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                   Respiratory System

RESPIRATORY SYSTEM
	Objectives:
	Students will gain understanding of:

· Rules and regulations governing the rating of respiratory conditions;

· Pulmonary function testing and the respiratory conditions which rely on pulmonary function test reports as evaluation criteria;

· Regulations and procedures for establishing service connection for pulmonary tuberculosis and evaluation of residuals thereof;

· Regulations and procedures for rating non tuberculosis respiratory diseases;

· The unique nature of claims based upon tobacco use or nicotine dependence.



	Time Required:
	6 hours



	Instructional Method:


	
Lecture


Discussion


Reading Assignments



	Student Materials:


	· Handout
· 38 CFR Parts 3 & 4

· M21-1MR, III. iv. 4. D



	Materials/ Training Aids:


	
Handout

Instructor Guide


Easel pad and marker
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RESPIRATORY SYSTEM
BACKGROUND:

The Rating Schedule for the respiratory system was last revised effective October 7, 1996 in order to:

· Update current medical terminology

· Use unambiguous criteria

· Reflect current medical advances

ANATOMY AND PHYSIOLOGY

The respiratory function is one of combining oxygen with food substances and thereby producing energy.  Oxygen is delivered to the cells of the body through the blood.  Hemoglobin in the blood attracts oxygen as it flows through the body in areas where the oxygen supply is plentiful.  In a like manner, hemoglobin attracts the carbon dioxide produced by the cells in burning their fuel and releases the carbon dioxide in the lungs.

Respiratory system
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Mechanics of respiration

The respiratory system includes:

· the nasal passages

· nasopharynx, 

· larynx, 

· trachea,

· bronchi, 

· lungs, 

· pleura

· pulmonary circulation.

The chest wall and the diaphragm can also play a role in respiration.

The primary function of the respiratory system is to provide oxygen to the blood and remove the carbon dioxide from it.  This is accomplished by:

· ventilation (movement of air from outside to inside the body)

· diffusion (exchange of oxygen -O2- and carbon dioxide -CO2- in the alveoli)

· perfusion (mixing of arterial and venous blood)  

· control of breathing according to the metabolic needs  

The ventilatory function of the lungs can be assessed by spirometry, which measures the static and dynamic lung volumes and capacities (reflecting the elastic properties of the lungs and chest wall).

Lung volumes are a function of age, sex and physical structure (especially height).  The predicted values are assessed based on the findings in a healthy person of the same age, sex and height.  The measured values are expressed as both the observed value and the percentage of the predicted values.  The values given after bronchodilation should be used in assessing the pulmonary function.    Physiologic testing, reflecting the ability of the alveoli to perform the O2-CO2 exchange, measures the diffusion and perfusion functions of the lung.

The nose and throat are considered part of the respiratory system.  Air entering the nose is filtered, warmed and moistened.
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The interior of the nose is divided by the septum.  On both sides of the septum is a series of bones called the conchae, or turbinates.  The surface of the conchae and all interior walls of the nose are covered with membranes, which secrete fluid called mucus that gives up heat and moisture to the air, as well as serving as a filter.  The nasal cavity has small openings to the sinuses, or air cavities.  There are eight sinuses, four on each side.  They are also covered with mucous membranes.
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The sinuses are designated as follows:

· Frontal – located on each side of forehead

· Maxillary – located in cheekbones

· Ethmoidal – located between nasal cavity and eye sockets

· Sphenoidal – located behind nasal cavity
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After passage through the nasal cavity, air passes into the pharynx, a sac between the mouth and nares and the esophagus, and through the larynx, commonly called the voice box.  The larynx is located at the top of the trachea, a tube lined with mucous membrane that takes the air to the lungs.  

The trachea, commonly called the windpipe, runs into the chest.  The esophagus is located behind the trachea.  The trachea divides into two branches approximately at the middle of the breastbone.  The division into the right bronchus and left bronchus is followed by additional division of each bronchus into smaller branches that run into the right and left lungs.
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The smallest bronchus (bronchiole) end in the alveolus, the small air sacs in the lungs.   There are approximately a billion of these sacs in the lungs.  Each alveolus is surrounded by blood capillaries.  When the air reaches the lungs, oxygen passes through the wall of the alveolus and through the capillary wall, attaching to the hemoglobin in the blood. 

Breathing is controlled by centers in the nervous system.  Breathing action can be occasioned by increase in carbon dioxide   or a decrease in oxygen in the blood.  The abdomen and thorax are separated by the diaphragm, muscle fibers, and tendons attached to the breastbone and spinal column.  When these muscle fibers contract, a partial vacuum is created in the chest cavity causing air to flow into the trachea, bronchi and alveoli.  When the muscle fibers relax, the air is forced out.

CO-EXISTING CONDITIONS
Ratings under diagnostic codes 6600 through 6817 and 6822 through 6847 will not be combined with each other. That is, use the single diagnostic code best representing the predominant disability in evaluating the veteran’s respiratory condition notwithstanding that more than one diagnostic could apply.  The chosen diagnostic code should always be that which results in the greater benefit to the veteran. 

Where there is lung or pleural involvement, ratings under diagnostic codes 6819 and 6820 will not be combined with each other or with diagnostic codes 6600 through 6817 or 6822 through 6847.  A single rating will be assigned under the diagnostic code that reflects the predominant disability with elevation to the next higher evaluation where the severity of the overall disability warrants such evaluation.  However, in protected cases involving tuberculosis, the graduated ratings of 30 and 50 percent for inactive tuberculosis are not elevated.  (38 CFR § 4.96(a))

As provided in M21-1 MR, III.iv.4.D.16, where two or more chronic upper air passage infections exist, they are commonly part of one infectious process, but over a period of years the possibility of causation by separate types of organism is to be given due weight.  Unless all conditions originate in service, there should be fairly continuous evidence of infection in one or more parts of the upper respiratory tract to warrant service connection for other conditions first manifested after discharge.  The character of the infection and possible intervening causes should be carefully considered.  There may be a close relationship between disease of the upper air passages and subsequent developing chronic disease process in the lower respiratory tract, especially the bronchi.  Continuous infection in the upper tract is required as a condition of service connection for a later developing infection in the lower tract.

CLASSIFYING DISEASE
Lung diseases that cause abnormalities in the movement of gases into and out of the lungs can be divided into two groups: 

· restrictive respiratory disorders,  or

· obstructive respiratory disorders.  

This classification is not entirely satisfactory because the two groups can coexist.  

In restrictive diseases, there is reduced expansion of the lung parenchyma and its hallmark is decreased vital capacity.  Examples of restrictive lung diseases are interstitial fibrosis (pneumoconiosis), diseases affecting the chest wall (trauma, post-surgical residuals, kyphoscoliosis),  and diseases of the pleura (effusion).  

In obstructive disease there is resistance to airflow due to obstruction (e.g. asthma, chronic bronchitis or emphysema). Severity of disease is often measured by pulmonary function tests (PFT). Two common measures of these tests are forced expiratory volume per second (FEV-1) and forced vital capacity (FVC). Decreased FEV-1/FVC is the most prevalent finding on PFT.

· FEV-1 is the volume of air forcefully expired during the first second after a full breath.  It normally accounts for 75% of the FVC.  This value is usually expressed as a ratio (FEV-1/FVC).

· FVC is the volume of air expired after a forceful expiration.

Most respiratory conditions are evaluated based on FEV-1 and/or FEV-1/FVC.  Ratings are based on post-bronchodilator findings.  

EVALUATING RESPIRATORY CONDITIONS ON REPORTS OF PULMONARY FUNCTION TESTING (PFT)

With changes to the Rating Schedule that became effective on October 7, 1996, pulmonary function tests became the most commonly applied criteria in evaluation of respiratory conditions.  Pulmonary function tests are required for evaluating interstitial lung diseases and for all of the diseases of trachea and bronchi except for bronchiectasis.  

Bronchiectasis is rated according to its own formula.  Pulmonary function tests may be applied in evaluating partial laryngectomy, stenosis of the larynx to include residuals of laryngeal trauma, and restrictive lung diseases, diagnostic codes 6840 through 6845. It is essential that a properly completed pulmonary function test be included in the examination report for any condition that applies pulmonary function testing as a part of the evaluation criteria. 

Prior to the changes which were effective on October 7, 1996, the rating schedule was more subjective, basing evaluations on criteria such as:  “pronounced,” “severe, ” “moderate, ” or “mild.”  When pulmonary function testing was done, the test report was usually accompanied by a physician’s summary characterizing the results in terms corresponding to these evaluation criteria.  Although the pulmonary function test reports may still include a physician’s summary, the rating criteria now in effect are much more objective based upon numerical results of the pulmonary function test report.

It should be noted that although pulmonary function tests results are commonly applied in evaluating respiratory conditions, the criteria for a given evaluation percentage may vary among diagnostic codes.  For example, contrast the pulmonary function test results required for evaluations under diagnostic codes 6600 and 6833. 

In dealing with results of pulmonary function tests from non-VA facilities that are at variance with VA test results, be aware that this potential problem is not unique to the area of pulmonary function tests.  Any laboratory test may show different results when performed on the same individual in the same facility at different times or at more than one facility.  RVSR’s are required to consider and reconcile all evidence of record. This may require additional testing or a medical opinion to help reconcile differences.

It is important to keep in mind that the provisions of 38 CFR § 4.31 provide that in every instance where the rating schedule does not provide a zero percent evaluation for a diagnostic code, a zero percent evaluation shall be assigned when the requirements for a compensable evaluation are not met. 

Questions from several regional offices regarding the proper use of pulmonary function tests in the evaluation of respiratory conditions were submitted to VHA's Program Director, Pulmonary/Critical Care.  VHA's Pulmonary/Critical Care Advisory Committee reviewed these questions, and the information that follows represents the consensus of this committee, (see Fast Letter 97-67 dated August 5, 1997).

1. When the results of pre-bronchodilator pulmonary function tests are normal, post-bronchodilator studies are ordinarily not done and are not required for VA evaluation purposes.  

 Post-bronchodilator studies are necessary unless contraindicated (because of allergy to medication, etc.) or if a patient was on bronchodilators before the test and had taken his or her medication within a few hours of the study.  An examiner who determines that a post-bronchodilator study should not be done in a given case should provide an explanation.  You should request this explanation if it is not provided unless the pre-bronchodilator results are normal.

2.  When available, the post-bronchodilator results should always be used in applying the evaluation criteria in the rating schedule.  There is, however, a small group of patients (5 percent or less), in whom for unknown reasons there may be a paradoxical reaction to bronchodilators, i.e., the post-bronchodilator results will be poorer than the pre-bronchodilator results.  When there is a paradoxical response, you should use the better (pre-bronchodilator) values.

3. When there is a disparity between the results of different tests (FEV-1, FVC, etc.), so that the level of evaluation would differ depending on which test result you use, the examiner should tell you which test result most accurately reflects the level of disability.  Request this information from the examiner if he or she has not provided it.  

4. When the FEV-1 is greater than 100 percent, an FEV-1/FVC ratio that is below normal should be considered a physiologic variant rather than an abnormal value.

Effective October 6, 2006 38 CFR 4.96 was amended to add paragraph (d), to provide special provisions for the application of evaluation criteria for diagnostic codes 6600, 6603, 6604, 6825-6833, and 6840-6845: 

(1) Pulmonary function tests (PFT’s) are required to evaluate these conditions except:

(i) When the results of a maximum exercise capacity test are of record and are 20 ml/kg/min or less. If a maximum exercise capacity test is not of record, evaluate based on alternative criteria.

(ii) When pulmonary hypertension (documented by an echocardiogram or cardiac catheterization), cor pulmonale, or right ventricular hypertrophy has been diagnosed.

(iii) When there have been one or more episodes of acute respiratory failure.

(iv)  When outpatient oxygen therapy is required.

(2) If the DLCO (SB) (Diffusion Capacity of the Lung for Carbon Monoxide by the Single Breath Method) test is not of record, evaluate based on alternative criteria as long as the examiner states why the test would not be useful or valid in a particular case.

(3) When the PFT’s are not consistent with clinical findings, evaluate based on the PFT’s unless the examiner states why they are not a valid indication of respiratory functional impairment in a particular case.

(4) Post-bronchodilator studies are required when PFT’s are done for disability evaluation purposes except when the results of pre-bronchodilator pulmonary function tests are normal or when the examiner determines that post-bronchodilator studies should not be done and states why.

(5) When evaluating based on PFT’s, use post-bronchodilator results in applying the evaluation criteria in the rating schedule unless the post-bronchodilator results were poorer than the pre-bronchodilator results. In those cases, use the pre-bronchodilator values for rating purposes.

(6) When there is a disparity between the results of different PFT’s (FEV-1 (Forced Expiratory Volume in one second), FVC (Forced Vital Capacity), etc.), so that the level of evaluation would differ depending on which test result is used, use the test result that the examiner states most accurately reflects the level of disability.

(7) If the FEV-1 and the FVC are both greater than 100 percent, do not assign a compensable evaluation based on a decreased FEV-1/FVC ratio.

Chronic Obstructive Pulmonary Disease (COPD) 

Chronic obstructive pulmonary disease (COPD) is among the most commonly diagnosed respiratory conditions. COPD is a general term used to describe the clinical syndrome associated with any combination of certain diseases. Early signs of the disease can be detected by PFT even before any clinical symptoms develop. Later in the course of the disease, exertional dyspnea, cough and recurrent respiratory infections are characteristic.  In most cases, PFT shows reduction of FEV-1/FVC, increased respiratory volume (RV) and total lung capacity (TLC).  In advanced stages, right ventricular hypertrophy and right heart failure (cor pulmonale) may develop.  In right heart failure, distended neck veins, cyanosis, enlarged liver, peripheral edema, ascites and right ventricular hypertrophy on EKG and x-rays might be observed.  The term cor pulmonale refers to right ventricular enlargement due to a malfunction of the lungs.

While pulmonary emphysema, chronic obstructive pulmonary disease (COPD), and chronic bronchitis often coexist and are sometimes hard to differentiate, they are not synonymous.  COPD ordinarily refers to a combination of chronic obstructive bronchitis and emphysema, but the term is not always used precisely.  Emphysema may be localized or generalized, and is not always categorized as COPD.  There are separate diagnostic codes for each disability.  

Allergies
Claims for service connection for allergies, including bronchial asthma and urticaria may not be routinely disposed of as constitutional or developmental abnormalities.  Service connection is to be determined on the evidence as to existence prior to entry on active duty.  When preexisting diseases of allergic etiology are found, a comparative study must be made to determine severity at enlistment and thereafter.  Increases in degree of disability during service are not to be disposed of routinely as natural progress, or as due to the inherent nature of the disease.  Seasonal and other acute allergic manifestations subsiding on the absence of or removal of the allergen are generally to be regarded as acute diseases, healing without residual disability.  Decisions as to service incurrence or aggravation are to be made on the basis of the whole evidentiary record. (38 CFR § 3.380)

DISEASES OF THE NOSE AND THROAT
Diseases of the nose and throat are rated under diagnostic codes 6502 through 6524. Evaluations of the nose and throat are generally not complicated, following either a general rating formula (as for diagnostic codes 6510 through 6514) or a specific set of rating criteria for the diagnostic code at issue.  The rating criteria for stenosis of the larynx, including residuals of laryngeal trauma under diagnostic code 6520 are based upon results of pulmonary function test reports, which will be discussed under a lesson specific to pulmonary function testing. 

Several diseases of the nose and throat offer more than one option as to a selection of rating criteria and diagnostic codes.  

· Loss of part of the nose can either be evaluated under diagnostic code 6504 or under diagnostic code 7800 for disfiguring scars of the head, face or neck. 

· Diagnostic code 6518 provides for rating residuals of a partial laryngectomy as either laryngitis (DC 6516), aphonia (DC 6519), or as stenosis of the larynx (DC 6520).  

· Under stenosis of the larynx (DC 6520), we are permitted to evaluate as aphonia under diagnostic code 6519.  

· If a partial laryngectomy results in symptoms, which meet the criteria for a 30% evaluation under diagnostic code 6516 and pulmonary function testing shows entitlement to a 60% evaluation under diagnostic code 6520, use the 6520 diagnostic code to establish entitlement to a 60% evaluation.

Except in cases where there is no option presented, as in the case of diagnostic code 6519 where we are to rate incomplete aphonia as laryngitis under diagnostic code 6516, the choice of diagnostic code will always depend upon the predominant disability and will always be chosen so as to be in the best interest of the veteran.  In instances where an optional diagnostic code is used, the diagnostic code, which appears in your coded conclusion, should reflect the fact that this is an analogous rating, i.e., 6518-6520.  Even though the underlying disability is partial laryngectomy, you are rating under the criteria for stenosis of the larynx.  Use of the analogous code will result in the rating accurately informing the veteran of the criteria upon which his or her evaluation was based.

Sinusitis

Evaluation of sinusitis (DC's 6510 through 6514) is based on a General Rating Formula that includes signs, symptoms, and frequency of non-incapacitating episodes, and frequency and duration of antibiotic treatment of incapacitating episodes (defined in a note) that warrant a 10 or 30 percent evaluation, a 0 percent evaluation if detected by x-ray only, and specific findings following surgery that warrant a 50 percent evaluation.  Incapacitating episodes are those that require bed rest and treatment by a physician.

6502
Septum, nasal, deviation of

This condition is a deflection of the bony and cartilaginous portions between the two nasal cavities.  Deviation of the nasal septum, which is not traumatic, but congenital in nature, is not a disease entity unless aggravated beyond its natural progress during service.

Evaluation criteria:

· Traumatic only, 


With 50-percent obstruction of the nasal passage on both sides 


or complete obstruction on one side
10%

6504
Nose, loss of part of, or scars

This diagnostic code is normally used after injury, though some diseases can cause loss of the cartilaginous portions of the nose.

Evaluation criteria:

· Exposing both nasal passages 
30% 

· Loss of part of one ala, or other obvious disfigurement 
10% 

Note: Or evaluate as DC 7800, scars, disfiguring, head, face, or neck.

General rating formula for sinusitis (DC's 6510 through 6514) can be found under DC 6514.

6510
Sinusitis, pansinusitis, chronic

Pansinusitis refers to inflammation of all the sinuses

6511
Sinusitis, ethmoid, chronic
Ethmoid sinusitis refers to inflammation of the air cavity formed in the ethmoid bone, a sieve-like bone that forms a roof for the nasal cavities and part of the floor of the anterior cavity of the skull.

6512
Sinusitis, frontal, chronic
Frontal sinusitis refers to inflammation of the air cavity in the frontal bone (the bone forming the forepart of the cranium).

6513 
Sinusitis, maxillary, chronic

Maxillary sinusitis refers to inflammation of the air cavity formed by the maxillary bone, the irregularly shaped bone that, with its fellow, forms the upper jaw and assists in the formation of the orbit, the nasal cavity and the palate, and lodges the upper teeth.

6514 
Sinusitis, sphenoid, chronic

Sphenoid sinusitis refers to inflammation of the air cavity formed by the sphenoid bone (wedge-shaped bone at the base of the skull).

General Rating Formula for Sinusitis (DC’s 6510 through 6514): 

· Following radical surgery with chronic osteomyelitis, or; near 
constant sinusitis characterized by headaches, pain and tenderness of affected sinus, and purulent discharge or crusting after repeated surgeries


50%

· Three or more incapacitating episodes per year of sinusitis requiring prolonged (lasting four to six weeks) antibiotic treatment, or; more than six non-incapacitating episodes per year of sinusitis characterized by headaches, pain, and purulent discharge or crusting
30%

· One or two incapacitating episodes per year of sinusitis requiring prolonged (lasting four to six weeks) antibiotic treatment, or; three to six non-incapacitating episodes per year of sinusitis characterized by headaches, pain, and purulent discharge or crusting
10%

· Detected by X-ray only
0%

6515
Laryngitis, tuberculosis, active or inactive

A chronic form of inflammation of the larynx (voice box or organ of voice) due to a tuberculosis ulceration.
Evaluation criteria: Rate under 38 C.F.R. §§ 4.88c or 4.89, whichever is appropriate.

6516 
Laryngitis, chronic

A chronic inflammatory disease of the laryngeal mucosa due to recurrent infection leading to atrophy (a wasting away) of the glands of the mucous membrane; it is attended with hoarseness, dryness, difficulty in swallowing (dysphasia), cough, and soreness. 

Evaluation criteria:

· Hoarseness, with thickening or nodules of cords, polyps, submucous infiltration, or pre-malignant changes on biopsy
30%

· Hoarseness, with inflammation of cords or mucous membrane
10%

6518
Laryngectomy, total

This is the excision of the larynx (voice box).

Evaluation criteria:

· Laryngectomy, total…………………………………………………………………100%(1)

Rate the residuals of partial laryngectomy as laryngitis (DC 6516), aphonia (DC 6519), or stenosis of larynx (DC 6520).

1In addition to the 100% evaluation that would be established for total laryngectomy, the veteran would be entitled to SMC(k) for aphonia.   
SPECIAL MONTHLY COMPENSATION

Aphonia vs. Aphasia
Special monthly compensation may be payable under diagnostic codes 6518 and 6519 for complete organic aphonia.  Complete organic aphonia exists when there is a disability of the organs of speech, which constantly precludes communication by speech.  

 Aphasia does not grant entitlement to SMC (k).  Aphasia can have various forms, but essentially is the inability to communicate due to some brain dysfunction and not the organs of speech.  This issue will be further discussed in the lesson dealing with SMC.

A total laryngectomy meets the requirement for SMC (k).  Stenosis of the larynx or loss of the tongue may also result in aphonia.  The use of other organs of the body or prosthetic devices to provide voice sounds will not preclude entitlement.  

See DCs 6518, 6519, 6520, and 7202.  

6519
Aphonia, complete organic

This is the loss of voice due to an organic condition.

Evaluation criteria:

· Constant inability to communicate by speech
1100%

· Constant inability to speak above a whisper
60%

Note:  Evaluate incomplete aphonia as laryngitis, chronic (DC 6516).

1Review for entitlement to special monthly compensation under §3.350 of this chapter.
6520
Larynx, stenosis of including residuals of laryngeal trauma (unilateral or

bilateral)

This is a narrowing or stricture of the organ of voice. 

Evaluation criteria:

· Forced expiratory volume in one second (FEV-1) less than 40 percent of predicted value, with Flow-Volume Loop compatible with upper airway obstruction, or; permanent tracheotomy
100%

· FEV-1 of 40- to 55-percent predicted, with Flow-Volume Loop compatible with upper airway obstruction
60%

· FEV-1 of 56- to 70-percent predicted, with Flow-Volume Loop compatible with upper airway obstruction
30%

· FEV-1 of 71- to 80-percent predicted, with Flow-Volume Loop compatible with upper airway obstruction
10%

Note: Or evaluate as aphonia (DC 6519). 

6521
Pharynx, injuries to

This is an injury to the musculomembranous passage between the mouth and posterior nares and the larynx and esophagus.

Evaluation criteria:

Stricture or obstruction of pharynx or nasopharynx, or; absence of soft palate secondary to trauma, chemical burn, or granulomatous disease, or; paralysis of soft palate with swallowing difficulty (nasal regurgitation) and speech impairment
50%
6522
Allergic or vasomotor rhinitis

Allergic rhinitis is a general term used to denote any allergic reaction of the nasal mucosa; it may occur perennially (non-seasonal allergic rhinitis) or seasonally (hay fever).  Vasomotor rhinitis is a form of non-allergic rhinitis in which transient changes in vascular tone and permeability, with the same symptoms as in allergic rhinitis, are brought on by such stimuli as mild chilling, fatigue, anger and anxiety.   This will include any condition of allergic or non-allergic rhinitis, as opposed to infectious rhinitis.  Remember the following information from 38 CFR § 3.380: Seasonal and other acute allergic manifestations subsiding on the absence of or removal of the allergen are generally to be regarded as acute diseases, healing without residuals.  The determination as to service incurrence or aggravation must be on the whole evidentiary showing.

Evaluation criteria:

· With polyps
30%

· Without polyps, but with greater than 50-percent obstruction of nasal passage on both sides or complete obstruction on one side
10%

6523       Bacterial rhinitis

Bacterial rhinitis is rhinitis due to bacterial infection. Rhinoscleroma is a granulomatous disease in which hard patches or nodules form on the nose and nasopharynx, thought to be due to klebsiella rhinoscleromatic.
Evaluation criteria:

· Rhinoscleroma
50%

· With permanent hypertrophy of turbinates and with greater than 50-percent obstruction of nasal passage on both sides or complete obstruction on one side
10%

6524
Granulomatous rhinitis

An uncommon disease that usually begins as a localized granulomatous inflammation of upper and/or lower respiratory tract mucosa and may progress into generalized necrotizing granulomatous vasculitis and glomerulonephritis.

Evaluation criteria:

· Wegener's granulomatosis, lethal midline granuloma
100%

· Other types of granulomatous infection
20%

DISEASES OF THE TRACHEA AND BRONCHI

6600
Bronchitis, chronic
A long continued form of bronchitis, often with a more or less marked tendency to recurrence after stages of quiescence.  It is due to repeated attacks of acute bronchitis (inflammation of one or more bronchi) or to chronic general diseases; characterized by attacks of coughing, by expectoration, either scanty or profuse, and by secondary changes in the lung tissue.  

Evaluation criteria:

· FEV-1 less than 40 percent of predicted value, or; the ratio of Forced Expiratory Volume in one second to Forced Vital Capacity (FEV-1/FVC) less than 40 percent, or; Diffusion Capacity of the Lung for Carbon Monoxide by the Single Breath Method (DLCO (SB)) less than 40-percent predicted, or; maximum exercise capacity  less than 15 ml/kg/min oxygen consumption (with cardiac or respiratory limitation), or; cor pulmonale (right heart failure), or; right ventricular hypertrophy, or; pulmonary hypertension ( shown by Echo or cardiac catheterization), or; episode(s) of acute respiratory failure, or; requires outpatient oxygen therapy
100%

· FEV-1 of 40- to 55-percent predicted, or; FEV-1/FVC of 40 to 55 percent, or; DLCO (SB) of 40- to 55-percent predicted, or; maximum oxygen consumption of 15 to 20 ml/kg/min (with cardiorespiratory limit)
60%

· FEV-1 of 56- to 70-percent predicted, or; FEV-1/FVC of 56 to 70 percent, or; DLCO (SB) 56- to 65-percent predicted
30%

· FEV-1 of 71- to 80-percent predicted, or; FEV-1/FVC of 71 to 80 percent, or; DLCO (SB) 66- to 80-percent predicted
10%

6601
Bronchiectasis
Bronchiectasis is a congenital or acquired disorder of the large bronchi characterized by a permanent abnormal dilatation and destruction of the bronchial walls. 

Evaluation criteria:

· With incapacitating episodes of infection of at least six weeks total duration per year
100%

· With incapacitating episodes of infection of four to six weeks total duration per year, or; near constant findings of cough with purulent sputum associated with anorexia, weight loss, and frank hemoptysis and requiring antibiotic usage almost continuously
60%

· With incapacitating episodes of infection of two to four weeks total duration per year, or; daily productive cough with sputum that is at times purulent or blood-tinged and that requires prolonged (lasting four to six weeks) antibiotic usage more than twice a year
30%

· Intermittent productive cough with acute infection requiring a course of antibiotics at least twice a year
10%

Or rate according to pulmonary impairment as for chronic bronchitis (DC 6600). 

Note: An incapacitating episode is one that requires bed rest and treatment by a physician. 

6602
Asthma, bronchial
A disease characterized by an increased responsiveness of the trachea and bronchi to various stimuli, manifest by changes in severity of widespread narrowing of the airways either spontaneously or because of treatment.

Evaluation criteria:

· FEV-1 less than 40-percent predicted, or; FEV-1/FVC less than 40 percent, or; more than one attack per week with episodes of respiratory failure, or; requires daily use of systemic (oral or parenteral) high dose corticosteroids or immuno- suppressive medications
100%

· FEV-1 of 40- to 55-percent predicted, or; FEV-1/FVC of 40 to 55 percent, or; at least monthly visits to a physician for required care of exacerbations, or; intermittent (at least three per year) courses of systemic (oral or parenteral) corticosteroids
60%

· FEV-1 of 56- to 70-percent predicted, or; FEV-1/FVC of 56 to 70 percent, or; daily inha-lational or oral bronchodilator therapy, or; inhalational anti-inflammatory medication
30%

· FEV-1 of 71- to 80-percent predicted, or; FEV-1/FVC of 71 to 80 percent, or; intermittent inhalational or oral bronchodilator therapy
10%

Note:  In the absence of clinical findings of asthma at time of examination, a verified history of asthmatic attacks must be of record.

6603
Emphysema, pulmonary
This is the abnormal swelling or inflation of bronchi due to air presence.  It is an increase beyond the normal in the size of air spaces distal to the terminal bronchioles, with destructive changes in their walls.  There is loss of elasticity in the lung, increasing the effort required for breathing.  Pneumothorax and right heart failure (cor pulmonale) may result from chronic emphysema.

Evaluation criteria:

· FEV-1 less than 40 percent of predicted value, or; the ratio of Forced Expiratory Volume in one second to Forced Vital Capacity (FEV-1/FVC) less than 40 percent, or; Diffusion Capacity of the Lung for Carbon Monoxide by the Single Breath Method (DLCO (SB)) less than 40-percent predicted, or; maximum exercise capacity less than 15 ml/kg/min oxygen consumption (with cardiac or respiratory limitation), or; cor pulmonale (right heart failure), or; right ventricular hypertrophy, or; pulmonary hypertension ( shown by Echo or cardiac catheterization), or; episode(s) of acute respiratory failure, or; requires outpatient oxygen therapy.
100%

· FEV-1 of 40- to 55-percent predicted, or; FEV-1/FVC of 40 to 55 percent, or; DLCO (SB) of 40- to 55-percent predicted, or; maximum oxygen consumption of 15 to 20 ml/kg/min (with cardiorespiratory limit)
60%

· FEV-1 of 56- to 70-percent predicted, or; FEV-1/FVC of 56 to 70 percent, or; DLCO (SB) 56- to 65-percent predicted
30%

· FEV-1 of 71- to 80-percent predicted, or; FEV-1/FVC of 71 to 80 percent, or; DLCO (SB) 66- to 80-percent predicted
10%

6604
Chronic obstructive pulmonary disease
A disease state characterized by the presence of airflow obstruction due to chronic bronchitis or emphysema, the airflow obstruction is generally progressive, may be accompanied by airway hyperactivity, and may be partially reversible.  Most patients with COPD have features of both bronchitis and emphysema

Evaluation criteria: 

· FEV-1 less than 40 percent of predicted value, or; the ratio of Forced Expiratory Volume in one second to Forced Vital Capacity (FEV-1/FVC) less than 40 percent, or; Diffusion Capacity of the Lung for Carbon Monoxide by the Single Breath Method (DLCO (SB)) less than 40-percent predicted, or; maximum exercise capacity less than 15 ml/kg/min oxygen consumption (with cardiac or respiratory limitation), or; cor pulmonale (right heart failure), or; right ventricular hypertrophy, or; pulmonary hypertension ( shown by Echo or cardiac catheterization), or; episode(s) of acute respiratory failure, or; requires outpatient oxygen therapy.
100%

· FEV-1 of 40- to 55-percent predicted, or; FEV-1/FVC of 40 to 55 percent, or; DLCO (SB) of 40- to 55-percent predicted, or; maximum oxygen consumption of 15 to 20 ml/kg/min (with cardiorespiratory limit)
60%

· FEV-1 of 56- to 70-percent predicted, or; FEV-1/FVC of 56 to 70 percent, or; DLCO (SB) 56- to 65-percent predicted
30%

· FEV-1 of 71- to 80-percent predicted, or; FEV-1/FVC of 71 to 80 percent, or; DLCO (SB) 66- to 80-percent predicted
10%

DISEASES OF THE LUNGS AND PLEURA – TUBERCULOSIS
Prior to WWII and for a few years afterwards, pulmonary tuberculosis was a major health problem and the disease had a significant presence in the population as a whole. This is why the rating schedule contains so many references to TB.  Fortunately, medical science made great progress in the period immediately following WWII, to where the disability was largely eradicated from the general population and those afflicted were cured.  Numerous changes to the rating schedule over the years since the end of WWII further complicated this issue (e.g., different effective dates, graduated evaluations, etc.).  Currently, it is rare to encounter a new claim for service connection for TB, or occasions to revisit prior ratings.  However, it is important to be familiar with the rating procedures for TB and be able to locate the appropriate references in the event that a TB case is encountered.

THE FOLLOWING INFORMATION APPLIES TO RATINGS UNDER DIAGNOSTIC CODES 6701 TO 6732.

Tuberculosis is one of the diseases for which service connection may be established on a presumptive basis under provisions of 38 CFR §§ 3.307(a)(3) and 3.309(a).  This disease has a three-year presumptive period.

38 CFR §3.370  Pulmonary tuberculosis shown by X-ray in active service.


(a) Active disease. X-ray evidence alone may be adequate for grant of direct service connection for pulmonary tuberculosis.  When under consideration all available service department films and subsequent films will be secured and read by specialists at designated stations who should have a current examination report and X-ray.  Resulting interpretations of service films will be accorded the same consideration for service-connection purposes as if clinically established; however, a compensable rating will not be assigned prior to establishment of an active condition by approved methods.


(b) Inactive disease. Where the veteran was examined at time of entrance into active service but X-ray was not made, or if made, is not available and there was no notation or other evidence of active or inactive re-infection type pulmonary tuberculosis existing prior to such entrance, it will be assumed that the condition occurred during service and direct service connection will be in order for inactive pulmonary tuberculosis shown by X-ray evidence during service in the manner prescribed in paragraph (a) of this section, unless lesions are first shown so soon after entry on active service as to compel the conclusion, on the basis of sound medical principles that they existed prior to entry on active service.


(c) Primary lesions. Healed primary type tuberculosis shown at the time of entrance into active service will not be taken as evidence to rebut direct or presumptive service connection for active re-infection type pulmonary tuberculosis.

38 CFR §3.371 Presumptive service connection for tuberculous disease; wartime, and service on or after January 1, 1947


(a) Pulmonary tuberculosis. 



(1) Evidence of activity on comparative study of X-ray films showing pulmonary tuberculosis within the 3-year presumptive period provided by §3.307(a)(3) will be taken as establishing service connection for active pulmonary tuberculosis subsequently diagnosed by approved methods but service connection and evaluation may be assigned only from the date of such diagnosis or other evidence of clinical activity.



(2) A notation of inactive tuberculosis of the re-infection type at induction or enlistment definitely prevents the grant of service connection under §3.307 for active tuberculosis, regardless of the fact that it was shown within the appropriate presumptive period.


(b) Pleurisy with effusion without obvious cause. Pleurisy with effusion with evidence of diagnostic studies ruling out obvious non-tuberculosis causes will qualify as active tuberculosis.  The requirements for presumptive service connection will be the same as those for tuberculosis pleurisy.


(c) Tuberculosis pleurisy and endobronchial tuberculosis. Tuberculosis pleurisy and endobronchial tuberculosis fall within the category of pulmonary tuberculosis for the purpose of service connection on a presumptive basis.  Either will be held incurred in service when initially manifested within 36 months after the veteran’s separation from service as determined under §3.307(a)(2).


(d) Miliary tuberculosis. Service connection for miliary tuberculosis involving the lungs is to be determined in the same manner as for other active pulmonary tuberculosis.

38 CFR §3.372   Initial grant following inactivity of tuberculosis


When service connection is granted initially on an original or reopened claim for pulmonary or non-pulmonary tuberculosis and there is satisfactory evidence that the condition was active previously but is now inactive (arrested), it will be presumed that the disease continued to be active for 1 year after the last date of established activity, provided there is no evidence to establish activity or inactivity in the intervening period.  For a veteran entitled to receive compensation on August 19, 1968, the beginning date of graduated ratings will commence at the end of the l-year period.  For a veteran who was not receiving or entitled to receive compensation on August 19, 1968, ratings will be assigned in accordance with the Schedule for Rating Disabilities (Part 4 of this chapter). This section is not applicable to running award cases.

38 CFR §3.374   Effect of diagnosis of active tuberculosis


(a) Service diagnosis. Service department diagnosis of active pulmonary tuberculosis will be accepted unless a board of medical examiners, Clinic Director or Chief, Outpatient Service certifies, after considering all the evidence, including the favoring or opposing tuberculosis and activity, that such diagnosis was incorrect.  Doubtful cases may be referred to the Chief Medical Director in Central Office.


(b) Department of Veterans Affairs diagnosis. Diagnosis of active pulmonary tuberculosis by the medical authorities of the Department of Veterans Affairs as the result of examination, observation, or treatment will be accepted for rating purposes.  Reference to the Clinic Director or Chief Outpatient Service, will be in order in questionable cases and, if necessary, to the Chief Medical Director in Central Office.


(c) Private physician’s diagnosis.  Diagnosis of active pulmonary tuberculosis by private physicians on the basis of their examination, observation or treatment will not be accepted to show the disease was initially manifested after discharge from active service unless confirmed by acceptable clinical, X-ray or laboratory studies, or by findings of active tuberculosis based upon acceptable hospital observation or treatment.

Positive Tuberculin Reaction

Claims based solely upon a positive tuberculin reaction will require determination as to whether or not a disability is present.  Service connection may not be granted for positive tuberculin reaction alone; there must also be an underlying disability. See M21-1, Part IV, paragraph 23.05 or M21-1MR, IV.ii.1.H.26.  (See also M21-1MR, III.v.7.A.10 TBD).
RATING INACTIVE PULMONARY TUBERCULOSIS  

38 CFR §3.375   Determination of inactivity (complete arrest) in tuberculosis


(a) Pulmonary tuberculosis. A veteran shown to have had pulmonary tuberculosis will be held to have reached a condition of “complete arrest” when a diagnosis of inactive is made.


(b) Non-pulmonary disease. Determination of complete arrest of non-pulmonary tuberculosis requires absence of evidence of activity for 6 months.  If there are two or more foci of such tuberculosis, one of which is active, the condition will not be considered to be inactive until the tuberculosis process has reached arrest in its entirety.

The procedure for evaluation of inactive pulmonary tuberculosis will depend upon the date of initial entitlement.  When service connection is granted initially on an original or reopened claim for pulmonary or non-pulmonary tuberculosis and there is satisfactory evidence that the condition was active previously but is now inactive (arrested), it is presumed that the disease continued to be active for one year after the last date of established activity if there is no evidence of activity or inactivity in the intervening period. 

Ratings in Effect on August 19, 1968
For veterans who were entitled to receive compensation on August 19, 1968:

· Ratings for inactive tuberculosis are assigned on a graduated basis commencing at the end of the one-year period. 

· Diagnostic codes 6701 through 6724 apply.  

Ratings With Initial Entitlement After August 19, 1968

But Before October 7, 1996
For veterans who were initially entitled to compensation for pulmonary tuberculosis after August 19, 1968 the Rating Schedule which was in effect prior to October 7, 1996 provided a total evaluation for active tuberculosis which was continued for a one year period following the date of attainment of inactivity.  Thereafter, the condition was evaluated on the basis of residuals under diagnostic code 6731. 

On and After October 7, 1996
The rating schedule changes that became effective on October 7, 1996 also provide a total evaluation for active tuberculosis.  However, the inactive disease is to be rated on residuals as interstitial lung disease, restrictive lung disease, or when the major residual is obstructive lung disease, as chronic bronchitis (6600).  Analogous diagnostic codes are used for inactive tuberculosis, 6731-6600, for example.  Thoracoplasty is to be rated as removal of ribs under diagnostic code 5297.  The note following diagnostic code 6731 mandates an examination immediately following notification that active tuberculosis evaluated under diagnostic code 6730 has become inactive.  The provisions of 38 CFR §3.105(e) apply to changes in evaluation. 

38 CFR §3.378   Changes from activity in pulmonary tuberculosis pension cases

The following paragraph appears to be a direct quote of the regulation and would best be left as such.


A permanent and total disability rating in effect during hospitalization will not be discontinued before hospital discharge simply because of classification change.   However, at hospital discharge, the permanent and total rating will be discontinued unless (a) the medical evidence does not support a finding of complete arrest (§3.375), or (b) where complete arrest is shown but the medical authorities recommend that employment not be resumed or be resumed only for short hours (not more than 4 hours a day for a 5-day week).  If either of the two aforementioned conditions is met, discontinuance will be deferred pending examination in 6 months.  Although complete arrest may be established upon that examination, the permanent and total rating may be extended for a further period of 6 months provided the veteran’s employment is limited to short hours as recommended by the medical authorities (not more than 4 hours a day for a 5-day week).  Similar extensions may be granted under the same conditions at the end of 12 and 18 months periods.  At the expiration of 24 months after hospitalization, the case will be considered under §3.321(b) if continued short hours of employment is recommended or if other evidence warrants submission. The notes following diagnostic code 6730 provide for a presumption of permanent and total disability for non-service connected pension purposes when there is active pulmonary tuberculosis in the following circumstances:

(a) Associated with active tuberculosis involving other than the respiratory system.

(b) With severe associated symptoms or with extensive cavity formation.

(c) Reactivated cases, generally.

(d) With advancement of lesions on successive examinations or while under treatment.

(e) Without retrogression of lesions or other evidence of material improvement at the end of six months hospitalization or without change of diagnosis from “active” at the end of 12 months hospitalization.  Material improvement means a lessening or absence of clinical symptoms, and x-ray findings of a stationary or retrogressive lesion. 

Special Monthly Compensation under provisions of 38 U.S.C. §1114(q) for inactive tuberculosis
M21-1 MR, IV.ii.2.I.54 

SMC Under 38 U.S.C. 1114(q)

a.  PL 82-427, effective August 1, 1968, established a minimum level of SMC for veterans whose tuberculosis was completely arrested. 

Note: The minimum rate of SMC payable under this law was $67.00.

b.  PL 90-493, effective August 19, 1968, repealed 
38 U.S.C. 1114(q)
 except for those veterans who on August 19, 1968, were receiving or entitled to receive disability compensation for tuberculosis. 

Reference: For more information on related changes to 38 CFR, Part 3, Adjudication, see Transmittal Sheet 429.

For a veteran who was receiving or entitled to receive compensation for tuberculosis on August 19, 1968, the minimum monthly rate of compensation is $67.  This minimum monthly rate is not to be combined with or added to any other disability compensation.  This amount has not been included in cost of living increases that have applied to other benefits through the years, and now, the payment for a 10% disability is greater than statutory (q).  If the veteran has any other compensable conditions, they would be the greater benefit and payment under (q) would be discontinued. 

RATING NON-TUBERCULOUS RESPIRATORY DISORDERS
Non-tuberculosis diseases have been organized into categories:

· Bacterial infections of the lung

· Interstitial lung disease

· Mycotic lung disease

· Restrictive lung disease
Pulmonary vascular disease, and new growths, both malignant and benign, are in the category of non-tuberculosis disease but are not a part of the above-cited categories.  

Many conditions were given new diagnostic codes when the criteria were amended on October 7, 1996 in order to group conditions in the same category together.

These conditions are rated under diagnostic codes 6817 through 6847. 

6817     Pulmonary vascular disease 
Pulmonary hypertension is present when pulmonary artery pressure rises to a high level inappropriate for a given level of cardiac output.  Pulmonary emboli arise from thrombi in the venous circulation or right side of the heart (thrombo-embolism), from tumors that have invaded the venous circulation (tumor emboli), or from other sources (amniotic fluids, fat, bone marrow, and foreign intravenous material).

Evaluation criteria:

· Primary pulmonary hypertension, or; chronic pulmonary thrombo-embolism with evidence of pulmonary hypertension, right ventricular hypertrophy, or cor pulmonale, or; pulmonary hypertension secondary to other obstructive disease of pulmonary arteries or veins with evidence of right ventricular hypertrophy or cor pulmonale
100%

· Chronic pulmonary thrombo-embolism requiring anticoagulant therapy, or; following inferior vena cava surgery without evidence of pulmonary hypertension or right ventricular dysfunction
60%

· Symptomatic, following resolution of acute pulmonary embolism
30%

· Asymptomatic, following resolution of pulmonary thrombo-embolism
0%

The note following the rating criteria states that other residuals following pulmonary embolism should be rated under the most appropriate diagnostic code, such as chronic bronchitis (DC 6600) or chronic pleural effusion or fibrosis (DC 6844), but that evaluation should not be combined with any of the above evaluations.

6819
Neoplasms, malignant, any specified part of respiratory system exclusive 

of skin growths

Bronchogenic carcinoma (lung cancer) is a term denoting primary malignant tumors of the airway epithelium.  The most common types include squamous cell and adenocarcinoma (30-35%), small cell (20-25%) and large cell (15%). 

Evaluation criteria:

· Neoplasms, malignant
100%

Note: A rating of 100 percent shall continue beyond the cessation of any surgical, X-ray, antineoplastic chemotherapy or other therapeutic procedure. Six months after discontinuance of such treatment, the appropriate disability rating shall be determined by mandatory VA examination. Any change in evaluation based upon that or any subsequent examination shall be subject to the provisions of 38 C.F.R. § 3.105(e).  If there has been no local recurrence or metastasis, rate on residuals. 

6820
Neoplasms, benign, any specified part of respiratory system

Benign new growths involving any specified part of the respiratory system are to be evaluated using an appropriate respiratory analogy. 

Bacterial Infections of the Lung (diagnostic codes 6822 through 6824)

This category includes the following disabilities.

6822   Actinomycosis

Actinomyces israelii occur in the normal flora of the mouth and tonsillar crypts.  When introduced into traumatized tissue and associated with other anaerobic bacteria, these actinomycetes become pathogens.  Lesions may develop in the lungs or gastrointestinal tract.

6823   Nocardiosis

Nocardia asteroides and Nocardia brasiliensis (aerobic filamentous soil bacteria) cause pulmonary and system nocardiosis.  Pulmonary involvement usually starts with malaise, weight loss, fever, and night sweats.  Cough and the production of purulent sputum are the chief complaints.

6824   Chronic lung abscess

Lung abscess appears as a thick-walled solitary cavity surrounded by consolidation and is a type of anaerobic pleuroplumonary infection.   

General Rating Formula for Bacterial Infections of the Lung ( diagnostic codes 6822 through 6824): 

· Active infection with systemic symptoms such as fever, night sweats, weight loss, or hemoptysis
100%

· Depending on the specific findings, rate residuals as interstitial lung disease, restrictive lung disease, or, when obstructive lung disease is the major residual, as chronic bronchitis (DC 6600). 

Interstitial Lung Disease (diagnostic codes 6825 through 6833)

This category includes:

6825   Diffuse interstitial fibrosis (interstitial pneumonitis, fibrosing alveolitis)

Cryptogenic fibrosing alveolitis is the most common diagnosis among patients presenting with interstitial lung disease.  

6826   Desquamative interstitial pneumonitis

Desquamative interstitial pneumonitis (DIP) resembles idiopathic pulmonary fibrosis, but the histology tends to be more uniform: the cellular infiltrate is  sparser and less pleomorphic.

6827   Pulmonary alveolar proteinosis

A rare disease of unknown etiology characterized pathologically by filling of alveolar spaces with granular, periodic acid-Schiff (PAS) - positive material consisting mostly of phospholipids and proteins.

6828   Eosinophilic granuloma of lung

A group of diseases of both known and unknown etiology characterized by eosinophilic pulmonary infiltration and commonly, peripheral blood esinophilia.

6829   Drug-induced pulmonary pneumonitis and fibrosis

Inflammation of the lungs due to ingestion of drugs. 

6830   Radiation-induced pulmonary pneumonitis and fibrosis

Inflammation of the lung due to exposure to radiation.

6831   Hypersensitivity pneumonitis (extrinsic allergic alveolitis)

A diffuse interstitial granulomatous lung disease caused by an allergic response after inhalation of one of a variety of organic dusts, or less commonly, simple chemicals.

6832   Pneumoconiosis (silicosis, anthracosis, etc.)

Anthracosis is a disease of the lungs caused by heavy inhalation of bituminous or anthracite coal dust, characterized pathologically by focal emphysema (pathological accumulation of air in pulmonary tissues), bronchial irritation and eventually a massive fibrosis (formation of fibrous tissues), causing impairment of ventilatory function.  Silicosis is fibrogenic pneumoconiosis due to the inhalation of crystalline-free silica (quartz) dust characterized by discrete nodular pulmonary fibrosis and in more advanced cases, by conglomerate fibrosis and respiratory impairment.

ASBESTOSIS

6833   Asbestosis.

A diffuse fibrous pneumoconiosis resulting from the inhalation of asbestos dust (fibrous mineral silicates of different chemical compositions).

There are no diseases for which service connection may be granted on a presumptive basis specifically by reason of exposure to asbestos.  However, a person’s exposure to asbestos may lead to any of several diseases, including pleural effusions and fibrosis, pleural plaques, mesotheliomas of the pleura and peritoneum, lung cancer, and cancers of the gastrointestinal tract.  Cancers of the larynx and pharynx as well as the urogenital system (except the prostate) are also associated with asbestos exposure.  Persons with asbestos exposure have an increased incidence of bronchial, lung, pharyngolaryngeal, gastrointestinal and urogenital cancer.  

Asbestos spicules are microscopic in size.  A single exposure can lead to any of the above-named diseases.  

U.S. Navy veterans who served aboard WWII-era ships and/or worked in shipyards have high risk of asbestos exposure.  Certain types of U.S. Navy ratings (enlisted jobs) had higher risk of asbestos exposure than others.  Some of those jobs are boiler tender (BT), machinist mate (MM), construction mechanic (CM), hull technician (HT), damage control man (DC).  U.S. Army soldiers who worked in motor pools changing brake linings, or who worked on tanks or other tracked vehicles also have high risk of asbestos exposure.

See Dyment v. West, which states, among other things, that there is no presumption in the law of asbestos exposure by anyone, including Navy veterans.  A history of asbestos exposure is a factual determination that must be made on a case-by-case basis.

M21-1MR, IV.ii.2.C.9 has an excellent discussion about asbestos-related diseases and provides guidelines for handling claims for disease by reason of asbestos exposure.  

General Rating Formula for Interstitial Lung Disease (diagnostic codes 6825 through 6833): 

· Forced Vital Capacity (FVC) less than 50-percent predicted, or; Diffusion Capacity of the Lung for Carbon Monoxide by the Single Breath Method (DLCO (SB)) less than 40- percent predicted, or; maximum exercise capacity less than 15 ml/kg/min oxygen consumption with cardiorespiratory limitation, or; cor pulmonale or pulmonary hypertension, or; requires outpatient oxygen therapy
100%

· FVC of 50- to 64-percent predicted, or; DLCO (SB) of 40- to 55-percent predicted, or; maximum exercise capacity of 15 to 20 ml/kg/min oxygen consumption with cardiorespiratory limitation
60%

· FVC of 65- to 74-percent predicted, or; DLCO (SB) of 56- to 65-percent predicted
30%

· FVC of 75- to 80-percent predicted, or; DLCO (SB) of 66- to 80-percent predicted
10%

Mycotic Lung Disease (diagnostic codes 6834 through 6839)

This category includes:

6834   Histoplasmosis of lung

Infection with Histoplasma capsulatum; it may produce different clinical pictures: (1) a systemic febrile disease with splenomegaly, septic fever, anemia, and leukopenia, simulating kala-azar; (2) lymphatic involvement resembling Hodgkin's disease, lymphosarcoma, leukemia, or aplastic anemia; (3) pulmonary symptoms with cavitation and fibrous adhesions of the pleura, sometimes complicating tuberculosis; (4) or ulcerative lesions of the skin and mucosa.  Because of the characteristic intracellular location of the causative organisms, sometimes called cytomycosis or reticuloendothelial cytomycosis.

6835   Coccidioidomycosis

A disease caused by infection of the lungs with Coccidioides immitis, usually occurring in a primary form as an acute, benign, self-limiting respiratory disease or in a progressive form as a chronic, often fatal, infection of the skin, lymph nodes, spleen, liver, bones, kidneys, meninges, and brain.  

6836   Blastomycosis

An infectious disease caused by the fungus Blastomyces dermatitidis, primarily involving the lungs but occasionally spreading hematogenously (through the blood stream), characteristically to the skin.  If primary, it may involve the lymph nodes, and may spread to other systems.  More commonly, it forms patches of bronchopneumonia.  Secondary involvement produces widespread miliary type lesions throughout the lungs. 

6837   Cryptococcosis

An infectious disease due to the fungus Cryptococcus neoformans with a primary focus in the lung and characteristic spread to the meninges and occasionally to the kidneys, bone and skin.

6838   Aspergillosis

An infectious disease of the lung, with occasional hematogenous spread, caused by various Aspergillus esp. especially A. Fumigatus.  A noninvasive pulmonary disorder may also occur as an allergic reaction to A. Fumigatus.  

6839   Mucormycosis

Also known as phymocosis or zygomycosis.  It is a term that includes numerous diseases associated with the presence of broad, non-septate hyphae in tissue.  

General Rating Formula for Mycotic Lung Disease (diagnostic codes 6834 through 6839): 

· Chronic pulmonary mycosis with persistent fever, weight loss, night sweats, or massive hemoptysis
100%

· Chronic pulmonary mycosis requiring suppressive therapy with no more than minimal symptoms such as occasional minor hemoptysis or productive cough
50%

· Chronic pulmonary mycosis with minimal symptoms such as occasional minor hemoptysis or productive cough
30%

· Healed and inactive mycotic lesions, asymptomatic
0%

Note: Coccidioidomycosis has an incubation period up to 21 days, and the disseminated phase is ordinarily manifest within six months of the primary phase.  However, there are instances of dissemination delayed up to many years after the initial infection that may have been unrecognized.  Accordingly, when service connection is under consideration in the absence of record or other evidence of the disease in service, service in southwestern United States where the disease is endemic and absence of prolonged residence in this locality before or after service will be the deciding factor.

Restrictive Lung Disease (diagnostic codes 6840 through 6845)

This category includes:

6840   Diaphragm paralysis or paresis

This diagnostic code is used for the evaluation of restrictive lung disease secondary to paralysis or paresis of the diaphragm.

6841   Spinal cord injury with respiratory insufficiency

This diagnostic code is used for the evaluation of restrictive lung disease secondary to spinal cord injury.

6842
Kyphoscoliosis, pectus carinatum, pectus excavatum, 

Kyphoscoliosis is the backward and lateral curvature of the spinal column as in vertebral osteochondrosis (Scheuermann’s disease).

Pectus carinatum is a condition of the chest in which the sternum is prominent, due to obstruction of infantile respiration or to rickets.

Pectus excavatum is a term of the chest, funnel chest or “hollowed breast”.

6843   Traumatic chest wall defect, pneumothorax, hernia, etc

This diagnostic code is used for the evaluation of restrictive lung disease secondary to traumatic chest wall defect.

6844   Post-surgical residual (lobectomy, pneumonectomy, etc.)

This diagnostic code is used for the evaluation of restrictive lung disease secondary to post surgical residuals such as lobectomy.

6845   Chronic pleural effusion or fibrosis

This diagnostic code is used for the evaluation of restrictive lung disease secondary to pleural effusion or fibrosis. Pleurisy would also be evaluated under this DC.

General Rating Formula for Restrictive Lung Disease (diagnostic codes 6840 through 6845): 

· FEV-1 less than 40 percent of predicted value, or; the ratio of Forced Expiratory Volume in one second to Forced Vital Capacity (FEV-1/FVC) less than 40 percent, or; Diffusion Capacity of the Lung for Carbon Monoxide by the Single Breath Method (DLCO (SB)) less than 40-percent predicted, or; maximum exercise capacity less than 15 ml/kg/min oxygen consumption (with cardiac or respiratory limitation), or; cor pulmonale (right heart failure), or; right ventricular hypertrophy, or; pulmonary hypertension (shown by Echo or cardiac catheterization), or; episode(s) of acute respiratory failure, or; requires outpatient oxygen therapy
100%

· FEV-1 of 40- to 55-percent predicted, or; FEV-1/FVC of 40 to 55 percent, or; DLCO (SB) of 40- to 55-percent predicted, or; maximum oxygen consumption of 15 to 20 ml/kg/min ( with cardiorespiratory limit)
60%

· FEV-1 of 56- to 70-percent predicted, or; FEV-1/FVC of 56 to 70 percent, or; DLCO (SB) 56- to 65-percent predicted
30%

· FEV-1 of 71- to 80-percent predicted, or; FEV-1/FVC of 71 to 80 percent, or; DLCO (SB) 66- to 80-percent predicted
10%

Or rate primary disorder. 

Note (1): A 100-percent rating shall be assigned for pleurisy with empyema, with or without pleurocutaneous fistula, until resolved. 

Note (2): Following episodes of total spontaneous pneumothorax, a rating of 100 percent shall be assigned as of the date of hospital admission and shall continue for three months from the first day of the month after hospital discharge. 

Note (3): Gunshot wounds of the pleural cavity with bullet or missile retained in lung, pain or discomfort on exertion, or with scattered rales or some limitation of excursion of diaphragm or of lower chest expansion shall be rated at least 20-percent disabling.  Disabling injuries of shoulder girdle muscles (Groups I to IV) shall be separately rated and combined with ratings for respiratory involvement. Involvement of Muscle Group XXI (DC 5321), however, will not be separately rated. 

6846   Sarcoidosis

Sarcoidosis is characterized by the presence in all affected organs or tissues of epithelioid cell tubercles, without caseation, and with little or no round cell reaction, becoming converted, in the older lesions, into a rather hyaline, featureless fibrous tissue.  This disease is subject to presumptive service connection.

Evaluation criteria:

· Cor pulmonale, or; cardiac involvement with congestive heart failure, or; progressive pulmonary disease with fever, night sweats, and weight loss despite treatment
100%

· Pulmonary involvement requiring systemic high dose (therapeutic) corticosteroids for control 
60%

· Pulmonary involvement with persistent symptoms requiring chronic low dose (maintenance) or intermittent corticosteroids
30%

· Chronic hilar adenopathy or stable lung infiltrates without symptoms or physiologic impairment
0%

Or rate active disease or residuals as chronic bronchitis (DC 6600) and extra-pulmonary involvement under specific body system involved 

6847   Sleep Apnea Syndromes (Obstructive, Central, Mixed)

Sleep apnea is a syndrome manifested by excessive daytime somnolence and loud intermittent snoring.  An all night polygraphic recording is used to assess the frequency and severity and type. During an apneic episode, the saturation of the oxygen falls and bradycardia alternates with tachycardia.  Recognized complications include pulmonary hypertension, cardiac enlargement and increased risk of sudden death during sleep.   In very severe cases, the most effective treatment is tracheostomy.  Nasal continuous positive airway pressure (CPAP) is now used in 80% of severe cases.   

Evaluation levels are based on symptoms, treatment requirements, and the presence of cor pulmonale or respiratory failure.

Evaluation criteria:

· Chronic respiratory failure with carbon dioxide retention or cor pulmonale, or; requires tracheostomy
100%

· Requires use of breathing assistance device such as continuous airway pressure (CPAP) machine
50%

· Persistent day-time hypersomnolence
30%

· Asymptomatic but with documented sleep disorder breathing
0%

It is important when rating any condition that the medical evidence is adequate to support an evaluation based on the criteria of the rating schedule for the appropriate diagnostic code. Examination reports from VA medical centers, which do not conform to the requirements of the rating schedule, must be returned as inadequate.

CLAIMS BASED ON USE OF TOBACCO PRODUCTS RECEIVED 
JUNE 10, 1998 OR LATER
The Veterans Benefits Act of 1998 was enacted on June 9, 1998.  The provisions of that section apply to claims received June 10, 1998, or later.  It added section 1103 to Title 38 U.S.C. which prohibits establishment of service connection for a veteran’s disability or death on the basis that it resulted from disease or injury attributable to the use of tobacco products during service.. 

Fast Letter 01-30 dated April 24, 2001 provided the final regulatory amendment adding 38 CFR § 3.300, Claims based on the effects of tobacco products.  The effective date of this regulation is retroactive to June 10, 1998.  

The regulation states that, for claims received by VA after June 9, 1998, disability or death will not be service connected on the basis that it resulted from injury or disease attributable to the veteran’s use of tobacco products during service.  Regulatory amendments state that claims for direct or secondary service connection based on tobacco use will be denied.

Service connection is not prohibited under certain circumstances:

(1) The disability or death resulted from a disease or injury that is otherwise shown to have been incurred or aggravated during service.  For purposes of this section, “otherwise shown” means that the disability or death can be service-connected on some basis other than the veteran's use of tobacco products during service, or that the disability became manifest or death occurred during service; or

(2) The disability or death resulted from a disease or injury that appeared to the required degree of disability within any applicable presumptive period under §§3.307, 3.309, 3.313, or 3.316; or

(3) Secondary service connection is established for ischemic heart disease or other cardiovascular disease under §3.310(b).

Following this rule, General Counsel provided Precedent Opinion 6-2003 dated October 28, 2003.  This opinion states, in summary, that:

· Neither 38 U.S.C. § 1103(a), which prohibits service connection of a disability or death on the basis that it resulted from injury or disease attributable to the use of tobacco products by the veteran during service, 

· nor VA’s implementing regulations at 38 CFR § 3.300, bar a finding of secondary service connection for a disability related to the veteran’s use of tobacco products after the veteran’s service, where that disability is proximately due to a service-connected disability (that is itself not related to the use of tobacco products during service).  

· Further, the secondary disability may be considered as a possible basis for service connection of the veteran’s death, applying the rules generally applicable in determining eligibility for dependency and indemnity compensation (DIC).

General Counsel Opinion Assessment Document (DAD) to VAOPGCPREC 6-2003 states:

Secondary service connection may be established for a tobacco-related disability or death that is a result of or aggravated by a service-connected disability unrelated to tobacco use. 

REVIEW QUESTIONS
Anatomy, Function, and Definitions

Circle the most appropriate answer or write a brief answer in response to the fact patterns.

1. The total number of sinuses is?

a. 4

b. 6

c. 8

d. 12

2. The trachea divides into two branches called?

a. wind pipes

b. esophagus

c. right and left bronchus

d. right and left trachea

3. The veteran ingested a caustic substance while in service.  What portions of the respiratory system may be involved?

a. The larynx.

b. The epiglottis.

c. The lungs.

d. None of the above

e. All of the above

4. The coverings of the lungs are called:

a. Lung sacs.

b. Pleura.

c. Air bags.

5. On entering active duty, the veteran admitted to suffering from “hay fever.”  Service medical records reveal that in March and October of each of the four years during which she served, the veteran reported to sick call with complaints of nasal congestion, watering red eyes and headaches.  The only diagnosis as to these complaints is “allergies,” without any elaboration or additional diagnosis.  Follow-up treatment reports show that the veteran’s symptoms resolved after a month to six weeks without any treatment.  The veteran has the same complaints following discharge and has applied for service connection for “allergies.”  What is the proper action by the rating specialist?

Diseases of the Nose and Throat 

1. The veteran is suffering from a chronic uncharacterized rhinitis with reports of permanent hypertrophy of turbinates and approximately 60% obstruction of nasal passage on both sides.  What is the diagnostic code that should be used when rating?

a. DC 6522

b. DC 6523

c. DC 6524

d. DC 6501

2. The veteran has been diagnosed as having a pansinusitis.  This indicates that more than one of the sinuses is involved.  Will the rating to be assigned reflect increased disability due to the involvement of more than one sinus?

a. Yes

b. No

c. Add 10 percent to the evaluation assigned.

3. The veteran is service connected for stenosis of the larynx with a 10% evaluation. A current VA review examination includes a PFT test report that shows FEV-1 of 60% predicted.  The veteran is noted to speak with great difficulty.  VA outpatient treatment reports received at the same time as the review examination show that the veteran has been treated over the past year on nearly a monthly basis at the local VAMC and that he has considerable difficulty speaking.  He is noted to rarely speak above a whisper.  What is the correct evaluation?

a. C&C 10%

b. 30% DC 6520

c. 60% DC 6520

d. 60% DC 6520-6519

Pulmonary Function Testing (Diseases of the trachea and bronchi)

1. Chronic bronchitis is best defined as a disability that is productive of:

a. Loss of breath.

b. An expectoration.

c. Coughing with an expectoration.

2. You have received an examination report from the VAMC which includes a pulmonary function test report which you will use to evaluate a veteran’s service connected pulmonary emphysema.  The PFT includes results of one test, with no indication as to whether the test was administered before or after bronchodilation.  What is the correct action?

a. Rate on available evidence, including any interpretation of test results offered by the veteran’s physician.

b. Use the PFT as submitted with reduction to the next lower evaluation.

c. Return the examination as inadequate, with an explanation of any deficiencies.

d. Reschedule the veteran for another examination.

Service Connection for Pulmonary Tuberculosis

1. Pleurisy is an infection of:

a. The pleura

b. lungs and pleura.

c. lungs

2. Recently discharged veteran is diagnosed with active tuberculosis of the larynx one month after separation.  Chose among the below options to correctly rate this claim: 

a. Grant 100 percent from date tuberculosis was first noted; evaluate at 100 percent for one year; and then use graduated rating.

b. Grant 100 percent from date tuberculosis first diagnosed followed by a 100 percent evaluation for one year of inactivity following the arrest of active tuberculosis. . Rate the residuals following one year of inactivity.
c. Deny service connection as not shown in service.

3. While on active duty, the veteran consistently had positive skin tests for tuberculosis. X-rays were normal.  There is no diagnosis of tuberculosis or of any respiratory condition either during or after military service.  All tests except for the skin tests are negative.  The veteran claims service connection for positive TB tests.  What is the result?

a. Grant service connection for an allergic skin reaction under one of the 7800 series diagnostic codes.

b. Grant service connection for tuberculosis with a 0% evaluation under DC 6724.

c. Deny service connection.

4. The veteran was discharged from active duty within the past year.  He never complained of and was never treated for tuberculosis or for any respiratory condition while on active duty.  Following discharge, he was diagnosed with pulmonary tuberculosis.  You find chest x-rays in service medical records that a VA specialist determines to be consistent with a diagnosis of tuberculosis, given the current medical evidence following service establishing the active disease.  Is service connection in order on a presumptive basis? 

Rating non-tuberculosis respiratory disorders
1.  Veteran worked as a bulldozer operator moving large amounts of pulverized coral while in service during WW II.  He was diagnosed as having a pneumoconiosis in 1968 and evaluated at 30 percent.  Recent examination shows PFT with FVC of 45% of predicted.  What evaluation should be assigned?

a. 60 percent.

b. 100 percent.

c. Continue the 30 percent.

2.  A malignancy of any part of the respiratory system will be evaluated ?

a. 100 percent.

b. On residual disability arising from the area of involvement.

c. 100 percent to continue for six months after discontinuance of surgery, x-ray, antineoplastic chemotherapy or other therapeutic procedure.  Rate on residuals thereafter if no metastasis or local recurrence.  

3.  The veteran suffers from service-connected sarcoidosis, evaluated at 30% because of pulmonary involvement with persistent symptoms with intermittent low dose steroid therapy.  The recently received outpatient treatment reports confirm the steroid therapy and include several pulmonary function test reports that show FEV-1/FVC of 45%. What is the correct evaluation and diagnostic code for the veteran’s sarcoidosis?

a.  30% under DC 6846

b.  60% under DC 6846

c.  60% under DC 6846-6600
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