§4.64

by characteristic organic changes in-
cluding trophic and circulatory dis-
turbances and other concomitants con-
firmatory of complete paralysis of this
nerve, will be taken as loss of use of
the foot.

[29 FR 6718, May 22, 1964, as amended at 43
FR 45349, Oct. 2, 1978]

§4.64 Loss of use of both buttocks.

Loss of use of both buttocks shall be
deemed to exist when there is severe
damage to muscle Group XVII, bilat-
eral (diagnostic code number 5317) and
additional disability rendering it im-
possible for the disabled person, with-
out assistance, to rise from a seated
position and from a stooped position
(fingers to toes position) and to main-
tain postural stability (the pelvis upon
head of femur). The assistance may be
rendered by the person’s own hands or
arms, and, in the matter of postural
stability, by a special appliance.

§4.65 [Reserved]

§4.66 Sacroiliac joint.

The common cause of disability in
this region is arthritis, to be identified
in the usual manner. The lumbosacral
and sacroiliac joints should be consid-
ered as one anatomical segment for
rating purposes. X-ray changes from
arthritis in this location are decrease
or obliteration of the joint space, with
the appearance of increased bone den-
sity of the sacrum and ilium and sharp-
ening of the margins of the joint. Dis-
ability is manifest from erector spinae
spasm (not accounted for by other pa-
thology), tenderness on deep palpation
and percussion over these joints, loss of
normal quickness of motion and resil-
iency, and postural defects often ac-
companied by limitation of flexion and
extension of the hip. Traumatism is a
rare cause of disability in this connec-
tion, except when superimposed upon
congenital defect or upon an existent
arthritis; to permit assumption of pure
traumatic origin, objective evidence of
damage to the joint, and history of
trauma sufficiently severe to injure
this extremely strong and practically
immovable joint 1is required. There
should be careful consideration of
lumbosacral sprain, and the various
symptoms of pain and paralysis attrib-
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utable to disease affecting the lumbar
vertebrae and the intervertebral disc.

§4.67

The variability of residuals following
these fractures necessitates rating on
specific residuals, faulty posture, limi-
tation of motion, muscle injury, pain-
ful motion of the lumbar spine, mani-
fest by muscle spasm, mild to moderate
sciatic neuritis, peripheral nerve in-
jury, or limitation of hip motion.

§4.68 Amputation rule.

The combined rating for disabilities
of an extremity shall not exceed the
rating for the amputation at the elec-
tive level, were amputation to be per-
formed. For example, the combined
evaluations for disabilities below the
knee shall not exceed the 40 percent
evaluation, diagnostic code 5165. This
40 percent rating may be further com-
bined with evaluation for disabilities
above the knee but not to exceed the
above the knee amputation elective
level. Painful neuroma of a stump after
amputation shall be assigned the eval-
uation for the elective site of re-
amputation.

§4.69 Dominant hand.

Handedness for the purpose of a dom-
inant rating will be determined by the
evidence of record, or by testing on VA
examination. Only one hand shall be

Pelvic bones.

considered dominant. The injured
hand, or the most severely injured
hand, of an ambidextrous individual

will be considered the dominant hand
for rating purposes.

(Authority: 38 U.S.C. 1155)
[62 FR 30239, June 3, 1997]

§4.70 Inadequate examinations.

If the report of examination is inad-
equate as a basis for the required con-
sideration of service connection and
evaluation, the rating agency may re-
quest a supplementary report from the
examiner giving further details as to
the limitations of the disabled person’s
ordinary activity imposed by the dis-
ease, injury, or residual condition, the
prognosis for return to, or continuance
of, useful work. When the best inter-
ests of the service will be advanced by
personal conference with the examiner,
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such conference
through channels.

may be arranged

§4.71 Measurement of ankylosis and
joint motion.

Plates | and Il provide a standardized
description of ankylosis and joint mo-
tion measurement. The anatomical po-
sition is considered as 0°, with two
major exceptions: (a) Shoulder rota-
tion—arm abducted to 90°, elbow flexed
to 90° with the position of the forearm
reflecting the midpoint 0° between in-
ternal and external rotation of the

§4.71

shoulder; and (b) supination and
pronation—the arm next to the body,
elbow flexed to 90°, and the forearm in
midposition 0° between supination and
pronation. Motion of the thumb and
fingers should be described by appro-
priate reference to the joints (See
Plate I11) whose movement is limited,
with a statement as to how near, in
centimeters, the tip of the thumb can
approximate the fingers, or how near
the tips of the fingers can approximate
the proximal transverse crease of palm.
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