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Entitlement Eligibility Guideline 

Bipolar and Related Disorders 
 
Date reviewed: 22 January 2025  
 
Date created: May 2011 
 
ICD-11 codes: 6A60, 6A6Z, 6A61 
 
VAC medical code: 00608 Bipolar disorder 
 

Definition 
Bipolar and related disorders is a category of conditions in the Diagnostic and 
Statistical Manual of Mental Disorders Fifth Edition- Text Revision (DSM-5-TR). The 
common features of bipolar and related disorders are the presence of significant 
shifts in mood, energy, thinking and behaviours. Bipolar and related disorders are 
episodic mood disorders defined by the occurrence of manic, mixed, or hypomanic 
episodes or symptoms. These episodes typically alternate with depressive episodes 
or periods of depressive symptoms. 
 
For the purposes of this entitlement eligibility guideline (EEG), the following bipolar 
and related disorders are included: 
 

• bipolar I disorder 
• bipolar II disorder 
• cyclothymic disorder. 

 
Note:  
 

• Bipolar and related disorders, other than those listed, may be considered. 
However, the disorder should be adjudicated on the evidence provided and its 
own merits. Consultation with a disability consultant or medical advisor is 
recommended. 

• If a substance, medication, or another medical condition is claimed to be 
related to the clinical onset or clinical aggravation of a bipolar and related 
disorder, consultation with a disability consultant or medical advisor is 
recommended. 

 

Diagnostic standard 
A diagnosis from a qualified medical practitioner (family physician or psychiatrist), 
nurse practitioner, or a registered/licensed psychologist is required. 

https://icd.who.int/browse/2024-01/mms/en


2 
 

 
The diagnosis is made clinically. Supporting documentation should be as 
comprehensive as possible. 
 

Clinical features 
The pathophysiology of bipolar and related disorders indicate there are specific 
considerations and links between genes, the environment, and symptoms 
consistent with bipolar and related disorders. However, none of the considerations 
for bipolar and related disorders alone are sufficient for the development of a bipolar 
and related disorder, and they operate at various levels to contribute to the onset 
and progression of the bipolar and related disorders.  
 
Magnetic resonance imaging (MRI) has shown there are underlying brain alterations 
associated with bipolar disorder. Structural and functional neuroimaging show 
abnormalities in the neural circuitry of emotion and reward processing in individuals 
with bipolar disorder, compared to individuals without bipolar disorder.  
 
Brain MRI research has revealed widespread patterns of lower cortical thickness, 
subcortical volume, and disrupted white matter integrity associated with bipolar 
disorder. Challenges remain in identifying strong and reproducible biomarkers to 
better understand the neurobiology of bipolar disorder and related disorders.  
 
Biological considerations: Genetics strongly affect an individual’s predisposition to 
developing a bipolar and related disorder. An increasing number of genetic variants 
have been associated with bipolar disorder. Genome-wide analyses have revealed 
hundreds of common genetic variants that are reliably associated with many 
psychiatric disorders, including bipolar disorder. Some twin studies have shown 
heritability estimates of bipolar disorder around 90%. Studies in identical twins show 
concordance rates less than 100%, indicating genes alone do not explain risk and 
environmental or other factors are also involved.  
 
Environmental considerations: Childhood adversity influences the risk for 
developing bipolar disorder, and appears to predispose individuals to early onset of 
bipolar disorder. Cannabis and other substance use is associated with developing 
first onset of manic symptoms in the general population, as well as worsening of 
manic symptoms among individuals diagnosed with bipolar disorder. 
 
Bipolar disorder affects males and females at nearly equal rates, but there are 
important sex differences in how bipolar disorder is experienced. While studies 
generally show no major differences in the overall prevalence of bipolar disorder 
between sexes, females are more likely to experience bipolar II, rapid cycling, and 
mixed episodes. A key factor for females is the impact of reproductive events, 
especially childbirth, which can trigger severe episodes of the disorder. Females with 
bipolar disorder often face more rapid mood changes, depressive episodes, and a 
higher risk of suicide attempts compared to males, who more frequently experience 
suicide deaths. Additionally, males are more likely to have their first episode as 
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mania, while females are more likely to experience depression first. The challenges of 
bipolar disorder during pregnancy are significant, as females are at a higher risk for 
negative outcomes and relapses after giving birth. 
 

Criteria sets 
The bipolar and related disorder criteria sets are derived from the DSM-5-TR. 
Diagnosis begins by diagnosing mood episodes and requires knowledge of the 
criteria sets for a manic episode, hypomanic episode, major depressive episode, 
bipolar I disorder, bipolar II disorder, and cyclothymic disorder. Diagnosis also 
requires clinicians to exclude other relevant disorders.  
 
This EEG provides the DSM-5-TR diagnostic criteria; however, the International 
Classification of Diseases 11th Revision (ICD-11) is also considered an acceptable 
diagnostic standard.  
 

Criteria set for manic episode 
 

Criterion A 
 
A distinct period of abnormally and persistently elevated, expansive, or irritable 
mood and abnormally and persistently increased activity or energy, lasting at least 
one week and present most of the day, nearly every day (or any duration if 
hospitalization is necessary). 
 

Criterion B 
 
During the period of mood disturbance and increased energy or activity, three (or 
more) of the following symptoms (four if the mood is only irritable) are present to a 
significant degree and represent a noticeable change from usual behaviour: 
 

1. inflated self-esteem or grandiosity 
2. decreased need for sleep (e.g., feels rested after only three hours of sleep) 
3. more talkative than usual or pressure to keep talking 
4. flight of ideas or subjective experience that thoughts are racing 
5. distractibility (e.g., attention too easily drawn to unimportant or irrelevant 

external stimuli), as reported or observed 
6. increase in goal-directed activity (either socially, at work or school, or sexually) 

or psychomotor agitation (e.g., purposeless non-goal-directed activity) 
7. excessive involvement in activities that have a high potential for painful 

consequences (e.g., engaging in unrestrained buying sprees, sexual 
indiscretions, or foolish business investments). 
 

  

https://icd.who.int/browse
https://icd.who.int/browse
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Criterion C 
 
The mood disturbance is sufficiently severe to cause marked impairment in social or 
occupational functioning or to necessitate hospitalization to prevent harm to self or 
others, or there are psychotic features. 
 

Criterion D 
 
The episode is not attributable to the physiological effects of a substance (e.g., a drug 
of abuse, a medication, other treatment) or another medical condition. 
 

Note: A full manic episode that emerges during antidepressant treatment 
(e.g., medication, electroconvulsive therapy) but persists at a fully syndromal 
level beyond the physiological effect of that treatment is sufficient evidence 
for a manic episode and, therefore, a bipolar I diagnosis. 

 
Note: Criteria A–D constitute a manic episode. At least one lifetime manic episode is 
required for the diagnosis of bipolar I disorder. 

 

Criteria set for hypomanic episode 
 

Criterion A 
 
A distinct period of abnormally and persistently elevated, expansive, or irritable 
mood and abnormally and persistently increased activity or energy lasting at least 
four consecutive days and present most of the day, nearly every day. 
 

Criterion B 
 
During the period of mood disturbance and increased energy and activity, three (or 
more) of the following symptoms (four if the mood is only irritable) have persisted, 
represent a noticeable change from usual behaviour, and have been present to a 
significant degree: 

 
1. inflated self-esteem or grandiosity 
2. decreased need for sleep (e.g., feels rested after only three hours of sleep) 
3. more talkative than usual or pressure to keep talking 
4. flight of ideas or subjective experience that thoughts are racing 
5. distractibility (e.g., attention too easily drawn to unimportant or irrelevant 

external stimuli), as reported or observed 
6. increase in goal-directed activity (either socially, at work or school, or sexually) 

or psychomotor agitation 
7. excessive involvement in activities that have a high potential for painful 

consequences  (e.g., engaging in unrestrained buying sprees, sexual 
indiscretions, or foolish business investments). 
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Criterion C 
 
The episode is associated with an unequivocal change in functioning that is 
uncharacteristic of the individual when not symptomatic. 
 

Criterion D 
 
The disturbance in mood and the change in functioning are observable by others. 
 

Criterion E 
 
The episode is not severe enough to cause marked impairment in social or 
occupational functioning or to necessitate hospitalization. If there are psychotic 
features, the episode is, by definition, manic. 
 

Criterion F 
 
The episode is not attributable to the physiologic effects of a substance (e.g., a drug 
of abuse, a medication, other treatment). 

 
Note: A full hypomanic episode that emerges during antidepressant 
treatment (e.g., medication, electroconvulsive therapy) but persists at a fully 
syndromal level beyond the physiological effect of that treatment is sufficient 
evidence for a hypomanic episode diagnosis. However, caution is indicated so 
that one or two symptoms (particularly increased irritability, edginess, or 
agitation following antidepressant use) are not taken as sufficient for 
diagnosis of a hypomanic episode, nor necessarily indicative of a bipolar 
diathesis. 

 
Note: Criteria A–F constitute a hypomanic episode. Hypomanic episodes are 
common in bipolar I disorder but are not required for the diagnosis of bipolar I 
disorder. 

 

Criteria set for major depressive episode 
 

Criterion A 
 
Five (or more) of the following symptoms have been present during the same two-
week period and represent a change from previous functioning; at least one of the 
symptoms is either (1) depressed mood or (2) loss of interest or pleasure. 

 
Note: Do not include symptoms that are clearly attributable to another medical 
condition. 
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1. Depressed mood most of the day, nearly every day, as indicated by either 
subjective report, (e.g., feels sad, empty, or hopeless) or observation made by 
others (e.g., appears tearful). 

2. Markedly diminished interest or pleasure in all, or almost all, activities most of 
the day, nearly every day, (as indicated by subjective account or observation). 

3. Significant weight loss when not dieting or weight gain, (e.g., a change of 
more than 5% of body weight in a month), or decrease or increase in appetite 
nearly every day. 

4. Insomnia or hypersomnia nearly every day. 
5. Psychomotor agitation or retardation nearly every day (observable by others, 

not merely subjective feelings of restlessness or being slowed down). 
6. Fatigue or loss of energy nearly every day. 
7. Feelings of worthlessness or excessive or inappropriate guilt (which may be 

delusional) nearly every day (not merely self-reproach or guilt about being 
sick). 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 
(either by subjective account or observation by others. 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal 
ideation without a specific plan, or a suicide attempt or a specific plan for 
committing suicide. 

 

Criterion B 
 
The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning. 
 

Criterion C 
 
The episode is not attributable to the physiological effects of a substance or another 
medical condition. 
 
Note:  
 

• Criteria A–C constitute a major depressive episode. Major depressive episodes 
are common in bipolar I disorder but are not required for the diagnosis of 
bipolar I disorder. 

 
• Responses to a significant loss (e.g., bereavement, financial ruin, losses from a 

natural disaster, a serious medical illness or disability) may include the feelings 
of intense sadness, rumination about the loss, insomnia, poor appetite, and 
weight loss noted in Criterion A, which may resemble a depressive episode. 
Although such symptoms may be understandable or considered appropriate 
to the loss, the presence of a major depressive episode in addition to the 
normal response to a significant loss should also be carefully considered. This 
decision inevitably requires the exercise of clinical judgment based on the 
individual’s history and the cultural norms for the expression of distress in the 
context of loss. 
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Criteria set for bipolar I disorder 
 

Criterion A 
 
Criteria have been met for at least one manic episode (Criteria A–D under “manic 
episode” above).   
 

Criterion B 
 
At least one manic episode is not better explained by schizoaffective disorder and is 
not superimposed on schizophrenia, schizophreniform disorder, delusional disorder, 
or other specified or unspecified schizophrenia spectrum and other psychotic 
disorder. 
 

Criteria set for bipolar II disorder 
 
For a diagnosis of bipolar II disorder, it is necessary to meet the following criteria for 
a current or past hypomanic episode and the following criteria for a current or past 
major depressive episode: 
 

Criterion A 
 
Criteria have been met for least one hypomanic episode (Criteria A–F under 
hypomanic episode above) and at least one major depressive episode (Criteria A–C 
under major depressive episode above).  
 

Criterion B 
 
There has never been a manic episode. 
 

Criterion C 
 
At least one hypomanic episode and at least one major depressive episode are 
not better explained by schizoaffective disorder and are not superimposed on 
schizophrenia, schizophreniform disorder, delusional disorder, or other specified 
or unspecified schizophrenia spectrum and other psychotic disorder. 
 

Criterion D 
 
The symptoms of depression or the unpredictability caused by frequent 
alternation between periods of depression and hypomania causes clinically 
significant distress or impairment in social, occupational, or other important areas of 
functioning. 
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Criteria set for cyclothymic disorder 
 

Criterion A 
 
For at least two years, there have been numerous periods with hypomanic 
symptoms that do not meet criteria for a hypomanic episode and numerous periods 
with depressive symptoms that do not meet criteria for a major depressive episode.  
 

Criterion B 
 
During the above two year period, Criterion A symptoms have been present for at 
least half the time and the individual has not been without the symptoms for more 
than two months at a time. 
 

Criterion C 
 
Criteria for a major depressive, manic, or hypomanic episode have never been met. 
 

Criterion D 
 
The symptoms in Criterion A are not better accounted for by schizoaffective disorder, 
schizophrenia, schizophreniform disorder, delusional disorder, or other specified or 
unspecified schizophrenia spectrum and other psychotic disorder. 
 

Criterion E 
 
The symptoms are not attributable to the physiologic effects of a substance (e.g., a 
drug of abuse, a medication) or another medical condition (e.g., hyperthyroidism).  
 

Criterion F 
 
The symptoms cause clinically significant distress or impairment in social, 
occupational, or other important areas of functioning. 
 

Entitlement considerations 

Section A: Causes and/or aggravation 
 

Causal or aggravating factors versus predisposing factors 
 
Causal or aggravating factors directly result in the onset or aggravation of the 
claimed psychiatric condition.  
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Predisposing factors make an individual more susceptible to developing the claimed 
condition. They are experiences or exposures which affect the individual's ability to 
cope with stress. For example, severe childhood abuse may be a predisposing factor 
in the onset of a significant psychiatric condition later in life. These factors do not 
cause a claimed condition. Partial entitlement should not be considered for 
predisposing factors.  
 
Physical/constitutional symptoms are prevalent in people living with psychiatric  
diagnoses and are often associated with psychological distress. Physical and mental 
health symptoms frequently co-occur. Physical symptoms associated with 
psychiatric conditions are included in entitlement/assessment. However, once a 
symptom has developed into a separate and distinct diagnosis, the new diagnosis 
becomes a separate entitlement consideration. 
 
For Veterans Affairs Canada (VAC) entitlement purposes, the following factors are 
accepted to cause or aggravate the conditions included in the Definition section of 
this EEG, and may be considered along with the evidence to assist in establishing a 
relationship to service. The factors have been determined based on a review of up-
to-date scientific and medical literature, as well as evidence-based medical best 
practices. Factors other than those listed may be considered, however consultation 
with a disability consultant or medical advisor is recommended.  
 
The timelines cited below are for guidance purposes. Each case should be 
adjudicated on the evidence provided and its own merits.   
 

Factors 
 
1. Directly experiencing a traumatic event(s) within one year before the clinical 

onset or aggravation of a bipolar and related disorder. 
 

Traumatic events include, but are not limited to: 
   
• exposure to military combat 
• threatened or actual physical assault 
• threatened or actual sexual trauma 
• being kidnapped 
• being taken hostage 
• being in a terrorist attack 
• being tortured 
• incarceration as a prisoner of war 
• being in a natural or human-made disaster 
• being in a severe motor vehicle accident 
• killing or injuring a person 
• experiencing a sudden, catastrophic medical incident.  
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2. In-person witnessing of a traumatic event(s) as it occurred to another person(s) 
within one year before the clinical onset or aggravation of a bipolar and related 
disorder. 

 
Witnessed traumatic events include, but are not limited to: 
 
• threatened or serious injury to another person 
• an unnatural death 
• physical or sexual abuse of another person 
• a medical catastrophe in a close family member or close friend. 

 
3. Experiencing repeated or extreme exposure to aversive details of a traumatic 

event(s) within one year before the clinical onset or aggravation of a bipolar and 
related disorder. 

 
Exposures include, but are not limited to: 
 
• viewing and/or collecting human remains 
• viewing and/or participating in the clearance of critically injured casualties 
• repeated exposure to the details of abuse and/or atrocities inflicted on 

another person(s) 
• dispatch operators exposed to violent or accidental traumatic event(s).         
 
Note: If the exposure under factor three is to electronic media, television, movies 
and pictures, the exposure must be work-related. 
 

4. Living or working in a hostile or life-threatening environment for a period of at 
least four weeks before the clinical onset or aggravation of a bipolar and related 
disorder. 

 
Situations or settings which have a pervasive threat to life or body include, but 
are not limited to: 
 
• being under threat of artillery, missile, rocket, mine, or bomb attack 
• being under threat of nuclear, biologic, or chemical agent attack 
• being involved in combat or going on combat patrols. 

 
5. Experiencing the death of a close family member or close friend within one 

year before the clinical onset or aggravation of a bipolar and related disorder. 
 
Note: The relationship between individuals in a leadership role and subordinates 
should be considered akin to close family or friend. 

 
6. Experiencing a stressful life event within one year before the clinical onset or 

aggravation of a bipolar and related disorder. 
 

Events which qualify as stressful life events include, but are not limited to: 
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• being socially isolated and unable to maintain friendships or family 
relationships, due to physical location, language barriers, disability, or medical 
or psychiatric illness 

• experiencing a problem with a long-term relationship including: the break-up 
of a close personal relationship, the need for marital or relationship 
counselling, marital separation or divorce 

• having concerns in the work or school environment including: ongoing 
conflict with fellow work or school colleagues, perceived lack of social support 
within the work or school environment, perceived lack of control over tasks 
performed and stressful workloads, or experiencing bullying in the workplace 
or school environment 

• experiencing serious legal issues including: being detained or held in custody, 
ongoing involvement with law enforcement concerning violations of the law 
or court appearances associated with personal legal problems 

• having severe financial hardship including, but not limited to: loss of 
employment, long periods of unemployment, foreclosure on a property, or 
bankruptcy 

• having a close family member or close friend experience a major deterioration 
in their health 

• being a full-time caregiver to a family member or close friend with a severe 
physical, mental or developmental disability. 

 
7. Being within the one-year period following childbirth at the time of the clinical 

onset or aggravation of a bipolar and related disorder. 
 
8. Having a substance use disorder at the time of the clinical onset or aggravation 

of a bipolar and related disorder. 
 
9. Having an alcohol use disorder at the time of the clinical onset or aggravation of 

a bipolar and related disorder. 
 
10.  Inability to obtain appropriate clinical management of a bipolar and related 

disorder. 
 

Section B: Medical conditions which are to be included 
in entitlement/assessment   
 
Section B provides a list of diagnosed medical conditions/categories which are 
considered for VAC purposes to be included in the entitlement and assessment of 
bipolar and related disorders.  
 

• All other bipolar and related disorders 
• All other trauma-and stressor-related disorders 
• Adjustment disorder 
• Anxiety disorders 
• Depressive disorders 

https://veterans.gc.ca/en/node/79564
https://veterans.gc.ca/en/node/79584
https://veterans.gc.ca/en/node/79580
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• Dissociative disorders 
• Feeding and eating disorders 
• Neurodevelopmental disorders 

• Attention-deficit/hyperactivity disorder 
• Obsessive-compulsive and related disorders 
• Pain disorder (Diagnostic and Statistical Manual of Mental Disorders Fourth 

Edition-Text Revision [DSM-4-TR] Axis I Diagnosis)  
• Personality disorders 
• Posttraumatic stress disorder 
• Schizophrenia spectrum and other psychotic disorders   
• Sleep-wake disorders 

• Insomnia disorder 
• Hypersomnolence disorder 

• Somatic symptom disorder with predominant pain (previously pain disorder 
in the DSM-4-TR) 

• Substance use disorders    
  

Note:  
 

• If specific conditions are listed for a category, only these conditions are 
included in the entitlement and assessment of a bipolar and related disorder. 
Otherwise, all conditions within the category are included in the entitlement 
and assessment of bipolar and related disorder. 

• Separate entitlement is required for a DSM-5-TR condition not included in 
Section B of this EEG. 

• Somatic symptom and related disorders, such as functional neurological 
symptom disorder (conversion disorder), somatic symptom disorder, illness 
anxiety disorder, and bodily distress disorder (ICD-11 diagnosis) are entitled 
separately and assessed on individual merits. 

 

Section C: Common medical conditions which may 
result in whole or in part, from a bipolar and related 
disorder and/or its treatment  
 
Section C is a list of conditions which can be caused or aggravated by bipolar and 
related disorders and/or their treatment. Conditions listed in Section C are not 
included in the entitlement and assessment of bipolar and related disorders. A 
consequential entitlement decision may be considered where the individual merits 
and the medical evidence of the case support a consequential relationship.  
 
Conditions other than those listed in Section C may also be considered; consultation 
with a disability consultant or medical advisor is recommended. 
 

• Bruxism 
• Irritable bowel syndrome 
• Ischemic heart disease 

https://veterans.gc.ca/en/node/79582
https://veterans.gc.ca/en/node/79599
https://veterans.gc.ca/en/node/79603
https://veterans.gc.ca/en/node/79606
https://veterans.gc.ca/en/node/79568
https://veterans.gc.ca/en/node/115652
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• Obstructive sleep apnea 
• Periodic limb movement disorder 
• Restless leg syndrome 
• Salivary gland hypofunction disorder (xerostomia) 
• Sexual dysfunction  

 
If it is claimed a medication required to treat a bipolar and related disorder resulted 
in whole, or in part, in the clinical onset or aggravation of a medical condition the 
following must be established: 
 

• The medication was prescribed to treat a bipolar and related disorder. 
• The individual was receiving the medication at the time of the clinical onset or 

aggravation of the condition being claimed to the medication. 
• The current medical literature supports the medication can result in the 

clinical onset or aggravation of the condition being claimed to the 
medication. 

• The medication use is long-term, ongoing, and cannot reasonably be replaced 
with another medication or the medication is known to have enduring effects 
after discontinuation. 

 
Note: Individual medications may belong to a class of medications. The effects of a 
specific medication may vary from the grouping. The effects of the specific 
medication should be considered.   
 

Links 
Related VAC guidance and policy:   
 

• Adjustment Disorder – Entitlement Eligibility Guidelines 

• Anxiety Disorders – Entitlement Eligibility Guidelines 

• Bruxism – Entitlement Eligibility Guidelines 
• Depressive Disorders – Entitlement Eligibility Guidelines 

• Feeding and Eating Disorders – Entitlement Eligibility Guidelines 

• Ischemic Heart Disease - Entitlement Eligibility Guidelines 
• Posttraumatic Stress Disorder – Entitlement Eligibility Guidelines 

• Salivary Gland Hypofunction Disorder (Xerostomia) - Entitlement Eligibility 
Guidelines 

• Schizophrenia – Entitlement Eligibility Guidelines 

• Sleep-Related Breathing Disorders – Entitlement Eligibility Guidelines 
• Substance Use Disorders – Entitlement Eligibility Guidelines 

• Pain and Suffering Compensation – Policies 
• Royal Canadian Mounted Police Disability Pension Claims – Policies 
• Dual Entitlement – Disability Benefits – Policies 
• Establishing the Existence of a Disability – Policies 
• Disability Benefits in Respect of Peacetime Military Service – The 

Compensation Principle – Policies 

https://veterans.gc.ca/en/node/115995
https://veterans.gc.ca/en/node/115997
https://veterans.gc.ca/en/node/79604
https://veterans.gc.ca/en/node/79564
https://veterans.gc.ca/en/node/79584
https://veterans.gc.ca/en/node/79568
https://veterans.gc.ca/en/node/79580
https://veterans.gc.ca/en/node/79582
https://veterans.gc.ca/en/node/115652
https://veterans.gc.ca/en/node/79599
https://veterans.gc.ca/en/node/115997
https://veterans.gc.ca/en/node/115997
https://veterans.gc.ca/en/node/79603
https://veterans.gc.ca/en/node/115995
https://veterans.gc.ca/en/node/79606
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/pain-and-suffering-compensation
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/royal-canadian-mounted-police-disability-pension-claims
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/dual-entitlement-disability-benefits
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/establishing-existence-disability
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-benefits-respect-peacetime-military-service-compensation-principle
https://veterans.gc.ca/en/about-vac/reports-policies-and-legislation/policies/disability-benefits-respect-peacetime-military-service-compensation-principle
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• Disability Benefits in Respect of Wartime and Special Duty Service – The 
Insurance Principle – Policies 

• Disability Resulting from a Non-Service Related Injury or Disease – Policies 
• Consequential Disability – Policies 
• Benefit of Doubt – Policies 
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