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REVIEW OF VA EXAMINATIONS

	PREREQUISITE TRAINING
	Prior to this training the trainees must have completed the VSR/RVSR Basic Challenge Course or its equivalent. 

	PURPOSE OF LESSON
	The purpose of this lesson is to teach the requirements for reviewing and determining whether a VA examination is sufficient for rating purposes.   
This lesson will address: 

· Requirements for a VA examination.
· What is required for a sufficient VA examination.
· Practice cases which provide trainees with an opportunity to determine if the VA examination is sufficient. 
· STAR error comments related to VA examinations

	Time Required
	2.0 hours

	Instructional Method
	Lecture, participatory discussion, and practical exercises

	Materials/ Training Aids


	Classroom or private area where a discussion may be held.  Chairs and writing surfaces are required.

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.

· Review of VA examinations PowerPoint presentation 

· Trainee Handout : Review of VA examinations
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	VA EXAMINATIONS

	When considering service connection for a specific disability review the VA examination and ask yourself the following questions: 

· 1)  Is the examination complete (consider the appropriate DBQ and/or VA 

· examination worksheet)?

· 2)  Was a medical opinion needed? If so, was one requested? 

· 3)  Were all claimed conditions examined? 

· 4)  Were all claimed conditions given a medical diagnosis?

· 

	WHEN TO REQUEST AN EXAMINATION

Original Compensation

If within one year of discharge from service, at the very least, a General Medical (GenMed) examination is requested.  A specialty examination should be ordered if the Veteran claimed any of the following disabilities: eyes, ear, dental, mental, or traumatic brain injury.

If the original claim is received anytime following the 366th day after discharge, then more than likely you will need to request a medical opinion.  If you do, then do not forget to send the claims folder.

New

If a claimant submits evidence for a new claim, a VA examination may be requested .  It will usually not be a GenMed examination. 

	Claim for Increase

Anytime we receive a claim for increase, whether it comes in the form of a physician’s statement/script, or from the Veteran themselves, we need to address this as a claim for an increase.  As long as it is for a service-connected condition.

	Reopened - New and Material

If previously denied and new and material evidence is provided, an examination can be requested.  Especially if the Claimant’s doctor had given a statement that supports the claim.

	VA EXAMINATION REQUESTS

1)  General Medical:  an examination that reviews all of the body systems.  Used for those Veterans recently discharged, requesting pension, and for Individual Unemployability  (functionality, not unemployable determinations).

2)  Body systems:  If already service-connected, then request the specific examination for that body system.  

3)  Specialty examinations:  requesting for one of the “chin up” examinations – ear, eyes, mental, dental, traumatic brain injury.

4)  Medical opinions: request for a specific disease/injury, and whether it is related to service or not (or a service-connected injury).  

	REVIEW OF VA EXAMINATIONS

	You need to ensure that all questions on the VA examination request were answered before the examination is printed. Make sure that the examination results are printed on yellow paper per Fast Letter 09-19.  



	General Medical examinations:

1) Did the examiner(s) answer all the questions?  

2) Did the examiner respond on all claimed conditions, and those the Veteran claimed during the examination?

	Claim for Increase examination:

1) Was the claimed condition examined?

	Mental-Psychiatric examinations: 

1) If a psychological examination was requested, did we provide the folder?  

2) Did the examiner review the folder (either prior to or just following the examination)?

3) Did they annotate that they reviewed the claims folder and all the evidence within?

4) Did the examiner provide a specific mental health diagnosis? 

	Orthopedic examinations:

1) Was the correct joint(s) examined?

2) Were the ranges of motion provided?

3) Was Deluca criteria noted?  Did the examiner provide a minimum of three (3) range of motion studies?  Did the examiner discuss additional loss of range of motion due to pain, weakness, fatigue, lack of endurance, or incoordination?

	Neurological examinations:

1) Was a definitive diagnosis provided?  Did the examiner provide the results of testing: i.e. – pinprick test?

2) If requested, was a medical opinion provided as to the etiology of the disease/injury?



	Skin examination:

1) Were pictures required, and if so, were they forwarded to the Regional Office?  Are the pictures clear? 

2) Did the examiner provide the size of the affected area in square inches/centimeters?

3) If required, were the percentages provided as to the amount of area covered by the injury or disease?

	Audiological examinations:

1) Were all audiometric readings provided?

2) Was the speech recognition score provided?

3) If claimed, was tinnitus discussed?

4) Did the examiner relate the noise exposure to the Veteran’s military occupational skill?

	Respiratory examinations:

1) If necessary, was a pulmonary function test completed and were the results provided?

2) Were the post-brochodilator results provided?

	Medical opinions:

1) Was the medical opinion on the examination request clear?  

2)  Was medical rationale provided?

3) Reviewing the examination results, did the examiner provide both a medical opinion and a rationale for the opinion?

	Overall review of examinations:

1) Did the examiner answer all questions on the examination request?

2) Did the examiner provide a diagnosis for all claimed conditions?  (No diagnosis is still an answer, but the physician must state there is “no diagnosis of” the claimed condition).

3) Were any and all medical opinions answered, and was rationale provided?

4) Did the examiner  indicate that they reviewed the claims folder and the service treatment records?

5) Does the examination make sense?

	Any VA examination report submitted to the rating activity, including VA Form 21-2680, Examination for Housebound Status or Permanent Need for Regular Aid and Attendance, must be as complete as possible.

The examination report must include (per M21-1MR. [III.iv.3.D.18.f]: 

· an up-to-date, brief, medical and industrial history from the date of discharge or last examination

· a record of subjective complaints 

· a complete description of objective findings, stated in concrete terms 

· a diagnosis of all described conditions 

· answers to any question specifically requested in the examination request 

· opinions specifically requested in the exam request 

· a diagnosis or notation that a chronic disease or disability was ruled out for each disability, complaint, or symptom listed on the examination request, and, 

· the clinical findings required by the rating schedule for the evaluation of the specific disability being claimed. (For example, if a joint is being examined, the range of motion in degrees should be noted as part of the examination. If a cardiovascular condition is being examined, the metabolic equivalent expanded before fatigue, chest pain, and so on, result should be expressed.) 

Important: A VA examination report that does not meet all the above requirements is not sufficient.

	RETURNING VA EXAMINATIONS

	There will instances where you will be required to return a VA examination due to any number of reasons.  We will discuss some of the reasons.

	Insufficient for Rating Purposes

The deficiencies associated with this reason include:

· An unsigned hardcopy of the VA examination

· All of the claimed disabilities not addressed

· Same disability diagnosed differently by different examiners

· Ambiguous conclusions/findings

· No discussion on the impact of musculoskeletal pain on the functional loss of an affected joint

· Avoid using the term “inadequate examination”; instead, use “insufficient for rating purposes”.

	Clarification

Return the examination report for clarification if:

· An examination shows a change in diagnosis or etiology for a disability previously recognized as service-connected, and

· Medical examiner has not made the required certification that the previous diagnosis or attributed etiology upon which service connection was based in error.

	Differing Diagnosis

The precise cause of a disability is often difficult to determine.  It is important that:

· Same disability is not covered by more than one diagnoses, and

· A definite and unambiguous diagnosis is made for each complaint or symptom having a medical cause.

	Resolving inconsistencies

Need to resolve any inconsistencies or duplications between findings of various specialists and the general examination by a conference of examiners.

	**** REMEMBER: do not use your own “medical expertise” when determining if the examination is correct!

	

	


PRACTICAL EXERCISE #1

SCENARIO:  Veteran is service connected for asbestosis at 30 percent disabling.  He submits a VA form 21-4138, Statement in Support of Claim, for an increased evaluation.  A VA examination is requested.  Review the VA examination below and provide the answers to the following questions:

· Is this examination complete?

· What was being asked?

· If there is a medical opinion, does it provide a rationale?

· If not, what would you do?

Date:  June 2, 2009

Compensation and Pension Examination
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NORTH UMBERLAND VAMC

***FINAL***

RESPIRATORY

Name:  VETERAN, TOMMY


  

SSN: TRA 03 0001

   





                    
C-Number: TRA 03 0001








           
DOB:    05  15  1935

Address: 101 ANY STREET

City, State, Zip:





Res Phone: 555-555-5555

NORTH UMBERLAND  NJ  12345
  


Bus Phone: 555-555-5555

Entered Active Service:
February 2, 1950

Released Active Service:
April 21, 1954

Priority of exam:   Increase

Examining Physician: Benjamin F Pierce, MD

Examined on:  June 1, 2009

A. Review of Medical Records: Review of claims folder not required.  Review of VA Medical Center records performed.  


B. Medical History (Subjective Complaints): 

This 74 year old male Veteran with service in the Navy between February 2, 1950 and April 21, 1954.  He is making a claim for increased compensation based on his diagnosis of asbestosis by his private physician.  He is currently service connected at 30 percent disabling.  He reported being placed on oxygen in February 2009.

C. Physical Examination (Objective Findings):
A well developed, well nourished male in no acute distress.  Temp = 97.7; pulse = 74; resp = 20; blood pressure = 132/80; Ht = 71 inches; wt = 168 lbs.  

There is no evidence of cor pulmonale or pulmonary hypertension.  Veteran stated he has lost 20 pounds over the past 6 months.  

D. Diagnostic and Clinical Tests: 

Provide:

1. Pulmonary Function Tests 

PFTs were as follows:
Pre-RX


Post-RX

Spirometry

Best
%Pred

Best
%Pred

%CHG

FVC
Liters

2.55
49

2.56
49

0

FEV1
Liters

2.03
50

2.10
51

1

FEV/FVC1
%

49


50

FEV25-75%
L/Sec
2.01
51

2.09
52

1

Iso FEF25-75% L/Sec



2.20
55


PEF

L/Sec
5.05
53

5.96
63

10

FIVC

L/Sec
2.66
51

2.86
55

4

PIF

L/Sec
3.67


3.92

FEF50/FIF50
Unitless

0.48


0.51






Pre-RX


Post-RX

Lung Volumes

Avg
%Pred

Avg
%Pred

%Chg

VC
Liters

3.06
59


TLC
Liters

4.33
60

RV
Liters

1.01
55

RV/TLC
%

      23

FRCPL
Liters

1.86
52

ERV
Liters

0.72
42

IC
Liters

2.40
70

Diffusion

DLCO
mi/Min/mmHg

14.3
46

DLCO/VA L/Min/mmHg

1.3
30

VA 
Liters


2.1

2. Chest X-ray – Veteran stated he had an x-ray that had been requested by his private physician.  Radiologist report is included in material Veteran provided, which noted the small pleural plaque in the left lung, with an impression of asbestosis provided.

3. Include results of all diagnostic and clinical tests conducted in the examination report. 

ENT:  Grossly negative


NECK: Negative

CHEST:  bilaterally good expansion
LUNGS: clear to respiration & auscultation

HEART: normal sinus rhythm, no audible murmurs, thrills, rubs or grates, not clinically enlarged.  A2 greater than P2

ABDOMEN: No palpable masses, normal bowel sounds




NODE:  None palpable

D. Diagnostic and Clinical Tests: 

Radiologic report for the chest revealed small calcified granulomas in both hila.  No active parenchymal pathology is seen.  The heart is normal in size.  There is no evidence of pleural fluid.  Bony thorax is unremarkable.  

E. Diagnosis: 
1. Asbestosis, currently on O2.

This examination has been reviewed and approved by the examining provider.

Signature:    
Benjamin F Pierce, MD
Date:        
May 5, 2003
PRACTICAL EXERCISE #2

SCENARIO:  Recently discharge Veteran is claiming service connection for bilateral hearing loss and tinnitus.  Review of the DD214 noted she was an aircraft crew chief for a C-130 in Little Rock Air Force Base.  Development was completed, service treatment records reviewed and a VA examination was requested.  Review the VA examination below and provide the answers to the following questions:

· Is this examination complete?

· What was being asked?

· If there is a medical opinion, does it provide a rationale?
· If not, what would you do?
Date:  January 30, 2011   

Compensation and Pension Examination
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NORTH UMBERLAND VAMC

***FINAL***

AUDITORY

Name:  VETERAN, TAMMY


  

SSN: TRA 03 0002

   





                    
C-Number: TRA 03 0002








           
DOB:    05  15  1965

Address: 101 ANY STREET

City, State, Zip:





Res Phone: 555-555-5555

NORTH UMBERLAND  NJ  12345
  


Bus Phone: 555-555-5555

Entered Active Service:
February 2, 1990

Released Active Service:
April 21, 2010

Priority of exam:   Service connection

Examining Physician: Benjamin F Pierce, MD

Examined on:  January 30, 2011

A. Review of Medical Records: Review of claims folder not completed.   

B. Medical History: 

1. Veteran provided complaints of hearing problems, stated her husband complains she can’t hear him talking to her.
2. Veteran currently working as an instructor in the local vocational tech school, providing instruction on reciprocating engines.
3. Veteran served as a crew chief of a C-130 Hercules Aircraft until 4 years ago when she transitioned into a supervisory role.  She maintained she was still on the flightline, troubleshooting between aircraft.
4. She stated she had access to hearing protection on most occasions, but not all.  She also stated she does yard work, to include cutting the grass and trimming the walks.  She denied any recreational noise exposure.
5. Veteran denied any familial history of hearing problems.
6. Veteran also stated she was claiming tinnitus.  She stated it occurs approximately twice a day, lasting for 20-30 seconds each time, and is consistent for each day of the week.  She stated it was annoying.  She also reported that the tinnitus started sometime in the late 1990’s, due to her being close to an AGE cart. (generator).  
C. Physical Examination

1. Puretone thresholds were as follows:

	Ear
	500
	1000
	2000
	3000
	4000
	6000
	8000

	Left
	25
	40
	45
	55
	55
	55
	55

	Right
	20
	35
	40
	55
	55
	50
	55


Average hearing loss for the left ear was 48.9dB     and the right ear was 46.3dB. 

2. Speech recognition score was 82% for the left ear and 88% for the right ear.
D. Diagnostic and Clinical Test

1. Visual inspection noted an intact tympanic membrane, bilaterally.  Positive inter-test reliability.  Otherwise, normal looking ears.

E. Diagnosis:

1. Hearing loss, bilaterally, moderate, with a 49dB loss in the left ear and a 4

2. 6dB loss in the right ear.  No medical follow-up is indicated.

This examination has been reviewed and approved by the examining provider.

Signature:
  /s/



Albert Rumack, Aud.

Date:        
January 30, 2011
PRACTICAL EXERCISE #3

SCENARIO:  Veteran is claiming service connection for erectile dysfunction, currently service connected for diabetes mellitus type 2 (20%) and for residuals of prostate cancer (20%).  Development was completed, all private medical evidence received and reviewed.  VA examination was requested.  Review the VA examination below and provide the answers to the following questions:

· Is this examination complete?

· What was being asked?

· If there is a medical opinion, does it provide a rationale?
· If not, what would you do?
Date:  March 1, 2011   

Compensation and Pension Examination
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NORTH UMBERLAND VAMC

***FINAL***

GENITOURINARY

Name:  VETERAN, JOHNNY


  

SSN: TRA 03 0003

   





                    
C-Number: TRA 03 0003








           
DOB:    05  15  1945

Address: 101 ANY STREET

City, State, Zip:





Res Phone: 555-555-5555

NORTH UMBERLAND  NJ  12345
  


Bus Phone: 555-555-5555

Entered Active Service:
February 2, 1960

Released Active Service:
April 21, 1972

Priority of exam:   Service connection

Examining Physician: Benjamin F Pierce, MD

Examined on:  March 1, 2011

A. Review of Medical Records: Review of claims folder reviewed.  Service treatment records were silent for any complaints of erectile dysfunction.  Private medical records noted the diagnosis of diabetes mellitus in May 2004.  Also noted is the diagnosis of prostate cancer in 2007, treated with brachytherapy.     

B. Medical History: 

1. Veteran provides complaints of erectile dysfunction, which the onset reported as December 2010.  his private physician recommended using Viagra, but the Veteran declined.
2. Veteran is currently working as a swimming instructor/coach for the local school.
3. Veteran stated his erectile dysfunction has caused some discomfort at home, as he is not as able to be intimate with his wife like he used to be.  Vaginal penetration not possible.
4. Currently using a vacuum pump device.   Stated it wasn’t working.
C. Physical Examination

1. Veteran’s genitalia appeared normal.   
D. Diagnosis:

1. Erectile dysfunction.  At this time, I am unable to provide an opinion as to whether the erectile dysfunction is due to the diabetes mellitus type 2 or the residuals of the prostate cancer without mere speculation.

This examination has been reviewed and approved by the examining provider.

Signature:
  /s/



Marck Bellows, MD

Date:        
March 1, 2011

PRACTICAL EXERCISE #4

SCENARIO:  Veteran is claiming service connection for a right knee condition.  She is currently service connected for dermatitis of the left arm, rated as noncompensable.  Development was completed, all private medical evidence received and reviewed.  Service treatment records noted multiple outpatient clinic visits for a right knee strain.  VA examination was requested.  Review the VA examination below and provide the answers to the following questions:

· Is this examination complete?

· What was being asked?

· If there is a medical opinion, does it provide a rationale?
· If not, what would you do?
Date:  April 1, 2011   

Compensation and Pension Examination
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NORTH UMBERLAND VAMC

***FINAL***

JOINTS

Name:  VETERAN, JAINEY



  

SSN: TRA 03 0004

   





                    
C-Number: TRA 03 0004








           
DOB:    05  15  1985

Address: 101 ANY STREET

City, State, Zip:





Res Phone: 555-555-5555

NORTH UMBERLAND  NJ  12345
  


Bus Phone: 555-555-5555

Entered Active Service:
February 2, 2004

Released Active Service:
April 21, 2008

Priority of exam:   Service Connection

Examining Physician: Benjamin F Pierce, MD

Examined on:  April 1, 2011

A. Review of Medical Records: Review of claims folder reviewed.  Service treatment records noted treatment for a right knee condition following physical fitness training, with a diagnosis of right knee strain, mild provided.  Private medical records noted continued treatment for right knee strain since discharge.       

B. Medical History: 

1. Veteran provides complaints of right knee pain with exercise since basic training in the Marine Corps in 2004.  She stated the pain is constant, with some swelling.  Treatment consists of rest, ice, compression, and elevation, along with 2 Motrin as needed.  Also, Veteran noted she wears a compression wrap when it is particularly painful.  Veteran denied any locking of the knee, but did note that it gets weak from time to time.  
2. Veteran is currently working as a bus driver for a local transportation company.  She stated she has lost 2-3 days per quarter due to the knee pain.  
3. Veteran stated her right knee condition usually starts to hurt after walking 200 yards or more.  She described some tenderness around the joint, as well as minor irritation up and down the leg.  
C. Physical Examination

1. Veteran is 25 years old, stands 5’-8”, and weighs approximately 130 pounds.  Veteran’s gait was slightly altered, presumably due to the knee.  
2. Veteran’s right knee appeared slightly swollen, warm to the touch and tender.  There was some lateral instability noted, but no effusion.  
3. Range of motion was noted to be 0 to 130 degrees in flexion and to 0 degrees in extension.  No grimacing was noted on flexion.
4. Radiologist report was negative for any arthritic changes.
D. Diagnosis:

1. Right knee strain, as least as likely as not due to service.  

This examination has been reviewed and approved by the examining provider.

Signature:
  /s/



Benjamin F Pierce, MD

Date:        
April 1, 2011
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