





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02922
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20070815


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-5 (Cavalry Scout) medically separated for panic disorder without agoraphobia, rated 10%.  


CI CONTENTION:  “Please consider all conditions.”


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44.  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 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 Veterans Affairs Schedule for Rating Disabilities 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 20070711
VA* - (~3 Mos. Pre/Post-Separation)  
Condition
Code
Rating
Condition
Code
Rating
Exam
Panic Disorder …
9412
10%
Panic Anxiety/Disorder
9412
Deferred
20071103
Other x 0 (Not In Scope)
Other x 9
RATING:  10%
RATING:  10%
*Derived from VA Rating Decision (VARD) dated 20080214 (most proximate to date of separation (DOS)).  


ANALYSIS SUMMARY:  

Panic Disorder Condition  Service treatment records noted the CI was deployed to Iraq from March 2003-February 2004 and from August 2005-February 2007.  A post-deployment health assessment (PDHA) dated 17 January 2004, documented that the applicant had not seen someone wounded, killed or dead, that he was not engaged in direct combat where he discharged his weapon and did not feel he was in great danger of being killed.  He did not report nightmares and avoidance of thoughts/situations about his experiences over the past month and did not report a loss of pleasure or interest in activities and depression over the past 2 weeks.  He denied suicidal or homicidal ideations.  He indicated he was not interested in receiving information or assistance for stress or emotional concerns.  When he returned to Iraq for the second deployment, he served as a gunner in a Humvee.  He was exposed to combat and feared for his life at times.  The CI self-referred to Mental Health (MH) in January 2007 due to combat operation stress symptoms and chronic chest pain secondary to anxiety resulting from multiple exposures to war trauma.  He reported hearing imaginary gunfire while on mission, difficulty falling asleep, and severe chest pain while on missions with increased anxiety over the past 3-5 months. The chest pains occurred while manning a gun in the vehicles.   He had problems with his supervisors and wanted to attack one so he was transferred.  The worst aspect of the situation in Iraq was seeing the living conditions of children in Iraq.  He began having nightmares of a dead body and seeing himself killed in Iraq and had “two close calls.”  He was treated with cognitive-behavioral psychotherapy (CBT), relaxation training and a medication for depression and anxiety.  The treating mental health provider noted the anxiety could cause significant occupational impairment/compromise in an attack so he made a referral to a cardiologist in Germany during a rest and restoration (R & R) period.  He felt relieved while on R&R.  He denied avoidance of anything that reminded him of Iraq.  He also denied irritability and discomfort around loud noises.  He received a profile and was referred to a psychiatrist who switched his medication to another medication in the same class.  This medication was also stopped and the CI was given a medication just for anxiety. 

The narrative summary (NARSUM) dated May 2007, noted the initial diagnosis in Germany of enlarged heart muscles was incorrect and stated he had “chest pain of unknown origins.”  The Gastroenterologist diagnosed him with reflux.  Despite treatment the chest pain persisted despite returning to Iraq and having “no stress.”  Episodes occurred daily and he took the medicine for anxiety every 1-2 days.  It relaxed him and the chest pain ceased within a few minutes.  Without the medicine the pain would last 10-15 minutes.  The episodes were not stress related.  He denied a fear of going outside, denied depression, and did not have any problems with the rear detachment.  Command did not have any issues with CI’s job performance in Iraq and his rear detachment supervisor reported he performed any task competently.  There were no issues with focus, professionalism, memory, physical abilities, behavior, or mood.  He was taking a medication for anxiety, a medication for reflux, and a medication for his heart.  His mental status exam (MSE) noted he was calm but visibly anxious whenever there was uncertainty about his diagnosis or when his unit tried to send him back to Iraq.  The examiner opined the CI was having panic attacks that consisted mainly of chest pain and occurring 1-2 times per day.  A diagnosis of Panic disorder without agoraphobia was rendered with a Global Assessment of Functioning (GAF) of 65 (mild impairment, symptoms.)  There was no impairment for social and industrial adaptability.

An MH addendum, dated April 2007, noted a diagnosis of anxiety disorder NOS with a GAF of 75 (mild, transient symptoms).  On the MEB DD Form 2807, Report of Medical History, dated 7 May 2007, the CI indicated he had anxiety, difficulty with sleep, and counseling for depression.  The profiling section of the DD Form 2808, Report of Medical Examination, listed diagnoses of anxiety disorder and panic disorder, and assigned an S3 profile.  The commander’s statement noted he was not performing duties in his MOS but was performing driving duties and light indoor/outdoor duties e.g. painting, cleaning and lawn work.  He was working daily.  He had good relationships with supervisors and co-workers, communicated good simple work-related decisions and did not require an unreasonable number and duration of rest periods.  When stressed due to panic attacks, it stopped him from doing his job. 

At the VA Compensation and Pension (C&P) exam performed 3 months after separation, the CI reported disturbed sleep, nightmares, night sweats, irritability, isolation, flashbacks, avoidance, hypervigilance, little interests outside of the home, and no expression of loving feelings.  He was unemployed but attending college.  He was married but he and wife were having some adjustment problems.  Social relationships were poor and he had no activities.  He was not taking any medication, MSE was essentially normal with a mildly irritable mood.  A diagnosis of PTSD was rendered with a GAF score of 45 (serious impairment, symptoms.)

The Board directed its attention to its rating recommendation based on the above evidence. The PEB rated the panic disorder without agoraphobia condition at 10%, coded 9412.  The VA also coded the condition 9412 but deferred the rating until 5 months post-separation, and then assigned a rating at 50% for PTSD.  The Board, IAW DoDI 6040.44 and DoD guidance (which applies current VASRD 4.129 to all Board cases as appropriate), agrees that the stipulations of §4.129 are met in this case; and, will thus recommend a minimum 50% rating for a retroactive 6-month period on the Temporary Disability Retired List (TDRL).  The Board next considered if a rating higher than 50% was warranted at the time of placement on the constructional TDRL period.  The next higher 70% rating requires “occupational and social impairment, with deficiencies in most areas, such as work, school, family relations, judgment, thinking, or mood”.  Board members agreed however that these criteria were not approached, and therefore a rating higher than 50% was not supported.  

The most proximate source of comprehensive evidence on which to base the permanent rating recommendation in this case is the VA C&P examination performed 3 months after separation.  There was no other relevant VA outpatient or civilian provider evidence providing psychiatric details during the 6-month interval.  Board deliberations noted the discrepancy between the minimal occupational impairment/mental health symptoms documented by the pre-separation evidence and the significant mental health symptoms documented in the post-separation evidence.  The pre-separation evidence confirms a consistently documented and well corroborated diagnosis of panic disorder reflected by the STR, a NARSUM that documented a GAF of 65 (mild impairment, symptoms), a commander’s statement that the CI performed well, and a lack of pre-separation of evidence of PTSD.  However, the C&P exam rendered a diagnosis of PTSD and a GAF of 45 (severe impairment, symptoms.)  The Board discussed the likelihood that prior to separation, the CI minimized his symptoms in an attempt to remain in the service or to sustain his record as “an outstanding member” of command.”  After separation, the CI’s mental health condition either worsened or he was more forthright with the VA providers about his symptoms.  He had no arrests, history of violence, psychiatric hospitalizations or visits to the emergency room for MH issues.  He was unemployed but attending college.  No unusual marital problems were endorsed.  MSE was essentially normal.  Board members therefore concluded that the 10% rating most accurately depicted the condition at the time of removal from TDRL.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 50% for 6-months of constructive TDRL and a 10% permanent rating thereafter for the panic disorder condition.


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.  In the matter of the panic disorder without agoraphobia condition, the Board unanimously recommends a disability rating of 50%, coded 9412 IAW VASRD §4.129 for 6 months from the time of discharge consistent with a constructive period of TDRL and then a permanent separation rating of 10% IAW VASRD §4.130.  There were no other conditions within the Board’s scope of review for consideration as reflected below:  

CONDITION
VASRD CODE
RATING


TDRL
PERMANENT
Panic Disorder Without Agoraphobia
9412
50%
10%
COMBINED
50%
10%

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 XXX, Arlington, VA  22202-3557


SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for XXXXXXXXXXXXXXXXXXXX, AR20160005447 (PD201402922)


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  constructively place the individual on the Temporary Disability Retired List (TDRL) at 
50% disability for six months effective the date of the individual’s original medical separation for disability with severance pay and then following this six month period no recharacterization of the individual’s separation or modification of the permanent disability rating of 10%.

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 as follows:

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

	b. Providing orders showing that the individual was separated with a permanent combined rating of 10% effective the day following the six month TDRL period with no recharacterization of the individual’s separation.

	c. Adjusting pay and allowances accordingly.  Pay and allowance adjustment will provide 50% retired pay for the constructive temporary disability retired six month period effective the date of the individual’s original medical separation and adjusting severance pay as necessary to account for the additional TDRL time in service.

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









