





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-02855
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20050317


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E4 , Patriot Missile Crewmember, medically separated for “post concussive syndrome” with a disability rating of 10%.  


CI CONTENTION:  “There are other disabilities that have surfaced after the initial rating was given.”  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 - 20050127
VARD - 20060413
Condition
Code
Rating
Condition
Code
Rating
Exam
Post-Concussive Syndrome 
8045 9304
10%
Dementia due to Head Trauma 
9440-9304
70%
20051012
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  70% 


ANALYSIS SUMMARY:  

Post-Concussive Syndrome.  According to the service treatment record and MEB narrative summary (NARSUM), the CI’s post-concussive syndrome began in October 2003 after falling off a moving vehicle and sustaining impact to the head.  The neuropsychological examination reported vomiting and severe headaches.  Neuroimaging showed tiny hemorrhagic contusions.  A second brain study showed progression of swelling.  The condition deteriorated and he had a tonic-clonic seizure.  He received medication to reduce brain swelling and underwent a surgical procedure to allow intracranial pressure monitoring.  He was placed in a phenobarbital coma with serial brain scans to monitor his progress.  He was hospitalized for 2 months and then admitted to the brain/neurology ward for rehabilitation and medication monitoring.  He was eventually stabilized, but showed evidence of difficulty with short-term memory and gait imbalance.  

The 26 April 2004 neurosurgery physical examination showed he was alert and oriented times three with slow mentation, impaired serial subtractions and story recall.  He showed impaired smell bilaterally and decreased coordination in the upper and lower extremities.  Toe hopping was impaired in both legs, slightly more on the right than the left.  

The 19 July 2004 MEB NARSUM examination, 8 months prior to separation, noted complaints of easy-fatigue, impaired memory and inability to focus on anything for more than a few minutes.  He developed a severe headache and chest pain on exertion.  He was at risk for falling off ladders or falling from tactical vehicles due to imbalance and fleeting periods of spatial disorientation.  He was taking preventive anti-seizure medication because he was considered at risk, although he had no witnessed seizures.  He was independent in activities of daily living (ADLs) but was restricted from running, repetitive jumping and working at heights.  He was also unable to assimilate and use new information and showed deficits in physical and mental function. 

The 5 August 2004 neuropsychological evaluation, 7 months prior to separation, noted mild general impairment of brain functioning and evidence of right-sided brain specific deficits with difficulty on measures of attention and concentration.  Forty percent of tests were within brain-damaged range.  There was no evidence of coordination or mobility difficulties noted.  Intelligence scores were in the average range.  Emotionally he showed significant distress in the form of depression, anxiety, tension and stress.  Diagnoses of dementia due to head trauma and adjustment disorder with anxiety and depressed mood were rendered with a Global Assessment of Functioning (GAF) score of 62 (mild symptoms, impairment).  

The 16 September 2004 psychiatric memorandum to the PEB noted agreement with the psychologist’s findings and rendered an Axis I diagnosis of cognitive disorder NOS and Axis III diagnoses of TBI, subarachnoid hemorrhage and cerebellar dysfunction with a GAF score of 60 (moderate, bordering on mild symptoms).  The 7 January 2005 neurosurgery memorandum noted no necessary follow-up.  At the preventive medicine new patient evaluation, on 18 January 2005, the CI reported no problems that day.  

During the 12 October 2005 VA Compensation and Pension (C&P) examination, 7 months after separation, the CI reported loss of smell, event strong odors, dizziness, balance problems with walking or when moving from a higher-to-lower level, speech difficulties and memory loss, but was not receiving medical treatment.  The reported no further seizures since the acute seizure post-trauma.  His gait imbalance was resolved.  He was unemployed but was able to perform ADLs.  Physical examination showed normal gait, motor function, sensory function, coordination, speech and memory.  Neuroimaging showed areas of abnormal signal intensity adjacent to both frontal lobes, most likely representing chronic subdural hematomas.  Adjacent frontal lobe swelling was also present.  Diagnoses of residuals of traumatic subarachnoid hemorrhage with secondary small chronic subdural hematomas manifested by mild dizziness with psychiatric and cognitive impairment, resolved imbalance of gait and impaired sense of smell.  

At the 12 October 2005 C&P psychiatry examination the CI reported severe depression and anxiety with episodes of irritability and anger outbursts, sleep disturbance, memory and attentional deficits and loss of self-esteem and self-confidence.  His marital relationship was going well but parenting was at times was stressful for him and he did not readily socialize outside of family activities.  Although his expression of anger and depression were diminished from the time of active rehabilitation, psychosocial functioning was moderately to severely impaired.  He reported no additional formal rehabilitation or follow up since discharge but his wife tried to remediate his cognitive and emotional functioning.  Mental status examination (MSE) showed constricted affect and anxious and dysphoric mood.  He reported moderate problems performing chores, and engaging in sports and exercise.  Remote and recent memory were moderately impaired and immediate memory was mildly impaired.  Mini-MSE was 29/30 (normal 30/30) but he was not able to manage money or pay bills.  The CI reported he was unable to work since the accident due to effects of his mental disorder.  The examiner noted the CI’s mood and cognitive status left him unable to perform meaningful employment at the time.  Diagnoses remained as reported in the neuropsychological evaluation but GAF score was 60.  An MRI showed chronic subdural hematomas and adjacent frontal lobe edema.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the post-concussive syndrome 10%, coded 8045-9304 (residuals of traumatic brain injury - dementia due to head trauma), citing subjective post-concussive symptoms and mild cognitive dysfunction.  The VA rated the post-concussive syndrome 70%, coded 9440-9304 (chronic adjustment disorder - dementia due to head trauma), based on the C&P examination, citing moderate to severely impaired functional status and moderately impaired memory and attentional status.  

The PEB coding approach was consistent with the VASRD in effect at the time, which required subjective symptoms of traumatic brain injury (TBI) be rated under the dual code of 8045-9304.  The panel agreed that 8045-9304 was technically accurate in this case.  The applicable 2007 VASRD for the 8045 code (TBI) states:  “Purely subjective complaints such as headache, dizziness, insomnia, etc., recognized as symptomatic of brain trauma, will be rated 10 percent and no more under diagnostic code 9304.  This 10 percent rating will not be combined with any other rating for a disability due to brain trauma.  Ratings in excess of 10 percent for brain disease due to trauma under diagnostic code 9304 are not assignable in the absence of a diagnosis of multi-infarct dementia associated with brain trauma.”  The evidence clearly showed that the CI’s ratable disability was a direct consequence of TBI and the PEB’s rating was consistent with the above VASRD criteria.  

The panel considered the option of recommending a rating under code 8100 (migraines), but there was insufficient evidence to justifying “characteristic prostrating attacks” as would be required for a higher rating under 8100.  The panel noted that although neuropsychological testing showed mild general impairment of brain functioning, the CI was of average intelligence.  The NARSUM did not identify a diagnosis ratable under a §4.130 mental health code.  The C&P examination noted normal gait, coordination, memory and speech and the psychiatric C&P examination showed normal Mini-MSE scores and no difficulty with performing the instrumental ADLs.  Although the CI reported diminished mood symptoms since initial rehabilitation and attributed his unemployment to his mood and cognitive status, functional impairment was not clearly evident.  The panel agreed that the persistent cognizant deficits, mood symptoms and anosmia were an integral part of the post-concussive syndrome and could not be recommended for additional rating IAW VASRD 4.14 (avoidance of pyramiding).  After due deliberation, considering all 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 post-concussive syndrome.  


BOARD FINDINGS:  In the matter of the post-concussive syndrome and IAW VASRD §4.124, the panel recommends no change in the PEB adjudication.  There are no other conditions within the panel’s scope of review for consideration.  Therefore, the panel recommends no modification or re-characterization of the CI’s disability and separation determination.  



The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20180319, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record 



AR20180015192, XXXXXXXXXXXXXXXXXX




XXXXXXXXXXXXXXXXXX

Dear  XXXXXXXXXXXXXXXXXX


	The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found your separation disability rating and your separation from the Army for disability with severance pay to be accurate.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed), and I accept its recommendation.  I regret to inform you that your application to the DoD PDBR is denied.  

	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.



