





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02497
BRANCH OF SERVICE:  ARMY 	SEPARATION DATE:  20070823


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an activated National Guard O4, Field Artillery Officer, medically separated for “mild cognitive disorder,” with a disability rating of 10%.  A Pan Hypopituitarism condition was determined to exist prior to service (EPTS) without permanent service aggravation and was not given a disability rating.


CI CONTENTION:  The CI contended for his unfit mental disorder, to include Post Traumatic Stress Disorder (PSTD) (assumed), his knee (right vs. left not specified), sleep disorder, memory loss, and headaches.  The CI’s 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 - 20070713
VARD - 20071123
Condition
Code
Rating
Condition
Code
Rating
Exam
Mild Cognitive Disorder
8045-9304
10%
Cognitive Deficits, Post-Traumatic Stress Disorder and Post Concussive Headaches Associated with Traumatic Brain Injury
8045
100%
20071003
Pan Hypopituitarism
7999-7911
EPTS
No VA Placement
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  100%


ANALYSIS SUMMARY:  

Mild Cognitive Disorder.  According to service treatment records and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s mild cognitive disorder condition began in July 2004 after being within 50-60 feet of a blast that threw him to the ground.  He did not recall loss of consciousness but he was stunned.  The CI immediately lost his hearing, which slowly returned.  Shortly after the blast he had problems with forgetfulness, multi-tasking, depression, sleep onset insomnia, daytime fatigue, chronic headaches and hyper somnolence. He developed suicidal ideation.  Prior to deployment he reported no problems with cognition and depression.  At some point after deployment and prior to the blast event, the CI recalled he “broke down” after witnessing an especially disturbing incident related to the shooting of an Iraqi male.  The CI witnessed other traumatic events, hated going on missions and hated everything about Iraq.  He felt unsuited for duty in a combat zone.  The CI began having sleeping problems, spent most of his time in his sleeping quarters and wanted to just sleep all the time.  Unit members would bring him food and urge him to eat.  He hoped a shell would fall on his trailer.  Over summer of 2004 he became less and less functional.  The CI was unable to function as a commander during his deployment to Iraq.  The CI redeployed from theater in February 2005.  

The CI was seen by endocrinology in March 2005 and reported daytime lethargy, frequent headaches and depression with disinterest in pleasurable things.  With growth hormone replacement he had more energy and the lethargy improved.  He first presented to Behavioral Health on 17 March 2005 as a referral from his case manager for depression, anxiety, lethargy, fatigue, decreased energy, decreased interest, poor appetite, low self-esteem, guilt and decreased concentration.  A sleep study in June 2005 noted chronic partial sleep deprivation. Neuropsychological testing in November 2005 showed neurobehavioral deficits in memory retrieval and executive function with slowed speed of response and Bradyphrenia (slowness of thought, common to many disorders of the brain).   

A neurologist evaluated the CI in late November 2005 due to headaches and sleep problems.  He reported extreme stress between March and July 2004 when he first noticed problems with cognition, sleep, fatigue and despair.  The neurologist reviewed the tests and symptoms and opined the deficits were multi-factorial and bridged neurology and psychiatry, noting depression, probable PTSD, chronic sleep insufficiency with a history of remote concussive blast exposure and trans-sphenoidal hypophysectomy.  The examiner noted that the sequellae of these conditions, alone or in combination, could account for the CI’s symptoms.  But when symptoms persisted over a year, after a mild closed head injury, it was usually primary psychiatric problems responsible.   The examiner noted no evidence of gross structural brain damage.  Neuroimaging 12 April 2006 showed low perfusion in the left medial temporal lobe, which can be seen in depression and PTSD. 

Neuropsychological testing September 2006 revealed that since the testing the previous year, the pattern of findings was consistent with that from the previous year with no areas of significant improvement and many areas of mild to moderate decline in his neurocognitive profile.  The CI had significant distress with symptoms of mood and anxiety, low energy, and withdrawal from social contacts.  He had transient thoughts of self-harm without intent. 

After a fitness for duty evaluation 16 October 2006, the psychologist initiated a medical board for cognitive disorder.  The MEB forwarded “mental disorder not otherwise specified (NOS) with depression, anxiety, neurovegetative symptoms and cognitive deficits” for PEB adjudication.  

The MEB NARSUM examination on 16 October 2006, 10 months prior to separation, noted complaints of depression, anxiety and trouble concentrating.  The CI had daily depression intensified by anxiety attacks, zoning out and thinking about things in Iraq.  He reported nightmares 1-2 times per week about being chased by Arabic men, difficulty falling asleep, fatigue and lethargy.  He could not read and walked around “like a zombie.”  He had suicidal thoughts and panic attacks that led him to avoid family.  He did little work and was required only to call in or check in once a day.  He checked messages and occasionally reviewed simple legal documents of other Medical Hold Soldiers but had no assigned work.  He lived with his father who took care of him.  He could not shop for himself, pay his bills or attend to business.  Medications included an anti-depression medication, an anti-nightmare medication, thyroid replacement, steroids and a sleep aid.  He had minimal to no duty responsibilities at the Medical Holding Company for the previous 2 years.  Mental status examination (MSE) noted anxiety, at times anger, disorganization and rambling speech with excessive detail, anxious and depressed mood, easy distraction, intact memory and intact judgment.  An Axis I diagnosis of mental disorder NOS with depression, anxiety, neuro vegetative symptoms and cognitive deficits due to multiple medical factors to include a baseline of pan hypopituitarism status post trans sphenoidal resection of pituitary adenoma with inconsistent hormone replacement since redeployment and stressful deployment to Iraq was rendered.  A Global Assessment of Functioning (GAF) score of 60 (moderate bordering on mild symptoms) was assigned.  

At the 3 October 2007 VA Compensation and Pension (C&P) Psychiatry evaluation, performed a month after separation, the CI reported sleeping problems that included nightmares, short term memory problems, intrusive thoughts and flashbacks.  The symptoms were constant.  He had headaches that were present at a low level at all times but they became severe about 3-4 times per week and lasted several hours.  He had to stay in bed and was unable to do anything.  He was unable to work, was isolated and had some anger.  He had panic attacks more than once per week. The examiner cited the DD Form 214 as support for the traumatic event; he received a Bronze Star Medal, service in an imminent danger pay area, and Iraq Campaign Medal.  Treatment with the anti-depression medication was minimally helpful.  He had psychotherapy up to 6 times per year with good response but no psychiatric or emergency room admissions.  Relationships were good.  Mental status examination (MSE) showed abnormal orientation to time, depressed mood, emotional lability, impaired judgment with impulsivity, impaired concentration, cognitive impairments that included long and short term memory, retention of highly learned material, and inability to compute serial 7s.  Thought processes were grossly impaired and significantly slowed.   Diagnoses of PTSD and cognitive disorder were rendered with a GAF score of 35-40 (deficiencies in most areas.)  The psychiatric examiner opined his symptoms were the combined effect of both cognitive disorder and PTSD and the symptoms could be delineated from each other but were intertwined.  

At the 18 October 2007 VA C&P evaluation, performed 2 months after separation, the CI reported cognitive symptoms as reported above as well as treatment for severe depression.  He was completely unable to practice law although he had been practicing prior to his injury in Iraq.  His last date of employment was August 2007.  Physical examination showed a normal appearance but his affect was very flat and moderately depressed with occasional searching for a word and with some difficulty with remembering details.  A diagnosis of TBI and post-concussion migraine headaches was rendered.   

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the cognitive disorder condition 10%, coded 8045-9034 (dementia due to trauma), citing mild industrial impairment.  The VA rated the cognitive deficits, PTSD, and post concussive headaches associated with TBI condition 100% coded 8045 (residuals of TBI), based on the VA C&P examination 1 month after separation, citing almost total impairment in all areas.  

The PEB’s 10% rating was under code 8045-9304 (brain disease due to trauma rated as dementia).  Code 8045, per the VA Schedule for Rating Disabilities (VASRD) in effect, stipulates, “Purely subjective complaints such as headache, dizziness, insomnia, etc., recognized as symptomatic of brain trauma, will be rated 10 percent and no more under diagnostic code 9304.”  The Board considered the option of recommending a rating under 8100, specifically considering the latitude offered by VA Training Letter (FAST Letter) TL06-03 (effective on 13 February 2006).  Members agreed that there was insufficient evidence justifying a conclusion that there were “characteristic prostrating attacks” as would be required for a higher rating under 8100.  Members agreed, however, that a 10% rating is readily supported under the PEB code and, compliant with the rating language of the VASRD in effect for that code (see above).  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 cognitive disorder condition.  

Pan Hypopituitarism.  According to service treatment records and the MEB NARSUM, the CI’s pan hypopituitarism condition began in 2001 after surgery to remove a pituitary adenoma.  The CI had begun having headaches which lead to the diagnosis of the tumor.  He currently denied headaches. A fitness for duty evaluation in 2003 by endocrinology was requested.  Diagnoses of pituitary adenoma, secondary hypothyroidism, secondary adrenal insufficiency and central hypogonadism were rendered.  It was determined that he failed retention standards but was capable of doing his job as an associate in a law office.  The CI received a P2 profile that limited his duty assignments to areas where care was available.  He reported he lost his edge as a lawyer but was medically cleared for deployment and was activated to join his unit in Kuwait in March 2004 as a public affairs office.  The MEB forwarded “pan hypopituitarism” for PEB adjudication.  

The MEB NARSUM examination on 16 October 2006, 10 months prior to separation, noted complaint as reported in the NARSUM recorded above.  He was taking hormone supplements in addition to psychotropic medications.  Hormone levels were normal.  Physical examination was essentially normal with the exception of external hemorrhoids.  The examiner noted trans- sphenoidal hypophysectomy had been shown to result in apathy in some individuals but the CI had not become symptomatic until 2004.  An Axis 3 diagnosis of pan hypopituitarism was rendered noting he was capable of performing his military duties with a P2 profile but that he failed retention criteria.  The VA C&P examinations did not address the pan hypopituitarism condition.  

The Board directed attention to its rating recommendation based on the above evidence. The PEB did not rate the pan hypopituitarism condition, coded 7999-7911 (Addison’s disease), citing EPTS following a natural course without and permanent service aggravation.  The VA did not rate the pan hypopituitarism condition.  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 pan hypopituitarism condition.  


BOARD FINDINGS:   In the matter of the mild cognitive disorder condition and IAW VASRD §4.120, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the pan hypopituitarism condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  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 20140526, w/attachments
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record


SAMR-RB						


MEMORANDUM FOR Commander

29 NOV 2016

SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for 
XXXXXXXXXXXXXXXXXX, AR20160017678 (PD-2014-02497)

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
 


