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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 E5, Aviation Operations Specialist, medically separated for “heat stroke with rhabdomyolysis” with a disability rating of 0%.
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CI CONTENTION: “Heat Stroke is lifelong. Affects locations where I can find gainful employment and or vacation. I have had a several reoccurrences of heat spells.” The CI’s 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 - 20041220

VARD - 20050523
Condition
Code
Rating

Condition
Code
Rating
Exam
Heat Stroke with Rhabdomyolysis
7999-7900
0%

Heat Stroke with Rhabdomyolysis, Transient Renal Failure, and Bilateral Flank Pain
7999-7900
NSC
20050323
COMBINED RATING: 0%

COMBINED RATING OF ALL VA CONDITIONS: 20%
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ANALYSIS SUMMARY:

Heat Stroke with Rhabdomyolysis. According to the service treatment record (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s heat stroke with rhabdomyolysis (muscle breakdown) condition began in November 2003 while deployed when he collapsed during a physical training test after taking a supplement (Rip Fuel). His temperature at that time rose to 103 degrees Fahrenheit and he was poorly responsive. During hospitalization his CK (creatine kinase, a measure of muscle injury) rose to a high of 25996 U/L (normal 21-232) and creatinine (a measure of renal function) to 2.3 mg/dL (0.6-1.3 normal).  With treatment the

CK and renal function normalized. Since the heatstroke the CI had epigastric abdominal pain, which was helped by eating, and some bilateral upper leg pain.

The 30 December 2003 MEB NARSUM examination, 17 months prior to separation, noted complaints of mid epigastric discomfort similar to hunger with nausea. Physical examination was essentially normal except for nasal congestion bilaterally. CK was 115 U/L and creatinine was 1.3 mg/dL. During the 20 January 2004 MEB examinations (recorded on DD Forms 2807-1 and 2808 dated 31 December 2003), 16 months prior to separation, the CI reported heatstroke with headaches daily since then. Physical examination showed a blood pressure of 118/51 and a pulse of 60 beats/minute, but no positive findings related to heat stroke. On 28 January 2004, the CI complained of a right-sided headache on the temple and behind the right eye almost every day between 0300 and 0400, which was relieved by Excedrin Migraine (acetaminophen, a pain reliever, aspirin, and caffeine). He had no nausea, vomiting, change in vision, aura, or throbbing, although it felt “numb in the area.” Neurologic examination was normal. The examiner suspected analgesic withdrawal given the chronicity and daily occurrence at the same time. The CI was advised to discontinue the Excedrin and limit future use of analgesics. X-rays of the chest on 28 January 2004 showed no active cardiopulmonary disease. The CI had a headache on 30 January 2004 and was advised to discontinue caffeine including Mountain Dew soda over 2 weeks and to use plain Tylenol (acetaminophen) for a headache. A neurology evaluation on 11 February 2004 noted tenderness to palpation over the lateral portion of the temporal area of the CI’s scalp reproducing similar symptoms to his headache (greater occipital nerve trigger point). The remainder of the examination was unremarkable. The examiner felt the headache symptoms and signs were most consistent with occipital neuralgia. He added that other possible possibilities were tension headaches and analgesic rebound headaches and indicated the symptoms were not consistent with migraine or cluster headache syndromes. Naprosyn (naproxen, a nonsteroidal anti-inflammatory drug (NSAID)) was prescribed and to consider a greater occipital nerve block if the headaches persisted. In March 2004 the CI reported he was unable to sustain modest physical exertion for 15 minutes without recreating several symptoms of his index event. A permanent P3 profile was issued.

In April 2004, the CI stated he had kidney pain, bilaterally in the lower back, since the heat stroke in November 2003. Adequate fluid intake was reviewed. An ultrasound study of the abdomen demonstrated a small gallbladder wall polyp, which was otherwise unremarkable, an unremarkable right kidney and spleen, a large inferior pole simple cyst of the left kidney, and a non-diagnostic examination for pancreatic or aortic pathology. In October 2004, the CI noted decreased concentration and short term memory loss and underwent neuropsychology evaluation, which revealed evidence of mild cognitive difficulties manifest by slowness in processing speed and attention to detail, along with problems with visual memory, visual search and other functions typically mediated by the cerebral hemisphere. His Global Assessment of Functioning (GAF) score was 70 (some mild symptoms).

At the 23 March 2005 VA Compensation and Pension (C&P) evaluation, 2 months before separation, the CI reported a history of heat stroke without a recurrence, but had two instances of prodromata (premonitory symptoms) suggestive of recurrence marked by a painful headache, an increase in respiratory rate, and dizziness, but he did not have any syncope. Magnetic resonance imaging of the brain was negative, but it showed evidence for sinusitis. The CI was fearful of running so as not to induce overheating, had bilateral flank pain, and decreased memory retention. Physical examination showed a sitting blood pressure of 124/82, supine 86/54, and standing 84/60 and his pulse rate was 64 beats/minute. Other than enlarged nasal turbinates, the remainder examination was normal. The examiner’s diagnosis was heat stroke with rhabdomyolysis and transient renal failure, with bilateral flank pain, intolerance of excessive exercise or high temperatures, and memory retention deficits secondary to the heat stroke. At the 30 March 2005 C&P psychiatric examination, less than 2 months before separation, the CI reported thinking slower or not remembering as well. The psychiatrist noted the CI had a normal
mental status examination and did not show brain damage at a level that could be detected short of subjecting him to very extensive neuropsychological testing. The examiner’s diagnosis was a cognitive disorder not otherwise specified, presumed secondary to heat injury in active military service, present severity very mild, and anxiety disorder not otherwise specified, very mild. His GAF score was 65 (some mild symptoms).

The panel directed attention to its rating recommendation based on the above evidence. The PEB rated the  heat stroke with rhabdomyolysis condition 0%, coded 7999-7900 (hyperthyroidism), citing the condition normalized after a week and the CI had not experienced recurrence. The VA determined the heat stroke with rhabdomyolysis, transient renal failure, and bilateral flank pain was not service-connected, citing no permanent residual disability was shown by the STR or by objective VA examination findings. Members discussed whether a rating higher than 0% was possible IAW VASRD §4.119 using code 7900 for a 10% rating that requires “tachycardia (rapid heart rate), which may be intermittent, and tremor, or; continuous medication required for control,” while a 30% rating requires “tachycardia, tremor, and increased pulse pressure or blood pressure.” However, at the time of separation, the CI had neither tachycardia, a tremor, continuous medication required for control, nor an increased pulse pressure or blood pressure. However, members noted that the 7900 code used by both the PEB and the VA was for hyperthyroidism, a state of increased thyroid activity. The CI did not have any abnormal laboratory findings suggestive of residual muscle or renal disease or headaches, abdominal symptoms or cognitive changes sufficient to warrant any alternative rating codes to justify a higher rating at the time of separation. 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 heat stroke and rhabdomyolysis condition.
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BOARD FINDINGS: In the matter of the heat stroke with rhabdomyolysis condition and IAW VASRD §4.119, the panel unanimously recommends no change in the PEB adjudication. 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 20151216, w/attachments Exhibit B. Service Treatment Record
Exhibit C. Department of Veterans Affairs Treatment Record


AR20170013187, 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,

