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SUMMARY OF CASE: Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E4 Telecommunications Operator-Maintainer, medically separated for “vocal cord dyskinesia,” rated 10%.
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CI CONTENTION:   The CI contends she “continues to suffer from disabling conditions which also contributes to unemployability.” The complete submission is at Exhibit A.
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SCOPE OF REVIEW: The panel’s scope of review is defined in DoDI 6040.44. It is limited to review of disability ratings assigned 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 or non-compensable. Any conditions outside the panel’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 panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate. The panel’s assessment of the PEB rating determination 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(s) at the time of separation. The panel 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 panel 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.
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RATING COMPARISON:

SERVICE PEB - 20040323

VARD - 20040720
Condition
Code
Rating

Condition
Code
Rating
Exam
Vocal Cord Dyskinesia…RAD… shortness of breath…
6599-6520
10%

Asthma
6602
10%

20040330




Vocal Cord Dyskinesia
6599-6516
0%

Mixed…Headaches


Not Unfitting

Migraine Headaches
8100
30%

GERD


GERD
7346
10%

Congenital Pes Planus


Plantar Fasciitis…Pes Planus
5276
0%

Chronic R Shoulder Pain


Right Shoulder Condition
5201
NSC

20040331
Mechanical LBP


Back Pain
5237
NSC

Bilateral Knee Pain


Right Knee Condition
5260
NSC




Left Knee Condition
5260
NSC

COMBINED RATING: 10%

COMBINED RATING OF ALL VA CONDITIONS: 70%
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ANALYSIS SUMMARY:

Vocal Cord Dyskinesia. According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI developed dyspnea (shortness of breath) with exertion approximately 5 years prior to referral for MEB. On 10 February 2003 internal medicine

performed baseline pulmonary function tests (PFTs). The forced expiratory volume in 1 second (FEV-1)/forced vital capacity (FVC) was 75 percent, and the FEV-1 was 120 percent predicted. The 8 April 2003 normal baseline PFTs revealed the FEV-1 was 104 percent predicted, and the FEV-1/FVC was 90 percent. The pharmacologic (Methacholine) challenge (inhaled provocative agent to elicit bronchoconstriction to assess for asthma) showed abrupt decompensation midway through the flow-volume loop (plot of inspiratory and expiratory flow against volume during maximally forced inspiratory and expiratory maneuvers) with a truncated and flattened inspiratory curve consistent with vocal cord dysfunction ([VCD] clinical phenomenon of episodic paradoxical adduction of true vocal folds on inspiration). These findings resolved in minutes. The comments documented “Unable to get reproducible efforts. Stopped at level 4 due to patient not giving any efforts.” The 8 April 2003 pulmonary consultation documented “28 yo woman with ‘asthma’ x many years. Has abrupt episodes of throat tightness, dyspnea, and wheezing – often precipitated by strong emotion. Has ‘passed-out’ on multiple occasions.” The pulmonologist cited the PFTs and Methacholine study.  The impression documented “vocal cord dysfunction – not asthma.” The plan was to consult speech pathology for speech therapy. At the 4 June 2003 ear, nose, and throat (ENT) evaluation, the CI complained that her voice weakened throughout the day. “Fiberoptic laryngoscopy was performed with excellent visualization and all structures, supraglottic and endoglottic, were normal. Cord surfaces were smooth and clean with normal excursion.” The diagnosis listed “Vocal dysfunction, questionable etiology, possibly functional.” The 16 June 2003 chest X-rays were unremarkable. The 5 September 2003 internal medicine consultation documented, “Assuming that her problem is vocal cord dysfunction, i.e. sudden incomplete closure of the cords. This is almost always a manifestation of anxiety or hysteria; though frightening to observe, it never results in deoxygenation or hypercarbia; treatment is psychological – bio-feedback, tranquilizers, etc. Epinephrine will not help and is a potentially dangerous drug. CMH [community mental health] consult has already been arranged. Since she had already started a speech pathology evaluation, I think we should follow through with it, but I am not optimistic that it will be helpful.” The 7 January 2004 speech therapy evaluation documented “The patient received benefit from implementing a vocal hygiene program, vocal relaxation exercises, and breathing support exercises. Patient is currently being treated by physical therapy for TMJ [temporomandibular joint] pain and soft tissue work of the neck and upper torso, all of which may be contributing to hyperfunctional voice use.”

The 8 March 2004 MEB NARSUM examination, 2 months prior to separation, documented “Referral to pulmonology led to a methacholine challenge where an actual event was precipitated. Pulmonologist observations and pulmonary function test tracing of the event were consistent with vocal cord dyskinesia rather than asthma. The patient was subsequently referred to ENT for vocal cord visualization, which was normal. She was then referred to speech therapy with some mild improvement that diminished after cessation of therapy. She also went to Occupation Therapy for temporomandibular joint therapy with minimal improvement.” The CI stated “I cannot breathe when I have an episode. In the last two years these attacks have become more frequent and more painful. The recovery time carries over to the next day.” She reported an associated chronic cough, took no medications, and continued exercises that she learned at the vocal therapy classes. Symptom triggers included high stress situations, any exercise, cold weather, and loud talking and vocalization. The author recounted the findings of the pulmonary, ENT, and speech therapy consultations.  The diagnosis listed vocal cord dyskinesia.  At the 30 March 2004 VA compensation and pension (C&P) evaluation, 2 months before separation, the CI complained of 4 years of chronic dysphonia (disturbance of normal vocal function) with associated shortness of breath, difficulty taking a breath, stridor (high-pitched respiratory sounds from disrupted airflow), cough, throat spasm, and weak voice. Symptom triggers included stress, aerobic exercise, cold, dust, fumes, and prolonged talking. The CI denied significant improvement with physical therapy and speech therapy. The physical examination revealed the oropharynx was clear and without exudate. The lung examination revealed diminished breath sounds in the lower lobes with no wheezes or rhonchi (abnormal respiratory sounds from airway
secretions). The author recounted the findings of the PFTs (4/2003), chest X-ray (6/2003), and internal medicine and speech therapy consultations. The impression listed vocal cord dyskinesia.

The 26 July 2005 baseline PFTs revealed the FEV-1 was 98 percent predicted, and the FEV-1/FVC was 83 percent. The spirometry (lung function measure of volume and/or flow of air inhaled and exhaled) revealed no evidence of obstruction. The physician interpretation documented “Effort/Quality: inadequate. Develops laryngospasm during testing and unable to get consistent results. The results reported are her best and are normal.”

The panel directed attention to its rating recommendation based on the above evidence. The PEB assigned a 10% rating under an analogous 6520 code (larynx, stenosis of) citing vocal cord dyskinesia, studies denoted vocal cord dysfunction, remains symptomatic despite therapy, and rated as analogous to intermittent laryngeal stenosis. The VA assigned a 0% rating under an analogous 6516 code (laryngitis, chronic) based on the C&P examination 2 months before separation, citing vocal cord dyskinesia, VA examiner reported no evidence of any symptoms during the examination, and assigned a non-compensable evaluation for no evidence of active symptoms. While the CI complained of dysphonia, there was no hoarseness, or inflammation of cords or mucous membrane by laryngoscopy, to achieve the minimum 10% rating under 6516 (hoarseness, with inflammation of cords or mucous membrane). The FEV-1 values from serial PFTs did not achieve the minimum 10% rating under 6502 (FEV-1 of 71- to 80-percent predicted, with Flow-Volume Loop compatible with upper airway obstruction). After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded that there was insufficient cause to recommend a change in the PEB adjudication for the vocal cord dyskinesia condition.

Contended PEB Conditions: Right Shoulder Pain, Low Back Pain, Headaches, GERD, Pes Planus,  and Bilateral Knee Pain. The panel’s main charge is to assess the fairness of the PEB’s determination that the contended conditions were not unfitting. While the pes planus condition was profiled, it was not implicated in the commander’s statement or judged to fail retention standards. None of the other conditions were profiled, implicated in the commander’s statement, or judged to fail retention standards. There was no performance-based evidence from the record that any of the conditions significantly interfered with satisfactory duty performance at separation. After due deliberation, the panel concluded that there was insufficient cause to recommend a change in the PEB fitness determination for any of  the contended conditions and so no additional disability ratings are recommended.
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BOARD FINDINGS: In the matter of the vocal cord dyskinesia condition and IAW VASRD §4.97, the panel unanimously recommends no change in the PEB adjudication. In the matter of the contended right shoulder, low back, headache, GERD, pes planus, and bilateral knee conditions, the panel unanimously recommends no change from the PEB determinations as not unfitting. There are no other conditions within the panel’s scope of review for consideration. The panel, therefore, recommends that there be no modification or re-characterization of the CI’s disability and separation determination.
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The following documentary evidence was considered:

Exhibit A. DD Form 294, dated 7/31/2017 w/atchs Exhibit B. Service Treatment Record
Exhibit C. Department of Veterans Affairs Treatment Record



AR20170012868, 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

