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SUBJ: Evaluating Residuals of Traumatic Brain Injury

Background Information

TL 06-03, titled Traumatic Brain Injury, was issued in February 2006.  It provided extensive medical information about the causes of traumatic brain injury (TBI), especially as related to combat, the anatomy and physiology of the brain, signs and symptoms of TBI, grades of severity of TBI, the course of recovery and consequences of TBI, and disabilities resulting from TBI.  It also provided some basic rating information about TBI.  

CURRENT EFFORTS

This training letter serves as a followup to TL 06-03 to provide additional information about the specifics of rating TBI.  It should be used in conjunction with a review of the previous TBI training letter.  A new worksheet and a computerized template for TBI examinations are under development.  In addition, a revision of the neurologic section of the rating schedule is in development.  We expect it to contain additional diagnostic codes for evaluating the residuals of TBI and other neurologic disorders.  We will keep you advised as to the status of these events.

WHO TO CONTACT FOR HELP

Questions should be e-mailed to the Q&A Committee.

/S/

Bradley G. Mayes 

Director

Compensation and Pension Service

Enclosure

Evaluating Traumatic Brain Injury

Introduction

The residuals of traumatic brain injury (TBI) not only vary greatly in severity but are also very wide-ranging, because they include potentially every facet of bodily activities and functions.  Evaluating these residuals is a challenge, because raters may have to seek appropriate diagnostic codes for evaluation not just in the neurologic section, but under most of the body systems in the rating schedule.  In addition, there is often no diagnostic code that addresses certain aspects of neurologic damage.  In such cases, an analogous rating must be used.  

As part of the revision of the neurologic section of the rating schedule, we hope to provide new diagnostic codes for dysfunctions of the autonomic nervous system, speech and language disorders, tension-type and cluster headaches, cerebellar disorders, and neurogenic bowel, but for now these conditions must be rated analogously.

The following discussion encompasses the most common, but not all possible, disabling residuals of TBI.  The suggested analogous codes are not meant to restrict raters to evaluating under those diagnostic codes. In all cases, the type and location of residuals and their severity should determine the best basis of evaluation when there is not a designated diagnostic code for the specific residuals.

Evaluate each residual separately and combine them under § 4.25, as long as the same signs and symptoms are not used to support more than one evaluation. 

In most cases, both a neurologic and a mental disorders examination will be needed to determine the most common residuals of TBI.  Other examinations may also be needed, such as an eye examination, audio examination, and a general medical examination.

Evaluating post-concussion syndrome

A syndrome called post-concussion syndrome may develop within days or weeks following most commonly a mild, but sometimes a moderate or severe, TBI, whether or not there has been loss of consciousness.

Symptoms include some combination of post-traumatic headache (commonly migraine or tension-type), dizziness, vertigo, fatigue, memory impairment, poor concentration, delayed reaction time, irritability, depression, sleep disturbance, anxiety, frustration, restlessness, personality change, sensitivity to noise and light, blurred vision, double vision, nausea, decreased sense of smell and taste, and tinnitus.  Physical examination is usually normal.  The syndrome may stem from a combination of organic and psychological problems.

While post-concussion syndrome can be very disabling in the short term, symptoms resolve by three months in two-thirds of individuals.  However, a small percentage (10-15%) of individuals continue to have symptoms for a year or longer, and possibly permanently.  

There is no single diagnostic code that is appropriate for analogously evaluating post-concussion syndrome, and the choice of an analogous diagnostic code or codes will depend on the findings in a particular individual.

A note under diagnostic code 8045 (Brain disease due to trauma) directs that subjective complaints such as headache, dizziness, insomnia, etc., recognized as symptomatic of brain trauma will be rated 10 percent, and no more, under diagnostic code 9304 (Dementia due to head trauma).  It also says that this 10 percent rating will not be combined with any other rating for a disability due to brain trauma and that ratings in excess of 10 percent for brain disease due to trauma under diagnostic code 9304 are not assignable in the absence of a diagnosis of multi-infarct dementia associated with brain trauma.  The contents of this note, which dates back to 1961 or earlier, may reflect opinions that were once prevalent, but are much less so now, that these symptoms following a head injury may be due to hysteria or malingering.

DSM-IV does not include post-concussion syndrome as a disorder, but it has developed provisional criteria, pending further research, for what it terms “post-concussion disorder,” so a future edition of the DSM may include this condition.  Their provisional criteria include such symptoms as becoming easily fatigued, disordered sleep, headache, vertigo or dizziness, irritability or aggression on little or no provocation, anxiety, depression or affective lability, changes in personality (e.g., social or sexual inappropriateness), and apathy or lack of spontaneity.  They also require a period of unconsciousness lasting more than 5 minutes around the time of injury, a period of posttraumatic amnesia that lasts more than 12 hours after the closed head injury, and new onset of seizures (or marked worsening of pre-existing seizure disorder within six months).

While post-concussion syndrome is not considered to be a form of dementia, in many cases the symptoms appear considerably more disabling than a 10% evaluation (per the discussion under diagnostic code 8045) would encompass.  This makes evaluation challenging (and we do plan to revise this area when the neurologic section is revised).  Cognitive impairments such as memory loss, poor concentration, and delayed reaction time, that do not receive a diagnosis of dementia are still disabling, sometimes severely so.  

Conditions with clusters of symptoms without significant physical findings as their major manifestations are already included in the rating schedule, notably chronic fatigue syndrome (CFS) (diagnostic code 6354) and fibromyalgia (diagnostic code 5025).  There is some resemblance between the symptoms of post-concussion syndrome (such as fatigue, cognitive impairments, sleep disturbance, post-traumatic headache, depression, and anxiety) and some of the symptoms of these conditions, particularly CFS.  Therefore, one of these diagnostic codes could be appropriately used to evaluate post-concussion syndrome.  CFS might be a good fit, for example, if there are fatigue and cognitive symptoms but no DSM-IV diagnosis that would allow their evaluation as a mental disorder, and CFS provides a wide range of evaluations.  

If post-traumatic headache is the predominant symptom, as is often the case, and no cognitive impairment is diagnosed, an evaluation instead as migraine headache (diagnostic code 8100) might be appropriate.  

If anxiety or depression is a major component of the symptoms, and there is a diagnosis of one of these mental disorders, evaluation of most or all of the symptoms may be made on that basis under the General Rating Formula for Mental Disorders.

While the evaluations for this syndrome under one or more diagnostic codes should be commensurate with the extent of disability from the condition, raters must be careful not to assign more than one evaluation based on the same symptoms.  The rating should therefore be clear about the basis of evaluation for each analogous code used.

Evaluating other residuals of traumatic brain injury 

Cognitive impairment

Cognitive impairment may be a prominent and very disabling residual of TBI.  In some cases, however, the cognitive symptoms may be subtle.  A new examination protocol for TBI and a set of additional questions about cognitive impairment on the mental disorders examination protocol will help to elicit sufficient information about this residual to promote accurate rating.

Evaluation should be straightforward if there is a diagnosis of Dementia due to head trauma (diagnostic code 9304) or Organic mental disorder, other (diagnostic code 9327).   They are both evaluated under the General Rating Formula for Mental Disorders.  Remember that evaluation under this formula must be made based on the extent of social and occupational impairment, and not on the number of symptoms or the presence or absence of specific symptoms.

Cognitive problems fall under three main problem areas:  attention and concentration, new learning and memory (with difficulty learning, retaining, and retrieving new information), and executive control (with loss of spontaneity, increased impulsivity, difficulty moving from task-to-task, difficulty responding to complex task demands, slowness of information processing, difficulty solving problems, repetitive, inflexible actions that are not productive, and general difficulty in functioning independently.

If one or more indications of cognitive impairment, such as memory impairment, impaired language, deficits in attention and concentration,  irritability, and disorientation in familiar surroundings, impairment of executive functions, etc., are reported on an examination, but the examiner provides no diagnosis to account for them, do not hesitate to ask for clarification and a diagnosis from the examiner.  

Lacking one of the DSM-IV diagnoses, and faced with a veteran with multiple disabling subjective symptoms that include impaired cognition, evaluation as suggested above for post-concussion syndrome, based on a cluster of symptoms, may be necessary and appropriate.  Even mild cognitive dysfunction can have serious effects on occupational functioning.  Therefore, a rater must take special care to assure that a veteran is compensated adequately for this aspect of TBI.

Motor and sensory dysfunction

Evaluate motor and sensory dysfunction, including pain, of the extremities and face under various neurologic diagnostic codes, as appropriate.  Slowness of motor activity is a common problem, as are spasticity and tremors.   A number of different diagnostic codes may apply in a given case.  Also see § 4.120 (Evaluations by comparison). This area would encompass motor and sensory loss, as well as autonomic impairment (such as increased or decreased sweating or vasomotor abnormalities) that is localized to the extremities or face (as opposed to systemic autonomic dysfunction, discussed below).  

Visual impairment

Evaluate visual impairment in § 4.84a, Schedule of Ratings—Eye.  Visual problems may include not only decreased visual acuity but also visual field loss, pupillary abnormalities, ptosis, diplopia, etc.

Hearing loss and tinnitus

Evaluate hearing loss and tinnitus in § 4.87, Schedule of Ratings—Ear.
Loss of sense of smell and taste

Evaluate loss of sense of smell and taste in § 4.87a, Schedule of Ratings—Other Sense Organs.

Headaches

See post-concussive syndrome.

Seizures

Evaluate seizures under the General Rating Formula for Seizures and Other Episodic Neurologic Disorders.

Anxiety, depression, PTSD, and other mental disorders

Evaluate anxiety, depression, PTSD, and other mental disorders in § 4.130, Schedule of Ratings—Mental Disorders.
Dementia due to head trauma or organic personality disorder

Evaluate dementia due to head trauma and organic personality disorder in § 4.130, Schedule of Ratings—Mental Disorders.  Many veterans with cognitive or behavioral problems may require evaluation under one of these diagnostic codes.  Behavioral changes may include such findings as anger, irritability, aggression, lack of insight, emotional lability, socially inappropriate behavior, insensitivity, and poor motivation.  Behavioral and cognitive problems may overlap.

Gait, incoordination, and balance problems

Evaluate analogous to 8105 (Sydenham's chorea), which provides a wide range of possible evaluations.

Speech and other language communication difficulties

Evaluate articulation problems (dysarthria) analogous to 7202 (Tongue, loss of whole or part) or 6516 (Laryngitis, chronic).

Aphasia is not a common finding in TBI, but, if present, evaluate aphasia (and related disorders of expressing or understanding spoken and written language) analogous to diagnostic code 7202 (Tongue, loss of whole or part) or 6519 (Aphonia, complete organic).
Neurogenic bladder

Evaluate neurogenic bladder under diagnostic code 7542 (neurogenic bladder) in § 4.115b, Ratings of the genitourinary system—diagnoses.

Neurogenic bowel

Evaluate analogous to 7319 (Irritable colon syndrome) or 7332 (Rectum and anus, impairment of sphincter control).  However, neither of these conditions addresses the marked inability to evacuate the bowel that is often present.  Therefore, an extra-schedular evaluation should be considered when evacuation is a serious problem, such as the type requiring manual evacuation or the frequent use of suppositories, rectal stimulation, stool softeners, etc.
Cranial nerve dysfunction

Evaluate cranial nerve dysfunctions under diagnostic codes 8205 to 8212.  Cranial nerve VII is one of the cranial nerves that is commonly affected.   Oculomotor nerves may also be affected and would be evaluated as

diplopia in § 4.84a, Schedule of Ratings—Eye.

Autonomic nerve dysfunctions

There is no optimal analogous diagnostic code under which to rate these problems (which may include orthostatic hypotension or a fall in blood pressure on standing, leading to dizziness or syncope, heat intolerance, dry eyes, dry mouth, delayed gastric emptying, etc.).  One aspect of autonomic dysfunction, pupillary abnormalities, is mentioned under vision problems and may be rated under diagnostic code 6030 (paralysis of accommodation) if that is the resulting effect.

Orthostatic hypotension is often the most prominent and disabling autonomic symptom.  It could be rated analogously to one of the cardiac diagnostic codes, for example, 7015 (atrioventricular block), with the level of evaluation depending on the frequency and severity of symptoms of hypotension (dizziness, syncope), as well as the number and severity of associated autonomic symptoms that are present and that could be included in that evaluation.  Another possibility for analogous rating is diagnostic code 6204 (peripheral vestibular disorders).
Endocrine dysfunctions

Evaluate endocrine dysfunctions in § 4.119, Schedule of Ratings—Endocrine System.
The most common endocrine problems are SIADH (Syndrome of Inappropriate Anti-diuretic Hormone Secretion) with a gamut of symptoms due to low blood sodium, ranging from nausea and vomiting to muscle cramps, weakness, disorientation, coma, and even death, and rated analogously to 7911 Addison’s disease, and diabetes insipidus (diagnostic code 7909).   However, panhypopituitarism with hypothyroidism (diagnostic code 7903) adrenal cortical hypofunction (diagnostic code 7911 Addison’s disease), and other indications of decreased pituitary function, may sometimes occur.  

Skull defects

Evaluate skull defects under diagnostic code 5296, Skull, loss of part of, both inner and outer tables, in § 4.71a, Schedule of Ratings—Musculoskeletal System.

Normal pressure hydrocephalus

The major symptoms are dementia, incontinence, and imbalance.  Therefore, evaluation under diagnostic code 9304 (for dementia due to head trauma), as neurogenic bowel and bladder, as described above, and analogously to 8105 (Sydenham's chorea), as described above, for gait, incoordination, and balance problems, may be appropriate.

State of altered consciousness 

States of altered consciousness include various conditions, such as minimally responsive state, persistent vegetative state, and coma.  In addition to being totally disabling itself, a state of altered consciousness may be associated with secondary problems, such as bladder infections, skin ulcers and infections, joint contractures, heterotopic ossification (bone forming in non-boney tissue, often near hip, knee, shoulder, and elbow joints, rated under diagnostic code 5023, myositis ossificans), pneumonia or other life-threatening infections, and multiple organ failure.  These additional disabilities may require rating, in addition to all other physical disabilities resulting from the same traumatic incident that led to TBI.

Special monthly compensation 

Special monthly compensation may apply to many individuals with TBI on the basis of a number of disabilities, such as vision or hearing loss, loss of use of one or more extremities, loss of bowel or bladder, etc.  One that may be overlooked is erectile dysfunction, which is a common finding after TBI. The need for aid and attendance (A&A) or housebound benefits may also be present.

Pre-stabilization ratings
Pre-stabilization ratings of 100 or 50% under § 4.28 may be particularly appropriate for individuals with TBI, since it may take many months before stabilization is reached.

