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ORGANS OF SPECIAL SENSE - EYES
Anatomy and physiology 
[image: image2.png]Conjunctiva

Bulbar conjunctiva

Chamber

Cillary process.



Sight and hearing are among the important senses that provide perceptions to human beings about environmental stimuli and conditions outside of the human body.  Structures and functions of the eye are constituents of the visual system.

The eye is the organ of sight, a nearly spherical hollow globe filled with fluids (humors).  The outer layer or tunic (sclera, or white, and cornea) is fibrous and protective.  The middle tunic layer (choroid, ciliary body and the iris) is vascular. The innermost layer (the retina) is nervous or sensory.  The fluids in the eye are divided by the lens into the vitreous humor (behind the lens) and the aqueous humor (in front of the lens).  The lens itself is flexible and suspended by ligaments which allow it to change shape to focus light on the retina, which is composed of sensory neurons.
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The visual system includes the external and internal eye structures of the eyeball.  The eye is the organ of sight that transmits images to the brain for interpretation.  The external (extraocular) structures including the eyelids, eyelashes, conjunctivae, and lacrimal apparatus protect and lubricate the eyes.  Readily visible anterior internal (intraocular) structures include the sclera, cornea, anterior chamber, iris, and pupil.  Other intraocular structures are visible only with the use of an opthalmoscope or other instrument.  These structures include aqueous humor, lens, ciliary body, vitreous humor, retina and choroid.  The retina, the innermost layer of the eyeball, contains the tissue from the nervous system which receives visual stimuli.

The internal and external parts of the eye are controlled by extraocular muscles.  Six cranial nerves innervate the eye, the ocular muscles, and the lacrimal apparatus.  The coordinated action of the six cranial nerves control eye movement.

The human eye is the organ which gives us the sense of sight, allowing us to learn more about the surrounding world than we do with any of the other four senses.  We use our eyes in almost every activity we perform, whether reading, working, watching television, writing a letter, driving a car, and in countless other ways.  Most people probably would agree that sight is the sense they value more than all the rest.  

The eye allows us to see and interpret the shapes, colors, and dimensions of objects in the world by processing the light they reflect or emit.  The eye is able to see in bright light or in dim light, but it cannot see objects when light is absent.

process of vision
[image: image4.png]


Light waves from an object (such as a tree) enter the eye first through the clear cornea and then through the pupil, the circular aperture (opening) in the iris.  The light waves are converged first by the cornea, and then further by the crystalline lens, to a nodal point (N) located immediately behind the back surface of the lens.  At that point, the image becomes inverted (turned upside-down).

The light progresses through the gelatinous vitreous humor and, ideally, back to a clear focus on the retina, the central area of which is the macula.  (If the eye is considered to be a type of camera, the retina is equivalent to the film inside the camera, registering the tiny photons of light which interact with it.)  In the retina, light impulses are changed into electrical signals and then sent along the optic nerve and back, along the visual pathway, to the occipital (posterior) lobe of the brain, which interprets these electrical signals as visual images.  When the light entering the eyes is bright, the pupils will constrict (get smaller), due to the pupillary light response.  Actually, then, we do not “see” with our eyes but, rather, with our brains.  Our eyes merely are the beginnings of the visual process.

myopia, hyperopia, astigmatism
If the incoming light from a far away object focuses before it gets to the back of the eye, that eye’s refractive error is called “myopia” (nearsightedness).  If incoming light from something far away has not focused by the time it reaches the back of the eye, that eye’s refractive error is “hyperopia” (farsightedness).

In the case of “astigmatism,” one or more surfaces of the cornea or lens (the eye structures which focus incoming light) are not spherical (shaped like the side of a basketball) but, rather, are cylindrical or toric (shaped more like the side view of a football).  As a result, there is no distinct point of focus inside the eye but, rather, a smeared or spread-out focus.  Astigmatism is the most common refractive error.

presbyopia (“after 40” vision)
After age 40, and most noticeably after age 45, the human eye is affected by presbyopia, which results in greater difficulty maintaining a clear focus at a near distance with an eye which sees clearly at a far away distance (the latter being with or without the aid of glasses or contact lenses or following a LASIK procedure).  This is due to a lessening of flexibility of the crystalline lens, as well as to a weakening of the ciliary muscles which control lens focusing, both attributable to the aging process.

eye growth
The average newborn’s eyeball is about 18 millimeters in diameter from front to back (axial length); it grows slightly to a length of approximately 19½ millimeters as an infant; and it continues to grow gradually to a length of about 24-25 millimeters, or about 1 inch, in adulthood.  (A ping-pong ball is about 1½ inch in diameter, which makes the average adult eyeball about 2/3 the size of a ping-pong ball.)  The eyeball is set in a protective cone-shaped cavity in the skull called the “orbit” or “socket.”

extraocular muscles
The orbit is surrounded by layers of soft, fatty tissue which protect the eye and enable it to turn easily.  Three pairs of extraocular muscles regulate the motion of each eye: the medial/lateral rectus muscles, the superior/inferior rectus muscles, and the superior/inferior oblique muscles.

eye structures
Among the most important components of the human eye are the cornea, conjunctiva, iris, crystalline lens, vitreous humor, retina, macula, optic nerve, and extraocular muscles.  

RATING EYE CONDITIONS
For disability rating purposes, eye conditions are classified in one of the following ways:

· Eye diseases are rated either by a level of activity or upon chronic residuals, as reflected by impairment of vision;

· Impairment of central visual acuity – how well one sees objects with each eye, whether near or far;

· Impairment of field of vision – how large a visual area one can see with each eye;

· Impairment of muscle function – how well one’s eye muscles function to permit one’s binocular vision to work.

Refractive Errors
Excerpt from M21-1 MR, III.iv.4.B.10

	d. Considering  Service Connection for Refractive Errors
	Refractive errors are: 

· due to anomalies in the shape and conformation of the eye structures, and

· generally of congenital or developmental origin.

Examples:  Astigmatism, myopia, hyperopia, and presbyopia.



	
	The effect of uncomplicated refractive errors must be excluded in considering impairment of vision from the standpoint of service connection and evaluation.

Exception:  Myopia may progress rapidly during the periods of service and lead to destructive changes, such as:

· changes in the choroid

· retinal hemorrhage, and

· retinal detachment.

Notes:

· Children are usually hyperopic at birth and subsequently become less so, or they become emmetropic, or even myopic.

· In adults, refractive errors are generally stationary or change slowly until the stage of presbyopia, also a developmental condition.

Reference:  For more information on considering service connection for refractive error of the eye, see 38 CFR 3.303(c).



	e. Reconciling Inconsistent Findings with Refractive Error
	When dealing with refractive error only, if the best corrected vision on any examination by the Department of Veterans Affairs (VA) is better than prior determinations, assume these prior determinations to be erroneous or at least as not representing best correction.




	f. Establishing Service Connection for Unusual Developments  
	Long-established policy permits establishment of service connection for such unusual developments as choroidal degeneration, retinal hemorrhage or detachment, or rapid increase of myopia producing uncorrectable impairment of vision.  

Consider refractive error service-connected (SC) only under these unusual circumstances and when combined with uncorrectable residual visual impairment.
Note:  Irregular astigmatism may be due to corneal inflammation due to injury or operation.


In considering impairment of vision from the standpoint of service connection and evaluation, it is necessary to exclude the effect of uncomplicated refractive errors. 

Refractive errors are due to anomalies in the shape and conformation of the eye structures, generally of congenital or developmental origin.

VA considers three conditions as forms of refractive error: 

· Regular astigmatism, a defect caused by a difference of axis and irregularities in the cornea with inability of the lens to refract to the extent necessary to compensate for the irregularities; 

· Presbyopia (hyperopia), a defect producing a short axis and causing the image to focus behind the retina (also known as farsightedness); and 

· Myopia, a defect producing a long axis, thus causing the image to focus in front of the retina (also known as nearsightedness).

Refer to M21-1 MR, III.iv.4.B.10 above as to possibilities for service connection for these three conditions. 

Visual Examinations 

To properly evaluate eye conditions one must be familiar with the paragraphs in the rating schedule that address various issues and facets of the examination process.

38 CFR §4.75  Examination of visual acuity.


Ratings on account of visual impairments considered for service connection are, when practicable, to be based only on examination by specialists.  Such special examinations should include uncorrected and corrected central visual acuity for distance and near with record of the refraction.  Snellen’s test type or its equivalent will be used.  Mydriatics should be routine, except when contraindicated.  Funduscopic and ophthalmological findings must be recorded.  The best distant vision obtainable after best correction by glasses will be the basis of rating, except in cases of keratoconus in which contact lenses are medically required.  Also, if there exists a difference of more than 4 

 diopters of spherical correction between the two eyes, the best possible visual acuity of the poorer eye without glasses, or with a lens of not more than 4 diopters difference from that used with the better eye will be taken as the visual acuity of the poorer eye.  When such a difference exists, close attention will be given to the likelihood of congenital origin in mere refractive error.

In rating eye conditions, there must be an established diagnosis.  If a diagnosis is not given or not supported by the findings, the exam is not adequate for rating purposes.

Excerpt from M21-1 MR, III.iv.4.B.10

b. Citing Disease or Injury in Diagnosis

Show the actual disease, injury, or other basic condition as the diagnosis, rather than a mere citation of impaired visual acuity, field of vision, or motor efficiency.

Note: Actual pathology, other than refractive error, is required to support impairment of visual acuity. Impaired field of vision and impaired motor field function must be supported by actual appropriate pathology.

Eye exams for rating purposes must be conducted by specialists. The exams should show uncorrected and corrected central visual acuity, both distant and near.  It is important to have central vision shown as some diseases affect central visual acuity.  If an examiner shows the veteran viewing eccentrically only, the exam must be returned as inadequate.  It will not allow you to fairly evaluate the veteran’s condition.  

Tests for sight include: 

· visual acuity:  The ability to read letters of various sizes at a standard distance.

· visual fields:  The area within which objects may be seen when the eye is fixed.

· ophthalmoscopy:  Examination of the interior of the eye.

· slit lamp:  A device or lamp used in the examination of the eye.

· external examination.

Visual acuity is tested by having the patient look at an eye chart 20 ft (6 m) away.  A patient who normally wears glasses should have them on.  As each eye is covered alternately, the acuity in the opposite eye is determined.  A Snellen notation of 20/40 (6/12) indicates that the smallest letter that can be read by someone with normal vision at 40 ft (12 m) has to be brought to 20 ft (6 m) before it is recognized by the patient.  (See page 21 below for further discussion of rating on the basis of visual acuity.)

The best distant vision with correction will be used as the basis for the rating.  One exception is where there is more than four diopters* difference of spherical correction between the two eyes.  In this case, use the best possible visual acuity of the poorer eye without glasses.

*Diopter (di-op' tər):  A unit of refractive power of lenses: the reciprocal of the focal length in meters is the refractive power in diopters.

When there is disease or injury to the optic nerve, such as with macular degeneration, glaucoma, or retinitis pigmentosa, field of vision measurements should be included on the exam.

Visual Field Examinations
38 CFR §§4.76  and 4.76a provide a complete discussion on visual field exams.  Also see excerpt below from M21-1 MR, III.iv.4.B.10, and Diagnostic Code 6080.

Excerpt from M21-1MR, III.iv.4.B.10

a. Measuring Field of Vision

In all claims, when the extent of the field of vision is measured by the Goldman bowl perimeter and not a tangent screen, employ the Target III/4e in the kinetic mode. The examiner should record perimeter type, illuminating light level, test object size, color, and test distance with testing done, unseen to seen, with at least 16 meridians, 22 ½ degrees apart, charted for each eye.

Note: If the above guidelines are adhered to, the results equate with those found by the methods of testing required in 38 CFR 4.76.

Reference: See Rating Job Aids [on C&P website] for a Visual Field Calculator that may be used to calculate the field of vision.
38 CFR §4.76  Examination of field vision.


Measurement of the visual field will be made when there is disease of the optic nerve or when otherwise indicated.  The usual perimetric methods will be employed, using a standard perimeter and 3 mm. white test object. At least 16 meridians 22-1/2 degrees apart will be charted for each eye. (See Figure 1. For the 8 principal meridians, see Table III.)  The charts will be made a part of the report of examination.  Not less than 2 recordings, and when possible, 3 will be made.  The minimum limit for this function is established as a concentric central contraction of the visual field to 5º.  This type of contraction of the visual field reduces the visual efficiency to zero.  Where available the examination for form field should be supplemented, when indicated, by the use of tangent screen or campimeter.  This last test is especially valuable in detection of scotoma.
There are several points of which to be aware when we evaluate visual fields.  Although the Rating Schedule talks of using a 3 mm white test object employing the usual perimetric methods, the standard the VA uses (and for evaluative purposes, the medical community) is the Goldmann Bowl Perimeter with a III/4e size test object (A standard method of measuring visual fields.  See “How must visual fields be measured” in VA Clinician’s Guide).  Some examinations may show various size test objects, such as an I/4e or V/4e.  Do not use these or other size test objects to evaluate visual field loss, as they are either smaller or larger than the standard and would result in incorrect evaluation.  

Fast Letter 06-21, dated November 8, 2006 permits the use of Humprey and Octopus automated perimetric devices for determining the extent of visual field loss for rating purposes, but to be accepted the results must be reported on standard Goldmann charts.

For rating purposes, one must remember that when average concentric central contraction of the visual field is to 5º or less, visual efficiency is zero and the eye is rated as if visual acuity were 5/200.

38 CFR §4.76a Computation of average concentric contraction of visual fields.

The extent of contraction of visual field in each eye is determined by recording the extent of the remaining visual fields in each of the eight 45 degree principal meridians. The number of degrees lost is determined at each meridian by subtracting the remaining degrees from the normal visual fields given in Table III.  The degrees lost are then added together to determine total degrees lost.  This is subtracted from 500.  The difference represents the total remaining degrees of visual field.  The difference divided by eight represents the average contraction for rating purposes.

Table III—Normal Visual Field Extent at 8 Principal Meridians


   Meridian
                                                                       Normal degrees


Temporally
85


Down temporally
85


Down
65


Down nasally
50


Nasally
60


Up nasally
55


Up
45


Up temporally
55



Total
500


Example of computation of concentric contraction under the schedule with abnormal findings taken from Figure 1.


Loss
Degrees


Temporally
55


Down temporally
55


Down
45


Down nasally
30


Nasally
40


Up nasally
35


Up
25


Up temporally
35



Total
320


Remaining field 500º minus 320º = 180º.  180º divided by8 = 22.5º average concentric contraction.
38 CFR §4.76a above shows the method generally employed in computing average concentric contraction in visual fields.  We can use a much simpler method.  Instead of subtracting the remaining degrees from the normal field at each of the eight 45 degree  principal meridians, just do the following calculation:

1. Add the remaining field at each of the eight principal meridians, then

2. Divide by 8.

3. The result is the number of degrees of average concentric contraction.

To see how this is done, refer to Figure 1 in the eye section of the Rating Schedule.  The left eye has a contraction of visual field.  To compute this, add the remaining visual field at each of the eight principal meridians as follows:

Meridian
remaining


(degrees)
field


0

20


45

20


90

20


135

20


180

30


225

30


270

20


315

20




180 =total degrees remaining

Divide 180 degrees by eight.  The result is an average concentric contraction of 22.5 degrees for the left eye.

In this example, the left eye would be rated under DC 6080 under the category To 30 degrees but not to 15 degrees.  This would result in a 10% evaluation.  If both eyes had field restriction -- say the right eye was restricted to 35 degrees, and the left to 22½  degrees you would rate as decreased visual acuity.  These are listed under DC 6080 as well.  The left eye would be rated as 20/100 and the right eye as 20/70.  These would be combined under DC 6078 at 30%.

Remember that when evaluating visual fields, they will not normally be as precise as the example given.  You will have to use your judgment as the measurements will quite often fall between say, 20 or 30 degrees, or some other value.  (See page 27 below for further discussion of rating impairment of field of vision.)
Evaluating Diplopia
Where disease or injury involves the extrinsic muscles of the eye or the motor nerve supplying these muscles, the exam should include measurement of muscle function.  This is discussed in 38 CFR §4.77 of the Rating Schedule. 

38 CFR §4.77  Examination of muscle function.

The measurement of muscle function will be undertaken only when the history and findings reflect disease or injury of the extrinsic muscles of the eye, or of the motor nerves supplying these muscles.  The measurement will be performed using a Goldmann Perimeter Chart as in Figure 2 below.  The chart identifies four major quadrants, (upward, downward, and two lateral) plus a central field (20° or less).  The examiner will chart the areas in which diplopia exists, and such plotted chart will be made a part of the examination report.  Muscle function is considered normal (20/40) when diplopia does not exist within 40° in the lateral or downward quadrants, or within 30° in the upward quadrant.  Impairment of muscle function is to be supported in each instance by record of actual appropriate pathology.  Diplopia which is only occasional or correctable is not considered a disability.

Excerpt from M21-1MR, III.iv.4.B.11

d. Considering Diplopia

A diagnosis of diplopia that reflects the disease or injury that is the cause of the diplopia must be of record.

e. Substituting Evaluation of Diplopia

Under the circumstances shown below, substitute the evaluation of diplopia for the evaluation of impairment of visual acuity or visual field.

	If ...
	And ...
	Then ...

	· diplopia is diagnosed, and

·  both eyes have a ratable impairment of either

· visual acuity, or

· visual field
	evaluation assignable  for diplopia is greater than the evaluation assignable for

· visual impairment, or

· visual field deficit
	substitute the evaluation of diplopia for the visual impairment or visual field deficit in the poorer eye.


Note: If only one eye has a ratable impairment, apply the rating for diplopia to that eye but not in combination with any other eye rating.
Reference: For examples of rating decisions for diplopia, see M21-1MR III.iv.4.B.13.

Also see Notes (1) through (4) under DC 6090.

As with visual field loss, diplopia is measured using the Goldmann Bowl Perimeter using an III/4e size test object.  Although in visual field exams each eye is measured separately, for loss of visual field when evaluating diplopia, there is only one eye chart measuring both eyes together because diplopia (or double vision) is generally a function of both eyes.  However, only the poorer eye is rated for diplopia per the rating schedule.  The impairment is based on the effect of diplopia on central vision.  Thus, if diplopia is present within 20 degrees of central vision the eye is rated as 5/200.  If diplopia is beyond 40 degrees it would be rated equivalent to 20/40.  Your downward, side, or upward gaze also has a bearing on how severely diplopia is evaluated.  

If diplopia extends beyond one quadrant or range of degrees, evaluate it on the quadrant and degree range that would provide the highest evaluation.  If diplopia is present in two individual and separate areas of the same eye, elevate the visual acuity one step worse, but no worse than 5/200.  (See page 29 below for further discussion of rating impairment of muscle function.)
Aggravation
From the information on refractive error, we know that service connection may be established for some conditions by aggravation.  In these cases, special rating procedures apply.

38 CFR §4.78  Computing aggravation.

In determining the effect of aggravation of visual disability, even though the visual impairment of only one eye is service connected, evaluate the vision of both eyes, before and after suffering the aggravation, and subtract the former evaluation from the latter except when the bilateral vision amounts to total disability.  In the event of subsequent increase in the disability of either eye, due to intercurrent disease or injury not associated with the service, the condition of the eyes before suffering the subsequent increase will be taken as the basis of compensation subject to the provisions of §3.383(a) of this chapter.
Also refer to M21-1 MR III.iv.4.B.10.

If service connection for defective vision is granted by aggravation, the percent of acuity present at induction must be subtracted from the present acuity and the difference awarded; the exception is 100% evaluations.  We do not deduct the percent of acuity at entrance in these cases.

When only one eye is service connected, the nonservice-connected eye is considered normal.  This appears to conflict with 38 CFR §4.78 which states in part that “…even though the visual impairment of only one eye is service connected, evaluate the vision of both eyes, before and after suffering the aggravation, and subtract the former evaluation from the latter…”  In Villano v. Brown, 10 Vet App. 248 (1997) the Court affirmed the evaluation assigned for the veteran’s vision loss.  The evaluation was based on a service connected anatomical loss of the left eye.  The nonservice-connected loss was considered to be normal according to long-standing rating policy.  The Court affirmed VA’s application of the rating schedule, noting that vision in the nonservice-connected right eye was normal at the time the veteran sustained the service connected loss of the left eye.  As such, any subsequent loss of vision in the nonservice-connected eye could not form the basis for an evaluation for compensation purposes.  However, if the veteran develops blindness in the nonservice-connected eye, compensation is payable.  (See discussion of 38 CFR §3.383 on page 32.) 

When an eye suffers further loss in acuity from nonservice connected causes we base the rating on the acuity before the nonservice connected injury.  The evaluation is "frozen" at that level of loss.

SPECIAL MONTHLY COMPENSATION 
Special Monthly Compensation for Loss of Use of an Eye
See 38 CFR §4.79 and 38 CFR §3.350(a)(4)

38 CFR §4.79  Loss of use of one eye, having only light perception.


Loss of use or blindness of one eye, having only light perception, will be held to exist when there is inability to recognize test letters at 1 foot (.30 m.) and when further examination of the eyes reveals that perception of objects, hand movements or counting fingers cannot be accomplished at 3 feet (.91 m.), lesser extents of visions, particularly perception of objects, hand movements, or counting fingers at distances less than 3 feet (.91 m.), being considered of negligible utility. With visual acuity 5/200 (1.5/60) or less or the visual field reduced to 5° concentric contraction, in either event in both eyes, the question of entitlement on account of regular aid and attendance will be determined on the facts in the individual case.
Special Monthly Compensation (SMC) for loss of use of one eye requires two findings:

1. The inability to recognize the largest letters on a Snellen Eye Chart at one foot; and 

2. Perception of objects, hand movement or counting fingers cannot be accomplished as far away as three feet.  

These are the criteria for light perception, and loss of use of one eye only.  

Although special monthly compensation will be discussed in a later chapter, the level of special monthly compensation for loss of use of one eye (as well as for other single losses, which will be discussed in the SMC chapter) is designated as SMC “k.”

Special Monthly Compensation for Bilateral Blindness
See 38 CFR §3.350(b)(2)

You should be aware that special monthly compensation is payable for various levels of bilateral blindness.  This will be discussed in greater detail in the segment pertaining to special monthly compensation.  For a veteran to receive SMC for bilateral blindness, the best corrected vision in the better eye cannot be better than 5/200. (Note:  This differs from the criteria for one eye only, which requires light perception only.)

SMC is also payable when a veteran has no more than light perception, or has no light perception or has had an enucleation. 

Visual field restriction to five degrees or less is rated the same as visual acuity of 5/200 and special monthly compensation is payable.  You may see this in cases such as retinitis pigmentosa where acuity is preserved, but there is very little visual field remaining.  

For the time being, be aware that the level of special monthly compensation for bilateral vision of 5/200 is SMC “l.”

RATINGS FOR ONE EYE
38 CFR §4.80  Rating of one eye.

Combined ratings for disabilities of the same eye should not exceed the amount for total loss of vision of that eye unless there is an enucleation or a serious cosmetic defect added to the total loss of vision.
If the other eye is normal, 30% is the maximum rating.  If the eye is enucleated, even if the veteran wears a prosthesis, a 40% evaluation is paid.  See DC 6066 and 6070.  Add 10% if an artificial eye (prosthesis) cannot be worn.

If a veteran has loss of use of an eye, and there is a serious cosmetic defect, (for example the eye is atrophied), a 40% evaluation is assigned.

How do we evaluate visual impairment where the SC eye has no light perception and the NSC eye is 20/25?

We will assign a 30% evaluation under DC 6070.  The SC eye is considered under the heading “Blindness in 1 eye having only light perception.”  We treat the NSC eye as normal and assign visual acuity of 20/40 (“normal vision”).  This provides a 30% evaluation, plus entitlement to SMC “k”.

The grouping of DCs under the heading “Anatomical loss of 1 eye” would not be used because these evaluations consider a higher level of compensation based on the enucleation of 1 eye (see 38 CFR §4.80).  Also see the last line in Table V.  This shows the 40% (DC 6066) for anatomical loss of 1 eye with “normal vision” in the other eye. (FAQ dated February 1, 2003, Rating Visual Impairment)

BILATERAL VISION LOSS
38 CFR §4.83  Ratings at scheduled steps and distances.

In applying the ratings for impairment of visual acuity, a person not having the ability to read at any one of the scheduled steps or distances, but reading at the next scheduled step or distance, is to be rated as reading at this latter step or distance.  That is, a person who can read at 20/100 (6/30) but who cannot at 20/70 (6/21), should be rated as seeing at 20/100 (6/30).
38 CFR §4.83a  Impairment of central visual acuity.

The percentage evaluation will be found from table V by intersecting the horizontal row appropriate for the Snellen index for one eye and the vertical column appropriate to the Snellen index of the other eye.  For example, if one eye has a Snellen index of 5/200 (1.5/60) and the other eye has a Snellen index of 20/70 (6/21), the percentage evaluation is found in the third horizontal row from the bottom and the fourth vertical column from the left.  The evaluation is 50 percent and the diagnostic code 6073.
In a case where visual acuity falls between two steps, elevate to the next greater schedular loss.  For example, if best corrected central visual acuity in one eye is 10/200 and in the other eye is 5/200, a 90% evaluation is warranted.  (See DC 6072)  However, if vision in one eye is 5/200 and in the other eye is 8/200, this is between two steps.  Elevate the eye with 8/200 to the next higher step, and rate that eye as 5/200.  This results in a 100% evaluation.  (See DC 6071)

If a veteran’s best corrected central visual acuity in one eye is 20/70 and the other is 20/30, the condition must be rated under DC 6079 as 10% disabling.  The worse eye must be considered first, then the better eye.  In this example, the better eye must be rated as if it were 20/40, one step worse.

Note: Although special monthly compensation is normally payable for bilateral 5/200 visual acuity it is not payable in this case as the actual acuity (8/200) is better than 5/200.  For special monthly compensation purposes, vision has to be at the actual level.  (38 CFR §3.350(b)(2)).

When there is an active eye disease, (as with diagnostic codes 6000 to 6009) in addition to the rating for loss of visual acuity, l0% will be combined (not added) as an additional allowance during the active disease process.

Visual Efficiency
38 CFR §4.84  Differences between distant and near visual acuity.


Where there is a substantial difference between the near and distant corrected vision, the case should be referred to the Director, Compensation and Pension Service.
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b. Considering Impairment of Central Vision and Field of Vision

Request an examination if, in addition to the differences between distant and near visual acuities mentioned in 38 CFR 4.84, there are other impairments of both best corrected central visual acuity and fields of vision.

The examination (1) must include best-corrected central visual acuity at near and far by the Snellen method or its equivalent, such as Jaeger or Point, and (2) will be used together with field of vision showing accurate plotting of any scotoma.

Note: Following completion of the examination, refer the claims folder for evaluation of visual efficiency to the Director, Compensation and Pension Service (C&P).

The VA recognizes that impairment of both central visual acuity and field of vision can be more disabling than any one of these conditions alone.  For example, a veteran with bilateral visual acuity of 20/200 has a certain level of disability.  However, if the veteran has restriction in visual fields in combination with a decrease in visual acuity, this results in additional disability to the visual system.  Cases of this type are referred to the Director, Compensation and Pension Service for evaluation of visual efficiency.  

Before the file is referred, the examination must include the best corrected vision both near and far.  (Near vision is necessary as it is weighed more heavily than distant vision).  Also include a visual field using an III/4e test object.

Schedule of Ratings - Eye (DC 6000-6092)
The rating criteria for diseases of the eye are fairly straightforward.  We should, however, be able to readily identify the disease and what residual effects to expect.  Throughout this section, we will define the diseases and discuss rating policy only when the possibility of complexity arises.

Diseases of the Eye (DC 6000 - 6035)
The ten eye disabilities discussed below (DCs 6000 - 6009), when in chronic form, are rated from 10% to 100% for impairment of visual acuity or field loss, pain, rest requirements, or episodic incapacity, combining an additional rating of 10% during continuance of active pathology.  A 10% minimum rating is assigned during active pathology.  For additional information (etiology, causes, etc.) about any of the eye diseases listed below, go to Medical EPSS at http://epss.vba.va.gov/mepss/index.html. See References for additional web sites.

DC 6000
Uveitis

The uvea is the layer of the eye beneath the sclera.  It consists of the iris, ciliary body, and choroid, which form a pigmented layer.  It is also known as the vascular tunic.  Uveitis is an inflammation of any component of the uveal tract of the eye, which consists of the iris, ciliary body, and choroid.  Uveitis is classified anatomically as anterior, intermediate, posterior, or diffuse.  

DC 6001
Keratitis

A non-penetrating erosion or open sore in the outer layer of the cornea, the transparent area at the front of the eyeball.  Also called Bacterial keratitis; Fungal keratitis; Acanthamoeba keratitis; or Herpes simplex keratitis.  

DC 6002
 Scleritis

The sclera is the white part of the eye.  Scleritis is a severe, damaging, vision-threatening inflammatory process involving the deep episclera and sclera.  

DC 6003
Iritis

The iris refers to the colored, annular membrane which is immediately in front of the lens and suspended behind the cornea.  Iritis is an inflammation of the iris which is a part of the uveal tract (see Diagnostic Code: 6000 Uveitis).  Anterior uveitis includes the condition of iritis.  

DC 6004
Cyclitis

Cyclitis refers to an inflamed ciliary body of the eye.  The alternate term for this condition is intermediate uveitis or pars planitis (inflammation of the outer retina).  

DC 6005
Choroiditis

The choroid is the dark blue vascular layer of the eye, and it is part of the uveal tract. Choroiditis is an inflammation of the choroid, and is also known as posterior uveitis.  
DC 6006
Retinitis

The retina is the innermost layer of the eye.  It receives images through the lens, and contains the receptors for vision, the rods and cones.  Retinitis is an inflammatory process involving the retina.  

DC 6007
Hemorrhage, intra-ocular, recent

Hemorrhage may be described as an abnormal, severe, internal or external discharge of blood.  Intraocular hemorrhage occurs within the eyeball. 

DC 6008
Retina, detachment of 

Retinal detachment refers to the separation of the inner sensory layer of the retina from the outer epithelium, leading to a loss of retinal function. 

DC 6009
Eye, injury of , unhealed

Trauma or damage to the eye is considered to be an injury, and may result in temporary or permanent loss of vision.  Unhealed injuries are those that have not returned to a normal state of functioning. 

Summary:  As stated previously on page 19, the above disabilities, (DCs 6000 - 6009) in chronic form are rated from 10% to 100% for impairment of visual acuity or field loss, pain, rest requirements, or episodic incapacity, combining an additional rating of 10% during continuance of active pathology.  A 10% minimum rating is assigned during active pathology.

DC 6010
Eye, tuberculosis of, active or inactive  

Tuberculosis is an infection that usually occurs in the lungs.  Uveal tuberculosis is a granulomatous type of uveitis, and it is more common in developing countries than in the USA. 

When evaluating tuberculosis of the eye, the condition is rated at 100% when active and evaluated as non-pulmonary tuberculosis when inactive.  See 38 CFR §§4.88b and 4.89.  The evaluation process is dependent on when the condition was initially incurred.

DC 6011
Retina, localized scars, atrophy, or irregularities of, centrally located, with irregular, duplicated enlarged or diminished rings
The retina is the innermost layer of the eye.  It receives images through the lens, and contains the receptors for vision, the rods and cones. 

· Unilateral or bilateral
10%

DC 6012
Glaucoma, congestive or inflammatory 

Glaucoma refers to an eye disease marked by abnormally increased intraocular pressure, optic nerve atrophy, and loss of visual field.  Increased intraocular pressure resulting from other eye diseases are now referred to as secondary glaucoma, rather than congestive or inflammatory glaucoma. 

· Frequent attacks of considerable duration; during continuance of 

actual total disability
100%

DC 6013
Glaucoma, simple, primary, non-congestive 

This disease is characterized by abnormally increased intraocular pressure, optic atrophy, and loss of visual field.  The great majority of glaucoma cases are of this type and are usually insidious and asymptomatic in the early stages.

· Rate on impairment of visual acuity or field loss

· Minimum rating
10%
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c. Considering Glaucoma

Glaucoma is recognized as an organic disease affecting the nervous system and is subject to presumptive service connection under 38 CFR 3.309(a).

Consider glaucoma, manifested to a compensable degree within one year of separation from an entitling period of service, to be SC on a presumptive basis unless there is (1) affirmative evidence to the contrary, OR (2) evidence that a recognized cause of the condition was incurred between the date of separation from service and the onset of the disability (that is, evidence of intercurrent cause). 

DC 6014
New growths, malignant (eyeball only)

· Pending completion of operation or other indicated treatment
100%

· Healed, rate on residuals 

DC 6015 
New growths, benign (eyeball and adnexa, other than superficial)

· Rate on impaired vision, minimum
10%

· Healed; rate on residuals

DC 6016
Nystagmus, central (nis-tag'mus)

Nystagmus is a constant, spontaneous, cyclical movement of the eyeball. 

· Central
10%

DC 6017
Conjunctivitis, trachomatous, chronic

Trachoma is a chronic, infectious disease of the conjunctiva and cornea. 

· Active; rate for impairment of visual acuity; minimum rating while there is active pathology
30%

· Healed; rate on residuals, if no residuals
0%

DC 6018
Conjunctivitis, other, chronic (kon-junk ti-vi'tis)

Inflammation of the conjunctiva characterized by exacerbations and remissions that occur over months or years.  Causative agents include ectropion, entropion, blepharitis, dacryocystitis, and chronic exposure to irritants.  Also known as pink eye.

· Active, with objective symptoms
10%

· Healed; rate on residuals, if no residuals
0%

DC 6019
Ptosis, unilateral or bilateral (to'sis)

Ptosis is a dropping or drooping of the upper eyelid from a weakness or paralysis of the muscles. The normal position of the upper eyelid is midway between the superior limbus and the upper pupillary margin.  Another name for this condition is blepharoptosis.  This condition may be a symptom of other diseases such as myasthenia gravis.

· Pupil wholly obscured.
Rate equivalent to 5/200 (1.5/60)

· Pupil one-half or more obscured.
Rate equivalent to 20/100 (6/30)

· With less interference with vision.
Rate as disfigurement

DC 6020
Ectropion

Ectropion is the turning out of the lower eyelid.  It is usually bilateral, and frequently found in older people. 

· Bilateral
20%

· Unilateral
10%

DC 6021
Entropion

Entropion is a turning inward of the eyelid, usually the lower lid.  There are four types: involutional, cicatricial, congenital or spastic. 

· Bilateral
20%

· Unilateral
10%

DC 6022
Lagophthalmos

This is a condition in which there is incomplete closure of the eyelids when an attempt is made to shut the eyelids. 

· Bilateral
20%

· Unilateral
10%

DC 6023
Eyebrows, loss of, complete, unilateral or bilateral

· Unilateral or bilateral
10%

DC 6024
Eyelashes, loss of, complete, unilateral or bilateral

· Unilateral or bilateral
10%

DC 6025
Epiphora (lacrimal duct, interference with, from any cause) 

The abnormal overflow of tears down the cheek, mainly due to stricture of the lacrimal passages.

· Bilateral
20%

· Unilateral
10%

DC 6026
Neuritis, optic 

Inflammation of the optic nerve that may affect the part of nerve within the eyeball or the portion behind the eyeball.  This condition may be a sign of the onset of demyelinating conditions, multiple sclerosis, temporal arteritis, meningitis, syphilis, etc.

· Rate underlying disease, and combine impairment of visual acuity or field loss.

DC 6027
Cataract, traumatic 

Cataract is opacity of the lens of the eye.  Traumatic is defined as caused by or related to an injury.  Possible trauma-related causes of cataracts are injuries from penetrating wounds such as gunshot, knife, machinery, or rocks.  Other causes may include: electrical high voltage, radioactive exposure, or overexposure to heat.  Cataracts occurring from high voltage are bilateral.  

· Preoperative.
Rate on visual acuity.

· Postoperative
Rate on impairment of vision and aphakia.

DC 6028
Cataract, senile, and others 

· Preoperative.
Rate on visual acuity.

· Postoperative
Rate on impairment of vision and aphakia.

DC 6029
Aphakia 

Absence of the crystalline lens of the eye.  If a veteran undergoes cataract surgery and has insertion of a replacement lens, this is called “pseudoaphakia”.  Although there is no regulation directing the method of evaluating pseudoaphakia, longstanding rating practice has been to evaluate it the same as aphakia. 

1.  The 30% rating prescribed for aphakia is a minimum rating to be applied to the unilateral or bilateral condition and is not to be combined with any other rating for impaired vision.

2.  When only one eye is aphakic, the eye having poorer corrected visual acuity will be rated on the basis of its acuity without correction.

3.  When both eyes are aphakic, both will be rated on corrected vision.

4. Whether one or both eyes are aphakic, the corrected vision will be taken one step

worse than the ascertained value, however not better than 20/70 (6/21), which carries 30% (the minimum rating).  For example, after bilateral cataract surgery a veteran’s best corrected visual acuity is 20/40 and 20/70.  Taking each aphakic eye one step worse, rate the 20/40 eye as 20/70 and the 20/70 eye as 20/100.

5.  Combined ratings for disabilities of the same eye should not exceed the amount of total loss of vision of the eye unless there is an enucleation or a serious cosmetic defect added to the total loss of vision.  (This principle is contained in 38 C.F.R. §4.80.)

DC 6030
Accommodation, paralysis of 

Accommodation is the ability to adjust the eye to see at various distances.  The eye at rest is focused for distant vision.  For near reading, an adjustment in the eye lens or cornea is required; this process is called accommodation.

· Paralysis of
20%

DC 6031
Dacryocystitis

Dacryocystitis is an acute or chronic inflammation of the lacrimal sac.  This condition is usually secondary to dacryostenosis (stenosis of the nasolacrimal duct). (See Diagnostic Code: 6025 Epiphora) 

· Rate as epiphora (DC 6025)

DC 6032
Eyelids, loss of portion of

· Rate as disfigurement.  (See diseases of the skin).

DC 6033
Lens, crystalline, dislocation of

· Rate as aphakia

DC 6034
Pterygium

Triangular thickening of the bulbar conjunctiva extending from the inner canthus to the border of the cornea with the apex toward the pupil.  This thickening is similar to a pinguecula. 

· Rate for loss of vision, if any

DC 6035
Keratoconus (ke rah-to-ko'nus)

A slowly progressive, non-inflammatory protrusion of the cornea that usually occurs in both eyes (bilateral). 

· To be evaluated on impairment of visual acuity using contact lens.

NOTE:  When contact lenses are medically required for keratoconus, either unilateral or bilateral, the minimum rating will be 30%.

Ratings for Impairment of Central Visual Acuity (DC 6061 - 6079)
Diagnostic codes 6061 - 6079 establish the percentage evaluations for vision loss due to impairment of central visual acuity.  Although you may see them on older ratings, DCs 6050 – 6059 were deleted with a change to the Rating Schedule effective March 10, 1976.  

Each DC listed in the schedule for Impairment of Central Visual Acuity shows the degree of impairment of one eye (the worse eye), followed by a list of possible impairments of the other (better) eye, in descending order of disability.  The criteria for each evaluation level describe visual acuity both in terms of feet and in meters.  The distances in feet are the left sets of numbers; the distances in meters are shown in parentheses.

Example:  Where there is vision in 1 eye 10/200 (3/60) and vision in the other eye 20/70 (6/21), the evaluation level is 50%.  These numbers are Snellen visual test numbers.  A Snellen notation of 10/200 (3/60) for the worse eye indicates that the smallest letter that can be read by someone with normal vision at 200 ft (60 m) has to be brought to 10 ft (3 m) before it is recognized by the patient.  For the better eye, a Snellen notation of 20/70 (6/21) indicates that the smallest letter that can be read by someone with normal vision at 70 ft (21 m) has to be brought to 20 ft (6 m) before it is recognized by the patient.

Note that the evaluations for disabilities preceded by a superscript (5) will entitle a claimant to SMC.  Further, when there is actual loss of the eye and an artificial eye cannot be worn, the claimant is entitled to an added 10%.

Ratings for Impairment of Field of Vision (DC 6080)
As discussed earlier, a second method of evaluating vision loss is the measurement of impairment of field of vision.  This form of evaluation is accomplished when there is disease of the optic nerve or when otherwise indicated.  Once the average concentric contraction is computed, DC 6080 is used to determine the percentage evaluation.

6080 
Field vision, impairment of:




Homonymous hemianopsia
30


Field, visual, loss of temporal half:




Bilateral
30




Unilateral
10




Or rate as 20/70 (6/21).


Field, visual, loss of nasal half:




Bilateral
20




Unilateral 
10




Or rate as 20/50 (6/15).


Field, visual, concentric contraction of:



To 5º:




Bilateral
100




Unilateral
30




Or rate as 5/200 (1.5/60).

 

To 15º but not to 5°:




Bilateral
70




Unilateral
20




Or rate as 20/200 (6/60).

 

To 30º but not to 15º:




Bilateral
50




Unilateral
10




Or rate as 20/100 (6/30).



To 45º but not to 30º:




Bilateral
30




Unilateral
10




Or rate as 20/70 (6/21):



To 60º but not to 45º:




Bilateral
20




Unilateral 
10




Or rate as 20/50 (6/15).


Note (1): Correct diagnosis reflecting disease or injury should be cited.


Note (2): Demonstrable pathology commensurate with the functional loss will be required. The concentric contraction ratings require contraction within the stated degrees, temporally; the nasal contraction may be less. The alternative ratings are to be employed when there is ratable defect of visual acuity, or a different impairment of the visual field in the other eye. Concentric contraction resulting from demonstrable pathology to 5 degrees or less will be considered on a parity with reduction of central visual acuity to 5/200 (1.5/60) or less for all purposes including entitlement under §3.350(b)(2) of this chapter; not however, for the purpose of §3.350(a) of this chapter. Entitlement on account of blindness requiring regular aid and attendance, §3.350(c) of this chapter, will continue to be determined on the facts in the individual case.

DC 6081

Scotoma, pathological, unilateral:

Scotoma is described as an island-like, blind space in the visual field.  Central scotomas are seen in lesions of the macula of the eye.  The two most common causes of scotoma are: atrophic and exudative (hemorrhagic), age-related, macular degeneration. Other causes include: optic nerve disease, macular holes, and myopic macular degeneration. 

· Large or centrally located, minimum
10

Ratings for Impairment of Muscle Function (Diplopia) (DC 6090)
A third method of evaluating visual impairment is to measure the degree of impairment of muscle function, as reflected by the degree of diplopia, or double vision.  This form of evaluation is accomplished when there is impairment of eye muscles, or when otherwise indicated.  Once the degree of double vision is determined, DC 6090, which provides equivalent visual acuity loss, is used to determine the percentage evaluation.  See previous discussion of §4.77 on pages 13 – 14 and the Notes below.

6090 
Diplopia (double vision).




(a) Central 20º 
5/200




(b) 21º  to 30º:





(1) Down
15/200





(2) Lateral
20/100





(3) Up
20/70




(c) 31º  to 40º :





(1) Down
20/200





(2) Lateral
20/70





(3) Up
20/40

Notes:  
(1) Correct diagnosis reflecting disease or injury should be cited.



(2) The above ratings will be applied to only one eye.  Ratings will not be applied for both diplopia and decreased visual acuity or field of vision in the same eye. When diplopia is present and there is also ratable impairment of visual acuity or field of vision of both eyes the above diplopia ratings will be applied to the poorer eye while the better eye is rated according to the best corrected visual acuity or visual field.



(3) When the diplopia field extends beyond more than one quadrant or more than one range of degrees, the evaluation for diplopia will be based on the quadrant and degree range that provide the highest evaluation.



(4) When diplopia exists in two individual and separate areas of the same eye, the equivalent visual acuity will be taken one step worse, but no worse than 5/200.

6091

Symblepharon.

An adhesion between the conjunctiva of the lid and the eyeball resulting from injuries.

· Rate as limited muscle function, diagnostic code 6090.

6092

Diplopia, due to limited muscle function.

· Rate as limited muscle function, diagnostic code 6090.

The following list provides brief definitions of many of the disabilities listed in the rating schedule as well as several that are frequently encountered for which there are no diagnostic codes.

38 CFR §4.84a, Table IV
Table IV shows how to rate bilateral blindness or blindness combined with hearing loss at various levels.

38 CFR §4.84a, Table V
Table V shows ratings of central visual acuity impairment with applicable diagnostic codes.

OTHER EYE DISABILITIES
Although not assigned  specific diagnostic codes, quite often you encounter veterans who suffer from such eye conditions as macular degeneration, diabetic retinopathy, or retinitis pigmentosa. 

Macular degeneration is a deterioration of the macula of the eye.  It results in a loss of central vision.  Normally peripheral vision is retained.  It is often but not always age related.  It may be abbreviated SMD (Senile Macular Degeneration) or ARMD (Age Related Macular Degeneration).  There is no known medical treatment.

Diabetic retinopathy is a leading cause of blindness in the United States.  It can be of two types, either nonproliferative, or proliferative.  Nonproliferative generally results in microaneurysms, hemorrhages, exudates, and edema within the eye.  Proliferative results in the formation of new blood vessels within the retina, scarring, and hemorrhaging.  Both cause impairment of normal vision.  

We must take the issue of service connection for diabetic retinopathy as an inferred issue on a secondary basis when a veteran is already service connected for diabetes and medical evidence of record provides a diagnosis.  Further examination may be needed to ascertain the extent of involvement, but we may assign 0% evaluation pending that exam.  

We are not to infer an issue merely to deny, except as specifically directed (M21-1 MR, III.iv.6.B.3).

See also Training Letter 00-06 dated July 17, 2000, Training letter on diabetes mellitus and its complications.

Retinitis  Pigmentosa: Retinitis pigmentosa is a hereditary or congenital condition and, although service connection was not granted years ago, General Counsel opinions 8-88 and 1-90 addressed congenital conditions such as retinitis pigmentosa and have stipulated when compensation is payable for congenital conditions.  

In reviewing cases you may find instances where service connection was denied in the past for retinitis pigmentosa, but based on current criteria, compensation is payable.  Grant service connection if the current criteria are met.  38 CFR §3.114(a) is not applicable.
(Note:  RP is not a presumptive condition.).  Refer to O.G.C. Precedent Opinion 1-90, which held:

A hereditary disease under 38 C.F.R. §3.303(c) does not always rebut the presumption of soundness found in 38 U.S.C. 1110 and 1132.  Service connection may be granted for hereditary diseases that either first manifest themselves during service or which preexist service and progress at an abnormally high rate during service

General Counsel Opinions are not considered liberalizing issues for the application of 38 CFR §3.114(a). (see VAOPGCPREC 11-1999)
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a. Definition: Congenital or Developmental Defects

Congenital or developmental defects are normally static conditions that are incapable of improvement or deterioration.

Note: A disease, even one that is hereditary in origin, such as retinitis pigmentosa, polycystic kidney disease, sickle cell disease, or Huntington's chorea, is usually capable of improvement or deterioration.

b. Establishing Service Connection

Establish service connection, if warranted, for:

( diseases of congenital, developmental, or familial, hereditary origin that (1) first manifest themselves during service, OR (2) preexist service and progress at an abnormally high rate during service, and

( a hereditary or familial disease that first became manifest to a compensable degree within the presumptive period following discharge from service pursuant to 38 CFR 3.309(a), provided the rebuttable presumption provisions of 38 CFR 3.307 are satisfied.

Reference: For more information on awarding service connection for diseases of familial or hereditary origin, see Opinions of the General Counsel, Precedent Opinion 1-90 (VAOPGCPREC 1-90), March 16, 1990. 
ADDITIONAL CONSIDERATIONS
Other conditions such as multiple sclerosis, diabetes mellitus, pituitary tumors or cerebrovascular accidents can cause visual disturbances as well.  MS can cause partial blindness, pain, diplopia, or optic neuritis. CVAs and pituitary tumors can cause disturbances in the visual fields. 

Refractive error is considered to be congenital or developmental, as are presbyopia and hyperopia and service connection is generally not warranted.  However, see M21-1 MR, III.iv.4.B.10 which discusses when service connection may be granted.   

PAIRED ORGANS OR EXTREMITIES (38 CFR §3.383) 
See 38 CFR §3.383 and M21-1 MR, IV.ii.2.K.66 for a complete discussion on this issue. 

As related to impairment of vision, if a veteran has a service connected loss or loss of use of one eye only, and develops impairment of vision in the other eye due to nonservice-connected reasons (not due to misconduct) the VA compensates the veteran “as if” both eyes were service connected.  For VA purposes, impairment of vision in the nonservice-connected eye means best corrected vision of 20/200 or less, or the peripheral field of vision for each eye is 20 degrees or less.

Public Law 110-157, the Dr. James Allen Veteran Vision Equity Act of 2007, was signed into law on December 26, 2007.  This Act amends VA’s statute regarding special consideration for certain paired organs or extremities, by replacing “blindness” with “impairment of vision” and defining impairment of vision as visual acuity of 20/200 or less in each eye; or the peripheral field of vision for each eye is 20 degrees or less.  

ANCILLARY BENEFITS
One must be aware of ancillary benefits that are payable based upon certain levels of blindness or blindness in combination with other conditions.  These become rating issues when a veteran makes a specific claim for the benefit.  They become inferred issues when a veteran meets the pertinent Schedular requirements and we are able to grant the benefit.  Do not infer an issue merely to deny, unless specifically directed by M21-1 MR, III.iv.6.B.3.

References:
38 CFR §3.808

38 CFR §§3.809 and 809(a)

Auto allowance:  38 CFR §3.808(b)(1)(iii) is payable where the veteran’s best corrected central visual acuity is no better than 20/200 in the better eye (at least a 70% evaluation using DC 6075); or visual field is no better than 20 degrees in the better eye (at least a 50% evaluation under DC 6080).

Specially Adapted Housing:  38 CFR §3.809(b)(2).  Specially Adapted Housing is not payable for blindness alone, but is payable for a veteran who has blindness in both eyes no better than light perception (LPO), plus the anatomical loss or loss of use of one lower extremity.  

Special Home Adaptation Grant:  38 CFR §3.809a(b) requires blindness of both eyes with visual acuity of 20/200 (corrected) or less in the better eye. 

Bilateral concentric contraction of visual field of vision to 20 degrees or less is the equivalent of 20/200 visual acuity, except as specifically excluded under DC 6080, Note (2), as it pertains to 38 CFR §3.350(a) and (c).  That Note states that, although a veteran may be entitled to SMC “l” under 38 CFR §3.350(b)(2), there is no entitlement to SMC “k” under 38 CFR §3.350(a).  In addition, it states that entitlement to SMC “m” under 38 CFR §3.350(c)on account of need for regular aid and attendance will be determined on the facts in the individual case.

Glossary of additional terms

am·bly·opia: dimness of sight especially in one eye without apparent change in the eye structures -- called also lazy eye, lazy-eye blindness 
- am·bly·opic /-'O-pik, -'äp-ik/ adjective

astig·ma·tism: 1 : a defect of an optical system (as a lens) causing rays from a point to fail to meet in a focal point resulting in a blurred and imperfect image.  2 : a defect of vision due to astigmatism of the refractive system of the eye and especially to corneal irregularity

bleph a ri tis: inflammation of the eyelids.  Rate under DC 7820

cho·roid·itis: inflammation of the choroid of the eye

cy·cli·tis: inflammation of the ciliary body

con junc ti va (kən-jənk’ti-və): the delicate membrane that lines the eyelids (palpebral conjunctiva) and covers the exposed surface of the sclera (bulbar or ocular conjunctiva); also called tunica conjunctiva.

diplopia:  double vision, also called diplopia, causes a person to see two images of a single object.  There are two types of double vision: monocular and binocular.

iri·tis: inflammation of the iris of the eye

em·me·tro·pia: the normal refractive condition of the eye in which with accommodation relaxed parallel rays of light are all brought accurately to a focus upon the retina

- em·me·trop·ic /-'träp-ik, -'trOp-/ adjective

hy·per·opia: a condition in which visual images come to a focus behind the retina of the eye and vision is better for distant than for near objects -- called also farsightedness, hypermetropia 
- hy·per·opic /-'rO-pik, -'räp-ik/ adjective

iri·tis: inflammation of the iris of the eye

ker·a·ti·tis: inflammation of the cornea of the eye characterized by burning or smarting, blurring of vision, and sensitiveness to light and caused by infectious or noninfectious agents -- called also corneitis; 

my·o·pia: a condition in which the visual images come to a focus in front of the retina of the eye because of defects in the refractive media of the eye or of abnormal length of the eyeball resulting especially in defective vision of distant objects -- called also nearsightedness -- 

pres·by·opia: a visual condition which becomes apparent especially in middle age and in which loss of elasticity of the lens of the eye causes defective accommodation and inability to focus sharply for near vision

ret·i·ni·tis: inflammation of the retina

scle·ri·tis: inflammation of the sclera

uve·itis: inflammation of the uvea

Eye Examinations 

(copied from Merck.com)

Visual Acuity and Visual Field Examination 

Unless chemicals requiring immediate irrigation have splashed into the eye, the first step in ocular evaluation is to record the visual acuity.  Vision is tested by having the patient look at an eye chart 20 ft (6 m) away; a patient who normally wears glasses should have them on.  As each eye is covered alternately, the acuity in the opposite eye is determined. A Snellen notation of 20/40 (6/12) indicates that the smallest letter that can be read by someone with normal vision at 40 ft (12 m) has to be brought to 20 ft (6 m) before it is recognized by the patient.  Gross inspection of the glasses provides an approximation of the degree of ametropia (e.g, hyperopia, myopia, astigmatism).  Visual fields and ocular motility may also be determined at this time.  The fields can be checked by confrontation examination, as described in assessment of visual fields in Ch. 178.

Eyelid Examination 

Under a focal light and magnification (e.g., provided by loupe or slit lamp), systematic examination of the eye should proceed.  The eyelids are examined for lesions of the margins and subcutaneous tissues.  The area of the lacrimal sacs is palpated and an attempt made to express any contents up through the canaliculi and puncta.  The lids are then everted, and the palpebral and bulbar conjunctivae and the fornices are inspected for foreign bodies, signs of inflammation (e.g., follicular hypertrophy, exudate, hyperemia, or edema), or other abnormalities.

Corneal Examination 

The cornea should be inspected closely.  If pain and photophobia make it difficult for the patient to open the eye, topical anesthesia can be added before examination by instilling 1 drop of proparacaine 0.5% or tetracaine 0.5%. Fluorescein staining with sterile, individually packaged fluorescein strips makes corneal abrasions or ulcers more apparent. The strip is moistened with 1 drop of sterile saline and, with the patient's eye turned upward, is touched momentarily to the inside of the lower lid.  The patient is asked to blink several times to spread the dye into the tear film and then the eye is examined under good magnification and cobalt blue illumination.  Areas where the corneal or conjunctival epithelium is absent will stain green.

Pupil Examination 

The size and shape of the pupils and their reaction to light and accommodation should be noted.  Intraocular pressure and anterior chamber depth should be estimated before dilation, because mydriasis can precipitate an attack of acute angle-closure glaucoma if the anterior chamber is shallow.

Tonometry 

The measurement of intraocular pressure can be performed using one of several available instruments.  The eye should be anesthetized (e.g., proparacaine 0.5%) before using a tonometer.  The Schiøtz tonometer is easy to learn to use, portable, but requires thorough cleaning between uses.  The patient's eye must be vertical and the eyelids spread off the globe.  The use of Goldmann's applanation tonometry requires more training, but is the preferred testing method.

Ophthalmoscopy and Related Tests 

Ophthalmoscopy is aided by dilating the pupil with 1 drop of tropicamide 1% and/or phenylephrine 2.5% (repeated in 5 to 10 min if necessary); for longer action or wider dilation, cyclopentolate 1% and/or phenylephrine 10% may be used.  However, the pupils should not be dilated if the patient has had head trauma or is suspected of having acute disease of the CNS, and phenylephrine should not be used if the patient has hypertension or is receiving an oral [image: image1.png]


-blocker.  Atropine and scopolamine are not recommended because of their prolonged action.  Ophthalmoscopy will disclose opacities of the cornea, lens, and vitreous as well as lesions of the retina and optic nerve.  The strength of the ophthalmoscope lens required to bring the retina into focus gives an approximate measure of refractive error.  The fundus may show changes due to systemic disease (e.g., diabetes mellitus, hypertension).

Other instruments (e.g., gonioscope, tangent screen, perimeter) may be needed for precise diagnosis; their use requires special training.  Slit-lamp examination is especially helpful in distinguishing corneal lesions.  Although other physicians can care for many diseases of the eye, an ophthalmologist should be consulted whenever there is doubt about diagnosis or treatment, especially when the cause of pain or diminished vision is not apparent or when symptoms persist.

Ultrasonography 

B-mode ultrasonography delineates retinal tumors, detachments, and vitreous hemorrhages even in the presence of opacities of the cornea and lens.  A handheld B-scanner has simplified ultrasonic examination of the eye and has made it possible to perform such studies in the ophthalmologist's office.  Orbital definition is improved by using higher frequencies (7 to 10 MHz).  B-mode ultrasonography has also been useful in locating metallic and nonmetallic foreign bodies.  A-mode ultrasonography can be used to determine the axial length of the eye (a measurement needed to calculate the power of an intraocular lens before it is implanted).  The most successful application of ultrasonic tissue characterization has been in differentiating between malignant melanoma of the choroid and choroidal nevus, metastatic carcinoma, and subretinal hemorrhage.

REVIEW QUESTIONS

1.  At entrance into service veteran’s bilateral vision was 20/20.  Veteran had a bilateral eye injury in service and at discharge best corrected vision was 20/70 in the right eye, and 20/100 in the left eye, due to the eye injury.  Service connection as been established.

What is the diagnostic code and evaluation?

2.  The veteran is service-connected for bilateral eye condition.  The current corrected visual acuity is 20/300 in the left eye and 20/60 in the right eye.

What is the appropriate diagnostic code and percentage?

3.  Veteran is service-connected for glaucoma.  Vision is 20/20 bilateral.  However, the veteran has visual contraction of 25 degrees in the right eye, and 12 degrees in the left eye.

What is the correct diagnostic code and evaluation?

4.  Veteran suffered a gunshot wound to the left eye in service.  The veteran is unable to recognize test objects at 1 foot, nor is he able to count fingers in the left eye.  Vision in the right eye is 20/20.

What is the proper evaluation and diagnostic code?

5.  If a veteran has best corrected visual acuity of 5/200 bilateral or has visual field restriction to 5 degrees or less bilateral, what is the proper evaluation and diagnostic code?

6.  The veteran is service connected for impaired visual acuity, bilateral, and aphakia of the right eye.  Recent VA examination shows visual acuity:

Without correction:

Right eye - 5/200

Left eye - 20/100

With correction:
Right eye - 20/80    

Left eye - 20/50
Given these facts, answer the following questions:

What provisions are for consideration in rating the aphakic eye?

What is the proper diagnostic evaluation for the bilateral eye disabilities?

Is the veteran entitled to SMC “k”? 

7.  The veteran served from 1976 to 1984.  Eye examination at entrance was normal.  In 1981, he complained of decreased vision. Testing revealed peripheral vision contraction and Retinitis Pigmentosa (RP) was diagnosed.  The veteran denied any family history of RP.  Examination at discharge exam showed markedly constricted visual fields.

Should service connection be established?  Justify your answer.

8.  The veteran served from 10/70 to 6/73.  Entrance examination shows visual acuity of 20/30 bilateral.  During a 1972 physical RP is diagnosed.  At separation examination visual acuity is 20/70 bilateral with visual disturbances noted at night.

What action should be taken?

9.  Induction examination showed the veteran had visual acuity of 20/50 in the left eye and 20/40 in the right eye.  During his 18 months of service he had an infectious process involving both eyes which resolved, but at discharge his visual acuity was recorded as 20/70 bilaterally.  .  Decreased visual acuity was noted to be caused by the infectious process while in service.  What evaluation should be assigned for the veteran's disability?

10.  Since June 1968, the veteran has been service-connected for loss of use of the right eye (no light perception) due to a gunshot wound.  He is receiving 30% evaluation plus SMC (k).  In November 1997, a medical statement is received showing he has a 10-year history of diabetes (this is not related to service), and corrected vision in the left eye is 5/200.

How would this be rated?

11.   The veteran is service-connected for bilateral blindness rated at 20/200.  Is the veteran entitled to any ancillary benefits?  If so, which?

12.   Due to an injury in service, the veteran’s vision is 20/200 bilateral.  He also had a traumatic amputation of his left leg at the time of injury.

What is the proper evaluation for the eye condition?

Would the veteran be entitled to Specially Adapted Housing?  Why?

Would there be entitlement to any other ancillary benefits?  Why?
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