





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01208
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20081104


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E6, M1 Armor Crewman, medically separated for “migraine headaches” with a disability rating of 0%.


CI CONTENTION:  He was given a higher rating for his conditions by the VA.  His complete submission is at Exhibit A.


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44.  It is limited to those conditions determined by the Physical Evaluation Board (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 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 based upon a 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:

SERVICE PEB - 20080730
VARD - 20090511
Condition
Code
Rating
Condition
Code
Rating
Exam
Migraine Headache
8100
0%
No VA Placement
Osteoarthritis
Not Unfitting
Undiagnosed Polyarthralgia Right Ankle Condition
5299-5024
10%
20081031


Undiagnosed Polyarthralgia Right Wrist Condition
5099-5024
10%



Undiagnosed Polyarthralgia Right Elbow Condition
5099-5024
10%



Undiagnosed Polyarthralgia Left Elbow Condition
5099-5024
10%



Undiagnosed Polyarthralgia Left Wrist Condition
5099-5024
10%



Gouty Arthritis
5017
NSC

Fractures to the Left Ankle

Left Ankle Instability, Status Post Reconstruction with Scar
5271
10%

Renal Calculi

Renal Calculi
7508
NSC

Sleep Apnea

Obstructive Sleep Apnea
6847
50%

Dysthymic Disorder, Chronic

Dysthymic Disorder
9433
30%
20081030
Chest Pain

No VA Placement
Somatoform Disorder, Not Otherwise Specified (NOS)

No VA Placement
COMBINED RATING:  0%
COMBINED RATING OF ALL VA CONDITIONS:  90%


ANALYSIS SUMMARY:

Migraine Headaches.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI had a history of migraine headaches since the age of 17.  Beginning approximately in October 2006, the CI experienced worsening headaches.  Despite treatment, the migraine headache condition could not be adequately treated to meet the physical requirements of the CI’s military specialty and the CI was referred for MEB.  The MEB forwarded “headaches” for Physical Evaluation Board adjudication.

At a primary care clinic appointment on 26 February 2008, the CI reported experiencing severe headaches with nausea and photophobia that occurred 2 to 3 times a month.  The CI continued his work and would sleep off the headache when he returned home.  The commander’s statement dated 30 April 2008 indicated the CI worked 10-12 hours on a normal day and did not take any medication until he was not expected to have duty the following day.  The MEB NARSUM, dated 11 July 2008, 4 months prior to separation, noted the CI experienced migraines 3 times a month, which rarely required the CI to leave work early.

At the 31 October 2008 VA Compensation and Pension (C&P) examination, performed 4 days before separation, the CI reported migraines with nausea and photophobia that happened on average 2 times a month.  The CI was able to complete some household chores, but was unable to work when the headaches occurred.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the headache condition 0%, coded 8100 (migraine) citing migraines that occur at least weekly, but not meeting criteria for prostrating headaches.  The CI did not file a VA disability claim for headaches.  The VA C&P examined headaches to address the CI’s Parkinson’s disease claim.  Parkinson’s disease is not within this Board’s purview as it was not identified by either the MEB or PEB for adjudication.

Rating guidance under diagnostic code 8100 is based on the frequency of “prostrating attacks” over the “last several months.”  The VASRD does not further define prostrating attacks however commonly accepted definitions include “utter physical exhaustion or helplessness” (Webster's New World Dictionary of American English), “complete physical or mental exhaustion” or “extreme exhaustion or powerlessness” (Dorland's Illustrated Medical Dictionary).  Review of the record did not show prostrating headaches occurring on average once every two months, or more frequently, over the last several months prior to separation to support a rating higher than the 0% adjudicated by the PEB.  While the CI described frequent migraine headaches, as often as 3 times a month, the evidence of the STR does not reflect prostrating headaches.  The commander’s statement showed the CI worked approximately 10-12 hours a day and did not state that the CI missed any duty due to headache or acute treatment.  There was no evidence in the STR of emergent treatment, work stoppage, duty release, or prescribed bed rest for headache.  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 migraine headache condition.

Contended PEB Conditions:  Osteoarthritis; Chest Pain; Fractures of the Left Ankle; Renal Calculi, Sleep Apnea; and Somatoform Disorder, Not Otherwise (NOS) Specified and Dysthymic Disorder.  The Board’s main charge is to assess the fairness of the PEB’s determination that the contended conditions were not unfitting.  

Osteoarthritis.  The CI complained of polyarthralgias with a history of gout for 7 years when he was seen by a rheumatologist in March 2007.   Physical examination of his joints was normal and laboratory studies for rheumatoid arthritis (rheumatoid factor and cyclic citrullinated peptide antibody IgG) and uric acid (to check for gout) were normal.  Ibuprofen (a nonsteroidal anti-inflammatory drug (NSAID)) was recommended.  A bone scan in June 2007 was normal.

Chest Pain.  The CI had atypical chest pain with a normal workup in the Emergency Room in September 2006.  At an exercise stress test the CI reported chest tightness in the third stage, which took 7 minutes to recover after nitroglycerin (a medication to decrease coronary artery spasm) spray.  There were no EKG changes at the peak of chest tightness.  At a cardiology evaluation in October 2006 his wife indicated the CI “coughs his brains out and had torn a muscle.”  Cardiac catheterization revealed normal coronary arteries and preserved left ventricular function.  In February 2008 the CI had a negative stress test with normal left ventricular systolic function, normal wall motion, and a normal injection fraction of 59%. However, a note indicated a probable area of ischemia of the anterolateral wall just above the cardiac apex, which was interpreted as a prior infarction versus an attenuation artifact involving the apex.  Cardiology referral was recommended.  Chest X-rays in April 2008 were normal.   The NARSUM indicated the CI reported he had a myocardial infarction and had stents, although he did not provide supporting documentation.

Fractures of the Left Ankle.  At the VA C&P examination the CI indicated he had a history of ankle sprains and reconstruction on the left ankle.  On examination there was a scar 5 cm x 0.5 cm and tenderness and guarding of movement with no localization making diagnosis difficult.  The range of motion was normal with joint function limited by pain.  X-rays revealed surgical bone anchors in the lateral malleolus (outside of the ankle) without any fractures or arthritis, but were otherwise within normal limits.

Renal Calculi.  A note in October 2005 indicated the CI reported renal (kidney) stones four times.  At the VA C&P examination he reported no functional impairment from the renal stones.  A bone scan showed equal renal function bilaterally in June 2007.

Sleep Apnea.  The CI reported sleep disturbance and somnolence in December 2007.  In January 2008 he noted loud snoring, fatigue and tiredness and reported he had fluctuating work schedules with sleep deprivation.  A sleep study revealed obstructive sleep apnea that was moderate to severe.  In March 2008 home CPAP (continuous positive airway pressure) at 12 cm of water) with a full face mask was instituted.

Somatoform Disorder, Not Otherwise Specified and Dysthymic Disorder.  A psychiatry addendum dated 14 April 2008 noted the CI denied any previous psychiatric history, but was referred related to a multitude of symptoms and a diagnosis of sleep apnea.  Neuropsychological testing in February 2008 revealed mild elevations on scales sensitive to somatization, depression and obsessive negative ideation as well as many stressors.  Mental status evaluation revealed the CI to be alert and oriented to person, place, time and situation.  He described his mood as “tired, apprehensive” with a congruent affect.  Process of thought was linear, logical, and goal directed.  He denied homicidal or suicidal thoughts as well as auditory or visual hallucinations, delusions, or mania.  Cognition was intact and within normal limits.  His future was oriented to a return to college and his insight and judgment were both fair.  The Axis I diagnoses were somatoform disorder, NOS and dysthymic disorder with moderate symptoms due to marital separation, occupational, and medical issues.  His General Assessment of Functioning score was 65 (some mild symptoms).  The examiner opined that although the CI had never before been treated for mental health issues, treatment would probably be beneficial to help him; and from a mental health standpoint the CI met retention standards.

These contended conditions were not profiled or implicated in the commander’s statement.  The NARSUM examiner and MEB considered all of these conditions to meet retention standards.  These conditions were reviewed and considered by the Board.  There was no performance based evidence from the record that any of these conditions significantly interfered with satisfactory duty performance.  After due deliberation, and in consideration of the preponderance of the evidence, the Board concluded that there was insufficient cause to recommend a change in the PEB fitness determination for the any of the contended conditions and so no additional disability ratings are recommended.


BOARD FINDINGS:  In the matter of the migraine headache condition and IAW VASRD §4.124a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the contended osteoarthritis; chest pain; fractures to the left ankle; renal calculi; sleep apneal; and somatoform disorder NOS and dysthymic disorder conditions, the Board unanimously recommends no change from the PEB determinations as not unfitting.  There were no other conditions within the Board’s scope of review for consideration.  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 20140305, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record







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 XXXXXXXXXXXXXXXXXXXXXXX AR2016001 0344 (PD201401208)


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



