





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2015-00818
BRANCH OF SERVICE:  ARMY 	SEPARATION DATE:  20040721


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was a Reserve O3, Dietitian, medically separated for “narcolepsy” with a disability rating of 10%.


CI CONTENTION:  Awarded 100% VA rating and permanent social security disability.  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 PEB, but determined 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.  Furthermore, the panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The panel’s assessment of the PEB rating determination is based on 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(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, operating 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 the disability at the time of separation.  


RATING COMPARISON:  

SERVICE PEB - 20040615
VARD - 20050411
Condition
Code
Rating
Condition
Code
Rating
Exam
Narcolepsy
8199-8108
10%
Narcolepsy with Cataplexy
8108
100%
20041119
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  100% 


ANALYSIS SUMMARY:  

Narcolepsy.  According to the service treatment record (STR) and Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI was first evaluated for general malaise in June 2003.  She was thought to have mild hypothyroidism and started on supplemental thyroid hormone therapy; the dosage was increased when she reported continued symptoms.  She initially noted improvement, but then experienced recurrent fatigue.  Narcolepsy was considered a possible diagnosis and the CI was referred for a sleep study.  

At the 7 October 2003 sleep evaluation, she related being very restless and sleepy as a child and often fell asleep during classes.  She also reported hypnogogic auditory hallucinations (symptoms occur sleep onset) and vivid dreams, the latter dating to childhood as well.  She denied sleep paralysis, but did endorse cataplexy (sudden, temporary weakness or paralysis) associated with laughing.  The examiner diagnosed severe daytime somnolence and restless leg syndrome, and mild, chronic sleep deprivation.  Overnight polysomnographic data and sleep latency testing suggested “pathological hypersomnolence” but did not meet full criteria for a narcolepsy diagnosis; however, narcolepsy was strongly considered based on a history of cataplexy.  

During an 18 November 2003 neurology visit, the CI reported problems with easily falling asleep since childhood and that her sleep was not restorative.  Her evaluation was not thought to be significant for narcolepsy and the examiner prescribed medication for restless leg syndrome (mild evidence from the sleep study).  The CI sought a second opinion with another neurologist who thought her medical history strongly suggested narcolepsy but that the sleep studies were not “100% confirmatory.”  On 12 January 2004, laboratory testing for narcolepsy genetic markers was negative.  A partial response to medications was noted in February and March 2004 with prescription adjustments further improving her symptoms.  

On 5 March 2004, the CI requested MEB.  She stated (on 12 April 2004 DD Form 2807-1) that she could not drive without taking medication and could not stay awake over 4 hours.  MEB referral was recommended, but a 16 April 2004 outpatient evaluation indicated her symptoms did not mandate a board; this was further discussed after the CI disagreed, and she subsequently entered into the MEB process and was put on medical hold to complete her evaluation.  

At the 20 May 2004 MEB NARSUM psychiatric examination, 2 months prior to separation, the CI complained of daytime hypersomnia for 2 to 3 years and sleep paralysis.  She also stated she had been in car accidents due to falling asleep with little or no warning (this was not previously documented in the STR).  She needed to nap daily, but functioned at work with medications.  She also reported her sister had similar symptoms.  Her mental status examination was remarkable for frustration.  She stated she was trying to control her symptoms with a regimented daily schedule rather than medications, which was thought to be reasonable.  

A 20 May 2004 supervisor memorandum to the MEB documented that the CI had fallen asleep and driven into a ditch in February 2004, frequently fell asleep during the day, and had to leave work on several occasions due to extreme fatigue.  She had also called in several times due to difficulty waking up and had emotional outbursts and mood swings.  The supervisor noted having only been assigned since July 2003, but that other staff members, who had been there longer, noted a “huge change” in the CI’s personality.  

At the 25 May 2004 general MEB NARSUM examination, 2 months before separation, the CI reported ongoing fatigue, the need for 2 naps daily, and that she fell asleep frequently at work (not quantified).  She endorsed both visual and auditory hypnogogic hallucinations, cataplexy and occasional bladder incontinence.  While she stated she could not do “any strenuous exercise to include running,” the provider noted that she scored 298 out of 300 on her 3 October 2003 fitness test and was able to drive with medications.  The physical examination was unremarkable and the physician diagnosed narcolepsy which interfered with satisfactory duty performance (hypothyroidism was listed as an additional diagnosis).

At the 29 September 2004 VA Compensation and Pension (C&P) epilepsy/narcolepsy evaluation, 2 months after separation, the CI said she experienced daily sleepiness, but could function if she remained active.  She had never fallen asleep while eating, but had while talking.  She reported hypnogogic visual hallucinations and unrelated auditory hallucinations (however at a C&P thyroid evaluation 2 weeks earlier, the CI stated that the hallucinations stopped when she discontinued taking Ritalin (stimulant)).  She endorsed sleep paralysis and also sleeping for 72 hours straight, only awakening to empty her bladder.  She noted having an aunt who had narcolepsy.  On examination, she was extremely hyperactive and said this began in childhood.  Mental status and neurological evaluations were otherwise unremarkable.  
The 19 November 2004 C&P General Medical evaluation, 4 months after separation, documented that the CI was pregnant but took Ritalin to drive to the appointment.  She was actively seeking employment as a dietician at a local military base.  The physical examination was unremarkable and signs of hypothyroidism were absent.  At the 7 December 2004 C&P Mental Health evaluation, 5 months after separation, the CI reported that she still fell asleep frequently but could sleep when needed since she was unemployed.  She denied hallucinations, sleep walking, and nervousness and stated that all resolved when she discontinued Ritalin in July 2004.  Her mental status examination was unremarkable.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the narcolepsy condition 10%, analogously coded 8108 (narcolepsy), citing DoDI 1332.39.  The VA rated the narcolepsy condition 100%, coded 8108, citing daily, uncontrollable diurnal sleepiness with audio and visual hallucinations and restless leg syndrome.  Members observed that code 8108 is rated the same as petit mal epilepsy (8911) for minor seizures, and therefore the highest rating achievable is 80%.  The panel also noted a rating higher than the 10% adjudicated by the PEB depends upon the narcolepsy frequency.  The STR documented that the CI often fell asleep at work, but this was not quantified.  The panel opined that this was almost certainly at least twice in 6 months which is the criterion for a 20% rating.  However, it was not documented to be daily or near daily which would support a 40% rating for 5-8 minor seizures weekly.  The CI did report chronic fatigue but it was unclear whether this stemmed from the narcolepsy or hyperthyroid conditions or both.  Regardless, the CI was able to function as long as she stayed active.  Members considered code 6354 (chronic fatigue), but this did not benefit the CI since incapacitation was not documented.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 20% for the narcolepsy condition, coded 8108.  


BOARD FINDINGS:  In the matter of the narcolepsy condition, the panel unanimously recommends a disability rating of 20%, coded 8108 IAW VASRD §4.124a.  There are no other conditions within the panel’s scope of review for consideration.  

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

CONDITION
VASRD CODE
PERMANENT RATING
Narcolepsy
8199-8108
20%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20160925, w/attachments
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record


AR20170018713, XXXXXXXXXXXXXXXXXXX




XXXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXXX:

	The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found that your disability rating should be modified but not to the degree that would justify changing your separation for disability with severance pay to a permanent retirement with disability.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed) and I accept its recommendation.  This will not result in any change to your separation document or the amount of severance pay.  A copy of this decision will be filed with your Physical Evaluation Board records.  I regret that the facts of the case did not provide you with the outcome you may have desired.
  
	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. 

	A copy of this decision has also been provided to the Department of Veterans Affairs.

Sincerely,	
Enclosure






