





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02274
BRANCH OF SERVICE:  Army	BOARD DATE:  20150629
SEPARATION DATE:  20050929


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-4 (Veterinary Food Inspections Specialist) medically separated for migraine headaches.  The migraines could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty (MOS).  The profile allowed for an alternate aerobic event to satisfy physical fitness standards.  He was issued a permanent P3/L2/S3 profile and referred for a Medical Evaluation Board (MEB).  “Migraine headaches” were forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  The MEB also identified and forwarded dysthymia, attention deficit hyperactivity disorder (ADHD), and personality disorder, not otherwise specified (NOS).  The MEB further identified and forwarded right anterior knee pain and low back pain (LBP) as meeting retention standards.  The Informal PEB adjudicated “headaches, described as migrainous” as unfitting, rated 0%, with likely application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  The remaining conditions, with the exception of the personality disorder, NOS were determined to be not unfitting.  The PEB stated personality disorder, NOS if determined to render the CI unable to perform military duties can be the basis for an administrative rather than medical separation IAW DoDI 1332.38 encl 4, para E4.13.1.4.  The CI appealed to the Formal PEB; however, he withdrew his appeal and was medically separated.


CI CONTENTION:  “Please consider all conditions.”


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44, Enclosure 3, paragraph 5.e.(2).  It is limited to those conditions determined by the 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/Naval 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 confined to review of medical records and all available evidence for application of the 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:

IPEB – Dated 20050531
VA* - (~2 Mos. Post-Separation)
Condition
Code
Rating
Condition
Code
Rating
Exam
Migraine Headaches
8100
0%
Migraine Headaches
8100
30%
20051128
Dysthymia
Not Unfitting
No VA Placement
ADHD
Not Unfitting
No VA Placement
Low Back Pain
Not Unfitting
No VA Placement 
R Knee Pain
Not Unfitting
R Knee Patellofemoral Syndrome
5299-5262
10%
20051128


No VA Placement
Other MEB/PEB Conditions  x 1 (Not In Scope)
Other x 1
RATING:  0%
RATING:  60%
*Derived from VA Rating Decision (VARD) dated 20060130 (most proximate to date of separation [DOS]).


ANALYSIS SUMMARY:

Headache Condition.  The service treatment record (STR) documents that the CI complained of recurrent headaches (HA) since Advanced Individual Training (AIT).  The records document multiple encounters with the emergency department, the orofacial pain clinic, family medicine, and neurology beginning in February 2000.  The 24 July 2001 neurology consult impression was chronic daily headache, migraine versus tension headache.  The 6 November 2001 neurology consult reported that the CI previously had 2-3 headaches/week.  In response to beta blocker (propranolol) prophylaxis (prevention), he had 2-3 headaches/month.  The diagnosis listed improved migraine with therapy and to continue prophylactic (propranolol) and abortive (midrin) treatments.  The 11 December 2002 neurology impression listed Refractory Migraine Headaches.  “The pt's presentation of throbbing, retro-orbital pain associated with photo/phonophobia [light/sound sensitivity] and preceded by an aura, the headache lasting for 12-24 hours is consistent with a migraine headache.  Pt has been through an extensive list of both prophylactic and abortive drugs without sufficient control.”  Serial imaging studies (head CT:  performed on 6 October 2003, 20 September 2004, 24 November 2004; brain magnetic resonance imaging (MRI):  performed on 31 October 2003, 15 March 2004) were interpreted as normal or having nonspecific/nonpathological anatomic features.  The 20 October 2003 neurology consult documented “This is a 23 y/o wm with a history of migraine headaches with an aura that are presently poorly controlled. … I feel the pts dysthymia contributes significantly to his headaches.  The abnormality on the pts at ct exam may be an extension of his right lateral ventricle.”  On 5 February 2004 the CI began a series of BOTOX (clostridium botulinum neurotoxin that blocks neuromuscular transmission) injections by neurology for chronic migraine prophylaxis.  The 16 March 2004 neurology consultation documented “Subjective:  24 y/o WM complains of 9 day hx of constant HA [headache].  Prior to and during admission pt was treated with 2 courses of PO [oral] prednisone [corticosteroid] for 5 days.  Pt was admitted on 12 March 04 for 72 hour IV DHE [intravenous dihydroergotamine] therapy [treatment of chronic intractable migraine headache/status migrainosus] that has not broken the patients HA.  Pt says the DHE decreases the HA a little. … Pt has responded favorably to botox injections in the past.  Pt taking daily VPA [valproic acid] for prophylaxis therapy.  Usually takes migrainal [abortive medication for acute attack] and toradol [NSAID] for intermittent HA's with relief.”  The assessment listed “Intractable chronic daily headache.  The etiology is multifactorial including I suspect large amount of psychiatric overlay.  Pts neurological exam essentially WNL [within normal limits] except subjective complaint of diminished sensation globally ….”  The 17 March 2004 inpatient psychiatry consult documented “The lack of objective evidence of his migraine and other medical conditions sug[g]ests that his complaints although real to the pt are possibly from a unresolved ego conflict that is now being expressed as somatic complaints. … Recommendations:  Suspect he has migraine headaches (real) with strong component of conversion (exag[g]eration).”  On 29 March 2004 the CI had a sphenopalatine ganglion block (SPGB - anesthetic applied/instilled for facial/head pain) performed by the orofacial pain clinic for his intractable (8/10) migraine.  On 21 December 2004 the CI returned to the pain clinic for SPGB application for migraine headache.  The examiner documented “Have treated this patient before, March of this year, as an in-patient.  Pt states the block I gave him then lasted 2 months (!).”  The 28 December 2004 neurology consultation for the MEB documented “The patient states he is having 1-2 headaches a week now, since he is under increased stress. … pain is usually a 6-8/10 behind both eyes and in the left temple area. … throbbing … occasionally … accompanied by nausea …  occasionally gets tunnel vision … before the headache. … is missing approximately 5 days per month … is able to do PT. … as a child, he had a head injury but did not lose consciousness … his sister has headaches, … Currently, for the patient's headaches, he is taking Depakote … [prophylaxis medication], Migranal twice a week [abortive medication].  Stadol is his rescue medication [used when abortive medication fails or cannot be used], and he uses that about once a week.”  The neurologic exam, which included mental status, cranial nerves, motor, sensory, cerebellar, gait, deep tendon reflexes, and primitive reflexes exams, was unremarkable.  The assessment recorded “This is a 25-year-old white male, well known to the neurology clinic for chronic cephalgia [headache].  The patient's headaches do share some migrainous features.  Suspect that his depressive disorder may be contributing significantly to his headaches. … By this time, he may have a central sensitization, and his headaches may be refractory to routine treatment modalities.”  On 27 January 2005 the CI returned to the pain clinic for SPGB application.  The examiner documented “Current migraine since last PM.  Frontal with posterior cervical pain.  Migraine typical.  Has responded to SPGB in past.  Pt states last block lasted over 1 week.  XXXX charts pt stated pain returned in 3 days.”  The narrative summary (NARSUM), 7 months prior to separation, documented “… developed problem headaches during AIT … throbbing, severe retroocular pain w/ associated emesis, scotomata [partial vision loss/blind spot in normal visual field], photophobia, and phonophobia … once or twice a month … diagnosed with common migraine. … As his headaches persisted despite multiple therapeutic modalities, a neurology consult … was placed … was experiencing daily headache with ‘severe’ symptoms weekly. … culminated in a hospital admission … for intravenous DHE therapy … symptoms improved … Pain Management … initiated a sphenopalatine nerve block … headache resolved. … treated with Botox injections … a multidisciplinary approach … from Neurology, Psychiatry, Pain Management and Family Practice … determined … a significant psychological element to his headaches … a maladaptive stress response … has experienced significant absenteeism from his duties, his unit initiated chapter proceedings … served to increase his stress and led to exacerbation of his headache complaints. … Respite from his headaches occurred … while taking official leave … [treatment] modalities have ultimately proved adequate to control his symptoms.”  Other than mild lower back pain with flexion and right knee crepitus (grating sound or sensation), the physical exam was unremarkable.  The diagnosis listed moderate-severe migraine headaches.  The examiner recorded “The service member's functionality is significantly compromised as his headaches are prostrating and often are unpredictable in onset … does not meet retention standards.”  The commander’s statement was lengthy, detailed, comprehensive, and unambiguous.  The commander was very explicit that the headache complaints had not impacted the CI’s ability to execute his duties or limited his capabilities to perform in his MOS.  The General Medical Compensation and Pension (C&P) exam, 1 month after separation, documented “first developed headaches in 2000 … has nausea, an aura frequently, usual frequency is … every one to two weeks … sometimes … as frequently as two times a week … may last one to two days without therapy.  They are completely debilitating. … sleep with medication sometimes … will have improvement …”  The exam documented “On exam, when initially seen his head is covered.  He is in the midst of a severe headache.  He is with lights in the examining room, well appearing, … Pupils equally round and reactive to light. … Neurologic exam is nonfocal.  Mental status intact.”  The impression listed migraine headaches which are debilitating when present.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB, 4 months prior to separation, rated the headache condition 0%, coded 8100 (migraine headaches).  The PEB cited headaches described as migrainous, with onset early in service, progressively more severe, and unresponsive to therapy.  Headaches were complicated by medication adverse reactions, history of extensive halucinogenic drug use, prescription overconsumption, and significant psychological overlay by preexisting (EPTS) mood and personality disorders.  The PEB noted headaches appeared to be stress related to military service, and much improved away from the military environment.  The VARD, rated the headache condition 30%, also coded 8100.  The VARD cited he had received treatment on numerous occasions for migraine headaches, sometimes headaches as frequently as two times a week, may last one to two days without therapy,  and completely debilitating.     The MEB neurology consultation documented “The patient states he is having 1-2 headaches a week now, since he is under increased stress. … he is taking … Migranal twice a week [abortive medication].”  The estimation of the social and industrial impairment could be inferred from “is missing approximately 5 days per month ….”  The neurologist did not comment on prostrating attacks.  The assessment did not list “migraines” but recorded “… chronic cephalgia … headaches do share some migrainous features.  Suspect that his depressive disorder may be contributing significantly to his headaches.”  The C&P exam documented “… has nausea, an aura frequently, usual frequency is … every one to two weeks … sometimes … as frequently as two times a week … may last one to two days without therapy.  They are completely debilitating.”  The impression listed migraine headaches which are debilitating when present.  Certainly the headache which required hospitalization, and aggressive interventions to abort, could be considered prostrating.  While the CI sought frequent care, it is not clear from the STR the number of headaches that could be characterized as “prostrating.”  The commander made it quite clear headache complaints had not impacted the CI’s ability to perform duties in his MOS.  Under code 8100 a rating of 10% requires characteristic prostrating attacks averaging one in 2 months over a several month period.  The next higher rating, 30%, requires characteristic prostrating attacks averaging once a month over a several month period.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the headache condition.

Contended PEB Conditions.  The Board’s main charge is to assess the fairness of the PEB’s determination that the dysthymia, ADHD, personality disorder, low back, and right knee conditions were not unfitting.  The Board’s threshold for countering fitness determinations is higher than the VASRD §4.3 (reasonable doubt) standard used for its rating recommendations, but remains adherent to the DoDI 6040.44 “fair and equitable” standard.

Contended Mental Health (Dysthymia, ADHD, Personality Disorder) Conditions.  The NARSUM psychiatry addendum, 5 months prior to separation, documented “This is a dysthymic 24 y/o personality disordered active duty Army E4, in which a pending unit chapter separation has been halted by a migria[ai]ne MEB.  From a psychiatric standpoint he IS FIT FOR DUTY, and would not otherwise receive a stand alone psychiatric board. … His character structure also contributes to the unconscious factious nature of his numerous, inconsistent, waxing and waning complaints, both physical and psychological. … XXXX DOES NOT meet criteria for major depression or specific anxiety disorders, rather his labile moods and conduct are better explained by dysthymia and PD [personality disorder] NOS.  These decisions have been reached after 9 mo of individual appointments, weekly group, review of psychological testing and previous clinical notes, discussion with XXXX command, and collaboration with psychiatry colleag[u]es. … Dysthymia would appear to have existed prior to service, but to also have been exacerbated while serving.  ADHD will be kept as it existed prior to service and he was treated with stimulants prior. … The future treatment for XXXX will be psychotherapy, with likely minimal benefit from medications.” The diagnoses listed Axis I: Dysthymia and ADHD. Axis II: Personality Disorder NOS.  While the dysthymia, ADHD, and personality disorder (not a disease or injury in the meaning of applicable legislation for disability compensation purposes) were profiled, they were not implicated in the commander’s statement.  They were not judged to fail retention standards by the MEB, and found to be not unfitting and therefore not ratable by the PEB.  The Board determined that the preponderance of evidence indicated that the dysthymia and ADHD conditions were not unfitting for continued military service.

Contended Low Back Condition.  The first mention of back pain in the STR was in a 17 November 2003 family medicine encounter with the diagnosis of low back sprain/strain.  The 18 March 2004 physical therapy follow-up documented full active range-of-motion (FAROM).  Overall progress listed 100% return to work and 90% decrease in pain.  The NARSUM documented intermittent lower back pain complaints and treated in physical therapy and pain management.  The physical exam recorded no tenderness of the spinal musculature, but mild lower back pain was noted with forward flexion.  The diagnosis listed LBP, meets retention standards.  The 15 March 2005 pain rehab clinic follow-up for chronic LBP documented a normal gait, neuro grossly intact and pain to palpation of the bilateral SI [sacroiliac] joints right greater than left and other low lumbar areas of point tenderness were noted.  The LBP was not profiled, not implicated in the commander’s statement, not judged to fail retention standards by the MEB, and found to be not unfitting and therefore not ratable by the PEB.  The Board determined that the preponderance of evidence indicated that the low back pain condition was not unfitting for continued military service.

Contended Right Knee Condition.  The first mention of right knee pain in the STR was in a 17 April 2002 family medicine encounter.  The CI reported that symptoms were on and off for 6 months but now more continuous.  The exam showed no laxity or effusion and full ROM.  The 3 October 2002 orthopedic surgery evaluation assessment was right knee RPPS (retropatellar pain syndrome).  The 9 April 2003 orthopedic surgery evaluations documented a normal right knee MRI and the assessment was chronic right knee PFPS (patellofemoral pain syndrome).  The 12 October 2004 orthopedic surgery evaluation noted the CI was not a good surgical candidate and the MRIs (13 March 2003 and 4 April 2004) were normal.  The NARSUM documented “He was diagnosed with right Anterior Knee Pain in April 2002.  Subsequent interventions by TAMC Physical Therapy failed to relieve his symptoms and he was referred to Orthopedics.  MRI was unremarkable.  In July 2004, Service member was evaluated by orthopedic staff who did not feel surgery was indicated.  A P2 Profile for knee pain was in effect prior to initiation of MEB.”  The physical exam recorded “mild crepitus is appreciated at right knee.”  The diagnosis listed right anterior knee pain, meets retention standards.  While the right knee condition was profiled, it did not hinder him in his duties per the commander’s statement.  It was not judged to fail retention standards by the MEB, and found to be not unfitting and therefore not ratable by the PEB.  The Board determined that the preponderance of evidence indicated that the right knee condition was not unfitting for continued military service.

All contended conditions were reviewed and considered by the Board.  There was no performance based evidence from the record that any of these conditions significantly interfered with satisfactory duty performance.  After due deliberation in consideration of the preponderance of the evidence, the Board concluded that there was insufficient cause to recommend a change in the PEB fitness determinations for the dysthymia, ADHD, personality disorder, low back, and right knee conditions and so no additional disability ratings are recommended.


BOARD FINDINGS:  IAW DoDI 6040.44, provisions of DoD or Military Department regulations or guidelines relied upon by the PEB will not be considered by the Board to the extent they were inconsistent with the VASRD in effect at the time of the adjudication.  The Board did not surmise from the record or PEB ruling in this case that any prerogatives outside the VASRD were exercised.  In the matter of the headache condition, the Board unanimously recommends a disability rating of 10%, coded 8100 IAW VASRD §4.71a.  In the matter of the contended dysthymia, ADHD, personality disorder, low back, and right knee conditions, the Board unanimously recommends no change from the PEB determinations as not unfitting.  There were no other conditions within the Board’s scope of review for consideration.


RECOMMENDATION:  The Board recommends that the CI’s prior determination be modified as follows, effective as of the date of his prior medical separation: 

CONDITION
VASRD CODE
RATING
Headache Condition 
8100
10%
RATING
10%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140520, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record











SAMR-RB										


MEMORANDUM FOR Commander, US Army Physical Disability Agency 
(AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557


SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation 
for XXXXXXXXXXXXXXXXXX, AR20160000289 (PD201402274)


1.  I have reviewed the enclosed Department of Defense Physical Disability Board of Review (DoD PDBR) recommendation and record of proceedings pertaining to the subject individual.  Under the authority of Title 10, United States Code, section 1554a,   I accept the Board’s recommendation to modify the individual’s disability rating to 10% without recharacterization of the individual’s separation.  This decision is final.  

2.  I direct that all the Department of the Army records of the individual concerned be corrected accordingly no later than 120 days from the date of this memorandum.   

3.  I request that a copy of the corrections and any related correspondence be provided to the individual concerned, counsel (if any), any Members of Congress who have shown interest, and to the Army Review Boards Agency with a copy of this memorandum without enclosures.

BY ORDER OF THE SECRETARY OF THE ARMY:

			     

CF: 
(  ) DoD PDBR
(  ) DVA


