





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-01107
BRANCH OF SERVICE:  Air Force 	SEPARATION DATE:  20080125


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E-4, Munitions Systems Journeyman, medically separated for “joint pain due to joint hypermobility syndrome, existing prior to service, with permanent service aggravation” with a disability rating of 10%.    


CI CONTENTION:  Review all conditions.  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 Medical Evaluation Board (MEB), but determined by the PEB 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.  The panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections when appropriate.  The panel’s assessment of the PEB rating determination is based on review of medical records and all available evidence relevant to application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards for 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, which operates 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 disability at the time of separation.  


RATING COMPARISON:  

SERVICE PEB - 20071115
VARD - 20081124
Condition
Code
Rating
Condition
Code
Rating
Exam
Joint Pain Due to Joint Hypermobility Syndrome… 
5099-5003
10%
Benign Hypermobility Syndrome…
5002-5025
20%
20080818
Mood Disorder, NOS, with Generalized Anxiety Disorder
9425-9400
Cat II
Acquired Psychiatric Disorder
9499-9434
10%
20080818
Attention Deficit Hyperactivity Disorder
Cat III
No VA Placement
Schizotypal Personality Disorder
Cat III
No VA Placement
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  40% 


ANALYSIS SUMMARY:  

Joint Pain Due to Joint Hypermobility Syndrome.  The PEB combined multiple joint pain, to include shoulders, elbows, wrists, hips, knees, ankles and feet, under a single disability rating, coded analogously to 5003 and rated 10%.  This approach by the PEB not uncommonly reflected its judgment that the constellation of conditions was unfitting, and there was no need for separate fitness adjudications.  The panel noted that “bundling,” the combining of two or more major joints, may be permissible under the VASRD 5003 rating requirements, and that this approach does not compromise the VASRD §4.7 directive to choose the higher of two valid ratings.  The panel’s initial charge in this case was therefore directed at determining if combining conditions under a single rating was justified in lieu of separate ratings.  When considering a separate rating for each condition, the panel considers each bundled condition to be reasonably justified as separately unfitting unless a preponderance of evidence indicates the condition would not cause the member to be referred into the DES or be found unfit because of physical disability.  When the panel recommends separate fitness recommendations in this circumstance, its recommendations may not produce a lower combined rating than that of the PEB.  The evidence for the multiple conditions are presented below, with attendant recommendations regarding separate unfitness, and separate rating if indicated. 

According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI had a history of numerous joint pains for multiple years.  He was evaluated by two rheumatologists, first in December 2006 and then in April 2007, with no clinical evidence of rheumatologic disease and negative blood work.  

At the first rheumatology evaluation on 21 December 2006, the CI reported joint pain that moved around from area to area, and knee problems since childhood.  His primary complaint was right shoulder pain and instability, but his left knee had been bothering him recently as well.  Physical examination showed “some” hypermobility of the shoulders, hips, and knees, with crepitus and a positive impingement sign of the right shoulder and tenderness of both kneecaps.  Physical therapy (PT) was recommended for mechanical joint symptoms due to “mild hypermobility.”  

At the second opinion rheumatology visit on 26 April 2007, the CI described “migratory arthralgias” often related to use.  When painful, joints did not become swollen and “usually [did] not limit his ability to do anything.”  He did not take medications, as they were not helpful, and he stated he tried “to think about something else” when his joint pain occurred.  The provider documented unremarkable wrists, elbows, fingers, knees, ankles, and toes.  There was no tenderness along the thoracic or lumbar spine and he had “excellent” back range of motion (ROM) which allowed him to “reach over and touch the floor.”  The right shoulder was tender at “extremes” of internal and external rotation and over the bicipital tendon, with popping and cracking, and the examiner noted “more of an anterior dislocation…compared to the left.”  The impression was “benign hypermobility syndrome,” but further right shoulder evaluation was requested to rule out prior shoulder dislocation.  An X-ray was normal except for a downsloping acromion which possibly predisposed the shoulder to impingement; an MRI was also normal.  In May 2007, the CI received a right shoulder steroid injection without significant benefit.  The 21 May 2007 P4 profile indicated he was exempted from aerobic exercises including running, walking, stationary bicycle, elliptical machine, and swimming, as well as, push-ups, crunches, and intramural sports.

At a family practice clinic visit on 6 June 2007, the CI reported multiple joint pains including bilateral ankles, feet, hips, knees, shoulders, wrists and “elbow.”  He was given a prescription for a new anti-inflammatory medication (Celebrex) and referred to PT again.  At a follow-up family practice appointment on 16 July 2007, he had pain in both shoulders and upper back, but noted improvement with Celebrex.

The 24 July 2007 MEB NARSUM examination, 6 months prior to separation, recorded CI complaints of multiple joint pains for over a year with shoulders, elbows, wrists, hips, knees, ankles, and feet listed as problem areas.  The provider documented full ROM of all joints with mild tenderness and discomfort on motion.  The 20 August 2007 commander’s statement, indicated that the CI had “an extraordinary amount of limitations and work-arounds to accommodate his physical and mental condition” and noted that he missed work due to PT and medical appointments.  However, no specific physical condition was mentioned.  

At a 19 October 2007 family practice visit, the CI had acute right shoulder and right arm pain after being on leave and playing a significant number of hours of video games using hand, wrist and arm movements.  There was tenderness of the lateral epicondyle and tennis elbow was diagnosed.  On the 27 December 2007 MEB Report of Medical Assessment (recorded on DD Form 2697), 1 month prior to separation, the CI listed joint and back pain due to joint laxity. 

The 18 August 2008 VA Compensation and Pension (C&P) general medical examination, 7 months after separation, noted complaints of migratory right shoulder, right elbow, left hip and bilateral knee pain following any type of repetitive use or overuse.  Anti-inflammatory medication was not very helpful, but muscle relaxants provided some benefit periodically with the last use approximately 4 months earlier.  Physical examination showed full, bilateral shoulder ROM with minimal pain; and full, bilateral knee ROM, without objective evidence of painful motion.  However, the CI stated that knee bends caused pain in both knees with repetition.  Left hip ROM was normal and he was able to cross his legs, with no objective evidence of pain.  The examiner recorded subjective hip limitation with repetition, but noted there was no objective functional limits due to fatigue, weakness, or lack of endurance.  Shoulder, knee and hip X-rays were unremarkable, and the provider documented that all other joints were normal with full ROM and no swelling or tenderness.  A scoring system for joint laxity (Beighton score) showed 0/9 (higher score= greater laxity), and the VA examiner commented that the CI had subjective complaints of pain with repeated joint motion, but no objective findings that “would be expected in hypermobility syndrome.”  

The VA requested a second C&P examination for clarification of:  which joints the CI was claiming; whether there was a clinical diagnosis of a multiple joint condition or any individual joints/joint groups; and, whether the hypermobility syndrome was causing multiple joint pain.  Additional testing required to make a diagnosis was requested, including evaluation for less common disorders such as Ehlers-Danlos syndrome or Marfan’s syndrome (disorders affecting connective tissues), or inflammatory arthritis.  

t the 28 August 2008 VA C&P chronic fatigue syndrome examination, the CI described pain in the right shoulder, right elbow, left hip and bilateral knees that only affected one to two joints at a time.  Since military discharge, the symptoms had not progressed and he had not sought care.  He did not “treat his current pain,” and while he had soft braces for his knees and right elbow, as well as a cane, he did not use them.  The CI stated his daily right shoulder pain did not cause any limitations in his daily activities.  The right elbow pain flared up a couple times a year due to repetitive use and was relieved by rest.  He reported right or left knee pain 2-3 days a week with infrequent swelling, locking, and buckling, and that he continued daily activities during the pain without any specific limitations.  He had intermittent left hip pain 3-4 times per week and also denied any limitations.  

Physical examination showed a normal gait without use of assistive devices.  There was right anterior shoulder tenderness, but no warmth or muscle atrophy, and normal ROM with discomfort at motion endpoints.  There was right anterior cubital fossa tenderness but normal elbow ROM and endpoint discomfort.  Hip ROM showed flexion to 120 degrees (normal 125), and normal extension, abduction, adduction, internal rotation, and external rotation.  There was discomfort at ROM endpoints but no tenderness noted.  The CI was able to squat to the floor, duck walk three steps and recover.  Bilateral knee ROM showed hyperextension to 5 degrees (normal 0) and flexion to 135 degrees (normal 140), with discomfort reported at endpoints.  There was joint line tenderness and testing for meniscal pathology was “equivocal” bilaterally.  Repetitive motion did not cause additional loss of ROM in any joints and there was no evidence of instability.  
The VA examiner noted that while the CI had subjective complaints of pain with repeated motion, usage, and lifting, there were “not any current objective findings.”  Additional testing for connective tissue disorders or inflammatory arthritis was not indicated beyond his previous evaluations during active duty, due to a lack pertinent positive history or findings suggestive of these conditions.  The assessment concluded that there was insufficient evidence to diagnose an acute or chronic condition of either the right shoulder, right elbow, left hip, or bilateral knees.  However, the VA examiner opined that it was at least “as likely as not” that the CI did have benign hypermobility syndrome which resulted in migratory joint pain due to excessive joint motion.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the joint pain condition 10%, analogously coded 5099-5003 (arthritis, degenerative).  The VA rated the joint pain condition 20%, dual coded 5002-5025 (rheumatoid arthritis-fibromyalgia), based on the C&P examination, citing the disability was not specifically listed in the rating schedule and was best analogously rated as fibromyalgia (FM) or rheumatoid arthritis.  In support of the 20% rating, the VA further cited evidence of FM rating criteria.

The panel first considered whether any of the joints met the panel’s threshold for separate rating as elaborated above.  The profile limitations included activities attributable to all joints listed in the NARSUM, but the commander’s statement did not provide any information which would permit the panel to discriminate the performance limitations attributable to any joint/joints over the other.  Treatment entries in the STR referenced visits for symptoms of the shoulders, wrists, hips, knees, and ankles, and since undue speculation would be required to conclude that impairment from any of these joints would not have unacceptably interfered with the performance of military duties, members agreed that each joint was reasonably justified as separately unfitting.  The family practice visits just prior to the MEB also implicated “elbow” and feet in addition to the previously listed joints, however, elbow(s) or feet were not mentioned in any other STR entries prior to the MEB.  There was only one treatment visit in October 2007, after the Informal PEB, that diagnosed right elbow pain, and therefore the panel concluded there was not a preponderance of the evidence that the elbow(s) or feet were reasonably considered unfitting at separation.  The panel next deliberated ratings for each of the unfitting joints separately, but with right and left paired joints discussed together.  

Bilateral Shoulders.  There was no limitation of motion of either shoulder to support a rating under diagnostic code 5201 (arm, limitation of motion of).  The MEB NARSUM and C&P examinations did not note findings such as swelling, muscle spasm, satisfactory evidence of painful motion or other evidence of functional loss to support a 10% rating IAW VASRD §4.59, §4.40 or §4.45.  There was scant evidence provided at the NARSUM and “discomfort” with ROM was not described as either subjective or objective.  However, both C&P examinations concluded there was subjective report of pain with no objective findings.  Additionally, at both C&P examinations, the CI claimed only a right shoulder condition with no complaint of left shoulder symptoms, although the general medical examination noted the evaluation of all joints not specifically claimed by the CI were normal.  There was also no imaging evidence of arthritis of the shoulders to support a 10% bilateral rating under 5003.  The panel considered alternative VASRD shoulder codes, but all were less applicable.  The panel concluded that a 0% rating and no higher was supported for each shoulder at separation.  

Bilateral Wrists.  There was no limitation of motion of either wrist joint to support a rating under diagnostic code 5215 (limitation of wrist motion), and the MEB NARSUM and C&P examinations did not note findings such as swelling, muscle spasm, satisfactory evidence of painful motion or other evidence of functional loss to support a 10% rating IAW VASRD §4.59, §4.40 or §4.45.  There was also no imaging evidence of arthritis of the wrists to support a 10% bilateral rating under 5003.  Additionally, at both VA examinations, the CI did not claim any condition of either wrist.  The panel concluded that no higher than a 0% rating for each wrist was supported at separation.

Bilateral Hips.  There was no limitation of motion of either hip which supported a rating under the diagnostic codes flexion or extension (5251, 5252, 5253).  The MEB NARSUM and C&P examinations did not note findings such as swelling, muscle spasm, satisfactory evidence of painful motion or other evidence of functional loss to support a 10% rating IAW VASRD §4.59, §4.40 or §4.45.  There was also no imaging evidence of arthritis of the hips to support a 10% bilateral rating under 5003.  The panel considered alternative VASRD hip codes, but all were less applicable.  Additionally, at both VA examinations the CI claimed only a left hip condition and not a right hip condition.  The panel concluded that a 0% rating, and no higher, was supported for each hip at separation.

Bilateral Knees.  There was no limitation of motion of either knee which attained a 10% rating under the diagnostic codes for limitation of flexion or extension (5260, 5261).  The MEB NARSUM and C&P examinations did not note findings such as swelling, muscle spasm, satisfactory evidence of painful motion or other evidence of functional loss to support a 10% rating IAW VASRD §4.59, §4.40 or §4.45.  There was also no imaging evidence of arthritis of the knees to support a 10% bilateral rating under 5003.  The panel considered alternative VASRD knee codes, but all were less applicable.  The panel concluded that a 0% rating, and no higher, was supported for each knee at separation.

Bilateral Ankles.  There was no limitation of motion of either ankle joint to support a rating under diagnostic code 5271 (limitation of motion), and the MEB NARSUM and C&P examinations did not note findings such as swelling, muscle spasm, satisfactory evidence of painful motion or other evidence of functional loss to support a 10% rating IAW VASRD §4.59, §4.40 or §4.45.  There was also no imaging evidence of arthritis of the ankles to support a 10% bilateral rating under 5003.  Additionally, at both the VA examinations, the CI did not claim either ankle joint.  The panel concluded that a 0% rating, and no higher, was supported for each ankle at separation.

The panel settled on a combined 0% rating recommendation after unbundling the PEB’s combined adjudication and recommends no change IAW DoDI 6040.44, which states the panel may not recommend a lower combined rating than that of the PEB.  Before concluding its deliberations, members additionally reviewed whether rating the PEB’s combined condition with another analogous code was warranted.  According to VASRD §4.20 (analogous ratings), an unlisted condition may be rated analogously to a condition “in which not only the functions affected, but the anatomical localization and symptomatology are closely analogous.”  The PEB coded the hypermobility condition analogous to 5003, and in doing so, suspended the requirement that a 10% rating may only be applied to multiple joints with imaging evidence of arthritis, which was not demonstrated in this case.  The panel considered whether the hypermobility syndrome was analogous to FM, and agreed that 5025 sufficiently characterized the symptoms in functions affected, anatomical localization and symptomatology.  However, at the second rheumatology evaluation in April 2007 and at the post-separation C&P examinations, the CI reported that he did not continuously treat his migrating joint pains and that his joint symptoms did not limit his ability to perform his usual daily activities.  Panel members concluded, therefore, that the joint condition did not even meet the 5025 criteria for a threshold rating of 10% for joint symptoms analogous to FM that “require continuous medication for control.”  Since the CI had no evidence of an inflammatory joint disease or fixed, objective joint impairment, the panel agreed that analogously rating under 5002 was also not an appropriate alternative coding choice.  Panel members determined that no higher than a combined 0% rating was supported through any rating approach, and therefore recommended no change to the PEB’s combined rating.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the joint condition due to hypermobility syndrome. 

Contended PEB Conditions: Mood Disorder, NOS (Not Otherwise Specified) with Generalized Anxiety Disorder; Attention Deficit Hyperactivity Disorder (ADHD); Schizotypal Personality Disorder.  The panel’s main charge is to assess the fairness of the PEB determination that the contended conditions were not unfitting.  

ADHD and Schizotypal Personality Disorder.  These conditions do not constitute a physical disability AW DoDI 1332.38, Enclosure 5, and were not eligible for disability rating at the time of the CI’s military separation.   

Mood DISORDER, NOS with Generalized Anxiety Disorder.  The STR indicated the CI was on a P4S4 profile beginning 8 months prior to his date of separation, with limitations attributable to his mental health (MH) condition noted in the profile remarks as excerpted below:  

S4T - IAW AFI 48-123,v4 S. Not World Wide Qualified. Treatment results in high to extremely high risk to the AF or patient due to potential impairment of duty function risk to the mission or ability to maintain security clearance

The MH condition was implicated in the commander’s statement which repeatedly noted the CI was unable to perform safety sensitive functions of his primary military specialty or deploy due to medication side effects that impacted alertness, and therefore prevented him from driving or operating vehicles or equipment and building munitions.  The commander indicated that as long as the CI was “on these medications” he would be “unable to perform any duties associated with his AFSC.”  The only medications which affected the CI’s alertness at the time of the NARSUM were those taken for his mood disorder (antidepressant, antianxiety agents).  The mood disorder was not judged to fall below retention standards, but there was performance-based evidence from the record that limitations due to the prescribed medications significantly interfered with satisfactory duty performance.  Therefore, the panel concluded there was a preponderance of evidence that the mood disorder, NOS, was unfitting at separation.  

The panel first addressed whether the provisions of VASRD §4.129 (mental disorders due to traumatic stress) were applicable and determined that the MH condition was not due to a “highly stressful event.”  The panel next considered VASRD §4.130 impairment present at separation for a single rating recommendation.  According to the STR and MEB NARSUM, the CI had a history of MH treatment beginning sometime in 2005.  He was initially treated with counseling for occupational problems, but in December 2006, a primary care physician noted that he seemed depressed and referred him for further MH evaluation.  He was diagnosed with adjustment disorder with anxiety and depressed mood and narcissistic and schizotypal personality features.  He was referred for psychiatric evaluation, and in the interim his MH diagnosis was changed to mood disorder, NOS, and schizotypal personality disorder.  At a psychological assessment, the CI reported he was seeing a psychiatrist who diagnosed him with an atypical mood disorder that could be bipolar disorder.  He was being treated with antidepressant medication (Wellbutrin) and an atypical anti-psychotic medication (risperidone.)  The CI reported a volatile mood, stating he could be calm and then quickly get angry over a minor issue.  He also had difficulties with attention independent of his mood.  Based on the standardized testing, he was noted to be of superior intelligence, and Axis I diagnoses were generalized anxiety disorder and adult ADHD-combined type.  His prescriptions were considered appropriate and a medication for ADHD was also recommended 

In approximately June 2007, the CI’s commander met with him about attending leadership training and he relayed to his therapist that he found this “humorous since he was not capable of it and would likely be medically boarded [for joints] by then.”  He was experiencing some side effects of dizziness and blurred vision and wanted his psychotropic medications adjusted.  On 1 August 2007, he sought a second opinion because he was unhappy that the psychiatrist did not change his medications and seemed to minimize his psychological assessment results.  The CI described labile moods all his life and his current mood as apathetic.  He also stated his concentration was chronically poor, though he had not been diagnosed with ADHD in school.  He had initiated counseling for occupational problems in 2005 because he was dissatisfied with his performance reports.  Medications at the time of the second opinion were Wellbutrin and lorazepam (anti-anxiety agent).  The psychiatrist noted the CI was currently undergoing a medical board for musculoskeletal conditions, and the mental status examination (MSE) indicated the CI had “a variety of somewhat strange beliefs regarding the world and his role in it.”  His affect was mildly anxious, with insight, judgment and impulse control considered “slightly decreased.”  The Axis I diagnoses were ADHD and mood disorder, NOS, rule out bipolar disorder, and Axis II diagnosis of schizotypal disorder. A Global Assessment of Functioning (GAF) score of 55 (moderate symptoms/impairment) was rendered, and Wellbutrin was stopped due to the complaints of dizziness and blurred vision.  Lorazepam was continued twice daily as needed for anxiety and insomnia, and medication for ADHD was started.  

The CI noted improved concentration and mood on his new medication regime, and serial therapy sessions revealed he was making efforts at being more social.  During a MH visit in October 2007, the CI expressed frustration following a confrontation at work with his shop chief, who reportedly challenged his work schedule, profile and medical condition.  He had experienced increased anxiety and decreased concentration, which he described during a psychiatric evaluation; the provider rendered a GAF of 60 (moderate symptoms/impairment), and continued the same medications.  The CI later stated that in a follow-up conversation with the shop chief, he was praised for articulately presenting his case, thus earning respect from the chief and resolving the situation.  At later MH therapy sessions, the CI indicated he was feeling happy and energetic, maybe a “bit hyper,” and on 29 October 2007, 3 months before separation, he indicated he was planning to attend college after separation.  The commander’s statement did not comment on the CI’s work performance other than limitations due to medications and frequent missed work time for medical appointments.  

At the 18 August 2008 C&P mental disorders examination, the CI said he had been discharged from the service due to hypermobility.  He missed his military friends, was not receiving MH treatment, and only taking lorazepam on an as needed basis for sleep.  He indicated he had been treated for ADHD in the military, but denied it had caused him any problems with duty performance.  His mood was occasionally low and he lived with his father and felt his life had no direction.  He had decided not to get a job until he learned the status of his disability claim through the VA.  He did not feel comfortable around “too many people,” his energy was low, but he denied sleep problems, reduced appetite, loss of pleasure, or decreased motivation.  He acknowledged he had “odd” thoughts, but the examiner could not get a good description of them.  He did not feel like he “fit in” socially and shared unusual future plans to become professional baseball player or enter some other unconventional career.  On MSE, he reported his mood as occasionally dysphoric, but during the interview his affect was wide ranging and appropriate.  He was pleasant and smiled during the interview, responding to humor.  There was no impairment of memory or concentration, abnormality of thought or speech, hallucinations or delusions, or evidence of hyperactivity.  The Axis I diagnoses were ADHD and depressive disorder, NOS, with no Axis II diagnosis and a GAF of 65 (mild impairment).  The VA examiner indicated that the CI’s depression did not preclude all types of work and the effect on occupational and social functioning was “mild, and decreased, work efficiency and ability to perform occupational tasks would occur only during periods of significant stress.”

The panel agreed there was evidence to support a 10% rating based on symptoms controlled by medication during active duty.  Proximate to separation, there was no evidence of “occupational and social impairment with occasional decrease in work efficiency and intermittent periods of inability to perform occupational tasks” to support a 30% rating.  After due deliberation, the panel agreed the preponderance of the evidence with regard to the functional impairment of the mood disorder, favors its recommendation as an additionally unfitting condition for disability rating.  It is appropriately coded 9435 and meets the VASRD §4.130 criteria for a 10% rating.  

BOARD FINDINGS:  In the matter of the joint pain due to joint hypermobility syndrome and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter for the attention deficit hyperactivity and schizotypal personality disorders, the panel cannot recommend a compensable rating IAW DoDI 1332.38.  In the matter of the contended mood disorder, NOS condition, the panel agrees it was unfitting and recommends a disability rating of 10%, coded 9435 IAW VASRD §4.130.  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 the date of medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Joint Pain Due to Hypermobility Syndrome
5099-5003
10%
Mood Disorder, NOS with Generalized Anxiety Disorder
9435
10%
COMBINED
20%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20170222, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record 




SAF/MRB
1500 West Perimeter Road, Suite 3700
Joint Base Andrews, MD 20762

XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:

		Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2017-01107.

After careful consideration of your application and treatment records, the Physical Disability Board of Review determined that the rating assigned at the time of final disposition of your disability evaluation system processing was not appropriate under the guidelines of the Veterans Affairs Schedule for Rating Disabilities.  Accordingly, the Board recommended modification of your assigned disability rating without re-characterization of your separation with severance pay.

I have carefully reviewed the evidence of record and the recommendation of the Board.  I concur with that finding, accept their recommendation and direct that your records be corrected as set forth in the attached copy of a Memorandum for the Chief of Staff, United States Air Force.  This will not result in any change to your separation documents or the amount of severance pay you are entitled to.  Disability severance pay is computed the same regardless of a rating of 0, 10 or 20 percent.


						Sincerely,






								XXXXXXXXXXXXXXXXXX
								Director
								Air Force Review Boards Agency


Attachments:
1.  Directive 
2.  Record of Proceedings


