





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXX					 	            CASE:  PD-2014-01116
BRANCH OF SERVICE:  AIR FORCE	Separation Date:  20060605


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-3 (Tactical Aircraft Maintenance) medically separated for a syncope (temporary loss of consciousness) condition.  The condition could not be adequately rehabilitated to meet the physical requirements of his Air Force Specialty (AFS) or satisfy physical fitness standards.  He was issued a permanent P4 profile and referred for a Medical Evaluation Board (MEB).  The diagnosis “syncopal and near syncopal episodes questionable etiology” was forwarded to the Physical Evaluation Board (PEB) IAW AFI 48-123.  No other condition was submitted by the MEB.  The Informal PEB adjudicated “syncope/near syncopal episodes, stable” as unfitting, rated 10%.  


CI CONTENTION:  The CI contended that a not unfitting condition continues to worsen and negatively impact his daily activities.  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 conditions outside the Board’s defined scope of review and any contention not requested in this application may remain eligible for future consideration by the Board for Correction of Military/Naval 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 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 20060420
VA* - (~6 Mos. Post-Separation)
Condition
Code
Rating
Condition
Code
Rating
Exam
Syncope/Near Syncopal Episodes, Stable
8299-8210
10%
Basilar Migraine Syndrome with Chronic Syncope
8199-8100
30%
20061205
MEB/PEB Other Conditions x 0 (Not In Scope)
Other x 0 (Not in Scope)
RATING:  10%
RATING:  30%
*Derived from VA Rating Decision (VARD) dated 20070410 (most proximate to date of separation [DOS]).  


ANALYSIS SUMMARY:  

Syncope Condition.  The CI developed recurring intermittent episodes of syncope and near syncope which started in 2004.  During a syncopal episode in September 2004 while running track, he suddenly became dizzy, with numbness in his fingers and lips, and then passed out.  He reported being out for 30-60 seconds and was totally recovered in 5-10 minutes.  When he awoke, he had soreness at the back of his head.  That night he had a headache which woke him up from sleep.  He was somewhat groggy on exam; however, the neurological exam was normal.  There was never any witnessed seizure activity with these episodes.  In 2005, the CI underwent a negative cardiac workup (including a 24-hour Holter monitor, electrocardiogram [EKG], and graded exercise stress test).  The CI had one episode of lightheadedness after the stress test without any cardiac arrhythmia noted.  

The CI reported an episode on 6 February 2005 with symptoms of mild dizziness and chest discomfort before he passed out.  An echocardiogram performed in July 2005 was essentially negative.  The neurologist, in November 2005, noted symptoms of chest pain and discomfort which preceded the passing out without any residuals, and no loss of bowel or bladder control during these episodes.  The CI reported that his sister had a history of similar episodes.  The CI underwent a negative neurological workup to include a sleep-deprived electroencephalogram (EEG), brain magnetic resonance imaging (MRI) and magnetic resonance angiogram, or MRA (which looks at the brain circulation).  The neurologist did not offer any diagnosis as to the cause of these episodes.  The CI reported an episode on 27 February 2006 with symptoms of dizziness, numbness of the lips, blurred vision, and feeling tingly.  The examiner documented prior episodes as frequently as two to three times weekly but usually weekly or one to two times per month.  

The MEB Narrative Summary (NARSUM) exam on 20 March 2006 (approximately 3 months prior to separation) documented recurring intermittent episodes of syncope and near syncope with a typical frequency of one to two times per month without consistent alleviating or exacerbating symptoms.  The examiner noted that the CI’s sister had similar episodes and that no cause had been found.  The physical exam demonstrated a normal cardiac and neurological exam.  Laboratory testing was normal.  The examiner opined that although the CI was clinically stable at the time, he was unable to safely perform the duties of his MOS.  He further opined that no pathologic cause of the syncopal episodes had been effectively ruled out.  The primary care examiner on 21 March 2006 noted an 18-month history of episodes and that the last episode was 3 months ago.  The CI reported two episodes were witnessed and there was no evidence of seizure activity.  A repeat chest X-ray done in May 2006 for continual near syncopal episodes and chest discomfort was normal.  

The VA Compensation and Pension (C&P) exam approximately 6 months after separation documented that the CI reported his last episode was 3 months prior.  He was not on any medications for these episodes.  The cardiac and neurological exams were normal.  A repeat EKG was normal.  In April 2007, the VA neurologist (approximately 10 months after separation) documented that the CI had a 3-year history of syncope which was preceded by an aura of numbness in the lips or fingertips and occasionally a racing heartbeat.  In 2006, the CI had developed left-sided headaches with associated blurry vision in the left eye and nausea and vomiting.  The neurological exam was normal.  His family history was positive for his mother who had migraines and his sister who had syncopal events.  The neurologist prescribed medication for migraines and medication for abortive migraine treatment.  The examiner opined that the history of syncope and new onset of migraine headaches were likely due to a basilar migraine syndrome which was supported by his family history of migraines and similar syncopal events and a negative workup for seizures or cardiac disease.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB coded the “syncope/near syncope episodes” condition analogous to 8210 (tenth [pneumogastric, vagus] cranial nerve – paralysis of) and rated at 10% (incomplete, moderate).  The VA coded the “basilar migraine syndrome with chronic syncope” condition analogous to 8100 (migraine headaches) and rated at 30% (with characteristic prostrating attacks occurring on an average once a month over last several months).  Syncope symptoms (fainting/loss of consciousness) can be due to many different causes and when there is no clear etiology (underlying diagnosis), disability coding IAW VASRD criteria requires judgment of which analogous coding (IAW VASRD §4.20) is most appropriate.  There was no cardiac pathology for rating under §4.104 (schedule of ratings–cardiovascular system).  The principle analogous coding options deliberated were under 8210 (vagus nerve), 8911 (petit mal epilepsy), and 8100 (migraine headache).  

The Board considered that the CI’s history and symptoms appeared consistent across the Service and VA exams, although the differentiation between syncope and near syncope episodes and frequency was difficult to quantify.  Rating analogous to 8911 (criteria for minor seizures) would be 20% for “at least 2 minor seizures in the last 6 months” but did not approach the 40% criteria of “averaging at least 5 to 8 minor seizures weekly.”  Rating under 8210 required the assessment of analogy to either moderate or severe paralysis of the vagus nerve.  The vagus nerve has a broad range of functions and the VASRD note indicates rating is “dependent upon extent of sensory and motor loss to organs of voice, respiration, pharynx, stomach and heart.”  The CI had no documented sensory or motor loss to voice, respiration, pharynx, or stomach and therefore insufficient evidence to support a “severe” (30%) paralysis analogy.  

The CI’s symptoms of dizziness, syncope/near syncope, with numbness of the lips, blurred vision and feeling tingly did align with the VA neurologist’s post-separation diagnosis of basilar migraine (headache) syndrome.  Therefore, analogous coding under 8100 was considered.  The Board equated a period of syncope to a “characteristic prostrating attack” while “near syncope” was not considered “prostrating.”  The Board majority adjudged that the record supported syncopal episodes averaging “one in 2 months over last several months” which would rate no higher than 10% under code 8100.  Rating analogous to 8911 (criteria for minor seizures) was adjudged predominate for “at least 2 minor seizures in the last 6 months” (including near syncope episodes) and did not approach the 40% criteria of “averaging at least 5 to 8 minor seizures weekly.”  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board majority recommends a disability rating of 20% for the syncope/near syncopal episodes condition coded 8999-8111.  


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 “syncope/near syncopal episodes” condition, the Board majority recommends a disability rating of 20%, coded 8999-8911 IAW VASRD §4.124a.  There were no other conditions within the Board’s scope of review for consideration.  


RECOMMENDATION:  The Board recommends that the CI’s prior determination be modified as follows, effective as of the date of his prior medical separation:  

CONDITION
VASRD CODE
RATING
Syncope/Near Syncopal Episodes, Stable 
8999-8911
20%
RATING
20%




The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140301 w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record









SAF/MRB
1500 West Perimeter Road, Suite 3700
Joint Base Andrews, MD  20762

XXXXXXXXXXXXXXX
XXXXXXXXXXXXXXX
XXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXX:

Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2014-01116.

After careful consideration of your application and treatment records, the Physical Disability Board of Review determined that the rating assigned at the time of final disposition of your disability evaluation system processing was not appropriate under the guidelines of the Veterans Affairs Schedule for Rating Disabilities.  Accordingly, the Board recommended modification of your assigned disability rating without re-characterization of your separation with severance pay. 

I have carefully reviewed the evidence of record and the recommendation of the Board.  I concur with that finding, accept their recommendation and direct that your records be corrected as set forth in the attached copy of a Memorandum for the Chief of Staff, United States Air Force.  The office responsible for making the correction will inform you when your records have been changed.

Sincerely,







XXXXXXXXXXXXXXX
Director
Air Force Review Boards Agency

Attachment:
1.  Directive 
2.  Record of Proceedings 

cc:
SAF/MRBR



