





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01798
BRANCH OF SERVICE:  marine corps	BOARD DATE:  20150423
SEPARATION DATE:  20081030


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-3 (Military Police and Corrections) medically separated for a chest pain condition.  The condition could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty.  He was placed on limited duty and referred for a Medical Evaluation Board (MEB).  The MEB forwarded “chest pain, unspecified” and “other disease of mediastinum, not elsewhere classified,” to the Physical Evaluation Board (PEB) IAW SECNAVINST 1850.4E.  No other conditions were forwarded for adjudication.  The Informal PEB adjudicated “chest pain,” as unfitting, rated 10%, with likely application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  The remaining “anterior mediastinal mass,” condition was determined to be Category III (not separately unfitting and do not contribute to the unfitting condition).  The CI made no appeals and was medically separated.


CI CONTENTION:  “Please consider all conditions.”


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 20080826
VA* - (~3 Mos. Pre-Separation)  
Condition
Code
Rating
Condition
Code
Rating
Exam
Chest Pain
7099-7005
10%
Ischemic Heart Disease
7099-7005
10%
20080724
Anterior Mediastinal Mass
CAT III
Anterior Mediastinal Mass
6820
0%
20080724
Other x 0 (Not In Scope)
Other x 9
RATING:  10%
RATING:  80%
*Derived from VA Rating Decision (VARD) dated 20081106 (most proximate to date of separation [DOS]).


ANALYSIS SUMMARY:

Chest Pain Condition.  The treatment records indicated the CI reported a history of chest pain that began in 2006 while in boot camp, and that while he was being evaluated for pneumonia (2006) he was diagnosed with a heart murmur.  The chest pain was located beneath the sternum, was not associated with shortness of breath, sweating or fainting; however, it radiated around the left side of the chest.  The CI was seen multiple times in the emergency room for the same chest pain.  A clinical note entry dated 6 February 2006 documented that the CI had been evaluated by cardiology, which recommended EKGs every 6 months and annual echocardiogram.  The echocardiogram study conducted on 20 March 2007, documented normal size of left atrium and ventricle, preserved left ventricle systolic function without regional wall motion abnormalities, and normal diastolic function.  Additionally, there was trace to mild mitral regurgitation, mild to moderate pulmonary insufficiency, mild pulmonary hypertension, and moderate tricuspid valve insufficiency.  The cardiologist documented chest pain during PT, with episodes on occasion at rest.  Cardiac catherization report dated 22 March 2007 demonstrated normal coronary arteries and normal left ventricular function.  Mitral regurgitation was not appreciated.  Computerized tomography (CT) scan of the chest documented anterior mediastinum mass in the region of the thymus, two enlarged lymph nodes associated in the middle mediastinum, normal appearing arteries, and no evidence of a thrombotic embolus.  Cardiology note dated 3 March 2008 noted the CI underwent several diagnostic evaluations that included a transthoracic echogram (TTE), CT scans of the chest, echocardiogram, coronary angiogram, stress tests, and CT with pulmonary embolus protocol, without any clinically significant findings.  The examiner noted that the CI was referred to CT surgery because of the mediastinal mass, and the surgeon opined that the mass was most likely remnants of the thymus, and was not likely the cause of the CI’s chest pain.  Findings of the physical examination of the chest, lungs, and cardiovascular system were normal, except a small systolic murmur (ll/Vl) was heard at the apex without radiation.  The cardiologist recorded the diagnosis of atypical chest pain, and noted that surgery had recommended repeat CT scan in 6 months and if the mass changed in characteristics or size, the mass should be removed.

The narrative summary (NARSUM) dated 13 June 2008; approximately 5 months prior to separation documented the CI presented with atypical chest pain in March 2007.  The CI reported the history of having experienced localized substernal pain that initially occurred with exertion, several months prior to his seeking care.  At the time of the NARSUM, the CI noted that he had two episodes of pain at rest; however, his pain typically began after he jogged or ran for 30-45 minutes, and usually resolved with rest.  The physician noted that the CI’s chest pain had continued despite normal cardiac cath, normal cardiac CT scans, and normal echocardiograms.  The examiner noted that a stress test performed in late April 2008 recorded a workload of 13 metabolic equivalent of tasks (METS) after 10 minutes, and noted that at approximately 8 minutes into the exercise, the CI complained of chest tightness that was different from what he had complained of.  The perfusion image performed 60 minutes following the exercise revealed a small area of moderate ischemia associated with reduced wall motion and contraction and a left ventricular (LV) ejection fraction that was low normal (48%).  Physical examination was normal and a murmur was not appreciated.  The diagnoses of chest pain and anterior mediastinal mass were assessed.  The examiner opined that the cardiac ischemia identified during the stress test was not secondary to coronary artery disease but appeared to be secondary to small vessel disease or coronary spasm.  The VA QTC/General Examination for Compensation, 3 months prior to separation, documented a normal physical examination, and a recent EKG with non-specific ST elevation.

The Board directed attention to its rating recommendation based on the above evidence.  Both the PEB and VA rated the chest pain condition at 10%, coded analogously, 7099-7005 (heart disease, coronary artery disease) for workload of greater than 7 METS.  A higher rating under this code requires workload not greater than seven METS, resulting in fatigue, dizziness, syncope, and dyspnea; or evidence of cardiac hypertrophy or dilatation on ECHO, EKG, or X-ray.  The Board undertook a careful review of the community hospital April 2008 Gated SPECT Imaging stress test that recorded a low average ejection fraction of 48% and noted a small area of moderate ischemia with reduced wall motion.  Board members engaged in extensive discussion around the 60% criteria that notes “workload between 3-5 METS that result in dyspnea, fatigue, angina, dizziness, or syncope, or; left ventricular dysfunction with an ejection fraction (EF) of 30-50%.”  The Board debated whether this case sufficiently demonstrated that the 60% criteria were met.  The cardiologist noted in the 3 March 2008 noted that the CI “recently” completed TTE evaluation that calculated EF of 55% visually, and found no focal wall motion abnormalities.  The cardiologist noted that the ECHO, coronary angiography in March 2007 demonstrated absence of LV dysfunction and EF at the angiogram was estimated at 55%; the stress test was normal.  In April 2008, he had documented METS of 13 with 10 minutes of exercise and the test was stopped due to the report of chest tightness (2/5); however, the examiner noted that 88% of the maximum predicted heart rate for age was achieved with a normal blood pressure response.  Left ventricular hypertrophy (LVH) was not appreciated and the CI did not report any other symptoms suggestive of acute cardiac pathology.  The examiner recorded an EF of 48% and reduced wall motion; however, noted that the EF was still considered to be within the normal range.  All Board members agreed that although the VASRD provided guidance that an EF of 30-50% with LV dysfunction would warrant 60%, the evidence of METS at 13, two recorded EF of 55%, and the absence of any newly recorded cardiac symptoms, normal ECHOs, coronary angiogram, and TTE evaluation that recorded no LV dysfunction, the 60% was not supported.  The Board also noted the 30% criteria were not met (workload between 5-7 METS that results in dyspnea, fatigue, angina, dizziness, syncope, or evidence of LVH).  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 chest pain condition.

Contended PEB Condition.  The Board’s main charge is to assess the fairness of the PEB’s determination that the anterior mediastinal mass was not unfitting.  The Board’s threshold for countering fitness determinations requires a preponderance of evidence, but remains adherent to the DoDI 6040.44 “fair and equitable” standard.  The anterior mediastinal mass was not profiled or judged to fail retention standards.  There was no performance based evidence from the record that this condition significantly interfered with satisfactory duty performance.  After due deliberation 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 contended condition and so no additional disability rating are recommended.


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 chest pain condition and IAW VASRD §4.104, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the contended anterior mediastinal mass condition, the Board unanimously recommends no change from the PEB determination as not unfitting.


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 20140422, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record


MEMORANDUM FOR DIRECTOR, SECRETARY OF THE NAVY COUNCIL OF REVIEW
               BOARDS 

Subj:  PHYSICAL DISABILITY BOARD OF REVIEW (PDBR) RECOMMENDATIONS
 
Ref:   (a) DoDI 6040.44
       (b) CORB ltr dtd 20 Aug 15

      In accordance with reference (a), I have reviewed the cases forwarded by reference (b), and, for the reasons provided in their forwarding memorandums, approve the recommendations of the PDBR that the following individual’s records not be corrected to reflect a change in either characterization of separation or in the disability rating previously assigned by the Department of the Navy’s Physical Evaluation Board:

- XXXXXXXXXXXXXXX, former USMC
- XXXXXXXXXXXXXXX, former USN
- XXXXXXXXXXXXXXX, former USMC
- XXXXXXXXXXXXXXX, former USMC
- XXXXXXXXXXXXXXX, former USN
- XXXXXXXXXXXXXXX, former USMC
- XXXXXXXXXXXXXXX, former USN
- XXXXXXXXXXXXXXX, former USN
- XXXXXXXXXXXXXXX, former USMC
- XXXXXXXXXXXXXXX, former USMC
- XXXXXXXXXXXXXXX, former USN
- XXXXXXXXXXXXXXX, former USN


