





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-00640
BRANCH OF SERVICE:  ARMY	SEPARATION DATE:  20070322


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E5, Human Resources Specialist, medically separated for “dermatitis” with a disability rating of 0%.  


CI CONTENTION:  “Review all conditions.”  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 - 20070208
VARD - 20070702
Condition
Code
Rating
Condition
Code
Rating
Exam
Spongiotic Dermatitis 
7806
0%
Contact Dermatitis 
7806
0%
20070509
Bilateral Lower Extremity Stress Fractures
Not Unfitting
Left Tibia Stress Fracture
5262
0%
20070515


Right Tibia Stress Fracture
5262
0%
20070515
Multiple Pulmonary Emboli
Not Unfitting
Pulmonary Embolus
6817
0%
20070509
Depression
Not Unfitting
Major Depressive Disorder
9434
30%
20070515
Endometriosis
Not Unfitting
Endometriosis with Fibroid Tumors and Ovarian Cysts
7629
NSC
20070509
Coumadin Therapy
Not Unfitting
No VA Placement
COMBINED RATING:  0%
COMBINED RATING OF ALL VA CONDITIONS:  30%


ANALYSIS SUMMARY:  

Spongiotic Dermatitis.  According to the service treatment record and MEB narrative summary (NARSUM), the CI’s skin condition began in June 2003 after she developed a rash while deployed.  In January 2005 she reported itching on the hand for 7 months and when she donned MOPP gear, she immediately developed a rash and respiratory symptoms.  She was treated with Benadryl (diphenhydramine) injections.  A note dated 28 February 2005 indicated the CI was diagnosed as having a latex and thiuram (used in the production of rubber or latex products) allergy in 1999-2000.  In October 2005 she reported hair loss and dark brown/black lesions that began in 2003 post deployment.  The lesions occurred where clothing was tight or on her hands and feet, which was associated with nausea and clamminess.  The lesions began as papules, progressed to vesicles (blisters), and then to scabs, which left hyperpigmented lesions.  She noted that the latex and thiuram caused a rash but not the same symptoms.  A skin biopsy of the left proximal scalp on 20 October 2005 revealed a spongiotic dermatitis with mild chronic perivascular infiltrate and eosinophils which included the differential diagnoses of allergic contact dermatitis, nummular eczema, drug eruptions, and psoriasis.  Patch testing in May 2005 revealed a positive reaction to thiuram and somewhat equivocal reactions to cobalt and blue dyes (Disperse Blue 106 and 124).  In February 2007 the CI had 5 mm erythematous papule with an overlying scale crust of the left frontal scalp and a few 1-2 mm tan macules of the abdomen.  The examiner noted that evaluation-to-date revealed allergy to thiuram and likely latex and “spongiotic dermatitis” which was rather non-specific, but was consistent with an allergic contact dermatitis.  Treatment included avoidance and potent topical steroids.  The body surface area was negligible (perhaps 1%) for which the CI used topical steroids and a shampoo.  

The 26 September 2006 MEB NARSUM examination, 6 months prior to separation, noted complaints of allergies to many synthetic fibers made with thiuram and latex that prevented her from wearing her MOPP equipment.  The 27 September 2006 response to the PEB inquiry noted complaints of allergic responses.  Dermatology recommended, in concurrence with the allergy clinic that the CI “completely avoid any synthetic fabric from coming in contact with the skin.”  The CI was noted to have a rash where the skin was exposed to her Army Combat Uniform and was given a temporary profile not to wear her uniform.  On examination the CI had a rash on her face, forehead and forearms.  The examiner noted the CI had allergic responses when she wore her beret, Kevlar, and PT uniform (especially around the waist band).  She struggled with constant use of steroid creams and antihistamines on a daily basis to avoid excoriating the rash.  

At the 9 May 2007 VA Compensation and Pension (C&P) evaluation, 2 months after separation, the CI reported patches that came and went on her arms that lasted for weeks.  She also had spots develop on her cheeks and in her hairline.  Physical examination showed a small scaly, whitish plaque on her right forehead consistent with dermatitis.  She also had a few less than 1 cm patches on the cheeks bilaterally.  The rash covered approximately 1% of the exposed areas and less than 1% of the entire body.

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the dermatitis 0%, coded 7806 (dermatitis or eczema), citing spongiotic dermatitis secondary to type IV hypersensitivity to many synthetic fibers containing thiuram and latex involving less than 1% of the body surface area.  The VA also rated the dermatitis 0%, coded 7806, based on the C&P examination, citing a noncompensable evaluation for dermatitis or eczema involving less than 5 percent of the entire body or less than 5 percent of exposed areas affected, and; no more than topical therapy required during the past 12-month period.  Panel members noted the CI needed Benadryl injections for her rash and respiratory symptoms after test donning MOPP equipment.  However, thereafter only topical therapy along with antihistamines were prescribed and were taken on a regular basis.  A 0% rating requires less than five percent of the entire body or less than five percent of exposed areas affected, and; no more than topical therapy required during the past 12-month period.”  However, the CI did require antihistamines on a regular basis.  Therefore, the panel considered whether the CI’s condition warranted a 10% rating for intermittent systemic therapy such as corticosteroids or other immunosuppressive drugs required for a total duration of less than six weeks during the past 12-month period.”  However, Benadryl (diphenhydramine) is neither a corticosteroid nor an immunosuppressive drug; therefore, a rating higher than 0% is not available using code 7806.  Additionally, use of code 7800 (scar(s) of the head, face or neck due to other causes or other disfigurement of the head, face or neck) does not offer a higher rating since the CI had none of the characteristics of disfigurement IAW VASRD §4.118.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the spongiotic dermatitis.  

Contended PEB Conditions:  Multiple Pulmonary Emboli and Coumadin Therapy.  The panel’s main charge is to assess the fairness of the PEB’s determination that the contended conditions were not unfitting.  The pulmonary emboli (on Coumadin therapy) condition was profiled, but was not explicitly mentioned in the commander’s statement, although it was noted her condition precluded her from performing critical field duties.  However, the multiple pulmonary emboli condition was found medically acceptable; Coumadin therapy was found not to be independently unfitting; and the conditions were judged not to fail retention standards.  

In May 2006 the CI was diagnosed with pulmonary emboli of the right and left lower lungs.  She was taking oral contraceptives at that time.  A hypercoagulable workup was negative except for slight low protein S activity.  She was treated with Lovenox (enoxaparin, an anticoagulant) initially and then Coumadin (warfarin, an anticoagulant) for a treatment course of 6 months, which was completed in November 2006.  In December 2006 the CI had a normal echocardiogram and normal ejection fraction of 50-60%.  Computerized tomography revealed small fibrotic scarring without evidence of an embolism or clot.  During the scan the CI had chest pain, reacted to the contrast agent and developed an arrhythmia.  Evaluation by a cardiologist found the arrhythmia resolved.  On examination in December 2006 her lungs were clear bilaterally and there were no rales, rhonchi or wheezing.  A repeat study of the protein S function showed it was low.  The CI was followed by a hematologist who repeated the status of her protein S in order to determine whether she needed lifetime Coumadin; however, when the risks and benefits were weighed, the decision was deferred.  Her hemoglobin was noted to be decreased to 9.8 as a result of menorrhagia (excessive menstrual bleeding) secondary to endometriosis (see below) and she was treated with iron sulfate twice daily.  At a hematology visit on 29 June 2007, 3 months post-separation, the CI was recommended to restart on anticoagulation with Coumadin because of her history of pulmonary emboli and the protein S deficiency.  On 6 July 2007, the CI was started on Coumadin with Lovenox (enoxaparin, an anticoagulant) bridging, which was followed by incremental increased dosages of Coumadin and regular protime/INR measurements thereafter.  Lovenox injections were completed on 22 July 2007 a therapeutic dose of Coumadin was achieved on 27 July 2007 at 62.5 mg/week.  Over the subsequent year, the dosage varied from 60mg to 65 mg/week depending on the whether the dose was therapeutic, sub-therapeutic, or supra-therapeutic.  

Panel members noted that while the CI was asymptomatic following resolution of the pulmonary emboli, she was still at risk for a recurrence because of her underlying protein S deficiency.  Although the CI successfully completed a 6-month course of Coumadin, the hematologist who treated her while she was still on active duty weighed the risks and benefits of continued Coumadin therapy.  With Coumadin the CI faced the risk of bleeding in the presence of an injury or irritation/inflammation in the gastrointestinal, pulmonary, or other internal organs.  Additionally, regular laboratory studies were required to determine the therapeutic dosage of the Coumadin, which varies according to diet, medication and absorption.  Furthermore, the commander noted the CI would be precluded from performing critical field duties, although it was not exactly clear whether it was because of the allergic contact dermatitis and/or the pulmonary emboli on Coumadin therapy.  Nevertheless, shortly after separation, a new hematologist recommended and prescribed indefinite Coumadin therapy based on the history of pulmonary emboli, which was considered severe since it involved the left and right lower lung fields.  The panel determined the CI was actually unfit at the time of separation based on the severity of the antecedent pulmonary emboli. 

After due deliberation, the panel agreed that the preponderance of evidence with regard to the functional impairment of multiple pulmonary emboli, albeit resolved, favors its recommendation as an additionally unfitting condition for disability rating.  It is appropriately coded 6817 and meets the VASRD §4.97 criteria for a 0% rating.  A higher rating of 30% is not warranted in the absence of symptoms.  However, although the CI did not have symptoms or a diagnosis of chronic pulmonary thromboembolism requiring anticoagulant therapy, which would warrant a rating of 60%, she did require lifetime anticoagulant therapy to prevent recurrence of the multiple pulmonary emboli, especially with a history of protein S deficiency, but at the time of separation, the CI was not on Coumadin.  However, this offers no increase to the CI’s combined rating.

Contended PEB Conditions:  Bilateral Lower Extremity Stress Fractures, Depression and Endometriosis.  The panel’s main charge is to assess the fairness of the PEB’s determination that the contended conditions were not unfitting.  The depression and endometriosis were not profiled, implicated in the commander’s statement nor judged to fail retention standards.  However, the bilateral lower extremity pain secondary to stress fractures was profiled with an L2, but was not specifically addressed in the commander’s statement nor judged to fail retention standards.  Ranges of motion of the knees and ankles were normal.  The CI had no limitations due to the psychiatric condition and there was an expectation of full remission of depressive symptoms with good treatment.  The CI underwent an endometrial ablation in 2008 with a normal thickness endometrial stripe and had no menstrual cycle since that time.  There was no performance-based evidence from the record that the bilateral lower extremity stress fractures, depression or endometriosis conditions significantly interfered with satisfactory duty performance at separation.  After due deliberation, the panel concluded 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.  


BOARD FINDINGS:  In the matter of the spongiotic dermatitis and IAW VASRD §4.118, the panel recommends no change in the PEB adjudication.  In the matter of the contended multiple pulmonary emboli (necessitating Coumadin therapy) condition, the panel agrees that it was unfitting and recommends a disability rating of 0%, coded 6817 IAW VASRD §4.97.  In the matter of the contended bilateral lower extremity stress fractures, depression and endometriosis conditions, the panel recommends no change from the PEB determinations as not unfitting.  There are no other conditions within the panel’s scope of review for consideration.  As the proposed new combined disability rating results in no change to the combined disability rating previously assigned, the panel recommends no modification or re-characterization of the CI's disability and separation determination.  


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20170222, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record 




AR20180004723, 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







