





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2015-01242
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20050531


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E3, Cannon Crewmember, medically separated from the Temporary Disability Retired List (TDRL) for “syncope,” with a disability rating of 10%.


CI CONTENTION:  The CI requests review all conditions.  The 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 on 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 - 20050408
VARD – 200300807*
Condition
Code
Rating
Condition
Code
Rating
Exam
Syncope
8299-8210
10%
Seizure Disorder
8299-8910
20%
20021220*
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  20%
*The CI did not show for a re-evaluation in 2009, therefore, the VA did not change rating.


ANALYSIS SUMMARY:  

Syncope.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI was first evaluated for a possible syncope (fainting) condition on 14 March 2002.  He reported that he had fallen down about 20 stairs and “woke up” at the bottom of the stairs.  However, he was not sure if he had blacked out before or after the fall.  He was treated for pain of the neck, back, and right knee with a small abrasion of the right leg.  X-rays, a CT of the head, an EKG, and the remainder of the physical examination were unremarkable.  A Holter monitor (a 24 hour EKG) showed some dropped beats and pauses, but not pathological rhythms.  It was non-diagnostic (nothing was found to explain the symptoms).  No symptoms were recorded on the event diary.  He was next evaluated on 9 April 2002, in Family Practice, and reported 2 episodes over the past few months.  One was accompanied by shaking for 3 hours as witnessed by his wife.  Later it was recorded that she had seen him shaking in his sleep for several seconds.  Subsequent notes record a total of 3 events.  A sleep deprived EEG (brain wave study) on 15 April 2002 was interpreted as showing epileptogenic potentials; however, the technician noted that the CI was easily aroused from sleep and alert during the procedure.  He was seen in neurology on 1 May 2002 and reported 6-7 episodes of “passing out” over the prior 2 years, with the first at age 17.  He denied any apparent pattern to these events and reported that they had occurred while sleeping, running, were associated with subjective spinning once, etc.  Seizures were thought to be unlikely.  A repeat sleep deprived EEG was normal as was a brain MRI.  In cardiology on 3 May 2002, a stress echocardiogram was normal without evidence of ischemia (decreased blood flow to the heart) or abnormal rhythms.  On 8 May 2002, a tilt table test (to evaluate the blood pressure response to standing) was normal as was a repeat stress echocardiogram.  The CI was also given a trial of an anti-seizure medication with no change in his symptoms.  No firm etiology was determined, but the condition was determined to be medically unacceptable and an MEB recommended.  He was again seen by neurology on 20 August 2002 and the initial EEG reviewed.  As noted, abnormal spikes were present and the CI was diagnosed with a partial complex seizure disorder.  The CI was next seen on 15 October 2002 in primary care.  He reported a recent episode while standing in the kitchen.  He was “out” less than 1 minute and then recovered without confusion.  

At the 20 December 2002 VA Compensation and Pension (C&P) evaluation, performed 6 months before TDRL placement, the CI reported that he had a seizure and fell down some stairs earlier that year.  He reported that his conditions were secondary to the fall.  He reported a total of 20 attacks over the past 2 years.  His examination was unremarkable and he was diagnosed with a seizure disorder with syncopal episodes.  In follow-up 2 days later, the CI was noted to have recurrent syncope (not seizures) of uncertain etiology and headaches.  He was begun on a new medication at that visit.  At the MEB examination (recorded on DD Forms 2807 and 2808) dated 14 March 2003, 3 months prior to separation, the CI reported that he passed out frequently.  The physical examination was unremarkable.  The MEB NARSUM examination on 19 March 2003, 2 months prior to separation, noted complaints of passing out.  It noted the evaluation as detailed above.  The current diagnosis was syncope of uncertain etiology.  An addendum to the MEB NARSUM dated 24 April 2003 recorded that the CI reported 1-2 episodes per week with an associated loss of consciousness for 5-10 seconds.  If these occurred while walking or standing, he would fall down.  He denied any warning that these were about to occur, any incontinence, or a post-ictal state (confusion after the episode).  

The PEB rated syncope with loss of consciousness 1-2 times per week at 30%, analogously coded 8299-8210 (paralysis of the vagal nerve: incomplete, severe).  It was recommended that the CI be placed on TDRL (temporary disability retired list).  The VA determined the condition as “seizure disorder with syncopal episodes” rated 20% analogously coded 8999-8910 (epilepsy, grand mal), based on the VA C&P examination 6 months before separation, which noted that the CI had minor seizures.  It is not clear why the code for a major seizure disorder was used.  The CI entered TDRL status on 19 June 2003.  

There were no further records in evidence until the TDRL examination on 25 January 2005.  The CI reported continued episodes, but stated that the frequency had decreased to once every 2 months.  He stated that the trials of the different medications over the prior summer had not been beneficial.  He denied emergency room evaluations or hospitalizations since TDRL placement.  The neurological examination remained normal.  The PEB at TDRL removal rated the condition at 10%, retaining the 8299-8210 code, but at the incomplete, moderate level of impairment.  The Board concurred with this assessment of impairment and rating.  It considered the code 8911 which would support a 20% rating, but again noted that the evidence did not support a seizure disorder.  It also noted that the treating neurologist was considering a diagnosis of migraines with autonomic instability.  This was noted by the PEB, but the diagnosis was not changed.  Regardless, the code 8100 for migraine headaches also supports a 10% rating for prostrating attacks occurring once every 2 months and provided no advantage to the CI.  The VA did not readdress the syncope episode until 17 February 2010, 5 years after TDRL removal.  It noted that the CI had not reported for a re-evaluation in 2009.  Accordingly, no change in the rating was made.  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.  


BOARD FINDINGS:  In the matter of the syncope 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.  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 20150608, w/attachments
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record


AR20170007458, XXXXXXXXXXXXXXXXXX 




XXXXXXXXXXXXXXXXXX
XXXXXXXXXXXXXXXXXX
XXXXXXXXXXXXXXXXXX


Dear XXXXXXXXXXXXXXXXXX:


	The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found your separation disability rating and your separation from the Army for disability with severance pay to be accurate.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed), and I accept its recommendation.  I regret to inform you that your application to the DoD PDBR is denied.  

	This decision is final.  Recourse within the Department of Defense or the Department of the Army is exhausted; however, you have the option to seek relief by filing suit in a court of appropriate jurisdiction.

Sincerely,					       
						      					
Enclosure
 


