





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXX	CASE:  PD-2017-03361
BRANCH OF SERVICE:  Air Force 	SEPARATION DATE:  20060609


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E5, Integrated Avionics Systems Craftsman, medically separated for “epilepsy” with a disability rating of 10%.


CI CONTENTION:  Epilepsy should have been rated higher and additional conditions not identified by the Medical Evaluation Board (MEB) and Physical Evaluation Board (PEB) should have been evaluated.  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 PEB to be unfitting for continued military service, and when specifically requested by the CI, those conditions identified by the 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 - 20060327
VARD - 20070405
Condition
Code
Rating
Condition
Code
Rating
Exam
Epilepsy
8910
10%
Epilepsy
8910
20%
20061213
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  70%


ANALYSIS SUMMARY:  

Epilepsy.  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI reported two convulsions as a teenager and took Dilantin (phenytoin, an anticonvulsant), which he discontinued around age 18.  He remained convulsion-free for 10 years until he experienced a convulsion on 16 December 2005 without an apparent loss of bowel or bladder control or biting his tongue.  He was taken to the emergency room where a head CT showed no evidence of an acute intracranial pathology and routine laboratory studies were normal.  He had no obvious seizure risk factors including normal birth and development and milestones, no history of febrile seizures as a child, no significant head injury, no history of drug or alcohol abuse, a negative family history, normal academic history, and no history of central nervous system infections.  He had no history of staring spells, gaps in memory, or lost periods of time since coming on to active duty.  He noted that when he was a teenager he never had an aura or a prodrome prior to having the convulsions.  

After the event, he was treated with Keppra (levetiracetam, an anticonvulsant) and had no further events.  Laboratory studies on 21 December 2005 including thyroid, liver function tests, viral hepatitis, sedimentation rate, HIV, and a drug screen panel were negative and an RPR (rapid plasma regain test for syphilis) and C reactive protein were non-reactive.  On 9 January an FTA (fluorescent treponemal antibody test for syphilis) was negative.  Two EEGs (17 January 2006 and 18 January 2006) were normal.  A complete blood count was normal as were calcium, phosphorus, magnesium, and electrolytes; potassium was 3.4 mmol/L (normal 3.6-5.1).  A brain and stem MRI with and without contrast dated 31 January 2006 was normal.  The commander’s statement dated 6 February 2006 indicated that based on the CI’s P4 profile, he could not work on the flight line due to seizures and he was not allowed to drive, swim, or work with heat or flame, on heights, in or near standing water, or with power tools or heavy machinery.  

During the 16 February 2006 MEB NARSUM examination, 4 months prior to separation, the CI reported convulsions.  Physical examination showed a blood pressure of 138/79, heart rate 62 beats/minute, respiratory rate 14 breaths/minute, and temperature 97.5 degrees Fahrenheit.  The CI was well developed and in no apparent distress.  He was alert, oriented, and his speech was fluent and non-dysarthric (slurred or slowed).  Cranial nerves were normal.  Motor tone and bulk were normal.  There were no fasciculations (muscle twitches) and no atrophy.  Deep tendon reflexes were present, symmetric, and not pathologically brisk.  Tests of central nervous abnormalities (Babinski’s and Hoffman’s signs) were absent.  Sensation was intact to light touch and throughout with proprioception and vibration sense at the toes.  There were no abnormalities with complex motor testing.  Specifically, there was no tremor.  Finger tap was normal.  Finger-nose-finger was accurate.  Rapidly alternating movements were normal as was heel-to-shin testing.  Gait and station were normal.  The examiner’s final diagnosis was epilepsy, most likely existed prior to service and the CI’s condition was not compatible with flying status or with deployment capability.  

At the 13 December 2006 VA Compensation and Pension (C&), 6 months after separation, the CI reported a history of a grand mal seizure in college and was treated with Dilantin for about a year.  He noted in December 2005 he began to have some seizures on a weekly basis, which his fiancé stated manifested as sitting and staring, being unresponsive, and mumbling to himself.  At the time of the examination he reported a grand mal seizure in April, described as tonic clonic, and four to five seizures per week. Keppra was listed among his medications.  Physical examination showed the CI to be well-nourished and well-developed.  He was alert, oriented, and cooperative with no signs of acute distress.  Appearance, behavior, and speech were grossly appropriate.  Recent and remote memory were intact.  A mini-mental status examination was deferred.   Neurologic evaluation revealed an antalgic gait and a negative Romberg’s test (to determine balance).  Balance, rapid alternating movements, and cranial nerves II through XII were intact.  There was decreased sensation in the feet versus the lower extremities and upper extremities.  Reflexes were normal and perception of vibration was within normal limits.  Affect was normal.

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the epilepsy condition 10%, coded 8910 (epilepsy, grand mal).  The VA rated the epilepsy condition 20%, coded 8910, based on the C&P examination, citing at least one major seizure in the last 2 years.  The panel noted that the CI had at least one presumptive grand mal seizure that resulted in his transfer to the ER and institution of anti-seizure medicine as well as a seizure history some 10 years earlier.  Therefore, a 20% rating, and no higher, using code 8910 is warranted based on having “at least 1 major seizure in the last 2 years; or at least 2 minor seizures” prior to separation.  The VA examination, 6 months post-separation, which reported the last grand mal seizure in April [2006] and more frequent seizures, has a lower probative value since there is no information in regard to whether the CI had neurology follow-up visits after leaving the service, whether the grand mal seizure was observed or documented prior to separation, whether he took the prescribed medication on a regular basis, and/or whether serum levels of the medication were in the adequate range.  A 20% rating is therefore in accord with the VA rating, which was based on its examination history and physical findings.   After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 20% for the epilepsy condition, coded 8910.


BOARD FINDINGS:  In the matter of the epilepsy condition, the panel recommends a disability rating of 20%, coded 8910 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 the date of medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Epilepsy
8910
20%


The following documentary evidence was considered:






XXXXXXXXXX
XXXXXXXXXX
XXXXXXXXXX

Dear XXXXXXXXXX:

		Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2017-03361.

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.


						










