





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02849
BRANCH OF SERVICE:  Army 	BOARD DATE:  20150707
SEPARATION DATE:  20020220


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-7 (Patriot Launching Station Enhanced Operator) medically separated for syncope (fainting).  The syncope condition could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty (MOS).  He was issued a permanent P3, U3 profile and referred for a Medical Evaluation Board (MEB).  “Recurrent syncope” was forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  The MEB also identified and forwarded five other conditions (mild non-ischemic, non-dilated cardiomyopathy; degenerative joint disease of right shoulder, possible c-spine; recurrent headache, specifically diagnosed as migraine; anterior capsular tear; and instability) for PEB adjudication.  The Informal PEB adjudicated “syncope” as unfitting, rated 0%, with likely application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  The remaining conditions were determined to be not unfitting.  The CI appealed, however he subsequently 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 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 20011105
VA* - (~6 Mos. Post-Separation)
Condition
Code
Rating
Condition
Code
Rating
Exam
Syncope
8299-8210
0%
Non-Ischemic Cardiomyopathy with Preserved Ventricular Function and Episodic Secondary Presyncopal Episodes
7020
30%
20020822
Mild Non-Ischemic, Non-Dilated Cardiomyopathy






Degenerative Joint Disease of Right Shoulder, Possible C-Spine
Not Unfitting
Residuals, Right Shoulder Injury (Non-Dominant)
5201
20%



Degenerative Joint Disease Of Bilateral Shoulders
5003
NSC

Anterior Capsular Tear





Instability





Recurrent Headache, Specifically Diagnosed as Migraine

Tension Headaches
8100-8100
0%

Other MEB/PEB Conditions x 0 (Not In Scope)
Other x 9
RATING:  0%
RATING:  50%
*Derived from VA Rating Decision (VARD) dated 20021113 (most proximate to date of separation (DOS)).  


ANALYSIS SUMMARY:  The Board notes that the PEB adjudicated an unfitting “syncope” condition, which the DD Form 199 noted included two MEB forwarded conditions – “recurrent syncope” and “mild non-ischemic, non-dilated cardiomyopathy.”  The Board unanimously agrees that the evidence supports that the two conditions are interrelated, the cardiomyopathy likely being the cause of the heart rhythm irregularities, and their disability effects are intertwined and cannot be separated for fitness implications.  Therefore, they cannot be unbundled and are not eligible for individual disability ratings.  Thus, the conditions are discussed together below and referred to as the syncope condition for the Board’s deliberation and rating recommendation.

Syncope Condition.  The narrative summary (NARSUM) notes the CI was referred for an MEB for “cardiac arrhythmias which have resulted in multiple episodes of syncope and loss of consciousness.”  The CI had a one year history of syncope (fainting) and pre-syncope (symptoms such as nausea, lightheadedness, shortness of breath, dizziness) once per month with exertion, with an increase in frequency in the 3 months before the MEB examination to 2 to 3 times per week.  The CI was seen in the emergency room on 16 December 2000 and treated with antibiotics for a 2-month history of chest pain (CP), cough, and headaches.  Holter monitor testing on 19 December 2000 was abnormal with a predominate heart rhythm of tachycardia (maximum heart rate 163, minimum 49 – normal 60-100).  An echocardiogram (echo) on 20 December 2000 noted a decreased ejection fraction (EF) of 35%, +/-5% (normal 55%-75%) with “global hypokinesis” (decreased motion) of the left ventricular (LV) wall and moderately reduced LV function (consistent with a cardiomyopathy diagnosis).  All heart chamber sizes and valves were normal.  On an exercise treadmill stress test (ETT) on 21 December 2000 the CI achieved 17.6 METS (a standardized measure of exercise tolerance - 1 MET represents the energy cost of standing quietly at rest, 10-12 METS is consistent with strenuous activity levels) with widespread EKG changes noted at peak exercise with chest pain, numbness, and tingling, which resolved with rest.  Following this, notes in the service treatment record (STR) indicated the CI underwent cardiac catheterization with no evidence of coronary vascular disease noted.  Shortly after this the CI was hospitalized for a few days for CP in late January 2001.  According to the NARSUM, electrophysiologic studies (EPS) on 23 January 2001 were unable to provoke an abnormal heart rhythm; tilt table testing on 1 February 2001 did not produce syncope, but the CI reported lightheadedness, nausea, and fatigue with an increased heart rate and a diagnosis of neurocardiogenic syncope (vasovagal syncope) was considered.  A nuclear medicine scan (MUGA scan) on 29 January 2001 was performed for a more accurate assessment of the EF and noted a mildly reduced EF of 50%.  At a cardiology evaluation on 28 February 2001 the CI reported daily CP unrelated to exercise.  A loop recorder (LR) was implanted to monitor the CI’s heart rhythm.  Following this, the CI had a syncopal episode on 1 March 2001 and was placed on quarters for 72 hours.  Chest X-rays on 16 March 2001 were reported as normal.  The NARSUM noted that the LR showed an episode of supraventricular tachycardia (SVT) associated with syncope.  The CI underwent an ablation of a slow electrical pathway by the electrophysiologist on 11 June 2001.  Following the procedure the CI continued to report CP with stress and unpredictable dizziness, but the cardiologist noted there had been no “true syncope.”  A rheumatologic evaluation was performed on 27 June 2001 due to reported joint pains and swelling noted with cardiovascular symptoms, but no rheumatolgic diagnosis was identified.  

At the MEB examination on 4 October 2001, 5 months before separation, the CI reported recurrent “passing out spells.”  There was no MEB physical exam performed, but the MEB examiner noted the initial physical examination nine months before the MEB (21 December 2000) was unremarkable.  The CI’s current condition was listed as New York Heart Association Class I (for congestive heart failure) and functional therapeutic classification I for other cardiac symptomology (“Cardiac disease, but no symptoms and no limitation in ordinary physical activity, e.g, no shortness of breath when walking, climbing stairs, etc.”) The MEB examiner listed diagnoses of recurrent syncope and mild non-ischemic, non-dilated cardiomyopathy.

A VA outpatient cardiology evaluation on 31 July 2002 (5 months after separation) noted a diagnosis of a dilated cardiomyopathy with mildly deteriorating LV function and reduced exercise tolerance.  

At the VA Compensation and Pension (C&P) examination on 22 August 2002, 6 months after separation, the CI reported his heart condition had improved because now he did not experience syncope, but had pre-syncopal episodes approximately once a week, with symptoms of dizziness, shortness of breath, nausea, or chest pain and rapid heart rate, but during the exam he reported he might be feeling dizzy and the VA examiner noted a mildly low heart rate (56 bpm).  The VA examiner noted the CI would become short of breath walking up a hill or climbing a flight of stairs, or jogging for three minutes.  The exam noted a pulse of 105, in contrast to the pulse of 56 noted when the CI felt some symptoms.  Cardiac exam noted a rapid heart rate, without murmurs or other abnormalities noted.  An EKG dated 15 August 2002 noted a slow heart rate and indicated there was an old infarct (area of dead heart muscle – myocardial infarct [MI]) in the septum of undetermined age.  An echo dated 23 August 2002 noted an enlarged LV with a diffusely decreased wall movement,  The EF was reported 54% but the examiner indicated it appeared to be less than that and the findings suggested a dilated non-ischemic cardiomyopathy, with preserved LV function and episodic pre-syncopal episodes.  The examiner also commented that the EKG findings of an old infarct were likely secondary to the cardiomyopathy and not an additional diagnosis of MI (heart attack).  

At an evaluation with the CI’s treating cardiologist on 15 October 2002, the LR indicated that an episode of rapid heart rate of 180 beats per minute clearly occurred after the ablation procedure.  The examiner also noted the CI continued to report palpitations and syncope despite his medication and that due to technical issues the recording device did not store more than three events (suggesting that events of abnormal rhythm with syncope or pre-syncope may have been missed).  The cardiologist recommended repeat EPS and maximal ETT to try to provoke an abnormal rhythm.  A repeat MUGA scan indicated “mild left ventricular dysfunction”, with a decreased EF of 48.8% (down from 50% on the previous MUGA scan) and on a repeat ETT the CI reached 11.9 METS (down from 17.6 METS). (218, 379)  At a VA cardiology follow-up on 13 November 2002 the examiner noted the CI has “minimal symptoms consistent with near syncope and chest pain”.  The CI had not had a syncopal episode since his previous visit and reported feeling well on his medications.  The VA cardiologist provided the opinion that the CI’s symptoms were “probable cardiomyopathy, viral in nature which has resolved with minimal myonecrosis” (heart muscle death) and cleared the CI to resume full employment.  The CI was seen by PC on 15 January 2003 and reported a syncopal episode that morning.  At a follow-up visit on 25 February 2003, the VA cardiologist noted LV function was “markedly improved with EF in the “high 40% to low 50% which should not be causing him to pass out” and planned on repeat cardiac studies, including EPS.  At an evaluation on 15 July 2003 with the civilian electrophysiologist (performed the ablation during AD), the examiner again indicated that the CI’s syncope episodes were possibly neurocardiogenic syncope (rather than due to an abnormal heart rhythm).  At a VA cardiology evaluation on 11 August 2003, 18 months after separation, the CI reported that he had tried to return to work, but had two syncopal episodes and a new LR was implanted.  Following this, notes indicated the CI had another syncopal episode and a note in October 2003 indicated that a third round of EPS evaluation by another electrophysiologist was pending.  

The Board directed its attention to its rating recommendation based on the above evidence.  The PEB rated the syncope condition 0%, coded 8299-8210 (analogous to incomplete paralysis of the vagus nerve) IAW §4.124a (neurological conditions), an analogous code for syncope.  The VA characterized the condition as “…cardiomyopathy...with secondary pre-syncopal episodes”, rated 30%, coded 7020 (cardiomyopathy) IAW §4.104 (cardiovascular system).  The Board first noted the evidence supports the CI was diagnosed with a cardiomyopathy with frequent episodes of near syncope and occasional frank syncope, frequent chest pain, and abnormal heart rhythms, both tachycardia and bradycardia.  The working diagnoses before separation was a non-dilated cardiomyopathy and recurrent syncope due to SVT and at the VA the diagnosis was noted to be dilated cardiomyopathy, supported by the finding of an mild enlarged LV on the echo, mild LV dysfunction on the MUGA scan, and decreased exercise tolerance on the ETT.  The Board acknowledges that there was some diagnostic uncertainty in the STR, which continued in the post-separation records, as to the etiology of the CI’s persistent syncope symptoms, but the evidence of a mild cardiomyopathy during active duty was clear.  One diagnostic formulation of the CI’s condition is that he had a viral cardiomyopathy (as opined in the record by the VA cardiologist) which affected the conduction system of the heart.  Therefore, for the purposes of rating the CI’s disability at separation the Board agreed that the evidence noted above was sufficient to support coding the syncope condition analogously to 7020 at separation.  The Board first noted that the CI did not meet the 10% rating which is based upon METS achieved during ETT with associated symptoms.  The CI started out with above normal ETT performance with an exercise tolerance of 17.6 METS, which reduced to 11.9 METS on the second ETT, 8 months after separation.  However, the 30% and 60% rating criteria include additional objective findings, which if present, by themselves support a higher rating.  The Board agreed that the syncope condition met the 30% rating based on the presence of enlarged LV on echo, but noted that the condition also met the next higher evaluation of 60% for “left ventricular dysfunction with an ejection fraction of 30 to 50%.”  The Board engaged in a lengthy discussion regarding the 30% versus the 60% rating.  The Board majority agreed that the EFs in record determined by serial MUGA scan were 50% and 48.8% respectively, and thus met the criteria for the 60% rating.  Furthermore, the Board majority opinion was that the CI’s disability was consistent with 60% disability as post-separation records indicated he was unable to hold a job due to continued syncope.  The Board reviewed alternatively coding the syncope condition as 7010 (supraventricular tachycardia) but the highest evaluation available under this code is 30%.  The Board also alternatively considered coding as 8299-8210 (analogous code for syncope- would include neurocardiogenic syncope also), but noted the highest rating available under this code is 50%.  Thus, the Board concluded that coding IAW §4.104, analogous to 7020, clearly provides the highest evaluation and is consistent with the medical facts of the case as elaborated above.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board majority recommends a disability rating of 60% for the syncope condition, coded 7099-7020.  


Contended PEB Conditions.  The MEB listed three conditions of the shoulder - degenerative joint disease, anterior capsular tear, and instability separately.  The Board noted that these are all findings related to the right shoulder condition and their disability effects are not separable for individual fitness determinations, therefore they are addressed together below in the discussion of the fitness of the right shoulder condition with an attendant disability rating if recommended as unfitting at the time of separation.  Also, the Board noted that following “DJD of right shoulder,” “possible C-spine” was noted by the NASRUM examiner and the MEB forwarded the condition with that exact wording.  The C-spine reference will also be addressed with the right shoulder condition.  The Board’s main charge is to assess the fairness of the PEB’s determination that the right shoulder condition and the migraine condition were not unfitting.  The Board’s threshold for countering fitness determinations requires a preponderance of evidence, but remains adherent to the DoDI 6040.44 “fair and equitable” standard.  

Right Shoulder Condition DJD, Possible C-spine, Anterior Capsular Tear, and Instability Condition.  The MEB Orthopedic (Ortho) addendum dated 20 February 2002 noted the CI had pain of his right shoulder with acromioclavicular joint arthritis and underwent decompression surgery on 7 September 2000.  No shoulder instability was noted at the surgery.  The MEB ortho addendum indicated the right shoulder was the CI’s dominant shoulder, but all other notes in the STR indicated the CI was left hand dominant, including the history completed for his military enlistment physical completed by the CI.  Notes in the STR indicated that following the surgery the CI reported numbness of his forearm that was “longstanding,” but had not been evaluated, and shoulder pain.  He reported that his shoulder occasionally “popped out” before the surgery, but not since.  The orthopedic examiner questioned if the sensory disturbances of the arm were related to the C-spine and ordered EMG/NCV studies to evaluate the level of the abnormality.  According to the NARSUM the EMG/NCV studies were normal.  A physical therapy evaluation on 24 October 2000 noted flexion and abduction of 130 degrees each (normal 180 for each) and an orthopedic evaluation on 20 November 2000 noted full abduction, but with pain with greater than 90 degrees abduction.  

The MEB ortho addendum exam noted a well-healed surgical scar with good passive shoulder ROM.  There was normal upper extremity strength and sensation.  There were positive impingement signs, and the examiner noted “pain with abductor external rotation test.  He does not sense that his shoulder is coming out of the joint and is not relieved with putting anterior pressure on the joint.”  Magnetic resonance imaging of the shoulder on 22 February 2001 showed an anterior capsule tear with a labral (cartilage) tear.  The orthopedic specialist indicated the CI had “impingement probably secondary to instability.”  The examiner recommended re-evaluation and consideration of additional surgery after more physical therapy and recommended that the CI did not meet retention standards for the shoulder condition.  The examiner indicated that the limitations due to the shoulder impaired the CI’s ability to perform in his MOS, noting he was unable to lift a ruck sac, run, jump, or do overhead work.  The commander’s statement noted that the CI’s current physical limitations prevented him from performing the duties of his MOS, but did not mention specific medical condition(s).  The permanent profile listed syncope and the right shoulder condition, which included DJD with anterior capsular tear and chronic instability, and noted no overhead lifting.  A medical statement by the orthopedic surgeon dated 20 November 2000 recommended that the CI’s orders to PCS be delayed 6 months until after he had completed rehabilitation and treatment.  The right shoulder condition was profiled, was judged to fail retention standards, and there was performance based evidence in the record that the right shoulder condition significantly interfered with satisfactory duty performance.  The Board agreed that the preponderance of the evidence with regard to the functional impairment of the right shoulder condition supports recommending it as an unfitting condition at separation and deliberated the rating of the right shoulder.

At the VA C&P General examination on 22 August 2002, 6 months after separation, the CI reported constant right shoulder pain with flare-ups three to four times per week due to heavy lifting and recurrent subluxations once per week.  The exam noted a well-healed scar.  Shoulder ROM was flexion of 180 degrees and abduction of 180 degrees assisted by the CI’s left hand, with ‘discomfort’ noted with ROM.  There was no muscle atrophy and there was full strength and normal sensation of the upper extremities.  Right shoulder X-rays noted post-surgical changes and an otherwise normal joint.  A CT scan noted normal intra-articular surfaces and no soft tissue abnormalities.  Shoulder MRI was recommended if needed, but was not performed due to the CI’s implanted LR (noted in the discussion of the syncope with cardiomyopathy condition).

The Board considered the rating of the right shoulder condition based upon the evidence above.  The PEB adjudicated the three conditions of right shoulder DJD, possible C-spine, anterior capsular tear, and instability as not unfitting.  The VA rated the right shoulder condition 20%, coded 5201 indicating it was the non-dominant shoulder.  The Board first discussed the “possible C-spine” notation on the MEB that appears to have been generated from the orthopedic note which questioned a C-spine etiology of the reported “longstanding” arm numbness.  The EMG/NCV was normal and no other mention of the C-spine was made at the MEB examination and the C-spine was not mentioned on the permanent profile.  The Board concluded that the C-spine was a diagnostic consideration which was not identified in the STR as a condition, much less an unfitting condition.  Therefore, the Board did not give further consideration to the C-spine comment.  The Board focused on the right shoulder condition and noted that the CI was diagnosed with instability based on the MRI results which noted anterior capsule disruption, which is frequently caused by anterior shoulder dislocation.  The rating criteria of 5202 (humerus impairment) require recurrent dislocations with some evidence of guarding of arm movements.  The CI reported his shoulder “popping out,” before his surgery, but not after, but noted frequent subluxations of the shoulder at the post-separation C&P exam.  However, no guarding or clinical evidence of instability was documented in the STR, or at the MEB ortho or C&P exams.  Board consensus was that the threshold 10% rating of 5202 was not supported by the evidence.  Therefore, the Board instead considered coding as 5201 as did the VA.  The evidence in the STR supports that the CI had shoulder ROM above shoulder level, but with pain/discomfort.  The post-separation C&P noted that the CI had full flexion of the shoulder and he assisted the right shoulder to 180 degrees of abduction, but did not clearly document the degrees of active right shoulder abduction the CI was able to achieve without assistance.  Therefore, the Board placed greater probative weight on the service exams which noted unassisted, acute ROM of abduction and flexion above shoulder level, which by Board practice is taken to be 90 degrees.  The ROM did not meet the 5201 threshold for a 20% rating for arm motion limited “at shoulder level.”  However, the Board agreed that with consideration of functional loss IAW §4.59 (Painful motion), §4.40 (Functional loss), and §4.45 (The joints), the right shoulder met a 10% for painful motion.  Also, the Board noted a 10% rating could be achieved coded as 5003 for limited motion of a joint with evidence of arthritis or 5299-5203 (impairment of the clavicle or scapula), an analogous code for rotator cuff injury.  The Board finally reviewed to see if the evidence supports a higher evaluation with any applicable code but there was no evidence in record of recurrent dislocations, impairment of the humerus, or shoulder ankylosis to support a higher rating than 10%.  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 shoulder condition, coded 5299-5201.  

Migraine Condition.  The NARSUM noted a diagnosis of “recurrent headache, specifically diagnosed as migraine” but did not otherwise address the headache condition.  Treatment notes for multiple symptoms in November and December noted a few months history of headaches.  On the DD Form 2807, Report of Medical History, dated 21 March 2001, the CI reported a 7-month history of migraines with no treatment.  The migraine condition was not profiled or implicated in the commander’s statement and was not judged to fail retention standards.  There was no performance based evidence from the record that the migraine condition 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 determination for the migraine condition and so no additional disability rating is 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 syncope with cardiomyopathy condition, the Board majority recommends a disability rating of 60% coded 7099-7020 IAW VASRD §4.104.  In the matter of the contended right shoulder condition, the Board unanimously agrees that it was unfitting and unanimously recommends a disability rating of 10%, coded 5299-5201 IAW VASRD §4.71a.  In the matter of the contended recurrent headache condition, the Board unanimously recommends no change from the PEB determination 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; and, that the discharge with severance pay be re-characterized to reflect permanent disability retirement, effective as of the date of his prior medical separation:  

CONDITION
VASRD CODE
RATING
Syncope with Cardiomyopathy Condition
7099-7020
60%
Right Shoulder Condition
5299-5201
10%
COMBINED
60%



The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140604, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record











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 XXXXXXXXXXXXXXXXXXXX , AR20160003762 (PD201402849)


1.  Under the authority of Title 10, United States Code, section 1554(a), I approve the enclosed recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) pertaining to the individual named in the subject line above to re-characterize the individual’s separation as a permanent disability retirement with the combined disability rating of 60% effective the date of the individual’s original medical separation for disability with severance pay.  

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:

	a.  Providing a correction to the individual’s separation document showing that the individual was separated by reason of permanent disability retirement effective the date of the original medical separation for disability with severance pay.

	b.  Providing orders showing that the individual was retired with permanent disability effective the date of the original medical separation for disability with severance pay.

	c.  Adjusting pay and allowances accordingly.  Pay and allowance adjustment will account for recoupment of severance pay, and payment of permanent retired pay at 60% effective the date of the original medical separation for disability with severance pay.

	d.  Affording the individual the opportunity to elect Survivor Benefit Plan (SBP) and medical TRICARE retiree options.

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:


			       
						      					
Enclosure
					
CF: 
(  ) DoD PDBR
(  ) DVA 


