Handout                                                                                                                           Psychiatric Disorders     

PSYCHIATRIC DISORDERS
Trainee HANDOUTS
	PREREQUISITE TRAINING
	This lesson is separated into three different sections in regard to the RVSR Challenge Curriculum.  The pre-requisite requirement for each section is different, with each section building on the previous section(s).  The pre-requisite requirements are as follows:
RVSR Challenge Pre-Requisite Training:
Internal Hires (with Pre-D experience):  Prior to this training, you must have completed the Basic Ratings Pre-Requisite Course, Medical TPSS-General Medical Terminology, and Intro to Medical EPSS & the Body Systems.
External Hires or Internal Hires (with limited or no Pre-D experience):  Prior to this training, you must have completed training in all the identified topics from Days 1 through 15 of the RVSR External Hire Pre-Requisite Schedule in addition to the lessons identified for Internal Hires.
RVSR Challenge Centralized Training:  Prior to this training, you must have completed training in all identified topics from the Pre-Requisite schedule that applies to your specific level of experience.  You must also have completed the following RVSR Challenge Lessons:
· Effective Dates
· Requesting Medical Opinions
· VCAA
· Stressor Verification
· Rating Analysis
RVSR Challenge Post-Centralized Training:  Prior to this training, you must have completed training in all identified topics from the Pre-Requisite schedule that applies to your specific level of experience and attended RVSR Challenge Centralized Training.



	PURPOSE OF LESSON
	The purpose of this lesson, to include all sections, is to teach basic concepts concerning the diagnosis and evaluation of mental disorders by presenting the following material:
· Diagnosis Criteria of DSM-IV
· Overview of Mental Disorder Criteria in the VA Schedule for Rating Disabilities
· Overview of VA Examination Guidelines for Psychiatric Disabilities


	Time Required
	This lesson includes three separate segments:
· Challenge Pre-Requisite Training:          4.0 hours (recommended)
· Challenge Centralized Training:             8.0 hours    (practical exercise included)
· Challenge Post-Centralized Training:     2.0 hours


	Instructional Method
	Participatory Discussion, Computer-Based Training, and Practical Exercise


	Materials/ Training Aids

	· Classroom or private area where a discussion may be held.  Chairs and writing surfaces are required along with individual computer work stations (Challenge Pre-Requisite and Centralized Training only)
· Large writing surface such as—easel pad, chalkboard, dry erase board, overhead projector, etc., with appropriate markers, or computer with projection equipment and PowerPoint software.
· Psychiatric Disorders Trainee Guide


	references
	· 38 CFR 3.302, 3.304, 3.305, 3.307, 3.309, 3.310, 3.344, 3.353, 3.354 and 3.384   
· 38 CFR 4.14, 4.16, 4.128, and 4.125 through 4.130
· 38 USC 1110 and 1702
· M21-1MR III.iv.4.H, III.iv.6.B.3, III.iv.8.A.2.a and IX.ii.2.5-2.6
· Fast Letter 01-05, dated January 16, 2001, Relationship of PTSD or Stress to Cardiovascular Disorders
· Fast Letter 06-03, dated March 15, 2006, Qualifications for Examiners Performing Compensation and Pension (C&P) Mental Disorder Examinations
· Fast Letter 06-14, dated August 31, 2006, Final Rule:  Definition of Psychosis
· Fast Letter 07-08, dated March 29, 2007, Revised Initial Post Traumatic Stress Disorder and Review Post Traumatic Stress Disorder Disability Examination Worksheets
· Fast Letter 08-08, dated April 7, 2008, Additional Guidance on Post Traumatic Stress Disorder(PTSD)
· Allen v. Principi, 2001
· Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV)
· Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-IV-TR)
· Merck Manual (On-line Edition:  http://www.merck.com/pubs/mmanual/) 
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	Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV)

	History Of Diagnosis Criteria
	Prior to November 7, 1996, the DSM-III (3rd Edition) was used as the basis of rating mental disabilities in 38 CFR, Part 4, the VA Schedule for Rating Disabilities.  Effective that date, the rating schedule was revised to incorporate DSM-IV (4th Edition) into the schedule for mental disorders.  The VA Schedule for Rating Disabilities includes the criteria for evaluating all mental disorders.
C&P Mental Examinations require completion of a mental examination worksheet (available on the C&P Service Home Page under Rating Job Aids - Disability Examination Worksheets).  The examination report must include a multiaxial format, as specified by DSM-IV, that provides assessment on several axes, each of which refers to a different domain of information that may help the clinician plan treatment and predict outcome.
There are five axes included in the DSM-IV multiaxial classification:
Axis I:    Clinical Disorders or Other Conditions That May Be a Focus of Clinical Attention 
Axis II:   Personality Disorders or Mental Retardation
Axis III: General Medical Conditions
Axis IV:  Psychosocial and Environmental Problems
Axis V:   Global Assessment of Functioning (GAF)
The use of the multiaxial system facilitates comprehensive and systematic evaluation with attention to the various mental disorders and general medical conditions, psychosocial and environmental problems, and level of functioning that might be overlooked if the focus were on assessing a single presenting problem.  A multiaxial system provides a convenient format for organizing and communicating clinical information, for capturing the complexity of clinical situations, and for describing the heterogeneity of individuals presenting with the same diagnosis.  In addition, the multiaxial system promotes the application of the biopsychosocial model in clinical, educational, and research settings.
The rest of this section provides a description of each of the DSM‑IV axes.                


	Axis I:  Clinical Disorders or
Other Conditions That May Fe a Focus of Clinical Attention

	Axis I is for reporting all the various disorders or conditions in the Classification except for the Persona1ity Disorders and Mental Retardation (which are reported on Axis II).  Also reported on Axis I are Other Conditions That May Be a Focus of Clinical Attention.
When an individual has more than one Axis I disorder, all of these should be reported.  If more than one Axis I disorder is present, the principal diagnosis, or the reason for visit, should be indicated by listing it first.  When an individual has both an Axis I and an Axis II disorder, the principal diagnosis or the reason for visit will be assumed to be on Axis I unless the Axis II diagnosis is followed by the qualifying phrase "(Principal Diagnosis)" or "(Reason for Visit)." If no Axis I disorder is present, or an Axis I diagnosis is deferred pending the gathering of additional information, this should be indicated by appropriate codes identified in DSM-IV.
Axis I Major Groups of Disorders:
Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence (excluding Mental Retardation, which is diagnosed on Axis II)
Delirium, Dementia, and Amnestic and Other Cognitive Disorders
Mental Disorders Due to a General Medical Condition
Substance‑Related Disorders
Schizophrenia and Other Psychotic Disorders
Mood Disorders
Anxiety Disorders
Somatoform Disorders
Factitious Disorders
Dissociative Disorders
Sexual and Gender Identity Disorders
Eating Disorders
Sleep Disorders
Impulse-Control Disorders Not Elsewhere Classified
Adjustment Disorders


	Axis II:  Personality Disorders or Mental Retardation
	Axis II is for reporting Personality Disorders and Mental Retardation.  It may also be used for noting prominent maladaptive personality features and defense mechanisms.  The listing of Personality Disorders and Mental Retardation on a separate axis ensures that consideration will be given to the possible presence of Personality Disorders and Mental Retardation that might otherwise be overlooked when attention is directed to the usually more florid Axis I disorders.  The coding of Personality Disorders on Axis II 
should not be taken to imply that their pathogenesis or range of appropriate treatment is fundamentally different from that for the disorders coded on Axis I.
In the common situation in which an individual has more then one Axis II diagnosis, all should be reported.  If no Axis II diagnosis is present, or an Axis II diagnosis is deferred pending the gathering of additional information, this should be indicated by appropriate codes identified in DSM-IV.
Axis II may also be used to indicate prominent maladaptive personality features that do not meet the threshold for a Personality Disorder.  The habitual use of maladaptive defense mechanisms may also be indicated on Axis II.
Axis II Major Groups of Disorders:
Paranoid Personality Disorder
Schizoid Personality Disorder
Schitzotypal Personality Disorder
Antisocial Personality Disorder
Borderline Personality Disorder
Histrionic Personality Disorder
Narcissistic Personality Disorder
Avoidant Personality Disorder
Dependent Personality Disorder
Obsessive Compulsive Personality Disorder
Personality Disorder Not Otherwise Specified
Mental Retardation


	Axis III:  General Medical Conditions

	Axis III is for reporting current general medical conditions that are potentially relevant to the understanding or management of the individual's mental disorder. These conditions are classified outside the “Mental Disorders” diagnostic codes. 
The multiaxial distinction among Axis I, II, and III disorders does not imply that there are fundamental differences in their conceptual​ization, that mental disorders are unrelated to physical or biological factors or processes, or that general medical conditions are unrelated to behavioral or psychosocial factors or processes.  The purpose of distinguishing general medical conditions is to encourage thoroughness in evaluation and to enhance communication among health care providers.
General medical conditions can be related to mental disorders in a variety of ways.  In some cases it is clear that the general medical condition is directly etiological to the development or worsening of mental symptoms and that the mechanism for this effect is physiological.  When a mental disorder is judged to be a direct physiological consequence of the general medical condition, a Mental Disorder Due to a General Medical Condition should be diagnosed on Axis I and the general medical condition should be recorded on both Axis I and Axis III.  For example, when hypothyroidism is a direct cause of depressive symptoms, the designation on Axis I is Mood Disorder Due to Hypothyroidism, With Depressive Features, and the hypothyroidism is listed again and coded on Axis III as hypothyroidism.  
In those instances in which the etiological relationship between the general medical condition and the mental symptoms is insufficiently clear to warrant an Axis I Diagnosis of Mental Disorder Due to a General Medical Condition, the appropriate mental disorder (e.g., Major Depressive Disorder) should be listed on Axis I; the general medical condition should only be shown on Axis III.
There are other situations in which general medical conditions are recorded on Axis III because of their importance to the overall understanding or treatment of the individual with the mental disorder.  An Axis I disorder may be a psychological reaction to an Axis III general medical condition (e.g., the development of  Adjustment Disorder With Depressed Mood as a reaction to the diagnosis of carcinoma of the breast).  Some general medical conditions may not be directly related to the mental disorder but nonetheless have important prognostic or treatment implications (e.g., when the diagnosis on Axis I is Major Depressive Disorder and on Axis III is arrhythmia, the choice of pharmacotherapy is influenced by the general medical condition; or when a person with diabetes mellitus is admitted to the hospital for an exacerbation of Schizophrenia and insulin management must be monitored).
When an individual has more than one clinically relevant Axis III diagnosis, all should be reported.  If no Axis III disorder is present, or an Axis III diagnosis is deferred pending the gathering of additional information, this should be indicated by the notation, "Axis III: Deferred."
Axis III​ Broad Categories:
Infectious and Parasitic Diseases 
Neoplasms
Endocrine, Nutritional, and Metabolic Diseases and Immunity Disorders
Diseases of the Blood and Blood‑Forming Organs 
Diseases of the Nervous System and Sense Organs 
Diseases of the Circulatory System 
Diseases of the Respiratory System 
Diseases of the Digestive System 
Diseases of the Genitourinary System 
Complications of Pregnancy, Childbirth, and the Puerperium 
Diseases of the Skin and Subcutaneous Tissue 
Diseases of the Musculoskeletal System and Connective Tissue 
Congenital Anomalies 
Certain Conditions Originating in the Perinatal Period
Symptoms, Signs, and Ill‑Defined Conditions
Injury and Poisoning 


	Axis IV:  Psychosocial and Environmental Problems

	Axis IV is for reporting psychosocial and environmental problems that may affect the diagnosis, treatment, and prognosis of mental disorders (Axes I and II).  A psychosocial or environmental problem may be a negative life event, an environmental difficulty or deficiency, a familial or other interpersonal stress, an inadequacy of social support or personal resources, or other problem relating to the context in which a person's difficulties have developed.  So‑called positive stressors, such as job promotion, should be listed only if they constitute or lead to a problem, as when a person has difficulty adapting to the new situation.  In addition to playing a role in the initiation or exacerbation of a mental disorder, psychosocial problems may also develop as a consequence of a person's psychopathology or may constitute problems that should be considered in the overall management plan.
When an individual has multiple psychosocial or environmental problems, the clinician may note as many as are judged to be relevant.  In general, the clinician should note only those psychosocial and environmental problems that have been present during the year preceding the current evaluation.  However, the clinician may choose to note psychosocial and environmental problems occurring prior to the previous year if these clearly contribute to the mental disorder or have become a focus of treatment - for example, previous combat experiences leading to Post Traumatic Stress Disorder(PTSD).
In practice, most psychosocial and environmental problems will be indicated on Axis IV.  However, when a psychosocial or environmental problem is the primary focus of clinical attention, it should also be recorded on Axis I.
For convenience, the problems are grouped together in the following categories:
Problems with primary support group--e.g., death of a family member; health problems in family; disruption of family by separation, divorce, or estrangement; removal from the home; remarriage of parent; sexual or physical abuse; parental overprotection; neglect of child; inadequate discipline; discord with siblings; birth of a sibling
Problems related to the social environment--e.g., death or loss of friend; inadequate social support; living alone; difficulty with acculturation; discrimina​tion; adjustment to life‑cycle transition (such as retirement)
Educational problems--e.g., illiteracy; academic problems; discord with teachers or classmates; inadequate school environment
Occupational problems--e.g., unemployment; threat of job loss; stressful work schedule; difficult work conditions; job dissatisfaction; job change; discord with boss or coworkers
Housing problems--e.g., homelessness; inadequate housing; unsafe neighborhood; discord with neighbors or landlord
Economic problems--e.g., extreme poverty; inadequate finances; insufficient welfare support
Problems with access to health care services--e.g., inadequate health care services; transportation to health care facilities unavailable; inadequate health insurance
Problems related to interaction with the legal system/crime--e.g., arrest; incarceration; litigation; victim of crime
Other psychosocial and environmental problem--e.g., exposure to disasters, war, other hostilities; discord with non-family caregivers such as counselor, social worker, or physician; unavailability of social service agencies
When using the Multiaxial Evaluation Report Form, the clinician should identify the relevant categories of psychosocial and environmental problems and indicate the specific factors involved. If a recording form with a checklist of problem categories is not used, the clinician may simply list the specific problems on Axis IV.


	Axis V:  Global Assessment of Functioning(GAF)
	Axis V is for reporting the clinician's judgment of the individual's overall level of functioning.  This information is useful in planning treatment and measuring its impact, and in predicting outcome.
Reporting of overall functioning is done using the Global Assessment of Functioning (GAF) Scale.  The GAF Scale is useful in tracking the clinical progress of individuals in global terms, using a single measure.  The GAF Scale is to be rated with respect only to psychological, social, and occupational functioning.  The instructions specify, "Do not include impairment in functioning due to physical (or environmental) limitations."
See Attachment A for specific descriptions of each GAF level.
The GAF scale is divided into 10 ranges of functioning.  Making a GAF rating involves picking a single value that best reflects the individual’s overall level of functioning.  The description of each 10-point range in the GAF scale has two components:  the first part covers symptom severity, and the second part covers functioning.   The GAF rating is within a particular level if either the symptom severity or the level of functioning falls within the range.  In situations where the individual’s symptom severity and level of functioning are discordant, the final GAF rating always reflects the worse of the two.
In most instances, ratings on the GAF Scale should be for the current period (i.e., the level of functioning at the time of the evaluation) because ratings of current functioning will generally reflect the need for treatment or care.  In some settings, it may be useful to note the GAF Scale rating both at time of admission and at time of discharge.  The GAF Scale may also be rated for other time periods (e.g., the highest level of functioning for at least a few months during the past year).  The GAF Scale is reported on Axis V as follows: "GAF = ," followed by the GAF rating from 1 to 100, followed by the time period reflected in the rating in parentheses--for example, "(current)," "(highest level in past year)," "(at discharge)."  
NOTE:  An RVSR should not base a disability evaluation solely, or mainly, on the GAF score.  The GAF score does not translate directly into the rating schedule criteria.  Consideration must be given to all the evidence of record, including a mental status exam and all treatment records, including VA and private records.

	The VA Schedule for Rating Disabilities (38 CFR Part IV)

	The Rating Schedule
Schizophrenia and Other Psychotic Disorders
Delirium, Dementia, and Amnestic and Other Cognitive Disorders
Anxiety Disorders
Dissociative Disorders
Somatoform Disorders
Mood Disorders
Chronic Adjustment Disorder
	Diagnostic codes 9201 through 9440 are rated under one set of criteria, the General Formula for Rating Mental Disorders, found in 38 CFR §4.130.  Although the various diagnoses are different, the emphasis on occupational and social impairment is the same.  This single formula also reflects that many diagnoses overlap and a person may have multiple diagnoses at the same time.
The following is a brief overview of the diagnostic classes in the rating schedule.
See Attachment B for brief descriptions of all mental disorders found in 38 CFR §4.130.
Schizophrenia is characterized by psychosis, hallucinations, delusions, disorganized speech and behavior, flattened affect (restricted range of emotions), cognitive deficits, and occupational and social dysfunction.  The cause is unknown, but evidence for a genetic component is strong.  Symptoms usually begin in adolescence or early adulthood.  One or more episodes of symptoms must last at least 6 months before the diagnosis is made.  Treatment consists of drug therapy, psychotherapy, and rehabilitation.   (Merck Manual for Healthcare Professionals, Online Edition)
Schizophrenia’s symptoms are broadly classified as “positive” and “negative” exaggerations of brain functioning.  Positive symptoms include hallucinations (especially of voices berating the patient), delusions and bizarre behaviors.  With negative symptoms, the person displays flattened affect, poverty of speech (extremely limited vocabulary and use of words) and withdrawal from human contact.  Thought and speech disorders, inappropriate behavior and agitation also occur.  Taken together, the symptoms and signs of schizophrenia drive patients to the margins of society.  Many people with schizophrenia commit suicide.
Various types of schizophrenia are listed in the rating schedule.  Diagnosis is made on the prominence of symptoms such as paranoia, physical immobility and posturing, and speech dysfunction.
9201  Schizophrenia, disorganized type
9202  Schizophrenia, catatonic type
9203  Schizophrenia, paranoid type
9204  Schizophrenia, undifferentiated type
9205  Schizophrenia, residual type; other and unspecified types
9208  Delusional Disorder
9210  Psychotic Disorder, not otherwise specified (atypical                                                    psychosis)
9211 Schizoaffective Disorder
Delirium is an acute disturbance in attention, cognition, and consciousness level.  It can be caused by illness or drug effects, and is typically reversible.
Unlike delirium, Dementia is chronic and irreversible, affecting all of a person’s higher functions, such as judgment and communication.   Dementia can follow serious head injury, such as concussions.  The type of impairment depends on the location and extent of brain injury.  Chronic memory impairment is common.
When rating brain disease due to trauma (or traumatic brain injuries), see also DC 8045.  Associated mental disabilities such as may be rated under their appropriate code.  Subjective complaints such as headache are rated as a maximum of 10 percent under DC 9304.  A rating higher than 10 percent under DC 9304 requires a diagnosis of multi-infarct dementia due to brain injury.
DC 8045 will be discussed further in the lesson on the Neurological System.
Vascular Dementia develops following cerebrovascular accidents (strokes) or widespread vascular injury to the brain.  It is also known as multi-infarct dementia and can be associated with other stroke residuals, such as weakness of an extremity.  See also DC 8046 when rating these disorders.  Ratings higher than 10 percent also require a diagnosis of multi-infarct dementia, due to cerebral arteriosclerosis.
9300
Delirium
9301
Dementia due to infection (HIV infection, syphilis, or other systemic or intracranial infections)
9304
Dementia due to head trauma
9305
Vascular Dementia
9310
Dementia of unknown etiology
9312 
Dementia of the Alzheimer’s type
9326 
Dementia due to other neurologic or general medical conditions (endocrine disorders, metabolic disorders, Pick’s disease, brain tumors, etc.) or that are substance-induced (drugs, alcohol, poisons)
9327 
Organic Mental Disorder, other (including personality change due to a general medical condition)
Anxiety disorders are the most common class of psychiatric disorders in adults.  These are usually treated with medication and therapy.  Generalized Anxiety Disorder is characterized by at least 6 months of persistent and excessive anxiety and worry, whereas a Phobia is fixed on a specific object or situation.  Post Traumatic Stress Disorder falls into this category and will be covered more in depth later in the lesson.  
9400
Generalized Anxiety Disorder
9403
Specific (simple) Phobia; Social Phobia
9404
Obsessive Compulsive Disorder
9410
Other and unspecified Neurosis
9411
Post Traumatic Stress Disorder
9412
Panic Disorder and/or Agoraphobia
9413
Anxiety Disorder, not otherwise specified
Dissociative disorders involve fragmentation of the normal flow of personality, memory, identity and perception.  They can be acute or chronic, and usually follow a period of overwhelming stress.  Dissociative identity disorders (sometimes called ‘multiple personalities’) are rare in adults, but can develop in some children who experience extreme abuse.  
Depersonalization disorder is characterized by a persistent or recurrent feeling of being detached from one's mental processes or body, but it is not associated with loss of contact with reality. 
9416
Dissociative Amnesia; Dissociative Fugue; Dissociative Identity Disorder (multiple personality disorder)
9417
Depersonalization Disorder
Somatoform disorders involve expressing mental distress through physical (somatic) complaints and symptoms.  The symptoms cannot be explained by any known diagnosis, persist for years, and are not induced deliberately or feigned.  
9421
Somatization Disorder
9422
Pain Disorder
9423
Undifferentiated Somatoform Disorder
9424
Conversion Disorder
9425
Hypochondriasis
Mood disorders are prolonged periods of excessive sadness, excessive excitement and energy (mania), or both.  Mood disorders are categorized as depressive or bipolar.  The emotions are spectacular, very intense, can occur without cause, and impair the person’s functioning and judgment.  The risk for suicide is high compared to the general population. 
Sometimes known as ‘manic depression,’ Bipolar Disorder includes alternating episodes of mania and depression, which vary in severity and length of time (‘cycling’).  It can be associated with psychosis or substance abuse, and usually begins in a person’s teenage years through early adulthood.
There are two major types of Bipolar Disorder:  
Bipolar I Disorder:  One or more episodes of mania and major depression, which cycle.  
Bipolar II Disorder:  One or more major depressive episodes accompanied by at least one “hypomanic” episode (extremely happy periods which are not full-blown mania).  
Major Depressive Disorder is characterized by one or more major depressive episodes (i.e., at least 2 weeks of depressed mood or loss of interest accompanied by at least four additional symptoms of depression, such as sleep problems, fatigue, lack of concentration, and lack of interest or pleasure in activities).  
9431
Cyclothymic Disorder
9432
Bipolar Disorder
9433
Dysthymic Disorder
9434
Major Depressive Disorder
9435
Mood Disorder, not otherwise specified
An adjustment disorder is the development of significant emotional or behavioral symptoms after an identifiable psychosocial stressor.  The person displays marked distress that is in excess of what would be expected given the nature of the stressor, or significant impairment in social or occupational functioning.  The symptoms must develop within 3 months after the onset of the stressor(s).  
The condition is considered chronic when there is persistence of symptoms for 6 months or longer.  By definition, symptoms cannot persist for more than 6 months after the termination of the stressor or its consequences.  The “chronic” specifier applies when the 
duration of the disturbance is longer than 6 months in response to a chronic stressor or to a stressor that has enduring consequences.
9440
Chronic adjustment disorder
  

	Post Traumatic Stress Disorder(PTSD) 

	Historical Evolvement of the Diagnostic Classification of PTSD
	The problem of "traumatic stress" was first clearly identified in World War I as shell shock; also known as traumatic neurosis.  In World War II and the Korean Conflict, traumatic stress was re-identified as combat fatigue.  Since the Vietnam Era, traumatic stress has been identified as Post Traumatic Stress Disorder(PTSD).
In 1980, the American Psychiatric Association added PTSD to its Diagnostic and Statistical Manual of Mental Disorders-Third Edition (DSM-III) classification scheme.  Although a controversial diagnosis when first introduced, PTSD has filled an important gap in psychiatric theory and practice.  From a historic perspective, the significant change ushered in by the PTSD concept was the stipulation that the etiological agent was outside the individual, rather than an inherent individual weakness (that is, a traumatic neurosis).  The key to understanding the scientific basis and clinical expression of PTSD is the concept of "trauma."
In its initial DSM-III formulation, a traumatic event was conceptualized as a catastrophic stressor that was outside the range of usual human experience.  The framers of the original PTSD diagnosis had in mind events such as war, torture, rape, the Nazi Holocaust, the atomic bombings of Hiroshima and Nagasaki, natural disasters (such as earthquakes, hurricanes, and volcano eruptions) and human‑made disasters (such as factory explosions, airplane crashes, and automobile accidents).  They considered traumatic events clearly different from the very painful stressors that constitute ordinary stressors in one's personal life such as divorce, failure, rejection, serious illness and financial reverses.  By this logic, adverse psychological responses to such "ordinary stressors" would, in DSM-III terms, be characterized as Adjustment Disorders rather than PTSD.  This separate classification between traumatic and other stressors was based on the assumption that, although most individuals are able to cope with ordinary stress, their adaptive capacities are likely to be overwhelmed when confronted by a traumatic stressor.
The DSM-III diagnostic criteria for PTSD was revised in DSM-III-R (1987).  Diagnostic criteria for PTSD includes a history of exposure to a traumatic event, and symptoms from each of three symptom clusters: intrusive recollections, avoidant/numbing symptoms and hyper-arousal symptoms.  Another criterion addresses the duration 
of symptoms.  Effective November 7, 1996, 38 CFR Part 4, the VA 
Schedule for Rating Disabilities, was revised to incorporate DSM-IV (4th Edition) into the schedule for mental disorders.


	What is PTSD?
	The etiology (the study of causes, specifically the cause of a disease) of the disorder is exposure to an overwhelming environmental stress.  Since not every individual responds to such stress with a post-traumatic stress syndrome, a variety of factors in clinical combination are required to produce the pathologic state.  These include the following:
(1) the suddenness and unexpectedness of the stress, as in major fires, explosions, and airplane crashes, or in natural disasters like floods, earthquakes, and tornadoes;
(2) the bloody brutality and horror of events associated with active armed combat or terrorist attacks;
(3) the more prolonged and chronic stress of exposure to inhumane treatment such as that which occurs in POW and concentration camps, with the frequently associated torture and atrocities;
(4) the psychological and constitutional strengths and weaknesses of the victim; 
(5) concurrent bodily injury (especially of the head) suffered by the victim; and
(6) the nature and availability of social supports.
PTSD can occur hours, months, or even years after the stressor and must persist for at least one month. 
The condition is characterized by recurrent episodes of re-experiencing the traumatic event.  Commonly, the person has recurrent and intrusive recollections of the traumatic event or recurrent distressing dreams during which the event is re-experienced.  Along with re-experiencing the event, the person may 
persistently avoid stimuli associated with the trauma, or a numbing of general responsiveness that was not present before the trauma.
A person suffering from PTSD may also experience persistent symptoms of increased arousal that were not present before the trauma.  These symptoms may include difficulty falling or staying 
asleep, hyper-vigilance, exaggerated startle response, difficulty in concentrating or in completing tasks, and changes in aggression.
Symptoms characteristic of PTSD are often intensified or precipitated when the person is exposed to situations or activities that resemble or symbolize the original trauma (i.e., cold snowy weather or uniformed guards for survivors of death camps in cold climates; hot, humid weather for veterans of the South Pacific).


	Service Connection for PTSD
	In accordance with 38 CFR §3.304(f), service connection for PTSD requires medical evidence establishing a clear diagnosis in accordance with 38 CFR §4.125(a), credible supporting evidence that the claimed in-service stressor actually occurred, and a nexus or link, established by medical evidence, between  the symptomatology and the in-service stressor.

	Rating Mental Disorders

	General Rating Considerations

	An attempt at a simplified discussion of the workings of the human mind, and of the etiology of abnormal behavior is an impossible task for the purposes of this training lesson.  Psychiatric disorders, or mental conditions, connote behavior which deviates from what is considered "normal behavior" to such an extent as to be undesirable from the viewpoint of either the individual or others (society).  The range of acceptable behavior is great and there is no satisfactory definition of "normal behavior."  There are certain types of behavioral abnormality that occur frequently and consistently enough to be labeled and classified.  If such actions or beliefs are sufficiently inappropriate, our society considers the individual to have a psychiatric disability.
Psychiatric disorders are among the most complex and variable in medicine.  When evaluating these cases, the RVSR should concentrate on two areas: 
· ensuring the examination report conforms to current C&P worksheets, and its diagnosis is congruent with the DSM-IV; and
· understanding the impact of psychiatric symptoms on social and industrial functioning.

	Service Connection Based on Presumptive Provisions
	Chronic disease listed in 38 CFR §3.309 (a) will be considered to have been incurred in or aggravated by service even though there is no evidence of such disease during service.  No conditions, other than the ones listed,  will be considered chronic for the purpose of presumptive service connection.
In the case of mental disorders, psychosis is listed as a chronic condition under §38 CFR 3.309 (a).   The disease must have become manifest to a degree of 10 percent or more within 1 year from the date of separation from service. [38 CFR §3.307(a)(3)]
38 CFR §3.384 defines psychosis as any of the following disorders listed in DSM–IV–TR:
· Brief Psychotic Disorder;
· Delusional Disorder;
· Psychotic Disorder Due to General Medical Condition;
· Psychotic Disorder Not Otherwise Specified;
· Schizoaffective Disorder;
· Schizophrenia;
· Schizophreniform Disorder;
· Shared Psychotic Disorder; and
· Substance-Induced Psychotic Disorder.
Psychosis, any of the anxiety stations, and dysthymic disorder (or depressive neurosis) are presumptive conditions for former prisoners of war [38 CFR §3.309(c)].


	§3.304(b) Presumption of Soundness
	A veteran will be considered to have been in sound condition when examined, accepted and enrolled for service except as to defects, infirmities or disorders noted at entry into service, or where clear and unmistakable (obvious or manifest) evidence demonstrates an injury or disease existed prior to service.  Only injury or disease as recorded in exam reports is to be considered as noted.


	§4.126 Evaluation of Disability From Mental Disorders
	(a) When evaluating a mental disorder, the rating agency shall consider the frequency, severity, and duration of psychiatric symptoms, the length of remissions, and the veteran's capacity for adjustment during periods of remission.  The rating agency shall assign an evaluation based on all the evidence of record that bears on occupational and social impairment rather than solely on the examiner's assessment of the level of disability at the moment of the examination.
(b) When evaluating the level of disability from a mental disorder, the rating agency will consider the extent of social impairment, but shall not assign an evaluation solely on the basis of social impairment.

(c) Delirium, dementia, and amnestic and other cognitive disorders shall be evaluated under the general rating formula for mental disorders; neurologic deficits or other impairments stemming from the same etiology (e.g., a head injury) shall be evaluated separately and combined with the evaluation for delirium, dementia, or amnestic or other cognitive disorder.

(d) When a single disability has been diagnosed both as a physical condition and as a mental disorder, the rating agency shall evaluate it using a diagnostic code which represents the dominant (more disabling) aspect of the condition (see 38 CFR §4.14).


	§4.127 Mental Retardation and Personality Disorders

	Mental retardation and personality disorders are not diseases or injuries for compensation purposes, and, except as provided in §3.310(a) of this chapter, disability resulting from them may not be service-connected.  However, disability resulting from a mental disorder that is superimposed upon mental retardation or a personality disorder may be service-connected.


	§4.129 Mental Disorders Due to Stress
	When a mental disorder that develops in service as a result of a highly stressful event is severe enough to bring about the veteran's release from active military service, the rating agency shall assign an evaluation of not less than 50 percent and schedule an examination within the six month period following the veteran's discharge to determine whether a change in evaluation is warranted.

	Issue Identification and Examinations

	Issue Identification
	Sometimes, a claimant will use multiple historical diagnoses, lay terms, or symptoms to identify a single medical disorder.  For example, a veteran might claim service connection for an anxiety disorder, nervous condition, possible schizophrenia, hallucinations, and dizzy spells.  The RVSR should rely on medical evidence to establish a diagnosed disability.
If the medical evidence is unclear, a VA examination must be ordered to determine the nature and extent of any corresponding disorders.  The examining physician must provide a diagnosis or diagnoses, reconcile conflicting diagnoses, and provide sufficient diagnoses to account for all noted symptomatology.  When a mental disorder is claimed, it is frequently necessary to send the claims file 
to be reviewed by the examiner.  The claims file must always be reviewed by the examiner when Post Traumatic Stress Disorder(PTSD) is claimed.
The RVSR will rate the claim on the basis of the clinically diagnosed condition(s) shown on the VA examination.  If the examiner finds that all of the claimed symptoms or conditions are attributable to one diagnosis, the RVSR will rate the claim on the basis of that diagnosis.  Rate only clinically diagnosed conditions and NOT symptoms.  Symptoms should not be listed as separate issues but should be discussed in the REASONS FOR DECISION portion of the VA Rating Decision.

Example 1:
If the examiner finds that the veteran has schizophrenia manifested by hallucinations, the RVSR should rate the claim as schizophrenia, with hallucinations evaluated as a symptom of that condition.
Example 2:
If, in addition to schizophrenia, the examiner finds that the veteran also has an anxiety disorder manifested by dizzy spells (both subject to service connection), the RVSR will rate the predominant disorder, with the dizzy spells and hallucinations evaluated as a symptoms.
Why?
Both schizophrenia and anxiety disorder are within the same body system, and both are evaluated under the General Rating Formula for Mental Disorders.  Separate evaluations are considered pyramiding (38 CFR §4.14).
The REASONS FOR DECISION section of the rating must fully explain that the hallucinations are part of the schizophrenia and the dizzy spells are part of the anxiety reaction.  The grant of service connection for schizophrenia and anxiety disorder encompasses the issue of service connection for a nervous disorder, which should be explained under REASONS FOR DECISION.  In order to prevent pyramiding, the RVSR must consider both conditions as one entity, rate the predominant condition, and assign the appropriate evaluation.  Accordingly, there is only one issue to be decided which will be stated as:  Service connection for schizophrenia with anxiety disorder.
Example 3:
If the evidence establishes service connection for an anxiety disorder, but not for schizophrenia, the RVSR must properly dispose of each condition as separate issues in the VA Rating Decision.  The rating should show the anxiety disorder as service connected, and the schizophrenia as non-service connected.


	Insufficient Examinations
	Review the VA Examination Report to make sure it is as full and complete as possible under existing circumstances.  The report must adhere to the current Mental Examination Worksheets.  Fast Letter 
06-03 identifies mental health professionals who are qualified to perform C&P Mental Disorder Examinations.
The examination report should include a brief medical and industrial history from the date of discharge, or last examination, to the current date.  It should also record subjective complaints and include a complete description of objective findings, stated in concrete terms.  A diagnosis of all described conditions must also be included.
A VA Examination Report not meeting these requirements is considered to be insufficient.  An insufficient examination should be returned to the facility which conducted the examination along with a description as to why the examination is insufficient.  A claim should not be denied, nor an evaluation reduced, based upon an insufficient examination.


	§4.125 Diagnosis of Mental Disorders
	(a)  If the diagnosis of a mental disorder does not conform to DSM-IV or is not supported by the findings on the examination report, the rating agency shall return the report to the examiner to substantiate the diagnosis.
(b)  If the diagnosis of a mental disorder is changed, the rating agency shall determine whether the new diagnosis represents progression of the prior diagnosis, correction of an error in the prior diagnosis, or development of a new and separate condition.  If it is not clear from the available records what the change of diagnosis represents, the rating agency shall return the report to the examiner for a determination.


	Ambiguous Diagnosis
	Return an examination as insufficient for rating purposes whenever conclusions or findings have been expressed in ambiguous or equivocal terms.
Under no circumstances, will the RVSR determine the diagnosis, nor will the RVSR attribute the claimed conditions to a diagnosis without an examining physician's determination.


	PTSD Examinations

	When to Proceed with an Examination

	For all PTSD claims, An examination must be ordered unless medical evidence adequate for rating purposes is already of record.    Private medical sources can be used to establish SC for PTSD.


	M21-1MR III.iv.4.H.31.a
	In PTSD claims alleging personal trauma, if development fails to identify credible supporting evidence that the claimed stressor actually occurred, or fails to show in-service behavioral changes, deny the claim.  Otherwise, request an examination if it is necessary to decide the claim.
In PTSD claims alleging a stressor other than personal trauma, if development fails to identify credible supporting evidence that the claimed stressor actually occurred, then deny the claim.  Request an immediate examination if:
· evidence or records confirm the stressor occurred
· evidence (to include lay statements) indicates the veteran currently suffers from symptoms consistent with a diagnosis of PTSD, and
· medical evidence adequate for rating purposes is not already of record.
Notes:
· Do not request an examination until
· all development action is complete, and 
· all medical evidence requested has been received (or the specified 60-day or 30-day time limit for submitting evidence has expired.)
· Forward the claims folder to the examining facility and request its review as part of the examination process anytime the issue is service connection for PTSD.


	M21-1MR III.iv.4.H.28.c
	To establish service connection for PTSD, the relationship between stressor and symptoms must be:
· specifically addressed in the Department of Veterans Affairs(VA) examination report, and
· supported by documentation


	PTSD Diagnosis
	The criteria for a clinical diagnosis of PTSD include the requirement that the diagnosis meets all diagnostic criteria of DSM-IV.
· For an initial Mental Disorder Examination, the examiner must be a:
· Board-Certified Psychiatrist, or board eligible
· Licensed Doctorate-Level Psychologist
· Doctorate-Level Mental Health Provider, under close supervision of a Board-Certified, Board Eligible Psychiatrist, or Doctorate-Level Psychologist
· Psychiatry Resident or Psychology Intern, under close supervision of  a Board-Certified Psychiatrist or Doctorate-Level Psychologist
· Clinical or Counseling Psychologist, completing one year of Internship or Residency
· For a Review or Increased Evaluation Mental Disorder Examination, the examiner must be a:
· Mental Health Professional, qualified as in Initial Examinations, or
· Other Mental Health Professional, such as Licensed Clinical Social Worker, Nurse Practitioner, Nurse Specialist, or Physicians Assistant, under close supervision
See Attachment A for a full description of GAF scores and Attachment C for PTSD diagnostic criteria.
A relationship must be drawn, by the examiner, between the stressful event and the current diagnosis.  RVSRs may not draw this nexus.   This relationship can only be established by the examiner.
In personal assault claims, secondary evidence of behavior changes may be the only evidence of record to support that a stressful event occurred.  Evidence that documents such behavior changes may require clinical interpretation in relationship to the medical diagnosis by a neuropsychiatric physician.


	Problems with Diagnosing PTSD
	Because of the great importance placed upon the traumatic stressor, PTSD is unique among other psychiatric diagnoses.  In fact, one cannot make a PTSD diagnosis unless the patient has met the stressor criteria, which means that he or she has been exposed to a historical event that is considered traumatic.
Clinical experience with the PTSD diagnosis has shown that there are individual differences regarding the capacity to cope with catastrophic stress, so that some people exposed to traumatic events do not develop PTSD and others go on to develop the full-blown syndrome.  Such observations have prompted a recognition that trauma, like pain, is not an external phenomenon that can be completely objectified.  Like pain, the traumatic experience is filtered through cognitive and emotional processes before it can be appraised as an extreme threat.  Because of individual differences in this appraisal process, different people appear to have different trauma thresholds, some more protected and some more vulnerable to developing clinical symptoms after exposure to extremely stressful situations.
The diagnosis of PTSD for compensation purposes is a two-step process.  The first step is to determine if there is reasonably credible supporting evidence that the stressful event took place.  Has the criteria in 38 CFR §3.304(f) and M21-1MR, Parts III and IV been met? Does the information in the folder provide satisfactory evidence that will lead to acceptance of the stressor?
The second step is to obtain a diagnosis of PTSD, supported by a VA psychiatric examination.  In order for the RVSR to make a decision to grant service connection for PTSD, the examiner  must present a clear diagnosis, showing a detailed history of the stressful event(s) which is thought to have caused the condition and a full description of past and present symptoms.  Because of the complexity of PTSD, careful clinical judgment is necessary to identify and describe the relationship between past events and current symptoms. 
Adjudication Procedures Manual, M21-1MR, Part III provides the steps the examiner must take and the information that must be incorporated into the examination report.  If the required information is not provided, the examination or medical evidence must be considered inadequate for rating purposes and returned for clarification or amplification.
One of the major problems encountered with PTSD is the misdiagnosis of the condition under some other banner.  There are many differential diagnoses involved with PTSD.  These may include anxiety disorder, depressive disorder, organic mental disorder, adjustment disorder, personality disorder, and in some cases, even a psychosis.  Along with differential diagnoses, PTSD may coexist with other mental disorders.  To provide claimants with the benefits to which they are entitled, appropriate consideration must be given to all evidence.


	Co-existing Psychiatric Disorders
	Medical literature shows that a patient may have more than one psychiatric condition existing at any one time.  As mentioned, this makes the diagnosis of PTSD much more complicated.  Persons suffering from PTSD may also show symptoms of other disorders, such as anxiety reaction, agoraphobia, major depression, and passive-aggressive disorders.
PTSD is a neurosis, not a psychosis, and symptoms common to a psychosis are not part of the symptoms and diagnosis of PTSD.  To make a diagnosis of a neurosis, the symptoms must fit into a constellation of symptoms common to the diagnosis. 
A patient may exhibit symptoms of a neurosis, but if the patient does not meet the constellation of symptoms, he or she would not be diagnosed as having a neurosis.  Persons diagnosed with "partial PTSD" or "with PTSD features" are not considered to have PTSD for purposes of establishing service-connection.
The symptom picture of a psychosis is entirely different from that of PTSD.  In a psychosis, the patient may be involved in an entire "conversation" (aural hallucinations), while having only scattered visual hallucinations.  There are also other psychotic symptoms along with the cognitive disorder that are not present in PTSD.  In addition, a psychosis occurs relatively early in life; i.e., in the late teens and early twenties.
On the other hand, the PTSD patient has only scattered fragments of aural hallucinations while the visual hallucination picture is very detailed and relates directly to the stressful incident (flashbacks).  These intrusive symptoms may look like hallucinations, but are, in fact, manifestations of the flashbacks.  This disorder may occur at any stage of life.


	Maturation of PTSD Diagnosis
	PTSD is a psychiatric condition which is separate and distinct from a psychosis.  The symptoms of the PTSD may mask the symptoms of the psychosis, and as the PTSD comes under better control, the psychosis may begin to appear.  Discussions with the Veterans Health Administration Mental Health Department reveal that PTSD does not mature into a psychosis.
The early manifestations of some psychoses may at first look like some neuroses (this does not include PTSD).  However, with time and further decompensation, the schizophrenia manifests itself.  Thus, it is possible to have a condition which initially looks like, and is diagnosed as, a neurosis (not PTSD) but is later shown to be a psychosis.  However, psychoses generally occur in the late teens and early twenties.  Later in life, the diagnosis of a psychosis should have already been made.  Also, there are instances in which a patient with a diagnosed depressive disorder that is non‑psychotic in origin (neurosis) may subsequently develop a psychotic depressive disorder.  This is termed "double depression".
The symptoms of PTSD are significantly different from those of a psychosis.  When rating cases in which PTSD has been diagnosed, and evidence later shows treatment for another psychiatric condition diagnosed as a psychosis, each condition must be rated separately.  If the hospital or other reports show treatment for one or both of these conditions, an examination must be scheduled.  The examiner should be informed that the two conditions exist and that a differentiation of the symptoms attributable to each diagnosis is required.  It is felt that psychiatrists should be able to make this differentiation.


	Special Factors Found in PTSD
	First of all, PTSD involves a re-experiencing of the trauma through upsetting memories, feelings, or dreams.  Sometimes the person knows he's remembering a traumatic event, but other times he only knows that he feels some of the same intense physical and emotional feelings that he felt during, or shortly after, the trauma, i.e., feelings of shock or terror. 
The second aspect of PTSD is a set of symptoms involving an attempt to avoid the upsetting trauma memories or feelings.  It is only natural to want to avoid something as unpleasant and distracting as suddenly feeling like you're right back in the middle of war.  However, once one begins avoiding certain places, activities, conversations, or people that are reminders of traumatic experiences, avoidance tends to become a habit that spreads to every area of life. 
Eventually it becomes difficult to talk freely about many things, or to feel any feelings, even love, friendship, peace of mind, or interest in formerly enjoyable activities.  So avoidance often involves feeling emotionally numb and distant even in close relationships, as well as having a sense that your life will be cut short. 
Third, PTSD involves feeling physically and emotionally on edge on a day-in and day-out basis.  This is called hyper-arousal and involves feeling tense, jumpy, nervous, irritable, unable to sleep, and easily distracted or startled.  This also involves hyper-vigilance, the feeling that you must be on guard, super-alert, and watchful most of the time, as if terrible danger is always just a heartbeat away.  Trauma memories can seem so real even years later that a veteran with 
PTSD feels emotionally that the war has never ended, even though he or she knows this really is not true. 

	General Formula for Rating Mental Disorders

	The next page provides the General Formula for Rating Mental Disorders used to evaluate disorders under DC 9201 through 9440.
It is important to note that the veteran does not need to have all of the specific signs and symptoms listed in the 30 – 100 percent criteria in order for a particular evaluation to be assigned.  Again, consideration must be given to the impact of the psychiatric symptoms and the overall disability picture on social and occupational functioning.


	PTSD
	The diagnostic code for PTSD is 9411.  This number, appearing opposite the listed ratable disabilities, is an arbitrary number codified for the purposes of showing the basis of the evaluation assigned, and for statistical analysis within the Department of Veterans Affairs.  Great care will be exercised in the selection of the applicable diagnostic code number and in its citation on the rating sheet.  9411 is the only number to be utilized for rating PTSD.
When determining an evaluation for PTSD, consideration will be given to the extent, severity, depth, and persistence of psychoneurotic symptoms, the ability to establish and maintain effective or favorable relationships with people, and the impact on social and industrial adaptability.


	General Rating Formula for Mental Disorders
38 CFR §4.130
Total occupational and social impairment, due to such symptoms as: gross impairment in thought processes or communication; persistent delusions or hallucinations; grossly inappropriate behavior; persistent danger of hurting self or others; intermittent inability to perform activities of daily living (including maintenance of minimal personal hygiene); disorientation to time or place; memory loss for names of close relatives, own occupation, or own name……………………………………………………………………………………..100
Occupational and social impairment, with deficiencies in most areas, such as work, school, family relations, judgment, thinking, or mood, due to such symptoms as: suicidal ideation; obsessional rituals which interfere with routine activities; speech intermittently illogical, obscure, or irrelevant; near-continuous panic or depression affecting the ability to function independently, appropriately and effectively; impaired impulse control (such as unprovoked irritability with periods of violence); spatial disorientation; neglect of personal appearance and hygiene; difficulty in adapting to stressful circumstances (including work or a work-like setting); inability to establish and maintain effective relationships . . . .  …………………………………………………………………………………………………70
Occupational and social impairment with reduced reliability and productivity due to such symptoms as: flattened affect; circumstantial, circumlocutory, or stereotyped speech; panic attacks more than once a week; difficulty in understanding complex commands; impairment of short- and long-term memory (e.g., retention of only highly learned material, forgetting to complete tasks); impaired judgment; impaired abstract thinking; disturbances of motivation and mood; difficulty in establishing and maintaining effective work and social relationships…………………………………………………………………………………....50
Occupational and social impairment with occasional decrease in work efficiency and intermittent periods of inability to perform occupational tasks (although generally functioning satisfactorily, with routine behavior, self-care, and conversation normal), due to such symptoms as: depressed mood, anxiety, suspiciousness, panic attacks (weekly or less often), chronic sleep impairment, mild memory loss (such as forgetting names, directions, recent events)………………………………………………………………………………………….30
Occupational and social impairment due to mild or transient symptoms which decrease work efficiency and ability to perform occupational tasks only during periods of significant stress, or; symptoms controlled by continuous medication…………………………………………………………………………...………10
A mental condition has been formally diagnosed, but symptoms are not severe enough either to interfere with occupational and social functioning or to require continuous medication……… 0



	Other Issues For Rating Considerations

	Individual Unemployability (IU)

	Prior to November 7, 1996, 38 CFR §4.16(c) was for application when considering evaluation of mental disorders.  This regulation provided for a 100 percent scheduler evaluation when a veteran’s symptoms presented at the 70 percent evaluation and the veteran was unable to secure or follow substantially gainful employment.
Effective November 7, 1996, 38 CFR §4.16(c) was rescinded.  It was felt that a veteran may be properly evaluated at less than 100 percent based on average impairment, but because of unique aspects of his or her individual situation, might still be unable to secure or follow a substantially gainful occupation.  In order to allow RVSRs the flexibility to fairly evaluate such situations, 38 CFR §4.16(c) was deleted to allow 38 CFR §4.16(a) to apply to mental disorders in the same manner that it does to other disabilities.
The RVSR should consider the correct scheduler evaluation as well as the application of Individual Unemployability(IU).  If the criteria for a scheduler evaluation of 100 percent are met, assign a 100% evaluation and not a 70 percent evaluation with consideration of IU.
If serious symptoms produce significant interference with employment, not rising to the level of total occupational impairment, a 70 percent evaluation may be appropriate.  Determining which percentage evaluation to assign requires knowledge of what symptoms are present, what those symptoms can cause, and good judgment.


	§4.128 Convalescence Ratings Following Extended Hospitalization
	If a mental disorder has been assigned a total evaluation due to a continuous period of hospitalization lasting six months or more, the rating agency shall continue the total evaluation indefinitely and schedule a mandatory examination six months after the veteran is discharged or released to non-bed care.  A change in evaluation based on that, or any subsequent examination, shall be subject to the provisions of §3.105(e) of this chapter.

	§3.302 Service Connection for Mental Unsoundness in Suicide                     
	General:
· In order for suicide to constitute willful misconduct, the act of self-destruction must be intentional.
· A person of unsound mind is incapable of forming intent. (Intent is an essential element of crime or willful misconduct.)
· It is a constant requirement for favorable action that the precipitating mental unsoundness be service-connected.
Evidence of mental condition:
· Whether a person, at the time of suicide, was so unsound mentally that he/she did not realize the consequences of such an act is a question to be determined in each individual case, based on all available lay and medical evidence.
· The act of suicide is considered to be evidence of mental unsoundness.  Where no reasonable adequate motive for suicide is shown, the act will be considered to have resulted from mental unsoundness.
· A reasonable adequate motive for suicide may be established by affirmative evidence showing circumstances that could lead a rational person to self-destruction.


	§3.344 Improvement-Stabilization of Disability Evaluations
	Diseases subject to temporary or episodic improvement, e.g., manic depressive or other psychotic reaction or psychoneurotic reaction, will not be reduced on any one examination.  Though material improvement in a mental condition is clearly reflected, the rating agency will consider whether the evidence makes it reasonably certain that the improvement will be maintained under the ordinary conditions of life.  If doubt remains, confirm and continue the rating in effect.
The VA Rating Decision, following the appropriate code, will include the reference, "Rating continued pending reexamination ________ months from this date, §3.344."  Determine on the basis of the facts in each individual case whether 18, 24 or 30 months will be allowed to elapse before scheduling reexamination.


	§3.353 Competency 
	Consider competency as an issue whenever:
· a mental disorder is evaluated as 100 percent disabling, or
· other evidence raises a question as to the beneficiary’s mental capacity to contract or to manage his or her own affairs, including disbursements of funds, without limitation.
Unless medical evidence is, “clear, convincing and leaves no doubt” as to the beneficiary’s ability to handle funds, a finding of incompetency cannot be made without a definite expression by a responsible medical authority.  When reasonable doubt arises, the beneficiary is presumed competent.  (M21-1 MR, III.iv.6.B.3 and III.iv.8.A.2.a)


	§3.354 Determination of Insanity

	Ratings of insanity are prepared to determine if a veteran was insane at the time he/she committed an offense which led to a court-martial, 
misconduct finding, or other bar to benefits.  They are made only at the request of Authorization when:
· a claimant alleges insanity, or
· a questions as to the claimant’s insanity is raised by the evidence in the claims file.
Prior to making a determination of insanity, all evidence related to the period involved should have been requested and the definition of insanity, found in §3.354, must be applied.  In the DECISION section of the VA Rating Decision, state, “The veteran [was][was not] insane at the time [he][she] committed an offense.”
For the purposes of §3.354, an insane person is one who, while not mentally defective or constitutionally psychopathic, except when a psychosis has been engrafted upon such basic condition, exhibits:
· prolonged deviation from normal method of behavior; or
· behavior that interferes with the peace of society; or
· behavior so departed from accepted standards of the community as to lack adaptability to social customs of the community in which he/she resides (become antisocial).
(M21-1MR IX.ii.2.6)


	Psychosis under 38 U.S.C. 1702
	Whenever a claim for service connection for a psychosis based on wartime service is denied, determine entitlement to service connection for treatment purposes under 38 U.S.C. 1702.
General

Determination of service connection under 38 U.S.C. 1702 is solely for the purpose of providing eligibility for hospital and medical treatment, including outpatient treatment,  for veterans of World War II, Korean Conflict, Vietnam era, or Gulf War service who develop an active psychosis during service, within two years from the date of separation under other than dishonorable conditions from such service, or within two years of the end of the war period, whichever is earlier.  It is not necessary for the veteran to have had 90 days service to qualify.  The law provides a presumption of soundness that applies to the two-year period following discharge, and veterans with a diagnosis of active psychosis during service despite a history of pre-service existence.  The presumption is equally applicable to psychosis resulting from misconduct.  (M21-1 MR, IX.ii.2.5)  

Jurisdiction

The issue of entitlement to medical treatment under 38 U.S.C. 1702 is routinely inferred whenever service connection for a psychosis based on World War II, Korean conflict, Vietnam era service, or Gulf War service is denied.  Requests for determination of service connection under 38 U.S.C. 1702 will also be received on VA Form 10-7131, "Exchange of Beneficiary Information and Request for Administrative and Adjudicative Action," accompanied by a copy of a completed VA Form 10-10, "Application for Medical Benefits.”  The VA Rating Decisions should show either "Active Psychosis--SC for treatment purposes only," or "Active Psychosis--Not SC; 38 U.S.C. 1702."


	Secondary Claims for Alcohol and Drug Abuse Disabilities
	In 1990, 38 U.S.C. 1110 was amended to exclude from payment of compensation for disability contracted in the line of duty which is the result of the veteran’s own abuse of alcohol or drugs.    Prior to the 1990 amendments, alcohol or drug abuse secondary to a service connected disorder, such as PTSD, was evaluated under 38 CFR §3.310(a) as “part of” the veteran’s PTSD disorder.
In Allen v. Principi (2001), the Federal Circuit found that 38 U.S.C. § 1110 permits a veteran to receive compensation for an alcohol-abuse or drug-abuse disability acquired as secondary to, or as a symptom of, a veteran’s service-connected disability.  According to the Federal Circuit, Section 1110 precludes compensation only in two situations:
(1) for primary alcohol abuse disabilities, and
(2) for secondary disabilities (such as cirrhosis of the liver) that result from primary alcohol abuse.
The Federal Circuit defined “primary” as meaning an alcohol abuse disability arising during service from voluntary and willful drinking to excess.
Adjudicating cases under the Allen decision means that veterans can obtain compensation for alcohol or drug-abuse related disabilities where the substance abuse is secondary to a service-connected condition, such as a mental disorder.  In addition, substance abuse may be a symptom of worsening of a service-connected condition resulting in a higher rating for that condition.



	Special Criteria for Eating Disorders 
	Anorexia Nervosa and Bulimia Nervosa are conditions characterized by severe disturbances in eating behaviors.  These conditions are two specific diagnoses and are covered by the Schedule for Rating Mental Disorders as:
9520 
Anorexia Nervosa
9521
Bulimia Nervosa

Rate Anorexia Nervosa and Bulimia separately from other mental disorders.  Since these diagnoses have their own evaluation criteria, 38 CFR 4.14 does not apply.


	RATING FORMULA FOR EATING DISORDERS
Self-induced weight loss to less than 80 percent of expected minimum weight, with incapacitating episodes of at least six weeks total duration per year, and requiring hospitalization more than twice a year for parenteral nutrition or tube feeding………………………………………………………………………………………100
Self-induced weight loss to less than 85 percent of expected minimum weight with incapacitating episodes of six or more weeks total duration per year…………………………………………………………………………………………..60
Self-induced weight loss to less than 85 percent of expected minimum weight with incapacitating episodes of more than two but less than six weeks total duration per year………………….……………………………………………………………………….30
Binge eating followed by self-induced vomiting or other measures to prevent weight gain, or resistance to weight gain even when below expected minimum weight, with diagnosis of an eating disorder and incapacitating episodes of up to two weeks total duration per year…………………………………………………………………………………………..10
Binge eating followed by self-induced vomiting or other measures to prevent weight gain, or resistance to weight gain even when below expected minimum weight, with diagnosis of an eating disorder but without incapacitating episodes……………………………………………………………………………….………0
Note: An incapacitating episode is a period during which bed rest and treatment by a physician are required.



Attachment A
Global Assessment of Functioning (GAF) Scale – DSM-IV
Code 
91-100
Superior functioning in a wide range of activities, life’s problems never seem to get out of hand, is sought out by others because of his or her many positive qualities.  No symptoms.
 81- 90
Absent or minimal symptoms (e.g., mild anxiety before an exam), good functioning in all areas, interested and involved in a wide range of activities, socially effective, generally satisfied with life, no more than everyday problems or concerns (e.g. an occasional argument with family members).
 71- 80
If symptoms are present, they are transient and expectable reactions to psychosocial stressors (e.g., difficulty concentrating after family argument); no more than slight impairment in social, occupational, or school functioning (e.g., temporarily falling behind in schoolwork).
  61-70
Some mild symptoms (e.g., depressed mood and mild insomnia) OR some difficulty in social, occupational or school functioning (e.g., occasional truancy, or theft within the household) but generally functioning pretty well, has some
meaningful interpersonal relationships.
 51- 60
Moderate symptoms (e.g., flat affect and circumstantial speech, occasional panic attacks) OR moderate difficulty in social, occupational or school functioning (e.g., few friends, conflicts with peers or coworkers).
 41- 50
Serious symptoms (e.g. suicidal ideation, severe obsessional rituals, frequent shoplifting) OR any serious impairment in social, occupational, or school functioning (e.g., no friends, unable to keep a job).
 31-40
Some impairment in reality testing or communication (e.g., speech is at times illogical, obscure, or irrelevant) OR major impairment in several areas, such as work or school, family relations, judgment, thinking, or mood (e.g., depressed man avoids friends, neglects family and is unable to work; child frequently beats up younger children, is defiant at home and is failing in school).
21-30
Behavior is considerably influenced by delusions or hallucinations OR serious impairment  in communication or judgment  (e.g., sometimes incoherent, acts grossly inappropriately, suicidal preoccupation) OR  inability to function in almost all areas (e.g., stays in bed all day; no job, home, or friends).
 11-20
Some danger of hurtling self or others (e.g., suicide attempts without clear expectation of death; frequently violent; manic excitement) OR occasionally fails to maintain minimal personal hygiene (e.g., smears feces) OR gross impairment in communication (e.g., largely incoherent or mute).
1-10 Persistent danger of severely hurting self or others (e.g., recurrent violence) OR persistent inability to maintain minimal personal hygiene OR serious suicidal act with clear expectation of death.
   0
Inadequate information.
____________________________________________________________________________________________
REMEMBER, do not base an evaluation solely or mainly on the GAF score. The GAF score does not translate directly into the rating schedule criteria.  Consideration must be given to all the evidence of record including VA and private treatment records.   
Attachment B
Mental Disorders
(Descriptions of disorders adapted from DSM-IV)
Schizophrenia and Other Psychotic Disorders
9201    Schizophrenia, disorganized type
The essential features of the disorganized type of schizophrenia are disorganized speech, disorganized behavior, and flat or inappropriate affect.  
9202    Schizophrenia, catatonic
The essential feature of the Catatonic Type of Schizophrenia is a marked psychomotor disturbance that may involve motoric immobility, excessive motor activity, extreme negativism, mutism, peculiarities of voluntary movement, echolalia, or echopraxia.  
9203    Schizophrenia, paranoid type


The essential feature of the Paranoid Type of Schizophrenia is the presence of


prominent delusions or auditory hallucinations in the context of a relative


presentation of cognitive functioning and affect. 
9204    Schizophrenia, undifferentiated type


The essential feature of the undifferentiated type of schizophrenia is the


presence of characteristic symptoms of schizophrenia that do not meet


the criteria for the paranoid, disorganized, or catatonic type. 
9205    Schizophrenia, residual type; other and unspecified types


The residual type of schizophrenia should be used when there has been at least


one episode of schizophrenia, but the current clinical picture is without prominent


positive psychotic symptoms (e.g. delusions, hallucinations. disorganized speech


or behavior). 
9208    Delusional disorder


Delusional disorder is characterized by at least 1 month of non-bizarre delusions,


without other active-phase symptoms of schizophrenia. 
9210    Psychotic disorder, not otherwise specified (atypical psychosis)


Psychotic disorder, not otherwise specified is included in DSM-IV for


classifying psychotic presentations that do not meet the criteria for any of the


specific psychotic disorders defined or psychotic symptomatology about which


there is inadequate or contradictory information. 
9211    Schizoaffective disorder


Schizoaffective disorder is a disturbance in which a mood episode and the active-


phase symptoms of schizophrenia occur together and were preceded or are


followed by at least 2 weeks of delusions or hallucinations without prominent


mood symptoms. 
Delirium, Dementia, and Amnestic and Other Cognitive Disorders
9300    Delirium


A delirium is characterized by a disturbance of consciousness and a change in


cognition that develop over a short period of time. 
9301
Dementia due to infection (HIV infection, syphilis, or other systemic or intracranial infections)
The essential feature of dementia due to HIV disease is the presence of a dementia that is judged to be the direct pathophysiological consequence of human immunodeficiency virus (HIV) disease.  This diagnostic code is also used for the evaluation of dementia due to other types of infectious diseases to include syphilis.
9304
Dementia due to head trauma
The essential feature of dementia due to head trauma is the presence of a dementia that is judged to be the direct pathophysiological consequence of head trauma.  The decree and type of cognitive impairments or behavioral disturbances depend on the location and extent of the brain injury.  Posttraumatic amnesia is frequently present along with persisting memory impairment.  
9305
Vascular dementia
For evaluation under this diagnostic code there must be evidence of
cerebrovascular disease (i.e., focal neurological signs and symptoms or laboratory evidence) that is judged to be etiologically related to the dementia.  The focal neurological signs and symptoms include extensor plantar response, pseudobulbar palsy, gait abnormalities, exaggeration of deep tendon reflexes, or weakness of an extremity.  
9310
Dementia of unknown etiology
This category should be used to diagnose a dementia that does not meet criteria for any of the specific types described in the DSM-IV section on dementia. 
9312    Dementia of the Alzheimer's type
Dementia of the Alzheimer's type is currently a diagnosis of exclusion and other causes for the cognitive deficits (see above) must first be ruled out.  In addition, the course is characterized by gradual onset and continuing cognitive decline, and there is insufficient evidence to determine whether the dementia is due to a general medical condition or is substance induced.  
9326    Dementia due to other neurologic and general medical conditions (endocrine disorders, metabolic disorders, Pick's disease, brain tumors, etc.) or that are substance induced (drugs, alcohol, poisons)
This category is for the evaluation of dementias due to other neurologic and general medical conditions (endocrine disorders, metabolic disorders, Pick's disease, brain tumors, etc.) or for those that are substance induced.
9327    Organic mental disorder, other (including personality change due to a general medical condition)
This category is for the evaluation of other organic mental disorders.
Anxiety Disorders
9400   Generalized anxiety disorder 
Generalized anxiety disorder is characterized by at least 6 months of persistent and excessive anxiety and worry. 
9403   Specific (simple) phobia; social phobia
Specific phobia is characterized by clinically significant anxiety provoked by exposure to a specific feared object or situation or to certain types of social or performance situations, often leading to avoidance behavior. 
9404   Obsessive compulsive disorder
Obsessive-compulsive disorder is characterized by obsessions (which cause marked anxiety or distress) and/or by compulsions (which serve to neutralize anxiety).  
9410   Other and unspecified neurosis
This category is for neurosis that does not meet the criteria for any of the specific
anxiety disorders.
9411   Post-traumatic stress disorder
Post-traumatic stress disorder is characterized by the re-experiencing of an extremely traumatic event accompanied by symptoms of increased arousal and by avoidance of stimuli associated with the trauma.
9412   Panic disorder and/or agoraphobia
A panic attack is a discrete period in which there is the sudden onset of intense
apprehension, fearfulness, or terror, often associated with feelings of impending
doom. During these attacks, symptoms such as shortness of breath, palpitations,
chest pain or discomfort, choking or smothering sensations, and fear of "going crazy" 
or losing control are present. 
Agoraphobia is anxiety about, or avoidance of, places or situations from which
escape might be difficult (or embarrassing) or in which help may not be available
in the event of having a Panic Attack or panic-like symptoms.
9413   Anxiety disorder, not otherwise specified
Anxiety disorder, not otherwise specified is for disorders with prominent anxiety
or phobic avoidance that do not meet criteria for any of the specific anxiety disorders 
defined in this section (or anxiety symptoms about which there is inadequate or 
contradictory information). 
Dissociative Disorders
9416   Dissociative amnesia; dissociative fugue; dissociative identity disorder (multiple personality disorder)
Dissociative amnesia is characterized by an inability to recall important personal information, usually of a traumatic or stressful nature, that is too extensive to be explained by ordinary forgetfulness. 
Dissociative fugue is characterized by sudden, unexpected travel away from home or one's customary place of work, accompanied by an inability to recall one's past and confusion about personal identity or the assumption of a new identity. 
Dissociative identity disorder (formerly Multiple Personality, Disorder) is characterized by the presence of two or more distinct identities or personality states that recurrently take control of the individual's behavior accompanied by an inability to recall important personal information that is too extensive to be explained by ordinary forgetfulness. 
9417   Depersonalization disorder
Depersonalization disorder is characterized by a persistent or recurrent feeling of being detached from one's mental processes or body that is accompanied by intact reality testing. 
Somatoform Disorders
9421   Somatization disorder
Somatization disorder (historically referred to as hysteria or Briquet's syndrome) is a polysymptomatic disorder that begins before age 30 years, extends over a period of years, and is characterized by a combination of pain, gastrointestinal, sexual, and pseudoneurological symptoms. 
9422   Pain disorder
Pain disorder is characterized by pain as the predominant focus of clinical attention. In addition, psychological factors are judged to have an important role in its onset, severity, exacerbation, or maintenance. 
9423   Undifferentiated somatoform disorder
Undifferentiated somatoform disorder is characterized by unexplained physical complaints, lasting at least 6 months, that are below the threshold for a diagnosis of Somatization disorder. 
9424   Conversion disorder
Conversion disorder involves unexplained symptoms or deficits affecting voluntary motor or sensory function that suggest a neurological or other general medical condition. Psychological factors are judged to be associated with the symptoms or deficits. 
9425   Hypochondriasis 
Hypochondriasis is the preoccupation with the fear of having, or the idea that one has, a serious disease based on the person's misinterpretation of bodily symptoms or bodily functions.
Mood Disorders
9431   Cyclothymic disorder
Cyclothymic Disorder is characterized by at least 2 years of numerous periods of hypomanic symptoms that do not meet criteria for a Manic Episode and numerous periods of depressive symptoms that do not meet criteria for a Major Depressive Episode.  
9432   Bipolar disorder
Bipolar I disorder is characterized by one or more manic or mixed episodes, usually accompanied by major depressive episodes.
Bipolar II disorder is characterized by one or more major depressive episodes accompanied by at least one hypomanic episode.  
9433   Dysthymic disorder
Dysthymic disorder is characterized by at least 2 years of depressed mood for more days than not, accompanied by additional depressive symptoms that do not meet criteria for a major depressive episode.  
9434   Major depressive disorder
Major depressive disorder is characterized by one or more major depressive episodes (i.e., at least 2 weeks of depressed mood or loss of interest accompanied by at least four additional symptoms of depression).  
9435   Mood disorder, not otherwise specified
Mood disorder, not otherwise specified is included for coding disorders with mood symptoms that do not meet the criteria for any specific mood disorder and in which it is difficult to choose between ‘depressive disorder, not otherwise specified’ and ‘bipolar disorder, not otherwise specified’ (e.g., acute agitation).  
Chronic Adjustment Disorder
9440   Chronic adjustment disorder
The essential feature of an adjustment disorder is the development of clinically significant emotional or behavioral symptoms in response to an identifiable psychosocial stressor or stressors.  The symptoms must develop within months after the onset of the stressor(s).  The clinical significance of the reaction is indicated either by marked distress that is in excess of what would be expected given the nature of the stressor, or by significant impairment in social or occupational (academic) functioning.  
The condition is considered chronic when there is persistence of symptoms for 6 months or longer.  By definition, symptoms cannot persist for more than 6 months after the termination of the stressor or its consequences.  The chronic specifier therefore applies when the duration of the disturbance is longer than 6 months in response to a chronic stressor or to a stressor that has enduring consequences.  
Eating Disorders (evaluated under the Rating Formula for Eating Disorders)
9520   Anorexia nervosa
The essential features of anorexia nervosa are that the individual refuses to maintain a minimally normal body weight, is intensely afraid of gaining weight, and exhibits a significance in the perception of the shape or size of his or her body. In addition, postmenarcheal females with this disorder are amenorrheic. 
9521
Bulimia nervosa
The essential features of bulimia nervosa are binge eating and inappropriate compensatory methods to prevent weight gain.  In addition, the self-evaluation of individuals with bulimia nervosa is excessively influenced by body shape and weight.  To qualify for the diagnosis, the binge eating and the inappropriate compensatory behaviors must occur, on average, at least twice a week for 3 months.  A binge is defined as eating in a discrete period of time an amount of food that is definitely larger than most individuals would eat under similar circumstances.
Attachment C
Post Traumatic Stress Disorder (PTSD) Diagnostic Criteria
from
Diagnostic and Statistical Manual for Mental Disorders
DSM-IV
    
A.  The person has been exposed to a traumatic event in which both of the following were present:
(1) the person experienced, witnessed, or was confronted with an event or events that involved actual or threatened death or serious injury, or a threat to the physical integrity of self or others
(2) the person's response involved intense fear, helplessness, or horror 
B.  The traumatic event is persistently re-experienced in one (or more) of the following ways:
(1)  recurrent and intrusive distressing recollections of the event, including images, thoughts, and/or perceptions
 
(2)  recurrent distressing dreams of the event
 
(3) acting or feeling as if the traumatic event were recurring (includes a sense of reliving the experience, illusions, hallucinations, and/or dissociative flashback episodes, including those that occur on awakening or when intoxicated)
(4) intense psychological distress at exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event
(5)  physiological reactivity on exposure to internal or external cues that symbolize or resemble an aspect of the traumatic event
C.  Persistent avoidance of stimuli associated with the trauma and numbing of general responsiveness (not present before the trauma), as indicated by at least three of the following: 
(1) efforts to avoid thoughts, feelings, and/or conversations associated with the trauma
(2) efforts to avoid activities, places, and/or people that arouse recollections of the trauma
(3) inability to recall an important aspect of the trauma
(4)  markedly diminished interest or participation in significant activities 
(4) feeling of detachment or estrangement from others 
(5) restricted range of affect (e.g., inability to have loving feelings)
(6) sense of a foreshortened future (e.g., does not expect to have a career, marriage, children, or a normal life span) 
 
D.  Persistent symptoms of increased arousal (not present before the trauma), as indicated by at least two of the following: 
(1) difficulty falling or staying asleep
(2) irritability or outbursts of anger
(3) difficulty concentrating
(4) hypervigilance 
(5) exaggerated startle response
E.  Duration of the disturbance (symptoms in Criteria B, C, and D) is more than one (1) month
F.  The disturbance causes clinically significant distress and/or impairment in social, occupational, and/or other important areas of functioning.
Specifiers
The following specifiers may be used to specify onset and duration of the symptoms of Post-Traumatic Stress Disorder:
Acute                    Duration of symptoms is less than three (3) months 
Chronic                Duration of symptoms is more than three (3) months 
Delayed Onset     Onset of symptoms is at least six (6) months after the incident
Types of PTSD Claims
PTSD is a mental disorder that develops as a result of a stressful event.  It may develop hours, months or years after the stressor.  The stressful event can be due to:
Combat-  This is any action against an enemy of the United States of America.
Personal trauma-   This is an event of human design that threatens or inflicts harm, such as rape, physical assault, domestic battering, robbery, mugging, and stalking.   It is often violent and may be directed against male or female.
Life (Other Life-Threatening Situations)-   These circumstances may include natural disasters such as fires, floods, earthquakes, and vehicular or airplane crashes.   It may not be limited to a single dramatic incident, but may be duty in a burn care unit, a grave registration unit, or in the liberation of POW camps.
Eligibility Criteria 
For PTSD to be connected to service, there must be:
· Medical evidence establishing a clear diagnosis of the condition, and
· Credible supporting evidence that the claimed in-service stressor actually occurred, and
· A nexus (link) established by medical evidence, between current problems or symptoms and the claimed stressor.
 MENTAL HEALTH EVALUATION CHECKLIST
GAF SCORE ________
	Evaluation:  100%
	Total Occupational & Social Impairment

	· Gross impairment in thought or communication
· Persistent delusions or hallucinations
· Grossly inappropriate behavior
· Persistent danger of hurting self or others
· Intermittent inability to perform ADL
· Disorientation to time or place
· Memory loss for relative names, own occupation, own name

	Evaluation:  70%
	Occupational & Social Impairment with Deficiencies in Most Areas

	· Suicidal Ideation
· Obsession rituals which interfere with routine activities
· Speech intermittently illogical, obscure, or irrelevant
· Near continuous panic or depression affecting ability to function independently, appropriately, and effectively
· Impaired impulse control
· Spatial disorientation
· Neglect of personal appearance and hygiene
· Difficulty adapting to stressful circumstances
· Inability to establish and maintain effective relationships

	Evaluation:  50%
	Occupational & Social Impairment with Reduced Reliability & Productivity

	· Flattened effect
· Circumstantial, circumlocutory, or stereotyped speech
· Panic attacks more than once per week
· Difficulty in understanding complex commands
· Impairment of short and long term memory (forgetting to complete tasks)
· Impaired judgment
· Impaired abstract thinking
· Disturbances of motivation and mood
· Difficulty establishing and maintaining effective work and social relationships

	Evaluation:  30%
	Occupational & Social Impairment with Occasional Decrease in Work Efficiency & Periods of Inability to Perform Occupational Tasks

	· Depressed mood
· Anxiety
· Suspiciousness
· Panic attacks weekly or less often
· Chronic sleep impairment
· Mild memory loss for forgetting names, directions, recent events

	Evaluation:  10%
	Occupational & Social Impairment with Decreased Work Efficiency

	· Inability to perform occupational tasks only during periods of significant stress
· Continuous medication

	Evaluation:  0%
	No Occupational or Social Impairment

	· Continuous medication not required
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