





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXX		BRANCH OF SERVICE: ARMY
CASE NUMBER: PD0900220		BOARD DATE: 20100126
SEPARATION DATE: 20051118
________________________________________________________________
SUMMARY OF CASE:  This covered individual (CI) was a Major (Infantry Officer) medically separated from the Army Reserves in 2005 after 17 years of combined service.  The medical basis for the separation was Glaucoma.  The CI was mobilized for OIF 20050418 and found to have moderate to advanced Glaucoma during his pre-deployment eye exam (20050423).  Treatment was started and the CI's visual acuity was corrected; however, the glaucoma and related symptoms caused the CI to be profiled P3, and made him non-deployable due to restrictions.  The CI's ongoing visual complaints led to a restriction of "not allowed to drive military vehicles and no guard duty."  The CI's Glaucoma was determined to be medically unacceptable IAW AR 40-501.  The CI was referred to the Physical Evaluation Board (PEB), and this condition was determined unfit for continued military.  The Glaucoma was determined to have existed prior to service, but was compensable under 10 USC 1207A (over 8 years active service).  The CI was separated at 10% disability using the Veterans Affairs Schedule for Ratings Disabilities (VASRD) and applicable Army and Department of Defense regulations.  
________________________________________________________________
CI CONTENTION:  “Unfitting condition diagnosed as Advanced Glaucoma.  This is a permanent life altering condition.  The condition cannot be cured or reversed but proper medication slows the progression.  Doctors said it could be anywhere from 6 months to 10 years before my illness could cause total blindness.  My condition has worsened since first diagnosed as unfitting in 2005.  Day-to-day activities are more difficult with prescribed eyewear.  It’s becoming more dangerous/difficult to operate a motor vehicle (especially at nighttime) or do my job (mainly computer work) hence needing an upgrade to my current 10% rating.  I was given severance pay for my almost 18 years of active military service and a 10% disability rating.  I do not receive VA compensation for the 10% rating for glaucoma and was told I would have to pay back the severance pay if the rating was upgraded.  I do not know how much longer I will be able to work with this current unfitting disability condition worsening.  Request the Board please review my 10% rating and upgrade the rating accordingly.  Thank you.” 
________________________________________________________________


RATING COMPARISON:

Service
VA (10 Mo. after Separation)
Unfitting Conditions
Code
Rating
Date
Condition
Code
Rating
Exam
Effective
Glaucoma w/Elevated Pressures w/the Right Eye being more involved than the Left (MEB Dx 1 of 1)
6013
10%
20050922
Glaucoma (6013)
NSC

 20060908 

No PEB Entry

MEB EXAM (2808):
Sinusitis (Hay Fever, Headaches);
Flat Feet: Pes Planus
Left Knee Osteoarthritis

10%
 20060622;
 20060824  



20070620
20051119




20070501



Right Knee Osteoarthritis

10%
 20060622
20051119



Allergic Rhinitis w/Associated Headaches (Claimed as Sinus Condition & Allergies)

10%
 20060622
20051119



Flat Feet

0%

10%
 20060622;
 20060824  
20070620*
20051119

20070501*
No PEB Entry

MEB Hx (2807-1):
Left Ankle Pain;
Chest pain/high blood pressure
Condition X 3 (Left Ankle Strain; Right Ankle Strain; Hypertension)

0%
 20060622;
 20060824
20051119
No PEB Entry

MEB Hx (2807-1):
LBP (Spasms)
Elbow Surgery;
Hernia Surgery;
Hemorrhoids;
Condition X 8 (Residuals of Hernia Surgery; Hemorrhoids; Heart Disability; Tinnitus (Claimed as Ringing of Ears); Low Back Disability; Left Wrist Disability; Right Wrist Disability; Right Elbow Disability to Include Surgical Scar)
NSC



TOTAL Combined:  10%
TOTAL Combined (Includes Non-PEB Conditions):    
30%  from 20051119 (Bilateral 1.9 for 5010, 5010)
            40% from 20070501* (Bilateral 2.7 for 5010, 5010, 5276)                                                                         
______pushups, sit ups, and stretches; on P3 profile; CI will not recover from illness while supporting OIF; recommend separating CI from service and ensuring he is treated while on active duty.

Profile (MEB Exam) 20050830: P/E3-Eyes since 20050706.  No driving of military vehicles; No guard duty
Military
Condition 1.  Glaucoma w/Elevated Pressures w/the Right Eye being more involved than the Left): 
Informal PEB 20050916: acuity in the right eye visual field assessment noted multiple scatomas which would affect vision in the periphery.  Existed prior to service, but compensable 10USC 1207A.  (MEB Dx 1 of 1)  [ADMINISTRATIVE CORRECTION to add compensability statement]
Medical Evaluation Board (MEB) Exam 20050802 (Summary dictated 20050818): H&P: 46 year old male; has pain and slight blurring of vision of both eyes; diagnosed with glaucoma for the past 8 years.  He has been and currently being treated with ophthalmic solution (eye drops).  He further states that he was supposed to have eye surgery while in OCONUS as a civilian in 2003; however he did not pursue it.  He was mobilized April 2005.  During the Soldier Readiness Center screening process he was found to have glaucoma and a history of chest pains.  His eye pressures were elevated 20 OD and 21 OS.  He was referred to both Internal Medicine and Ophthalmology Specialties. Internal Medicine evaluated him for chest pain was and cleared him for deployment.  However; Ophthalmology evaluation confirmed the diagnosis of glaucoma.  He was issued a permanent profile on 06 July 2005 and was referred for MEB.  Medications: Timolol Gel Form Ophthalmic 0.5% GGT solution and ibuprofen.  
DIAGNOSIS: Advanced glaucoma, severe right eye worse than left eye.  AR 40-501, para 3-15d.
PRESENT CONDITION: CI claims to suffer constant slight pressure on the superior aspects of both eyes with associated slight blurriness.  He cannot tolerate glare.  During the SRC screening process, he was flagged because of his elevated tonometry pressures and at the same time he complained that he cannot see well while shooting at the target and had problems seeing near objects.  According to the Ophthalmology specialist, LTC B---, his condition is nondeployable.  He states that it is difficult to tell at this point and time whether or not he will progress at a rapid rate or a moderate rate of speed in terms of visual decrement.  It is a progressive type problem and can be managed either medically, surgically, or a combination of those in most people.  However, he decided to provide medical treatment and depending on his response, a surgical treatment would, be a consideration.  Further review by LTC C---, he concurred with the findings and recommendations and also considered him non deployable.
CURRENT FUNCTIONAL STATUS: MAJ E--- is able to perform all basic soldier functional activities.  He is also able to perform all APFT and alternate APFT events. He is able to perform unlimited running, walking, biking, and swimming.  He is able to run, walk, bike, and swim at own pace and distance.  However, he is not allowed to drive military vehicles and no guard duty.
MEB Exam 20050815:  Preliminary Exam:  Objective findings; He had a visual acuity of 20/30 in both eyes with slightly less distinct visual acuity in the right eye.  His eye pressure was measured at 20 mm of mercury in the right eye and 21 in the left with Tono-Pen.  He had equally reacting pupils.  Normal motility exam.  Normal anterior segment exam.  Normal posterior segment exam with the exception of the optic nerves of which has been characterized of having a cup-to-disc ratio of .8 in the right eye and .9 in the left.  In addition to that, the left eye had a small notch in the optic nerve and on visual field assessments was noted to have measurable scatomas consistent with the diagnosis glaucoma, more in the right eye than the in the left.  In the right eye, he has a supertemporal arcuate scatoma and a hint of a supertemporal one in the left.  Following that visit, he was placed on a permanent profile (P3 for eyes) probably due its progressive nature.  He was instructed that he should not be driving any military vehicles and not perform any guard duty.  
The VA determined this condition existed prior to service and was not rated as it was "Not service connected" (NSC).  VARD 20061207:  The evidence shows that glaucoma existed prior to service.  There must be objective evidence of worsening of a pre-existing condition in order to establish service connection by aggravation.  There is no evidence that the condition permanently worsened as a result of service.  Service medical records note you reported a history of glaucoma on the periodic examination of November 21, 2003, prior to reentering active duty status.  During your most recent period of active service in 2005, you received treatment for moderately advanced glaucoma.  The initial Medical Evaluation Board dated August 29, 2005 noted a history of glaucoma since approximately 1998; however, a Physical Evaluation Board later stated glaucoma was diagnosed in 2005 and awarded 10 percent disability severance pay for this condition.
On the VA visual examination, you reported you are currently taking no medication for glaucoma.  You described a white line in your field of vision at times, alternating between both eyes. Objectively, your visual acuity was correctable to 20/20, bilaterally.  You were noted to have random visual field defects not consistent with glaucoma field defects.  Ocular pressures were in the upper limits of normal ranges.  You had a large cup disc to cup ratio consistent with glaucoma.  The examiner noted you were treated for glaucoma during your most recent period of active service in 2005, and opined glaucoma in your state develops over years and not in such a short time frame.  

C&P 20060908:
1.  Visual Acuity:  

Visual Acuity:
Right Near
Right Far
Left Near
Left Far
Uncorrected
20/200      
20/30+
20/200
20/30
Corrected
20/20
20/20
20/25
20/20

2. Diplopia: None was noted on the red lens test.
3. Visual Field: Has random visual fields defects not consistent w/glaucoma field defects.
4. Details of eye disease or injury: None noted or reported

DIAGNOSTIC AND CLINICAL TESTS RESULTS (Other than for visual acuity Diplopia, and visual fields, as described above.):
1. A refraction was performed to analyze the refractive status of the patient. This patient has astigmatism. He has Presbyopia or aging eyes also.
2. Non-contact tonometry was performed to evaluate the ocular pressures.
They were 22 mmHg and 23 mmHg respectively, right and left eye. These are in the upper limits of normal ocular pressures ranges.
3. Evaluation of the ocular adnexa with the Biomicroscopy showed that: Arcus, lens and cornea clear, paralimbal pigment
4. Dilated fundus exam revealed he had normal fundi. He had a large cup disc to cup ratio consistent with glaucoma.
5. Photos were taken to document the status of the eye today

G. DIAGNOSIS:  This patient has ocular hypertension, at present being left untreated.  I directed him to seek care.  His enlarged disc are consistent with glaucoma.  Though indications are he may have developed glaucoma had he not been in the service, he was diagnosed and treated while in the military service.  I observed the date of service as I completed this note.  His date of service was 18 Apr 05 to Nov 05.  Glaucoma in his state develops over years not in such a short time frame.  

Discussion.  The CI had glaucoma diagnosed and required medication for treatment.  The CI was started on medication and due to his limitations at the time of the exam he was unfit.  Although a longer treatment period may have relieved the CI's duty limiting symptoms the possibilities were discussed in the NARSUM.  The CI was separated as unfit and that determination is administratively final for the purposes of PDBR adjudication.  The CI's central visual acuity was correctable to 20/20 and 20/25 which is not compensable IAW VASRD 6066 (bilateral 20/40, 20/40 is a zero rating).  The CI did not have any double vision (diplopia).  The CI's scotoma were described as "left eye had a small notch in the optic nerve and on visual field assessments was noted to have measurable scatomas consistent with the diagnosis glaucoma, more in the right eye than the in the left. In the right eye, he has a supertemporal arcuate scatoma and a hint of a supertemporal one in the left".  The military provider attributed these defects to the CI's glaucoma, while the VA exam did not note a central scotoma and the provider specifically noted the arcuate scatoma were not attributable to glaucoma.   The CI's scotoma are attributed to the glaucoma by the Board.  The CI did have a measurable central scotoma in the left eye.  The CI's non-central scotomas, were less than quadrantanopia (at least one-quarter of the visual field) and as described by either military or VA exam did not decrease the visual field below 46 degrees.  Given a central scotoma in the left eye, the CI could have been rated as 6013-6081 at 10% for minimum, with scotoma with centrally located scotoma of any size.  However, this cannot be added to the PEB coding of 6013 glaucoma minimal rating of 10%, and is not predominate to the PEB coding.  There were no documents noting worsening of the CI's condition proximate to the date of separation.  Later worsening of glaucoma would not, in itself, be grounds for increased DOD rating at the time of separation, although worsening may be considered by the VA if service connection were granted for glaucoma by the VA based on extended years of active duty.  The rating for the CI's glaucoma requiring medication with bilateral supertemporal scotoma is appropriately rated IAW the VASRD using 6013 at 10%.  Rating the CI's scotoma, with the benefit of the doubt to the CI, would provide an alternate 10% rating (6013-6081) were the CI not already rated at the 10% minimum for glaucoma.  No recharacterization of the PEB’s adjudication for the Glaucoma condition is therefore indicated. 

VA Other Conditions: The following conditions, noted in the DES file and by the VA, were not medically unacceptable and review of all available evidence does not indicate any significant impairment in the duties of the CI's MOS attributable to those conditions:  Allergic Rhinitis w/Associated Headaches; Flat Feet, Left Ankle Strain, Hypertension, Heart Disability, Residuals of Hernia Surgery; Hemorrhoids, Low Back Disability or Right Elbow Disability.  The Board, therefore, has no reasonable basis for recommending any additional unfitting conditions for separation rating.  The other VA-noted conditions of bilateral knee osteoarthritis, Right Ankle Strain, Tinnitus; and Bilateral Wrist Disability were not addressed in the disability evaluation system (DES) file and are not within the scope for PDBR consideration. 
________________________________________________________________

BOARD FINDINGS:  IAW DoDI 6040.44, provisions of DoD or Military Department regulations or guidelines relied upon by the PEB will not be considered by the Board to the extent they were inconsistent with the VASRD in effect at the time of the adjudication.  The Board did not surmise from the record or PEB ruling in this case that any prerogatives outside the VASRD were exercised.  In the matter of the Glaucoma condition and IAW VASRD §4.79, the Board unanimously recommends no recharacterization of the PEB coding or rating.  

The CI's unfit finding by the PEB for this condition is administratively final for PDBR purposes.  The CI had glaucoma definitively diagnosed and required medication for treatment.  The CI's central visual acuity was not sufficiently decreased for rating under any Impairment of Central Visual Acuity VASRD code.  The CI's glaucoma attributed scotoma were not above a 10% rating level for 6013-6081 which although an alternate coding schema cannot be added to the CI's 6013 minimal 10% glaucoma rating and is therefore not predominate to the PEB coding.  There were no documents showing worsening of the CI's condition proximate to the date of separation.  Later increased glaucoma symptoms would only be grounds for increased DOD rating at the time of separation if they reflected on the CI's condition at the time of separation.  Therefore, rating the CI's glaucoma requiring medication with minimal scotoma is appropriately rated using 6013 at 10% and no recharacterization of the PEB’s adjudication for the Glaucoma condition is indicated.  

In the matter of the Allergic Rhinitis w/Associated Headaches; Flat Feet, Left Ankle Strain, Hypertension, Heart Disability, Residuals of Hernia Surgery; Hemorrhoids, Low Back Disability and Right Elbow Disability and all of the CI’s other medical conditions; the Board unanimously agrees that it cannot recommend a finding of unfit for additional rating at separation.

The other diagnoses, Bilateral Knee Osteoarthritis, Right Ankle Strain, Tinnitus; and Bilateral Wrist Disability noted by the VA were not mentioned in the Disability Evaluation System (DES) package and are therefore outside the scope of the Board.  The CI retains the right to request his service Board of Correction for Military Records (ABCMR) to consider adding these conditions as unfitting.

The Board voted unanimously for no recharacterization of the PEB coding or rating or addition of any additional unfitting condition.  

__________________________________________________________

RECOMMENDATION:  The Board therefore recommends that there be no recharacterization of the CI’s disability and separation determination.

UNFITTING CONDITION
VASRD CODE
RATING
Glaucoma w/Elevated Pressures w/the Right Eye being more involved than the Left
6013
10%
COMBINED
10%

________________________________________________________________




The following documentary evidence was considered:

Exhibit A.  DD Form 294, date 20090127, w/atchs.
Exhibit B.  Service Treatment Record.
Exhibit C.  Department of Veterans' Affairs Treatment Record.
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