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ENCLOSURE 8: MEDICAL CONDITIONS AND PHYSICAL DEFECTS WHICH NORMALLY ARE
CAUSE FOR REFERRAL TO THE PHYSICAL EVALUATION BOARD (PEB)

8001 General

a. Thisenclosure provides alisting, mainly by body system, of medical conditions
and physical defectswhich are cause for referral into the Disability Evaluation System
(DES). The mgor objective of the list isto achieve uniform disposition under the law.

(2) Thislisting is not adl-inclusive.

(2) A service member who has one or more of the listed conditions or
physical defectsis not automatically Unfit and therefore may not qualify for separation or
retirement for disability .

b. In modifying these guidelines, SECNAV will consider conditions and defects not
listed in this enclosure which justify referral of an individua to the PEB because the
conditions or defects, individually or in combination:

(1) significantly interfere with the reasonabl e fulfillment of the purpose of
the individua's employment in the military service;

(2) may seriously compromise the health or well-being of theindividual if
he or she wereto remain in the military service. Thismay involve dependence on certain
medications, appliances, severe dietary restrictions, or frequent specia treatments, or a
requirement for frequent clinical monitoring;

(3) may prejudice the best interests of the Government if the individual were
to remain in the military service.

c. Physicianswho prepare MEB reportsand TDRL periodic physical examinations
for referral for physical disability evaluation are encouraged to usethe DVA’s Physician's
Guide for Disability Evaluation Examinations to describe the nature and degree of severity
of the functional impairment consegquent to each of the member’ s conditions.

d. Any drug therapy which in and of itself presents significant medical hazards or
potentia significant complications and/or requires frequent monitoring may render a
member Unfit even if the condition in and of itself does not. This treatment may preclude
the full performance of duties.

e. Any condition that appears to significantly interfere with performance of duties
appropriate to aservice member's, office, grade, rank or rating will be considered for MEB
evaluation. The MEB shal conform to the following general requirements:

(2) confirm the medical diagnosis(es).
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(2) document the service member's current medica condition to include
treatment status and potential for medical recovery.

(3) review each case based on relevant facts.

(4) contain evaluation procedures and/or data of special importance to the
assessment process.

(5) follow the suggested annotated format for the MEB report in attachment
(&) of thisenclosure.

(6) refer to the PEB if optima medical treatment has been received in
accordance with service specific guidelines.

(7) document how the member’ s condition impairs his/her ability to perform
their duties.

f. Whenever possible, members should be placed on LIMDU for an appropriate
period of time before determining that a medical board report should be forwarded to the
PEB for adjudication.

g. Although not specifically mentioned after each of these illnesses/injuries, the
physician should be aware that the presence of the condition alone is often not a criteriafor
submission of aMEB report - the member must have been tried on appropriate courses of
medication (and proper use of LIMDU status), been unresponsive to them, and required
untoward number of visitsfor medical care or hospitalizations. Just asimportantly, the
condition must have resulted in an impairment of the ability to perform the dutiesasa
member of the DON. The physician writing the MEB report must document how a certain
condition congtitutes an impairment.

8002 Musculoskeletal System
a. Upper Extremity

(2) The ability to pinch, grasp, or grip is prevented by disease, residuals of
disease, acute injury, or chronic residuals of acute injury to the hand or fingers.

(2) Amputation of a part or whole of the upper extremity. Amputation of
part or parts of an upper extremity which results in impairment equivalent to the loss of use
of ahand.

(3) Recurrent didocation (not subluxation) when not surgically correctable.

(4) Ranges of Joint Motion (ROM): Motion that is less than the

measurements listed below. Measurements should be validated by three measurements that
agree at the 5 percent level. The measuring instrument should be noted. Both active and
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passive ROM should belisted. When anormal paired extremity is present a comparison of
the ROM of the normal to the impaired extremity should be included (See plate I).

(a) Shoulder: Flexion (forward elevation) or abduction to at |east 90
degrees.

(b) Elbow and/or Forearm: Flexion to 100 degrees or extension to
60 degrees. Pronation and/or Supination arc to at least 80 degrees.

(c) Wrist: At least 15 degrees flexion plus extension total.

(d) Hand: The motion at each of the three finger joints, when added
together, must reach 135 degrees of active flexion or 75 degrees of active extension, in two
or more fingers of the same hand. The thumb must be able to be opposed to at least two
fingertips.

b. Lower Extremity
(1) Disease, residual of disease, acute injury, or residua of injury that
interferes with ambulation or the wearing of military shoes and/or boots for a period in
excess of 180 days.

(2) Any documented condition that precludes the ability to run or walk
without a perceptible limp.

(3) Shortening of an extremity that exceeds 2 inches (5 cms).

(4) Feet. Any condition that prevents waking, running, or normal weight
bearing.

(a) Hallux valgus: When moderately severe, with exostosis or
rigidity and pronounced symptoms; or severe with arthritic changes.

(b) Pes Planus, Symptomatic: When more than moderate, with
pronation on weight bearing that prevents the wearing of a military shoe, or when associated
with vascular changes.

(c) Taipes Cavus. When moderately severe, with moderate
discomfort on prolonged standing and walking, metatarsalgia, that prevents the wearing of a
military shoe.

(5) Knee. Interna derangement of the knee when there isresidua instability
following remedia measures such as surgery or physical therapy.

(6) Joint Ranges of Motion (ROM). Motion that is less than the
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measurements listed below. Measurements should be validated by three (3)
measurements that agree at the 5 percent level. The measuring instrument should be
noted. Both active and passive ROM should be listed. When anormal paired extremity
IS present a comparison of the ROM of the normal to the impaired extremity should be
included (See plate I1).

(&) Hip: Flexion to 90 degrees, or extension to O degrees.
(b) Knee: Flexion to 90 degrees, or extension to 15 degrees.

(c) Ankle: Dorsiflexion to 10 degrees, or plantar flexion to 10
degrees.

(7) Amputations

(a) Loss of atoe or toes which precludes the ability to run or walk
without a perceptible limp, or to engage in fairly strenuous jobs.

(b) Any loss greater than that specified above to include foot, leg, or
thigh.

c. Inflammatory Conditions. Any inflammatory condition involving the bones,
joints, or muscles of the extremities that, after accepted therapy, prevents the military
member from performing the preponderance of duties assigned.

(2) Arthritis

(@) Arthritis due to infection associated with persistent pain and
marked loss of function, with X-ray evidence, and documented history of recurrent

incapacity.

(b) Arthritisdueto trauma. When surgical treatment failsor is
contraindicated and thereis functional impairment of the involved joint which precludesthe
satisfactory performance of duty.

(c) Osteoarthritis. When severe symptoms are associated with
impairment of function, supported by X-ray evidence and documented history of recurrent
incapacity for prolonged periods.

(d) Rheumatoid arthritis or rheumatoid myositis. If the history of
repeated incapacitating episodes is supported by objective and subjective findings.

(2) Chondromalacia or Osteochrondritis Dessicans. Severe, manifested by

frequent joint effusion, more than moderate interference with function or with severe
residuals from surgery.

8-4 Enclosure (8)



SECNAVINST 1850.4E
30 APRIL 2002

d. Prosthetic Replacement. Total or partial prosthetic replacement of amajor joint;
i.e., hip, knee, shoulder.

e. Muscles. Atrophy of, loss of substance of, direct injury to (or residuas thereof)
one or more muscles or muscle groups that prevents satisfactory use of the upper or lower
extremity. (Does not include muscular changes secondary to neurological disorders. Refer
to section on the Nervous System.)

f. Tendon and/or Ligament Transplantation. If restoration of function is not
sufficient to adequately perform the preponderance of duties required.

g. Fractures

(2) Mdunion. When, after appropriate treatment, there is more than
moderate mal union with marked deformity or there is more than moderate | oss of function.

(2) Nonunion. When it persists after an appropriate healing period with
more than moderate loss of function.

(3) Bone fusion defect. When manifested by more than moderate pain or
loss of function.

(4) Callus, excessive, following fracture. When functional impairment
precludes satisfactory performance of duty and the callus does not respond to adequate
treatment.

h. Joints

(2) Arthroplasty with severe pain, limitation of motion and limitation of
function, joint prosthesis or total joint replacement.

(2) Bony or fibrous ankylosis with severe pain involving mgor joints or
spina segments, or ankylosisin unfavorable position, or ankylosis with marked |oss of
function.

(3) Contracture of ajoint with marked loss of function and the condition is
not remediable by surgery.

(4) Loose bodies within ajoint with marked functional impairment
complicated by arthritis to such adegree asto preclude favorable results of treatment.

i. Miscdlaneous

(1) Myotonia Congenita. Significantly symptomatic and precluding the
satisfactory performance of duty.
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(2) Osteitis Deformans. Involvement of single or multiple bones with
resultant deformities, or symptoms severely interfering with function.

(3) Osteoarthropathy, Hypertrophic, Secondary. More than moderate pain
present in one or multiple joints and with at least moderate |oss of function.

(4) Osteomyelitis, Chronic. Recurrent episodes not responsive to treatment,
and involving the bone to a degree which interferes with stability and function.

j. Spine

(1) Congenita Disorders. When more than mild symptoms cause a
deterioration in performance of required duties or if fusionisrequired, resulting in loss of
mobility. Examples are Spina Bifida, CoxaVara, Spondylolysis, Spondylolisthess,
Kyphosis, Scoliosis.

(2) Acquired Disorders

(8) Fractures requiring spinal cord decompression with residual
neurological deficit or loss of mobility dueto fusion.

(b) Spondylolysis and/or Spondylolisthesis requiring fusion with
loss of mobility.

(c) Herniated nucleus pulposus when more than mildly symptomatic
with demonstrated neurological involvement; or subsequent surgical treatment does not
provide symptomatic relief sufficient for performance of duties.

(d) When reporting on compression (or other) fractures that have
“demongtrable deformity” the medical board must realize that thisrefersto aphysical
deformity, not aradiological one.

(e) Deviation or Curvature of Spine. More than moderate, or
interfering with function, or causing unmilitary appearance.

k. Skull. Significant loss of substance without prosthetic replacement, or with
prosthetic replacement in the presence of significant residuals.

I. Fibromyalgia This condition must meet the criteriaas put forth by the American
College of Rheumatology (current edition). The diagnosis must be made by a
rheumatologist and it is preferable that the MEB report be dictated by a rheumatol ogist
when Fibromyalgiaisthe diagnosis. A psychiatry addendum must accompany any MEB
submitted for fibromyalgia.

m. Tendor/Ligament Transplant. Unsatisfactory restoration of function,
significantly interfering with the satisfactory performance of duty.
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n. Muscles. Flaccid paralysis, spastic paraysis, or loss of substance of one or more
muscles producing loss of function that precludes satisfactory performance of duty.
Atrophy of, loss of substance of, direct injury to (or residuals) one or more muscles or
muscle groups that prevents satisfactory use of the upper or lower extremity. Does not
include muscular changes secondary to neurological disorders. Refer to section on the
nervous system.

8003 Organs Of Special Senses
a. Eyes

(1) Eye Disease. Active eye disease or any progressive organic disease or
degeneration, regardless of the stage of activity, that is resistant to treatment and affectsthe
distant visual acuity or visua fields such that distant visua acuity is significantly affected or
thefied of vision of the better eye islessthan 40 degrees. (See"Visual Acuity” below.)

(2) Visud Acuity
(@) Visual acuity that cannot be corrected with ORDINARY
SPECTACLE LENSES, to at least 20/40 in one eye and 20/100 in the other eye, or 20/20 in
one eye and 20/400 in the other eye, or

(b) Eye has been enucleated,

(c) When vision is correctable only by the use of contact lensesor
other specified corrective devices (tel escopic lenses, etc.).

(3) Aniseikonia. With subjective eye discomfort, neurologic symptoms,
sensations of motion sickness, functiona difficulties and difficultiesin distinguishing forms,
and not corrected by standard optical lenses.

(4) Binocular Diplopia. Which is severe, constant, and in zone less than 20
degrees from the primary position and not surgically or optically correctable.

(5) Bilateral Hemianopsia. Any type that is permanent, and based on an
organic defect. Those due to functional neurosis and those due to transitory conditions, such
as periodic migraine, are not normally considered to render an individua Unfit.

(6) Night Blindness. Of such a degree that precludes unassisted night travel.

(7) Visua Fields

(@ Visud fields with bilateral concentric constriction to less than 40
degrees.
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(b) Visua fidld in better eyeislessthan 40 degrees.
(8) Aphakia, Bilatera
(9) Chronic Congestive (Closed Angle) Glaucoma or Chronic Non-
congestive (Open Angle) Glaucoma. If well established with demonstrable changesin the

optic disk or visual fields, or not amenable to treatment.

(10) Diseases and Infections of the Eye. When chronic, more than mildly
symptomatic, progressive and resistant to treatment after a reasonable period.

(11) Ocular Manifestations of Endocrine or Metabolic Disorders. Not
disqualifying per se; however, residuas or complications, or the underlying disease may
render a service member Unfit.

(12) Residuads or Complications of Injury. When progressive, or when
reduced visua acuity or fields do not meet the criteria of paragraphs a, b, or g, above.

(13) Retina, Detachment of
(8 Unilateral Detachment

1. When visual acuity does not meet the standard of
paragraph a (2) of this section.

2. Whenthevisua field in the better eye is constricted to
less than 20 degrees.

3. When uncorrectable diplopia exists.

4. When detachment results from organic progressive
disease or new growth, regardless of the condition of the better eye.

(b) Bilateral Detachment, regardless of etiology or results of
corrective surgery.

b. Ears and Hearing
(1) Ears

(8) Ofitis Externa, chronic, severe, requiring frequent and prolonged
treatment.

(b) Mastoiditis requiring frequent and prolonged treatment; or,
subsequent to mastoidectomy there is constant drainage from the mastoid cavity.
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(c) Meniere's syndrome or labyrinthine disorders of sufficient
severity to interfere with satisfactory performance of duties.

(d) Otitis Media, chronic, resistant to conventiona therapy
interfering with satisfactory performance of duties and necessitating frequent or prolonged
medical care.

(2) Hearing

(a) Unaided hearing loss that adversdly effects safe and effective
performance of duty.

(b) In the assessment of hearing, when the unaided average lossin
the better ear is 35 dB (ANSI) or more in the normal speech range (pure tone audiometric
values a the 1000, 2000, 3000, 4000 hertz) the individua will be evaluated at an audiology
and speech center. Audiology speciaigts at the center will recommend referra to a PEB
when appropriate. This recommendation may be based on the results of either pure tone
audiometry or speech reception threshold and discrimination, whichever in the judgment of
the specialists most accurately reflects the degree of the hearing loss.

(c) The MEB report will indicate whether the member is capable of
effective performance with ahearing aid.

(d) The MEB report must include:
1. current audiograms (not just the summary);
2. reference audiograms and especially entry audiogram;

3. gpeech discrimination test results.

8004 Systemic Diseases

a. Definition. Any acute or chronic condition that affects the body as awhole
(systemic) and interferes with the successful performance of duty, or requires medication for
control, or needs frequent monitoring by a physician, or that requires geographic assignment
limitations or requires atemporary limitation of duty exceeding 180 days, or permanent
limitation of duty that effects the whole body (systemic).

b. Infectious
(1) Systemic Mycoses; e.g., Blastomycosis.
(2) Tuberculosis. Pulmonary or generalized.

(3) Leprosy.
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(4) Systemic sexually transmitted diseases.
(&) Complications or residuals of venereal diseases.

(b) When chronicity or degree of severity is such that theindividua
isincapable of performing useful duty.

(5) AIDS/HIV Reated Iliness. Service members confirmed to be HIV
antibody positive and who demonstrate immunol ogic deficiency, neurologic involvement,
decreased capacity to respond to infection, or progressive clinical or laboratory
abnormalities associated with HIV, which include Acquired Immune Deficiency Syndrome
(AIDS). Uncomplicated HIV seropositivity should not result in referra to the PEB, but
warrants the convening of a MEB for a public health monitoring purposes in accordance
with appropriate regulations.

c. Arthritis
(1) Rheumatoid Arthritis.
(2) Spondyloarthropathy.
(a) Ankylosing spondylitis.
(b) Reiter's Syndrome.
(c) Psoriatic Arthritis.
(d) Arthritis associated with inflammatory bowel disease.
(e) Whippl€'s disease.
d. Other Systemic Diseases
(1) Amyloidosis.

(2) Sarcoidosis. Progressive, not responsive to therapy or with severe or
multiple organ involvement.

(3) Panniculitis. Relapsing, febrile, nodular.
(4) Myasthenia Gravis.
(5) Porphyria cutaneatarda.

(6) Systemic Lupus Erythematosus.
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(7) Soogren's Syndrome.

(8) Chronic Fatigue Syndrome.

(9) Myopathy. Inflammatory, metabolic, hereditary.
(10) Progressive systemic sclerosis/Scleroderma.
(11) Systemic vasculitis.

(12) Hypersensitivity angiitis. Resistant to trestment and more than mildly
symptomatic.

(13) Behcet's Syndrome.

(14) Adult-onset Still's Disease.

(15) Mixed connective tissue disease (overlapping syndromes).
(16) Dermatomyositis and polymyositis.

8005 Respiratory System
a. Upper Airway

(1) Sinusitis. Sinusitisor rhinitis (atrophic), with suppuration, unresponsive
to conventiona therapy.

(2) Rhinitis. Atrophic rhinitis characterized by bilateral atrophy of nasal
mucous membrane with severe crusting, concomitant severe headaches, and foul, fetid odor.

(3) Larynx
(8) Obstructive edema of the glottis requiring tracheostomy.
(b) Vocal cord paralysis serioudy interfering with speech or airway.

(c) Stenosis of such adegree asto cause respiratory embarrassment
on moderate exertion.

(4) Trachea. Stenosis or narrowing of such adegree asto cause respiratory
embarrassment on moderate exertion.

b. Lower Airway. Rating isusualy based upon Pulmonary Function Tests (PFTS)
measuring residua function. There must be a minimum of one set of PFTs.

(2) Studies should be performed both before and after medication:
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(8) When the results of pre-bronchodilator PFTs are normal, post-
bronchodilator studies are not required.

(b) In all other cases, post-bronchodilator studies should be done
unless contraindicated (because of alergy to medication, etc.) or if apatient was on
bronchodilators before the test and had taken his/her medication within afew hours of the

study.

(c) A physician who determines that a post-bronchodilator study
should not be done in a given case should provide an explanation.

(2) Where warranted, the member should have a methcholine chalenge,
especialy when the original set of PFTsare “normal”.

(3) In cases of exercise-induced asthma, PFTs after exercise should be
performed.

(4) Infection
(&) Pulmonary Tuberculosis

1. If treatable but more than 15 months will be required
before service member can be returned to full duty.

2. Casesunresponsive to therapy.

(b) Histoplasmosis, blastomycosis, toxoplasmosis, or other mycosis
not responding to accepted therapy.

(5) Asthma. A clinical syndrome characterized by cough, wheeze, dyspnea
and physiological evidence of reversible airflow obstruction or airway hyperreactivity that
generaly persists over 6 months. Reversible air flow obstruction is defined as more than 15
percent increase in FEV-1 following administration of an inhaled Bronchodilator. Airway
hyperreactivity is defined as the exaggerated decrease in airflow induced by a standard
methcholine challenge test. Chronic asthma requires the regular use of medication to dlow
the individual to perform the preponderance of military duties.

(6) Bronchiectasis or bronchiolectasis. Cylindrical or saccular with
residuals requiring repeated medical care or moderately symptomatic, with productive
cough at frequent intervals throughout the day, or with moderate other associated lung
disease to include recurrent pneumonia, or with residuals or complications which require
repeated hospitalization.

(7) Bronchitis. Chronic, severe, recurrent unresponsive to repeated medical
cae.
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(8) Atelectasis. Unresponsiveto conventiona therapy requiring repeated
medical care.

(9) Pulmonary Sarcoidosis. Progressive, unresponsive to conventional
therapy or complicated by demonstrable moderate reduction in pulmonary function.

(10) Pneumaconiosis. Severe, with dyspnea on moderate exertion.
(11) Cystic disease of the lung.

(12) Pulmonary Emphysema. Resulting in dyspnea on mild exertion and
supported by demonstrable moderate reduction in pulmonary function or when present, to at
least amoderate degree, as a complication of any other respiratory condition.

(13) Pulmonary Fibrosis. Linear fibrosisor fibrocalcific residuals of such a
degree as to cause dyspnea on mild exertion and demonstrable moderate reduction in
pulmonary function.

(14) Resduds. Resduasof pneumothorax, hemothorax, empyema, or
residuals of operative procedures on the lungs or chest wall.

(a) Hemopneumothorax, Hemothorax, Pyopneumothorax or
Chronic Fibrotic Pleurisy . More than moderate restriction of respiratory excursions and
chest deformity, or weakness and fatigability on dlight exertion.

(b) Surgery of Lungs and Chest. If surgery resultsin impairment of
pulmonary function to a moderate degree or more, as demonstrated by ventilatory tests.

(15) Bronchia Stenosis. Severe stenosis associated with repeated attacks of
bronchopulmonary infections requiring frequent hospitalization.

(16) Diaphragmatic Dysfunction. Diaphragmatic dysfunction resulting in
dyspnea on minimal exertion, not responsive to therapy.

(17) Lung Transplant

8006_Cardiovascular System

a. Genera. Evaluation and reporting of cardiovascular function should be in terms
of metabolic equivalents (METS) of energy expended to produce acertain level of
symptoms.

(2) Objective measurements of the level of physical activity, expressed as
METs, at which cardiac symptoms develop is the main method of evaluating cardiovascular
entities now.
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(2) The exercise capacity of skeletal muscle depends on the ability of the
cardiovascular system to deliver oxygen to the muscle, and measuring exercise capacity can,
therefore, also measure cardiovascular function. The most accurate measure of exercise
capacity isthe maxima oxygen uptake, which isthe amount of oxygen, in liters per minute,
transported from the lungs and skeletal muscle at peak effort. Because measurement of the
maximal oxygen uptake isimpractical, multiples of resting oxygen consumption (or METS)
are used to calculate the energy cost of physica activity. One MET isthe energy cost of
standing quietly at rest and represents an oxygen uptake of 3.5 milliliters per kilogram of
body weight per minute. The calculation of work activitiesin multiples of METsis a useful
measurement for ng disability and standardizing the reporting of exercise workloads
when different exercise protocols are used.

(3) Alternative methods of evaluating function are provided for situations
where treadmill stresstesting is medically contraindicated — the examiner’ s estimation of the
level of activity, expressed in METs and supported by examples of specific activities, such
asdow stair climbing or shoveling snow that resultsin dyspnea, fatigue, angina, dizziness
or syncope is acceptable.

b. Heart. Inassessing the function of the heart, various functional therapeutic
classifications (FTC) may be used as standards (New Y ork Heart Association, Canadian
Cardiovascular Society, etc.). Each of the cardiac conditions should be givenan FTC. See
enclosure (9), attachment (b), table (3).

(1) Arteriosclerotic Heart Disease. Associated with congestive heart failure,
repeated anginal attacks or objective evidence of myocardial infarction.

(2) Inflammatory

(8) Endocarditis. Resulting in significant residuas (e.g., myocardial
insufficiency).

(b) Pericarditis, chronic or repetitive.
(c) Rheumatic Heart Disease.
(d) Syphilitic Heart Disease.

(3) Cardiac Arrhythmias and/or Pacemakers

(a) Supraventricular Arrhythmias. When life threatening or
symptomatic enough to interfere with duty performance.

1. Paroxysmal Supraventricular Tachycardia. If associated

with organic heart disease or when life threatening or symptomatic enough to interfere with
duty performance, if not adequately controlled by medication.
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2. Atrial Fibrillation and Flutter. Associated with organic
heart disease, or if not adequately controlled by medication.

(b) Heart Block (second or third degree AV block) and chronic
symptomatic bradyarrhythmias with poor response to conventional therapy.

(c) Paroxysmal ventricular tachycardia/Ventricular Arrhythmias.
When potentidly life threatening or symptomatic enough to interfere with the performance

of duty.

(d) Residuals of Sudden Cardiac Death Syndrome following
successful resuscitation.

(e) Near or recurrent syncope of cardiac origin.

(f) Permanent indwelling pacemakers or defibrillators or other
permanent anti-tachycardia devices.

(4) Hypertrophic Cardiomyopathy

(5) Dilated Cardiomyopathy

(6) Myocardial Disease. Myocarditis and Degeneration of the Myocardium.
Myocardia damage producing symptoms such as fatigue, palpitation and dyspnea with
ordinary physical activity.

(7) Valvular Heart Disease

(8) Hypertensive Cardiac Disease

(9) Reconstructive Surgery, Including Grafts and Prosthetic devices .

(10) Operative or other invasive procedures involving the heart, pericardium,
or vascular system

(a) Permanent Prosthetic Vave Implantation.
(b) Coronary Artery Revascularization.

(c) Coronary or Vavular Angioplasty (including PTCA) or plaque
removal.

(d) Cardiac Arrhythmia Ablation procedures, unless free of
Unfitting symptoms and signs.

(e) Recongtructive Cardiovascular surgery.
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(f) Cardiac Transplant.

(11) Any consequences of chronic cardiovascular drug therapy which would
interfere with the performance of duty and is required to prevent a potentially fatal outcome
or severely symptomatic events.

c. Vascular System

(1) Arteriosclerosis Obliterans. Evidence of arterial disease such as
intermittent, ischemic rest pain, or gangrenous/ul cerative skin changes of a permanent
nature. Involvement of one or more organs or systems, or anatomic region with symptoms
of arterial insufficiency. When any of the following pertain:

(&) intermittent claudication of sufficient severity to produce pain
and inability to complete awalk of 200 yards or less on level ground at 112 steps per minute
without arest; or

(b) objective evidence of arterial disease with symptoms of
claudication, ischemic rest pain or with gangrenous or ulcerative skin changes of a
permanent degree in the distal extremity; or

(c) involvement of more than one organ system or anatomic region
(the lower extremities are considered one region for this purpose) with symptoms of arteria
insufficiency.

(2) Maor Cardiovascular Anomalies
(a) Coarctation of the Aorta.

(b) Aneurysm of any major vessd, including those corrected by
surgery.

(3) Periarteritis Nodosa

(4) Chronic Venous Insufficiency. When symptomatic despite elastic
support, significantly interfering with the satisfactory performance of duty.

(5) Raynaud's Phenomenon/Syndrome. Manifested by trophic changes of
the involved parts characterized by scarring of the skin, or ulceration.

(6) Thromboangiitis Obliterans. With claudication. Intermittent
claudication of sufficient severity to produce pain and inability to complete awalk of 200
yards or lesson level ground at 112 steps per minute without rest, or other equally
significant complications.
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(7) Recurrent Thrombophlebitis
(8) Varicose Veins. Severe and symptomatic despite conventiona therapy.
(9) Any vascular reconstruction
d. Miscellaneous Conditions
(2) Cold Injury
(a) Frosthite, if significant or with residuals.
(b) Trench foot.
(c) Hypothermia.
(2) Erythromelalgia
(3) Hypertensive Cardiovascular and/or Vascular disease

(8) Diastolic pressure consistently greater than 100mm Hg following
adequate therapy; and/or,

(b) associated changesin the brain, heart, kidney, or optic fundi.

(c) blood pressure readings must have 5 readings, each reading taken
after the member has been sitting for at least 15 minutes.

(4) Neurocirculatory Syncope

e. Anticoagulant Therapy. When chronically required.

8007 Gastrointestinal System

a General. Any organic condition of the Gastrointestina System that prevents
adequate maintenance of the service member's nutritiona status, or requires significant
dietary restrictions.

b. Inflammatory and/or Infectious Conditions

(1) Esophagitis. Persistent and not responsive to therapy.
(@) Infectious (e.g., Candidiasis).

(b) Reflux. When not responsive to therapy.
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(c) Hiatal hernia. With severe symptoms not relieved by dietary or
medical therapy, or bleeding is recurrent in spite of prescribed treatment.

(2) Gastritis. When not responsive to therapy. Severe, chronic gastritis with
repeated symptoms requiring hospitalization and confirmed by gastroscopic examination.

(3) Hepatitis

(a) Persistent symptoms or persistent evidence of impaired liver
function.

(b) Persistence of biochemical markersindicating chronicity.

(4) Pancredtitis, chronic, with residuals (such as malabsorption/glucose
abnormality due to enzyme deficiency), or recurrent.

(5) Regional Enteritis
(6) Ulcerative Calitis/Crohn’ s disease

(7) Proctitis. Moderate to severe symptoms of bleeding, or painful
defecation, or tenesmus and diarrhea, with repeated admissions to the hospita.

(8) Intra-abdominal abscess. When unresponsive to therapy.
(9) Hepatic abscess. When unresponsive to therapy.
c. Obstructive Conditions
(2) Congenita
(a) Diverticula
(b) Webs
(c) Strictures. Stricture of the esophagus of such adegree asto
require an essentially liquid diet, frequent dilatation, and hospitalization, and/or which
causes difficulty in maintaining weight and nutrition.
(2) Acquired
(a) Diverticula

(b) Webs
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(c) Strictures. Same as above.

(d) Peritoneal Adhesive Bands. Recurring episodes of intestinal
obstruction characterized by abdominal colicky pain and vomiting, and requiring frequent
admissionsto the hospital.

d. Dysfunctiona Conditions

(1) Achaasia of the Esophagus. Manifested by dysphagia not controlled by
dilatation with frequent discomfort, or inability to maintain normal vigor and nutrition.

(2) Biliary Dyskinesia.

(3) Cirrhosis. Moderate with evidence of portal hypertension, esophaged
varices, distended abdominal veins and/or impaired liver function and/or significant
imparment of hedth.

(4) Ulcers (Duodend, Gastric, Intestinal) when there are complications or
residuals. Repeated incapacitation or absences from duty because of recurrence of
symptoms (pain, vomiting, or bleeding) in spite of good medical management, and
supported by laboratory and x-ray evidence of activity or severe deformity.

(5) Gastrectomy
(@ Tota
(b) Subtotal, with or without vagotomy, or gastrojejunostomy or
pyloroplasty with or without vagotomy, when in spite of good medical management, the
individual experiences any of the following:
1. Devel opsincapacitating dumping syndrome.
Postoperative symptoms such as a moderate feeling of fullness after eating, or the need to
avoid or restrict the ingestion of high carbohydrate foods, or the need for a daily schedule
for anumber of small meals should not be confused with dumping syndrome.

2. Develops frequent episodes of incapacitating epigastric
distress with characteristic circulatory symptoms or diarrhea.

3. Continuesto demonstrate significant weight loss.
(Preoperative weight representative of obesity should not be taken as areference point in
making this assessment.)

(6) Permanent Gastrostomy, Enterostomy, 1leostomy, Colostomy,
Pancreatoenterostomy

(7) Totd Pancreatectomy
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(8) Feca Incontinence

(9) Pancreaticoduodenostomy, Pancreati cogastrostomy
Pancreaticojejunostomy

(20) Proctopexy, Proctoplasty, Proctorrhaphy, or Proctotomy. If fecal
incontinence remains after appropriate treatment.

e. Abdomina Wall Defects. Hernia, recurrent, when repair is contraindicated and
the defect interferes with duty performance. Thisincludes removd; e.g., post mastectomy
reconstructive surgery.

8008 Genitourinary System

a. Urinary System. There are three genera dysfunctions of the urinary system:
Rena Dysfunction, Voiding Dysfunction, Urinary Tract Infection. Some conditionsinvolve
acombination.

(1) Rend Dysfunction. Medical workup will include creatinine clearance to
guantitate the degree of dysfunction (seetable 5 of attachment (b) to enclosure (9)). In
addition, the report should contain current BUN, creatinine values and creatinine clearance.

(8) Retained Rend Calculus. When resulting in recurrent
symptoms, abnormal rend function, or recurrent infection and is not correctable by therapy.

(b) Cystic Kidney, when renal function isimpaired or the focus of
recurrent infection. Congenital renal anomaly, resulting in frequent or recurring infections,
or when there is evidence of obstructive uropathy not responding to medical or surgica
treatment.

(c) Glomerulonephritis

(d) Hydronephrosis. When not correctable and with continuous or
frequent symptoms.

(e) Hypoplasia of the kidney. When complicated (e.g., high blood
pressure, frequent infections).

(f) Chronic Nephritis. With rena function impairment.

(9) Nephrosis. With renal function impairment.

(h) Stricture of the Ureter, if clinicaly significant and not correctable.
() Residuas of Ureteral Operations, including:

1. Ureterocolostomy and/or Ureterosigmoidostomy .
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2. Ureterocystostomy. When both ureters are markedly
dilated with irreversible changes.
3. Ureteroileostomy.

4. Ureteroplasty. When unilateral procedure is unsuccessful
and nephrectomy is necessary, consider on the basis of the standard for a nephrectomy.

5. When bilateral, evauate residua obstruction or
hydronephrosis and consider Unfitness based on residuals.

6. Ureterosigmoidostomy.
(j) Pyeloplasty, with significant residuas.

(k) Nephrectomy. When there are complications with the remaining
kidney.

(1) Nephrostomy, Pyelostomy, Ureterostomy . When thereis
persistent drainage.

(m) Renal Transplant
1. Recipient
2. Donor. If thereis malfunction of the remaining kidney .

(n) Pyelonephritis, if chronic and has not responded to medical or
surgical treatment, with evidence of persistent hypertension or reduction in renal function.

(2) Voiding Dysfunction

(a) Cystitis, when complications or residuas preclude satisfactory
performance of duty.

(b) Urinary Incontinence, if unresponsive to treatment.
(c) Neurogenic Bladder

(d) Epispadias. When there isan inability to perform required duty
due to soilage or recurrent infection.

(e) Stricture of the Urethra, not amenable to treatment.

(f) Cystectomy
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(g) Cystoplasty. When residua urines are greater than 50 cc and/or
refractory infection.
(h) Urethrostomy

() Penis, Amputation of. When urineisvoided in such amanner as
to soil clothing or surroundings, or result in severe mental symptoms.

(3) Urinary Tract Infection

(@ Chronic Urethritis

(b) Chronic Pyonephrosis/Pyel onephritis which has not responded to
medical or surgical treatment, with evidence of persistent hypertension or reductionin rena
function.

(c) Perirena Abscess

(d) Cystoplasty. When thereisrefractory infection.

b. Female Genitourinary Conditions

(1) Dysmenorrhea. When severity is such that duty performance is affected.

(2) Endometriosis. When the severity is such that duty performanceis

affected.

(3) Menopausal Syndrome. When constitutional symptoms prevent duty
performance.

(4) Chronic Pelvic Pain. When the severity is such that duty performanceis
affected.

(5) Hysterectomy. When residua complications preclude satisfactory
performance of duty.

(6) Oophorectomy. When residual symptoms preclude satisfactory duty
performance.

8009 Hemic And L ymphatic Systems
a. Anemia. When symptomatic and not responsive to therapy.

b. Hemolytic Crises. When complicated, chronic, and symptomatic.
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c. Leukopenia. When not responsive to therapy or when therapy is prolonged, or
when complicated by recurrent infections.

d. Polycythemia. When unresponsive to therapy.
e. Purpuraor Bleeding disorders
f. Chronic Anticoagulation Therapy
g. Hypercoagulable states with thromboembolic disease.
h. Indwelling Filter to prevent embolic phenomena.
i. Leukemia, or history thereof.
j. Lymphomas, or history thereof.
(1) Hodgkin's
(2) Non-Hodgkin's
k. Splenomegaly, Chronic.

8010 Skin And Cdlular Tissues

a Generd: Regardliess of whether specifically stated under each diagnosis, the
following encompassing statement appliesto all: aMEB report shall be submitted when
conditions are severe, unresponsive to therapy, and interfere with the satisfactory
performance of duty, wearing of the uniform, or using military equipment.

b. Systemic Conditionsincluding:
(2) Amyloidosis
(2) Dermatomyositis /polymyositis
(3) Eczema
(4) Chronic Lymphedema
(5) Erythema Multiforme. More than moderate and chronic or recurrent.
(6) Hyperhidrosis
(7) Leukemia Cutis or Mycosis Fungoides

(8) Neurofibromatosis
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(9) Psoriasis

(10) Parapsoriasis

(11) Scleroderma

(12) Pemphigus. Not responsive to treatment and with moderate
constitutional or systemic symptoms.

(13) Exfoliative Dermatitis

(14) Epidermolysis Bullosa

(15) Urticaria

(16) Lichen Planus

(17) Cutaneous Lupus Erythematosus
c. Localized Conditions

(1) Radiodermatitis. Particularly if there is malignant degeneration not
amenable to therapy.

(2) Intractable Plantar Keratosis

(3) Scars and Keloids. Locally extensve and adherent, interfering with the
function of abody part or preventing the wearing of the uniform.

(4) Xanthoma
(5) Cysts and Tumors. When not amenable to accepted therapy.

(6) Atopic Dermatitis. More than moderate or requiring frequent
hospitalization.

(7) Ulcers of the skin. When not responsive to therapy; e.g., Fungus
Infections, Superficia - if not responsive to therapy and resulting in frequent absences from
duty.

(8) Hidradenitis, Suppurative, and Folliculitis Decalvans.

d. Infectious Conditions

(1) Acne, Cydtic, Severe. When unresponsive to therapy.
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(2) Dermatitis Herpetiformis
(3) Panniculitis
(4) Cutaneous Tuberculosis
(5) Elephantiasis
e. Other Chronic Skin Disorders

8011 Endocrine System And M etabolic Conditions

a. General. Any abnormality that does not respond to therapy satisfactorily or
where replacement therapy presents significant management problems.

b. Diabetes

(2) All casesrequiring oral hypoglycemics where control is not adequate,
excluding the “honeymaoon” period.

(2) All casesrequiring insulin and/or restrictive diet for control.

(3) When individuas requiring insulin for maintenance are under poor
control ("brittle diabetics").

c. Acromegay

d. Adrena Hyper or Hypofunction

e. Diabetes Inspidus

f. Hyper- or Hypothyroidism. Severe symptoms not controlled by accepted therapy.

0. Hyper- or Hypoparathyroidism. Especially when residuals or complications of
surgical treatment (renal, skeletal or menta alterations) prevent performance of duty.

h. Hyperinsulinism. When caused by malignancy or not readily controlled.

i. Gout. In advanced cases with frequent (>3/yr) acute exacerbations or severe
bone, joint, or renal damage.

j. Osteomalacia. Residuads preventing performance of duties.

k. Hypogammaglobulinemia
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|. Hypercoaguable States
m. Heat Injury

(1) Recurrent Heat Exhaustion. Manifested by collapse, including syncope,
occurring during or immediately following exercise or in an environment of increased heat.
Must occur at least three or more timesin 24 months. No complicating factor can be
identified.

(2) Heat Stroke. Hyperpyrexia (core temperature >106 degrees Fahrenheit),
collapse, encephal opathy and organ damage and/or systemic inflammatory activation during
the episode. In the absence of encephal opathy, exertional rhabdomyolysis and
myoglobinuriaare sufficient. A tria of duty may be recommended if complicating factors
have been identified and there are no residuals.

n. Malignant Hyperthermia

8012 Nervous System

a. General. To better measure conditionsinvolving the nervous system, it is
mandatory that certain yardsticks be employed:

(1) Dementia And Head Trauma. Neuropsychologic or neuropsychiatric
measurements should be performed as early as possible. There should aso be a set of
current neuropsychol ogic or neuropsychiatric measurements submitted with the MEB
report. Current here means within 6 weeks of submission of the board.

(2) Migraine Headaches. The number of incapacitating episodes (those that
require the individua to stop the activity in which engaged and seek medical treatment) per
week, month or year should be noted and verified by aphysician.

(3) Seizure Disorders. The evaluation will be done by aneurologist. An
EEG, MRI/CT will beincluded in the initid examination. When subsequent seizure
episodes occur while on medical therapy, blood levels of prescribed medication(s) will be
determined. The date of the most recent seizure and seizure frequency must be recorded.

(4) Neuropathies. EMG and nerve conduction studies will be performed.

(5) Multiple Sclerosis. All caseswill have an MRI of the head or spina
cord.

(6) Impairment Estimate. Estimation of the degree of industrial and
(industridly related) socia impairment incurred by the service member due to migraine
and seizure disorder should be included.

b. Neurogenic Muscular Atrophy
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(2) Amyotrophic Lateral Sclerosis
(2) All Primary Muscle Disorders
(a) Facioscapulohumeral Dystrophy
(b) Limb Girdle Dystrophy
(c) Myotonia Dystrophy
(d) Myelopathic Muscular Atrophy
(3) Myasthenia Gravis. Other than solely ocular.
(4) Polio
(5) Progressive Muscular Atrophy
c. Progressive Degenerative Disorders
(1) Parkinson's Disease. Pardysis Agitans.
(2) Huntington's Chorea
(3) Hepatolenticular Degeneration
(4) Friedreich's Ataxia
d. Demyelinating Disorders
(1) Multiple Sclerosis
(2) Optic Neuritis. Recurrent or with residuals.
(3) Transverse MydlitigMyel opathy
e. Cerebrovascular Accidents, Residuals
f. Traumatic Brain Injuries, Residuas
0. Headaches. Headaches, Migraine, Tension, Vascular, Cluster Types When
manifested by documented frequent incapacitating (e.g., lasting for severa consecutive
days, and unrelieved by treatment) attacks.

h. Seizure disorders
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i. Narcolepsy. Documented with deep clinic workup

j. Sleep Apnea Syndrome, when complicated by requirement for an appliance such
as CPAP for control.

k. Peripherad Nerve Dysfunctions
(1) Neurdgia. When severe, persistent, and not responsive to therapy.

(2) Neuritis. When manifested by more than moderate, permanent
functional impairment.

(3) Paralysis due to Peripheral Nerve Injury. When manifested by more
than moderate, permanent functional impairment.

I. Syringomyelia
m. General Neurological Disorders. Any other neurological condition, regardless of
etiology, when, after adequate treatment, residual symptoms prevent the satisfactory

performance of duty.

8013 Psychiatric Disorders
a Generd

(2) Theterminology and diagnostic concepts used in this section arein
consonance with the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition
(DSM-1V). Asthe DSM is updated, appropriate revisionsin the disability system will be
made in conjunction with VA approval of use of any new editions.

(2) The Multiaxia System of Diagnosiswill be used for all psychiatric
conditionsthat are the subject of an MEB:

AXISI. Clinical Psychiatric Disorders and Other Psychiatric
conditions that may be afocus of clinical atention.

AXISII. Persondlity Disorders, Mentd Retardation.
AXISIII. Genera Medical Disorders.

AXISIV. Psychosocia and Environmenta problems.
AXISV. Globa Assessment of Function (GAF).

(3) All AXIS | and Il diagnoses will be assessed asto the impairment for
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military duty aswell asthe impairment for social and industrial functioning. This applies
even though conditions normally placed on Axis Il do not render a service member
medically unable to perform assigned duties.

(4) Personality, Sexual, or Factitious Disorders, Disorders of impulse control
not elsewhere classified, Adjustment Disorders, Substance-related Disorders, Mentd
Retardation (primary), or Learning Disabilities are conditions that may render an individual
administratively unable to perform duties rather than medically unable, and may become the
basis for administrative separation. These conditions do not congtitute a physical disability
despite the fact they may render amember unable to perform his or her duties.

(5) Any MEB report listing a psychiatric diagnosis must contain athorough
psychiatric evaluation and include the signature of at |east one psychiatrist (identified as
such) on the MEB report signatory face sheet. |If competency is questionable, an
incapacitation board must be conducted. This board must consist of three physicians, one of
whom must be a psychiatrist.

b. Disorderswith Psychotic Features (Delusions or prominent Hallucinations). One
or more psychotic episodes, existing symptoms or residua s thereof, or arecent history of a
psychotic disorder.

c. Affective Disorders (Mood Disorders). When the persistence or recurrence of
symptoms requires extended or recurrent hospitalization, or the need for continuing
psychiatric support.

d. Anxiety, Somatoform, Dissociative Disorders (Neurotic Disorders). When
symptoms are persistent, recurrent, unresponsive to treatment, require continuing psychiatric
support, and/or are severe enough to interfere with satisfactory duty performance.

e. Organic Mentd Disorders. Dementia or organic personality disorders that
significantly impair duty performance.

f. Eating Disorders. When unresponsive to areasonable trial of therapy or interferes
with the satisfactory performance of duty.

8014 Venereal Diseases

Complications or Residuals of Venereal Diseases. When chronicity or degree of
severity is such that theindividua isincapable of performing useful duty.

8015 Neoplasms
a. Malignant Neoplasms

(2) Malignancies which are unresponsive to therapy or whose residuas
prevent satisfactory performance of duty.

(2) When the service member with amalignant neoplasm refuses accepted
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therapy.

(3) When, for avariety of reasons, aservice member, who has been treated
for amalignant neoplasm, will leave active duty before having had an adequate period of
observation to determine whether a cure has been effected. These do not include basal cdll
carcinomas or small squamous cell carcinomas without metastases.

b. Benign Neoplasms. Usually benign tumors do not prevent satisfactory
performance of duty.

(1) However, there may be residuass of treatment, which do make the
individual Unfit and thus require amedical board.

(2) There are instances in which a benign tumor behaves like a malignant
tumor or hasthe potential to be aggressive and damaging as a malignant tumor. These
tumors may be rated by analogy to the VA rating for malignancies.

(3) Examples of benign tumors which might interfere with the performance
of duties (and might be considered analogous to malignant tumors) are:

(a) Ganglioneuroma
(b) Meningeal Fibroblastoma

(c) Pigmented Villonodular Synovitis

8016 Southwest Asia Theater Of Operations (SWATO ) Cases

a Generd. All service memberswho are referred to the PEB, who have served in
SWATO during the period 2 August 1990 to present will be afforded the opportunity to
undergo a Comprehensive Clinica Evauation Program (CCEP ) examination if the medical
diagnosesincluded in the MEB report are assessed by the physician to be related to illnesses
that are directly and causally related to servicein thistheater. The results of the CCEP
evaluation (submitted as an official addendum in narrative form) will be forwarded to the
PEB aong with the MEB report. If the member waives this right, the member’ swaiver
must accompany the MEB report. Also, NAVMED Form 6100/1 must indicate whether or
not the service member has served in SWATO during the period 2 August 1990 to present.

b. CCEP participants who are diagnosed with conditions referred to as
“undiagnosed symptom complex attributed to service in SWATO ” that are cause for
referral into the DES shall receive a MEB to determine if the caseisto be referred to the
PEB. Referral of a CCEP participant can occur at any point during the CCEP process once
acondition which is causefor referral into the DESisidentified. However, CCEP
participants who have undiagnosed medical conditions should not be referred until they
have completed Phase Il and 111 of the CCEP protocol.
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c. Anyone for whom SWATO time of service isan issue in the production of
symptoms for which an MEB is contemplated must have been evaluated by CCEP , with an
addendum dictated by CCEP prior to referral to the Informal Board.

d. All disahility casesthat involve service members who have undergone any part
of the CCEP shdl include copies of all CCEP documentation (e.g., test results, consultation
report, et a). An addendum will be dictated by the CCEP physician.

e. Failureto include the foregoing information in any case referred to the PEB for
adjudication shdl result inits return to the convening authority.

f. Membersreporting for TDRL periodic examinations are subject to these same
guidelines unless previoudy evauated or waived.

g. Enclosure (9), attachment (a) (1) SWATO Undiagnosed Symptom Complex
Coding applies.

8017 Dental.

Diseases and abnormalities of the jaws or associated tissues when, following
restorative surgery, there remain residua s which are incapacitating, or deformities which are
severely disfiguring.
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