





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX.	CASE:  PD-2015-00645
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20040304


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E3, Bradley Linebacker Crewmember, medically separated for and “grand mal seizures,” rated 10%.  


CI CONTENTION:  The CI contents the rating for his seizures should be higher.  The CI’s complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44.  It is limited 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 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 based upon a review of medical records and all available evidence for application of the Veterans Affairs Schedule for Rating Disabilities (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:  

SERVICE PEB - 20040112
VARD - 20040728
Condition
Code
Rating
Condition
Code
Rating
Exam
Grand Mal Seizures
8910
10%
Grand Mal Seizures
8911
10%
STR
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS: 10%


ANALYSIS SUMMARY:  

Grand Mal Seizures.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI had both seizures and multiple closed head injuries as a child, the latter resulting in an overnight hospitalization due to loss of consciousness and a skull fracture at age 10.  None of this history was disclosed at accession.  The Board also noted that the CI had a sister with epilepsy.  On 9 April 2003, the CI had two witnessed “seizures” with tonic-clonic movement and a post-ictal state (confusion).  He was noted to be drowsy and dehydrated on presentation.  Incontinence was not present.  He had recently begun an anti-malarial medication (Mefloquine) which he had first taken 5 days before while in transit to the theater.  He was evaluated in neurology the next day and reported that he had “felt funny” all day, but denied a true aura or sleep deprivation.  He did report two additional episodes of head trauma after accession which were not previously documented.  It was noted that no primary historian (witness) was available (this was in a war zone), but that the history was consistent with two generalized seizures the previous day.  The physical examination was normal.  He apparently had a third seizure that day and was then begun on an anti-seizure medication.  The CI was then air evacuated from theater to his home station.  On 19 April 2003, he was again evaluated by a neurologist.  He was noted to be seizure free since the episode 9 days earlier.  His medications were titrated up and an evaluation begun.  The CI had another seizure on 21 April 2003 (per a 2 May 2003 internal medicine note).  Two days later, an awake and sleep deprived EEG (electroencephalogram) was normal on 23 April 2003.  An MRI on 2 May 2003 showed non-specific findings.  On 22 May 2003, the CI reported another seizure 1-1/2 weeks before.  On 2 June 2003, the CI reported seizures the previous Thursday and Sunday.  There was a concern with medical compliance.  No further details were provided other than the fact that he did not bite his tongue.  On 3 June 2003, the Dilantin level (on testing) was low (which can be provocative of some types of seizures and raises concerns of compliance), but the alcohol level was elevated.  The medical officer noted that drinking alcohol while taking Dilantin can affect the levels (of Dilantin) and increase the chance of a seizure.  A repeat MRI on 12 June 2003 showed improved but persistent findings consistent with either a post-viral syndrome or a toxic exposure.  A primary care note the same day noted that the CI had stopped alcohol and remained seizure free.  The CI was then referred for MEB.  The neurology addendum for the MEB was dated 22 July 2003, 7 months prior to separation.  It noted that the CI had continued seizures in the face of sub-therapeutic levels of Dilantin and changed this to a different medication, Depakote.  He reported side effects from the Dilantin and compliance was poor.  The MEB NARSUM examination was dated 15 December 2003, 3 months prior to separation.  The CI reported no further seizures since changing to Depakote.  He was noted to have a seizure disorder complicated by compliance issues.  No further records were in evidence and no additional seizures were recorded prior to separation.  A review of the records showed that the CI had one seizure which was, apparently, observed by medical personnel.  The other seizures which were reported were second or third hand and without a detailed description of the event.  The CI did not report for scheduled VA compensation and pension (C&P) examinations.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the grand mal seizures at 10%, coded 8910 (grand mal epilepsy) noting the medication non-compliance and alcohol use.  It also noted that the CI had been “essentially free of seizures” since starting Depakote.  The Board noted that there were no more “seizures” recorded after initiation of Depakote.  The VA also rated the seizure disorder condition 10% coded 8911 (petit mal), based on service treatment records for the use of medications with a confirmed diagnosis of epilepsy.  It noted that the CI had not reported for VA C&P examinations scheduled for 15 April 2004 and 1 May 2004.  The CI first presented with a history of a witnessed seizure on 9 April 2003, but there were no first hand reports.  The CI apparently had a third seizure the next day, but again no first hand report was found.  This seizure was, by report, witnessed by medical personnel.  No other seizure was witnessed by medical personnel.  The Board also noted these began after the CI was begun on Mefloquine, an anti-malarial medication.  Mefloquine is a medication known to provoke seizure activity and is contra-indicated for use in individuals with a history or seizures.  The CI had a history of seizures and head trauma in childhood.  Neither had been previously disclosed and both were denied on the accession history.  Following the seizure activity at the onset of his deployment, the CI was begun on Dilantin.  His compliance was sub-optimal and low blood levels of Dilantin resulted.  He also continued to use alcohol which is contraindicated while taking Dilantin.  Both sub-therapeutic levels of Dilantin and the use of alcohol while on it are known to be provocative of break-through seizures.  Break-through seizures were reported, but again no first hand report was in evidence nor was there a detailed description of the events.  Once the CI was changed to Depakote and discontinued the use of alcohol, his seizures abated.  No further seizures were recorded in the final 9 months of active service.  The criteria for a 10% rating is a confirmed diagnosis of epilepsy with a history of seizures.  For a 20% rating, at least 1 major seizure in the last 2 years; or at least 2 minor seizures in last 6 months.  For a 40% rating, there should be at least one major seizure in the last 6 months or two in the last year.  The Board noted that there are medical records indicating that the CI had one seizure observed while hospitalized.  The others are all second or third hand reports.  The rating for epilepsy is discussed in VASRD §4.121.  It notes, in part, “As to frequency, competent, consistent lay testimony emphasizing convulsive and immediate post-convulsive characteristics may be accepted.”  In fact, most of the reporting was by the CI who was relaying what he had been told by others and the description of the seizures was very limited, in some cases he simply stated that he had had another seizure without further elaboration.  The seizure activity was initially after the ingestion of Mefloquine, a medication provocative of seizures especially if there is a prior history of seizures.  Subsequently in the face of poor compliance and alcohol use, both of which are also provocative of seizures.  The evidence is that the CI was seizure free the last 9 months of active duty once the medications been discontinued and provocative behavior had stopped.  The only seizure which was found to satisfy the requirements of VASRD §4.121 was the one witnessed by medical personnel.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 20% for the grand mal seizure condition, coded 8910.  


BOARD FINDINGS:  In the matter of the grand mal seizure condition, the Board unanimously recommends a disability rating of 20%, coded 8910 IAW VASRD §4.124a.  There were no other conditions within the Board’s scope of review for consideration.  The Board, therefore, recommends that there be no re-characterization of the CI’s disability and separation determination.  

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

CONDITION
VASRD CODE
PERMANENT RATING
Grand Mal Seizures
8910
20%
COMBINED
20%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20150605, 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, AR20170000440 (PD201500645)


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, accept the Board’s recommendation to modify the individual’s disability rating to 20% without re-characterization 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 


