errors, or which team is making the errors, or what type of errors are occurring in your RO, it is very hard to improve quality.  Knowing the error trend analysis from all the various sources of quality reviews can be turned into an individualized error training plan, the fourth step.  This fourth step is often where we are the weakest.  Small group training obtains better outcomes because it results in a better learning process.  This circle continues over and over because ongoing quality reviews will lead to mentoring, then to error trend analyses, and then to development of individualized error training.  The circle never stops since it is conducted day after day.  Learning never stops.  Quality never stops.  This is the method that will get us to 98% quality.
FL 13-18, Overview of Quality Review Teams Standard Operating Procedures (SOP), dated August 12, 2013, defines a critical error as a clear and unmistakable error as defined in 38 CFR 3.105(a) or it is a clear violation of policy or directive, such as FL, training letter (TL), VSCM Bulletin, or something else that has been formally published by CS.  Differences of opinions are not an error.  Procedural and decision documentation deficiencies are typically not errors.
To reduce the number of B2 (insufficient examinations) and C2 (evaluation) errors, all decision-makers must remember that the rating schedule (38 CFR Part 4) did not go away.  The EB did not replace the rating schedule.  The EB is a tool that is used with the rating schedule, not in place of it.  When considering what evaluation should be assigned for a disability, you first have to look at the DBQ to determine if it is sufficient.  How can you tell if it is sufficient or not?
You have to review the rating schedule to determine if the examination is sufficient for rating purposes.  You have to determine what the rating schedule requires to evaluate a disability.  Then, you review the DBQ to determine if it is sufficient for rating purposes.  The next step is to input the rating criteria into the EB.  If you don’t know what the rating schedule requires, how can you input the information into the EB?  The correct information must be input into the EB.
An evaluation is generated when you input the rating criteria into the EB.  If the evaluation is higher than you expected, it is probably okay as long as you input the correct information.  If the evaluation is just what you expected, it is normally okay as long as you input the correct information.  If you looked at the rating schedule, input the correct information into the EB, and the evaluation is lower than what you expected; this should cause an alarm for you to perform additional research to determine the cause.  Use the rating schedule in combination with the EB to achieve both success and quality!
In VBMS-R, decision-makers must select the correct reason when using the EB Override.  Using the same generic reason over and over each time is not appropriate because that information is not useful to determine if changes need to be made or if training is necessary.
In addition, the decision-makers must write a brief, but descriptive, narrative explaining the justification for using an override.  It appears many overrides a caused by simply not understanding how to use VBMS-R, like staged-ratings, how to adjust diagnostic codes, and how to adjust other items in VBMS-R.  There are actual procedures and guidance for the proper use of VBMS-R.  Please see the VBMS Superuser at your RO for assistance.
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Common Findings

Presented by Melvin Gerrets, Operations Analyst, for Gabrielle Mancuso, Chief, Program Operations
Target Audience:  All VSC employees and management
A common finding identified during site visits is related to inadequate Military Sexual Trauma (MST) development.  MST claims require telephone development.  Per FL 10-25; Corroborating Military Sexual Trauma (MST) Using DD Form 2910, Victim Reporting Preference Statement, or Similar Forms, dated July 15, 2010, upon receipt of a claim for MST, the Women Veterans Coordinator (WVC) should ask if the Veteran completed DD Form 2910, Victim Reporting Preference Statement, or DD Form 2911, DoD Sexual Assault Forensic Examination Report, or another similar form following the in-service incident.  The call should be documented on VA Form 27-0820 and in VBMS or Modern Award Processing Development (MAP-D) notes.  The FL provides the steps to take if the forms were completed.  If the WVC is unable to contact the Veteran by telephone on the first attempt, a second attempt is not necessary.  The WVC should develop for the evidence by letter using the restricted and unrestricted report paragraphs contained in the FL.

When an MST claim marked “Ready for Decision” is received, decision-makers must ensure
the WVC made an attempt to contact the Veteran.  The information from the call is necessary because the United States Department of Defense (DoD) offers restricted and unrestricted reporting options for MST while on active duty.  The forms used in these reporting methods
are DD Forms 2910 and 2911.  In restricted cases, DoD stores the forms for one year following the date of the sexual assault.  If the victim does not claim the evidence or elect an unrestricted report within one year, DoD destroys the forms.  Therefore, the Veteran may have the only available copy of the report that was completed at the time of the assault.

Prior to adjudicating a MST claim, decision-makers must ensure that all development, including the WVC’s phone call and DD Form 2910/2911, has been completed.
QRT Q-Tips

Presented by David Hannigan, QRT Chief, Program Review

Target Audience:  RQRSs and management
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These national quality tips (Q-tips) are for everyone to use as great reminders.  Deciding claims are highly technical jobs and sometimes simple reminders are the difference between a correct and incorrect decision.
One Q-tip is a great reminder that VA has good search engine options on the Compensation Service (CS) Intranet site.  This was mentioned on a recent call but good information is always worth re-mentioning.  The site has three search engine possibilities.
· Advanced search engine (primarily useful for searching anything that is on the CS site to include the rating job aids, court related information, QA information, and user guides)

· VSCM Conference Call Bulletin search engine (allows you to search both bulletins and addendums)

· Calendar search engine (search for a CS event or activity)
Another Q-tip comes from Angie Hiller who is an RQRS in Lincoln.  38 CFR 3.400(o)(2) directs that the effective date for an increase in disability compensation is the earliest date as of which it is factually ascertainable that an increase in disability had occurred if the claim is received within one year from such date.  Otherwise, the effective date will be the date of receipt of the claim.  Sometimes, private treatment records that show a warranted increase in a service-connected disability can muddy the waters in our decision to apply the effective date if the increase shown is more than one year prior to the date of receipt of the claim.  In those instances, the effective date becomes the date of receipt of the claim for increase.
Here is a scenario that illustrates this great Q-tip:
· Veteran is service connected for diabetes evaluated as 10% disabling since May 14, 2003.

· A claim for increased evaluation is received March 22, 2014.  Accompanying the claim are private treatment records showing that the Veteran has been prescribed Metformin since July 2012.  The Veteran does not receive VA treatment.  Since the increased manifestation (the prescription of Metformin) did not occur during the one year period prior to the March 22 claim, the proper effective date for the increase to 20% is March 22, 2014, the date of claim.
For further detail, a court case you may want to take a look at would be Gaston v. Shinseki which is a case specifically pertaining to effective dates in claims for an increased evaluation.
The court case does note that the VA or uniformed services medical records may provide a basis for an effective date earlier than one year prior to the date of claim for increased evaluation for a service-connected disability if these records adequately demonstrate that the disability was of such severity to warrant a higher evaluation at such date.
If you have a Q-tip that you think would be worth sharing with the field, please send it directly
to David Hannigan at david.hannigan@va.gov.
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Request for Reconsideration
Presented by Dave Wery, Senior Quality Review Specialist, Program Review
Target Audience:  RQRSs and management
This reconsideration case involves an A2 error – “Were all inferred issues addressed?”  An A2 error was cited because the issue of entitlement to service connection for a complication of diabetes was not addressed in the rating decision.

The Veteran claimed entitlement to service connection for diabetes, and the RO properly granted the claim.  Private treatment records submitted in support of the claim noted a diagnosis of diabetic neuropathy.  However, the RO did not address this complication of diabetes in its rating decision.
The RO reported it did not specifically infer the issue of entitlement to service connection for diabetic neuropathy because it ordered an “at once” VA examination (VAE) to determine whether the Veteran suffered from any complications due to his diabetes.  Also, although private treatment records did, in fact, diagnose this disability, VA Medical Center (VAMC) treatment reports did not show the Veteran suffered from neuropathy.  Based on these facts, the RO did not infer the issue of service connection in its rating decision.
QA agrees with the RO that no diagnosis of diabetic neuropathy is shown in the VAMC treatment records.  Therefore, since there is conflicting evidence as to whether the Veteran currently suffers from neuropathy, a VAE and medical opinion are required.  Although the RO stated it ordered an immediate VAE, the evidence indicates no such request was made.  Even if the RO had requested the examination and medical opinion, no end product or diary was established to control for the examination results.
The M21-1 Manual Rewrite (MR), Part I.1.C.7.a instructs ROs to assist the claimant by providing a medical opinion or examination when the opinion or examination is necessary to make a decision on the claim.  Since a VAE and medical opinion are required to determine if the Veteran has a diagnosis of diabetic neuropathy, a B2 benefit entitlement error exists.  Therefore, the cited A2 error – “Were all inferred issues addressed?” was changed to a B2 error – “Was a VA examination or medical opinion requested prior to deciding the issue?” to more accurately reflect the type of error discovered.
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Questions and Answers (Previously submitted during the May 2014 Rating Quality Call)
Q:  Regarding the recent Addendum to the May 2014 VSCM Bulletin call on FL 13-17; Processing Fully Developed Original Claims Received from August 6, 2013 through August 5, 2015 - the addendum notes to treat the claim as if it were filed one year prior.  So, can we apply liberalizing law to that one year, too?
A:  Upon clarification from the Policy Staff, 38 CFR 3.114(a)(3) allows VA to assign an effective date for an award one year prior to date of receipt of a claim if the claim is received more than a year after the effective date of the law or VA issue (change in law or administrative issue) went into effect.  3.114(a) further provides that if the award pursuant to liberalizing law became effective on or after the date of its enactment or issuance, then the claimant must have met all eligibility criteria for the liberalized benefit on the effective date of the liberalizing law AND that such eligibility existed continuously from that date to the date of claim.  The effective date treatment under the “liberalizing law rule” as provided by 3.114(a) is “applicable to original and reopened claims as well as claims for increase”.
There is nothing in the current guidance regarding original compensation Fully Developed Claims (FDCs) and Section 506 of Public Law 112-154 that would prohibit or restrict the application of 3.114 in terms of effective dates for original compensation FDCs that meet the criteria for a one year retroactive effective date.  While the retroactive effective date of potentially one year for original compensation FDCs may be applied on top of the liberalizing rule under 3.114, the effective date should never go prior to the liberalizing law effective date.
Q:  Could you discuss the C2 error category concerning “is all coding correct” and provide an example of when to cite an error for code sheet errors such as a SC disability shown twice that does not affect the combined evaluation?
A: The C2 error category concerning “is all coding correct” should primarily apply to such things as bilateral factors that are not coded correctly, special monthly compensation (SMC) where coding is incorrect, and DCs that are completely erroneous.  For example, the decision-maker grants acid reflux under DC 5260, or they used an incorrect DC that provides a lower or higher evaluation that is not warranted.  Furthermore, if a decision-maker grants service connection for a condition that is already service connected and separately codes it, this would be cited as a C2d error for pyramiding.  This would apply to both compensable and non-compensable disabilities.  Under the issued-based claims process, it does not need to affect the overall combined rating for this omission to be a critical error.
Questions and Answers (Submitted during the July 2014 Rating Quality Call)
Q:  Several ROs had questions during the presentation on how Boston achieved success by increasing its accuracy rate in the C2 error category to 100.00% since the beginning of this year.  Questions such as “Is Boston's QTO a member of the QRT?”, “Does the Boston RO have a written plan?”, and “Is it possible to obtain copies of materials used by the Boston RO to achieve their success?”
A:  Sara Norton, RQRS of the Boston RO, noted all members of the QRT rotate to QTO for two days a week, there is a Standard Operating Procedure (SOP) awaiting local concurrence, and Boston will share their material with everyone.  The Boston RO will send the material to the Quality Review and Consistency Staff who will, in turn, distribute it to all QRTs.
Q:  Outside of IPRs, how will the Quality Improvent Program Circle (Quality Reviews – Mentoring – Error Trend Analysis – Individualized Error Training) work with the National Work Queue (NWQ)?

A:  The QA staff continues to work with the the NWQ and as we move forward, information will be shared with all.
Q:  The original agenda for the July 2014 Rating Quality Call included a topic of 38 CFR 3.114 and effective dates, but this topic was not presented.  Will this topic be presented later?
A:  The presentation will be rescheduled to a future call.
Q:  Will additional guidance on how to review the provisional ratings be provided?  We received verbal instruction to process the claims prior to one year but have nothing in writing.  In addition, will the PowerPoints from the provisional rating call will be available for download?
A:  FL 14-05; Finalizing and File Review:  Provisional Ratings on Two and One Year Old Claims, dated June 2, 2014, dictates that local QRTs should be reviewing all provisional ratings and determining if there was an error in the case, directing any necessary development, and/or having the case sent to the rating team for a final decision.  All cases that require review are located in SharePoint and access has been provided for all QRT members.  Reviews should be taking place now, and if a station has a question on the reviews by the QRT they should contact the QRT mailbox.  The PowerPoint is available for QRT here:  Provisional Training.
Q:  The VBMS Tips and Tricks – Major Release 7.0 tip sheet dated July 9, 2014, noted Policy Staff indicated that blood urea nitrogen (BUN) measurements alone are no longer indicators of a “definite decrease in kidney functions” when rating renal dysfunction.  In such cases, users should leave the BUN inputs in the EB blank if the BUN is less than 40mg% until the appropriate changes can be made in the calculators.  Can you please clarify?
A:  Guidance to this question was provided in the July 2014 VSCM Bulletin.
Q:  Will a Veteran be excluded from the FDC program if a VA Form 21-4138 or other statement listing additional claimed items or contentions is submitted at the same time as the VA Form 21-526EZ?  In other words, do all of the contentions have to be listed on the VA Form 21-526EZ?
A:  The claim should not be excluded from the FDC program as long as the addendum or VA Form 21-4138, etc., which lists additional contentions, accompanies the EZ form.  One of the objectives of the FDC program is drive claimants to take one year (if necessary) to consider and claim all contentions and to gather all relevant evidence and submit the claim in a comprehensive package at one time.
Q:  Will a Veteran be excluded from the FDC program when special issue development is required such as sending the Veteran a letter regarding the special issue, or will the claim be excluded only if the Veteran responds to our letter?
A:  The special issue development letter informs claimants of the evidence necessary to substantiate the claim and asks additional questions regarding circumstances of the special issue being claimed.  Since the development letter itself is an indication that further development for evidence is needed, whether claimant responds or not, we would exclude the claim from the FDC program.  However, we would still adjudicate the claim and develop for the special issue in the traditional claims process to obtain evidence.  Or, in the event of non-response from the claimant, we still have a duty to develop for memoranda or other administrative determination/documentation for the file on that special issue.
Q:  The Initial PTSD DM-5 DBQ does not ask the examiner to indicate which stressor the diagnosis of PTSD is related to, so this appears to be a deficiency in the DBQ.  If all stressors on the DBQ are "fear-related" or a confirmed in-service stressor, would the DBQ be considered adequate without a specific statement from examiner?

Answer:  Upon clarification from the DEMO Staff, the DBQ is being corrected to add that question back in where it belongs.  If somebody was rating the case described in the question, the DBQ appears to be adequate.  Because, by diagnostic standards, the examiner has to associate the diagnosis with a stressful event (Criterion A).  If the report shows three reported stressful events, all of which are fear-based and consistent with service, or are confirmed in-service stressors, or are combat related with verified combat, but the examiner does not attribute the symptoms to any particular stressor(s), then logically one or all of the noted stressors must be the cause, and since all are good for service connection, no harm-no foul.  It is only when a noted stressor is outside of service, is not fear-related, or is not otherwise confirmed or conceded that the examiner has to attribute the symptoms to one or more of the stressors.

Q:  Is there a plan to have additional, formal guidance on rating peripheral neuropathy of the lower extremities?  We would like in depth training on evaluating peripheral nerves in the lower extremities.
A:  The Quality Review and Consistency Staff is working to obtain national guidance on this subject with Policy Staff.  In the meantime, some guidance to this question was provided in
the July 2014 VSCM Bulletin.
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We will begin posting the recording of each call along with copies of the agenda, PowerPoint, and call notes (call transcript) to TMS.  After participating during the live call or after viewing the recording, the survey responses in TMS will be used to improve each subsequent call.

The TMS number for the May 2014 Rating Quality Call is 3877368.  If you listened to the call live, click the video link, then return to Content Structure to complete the survey to receive credit for the call in TMS.

The June 2014 Rating Quality Call was cancelled.
The TMS number for the July 2014 Rating Quality Call is 3880681.  In a few days, you will receive a Calendar Blast showing the TMS number has been activated.
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Next Authorization & Rating Quality Calls
Starting this month, both Rating and Authorization Quality Calls will be conducted bi-monthly instead of monthly.

· The next Authorization Quality Call will be held on Wednesday, August 13th at 1:30 PM EDT.

· The September Rating Quality Call is postponed.

· The next Rating Quality Call will be held on Wednesday, October 1st at 1:30 PM EDT.
· Please feel free to forward suggested topics to VAVBAWAS/CO/214B.
· Rating Quality Call Notes can be found on the CS Intranet site here:  http://vbaw.vba.va.gov/bl/21/star/star_call.htm
· Please ensure questions are being sent to the correct mailbox.  Questions regarding the national call-up list and national quality reviews should be sent to the 214B mailbox – VAVBAWAS/CO/214B  Questions regarding local quality review and in-process reviews should be sent to the 214C mailbox – VAVBAWAS/CO/QRT.

“People forget how fast you did a job,
but they remember how well you did it.”
 ~ Howard Newton
�Current National Rating Accuracy Measures


Presented by Diana Williard, Quality Assurance Officer, Program Review Staff





Target Audience:  All Veterans Service Center (VSC) employees and management





The national 12-month claims-based rating benefit entitlement (BE) accuracy�is � HYPERLINK "http://vbaw.vba.va.gov/bl/21/star/reports/star_rpts14.htm" �90.26 percent (%)�, and the issue-based rating BE accuracy is � HYPERLINK "http://vbaw.vba.va.gov/bl/21/star/reports/star_rpts14.htm" �96.20%�.





The accuracy percentages are slightly lower than the numbers reported on our last call.  We all need to stay focused on getting to 98% accuracy.  Remember, getting to 98% accuracy is about “attention to detail”, commitment, and dedication to serving our Veterans and their families.
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Kudos to ROs – Improved the Most


Presented by Christine Alford, Chief, Program Review Staff





Target Audience:  All VSC employees and management





In the C2 error category – “Was the percentage evaluation assigned correct (including combined evaluation)”, progress has been made nationwide this Fiscal Year (FY) with C2 In-Process Reviews (IPRs).  A total of 384 C2 IPRs were completed nationwide during February 2014.





In April 2014, only 86 were completed amongst all 56 ROs.  However, the great news is that C2 IPRs increased to an overall 998 completed nationwide in�May 2014.  The increase in C2 IPRs has certainly paid off, as exemplified by the increase in C2 IPR accuracy from 85% in April this year to 92.09% last month.  Congratulations and kudos to all ROs!





In our recent reviews of data yielded from completed C2 IPRs, we noted two ROs that have demonstrated notable improvement, or sustained improvement, in this error category.  We reached out to both ROs to learn what practices they’ve implemented in their quest to eliminate evaluation errors.  We would like to share that information.
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