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GENITOURINARY SYSTEM
	Objectives:
	Through class discussion and practical exercises, you will be able to demonstrate a general understanding of how to rate disabilities of the Genitourinary System.



	Time Required:
	5 Hours



	Instructional Method:


	
Lecture


Questions and Answers


Discussion 



	Student Materials:


	
Handout

38 CFR Part 3.309(a), and 3.350(a)(1)


38 CFR Part 4.115 thru 4.115b 


M21-1MR III.iv.4.1.34



	Materials/ Training Aids:


	
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
Medical EPSS
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GENITOURINARY SYSTEM
INTRODUCTION
The genitourinary system has several interconnected parts with varied functions and extensive anatomical distribution.  Disabilities may be due to aggravation of congenital anomalies, infections, neoplasms, calculi, vascular diseases, irradiation, traumatic injuries, metabolic abnormalities and the residual of these factors.

Our lesson on rating disabilities of the Genitourinary System will combine into one lesson a discussion of Anatomy; Diseases of the Kidney; Loss of Bladder Control and Penile Deformity; Urinary Tract and Prostate Disorders; and Relationship to Cardiovascular Disease.

As part of the Compensation & Pension Service’s ongoing project to completely revise and modernize the Schedule for Rating Disabilities, a complete revision of 38 CFR § 4.115, The Genitourinary System, was promulgated on February 17, 1994.  

38 CFR § 4.115b, Ratings of the genitourinary system – diagnoses   This section was added effective September 8, 1994.

ANATOMY OF THE GENITOURINARY SYSTEM
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Conditions considered in this diagnostic category include pathological entities pertaining to the renal and urologic tract which are common to both sexes, and conditions affecting only the male reproductive system.  Conditions of the female reproductive system are included under the separate diagnostic category entitled, Gynecological Conditions and Disorders of the Breast.

The Genitourinary System is comprised of:

· Kidneys

· Ureters

· Urinary bladder

· Urethra

· Prostate gland, penis and testicles (males only)

Important functions of the kidney and urinary system are to remove excess fluid and waste materials, and to retain substances ultimately related to regulating acid-base balance, fluid and electrolyte balance, and, indirectly, all body fluids.  

The system includes: two organs shaped like beans, with each one positioned at the back of the cavity of the abdomen on each side of the spinal column (kidneys); two muscular tubes, each originating in a kidney, that serve as ducts to carry urine from each kidney to the bladder (ureter); a muscular reservoir located in the anterior portion of the lower pelvis cavity that stores urine (the bladder); and a tube for discharge of urine that extends from the bladder [image: image2.png]Renal artery_
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to the outside (urethra).  In females, the urethral opening (meatus) lies between the vagina and the clitoris (anterior to the vaginal opening).  In males, the urethra passes through the prostate gland and penis, with the opening (meatus) at the end of the penis.  In males, semen and urine use the urethra as a passageway.
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The principal organs of the urinary system are the kidneys.  The kidneys are located in the posterior part of the abdomen, one on each side of the vertebral column and behind the peritoneum.  The approximate size is 11.25 cm (4.5 in.) in length, 5-7.5 cm (2-3 in.) in breadth and 2.5 cm (1 in.) in thickness.  Kidney weight varies from 115 to 170 gm (4-6 oz.).

The kidney and its vessels are imbedded in fatty tissue and enclosed by fibrous tissue.  A kidney is composed of an outer granular portion (cortex) and a striated inner portion (medulla).  The medulla consists of cone-shaped pyramids separated by renal columns which extend from the cortex to the renal sinus.  In the renal sinus there is a cavity called the pelvis which is the expanded end of the ureter.

The basic structural units of the kidneys are the nephrons which carry out the two main functions of the urinary system; mechanical filtration of fluid and selective reabsorption and secretion of ions.  Each kidney contains millions of nephrons.  The nephron consists of a renal corpuscle and a tubule.  The corpuscle is a cluster of capillaries (glomeruli) surrounded by Bowman's capsule, a tubular apparatus, and a collecting duct.  The kidneys produce urine by filtering water and minerals out of the blood, the blood being carried by the renal artery to the capillaries.  Urine travels to the renal pelvis through the tubules.  Blood enters the kidney through the renal artery and then passes through the nephrons.  The collecting tubules unite to form ducts that empty urine into extensions of the pelvis of the kidney (calyces).  Following entrance into the ureters, the urine is transported to the bladder.  Normal functioning involves voluntary control of expulsion of urine from the bladder through the urethra, stimulated by neural effects on the bladder. 

The urine excreted by each kidney passes through the ureter, a duct 10-12 inches long connecting the renal pelvis and urinary bladder.  The bladder is located in the front of the pelvic cavity.  Branches of the autonomic nervous system stimulate the muscles which act to retain or expel urine. 
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In the female, the urethra is about 1.5 inches long and serves only as an excretory duct.  It is located along the frontal surface of the vagina.

In the male, the urethra is contiguous with the neck of the bladder and is approximately 8 inches long.  It carries both urine and semen.  
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There is an overlap particularly involving the urinary and reproductive systems of men. The organs of the male reproductive system consist of external and internal structures.  The reproductive system of the male consists of the penis, two testes, a duct system (vas deferens), and accessory (Cowper’s) glands.  External structures include the penis and the scrotum, and internal structures include the prostate gland, the seminal vesicles, and several ducts.  The penis, composed of erectile tissue and skin, is the male sexual organ.  The scrotum, a pouch-like structure consisting of two halves, contains the testicles and part of the spermatic cord.  Sperm cells are produced in the testicles, and the male hormone (testosterone) is secreted by the testicles.  The prostate gland surrounds the neck of the bladder and the urethra, and has openings into the urethra.  The gland secretes a fluid that forms a part of the discharge of semen.  The seminal vesicles lie behind the bladder close to the prostate gland and secrete a fluid that forms a part of the semen.  The seminal ducts function to convey sperm.

The testes function by producing the male reproductive cells (spermatozoa), and the male hormones testosterone and inhibin.  A complete atrophy of the testes would result in a lack of functioning.  Decreased or lack of functioning would result in absence of body hair, high-pitched voice, sterility, smooth skin, loss of sexual desire, and low metabolism.

In the male reproductive system sperm are produced in the seminiferous tubules of the testes, two organs contained in the scrotum, an external sac in the groin.  The testes also produce the male hormone testosterone and a portion of the seminal fluid, the liquid in which sperm are carried.  The external location of the scrotum ensures the relatively low temperature that is necessary for the normal development of sperm.  After formation, the sperm pass from the testes into the tubular epididymis, and from there into another passage, the vas deferens.  The seminal vesicle, which produces nutrient seminal fluid, and the prostate gland, which produces alkaline prostatic fluid, are both connected to the ejaculatory duct leading into the urethra.

The first stage of the male sexual act, erection, results from nerve impulses from the autonomic nervous system that dilate the arteries of the penis, thus allowing arterial blood to flow into erectile tissues of the organ.  During intercourse, contractions in the ducts of the testes, epididymis, and ductus deferens cause expulsion of sperm into the urethra and their mixture with the seminal and prostatic fluids.  These substances, together with mucus secreted by accessory glands known as Cowper's glands, form the semen, which is discharged from the penile urethra during ejaculation.
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Renal Function Tests

Primary renal function tests involve those shown at left.  

Creatinine and Creatinine Clearance:

Test Overview

Creatine is a substance that forms when food is converted into energy through a process called metabolism.  Creatine is broken down into another substance called creatinine, which is filtered out of the blood by the kidneys and then passed out of the body in urine.  Creatinine is produced at a steady rate and is affected very little by diet or by normal physical activities.  If the kidneys are damaged and cannot function normally, the amount of creatinine in the urine decreases while its level in the blood increases.  Creatinine levels provide information about how well the kidneys are working.  

Three types of tests involving creatinine can be done: 

· a blood creatinine level, 

· a creatinine clearance test, and 

· a blood test that measures both creatinine and blood urea nitrogen (BUN) levels. 

From the creatinine and BUN levels, a measurement called the BUN-to-creatinine ratio can be calculated. 

Blood creatinine level:  The blood creatinine level is measured on a blood sample taken from a vein.  The level of creatinine in the blood indicates roughly how well the kidneys are working.  A high creatinine level may mean the kidneys are not working properly.  The amount of creatinine in the blood depends partly on the amount of muscle tissue; therefore, men generally have higher creatinine levels than women.

Creatinine clearance test:  A creatinine clearance test measures how well creatinine is removed from the blood by the kidneys.  Compared to a blood creatinine level, a creatinine clearance test provides a more precise measure of how well the kidneys are working.  A creatinine clearance test is performed on a blood sample taken from a vein and on a sample of urine collected over 24 hours (24-hour urine sample).

Blood urea nitrogen to creatinine ratio (BUN:creatinine):  The levels of blood creatinine and blood urea nitrogen (BUN) can be used to calculate the BUN-to-creatinine ratio.  A BUN-to-creatinine ratio can help a doctor predict which conditions (such as dehydration) may be causing abnormal BUN and creatinine levels and decreased kidney function. 

Urea is a waste product formed when protein is broken down in the body.  Urea is produced in the liver and eliminated from the body in urine.  A blood urea nitrogen (BUN) test measures the amount of urea in the blood.  Like creatinine, it can help a doctor predict how well the kidneys are functioning.

The BUN-to-creatinine ratio is determined by dividing the measured BUN level by the creatinine level. This test is done on a sample of blood taken from a vein.  For more information about BUN, see the medical test Blood Urea Nitrogen (BUN).

As shown below, the rating criteria for renal dysfunction reflect various BUN, creatinine and other test levels as a basis for evaluation.

Protection of evaluations

Remember that when a veteran was receiving, or entitled to receive, disability compensation on or before February 17, 1994, any genitourinary condition(s) rated must be evaluated under both the “old” and the “new” criteria.  These rules apply to any changes in evaluation criteria, regardless of which system is affected.

· If the old criteria provide a higher evaluation, the rating for such condition(s) may not be reduced unless the evidence would warrant reduction under both sets of criteria.  (Note:  When there is a change in the rating schedule, an evaluation may not be reduced solely on the basis of the new schedule.)

· If the new criteria provide for a higher evaluation, increase the rating for such condition(s) from February 17, 1994, or from the date entitlement is first shown (whichever is the later).

· A claim for increase received after February 17, 1994 is to be considered only under the new criteria.  If a higher evaluation is appropriate, assign it from the appropriate date.  If a lower evaluation would result, continue the rating at the currently assigned evaluation.

REGULATIONS AND RATING PRINCIPLES

38 CFR §3.309(a) provides for grant of service connection on a presumptive basis for several conditions in the genitourinary system.  Those conditions are calculi of the kidney or bladder, nephritis, and cardiovascular-renal disease.

38 CFR §3.309(d) provides for grant of service connection on a presumptive basis for several conditions in the genitourinary system for cancer of the urinary tract for radiation-exposed veterans.  For purposes of this section, the term urinary tract means the kidneys, renal pelves, ureters, urinary bladder, and urethra.

38 CFR 3.309(e) provides for grant of service connection on a presumptive basis for prostate cancer for veterans who were exposed to herbicide agents.  The Secretary of Veterans Affairs has determined that a presumption of service connection based on exposure to herbicides used in the Republic of Vietnam during the Vietnam Era is not warranted for reproductive effects (abnormal sperm parameters and infertility), testicular cancer, urinary bladder cancer or renal cancer.

38 CFR §3.311 provides for grant of service connection on a presumptive basis for several conditions in the genitourinary system for radiation-exposed veterans who do not fall under the provisions of 38 CFR 3.307 or 3.309.  Those conditions are cancers of the kidney, urinary bladder, and prostate.

38 CFR §4.115a  Ratings of the genitourinary system—dysfunctions.

Diseases of the genitourinary system generally result in disabilities related to renal or voiding dysfunctions, infections, or a combination of these. The following section provides descriptions of various levels of disability in each of these symptom areas. Where diagnostic codes refer the decision maker to these specific areas of dysfunction, only the predominant area of dysfunction shall be considered for rating purposes. Since the areas of dysfunction described below do not cover all symptoms resulting from genitourinary diseases, specific diagnoses may include a description of symptoms assigned to that diagnosis.

The rating criteria for nearly all of the listed disabilities in this section of the Rating Schedule were set out as: renal dysfunctions, voiding dysfunctions, urinary tract infections, or some combination thereof.  Voiding dysfunctions were further divided into urine leakage, urinary frequency, and obstructed voiding.

Rating criteria:

Renal dysfunction: 


Requiring regular dialysis, or precluding more than sedentary activity 



from one of the following: persistent edema and albuminuria; 



or, BUN more than 80mg%; or, creatinine more than 8mg%; or, 



markedly decreased function of kidney or other organ systems, 



especially cardiovascular
100


Persistent edema and albuminuria with BUN 40 to 80mg%; or, 



creatinine 4 to 8mg%; or, generalized poor health characterized by 



lethargy, weakness, anorexia, weight loss, or limitation of exertion 
80


Constant albuminuria with some edema; or, definite decrease in kidney



function; or, hypertension at least 40 percent disabling under 



diagnostic code 7101 
60


Albumin constant or recurring with hyaline and granular casts or red 



blood cells; or, transient or slight edema or hypertension at least 



10 percent disabling under diagnostic code 7101 
30


Albumin and casts with history of acute nephritis; or, hypertension 



non-compensable under diagnostic code 7101
0

Voiding dysfunction: 


Rate particular condition as urine leakage, frequency, or obstructed voiding. 


Continual Urine Leakage, Post Surgical Urinary Diversion, 



Urinary Incontinence, or Stress Incontinence: 




Requiring the use of an appliance or the wearing of absorbent 





materials which must be changed more than 4 times per day
60




Requiring the wearing of absorbent materials which must be 





changed 2 to 4 times per day 
40




Requiring the wearing of absorbent materials which must be 





changed less than 2 times per day 
20

Urinary frequency: 



Daytime voiding interval less than one hour, or; awakening to 




void five or more times per night 
40



Daytime voiding interval between one and two hours, or; 




awakening to void three to four times per night 
20



Daytime voiding interval between two and three hours, or; 




awakening to void two times per night 
10

Obstructed voiding: 


Urinary retention requiring intermittent or continuous catheterization 
30


Marked obstructive symptomatology (hesitancy, slow or weak stream, 


decreased force of stream) with any one or combination of the following:



1. Post void residuals greater than 150 cc



2. Uroflowmetry; markedly diminished peak flow rate 




(less than 10 cc/sec)



3. Recurrent urinary tract infections secondary to obstruction



4. Stricture disease requiring periodic dilatation every 2 to 3 months
10


Obstructive symptomatology with or without stricture disease requiring



dilatation 1 to 2 times per year 
0

Urinary tract infection: 


Poor renal function: Rate as renal dysfunction. 


Recurrent symptomatic infection requiring drainage/frequent 



hospitalization (greater than two times/year), and/or requiring 



continuous intensive management 
30


Long-term drug therapy, 1-2 hospitalizations per year and/or 



requiring intermittent intensive management
10

38 CFR §4.115b  Ratings of the genitourinary system—diagnoses.

Note: When evaluating any claim involving loss or loss of use of one or more creative organs, refer to §3.350 of this chapter to determine whether the veteran may be entitled to special monthly compensation.  Footnotes in the schedule indicate conditions which potentially establish entitlement to special monthly compensation (SMC); however, there are other conditions in this section which under certain circumstances also establish entitlement to SMC.

When evaluating any claim involving loss or loss of use of one or more creative organs, refer to 38 CFR §3.350(a) to determine whether the veteran may be entitled to SMC.  Footnotes following diagnostic codes 7522, 7523, and 7524 will alert to conditions which potentially establish entitlement to SMC; however, there are other conditions in this section (prostatic resections, epididymectomies) which under the appropriate circumstances also could establish entitlement to SMC.  As will be discussed below, we should assign SMC “k” for loss of use of a creative organ in all cases of radical prostatectomy.  (See Training Letters 00-02 and 00-04)

Genitourinary System: Dysfunctions and Rating Criteria
7500
Kidney, removal of one


Minimum evaluation
30


Or rate as renal dysfunction if there is nephritis, infection, 



or pathology of the other.

Removal of one kidney is to be rated 30% if the other kidney is normal.  If there is nephritis, infection, or pathology of the other kidney, the rating will be for renal pathology.  There was previously a requirement for a deduction of 30% if the other kidney was absent at time of entry into service, or if it was congenitally non-functioning.  This requirement was rescinded by the February 17, 1994 revision of this portion of the rating schedule.

When evaluating service connection for removal of one kidney under diagnostic code 7500, be aware of the rule which applies when there is involvement of the other kidney because of nonservice-connected reasons.  When the veteran is service-connected for loss or loss of use of one kidney, and has nonservice-connected involvement of the other kidney both kidneys will be considered as if service-connected.  (38 CFR § 3.383)

Nephritis is an inflammation of the kidneys which may be either acute or chronic.  It may progress to degeneration of the kidneys and renal system.  Nephritis is characterized by albuminuria (presence of serum albumin in the urine) and hematuria (blood in the urine).  Albuminuria alone is not nephritis.  The presence of transient albumin and casts following acute febrile illness will not be taken as nephritis.  (See 38 CFR §4.115  Nephritis below)

· urinary cast:  A cast formed from gelled protein precipitated in the renal tubules and molded to the tubular lumen.  Pieces of these casts break off and are washed out with the urine.  Urinary casts may be classified as granular, hyaline, epithelial.

There must be a diagnosis of nephritis in order to assign an evaluation.  There are several types of nephritis.  Two common types are:

· Glomerular:  The glomerular type of nephritis is usually associated with severe infectious disease and has sudden onset marked by hematuria, salt retention and edema.  It may be acute or chronic.

· Nephrosclerotic:  The nephrosclerotic type of nephritis originates in hypertension or arteriosclerosis, and develops slowly with minimal laboratory findings.  

Some of the reasons for removal of all or part of a kidney include a malignant new growth, renal artery stenosis, a lesion causing malignant hypertension, a shattering traumatic lesion, uncontrolled infection not responding to antibiotic therapy, or the need for a normal kidney to be given as a donor to a recipient.  The examiner should report the presence of nephritis, infection, or other pathology in the remaining renal tissue.  If the condition of the remaining renal tissue is impaired, the degree and duration of such signs as retention of nitrogenous products, hypertension, edema, presence of red or white blood cells, albumen or bacteria in the urine, or impaired ability of the kidney to concentrate the glomerular filtrate into normal urine must be recorded.  Weakness, fatigue, chronic invalidism, or the need for renal dialysis or renal transplant must also be recorded.

7501
Kidney, abscess of 

An abscess is a localized collection of pus.  Rate as urinary tract infection.

7502
Nephritis, chronic  

Rate as renal dysfunction.

Nephritis is an inflammation of the kidneys which may be either acute or chronic. It may progress to degeneration of the kidneys and renal systems. Nephritis is characterized by albuminuria (presence of serum albumin in the urine) and hematuria (blood in the urine).
38 CFR §4.115  Nephritis.

Albuminuria alone is not nephritis, nor will the presence of transient albumin and casts following acute febrile illness be taken as nephritis.  The glomerular type of nephritis is usually preceded by or associated with severe infectious disease; the onset is sudden, and the course marked by red blood cells, salt retention, and edema; it may clear up entirely or progress to a chronic condition.  The nephrosclerotic type, originating in hypertension or arteriosclerosis, develops slowly, with minimum laboratory findings, and is associated with natural progress.  Separate ratings are not to be assigned for disability from disease of the heart and any form of nephritis, on account of the close interrelationships of cardiovascular disabilities.  If, however, absence of a kidney is the sole renal disability, even if removal was required because of nephritis, the absent kidney and any hypertension or heart disease will be separately rated.  Also, in the event that chronic renal disease has progressed to the point where regular dialysis is required, any coexisting hypertension or heart disease will be separately rated.

Often, renal artery stenosis requires a by-pass graft.  Evaluation should be under diagnostic code 7534, atherosclerotic renal disease.

7504
Pyelonephritis, chronic  
Rate as renal dysfunction or urinary tract infection, whichever is predominant.
This is an extreme and severe form of kidney disease which may follow an acute kidney infection, especially if the infection is not adequately treated and persists.  These infectious or inflammatory conditions of the renal pelvis, calyces (recesses of the pelvis of the kidney which enclose the pyramids), and renal parenchyma (the functional elements of the kidney, as distinguished from its framework) often produce acute febrile onset or flare-ups of the chronic condition with accompanying pain and tenderness over one or both kidneys.  A preceding urinary tract infection or instrumentation (e.g., bladder catheterization) is sometimes a precursor.  A careful search for white blood cells, other elements in the urine, and a culture are required.  The urine specimen for culture should be a catheterized or midstream (cleanly voided) one.  Prolonged following of the blood pressure and renal function will be required.

7505
Kidney, tuberculosis of 
Rate in accordance with 38 CFR §§ 4.88c or 4.89, whichever is appropriate. 

This is a non-pulmonary form of tuberculosis.  Evaluations after inactivity depend upon whether there was entitlement on August 18, 1968 (see 38 CFR §§ 4.88b or 4.89).  While active, the evaluation will be 100%.
7507
Nephrosclerosis, arteriolar  

Arteriosclerosis is a phenomenon of aging that is accentuated by hypertension.  In the kidney, the lesion usually is described as benign nephrosclerosis, although a more accurate term would be benign nephroangiosclerosis.  The kidney hardens (becomes sclerotic), due to renovascular disease.  It is often associated with hypertension.  Nephrosclerosis (cardiovascular-renal disease) is a listed presumptive disease under 38 C.F.R. §3.309.

Arteriolar nephrosclerosis is to be evaluated under the criteria for renal dysfunction, hypertension or heart disease, according to the predominating symptoms.  If evaluated under the cardiovascular schedule the percentage rating which would otherwise be assigned will be elevated to the next higher evaluation.  

7508
Nephrolithiasis  

This is a condition marked by the presence of renal or urinary calculi (kidney stones).  They may occur anywhere in the urinary tract and are common causes of pain, bleeding, obstruction, and secondary infection.  This occurs when a stone or calculus is lodged in some part of the upper genitourinary tract.  Occasionally, symptoms occur when such stones are caught in the lower tract.  Typically there is excruciating pain over the costovertebral angle, with radiation into the scrotum or labial region.  This is accompanied by nausea, vomiting, sweating, urinary urgency and frequency, chills, shock, and passing of blood in either microscopic or gross amounts.  These symptoms are often difficult to distinguish from gall-bladder disease, appendicitis, peptic ulcer, pancreatitis, coronary artery occlusion, diabetic crises or ureteral obstruction due to spasm, stricture, tumor, or constriction by an aberrant vessel.  The diagnosis must be supported by radiographic and cystoscopic findings. The number, size, shape, location, and the tendency of the urinary stones to recurrence must be described.

Urinary stone disease is exceeded in frequency as a urinary tract disorder only by infections and prostatic disease and is estimated to afflict 240,000-720,000 Americans per year.  Men are more frequently affected by urelithiasis than women, with a ration of 4:1.  Initial presentation predominates in the third and fourth decade.

Nephrolithiasis is to be rated as hydronephrosis, except for recurrent stone formation requiring one or more of the following: 

1.  diet therapy 

2.  drug therapy 

3.  invasive or non-invasive procedures more than two times/year


    30%

Be aware that, once a renal calculus is properly service connected, all subsequent calculi are service-connected.  Bilateral calculi will be evaluated as a single disability.
7509
Hydronephrosis 

Hydronephrosis is characterized by a collection of urine in the pelvis of the kidney, forming a cyst due to the combination of distention and atrophy of the kidney. 

· Severe; Rate as renal dysfunction. 

· Frequent attacks of colic with infection (pyonephrosis), kidney

 function impaired







  30%

· Frequent attacks of colic, requiring catheter drainage    



  20%

· Only an occasional attack of colic, not infected and not requiring catheter 

drainage








  10%

Adjudication of this disability depends upon demonstration of obstruction of the renal outflow tract at some level by bladder outlet obstruction, impacted stones, prostatic enlargement, compression by uterine or other new growths, angulation from dropping of the kidney, congenital anomalies, or encroachment by aneurysms or aberrant vessels.  Usually these disabilities require specialized studies for demonstration.  A careful search for infection or involvement of the other kidney and for a previous history of renal colic must be performed.
7510
Ureterolithiasis  

This refers to the formation of a stone or calculus in the ureter of a kidney, the effect being to obstruct the normal flow of urine from kidney to bladder. 
· Rate as hydronephrosis, except for recurrent stone formation requiring one or more of the following: 

1.  diet therapy 

2.  drug therapy 

3.  invasive or non-invasive procedures more than two times/year 

  30%

7511
Ureter, stricture of 
An abnormal narrowing of the ureter, serving to obstruct the normal flow of urine.

· Rate as hydronephrosis, except for recurrent stone formation requiring one or more of the following: 

1.  diet therapy 

2.  drug therapy 

3.  invasive or non-invasive procedures more than two times/year 

  30%

7512
Cystitis, chronic, includes interstitial and all etiologies, infectious and non-infectious 

Rate as voiding dysfunction. 

This is a chronic inflammation or infection of the bladder.  It is usually secondary to an infection of the kidneys, prostate, urethra, or other area but may sometimes be due to chemical irritation, as in uremia.  Alteration of tissue resistance associated with chronic infection is common after chronic drainage of infected urine from pyelonephritis, infected drainage from epididymovesiculitis, prostatitis, prolonged irritation from foreign bodies or calculi, ascending infection from urethral disease, stasis from obstructed outflow by an enlarged prostatic lobe, or urethral stricture.
Urinary tract infections are among the most common entities encountered in medical practice.  In acute infections, a single pathogen is usually found, whereas two or more pathogens are often seen in chronic infections.  Renal infections are of particular concern because if they are inadequately treated, loss of renal function may result.

7515
Bladder, calculus in, with symptoms interfering with function

Rate as voiding dysfunction. 

7516
Bladder, fistula of  

A fistula is an abnormal opening, connection, or passageway between two internal organs or to the body surface.  A fistula between the bladder and the skin may be the result of surgery such as suprapubic cystotomy to produce relief from prostatic or urethral stricture obstruction.  Penetrating or crushing injuries, malignancies, or other causes may also produce such a fistula.  It is often a sequel of urethral strictures following infection, injury, or the passage of catheters or sounds.  Suprapubic cystotomy is surgery involving cutting into the bladder by an incision through the lower abdomen.

· Rate as voiding dysfunction or urinary tract infection, whichever is predominant. 

· Postoperative, suprapubic cystotomy      





100%

7517
Bladder, injury of 

Rate as voiding dysfunction. 

7518
Urethra, stricture of

Rate as voiding dysfunction. 

The male urethra begins at the bladder outlet, runs through the prostate gland (posterior or prostatic urethra) and continues through the penis (anterior urethra).  In the male, the urethra carries urine and semen, and is about 8 or 9 inches long.  The female urethra is much simpler and shorter (about 1 ½ inches long), and serves only to carry urine to the outside.  

Strictures (narrowing) of the urethra may be due to infection or injury; if these strictures are not relieved, the bladder will be affected.  Urethritis (inflammation of the urethra) is a common infectious condition of the urethra; it may or may not be related to sexual activity.  Strictures may be temporarily relieved by dilatations (stretching of the orifice by an instrument).  Complications such as upper tract dilatation, infection, renal insufficiency, and uremia must be described by the examiner and will be the basis of evaluation.  The length, degree, and location of the stricture should be described.  There should be a record of the frequency of therapeutic dilatations necessary.
7519
Urethra, fistula of  

A fistula of the urethra results in involuntary and unnatural passage of urine from the urethra either to another body organ or to the body surface.  

· Rate as voiding dysfunction. 

· Multiple urethroperineal fistulae   





100%

A fistulous tract between the urethra and the exterior may open on the shaft of the penis or in the perineum.  There may be only one or several such fistulous openings.  Drainage of urine through such an opening may be continuous or intermittent.  This drainage may be well controlled or not well controlled and require that the patient wear pads or a prosthetic appliance.  The type of appliance used, its usefulness, and frequency of changing must be described by the examiner.
7520
Penis, removal of half or more

· Removal of half or more    






  30%

· Or rate as voiding dysfunction. 

Special monthly compensation for loss of use of a creative organ should be considered.

7521 
Penis, removal of glans

The glans penis may be described as the tip end of the penis.  If loss interferes with procreative function, entitlement to SMC for loss of use of a creative organ should be considered under this diagnostic code.

· Removal of glans    







  20%

· Or rate as voiding dysfunction. 

7522
Penis, deformity, with loss of erectile power

· Deformity, with loss of erectile power





  20%

This diagnostic code would be used for rating impotence secondary to a service connected condition such as diabetes mellitus or status post radical retropubic prostatectomy.  

For a compensable evaluation under this code there are two requirements, both of which must be met.  Not only must there be deformity; the deformity must be accompanied by loss of erectile power.  SMC “k” is also in order for loss of use of a creative organ.  This issue is addressed in the excerpt from M21-1MR below.

Excerpt from M21-1MR, III.iv.4.I.34.a and b:

a. Deformity of the Penis With Loss of Erectile Power

The following two requirements must be met before a 20 percent evaluation can be assigned for deformity of the penis with loss of erectile power under diagnostic code (DC) 7522:

· deformity must be evident, and 

· the deformity must be accompanied by loss of erectile power. 

Important: The condition is not compensable in the absence of penile deformity.

b. SMC for Loss of Use of a Creative Organ

Award SMC for loss of use of a creative organ if loss of erectile power is shown, with or without penile deformity.

7523
Testis, atrophy complete 

· Both


20

· One 


0

Atrophy of the testes may result from the following conditions: viral orchitis (inflammation of the testes); trauma (thermal or physical); radiation damage; as well as environmental estrogens or substances that affect the promotion of masculinity (antiandrogens), e.g., testosterone.  Unilateral atrophy (involves one testis) occurs in one-third of the patients with orchitis, and bilateral atrophy (involves both testes) occurs in one-tenth of patients.  Radiation doses higher than 200mGy (20rad) can cause damage. 

Semen analysis is done to evaluate functioning. Atrophy can be perceived 1 to 6 months after acute orchitis. Patients should be evaluated for history of exposure to potential etiological causes. Past occupational and recreational activities should be evaluated as well as exposure to environmental hazards, e.g., microwaves, ultrasound, and chemicals that are known to affect the production of sperm. 

Hormone replacement therapies are instituted to correct deficiencies caused by decreased functioning due to atrophy. Androgen is given to reinstate male sexual characteristics. Gonadotropins are given to restore fertility.  

The results from semen analysis reveal that the return to normal occurs in 75% of men with unilateral involvement from orchitis, but only in approximately 33% of those with bilateral involvement.  However, the degree of atrophy is not directly related to the extent of orchitis infection.

38 CFR 3.350(a)(1) provides legal direction regarding the requirements for a medical determination of testicular atrophy under DC 7523 in situations where the affected testis is:

· 1/3 or less the size of the paired normal testicle, or;

· 1/2 normal size with significant alteration of consistency (either much harder or much softer), as compared with the paired normal testicle, or;

· if neither of the above conditions is met, when a biopsy, recommended by a board including a genitourologist and accepted by the veteran, establishes the absence of spermatozoa.

Entitlement to SMC for loss of use of a creative organ should be considered.

7524
Testis, removal 

· Both  









  30%

· One









    0%

Entitlement to special monthly compensation for loss of use of a creative organ should be considered.

In cases where one testis has been removed as the result of a service-incurred injury or disease (other than an undescended or congenitally undeveloped testis), with the absence or nonfunctioning of the other testis unrelated to service, an evaluation of 30 percent will be assigned for the service-connected testicular loss.  An undescended or congenitally undeveloped testis is not a ratable disability.

7525
Epididymo-orchitis, chronic only 

This diagnostic code may be assigned for any epididymal infection.  The epididymis is a small, rectangular-shaped, cordlike structure, resting on top of and beside the testes. Epididymo-orchitis is an inflammatory process of the epididymis that spreads to the testes.
Most cases of epididymitis and resulting epididymo-orchitis stem from complications of infections, and can be divided into two categories that involve different age groups and etiologies.  

Sexually transmitted types generally occur in men under the age of forty, are related to urethritis, and result from specific organisms, e.g., Chlamydia trachomatis.

Non-sexually transmitted forms typically occur in older men, are associated with urinary tract infections and prostatitis, and are caused by gram-negative rods.  The route of infection is probably via the urethra to the ejaculatory duct and then down the vas deferens to the epididymis.  

· Rate as urinary tract infection. 

· For tubercular infections:  Rate in accordance with §§4.88c or 4. 89, whichever is appropriate. 

7527
Prostate gland injuries, infections, hypertrophy, post - operative residuals

The prostate is an accessory male sex organ that encircles the posterior or prostatic urethra at the bladder neck and discharges its secretions through ducts that provide tiny openings into the prostatic urethra.  Resection or removal of the prostate may be done when there is a tumor or an enlargement that interferes with normal urination.  This diagnostic code involves conditions of the prostate gland including: any nonmalignant infection; trauma; benign prostatic hypertrophy (BPH); or a surgical procedure in which the reproductive or bladder function is impaired.

Injuries, infections, hypertrophy, or resection or removal of the prostate gland are to be rated on the basis of voiding dysfunction or urinary tract infection, whichever symptoms are predominate.  There is no minimum rating assignable.  Even with proper resection of the prostate gland, on ejaculation the seminal fluid may stay in the bladder and be passed with the next voiding of urine (retrograde ejaculation).  This also constitutes loss of use of a creative organ and establishes entitlement to SMC under 38 USC § 1114(k).  A complete discussion of the consideration of SMC for loss of use of a creative organ follows further down in this lesson.

Many veterans service-connected for chronic prostatitis develop BPH years following active duty.  Chronic prostatitis does not cause BPH, which is an age related adenomatous hyperplasia, commonly seen in men over 50, generally associated with alterations in hormonal balance.  

The incidence of prostate gland enlargement is most often related to age.  Prevalence is estimated at 20% of the male population 41 to 50 years of age and 80% of men over 80 years of age.  The cause is not completely understood.  Other prostatic disorders may arise from an infectious process, surgery, or trauma.  It must be very carefully distinguished from malignancies of the prostate.  There is no established medical connection between benign prostate diseases and cancer.
The following symptoms may be included with prostatic disorders: frequent urination; difficulty with urination; decreased strength and force of the urine stream; nocturia; and dribbling at the end of urination. In addition, there may be fever; urgency to urinate; pain in the lower back and the area between the rectum and the testicles; pain or burning while urinating; painful ejaculation; and hematuria. 

Unchecked, progressive BPH may cause secondary complications to include chronic prostatitis, bladder outlet obstruction, secondary hydronephrosis and renal dysfunction.

These conditions may be due to some type of bacterial, viral, or other infection which may seem to be related to an allergic or similar reaction of non infectious nature.  They may be acute, chronic, intermittent, or recurrent.  In the male, prostatitis and posterior urethritis are usually associated.  Urethritis of the shorter female urethra and anterior urethritis of the male may occur without relation to other conditions; however, they are usually associated with infection or abscess formation of the periurethral glands.  In males between the ages of 20 and 35 years there is a high frequency of urethritis and acute prostatitis.
Rate as voiding dysfunction or urinary tract infection, whichever is predominant. 

7528
Malignant Neoplasms of the genitourinary system
Malignancies of the renal pelvis and calyces and ureter are histologically similar (usually transitional cell in character, but occasionally squamous cell).  

· Neoplasms of the genitourinary system       




100%

Note:  Following the cessation of surgical, X-ray, antineoplastic chemotherapy or other therapeutic procedure, the rating of 100 percent shall continue with a mandatory VA examination at the expiration of six months.  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 as voiding dysfunction or renal dysfunction, whichever is predominant. 

Prostate cancer is included in this diagnostic code.  Prostate cancer is common among men over 50 and is a condition that you will encounter with some frequency.  The prostate and both benign and malignant disease of the prostate are discussed at length in Training Letters 99-01, 00-02 and 00-04.  Please consult these training letters for a thorough discussion of these conditions.

Prostate cancer can be service-connected in the usual way if it is diagnosed while the veteran is on active duty or within the one-year presumptive period.  It can also be service-connected at any time after the veteran is released from active duty if he served in Vietnam or exposure to Agent Orange can otherwise factually established.  There is no medical evidence that shows a link between benign diseases of the prostate and later onset of cancer.

Prostate cancer must be affirmatively diagnosed by a biopsy; elevated PSA is not sufficient to diagnosis cancer, but it can indicative of a need for a biopsy.  Once cancer is affirmatively diagnosed, it is usually treated in one of four ways:

1. Surgery:  The prostate and surrounding tissue is surgically removed in  an operation called radical prostatectomy.  

2. Radiation:  The prostate is treated either with the implantation of radioactive pellets or seeds, or with external beam radiation.   Both methods have the same goal of killing off the cancer cells by exposing them to radiation.  If seeds are used, they are surgically implanted, usually only once, and remain in the prostate.  External beam radiation requires a series of treatments that can extend for 40 or more sessions, usually delivered daily.  External radiation can also be used in conjunction with surgery if the surgery was unable to establish cancer-free margins or if the cancer has spread to other tissues.

3. Hormone therapy:  Prostate cancer is fueled and spread through the male hormone, testosterone.  Suppression of testosterone can stop the growth and spread of the cancer.  This is not considered a cure, as any existing cancer remains, and growth, while reduced, continues.  Suppression of testosterone  can be achieved permanently through an orchiectomy, or chemically through injections or use of oral medication. 

4. Watchful waiting:  This is not a treatment, but an option.  Prostate cancer is slow spreading and in older men who have other significant health problems, aggressive treatment of it does not make sense.  In these cases, a treating physician will make a case-by-case determination of the individual’s needs, condition and prognosis and decide whether to treat the prostate cancer.

 Chemotherapy has not been shown to be effective against prostate cancer, and is rarely used.  Other treatments, such as cryotherapy (freezing the prostate) are rare.

For the purposes of rating prostate cancer, the active disease will be rated at 100%.  The options of watchful waiting and hormone therapy do not cure nor reduce the cancer, so if the veteran is being treated by these methods alone, the evaluation will remain at 100%.  If the veteran has surgery, the 100% evaluation is appropriate from the time the biopsy affirmatively diagnoses cancer, through the surgery and for six months after his discharge from the hospital for the surgery.  Thereafter, rate on residuals.  If the veteran is treated through external radiation, the 100% evaluation is appropriate until six months after the last treatment.  If he is treated with seed implants, the seeds remain active for up to one year after implant.  So for the purposes of rating evaluation, the “cessation of radiation therapy” is considered to be one year after the date of the surgical implant of the seeds.  The 100% evaluation will continue for another six months.  Thereafter rate on residuals.  All other laws establishing effective dates apply.

SMC "k" FOR LOSS OF USE OF MALE CREATIVE ORGAN

The question arises as to when to award SMC "k" for loss of use of a creative organ after treatment for prostate cancer.  While the primary purpose of sexual intercourse is for continuation of the human species, additional factors affect the rating of veterans’ disability claims.  Some of these factors have been addressed by C&P Service in two FAQ’s dated December 4, 2000, titled “SMC: Creative Organ”, and December 3, 2002, titled “SMC K.”   While neither of these references establishes policy, they are useful discussions of the issue in absence of a more definitive reference in the law.

Regardless of the type of treatment for prostate cancer, inability to procreate is common.  Surgery often causes impotence that cannot be treated with medication, and even if erectile function remains intact, only a retrograde ejaculation can occur.  In these cases, insemination is all but impossible.  Radiation offers the best chances to retain erectile abilities, but even so, without a functioning prostate to generate seminal fluid to carry the sperm, insemination is nearly impossible.

As such, a grant of SMC for loss of use of a creative organ should always be considered whenever the veteran is treated for prostate cancer.  This does not mean that a grant of SMC is automatic; in each case, loss of use must be claimed, and a medical finding that would warrant a grant of the benefit must be made.  If the veteran does not claim loss of use, we should ask him about it.  A veteran should not be penalized nor denied an entitlement simply because he did not know to ask for it.  In any claim where we are ordering a VA exam for the residuals of prostate cancer, it would be a good idea to ask the examining physician whether the veteran has loss of use of a creative organ and is that loss due to the residuals of the treatment for prostate cancer.

As there no definitive diagnostic tests for determining impotence, the veterans statement may be determinative in these cases.  As this subject is highly personal, a complete description of remaining function may not be forthcoming and we may need to request a VA exam so that the examining physician can ask the questions necessary for a determination.

When deciding whether loss of use of a creative organ has occurred, a decision maker must keep more in mind than the veterans ability to overcome erectile dysfunction by use of medication or prosthetic implant.  Veterans often state that they are able to achieve some erection, but are unable to maintain it sufficiently to complete the act of procreation.  The successful use of medication or prosthetic implant to restore erectile ability does not preclude the grant of SMC for loss of use if the veteran is unable to complete the act of procreation.  The VBN telecast on Special Monthly Compensation Course implies that we should consider the psychological aspects and perceived social stigma involved with prosthetic penile implants and other treatments used top overcome impotency.

In a General Counsel Precedent Opinion (VAOPGCPREC 5-89), we are advised that a prior elective sterilization (vasectomy, or tubal ligation in females) does not preclude the award of SMC if a service connected condition now renders the veteran incapable of procreation.

As in any other decision, reasonable doubt must be resolved in favor of the veteran.  Consider all the evidence, and if there is enough positive evidence to establish the fact that the veteran is incapable of normal sexual activity without assistance of medication or prosthetic device, SMC should be granted.  Once lost, recovery of normal function is very rare, but if it occurs, consider reducing the evaluation and discontinuing the SMC under 38 CFR 3.105(e).   

7529
Benign neoplasms of the genitourinary system 

Rate as voiding dysfunction or renal dysfunction, whichever is predominant. 

7530
Chronic renal disease requiring regular dialysis

Rate as renal dysfunction. 

This diagnostic code was created effective September 9, 1975, because of the development of hemodialysis (performance of kidney function outside the body by an artificial kidney). 

When hemodialysis is accomplished at home, entitlement to special monthly compensation for aid and attendance benefits should be considered.

7531
Kidney transplant 

· Following transplant surgery   






100%

· Thereafter: Rate on residuals as renal dysfunction, minimum rating   

  30%

Note:  The 100 percent evaluation shall be assigned as of the date of hospital admission for transplant surgery and shall continue with a mandatory VA examination one year following hospital discharge.  Any change in evaluation based upon that or any subsequent examination shall be subject to the provisions of § 3.105(e) of this chapter. 

Note:  Prior to February 17, 1994, kidney transplant would be evaluated at 100% for 2 years following transplant surgery.  The 100% rating for 2 years was to commence after the initial grant of the 1 month total rating assigned under 38 CFR §4.30 following hospital discharge.  The 2 year period was changed to a minimum 1 year period when this section was revised.

The following diagnostic codes were added when this section was revised effective February 17, 1994.

7532
Renal tubular disorders (such as renal glycosurias, aminoacidurias, renal

tubular acidosis, Fanconi's syndrome, Bartter's syndrome, related disorders of Henle's loop and proximal or distal nephron function, etc.) 

· Minimum rating for symptomatic condition 




  20%

· Or rate as renal dysfunction. 

Renal glycosuria (nondiabetic glycosuria) is a benign, asymptomatic condition wherein glucose appears in the urine despite a normal amount of glucose in the blood, whether basally or during a glucose tolerance test.

Aminoaciduria is an excess of amino acids in the urine. 

Fanconi’s syndrome is a rare disorder of tubule function that results in excess amounts of glucose, bicarbonate, phosphates, uric acid, potassium, sodium, and certain amino acids being excreted in the urine.  Fanconi’s syndrome may be hereditary or may be caused by exposure to heavy metals or other chemical agents, vitamin D deficiency, kidney transplantation, multiple myeloma, or amyloidosis. 

Bartter’s syndrome is hypertrophy and hyperplasia of juxtaglomerular cells. 

7533
Cystic diseases of the kidneys (polycystic disease, uremic medullary 

cystic disease, Medullary sponge kidney, and similar conditions) 

· Rate as renal dysfunction. 

Renal cysts are epithelium-lined cavities filled with fluid or semisolid material that develop primarily from renal tubular elements.  One or more simple cysts are found in 50% of individuals over the age of 50, but are rarely symptomatic and have little clinical significance.  

The term “polycystic” applies to cysts present throughout the renal cortex and medulla; “medullary cystic” applies to those principally in the medullary and papillary regions of the kidney.  

7534
Atherosclerotic renal disease (renal artery stenosis or atheroembolic renal 

disease) 

· Rate as renal dysfunction. 

7535
Toxic nephropathy (antibiotics, radiocontrast agents, nonsteroidal 

anti-inflammatory agents, heavy metals, and similar agents) 

· Rate as renal dysfunction. 

7536
Glomerulonephritis 

Rate as renal dysfunction. 

An inflammation process primarily involving the glomerulus, though at times the renal vasculature, interstitium, and tubular epithelium may also be affected.  Glomerular inflammation can result in damage to any of the three major components of the glomerulus: the basement membrane, the mesangium, or the capillary endothelium.  

Glomerular diseases cause at least one-half of the hospitalizations for severe kidney disease and account for at least two-thirds of the cases requiring hemodialysis and renal transplants.  Glomerulonephritis may be characterized as acute or chronic, depending on the time course of clinical findings and laboratory changes.
a.  Acute glomerulonephritis.  Many glomerular diseases are now generally conceded to be the result of an immunologic mechanism.  The great majority of such cases of glomerulonephritis are those associated with deposition of immune complexes in close relation to be basement membrane.  A smaller percentage of the cases are caused by the production of antibodies against antigenic agents in the glomerular basement membrane.  Most forms of glomerular disease are characterized by diffuse lesions affecting the cortex of both kidneys; thus, a small renal biopsy will usually give a pathological picture that is representative of disease of the entire glomerular system of both kidneys.  The term “glomerulonephritis” includes a number of types of glomerular disorders (each disorder based on renal biopsy findings) including those seen in association with systemic lupus erythematosus, amyloidosis, polyarthritis, lymphoma, Goodpasture's syndrome, diabetes mellitus with renal involvement, renal vein thrombosis, hemolytic uremic syndrome, and Wegener's granulomatosis.  Idiopathic rapidly progressive glomerulonephritis, hereditary nephritis, “benign” hematuria with focal glomerulitis, post-streptococcal, membranous, and membrano-proliferative glomerulonephritis are other recognized glomerulopathies, distinguished by biopsy characteristics.  Glomerulonephritis is also known to be associated with acute infections, bacterial endocarditis, and quartan malaria.
Post-streptococcal acute glomerulonephritis, although no longer considered an exclusive disease entity, is representative of other similar glomerulopathies since it has almost all of the wide ranging features of glomerular disease.  Clinically, it is characterized by generalized edema, hematuria, hypertension and moderate proteinuria.  Usually, after 7 to 14 days the edema and hypertension disappear, although urinary findings of hematuria and increased protein may persist.  The disease may go on for many months to recovery, or it may evolve into subacute and chronic forms.

b.  Chronic glomerulonephritis.  This is no longer considered a separate disease entity, but rather a collection of chronic diseases which affect the glomeruli.  A very few cases may have their origin in post-streptococcal glomerulonephritis.
c.  Minimal change glomerulonephritis (Lipoid nephrosis, nil disease).  This is a glomerular disease characterized by microscopic changes of swelling and fusion of the foot processes of the epithelial cells on the outer side of the glomerular basement membrane.  These lesions do not tend to progress.  Clinically, the disease is characterized by edema (which may become massive), hypoproteinemia, and hypoalbuminemia.  The majority of cases do not have hypertension.  The remarkable features of this disease are its good prognosis (although relapses are frequent) and its good response to corticosteroids.
d.  The nephrotic syndrome is a clinical entity associated with diffuse injury of the glomerulus and characterized by massive proteinuria, hypoalbuminemia, and generalized edema.  Approximately three-fourths of all cases of nephrotic syndrome are caused by minimal change glomerular disease (lipoid nephrosis), membranous glomerulonephritis, or various types of proliferative glomerulonephritis.  The nephrotic syndrome is one of the chief indications for renal biopsy because treatment and prognostic outlook may well be based on the biopsy findings.
7537
Interstitial nephritis 

Tubulointerstitial nephritis is an inflammation disorder of the renal interstitium in which the immune system plays a significant role pathogenetically.

· Rate as renal dysfunction. 

7538
Papillary necrosis: 
An accompaniment of acute pyelonephritis, most often seen in diabetics, characterized by necrosis of the renal papillae of one or both kidneys, with sharp demarcation between necrotic and living tissue.

· Rate as renal dysfunction. 

7539
Renal amyloid disease 

Renal amyloid disease is a secondary amyloidosis affecting the kidney which will usually become enlarged. 

· Rate as renal dysfunction. 

7540
Disseminated intravascular coagulation with renal cortical necrosis 

· Rate as renal dysfunction. 

7541
Renal involvement in diabetes mellitus, sickle cell anemia, systemic 

lupus erythematosus, vasculitis, or other systemic disease processes

· Rate as renal dysfunction. 

7542
Neurogenic bladder 

· Rate as voiding dysfunction. 

The condition is related to an impairment of the function of the urinary bladder resulting from a birth defect, and an injury or disease process involving the brain, spinal cord or local nerve supply to the bladder, which causes an interruption of normal nerve supply to the bladder.  The three types of conditions are the spastic type, flaccid type, and mixed type.  The spastic type occurs from an upper motor neuron lesion involving the spinal cord above the S2 to S4 level.  A lower motor neuron lesion below S2 to S4 causes the flaccid type.  In the mixed type, there is incomplete upper motor neuron damage from some disorder or trauma to the cortex (outer layer of the cord).

Etiology:  Etiologic factors related to the three types of neurogenic bladder are as follows: 

· Spastic or hypertonic neurogenic bladder - It is usually caused by damage to the local nerves serving the section above the sacrum (suprasacral) of the spinal cord. The most common acquired cause is spinal cord injury from myelitis (inflammation of the spinal cord) or traumatic cord injury from cutting across the cord that results in paraplegia or quadriplegia. 

· Flaccid or hypotonic neurogenic bladder - It is generally caused by damage to the brain or local spinal cord, and occurs as a result of disease or trauma, or cerebral disorders caused by the following conditions: 

· Stroke (cerebrovascular disorder) 

· Brain tumor 

· Parkinson's disease 

· Multiple sclerosis 

· Lesions of the spinal cord and disorders of peripheral innervation 

· Heavy metal toxicity (usually from lead or mercury) 

· Metabolic disturbances (diabetes mellitus) 

· Acute infectious diseases 

· Guillain-Barré syndrome 

· Chronic alcoholism and collagen disease 

· Lupus erythematosus 

· Atherosclerosis 

· Herpes zoster
· Mixed (both spastic and flaccid) neurogenic bladder - It may be caused by disease processes including the following conditions: 

· Syphilis 

· Diabetes mellitus 

· Stroke (cerebrovascular disorder) 

· Ruptured intervertebral disk 

· Brain or spinal cord tumors 

· Multiple sclerosis 

· Amyotrophic lateral sclerosis (ALS) 

Signs & Symptoms:  This disorder produces a wide range of clinical effects, depending on the underlying cause, and its effect on the structural integrity of the bladder. Symptoms related to the three types of neurogenic bladder are as follows: 

· Spastic or hypertonic neurogenic bladder - The signs and symptoms depend on what section of the spinal cord is affected and the extent of the injury.  Generally, symptoms may include urinary incontinence; changes in initiation and interruption of urination; inability to completely empty the bladder; scant urination without a feeling of bladder fullness; and spontaneous spasms of the arms and legs. 

· Flaccid or hypotonic neurogenic bladder - The condition is usually painless, accompanied by a flaccid (relaxed, flabby) bladder with defective or absent muscular tone, and distension.  The condition may cause constant dribbling of urine, and urinary tract infections (UTI) secondary to urinary tract stones resulting from stasis of urine. UTIs are usually common. 

· Mixed (both spastic and flaccid) neurogenic bladder - The manifestations may include a diminished ability to empty the bladder and a feeling of urgency to urinate with inability to control the urgency. 

There is loss, or impairment, of bladder function or control due to disease or injury of the nerves controlling action of the bladder outlet sphincter muscle.  The damage may be located in the central nervous system (brain or spinal cord) or may be localized to the specific nerves involved.  The impairment may be either from inability to start or inability to stop the urine flow.  In either event, the condition is to be rated as voiding dysfunction.
Tests:  Diagnosis may require a variety of diagnostic measures based on the various causes of the condition.  Cerebrospinal fluid analysis, showing increased protein levels, may indicate cord tumor.  Increased gamma globulin levels may indicate multiple sclerosis.  Skull and vertebral column x-rays can reveal fractures, dislocations, congenital anomalies, or metastasis.  Procedures carried out include: myelography; electroencephalogram (EEG); electromyography; and brain computed tomography (CT) scans.  Tests to assess bladder function, bladder neck function and continence include: an urethral pressure profile (cystometry); a urine flow study (Uroflowmetry); retrograde urethrography; and voiding cystourethrography. 

Treatment:  Treatment is dependent upon the type of neurogenic bladder.  The goal of treatment is to maintain the integrity of the upper urinary tract, control infection, and prevent urinary incontinence.  Treatment may include bladder evacuation. In addition, drug therapy to improve bladder storage, emptying and control may be instituted, as well as, surgery, or, less often, neural blocks and electrical stimulation. 

Residuals:  Lifelong drug therapy or bladder evacuation or a combination of both measures with self-catheterization may be required.  Total recovery is usually uncommon. Implantation of an artificial urinary closure muscle (sphincter) may be required if incontinence occurs. 

Paralysis of the bladder may persist for a few days, several months, or permanently.  Within about 6 weeks the patient usually recovers normal function of the bladder or develops one of the permanent patterns of neurogenic bladder such as an atonic or flaccid bladder, an automatic or reflex bladder, or an autogeneous bladder.  For proper ratings of these conditions, urodynamic studies as well as cystoscopic, radiographic, or isotopic scanning of the genitourinary system are required.

Whenever you encounter neurogenic bladder or any other severe voiding dysfunction, you should consider whether loss of bladder control has occurred for the purposes of a grant of SMC.  There is no clear definition of loss of bladder sphincter control, and it becomes a judgment call on your part.  The only guidance is found in 38 CFR 3.350(e)(2) which says, in part “The requirement of loss of anal and bladder sphincter control is met even though incontinence has been overcome under a strict regimen of rehabilitation of bowel and bladder training and other auxiliary measures.”  It is possible to for people to be “trained” to overcome complete loss of sphincter control through specific exercises.  Even if the veteran accomplishes this, by no means has full-time control been regained.  A person in this condition would still need to wear protective undergarments and will experience unexpected moments of loss of control.  If the veteran has inability to control his bladder function at rest, and at unexpected times, you can probably concede loss of bladder sphincter.  If the veteran has only stress incontinence, such as when he coughs or strains, loss of bladder control is not established.
Elective Operative Procedures
Generally, an elective operation is not a ratable disability within the meaning of the law.  An operation is not considered elective where it is advised on sound medical judgment for the relief of a pathological condition or to prevent possible future pathological conditions.

A vasectomy in service for birth control with a good postoperative result is an elective operative procedure. The same is true for an elective nephrectomy for donor purposes, again if there is no postoperative complication or subsequent aggravation.  Of course, unexpected complications or subsequent aggravation warrants service connection for any residual disability.

Congenital/Developmental Conditions under 38 C.F.R. § 3.303(c)

Polycystic renal disease is considered to be hereditary in origin by accepted medical authority.  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. §§ 1111 and 1132.  Service connection may be granted for hereditary diseases which either first manifest themselves during service or which preexist service and progress at an abnormally high rate during service.  This is discussed in detail in VAOPGCPREC 67-90, July 18, 1990 which updated a previous opinion on the subject, Op. G.C. 1-85.  

Note that the provisions of 38 CFR 3.304(b), Presumption of Soundness, have been declared invalid by VAOPGCPREC 3-2003 dated July 17, 2003.  Included in this packet is a copy of the DAD.

GLOSSARY OF THE GENITOURINARY SYSTEM
Albumin: (al-bu'min)

A form of protein that may or may not be considered abnormal or significant when found in the urine.

Albuminuria: (al"bu-mi-nu're-ah)

Presence in the urine of serum albumin.

Arteriole: (ar-te're-ol)

A minute arterial branch that goes to a renal glomerulus.
Bladder: (blad'der) (DC 7514 - 7517)

A membranous sac situated in the anterior part of the pelvic cavity that serves as           reservoir for urine.
Bladder, calculus in, with symptoms interfering with function: (DC 7515)

The formation of calculi in the bladder.  Rate as cystitis (DC 7512).

Bladder, fistula of. (DC 7516)

An abnormal passage or communication between the bladder and another organ or leading from the bladder to the surface of the body.

Bladder, injury of. (DC 7517)

This diagnostic code would normally be used to evaluate the residuals of injury to the bladder.  Rate as cystitis (DC 7512).

Bladder, tuberculosis of, active or inactive: (DC 7514)

This is a listed presumptive disease for service connection.  When the disease is

active, the evaluation is 100%.  Evaluation of the disease when inactive is dependent on when entitlement to service connection was established.  If entitlement was established on or before August 19, 1968, then the graduated ratings formula within the provisions of 38 CFR 4.89 is for application.  If entitlement was established after August 19, 1968, then evaluation for residual disability within the provisions of 38 CFR 4.88(b) is for application. 38 CFR 3.309(a)

BUN:
Abbreviation for blood urea nitrogen, a measure of the amount of urea nitrogen in the blood.

Calculus: (kal'ku-lus)

An abnormal concretion usually composed of mineral salts.  When formed in the renal or urinary tract, it is usually composed of oxalates and urates.  Staghorn forms in the pelvis of the kidney and may extend into the calyces.

Calyx: (ka'liks)

A cup-shaped organ or cavity.  Any one of the recesses of the pelvis of the kidney that encloses the pyramids.

Chronic renal disease: (DC 7530)

A 100% evaluation will be established when the claimant is on hemodialysis (the filtration of blood when the kidney function is performed outside the body by an artificial kidney).  When hemodialysis is performed at home, consideration should be given to entitlement to SMC(L) for aid and attendance benefits.

38 CFR 3.350(b)(3)

Colic: (kol'ik)

Acute abdominal pain; characteristically, intermittent visceral pain with fluctuations corresponding to smooth muscle peristalsis.

Creatine:

An amino acid that forms when food is converted into energy through a process called metabolism.  Creatine is broken down into another substance called creatinine, which is filtered out of the blood by the kidneys and then passed out of the body in urine.

Creatinine:

This substance is a byproduct of creatine and is excreted in urine.  Measurements of excretion rates are used as diagnostic indicators of kidney function and muscle mass and can be used to simplify other clinical assays.

Cystitis, chronic: (sis-ti'tis) (DC 7512)

Inflammation of the urinary bladder that may result from injury, irritation from foreign bodies, gonorrhea, etc., and that is marked by burning in the bladder, pain in the urethra and painful micturition.  Also known as chronic urinary tract infection.
General findings for service connection:
·
Sudden or gradual onset of burning pain or urination.

·
Foul-smelling or dark urine.

·
Lower abdominal discomfort.

·
Bacteria, pyuria and hematuria on microscopic exam.

Cystitis, interstitial (DC 7513)

Inflammatory ulcerous lesion, known as Hunner's ulcers, occurring usually in the bladder of women.  The lesion is usually in the vertex and involves the entire thickness of the wall, appearing as a small patch of brownish red mucosa, surrounded by a network of radiating vessels.  Notoriously difficult to detect.

Dilatation: 

The act of stretching or dilating an orifice or tubular structure.

Dysuria: (dis-u're-ah)

Painful or difficult urination.
Epididymis: (ep"idid'i-mus)

Elongated cord-like structure along the posterior of the testis; spermatozoa are stored in the ducts of the epididymis.

Epididymo-orchitis, tuberculous, active or inactive: (ep'i-did"i-mo-or-ki'tis) (DC 7525)

When the disease is active, the evaluation is 100%.  Evaluation of the disease when inactive is dependent on when entitlement to service connection was established.  If entitlement was established on or before August 19, 1968, then, the graduated ratings formula within the provisions of 38 CFR 4.89 is for application.  If entitlement was established after August 19, 1968, then evaluation for residual disability within the provisions of 38 CFR 4.88(b) is for application.  38 CFR 3.309(a)

Glomerulus: (glo-mer'u-lus)

A tuft or cluster to designate such a structure composed of blood vessels or nerve fibers such as in the kidney.  These tufts become inflamed in glomerulonephritis.

Hematuria: (hem"ah-tu're-ah)

Blood in the urine.
Hydronephrosis: (hi'dro-ne-fro"sis) (DC 7509)

Distention of the pelvis and calyces of the kidney with urine as the result of obstruction of the ureter, with accompanying atrophy of the parenchyma of the organ.  

Kidney, abscess of. (DC 7501)

A localized collection of pus in a cavity formed by the disintegration of tissue in the kidney.

Kidney, removal of one, with nephritis, infection or pathology of the other: (DC 7500)

The kidney is either of the two organs in the lumbar region that filter the blood, excreting the end products of body metabolism in the form of urine, and regulating the concentrations of hydrogen, sodium, potassium, phosphate, and the other ions in the intracellular fluid.

38 CFR 3.383

Kidney transplant: (DC 7531)

This diagnostic code was established September 9, 1975.  A rating of 100% is provided for two years following transplant surgery with evaluation under DC 7500; thereafter, with a minimum of 30%.

Kidney, tuberculosis of, active or inactive: (DC 7505)

This is a listed presumptive disease for service connection.  When the disease is active, the evaluation is 100%.  Evaluation of the disease when inactive is dependent on when entitlement to service connection was established.  If entitlement was established on or before August 19, 1968, then the graduated ratings formula within the provisions of 38 CFR 4.89 is for application.  If entitlement was established after August 19, 1968, then evaluation for residual disability within the provisions of 38 CFR 4.88(b) is for application.

KUB:
Abbreviation for kidney, ureter, bladder.
Nephritis, chronic: (ne-fri'tis) (DC 7502)

Inflammation of the kidney; a focal or diffuse proliferative or destructive process that may involve the glomerulus, tubule or interstitial renal tissue.  A disease listed as a presumptive chronic disease.  Also known as Bright's disease.

General findings for service connection:
•
Possible history of streptococcal infection.

•
Malaise, headaches, anorexia, low-grade fever.

•
Mild, generalized edema, mild hypertension, retinal hemorrhages.

•
Gross hematuria, with protein, red cell casts, granular and (translucent) cysts, white cells and renal epithelial cells in urine.

•
Evidence of renal dysfunction (such as nitrogen retention).

38 CFR 3.309(a)

Nephrolithiasis: (nef'ro-ii-thi'ah-sis) (DC 7508)

A condition marked by the presence of renal calculi (kidney stones).  A disease subject to presumptive service connection as a chronic disease.

General findings for service connection:
· Nausea, vomiting, abdominal extension.

· Hematuria.

· Chills, fever, bladder irritability if infection is present.

· Symptoms of obstruction of calyx of kidney or uretero-pelvic junction with flank pain and colic.

· Leukocytosis present if there is infection.

· Urine may contain protein, pus and bacteria.  (cont. next page)

38 CFR 3.309(a)

Nephron: (nef ron)

The anatomical and functional unit of the kidney.  It consists of the renal corpuscle, the proximal convoluted tubule, the descending and ascending limbs of Henie's loop, the distal convoluted tubule and the collecting tubule.

Nephrosclerosis, arteriolar: (nef'ro-skle-ro'sis) (DC 7507)

Sclerosis or hardening of the kidney, usually due to renovascular disease.  Arteriole nephrosclerosis involves the arterioles, and is frequently associated with hypertension, and characterized by insidious onset, cylindruria, edema (swelling), hypertrophy of the heart, degeneration of the renal tubules, and fibrotic thickening of the glomeruli; it causes renal insufficiency.  A listed disease subject to presumptive service connection.

General findings for service connection:
•
Hypertension; blood pressure above 140 diastolic and 90 systolic.

•
Renal insufficiency.

•
Hypertensive encephalopathy.

•
Arteriosclerosis.

Nephrosis: (ne-fro'sis)

Any disease of the kidney, especially any disease characterized by purely degenerative lesions of the renal tubes, and usually marked by edema (swelling), albuminuria, and decreased serum albumin.

New growths, benign, any specified part of the genitourinary system: (DC 7529)

The rating will be based on interference with genitourinary functions using any applicable genitourinary analogy.

New growths, malignant: (DC 7528)

The NOTE following this diagnostic code was revised March 10, 1976, to include antineoplastic chemotherapy.  A rating of 100% will remain in effect for 1 year following the cessation of surgical, x-ray, antineoplastic chemotherapy or other therapeutic procedure.  At this point, if there has been no local recurrence or metastasis, the rating will be made on residuals with a minimum evaluation of 10%.  A listed presumptive disease.  38 CFR 3.309(a)

Oliguria: (ol"i-gu're-ah)

Secretion of a diminished amount of urine in relation to the fluid intake.

Pelvis: (pel-vis)

The expansion from the upper end of the ureter into which the calyces of the kidney open, ordinarily lodged within the renal sinus.

Penis: (pe'nis)

Male organ of copulation and urinary excretion.
38 CFR 3.350(a)(1)

Penis, deformity, with loss of erectile power: (DC 7522)

The 20% evaluation requires both deformity and loss of erectile power.  However, this also establishes entitlement to SMC(K) for loss of use of a creative organ.

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

Penis, removal of glans. (DC 7521)

The glans penis is the cap-shaped expansion of the corpus spongiosum at the tip of the penis.  If loss interferes with procreative function, entitlement to SMC for loss of use of a creative organ should be considered under this diagnostic code.

38 CFR 3.350(a)(1)

Penis, removal of half or more: (DC 7520)

If loss interferes with procreative function, entitlement to SMC for loss of a creative organ should be considered under this diagnostic code.

38 CFR 3.350(a)(1)

Prostatitis: (pros"tah-ti'tis)

Inflammation of the prostate gland usually secondary to (for example) gonococcal, Chlamydia, or Mycoplasma bacterial infection commonly associated with urethritis or other active infection of the lower urinary tract.

General findings for service connection: Perineal pain.

·
Fever, dysuria, frequent in urination.

·
Urethral discharge, low back pain and leukocytosis.

Complications:
Epididymitis, cystitis and urethritis.

Prostate gland: (pros'tat)

A gland in the male that surrounds the neck of the bladder and the urethra.  It contributes to the seminal fluid, a secretion that liquefies coagulated semen.

Prostate gland, injuries, infections, hypertrophy, postoperative residuals: (pros'tat) (DC 7527)

Residuals of a transurethral resection of the prostate will normally be evaluated under this diagnostic code.  Rate as cystitis (DC 7512).  Hypertrophy of the prostate, even though it may be benign, may result in disturbance of normal bladder function due to compression at the bladder neck.

Following resection of the prostate, the probability of reflex or retrograde ejaculation exists.  Operative and surgical reports should be secured to determine existence of this condition and consideration to entitlement to SMC(K) should be given.  Retrograde ejaculation always occurs with radical prostatectomy.

38 CFR 3.350(a)(1)

Prostate gland, resection or removal: 

Resection or removal of the prostate gland may be done when there is a tumor or an enlargement that interferes with normal urination. Consideration should be given to entitlement to SMC(K) if there is loss of procreative power as a result of retrograde ejaculation following a transurethral resection of the prostate.

Pyelitis: (pi"e-li'tis) (DC 7503)

Inflammation of the pelvis of the kidney, attended by pain and tenderness in the loins, irritability of the bladder, remittent fever, bloody or purulent urine, diarrhea, vomiting, and a peculiar pain on flexion of the thigh.  Rate as hydronephrosis (DC 7509).

Pyelonephritis: (pi"e-lo-ne-fri'tis) (DC 7504)

Inflammation of the kidney and its pelvis, beginning in the interstitium and rapidly extending to involve the tubules, glomeruli, and blood vessels; due to bacterial infection.  Rate as hydronephrosis (pyuria required) (DC 7509).

Testis: (tes'tis)

The male gonad; either of the paired egg-shaped glands normally situated in the scrotum, where the spermatozoa are produced.

Testis, atrophy complete: (tes'tis) (DC 7523)

Both testes must be atrophied for entitlement to the 20% evaluation.  Complete atrophy is shown when testis is 1/3 or less normal size.  Entitlement to SMC(K) for loss of use of a creative organ is shown when veteran has atrophy of 1/3 or more of the normal size of one or both testes.

38 CFR 3.350(a)(1)

Testis, removal: (tes'tis) (DC 7524)

Removal of one or both testes (other than undescended or congenitally undeveloped) will establish a basis for entitlement to SMC(K) for loss of use of a creative organ.  If veteran has loss of both testicles and loss of one is the result of nonservice connected disease or injury, the evaluation for the service connected loss will be 30%.

38 CFR 3.350(a)(1)

Tubuli renales (renal tubules): (tu'bu-Ii re-nal'is)

The minute, reabsorptive, secretary, and collecting canals, made up of basement membrane lined with epithelium, that form the substance of the kidneys.
TUR:
Abbreviation for transurethral resection, in which surgery is performed on the prostate gland through the urethra.

Ureter: (u-re'ter)

The fibromuscular tube that conveys the urine from the kidney to the bladder.  It is usually 16-18 inches long, beginning at the pelvis of the kidney and emptying into the base of the bladder.

Ureterolithiasis: (ur-re"ter-oli-thi'ah-sis) (DC 7510)

The formation of renal calculi (kidney stones) in the ureter.
General findings for service connection:

·  Severe colic with radiation of pain.

·  Gastrointestinal symptoms.

·  Urine may contain fresh red blood cells.

·  Marked tenderness in the costovertebral angle.

Ureter, stricture of. (u-re'ter) (DC 7511)

A decrease in the diameter of the ureter as a result of cicatricial contraction or the deposition of abnormal. tissue.  This abnormal narrowing of the ureter obstructs the normal flow of urine.

Urethra: (u-re-thrah)

The membranous canal that conveys urine from the bladder to the exterior of the body, and that in the male serves as the route for ejaculation of semen during the sexual act.

Urethra, fistula of. (DC 7519)

An abnormal passage or communication between the urethra and another organ or leading from the urethra to the surface of the body.
Urethra, stricture of. (DC 7518)

A decrease in the diameter of the urethra as a result of cicatricial contraction or the deposition of abnormal tissue.  The abnormal narrowing of the urethra obstructs the normal flow of urine.  Evaluation is based on the number of dilatations necessary to maintain normal flow.

Urine: (u'rin)

The fluid excreted by the kidneys.  Urine tests reveal disease of the body when the urine contains ketone bodies, proteins, proteoses, bile, blood, cystine, glucose, hemoglobin, fat, pus, spermatozoa, epithelial cells, mucous casts, or crystals of sulfanilamide derivatives.

Vas deferens: (vas defer-enz)

The excretory duct of the testes that unites with the excretory duct of the seminal vesicle to form the ejaculatory duct.
Vasectomy: (vah-sek'to-me)

Surgical removal of the ductus (vas) deferens, or of a portion of it; done in association with a prostatectomy, or to induce infertility.

REVIEW QUESTIONS

Diseases of the Kidney

Provide diagnostic code(s), disease entity, and evaluation, if applicable, in your answer.

1. The service medical records show the veteran was hospitalized for right flank pain.  Work-up revealed severe infection of the right kidney, diagnosed as nephritis, and a congenitally non-functioning left kidney.  Subsequent to service, the veteran filed a claim for service connection for kidney disease.  VA examination revealed nephritis of the right kidney with constant albuminuria with some edema, with congenitally non-functioning left kidney.

2. The veteran is receiving compensation at the 30% rate as the result of a left nephrectomy in service due to carcinoma.  Ten years after discharge, the veteran was injured in an auto accident, which caused a crushing injury to the right kidney.  Examination shows persistent edema and albuminuria with BUN of 60mg% and creatinine of 6.5mg%, lethargy, weakness, anorexia and weight loss.

3. The veteran served in the Navy from March 1982 to March 1984 without incident.  In November 1983, he was hospitalized for treatment of glomerulonephritis.  Findings included 3+ albumin with occasional casts and occasional mild edema on prolonged standing.  The condition subsided and did not recur.  Subsequent examinations were negative.  The veteran filed an original claim in 2001 and included a claim for kidney disease but noted he has had no treatment since service.  

4. The veteran’s enlistment examination is negative for any GU problems.  In 1971 (one year after entering service), he fell through an open hatch aboard ship.  Examination at that time disclosed muscle spasms of the back with gross blood in the urine and tenderness in the upper left flank.  Urine samples continued to show cells and albumin with pyuria and decrease in kidney function.  Based on intravenous pyelograms, a diagnosis was made of polycystic kidneys with pyelonephritis, which has persisted to the date of claim.

Loss of Bladder Control and Penile Deformity

Provide diagnostic code(s), disease entity and percent in your answer.
1. The veteran is service-connected for interstitial cystitis with Hunner's ulcer evaluated as 40% disabling under the criteria in effect prior to February 17, 1994.  She has had a subtotal cystectomy and has been tried on various treatment regimens.  However, she continues to have compulsive urgency and frequency every hour and must wear absorbent materials which must be changed 2 to 4 times per day.  She continued to work as a bus driver until recently.  She then attempted to work in a plant nursery, but was fired because her frequent urinary problems caused excessive time away from work.  She has applied for increased evaluation under the new criteria.  What would your decision be?
2. The veteran filed a claim to establish service connection for removal of both testes in military service.  His service medical records show he had an injury to the right testis, which required its removal.  The medical report also shows that both testes were removed because the left testis was congenitally undeveloped.  What would your decision be?
Urinary Tract and Prostate Disorders

Provide diagnostic code(s), disease entity and percent in your answer.

1. The veteran is service-connected for chronic prostatitis evaluated at 10% disabling.  A review of his file shows that he has been seen on a regular basis in the outpatient clinic for the last year for low back pain and perineal pain, urinary urgency and frequency at one-hour intervals, with painful urination.  He also reports getting up to void as often as three or four times a night.  Examination of the prostate shows it to be moderately tender and boggy.  Antibiotics do not appear to give good control of the infections.  He has filed for an increased evaluation for his service-connected disability.

2. Service connection has been established for urethral stricture requiring frequent dilatation.  VA examination shows that the veteran also has cystitis, with symptoms of urinary frequency at 30-minute intervals and a severely contracted bladder.

3. The veteran is receiving compensation for benign prostatic hypertrophy with hesitancy, poor stream, and dribbling.  Following discharge from service he underwent a transurethral resection of the prostate (TURP) for removal of a median bar obstruction.  He was not allowed to return to work for four weeks after the procedure; otherwise, his recovery was uneventful with no difficulty voiding, no infection, dysuria or nocturia.

4. The veteran had a suprapubic total prostatectomy during service as a result of infection.  Subsequently, he complained of excessive dribbling after voiding, but denied hesitancy, frequency, or urgency.

Relationship to Cardiovascular Disease

Provide diagnostic code(s), disease entity and percent in your answer.

1. The veteran served in the Navy from 1965 to 1985.  During service, he suffered trauma to the left kidney which developed into chronic nephritis and the kidney was removed.  Arteriosclerotic heart disease (ASHD) was diagnosed in 1982, just before the veteran retired from service.  Current VA examination shows a normally functioning right kidney and ASHD with workload of 6 METs.

2. The veteran is service-connected for pyelonephritis with hypertensive cardiovascular disease.  The current hospital report shows chronic renal failure requiring dialysis three times weekly and chronic congestive heart failure with hepatic dysfunction, cardiomegaly and dyspnea on any exertion.

3. The veteran had nephrosclerosis diagnosed during service, and now has recurring albumin with casts. In addition, he has essential hypertension with blood pressure readings predominately 170/120 plus symptoms of headaches, dizziness, palpitations and undue fatigue, causing him to lose time from work.
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