





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX 	CASE:  PD-2016-01546
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20040325


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E6, Health Care Specialist, medically separated for “fibromyalgia” and “obstructive sleep apnea,” rated 10% and 0%, respectively, with a combined disability rating of 10%.  


CI CONTENTION:  He was given a higher rating for his fibromyalgia and obstructive sleep apnea conditions by the VA.  The complete submission is at Exhibit A.  


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 Medical Evaluation Board (MEB), but determined by the PEB 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.  The panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections when appropriate.  The panel’s assessment of the PEB rating determination is based on review of medical records and all available evidence relevant to application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards for 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, which operates 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 disability at the time of separation.  


RATING COMPARISON:  

SERVICE PEB - 20040204
VARD - 20040628
Condition
Code
Rating
Condition
Code
Rating
Exam
Fibromyalgia
5025
10%
Fibromyalgia
5025
10%
20040421
OSA
6847
0%
OSA
6847
50%
20040421
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  70%


ANALYSIS SUMMARY:  

Fibromyalgia.  According to the service treatment record (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s fibromyalgia condition began in August 2001 with a 3-week history of generalized myalgias (muscle pains), muscular weakness, and fatigue without a recent increase of exercise or heat injury.  The CI had a history of Graves’ disease treated by RAI (radioactive iodine) ablation on 19 September 2001 with subsequent treatment with Synthroid (levothyroxine) for the resulting hypothyroidism.  On 9 September 2003, at a rheumatologic clinic visit, the CI reported morning stiffness, poor sleep, severe fatigue, and severe pain involving the neck, back, chest wall, forearms, left wrist, knees, shins, and left ankle.  He denied joint swelling, erythema and warmth, but noted muscle weakness secondary to decreased activity, shortness of breath with exertion, poor short term memory, and headaches. On examination, the CI had 11 of 18 tender points located above and below the waist and symmetrically on both sides of the body.  Laboratory results revealed a TSH 5.1 (normal 0.4-4.2) and a normal sedimentation rate (ESR) of 3, hemoglobin 16.1 and hematocrit 46.5.  The rheumatologist assessed the CI’s condition consistent with fibromyalgia.  The CI also had hypothyroidism with Synthroid recently adjusted for better control of the hypothyroidism.  The examiner noted the hypothyroidism needed to be under adequate control before the diagnosis of fibromyalgia could be made.  The CI also had obstructive sleep apnea, which suboptimal control could exacerbate fibromyalgia.  However, there was no evidence of an autoimmune disease.  Voltaren (diclofenac, a nonsteroidal anti-inflammatory drug (NSAID)) was recommended along with sleep aids if the CI’s repeat sleep study demonstrated optimal CPAP (continuous positive airway pressure) settings.  At a clinic visit on 3 October 2003 the CI reported a history of chronic pain without depression suicidal or homicidal ideation.  During an endocrine clinic visit on 15 October 2003 the dose of Synthroid was modified to achieve an optimal clinical result. In an email dated 26 January 2004 the rheumatologist noted it seemed reasonable to conclude the CI met the accepted rheumatologic guidelines for the diagnosis of fibromyalgia. 

During the 4 January 2004 MEB examination (recorded on DD Forms 2807-1 and 2808), 3 months prior to separation, the CI reported back spasms and cramping.  Physical examination showed a full range of motion (ROM) of the lower extremities and spine and minimal decreased ROM of the shoulders bilaterally.  The 6 January 2004 MEB NARSUM examination, 3 months prior to separation, noted complaints of a 1 year history of progressive pain that involved the neck, back, chest wall, forearm, left wrist, knees, shins, and left ankle.  Physical examination based on a rheumatology examination in September 2003 demonstrated mild pain involving the left wrist and ankle with ROM; all joints were without synovitis.  

At the 21 April 2004 VA Compensation and Pension (C&P) evaluation, 1 month after separation, the CI reported aches and pains started in about December 2002.  The aches and pain, which were all over the body, had progressed to where it was worse than before especially in the back. Current treatment, which helped very little, was with Elavil (amitriptyline for nerve pain and an antidepressant), diclofenac (a NSAID), and Flexeril (cyclobenzaprine, a muscle relaxer).  He worked 8 hours a day teaching, which involved standing and walking all day.  He had good posture and a normal gait without any limp.  There was mild point tenderness in the cervical, trapezius, interscapular, sacroiliac, and medial lower thigh areas fulfilling the criteria for fibromyalgia.

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the fibromyalgia condition 10%, coded 5025 (fibromyalgia), citing continuous medications required.  The VA also rated the fibromyalgia condition 10%, coded 5025, based on the C&P examination 1 month after separation, citing continuous medications for control. Members noted the CI’s diagnosis of fibromyalgia was made based on examination findings of 11/18 tender points; however, he had other confounding conditions including status post RAI ablation hypothyroidism (not in the scope of review) in the process of being fine-tuned and obstructive sleep apnea (see below).  There was no evidence in the STR or at the VA examination that the fibromyalgia was “episodic, with exacerbations often precipitated by environmental or emotional stress or by overexertion, but that are present more than one-third of the time.” Therefore, a 20% rating or higher is not warranted.  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 fibromyalgia condition. 

Obstructive Sleep Apnea (OSA).  According to the STR and MEB NARSUM, the CI’s OSA condition began after thyroid ablation with RAI and presented with significant daytime fatigue, morning headaches, and snoring, but no observed apnea (suspension of breathing) in March 2003.  The CI was diagnosed with moderate OSA on 22 April 2003 based on a sleep study (polysomnogram) for fatigue and snoring.  The OSA was well-controlled with a small nasal mask at a pressure of 9 cm/H20 instead of a CPAP machine, which he could not tolerate.  Nevertheless, the CI was prescribed a CPAP machine on 24 April 2003.  Good results with the CPAP were reported on 24 September 2003 and the examiner felt the OSA was adequately controlled and there was no indication for a repeat sleep study.  

During the 4 January 2004 MEB examination (recorded on DD Forms 2807-1 and 2808), 3 months prior to separation, the examiner noted the CI was diagnosed with sleep apnea on CPAP.  The 6 January 2004 MEB NARSUM examination, 3 months prior to separation, the CI reported feeling refreshed after use of the CPAP.  The examiner noted the CI’s sleep apnea depended on CPAP for effective treatment, which limited his worldwide deployability.  A P4 profile for sleep apnea was issued on 20 January 2004.  At the 21 April 2004 VA C&P evaluation, 1 month after separation, the CI reported sleep quality had greatly improved since he had been using his CPAP.  

The panel directed attention to its rating recommendation based on the above evidence. The PEB rated the OSA condition 0%, coded 6847 (sleep apnea syndromes), citing application of DODI 1332.39 E2.A1.2.21 and mild industrial impairment.  The VA rated the OSA condition 50%, coded 6847, based on the C&P examination 1 month after separation, citing a breathing device such as a CPAP machine was required.  The OSA condition was documented in the STR; the CI was placed on a permanent profile for OSA and CPAP use was identified by the NARSUM examiner as a required treatment.  VASRD §4.97 provides for a minimum rating of 50% for OSA requiring a breathing assistance device and the evidence establishes the latter criterion was met in this case.  There was no evidence of chronic respiratory failure with carbon dioxide retention, cor pulmonale, or the requirement for a tracheostomy to support the next higher 100% rating.  In consideration of these facts, the panel unanimously recommends a disability rating of 50% for the OSA condition, coded 6847.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 50% for the OSA condition, coded 6847.  


BOARD FINDINGS:  In the matter of the fibromyalgia condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  In the matter of the OSA condition, the panel unanimously recommends a disability rating of 50%, coded 6847 IAW VASRD §4.97.  
There are no other conditions within the panel’s scope of review for consideration.  

















The panel recommends that the CI’s prior determination be modified as follows; and, that the discharge with severance pay be re-characterized to reflect permanent disability retirement, effective as of the date of the prior medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Fibromyalgia 
5025
10%
OSA
6847
50%
COMBINED
60%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20161017, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record  







AR20180004008, XXXXXXXXXXXXXXXXXX 



XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:

I accept the recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) to re-characterize your separation as a disability retirement with the combined disability rating of 60% effective the date of your medical separation for disability with severance pay.  Enclosed is a copy of the Board’s recommendation and record of proceedings for your information.

	The re-characterization of your separation as a disability retirement will result in an adjustment to your pay providing retirement pay from the date of your original medical separation minus the amount of severance pay you were previously paid at separation.
 
	The accepted DoD PDBR recommendation has been forwarded to the Army Physical Disability Agency for required correction of records and then to the U.S. Defense Finance and Accounting Service to make the necessary adjustment to your pay and allowances.  These agencies will provide you with official notification by mail as soon as the directed corrections have been made and will provide information on your retirement benefits.  Due to the large number of cases in process, please be advised that it may be several months before you receive notification that the corrections are completed and pay adjusted.  Inquiry concerning your correction of records should be addressed to the U.S. Army Physical Disability Agency, (AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557.

	A copy of this decision has also been provided to the Department of Veterans Affairs.

Sincerely,					      
Enclosure


