





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	               CASE:  PD-2014-00693
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20070406


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty W-3 (AH-1 Attack Pilot) medically separated for orthostatic hypotensive syncope/near syncope.  The condition could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty (MOS).  He was issued a permanent P3 profile and referred for an Medical Evaluation Board (MEB).  Orthostatic hypotensive syncope/near syncope was forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  The MEB also identified and forwarded polyneuropathy for PEB adjudication.  The Informal PEB adjudicated orthostatic hypotensive syncope/near syncope as unfitting, rated 10% citing application of the U.S. Army Physical Disability Agency (USAPDA) Policy and Table of Analogous Codes.  The remaining condition was determined to be not unfitting.  The CI made no appeals and was medically separated.


CI CONTENTION:  “Left shoulder and orthostatic hypotension have increase in severity.” His complete submission is at Exhibit A.


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44, Enclosure 3, paragraph 5.e. (2).  It is limited to those conditions determined by the PEB to be unfitting for continued military service and when specifically requested by the CI, those conditions identified by the PEB, but determined to be not unfitting.  Any condition outside the Board’s defined scope of review (such as the additional left shoulder condition cited in the contention) and any contention not requested in this application may remain eligible for future consideration by the Board for Correction of Military Records.  Furthermore, the Board’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The Board’s assessment of the PEB rating determinations is confined to review of medical records and all available evidence for application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards to the unfitting medical condition at the time of separation.  The Board has neither the role nor the authority to compensate for post-separation progression or complications of service-connected conditions.  That role and authority is granted by Congress to the Department of Veterans Affairs, operating under a different set of laws.  The Board gives consideration to VA evidence, particularly within 12 months of separation, but only to the extent that it reasonably reflects the severity of the disability at the time of separation.


RATING COMPARISON:

IPEB - Dated 20070137
VA* - (~5 Mos. Pre-Separation)
Condition
Code
Rating
Condition
Code
Rating
Exam
Orthostatic Hypotensive Syncope/Near Syncope
8299-8210
10%
Orthostatic Hypotension with Syncopal Episodes
8199-8108
10%
20061102
Other MEB/PEB Conditions x 1 (Not In Scope)
Other x 1
RATING:  10%
RATING:  20%
*Derived from VA Rating Decision (VARD) dated 20070628 (most proximate to date of separation [DOS])


ANALYSIS SUMMARY:

Orthostatic Hypotensive Syncope/Near Syncope Condition.  The CI first noted a syncopal episode (fainting) on 2 May 2003 when he stood up after squatting down (waiting for a phone while deployed) for approximately 20 minutes.  His evaluation was normal, but he was referred for a full neurological and cardiac evaluation as he was an aviator.  A primary care note dated 16 February 2006 documented that the CI had been doing well, but had 2 episodes of near syncope the prior 2 months when he got up too quickly from sitting.  Testing included a treadmill stress test, echocardiogram, magnetic resonance imaging (MRI) and MRA (MRI angiogram) of the brain, electroencephalogram (EEG), and tilt testing; no etiology was found.  He continued to be symptomatic despite lifestyle modifications (increased fluid and salt as well as careful changes in position) and medications.  He was then found to have a diffuse axonal neuropathy (a polyneuropathy…malfunction of peripheral nerves the spread throughout the body) on electrodiagnostic testing (EDX), accomplished 14 August 2006, thought to be compatible with an autonomic nervous system dysfunction although this was not seen on testing (autonomic dysfunction does not show changes on the EDX until late in its course).  The CI did not tolerate hot, dry climates.  His symptoms were also provoked by a change in position (sitting to standing) and straining maneuvers (Valsalva).  This was determined to be incompatible with worldwide deployability and he was referred for MEB.  The clinical history provided in the request for the MRA, dated 15 August 2006, noted that the CI had a pattern of near syncope without loss of consciousness.  He was noted to have loss of vision, paralysis, sensory loss, and aphasia (inability to articulate one’s words); the frequency was not documented.  A neurology note the same day documented that he had only one episode of full loss of consciousness which was in 2003 (above).  The neurologist noted that the near syncopal episodes were “frequent.”  The commander noted in the assessment date 16 October 2006 that the CI performed his duties in a satisfactory manner other than limitations from aviation duties.  The MEB narrative summary (NARSUM) was dated 26 October 2006 and noted the above.  His physical examination was normal.  The orthostatic hypotension (fainting) condition was unacceptable.  The finding of the polyneuropathy was medically acceptable.

At the VA Compensation and Pension (C&P) examination performed on 2 November 2006, 5 months before separation, the CI reported that he felt faint on a daily basis.  The episodes lasted about 15 seconds and were brought on by changing from a sitting to standing position (this is a description of near syncope, feeling faint, rather than syncope, fainting).  His cardiac, neurological, and psychiatric examinations were all unremarkable.  Syncope was not elicited during the examination.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB and VA both rated the orthostatic hypotension (drop in blood pressure when standing) condition at 10%, but coded it 8299-8210 (Vagal nerve dysfunction) and 8199-8108 (Narcolepsy), respectively.  The Board noted that there is no specific code for this condition.  It then considered the evidence.  While it is clear that the CI did actually have syncope, it is not clear from the record how often this happened.  The primary care note from February 2006, 14 months prior to separation, documented a recent increase in that he had 1 episode a month for the last 2 months.  No other record of the frequency of the episodes was found in the clinical records.  The VA C&P recorded that the CI had symptoms for 15 seconds when first standing on a daily basis, but did not record a history of recurrent fainting.  This implies that the CI was able to mitigate the condition (by the above discussed lifestyle changes and, presumably, by rising from sitting more slowly to allow for the postural change).  The Board considered the coding options.  Autonomic dysfunction, which includes the vagal nerve, was the clinical working diagnosis and thought to be the cause of the unfitting orthostatic hypotension.  The 8210 code, which was chosen by the PEB is a better description for the clinical diagnosis than the 8108 code, narcolepsy, which was used by the VA to rate the CI.  The Board observed that while the effects of syncope are similar to narcolepsy, the CI had near syncope, a less serious condition.  The level of impairment reported by the CI does not rise above the moderate level; this supports the 10% rating adjudicated by the PEB (and also VA using the 8108 code).  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (Reasonable doubt), the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication for the orthostatic hypotension condition.


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 orthostatic hypotension condition and IAW VASRD §4.124a, the Board unanimously recommends no change in the PEB adjudication.  There were no other conditions within the Board’s scope of review for consideration.


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


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140131, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record



SAMR-RB						


MEMORANDUM FOR Commander, US Army Physical Disability Agency 
(AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557


SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for XXXXXXXXXXXXXXXXXX, AR20160002614 (PD201400693)


I have reviewed the enclosed Department of Defense Physical Disability Board of Review (DoD PDBR) recommendation and record of proceedings pertaining to the subject individual.  Under the authority of Title 10, United States Code, section 1554a,   I accept the Board’s recommendation and hereby deny the individual’s application.  
This decision is final.  The individual concerned, counsel (if any), and any Members of Congress who have shown interest in this application have been notified of this decision by mail.

 BY ORDER OF THE SECRETARY OF THE ARMY:

						         
Enclosure

CF: 
(  ) DoD PDBR
(  ) DVA









