AR 40-501

Chapter 3 

Medical Fitness Standards for Retention and Separation, Including Retirement 

3–1. General 

This chapter gives the various medical conditions and physical defects which may render a Soldier unfit for further military service and which fall below the standards required for the individuals in paragraph 3–2 below. 

3–2. Application 

These standards apply to the following individuals (see chaps 4 and 5 for other standards that apply to specific specialties): 

a. All commissioned and warrant officers of the Active Army, ARNG/ARNGUS, and USAR. 

b. All enlisted Soldiers of the Active Army, ARNG/ARNGUS, and USAR. 

c. Students already enrolled in the HPSP and USUHS programs. 

d. Enlisted Soldiers of the ARNG/ARNGUS or USAR who apply for enlistment in the Active Army. 

e. Commissioned and warrant officers of the ARNG/ARNGUS or USAR who apply for appointment in the Active Army. 

f. Soldiers of the ARNG/ARNGUS or USAR who re-enter active duty under the “split-training option.” (However, the weight standards of tables 2–1 and 2–2 apply to split option trainees.) g. Retired Soldiers recalled to active duty. 

3–3. Disposition 

Soldiers with conditions listed in this chapter who do not meet the required medical standards will be evaluated by an MEB as defined in AR 40–400 and will be referred to a PEB as defined in AR 635–40 with the following caveats: 

a. USAR or ARNG/ARNGUS Soldiers not on active duty, whose medical condition was not incurred or aggravated during an active duty period, will be processed in accordance with chapter 9 and chapter 10 of this regulation. 

b. Soldiers pending separation in accordance with provisions of AR 635–200 or AR 600–8–24 authorizing separation under other than honorable conditions who do not meet medical retention standards will be referred to an MEB. In the case of enlisted Soldiers, the physical disability processing and the administrative separation processing will be conducted in accordance with the provisions of AR 635–200 and AR 635–40. In the case of commissioned or warrant officers, the physical disability processing and the administrative separation processing will be conducted in accordance with the provisions of AR 600–8–24 and AR 635–40. 

c. A Soldier will not be referred to an MEB or a PEB because of impairments that were known to exist at the time of acceptance in the Army and that have remained essentially the same in degree of severity and have not interfered with successful performance of duty. 

d. Physicians who identify Soldiers with medical conditions listed in this chapter should initiate an MEB at the time of identification. Physicians should not defer initiating the MEB until the Soldier is being processed for nondisability retirement. Many of the conditions listed in this chapter (for example, arthritis in para 3–14b) fall below retention standards only if the condition has precluded or prevented successful performance of duty. In those cases when it is clear the condition is long standing and has not prevented the Soldier from reaching retirement, then the Soldier meets the standard and an MEB is not required. 

e. Soldiers who have previously been found unfit for duty by a PEB, but were continued on active duty (COAD) under the provisions of AR 635–40, chapter 6, will be referred to a PEB prior to retirement or separation processing. 

f. If the Secretary of Defense prescribes less stringent standards during partial or full mobilization, individuals who 

meet the less stringent standards but do not meet the standards of this chapter will not be referred for an MEB or a PEB, until the termination of the mobilization or as directed by the Secretary of the Army. 

3–4. General policy 

Possession of one or more of the conditions listed in this chapter does not mean automatic retirement or separation from the Service. Physicians are responsible for referring Soldiers with conditions listed below to an MEB. It is critical that MEBs are complete and reflect all of the Soldier’s medical problems and physical limitations. The PEB will make the determination of fitness or unfitness. The PEB, under the authority of the U.S. Army Physical Disability Agency, will consider the results of the MEB, as well as the requirements of the Soldier’s MOS, in determining fitness. (See chapter 9 and chapter 10 of this regulation for processing of RC Soldiers.) 

3–5. Abdominal and gastrointestinal defects and diseases The causes for referral to an MEB are as follows: 

a. Achalasia (cardiospasm) with dysphagia not controlled by dilatation or surgery, continuous discomfort, or 

inability to maintain weight. 

b. Amoebic abscess with persistent abnormal liver function tests and failure to maintain weight and vigor after appropriate treatment. 

c. Biliary dyskinesia with frequent abdominal pain not relieved by simple medication, or with periodic jaundice. 

d. Cirrhosis of the liver with recurrent jaundice, ascites, or demonstrable esophageal varices or history of bleeding therefrom. 

e. Gastritis, if severe, chronic hypertrophic gastritis with repeated symptomatology and hospitalization, confirmed by gastroscopic examination. 

f. Hepatitis, chronic, when, after a reasonable time (1 or 2 years) following the acute stage, symptoms persist, and there is objective evidence of impairment of liver function. 

g. Hernia, including inguinal, and other abdominal, except for small asymptomatic umbilical, with severe symptoms not relieved by dietary or medical therapy, or recurrent bleeding in spite of prescribed treatment or other hernias if symptomatic and if operative repair is contraindicated for medical reasons or when not amenable to surgical repair. 

h. Crohn’s Disease/Ileitis, regional, except when responding well to treatment. 

i. Pancreatitis, chronic, with frequent abdominal pain of a severe nature; steatorrhea or disturbance of glucose metabolism requiring hypoglycemic agents. 

j. Peritoneal adhesions with recurring episodes of intestinal obstruction characterized by abdominal colicky pain, vomiting, and intractable constipation requiring frequent admissions to the hospital.

 k. Proctitis, chronic, with moderate to severe symptoms of bleeding, painful defecation, tenesmus, and diarrhea, and repeated admissions to the hospital. 

l. Ulcer, duodenal, or gastric with repeated hospitalization, or “sick in quarters” because of frequent recurrence of symptoms (pain, vomiting, or bleeding) in spite of good medical management and supported by endoscopic evidence of activity. 

m. Ulcerative colitis, except when responding well to treatment. 

n. Rectum, stricture of with severe symptoms of obstruction characterized by intractable constipation, pain on defecation, or difficult bowel movements, requiring the regular use of laxatives or enemas, or requiring repeated hospitalization. 

3–6. Gastrointestinal and abdominal surgery 

The causes for referral to an MEB are as follows: 

a. Colectomy, partial, when more than mild symptoms of diarrhea remain or if complicated by colostomy. 

b. Colostomy, when permanent. 

c. Enterostomy, when permanent. 

d. Gastrectomy, total. 

e. Gastrectomy, subtotal, with or without vagotomy, or gastrojejunostomy, with or without vagotomy, when, in spite 

of good medical management, the individual develops “dumping syndrome” which persists for 6 months postoperative-ly; or develops frequent episodes of epigastric distress with characteristic circulatory symptoms or diarrhea persisting 6 months postoperatively; or continues to demonstrate appreciable weight loss 6 months postoperatively. 

f. Gastrostomy, when permanent. 

g. Ileostomy, when permanent. 

h. Pancreatectomy. 

i. Pancreaticoduodenostomy, pancreaticogastrostomy, or pancreaticojejunostomy, followed by more than mild symptoms of digestive disturbance, or requiring insulin. 

j. Proctectomy. 

k. Proctopexy, proctoplasty, proctorrhaphy, or proctotomy, if fecal incontinence remains after an appropriate treatment period. 

3–7. Blood and blood-forming tissue diseases 

The causes for referral to an MEB are as follows:

a. Anemia, hereditary, acquired, aplastic, or unspecified, when response to therapy is unsatisfactory, or when therapy is such as to require prolonged, intensive medical supervision. 

b. Hemolytic crisis, chronic and symptomatic. 

c. Leukopenia, chronic, when response to therapy is unsatisfactory, or when therapy is such as to require prolonged, intensive medical supervision. 

d. Hypogammaglobulinemia with objective evidence of function deficiency and severe symptoms not controlled with treatment. 

e. Purpura and other bleeding diseases, when response to therapy is unsatisfactory, or when therapy is such as to require prolonged, intensive medical supervision. 

f. Thromboembolic disease when response to therapy is unsatisfactory, or when therapy is such as to require 

prolonged, intensive medical supervision. 

g. Splenomegaly, chronic. 

h. HIV confirmed antibody positivity, with the presence of progressive clinical illness or immunological deficiency. For Active Army Soldiers and RC Soldiers on active duty for more than 30 days (except for training under 10 USC 10148), an MEB must be accomplished and, if appropriate, the Soldier must be referred to a PEB under AR 635–40. For RC Soldiers not on active duty for more than 30 days or on ADT under 10 USC 10148, referral to a PEB will be determined under AR 635–40. Records of official diagnoses provided by private physicians (that is, civilian doctors providing evaluations under contract with Department of the Army (DA) or DOD, or civilian public health officials) 

concerning the presence of progressive clinical illness or immunological deficiency in RC Soldiers may be used as a basis for administrative action under, for example, AR 135–133, AR 135–175, AR 135–178, or AR 140–10, as appropriate. (See AR 600–110 for HIV policies, including testing requirements.) 

3–8. Dental diseases and abnormalities of the jaws 

The causes for referral to an MEB are diseases of the jaws, periodontium, or associated tissues when, following restorative surgery, there are residuals that are incapacitating or interfere with the individual’s satisfactory performance 

of military duty. 

3–9. Ears 

The causes for referral to an MEB are as follows:

a. Infections of the external auditory canal when chronic and severe, resulting in thickening and excoriation of the canal or chronic secondary infection requiring frequent and prolonged medical treatment and hospitalizationb. Malfunction of the acoustic nerve. (Evaluate functional impairment of hearing under para 3–10.) 

c. Mastoiditis, chronic, with constant drainage from the mastoid cavity, requiring frequent and prolonged medical care. 

d. Mastoiditis, chronic, following mastoidectomy, with constant drainage from the mastoid cavity, requiring frequent and prolonged medical care or hospitalization. 

e. Ménière’s syndrome or any peripheral imbalance, syndrome or labyrinthine disorder with recurrent attacks of sufficient frequency and severity as to interfere with the satisfactory performance of duty or requiring frequent or prolonged medical care or hospitalization. 

f. Otitis media, moderate, chronic, suppurative, resistant to treatment, and necessitating frequent and prolonged medical care or hospitalization. 

3–10. Hearing 

Trained and experienced personnel will not be categorically disqualified if they are capable of effective performance of duty with a hearing aid. Most Soldiers having a hearing defect can be returned to duty with appropriate assignment limitations. Soldiers incapable of performing duty with a hearing aid will be referred for MEB/PEB processing. (See paragraph 8–26.) 

3–11. Endocrine and metabolic disorders 

The causes for referral to an MEB are as follows: 

a. Acromegaly. 

b. Adrenal insufficiency requiring replacement therapy. 

c. Diabetes insipidus requiring the use of medication for control. 

d. Diabetes mellitus, unless hemoglobin A1c can be maintained at <(less than) 7% using only lifestyle modifications (diet, exercise). 

e. Goiter causing breathing obstruction. 

f. Gout in advanced cases with frequent acute exacerbations and severe bone, joint, or kidney damage. 

g .  F a s t i n g  h y p o g l y c e m i a  ( a s  d o c u m e n t e d  d u r i n g  a  7 2 - h o u r  f a s t )  

w h e n  c a u s e d  b y  a n  i n s u l i n o m a  o r  o t h e r hypoglycemia-inducing tumor. 

h. Hyperparathyroidism when residuals or complications of surgical correction such as renal disease or bony deformities preclude the reasonable performance of military duty. 

i. Cushing’s syndrome. 

j. Osteomalacia or osteoporosis resulting in fracture with residuals after therapy of such nature or degree as to preclude the satisfactory performance of duty. 

k. Primary hyperaldosteronism when resulting in uncontrolled hypertension and/or hypokalemia. 

l. Multiple endocrine neoplasia, any type. 

m. Pituitary macroadenomas when resulting in hypothalamic/pituitary dysfunction or symptoms of mass effect. 

n. Pheochromocytoma. 

o. Thyroid carcinoma, any type, if persistent despite usual therapy (surgery, radioactive iodine and treatment with suppressive doses of levothyroxine). 

3–12. Upper extremities 

The causes for referral to an MEB are as follows (see also para 3–14): 

a. Amputation. 

(1) For purposes of this regulation, upper extremity amputation is defined as the loss of part or parts of an upper extremity equal to or greater than-- (a) A thumb proximal to the interphalangeal joint. 

(b) Two fingers of one hand, other than the little finger, at the proximal interphalangeal joints. 

(c) One finger, other than the little finger, at the metacarpophalangeal joint and the thumb of the same hand at the interphalangeal joint. 

(2) Soldiers with amputations will (assuming no other disqualifying medical conditions) be provided a temporary profile not less than 4 months (but not to exceed 1 year) to enable the Soldier to attain maximum medical benefit. 

b. Joint ranges of motion (ROM) which do not equal or exceed the measurements listed below. Measurements should be made with a goniometer (a bubble goniometer/inclinometer is also acceptable) and conform to the methods illustrated and described in the Veterans Administration Schedule for Rating Disabilities (VASRD). SF Form 527 (Medical Record—Group Muscle Strength, Joint R.O.M. Girth and Length Measurements) should be used to document the ROM and the method of measurement. 

(1) Shoulder—forward elevation to 90 degrees, or abduction to 90 degrees. 

(2) Elbow—flexion to 100 degrees, or extension to 60 degrees. 

(3) Wrist—a total range extension plus flexion of 15 degrees. 

 (4) Hand (for this purpose, combined joint motion is the arithmetic sum of the motion at each of the three finger joints (VASRD))—an active flexor value of combined joint motions of 135 degrees in each of two or more fingers of the same hand, or an active extensor value of combined joint motions of 75 degrees in each of the same two or more fingers, or limitation of motion of the thumb that precludes opposition to at least two finger tips. 

c. Recurrent dislocations of the shoulder, when not repairable or surgery is contradicated. 

3–13. Lower extremities 

The causes for referral to an MEB are as follows (see also para 3–14): 

a. Amputations. 

(1) Lower extremity amputations are defined, for purposes of this regulation, as follows: 

(a) Loss of toes that precludes the abilities to run or walk without a perceptible limp and to engage in fairly 

strenuous jobs. 

(b) Any loss greater than that specified above to include foot, ankle, below the knee, above the knee, femur, hip. 

(2) Soldiers with amputations will (assuming no other disqualifying medical conditions) be provided a temporary profile not less than 4 months (but not to exceed 1 year) to enable the Soldier to attain maximum medical benefit. 

b. Feet. 

(1) Hallux valgus when moderately severe, with exostosis or rigidity and pronounced symptoms; or severe with arthritic changes. 

(2) Pes planus, when symptomatic, more than moderate, with pronation on weight bearing which prevents the wearing of military footwear, or when associated with vascular changes. 

(3) Pes cavus when moderately severe, with moderate discomfort on prolonged standing and walking, metatarsalgia, and which prevents the wearing of military footwear. 

(4) Neuroma that is refractory to medical treatment, refractory to surgical treatment, and interferes with the 

satisfactory performance of military duties. 

(5) Plantar fascitis or heel spur syndrome that is refractory to medical or surgical treatment, interferes with the satisfactory performance of military duties, or prevents the wearing of military footwear. 

(6) Hammertoes, severe, that precludes the wearing of appropriate military footwear, refractory to surgery, or interferes with satisfactory performance of duty. 

(7) Hallux limitus, hallux rigidus. 

c. Internal derangement of the knee. 

(1) Residual instability following remedial measures, if more than moderate in degree. 

(2) If complicated by arthritis, see paragraph 3–14a. 

d. Joint ranges of motion (ROM). ROM that does not equal or exceed the measurements listed below. Measurements should be made with a goniometer (a bubble goniometer/inclinometer is also acceptable) and conform to the methods illustrated and described in the VASRD. 

(1) Hip—flexion to 90 degrees or extension to 0 degree. 

(2) Knee—flexion to 90 degrees or extension to 15 degrees. 

(3) Ankle—dorsiflexion to 10 degrees or planter flexion to 10 degrees. 

e. Shortening of an extremity that exceeds 2 inches. 

f. Recurrent dislocations of the patella. (See also para 3–14.) 

3–14. Miscellaneous conditions of the extremities 

The causes for referral to an MEB are as follows (see also paras 3–12 and 3–13):

a. Arthritis due to infection, associated with persistent pain and marked loss of function with objective x-ray evidence and documented history of recurrent incapacity for prolonged periods. For arthritis due to gonococcic or tuberculous infection, see paragraphs 3–40 jand 3–45b. 

b. Arthritis due to trauma, when surgical treatment fails or is contraindicated and there is functional impairment of the involved joints so as to preclude the satisfactory performance of duty. 

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

d. Avascular necrosis of bone when severe enough to prevent successful performance of duty. 

e. Chondromalacia or osteochondritis dissecans, severe, manifested by frequent joint effusion, more than moderate interference with function, or with severe residuals from surgery. 

f. Fractures. 

(1) Malunion of fractures, when, after appropriate treatment, there is more than moderate malunion with marked deformity and more than moderate loss of function
(2) Nonunion of fractures, when, after an appropriate healing period, the nonunion precludes satisfactory perform- ance of duty. 

(3) Bone fusion defect, when manifested by more than moderate pain and 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. g. Joints. 

(1) Arthroplasty with severe pain, limitation of motion, and of function. 

(2) Bony or fibrous ankylosis, with severe pain involving major joints or spinal segments in an unfavorable position, and with marked loss of function. 

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

(4) Loose bodies within a joint, with marked functional impairment and complicated by arthritis to such a degree as to preclude favorable results of treatment or not remediable by surgery. 

(5) Prosthetic replacement of major joints if there is resultant loss of function or pain that precludes satisfactory performance of duty. 

h. Muscles. 

(1) Flaccid paralysis of one or more muscles with loss of function that precludes satisfactory performance of duty following surgical correction or if not remediable by surgery. 

(2) Spastic paralysis of one or more muscles with loss of function that precludes the satisfactory performance of military duty. 

i. Myotonia congenita. 

j. Osteitis deformans (Paget’s disease) with involvement of single or multiple bones with resultant deformities or symptoms severely interfering with function. 

k. Osteoarthropathy, hypertrophic, secondary with moderately severe to severe pain present, with joint effusion occurring intermittently in one or multiple joints, and with at least moderate loss of function. 

l. Osteomyelitis, chronic, with recurrent episodes not responsive to treatment and involving the bone to a degree that interferes with stability and function. 

m. Tendon transplant with fair or poor restoration of function with weakness that seriously interferes with the function of the affected part. (See also paras 3–12 and 3–13.) 

3–15. Eyes 

The causes for referral to an MEB are as follows: 

a. Active eye disease or any progressive organic disease or degeneration, regardless of the stage of activity, that is resistant to treatment and affects the distant visual acuity or visual fields so that distant visual acuity does not meet the standard stated in paragraph 3–16e or the diameter of the field of vision in the better eye is less than 20 degrees. 

b. Aphakia, bilateral. 

c. Atrophy of the optic nerve due to disease. 

d. Glaucoma, if resistant to treatment or affecting visual fields as in a above, or if side effects of required 

medication are functionally incapacitating. 

e. Degenerations, when vision does not meet the standards of paragraph 3–16e, or when vision is correctable only by the use of contact lenses or other special corrective devices (telescopic lenses, etc.). 

f. Diseases and infections of the eye, when chronic, more than mildly symptomatic, progressive, and resistant to treatment after a reasonable period. This includes intractable allergic conjunctivitis inadequately controlled by medications and immunotherapy. g. Residuals or complications of injury or disease, when progressive or when reduced visual acuity does not meet the criteria stated in paragraph 3–16e. 

h. Unilateral detachment of retina if any of the following exists: 

(1) Visual acuity does not meet the standard stated in paragraph 3–16e. 

(2) The visual field in the better eye is constricted to less than 20 degrees. 

(3) Uncorrectable diplopia exists. 

(4) Detachment results from organic progressive disease or new growth, regardless of the condition of the better eye. 

i. Bilateral detachment of retina, regardless of etiology or results of corrective surgery. 

3–16. Vision 

The causes for referral to an MEB are as follows: 

a. Aniseikonia, with subjective eye discomfort, neurologic symptoms, sensations of motion sickness and other gastrointestinal disturbances, functional disturbances and difficulties in form sense, and not corrected by iseikonica lenses. 

b. Binocular diplopia, not correctable by surgery, that is severe, constant, and in a zone less than 20 degrees from the primary position. 

c. Hemianopsia, of any type if bilateral, permanent, and based on an organic defect. Those due to a functional neurosis and those due to transitory conditions, such as periodic migraine, are not considered to fall below required standards. 

d. Night blindness, of such a degree that the Soldier requires assistance in any travel at night. 

e. Visual acuity. 

(1) Vision that cannot be corrected with ordinary spectacle lenses (contact lenses or other special corrective devices (telescopic lenses, and so forth) are unacceptable) to at least: 20/40 in one eye and 20/100 in the other eye, or 20/30 in one eye and 20/200 in the other eye, or 20/20 in one eye and 20/800 in the other eye, or (2) An eye has been enucleated. 

f. Visual field with bilateral concentric constriction to less than 20 degrees. 

3–17. Genitourinary system 

The causes for referral to an MEB are as follows:

a. Cystitis, when complications or residuals of treatment themselves preclude satisfactory performance of duty. 

b. Dysmenorrhea, when symptomatic, irregular cycle, not amenable to treatment, and of such severity as to 

necessitate recurrent absences of more than 1 day. 

c. Endometriosis, symptomatic and incapacitating to a degree that necessitates recurrent absences of more than 1 day. 

d. Hypospadias, when accompanied by evidence of chronic infection of the genitourinary tract or instances where the urine is voided in such a manner as to soil clothes or surroundings and the condition is not amenable to treatment. 

e. Incontinence of urine, due to disease or defect not amenable to treatment and of such severity as to necessitate recurrent absence from duty. 

f. Kidney. 

(1) Calculus in kidney, when bilateral, resulting in frequent or recurring infections, or when there is evidence of obstructive uropathy not responding to medical or surgical treatment. 

(2) Congenital anomaly, when bilateral, resulting in frequent or recurring infections, or when there is evidence of obstructive uropathy not responding to medical or surgical treatment. 

(3) Cystic kidney (polycystic kidney), when symptomatic and renal function is impaired or is the focus of frequent infection. 

(4) Glomerulonephritis, when chronic. 

(5) Hydronephrosis, when more than mild, bilateral, and causing continuous or frequent symptoms. 

(6) Hypoplasia of the kidney, when symptomatic and associated with elevated blood pressure or frequent infections and not controlled by surgery. 

(7) Nephritis, when chronic. 

(8) Nephrosis. 

(9) Perirenal abscess, with residuals of a degree that precludes the satisfactory performance of duty. 

(10) Pyelonephritis or pyelitis, when chronic, that has not responded to medical or surgical treatment, with evidence of hypertension, eye–ground changes, cardiac abnormalities. 

(11) Pyonephrosis, when not responding to treatment. 

g. Menopausal syndrome, physiologic or artificial, when symptoms are not amenable to treatment and preclude successful performance of duty. 

h. Chronic pelvic pain with or without demonstrative pathology that has not responded to medical or surgical treatment and of such severity to necessitate recurrent absence from duty. 

i. Strictures of the urethra or ureter, when severe and not amenable to treatment. 

j. Urethritis, chronic, when not responsive to treatment and necessitating frequent absences from duty. 

3–18. Genitourinary and gynecological surgery 

The causes for referral to an MEB are as follows:

a. Cystectomy. 

b. Cystoplasty, if reconstruction is unsatisfactory or if residual urine persists in excess of 50 cubic centimeters or if refractory symptomatic infection persists. 

c. Hysterectomy, when residual symptoms or complications preclude the satisfactory performance of duty. 

d. Nephrectomy, when after treatment, there is infection or pathology in the remaining kidney. 

e. Nephrostomy, if drainage persists. 

f. Oophorectomy, when complications or residual symptoms are not amenable to treatment and preclude successful performance of duty. 

g. Pyelostomy, if drainage persists. 

h. Ureterocolostomy. 

i. Ureterocystostomy, when both ureters are markedly dilated with irreversible changes. 

j. Ureteroileostomy cutaneous. 

k. Ureteroplasty. 

(1) When unilateral procedure is unsuccessful and nephrectomy is necessary, consider it on the basis of the standard 

for a nephrectomy; or 

(2) When bilateral, evaluate residual obstruction or hydronephrosis and consider it on the basis of the residuals involved. 

l. Ureterosigmoidostomy. 

m. Ureterostomy, external or cutaneous. 

n. Urethrostomy, if there is complete amputation of the penis or when a satisfactory urethra cannot be restored. 

o. Kidney transplant recipient. If found fit for duty by a PEB, Soldiers should be restricted to assignment locations where adequate medical care is available and should not deploy to an austere environment. Such Soldiers should not wear individual chemical equipment due to possible drug interactions. 

3–19. Head 

The causes for referral to an MEB are loss of substance of the skull with or without prosthetic replacement when accompanied by moderate residual signs and symptoms such as described in paragraph 3–30. (See also para 3–29.) A skull defect that poses a danger to the Soldier or interferes with the wearing of protective headgear is cause for referral to an MEB/PEB. 

3–20. Neck 

The causes for referral to an MEB are torticollis (wry neck); severe fixed deformity with cervical scoliosis, flattening of the head and face, and loss of cervical mobility. (See also paras 3–11 and 3–39h.) 

3–21. Heart 

The causes for referral to an MEB are as follows (see table 3–1 for functional classifications and for metabolic equivalents (METS) ratings to be included in the MEB): 

a. Coronary heart disease associated with— 

(1) Myocardial infarction, angina pectoris, or congestive heart failure due to fixed obstructive coronary artery 

disease or coronary artery spasm. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. The trial of duty will be for 120 days. 

(2) Myocardial infarction with normal coronary artery anatomy. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. The trial of duty will be for 120 days. 

(3) Angina pectoris in association with objective evidence of myocardial ischemia in the presence of normal 

coronary artery anatomy. 

(4) Fixed obstructive coronary artery disease, asymptomatic but with objective evidence of myocardial ischemia. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. The trial of duty will be for 120 days. 

b. Supraventricular tachyarrhythmias, when life threatening or symptomatic enough to interfere with performance of duty and when not adequately controlled. This includes atrial fibrillation, atrial flutter, paroxysmal supraventricular tachycardia, and others. 

c. Endocarditis with any residual abnormality or if associated with valvular, congenital, or hypertrophic myocardial 

disease. d. Heart block (second degree or third degree AV block) and symptomatic bradyarrhythmias, even in the absence of 

organic heart disease or syncope. Wenckebach second degree heart block occurring in healthy asymptomatic individuals without evidence of organic heart disease is not a cause for referral to a PEB. None of these conditions is cause for MEB/PEB when associated with recognizable temporary precipitating conditions: for example, perioperative period, hypoxia, electrolyte disturbance, drug toxicity, acute illness. 

e. Myocardial disease, New York Heart Association or Canadian Cardiovascular Society Functional Class II or worse. (See table 3–1.) 

f. Ventricular flutter and fibrillation, ventricular tachycardia when potentially life threatening (for example, when associated with forms of heart disease that are recognized to predispose to increased risk of death and when there is no definitive therapy available to reduce this risk) or when symptomatic enough to interfere with the performance of duty. None of these ventricular arrhythmias are a cause for medical board referral toa PEB when associated with recognizable temporary precipitating conditions: for example, perioperative period, hypoxia, electrolyte disturbance, 

drug toxicity, or acute illness. 

g. Sudden cardiac death, when an individual survives sudden cardiac death that is not associated with a temporary or treatable cause, and when there is no definitive therapy available to reduce the risk of recurrent sudden cardiac death. 

h. Hypertrophic cardiomyopathy when it restricts activity. 

i. Pericarditis as follows: 

(1) Chronic constrictive pericarditis unless successful remedial surgery has been performed. 

(2) Chronic serous pericarditis. 

j. Valvular heart disease with cardiac insufficiency at functional capacity of Class II or worse as defined by the New York Heart Association. (See table 3–1.) 

k. Ventricular premature contractions with frequent or continuous attacks, whether or not associated with organic heart disease, accompanied by discomfort or fear of such a degree as to interfere with the satisfactory performance of duty. 

l. Recurrent syncope or near syncope of cardiovascular etiology that is not controlled or when it interferes with the performance of duty, even if the etiology is unknown. 

m. Any cardiovascular disorder requiring chronic drug therapy in order to prevent the occurrence of potentially fatal or severely symptomatic events that would interfere with duty performance. 

n. Congenital heart disease that has long term risks, complications, or impact on duty performance. The exception would be those congenital heart disease conditions that can be repaired with resolution of long term risks, complications, and impact on duty performance. 

3–22. Vascular system 

The causes for referral to an MEB are as follows:

a. Arteriosclerosis obliterans when any of the following pertain: 

(1) Intermittent claudication of sufficient severity to produce discomfort and inability to complete a walk of 200 yards or less on level ground at 112 steps per minute without a rest. 

(2) 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. 

(3) Involvement of more than one organ, system, or anatomic region (the lower extremities comprise one region for this purpose) with symptoms of arterial insufficiency. 

b. Major cardiovascular anomalies including coarctation of the aorta, unless satisfactorily treated by surgical 

correction or other newly developed techniques, and without any residual abnormalities or complications. 

c. Aneurysm of any vessel not correctable by surgery and aneurysm corrected by surgery after a period of up to 90 days trial of duty that results in the individual’s inability to perform satisfactory duty. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. 

d. Periarteritis nodosa with definite evidence of functional impairment. 

e. Chronic venous insufficiency (postphlebitic syndrome) when more than mild and symptomatic despite elastic support. 

f. Raynaud’s phenomenon manifested by trophic changes of the involved parts characterized by scarring of the skin or ulceration. 

g. Thromboangiitis obliterans with intermittent claudication of sufficient severity to produce discomfort and inability to complete a walk of 200 yards or less on level ground at 112 steps per minute without rest, or other complications. 

h. Thrombophlebitis when repeated attacks requiring treatment are of such frequency as to interfere with the 

satisfactory performance of duty. 

i. Varicose veins that are severe and symptomatic despite therapy. 

j. Cold injury. (See paragraph 3–46). 

3–23. Miscellaneous cardiovascular conditions 

The causes for referral to an MEB are as follows: 

a. Hypertensive cardiovascular disease and hypertensive vascular disease. Diastolic pressure consistently more than 110 mmHg following an adequate period of therapy in an ambulatory status. 

b. Rheumatic fever, active, with heart damage. Recurrent attacks. 

3–24. Surgery and other invasive procedures involving the heart, pericardium, or vascular system 

These procedures include newly developed techniques or prostheses not otherwise covered in this paragraph. The causes for referral to an MEB are as follows: a. Permanent prosthetic valve implantation. 

b. Implantation of permanent pacemakers, antitachycardia and defibrillator devices, and similar newly developed devices. 

c. Reconstructive cardiovascular surgery employing exogenous grafting material. 

d. Vascular reconstruction, after a period of 90 days trial of duty when medically advisable, that results in individual’s inability to perform satisfactory duty. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. 

e. Coronary artery revascularization, with the option of a 120-day trial of duty based upon physician recommendation when the individual is asymptomatic, without objective evidence of myocardial ischemia, and when other functional assessment (such as exercise testing and newly developed techniques) indicates that it is medically advisable. Any individual undergoing median sternotomy for surgery will be restricted from lifting 25 pounds or more, performing pullups and pushups, or as otherwise prescribed by a physician for a period of 90 days from the date of surgery on DA Form 3349 (Physical Profile). The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. 

f. Heart or heart-lung transplantation. 

g. Coronary or valvular angioplasty procedures, with the option of a 180-day trial of duty based upon physician recommendation when the individual is asymptomatic, without objective evidence of myocardial ischemia, and when other functional assessment (such as cardiac catheterization, exercise testing, and newly developed techniques) indicates that it is medically advisable. The policies for trial of duty, profiling, and referral to an MEB and a PEB (as outlined in para 3–25) apply. 

h. Cardiac arrhythmia ablation procedures, with the option of a 180-day trial of duty based upon physician 

recommendation when asymptomatic, and no evidence of any unfitting arrhythmia as noted in paragraph 3–21. The policies for trial of duty, MEB, and physical profile (as outlined in para 3–25) apply. i. Congenital heart disease with surgical or percutaneous repair procedures, with the option of a 180-day trial of duty 

based upon physician recommendations when the individual is asymptomatic and when other functional assessment procedures indicate it is advisable. The policies for trial of duty and referral to an MEB are outlined in paragraph 3–25. 

3–25. Trial of duty and profiling for cardiovascular conditions 

a. Trial of duty will be based upon physician recommendation when the individual is asymptomatic without 

objective evidence of myocardial ischemia, and when other functional assessment (such as coronary angiography, exercise testing, and newly developed techniques) indicates it is medically advisable. 

b. Prior to commencing the trial of duty period, an MEB will be accomplished in all cases (including evaluation by a cardiologist or internist) and a physical activity prescription on DA Form 3349 will be provided by a physician. Upon completion of the trial of duty period, the results will be incorporated into the MEB. The results of the trial of duty will include the individual’s interim history, present condition, prognosis, and the final recommendations. A detailed report from the commander or supervisor clearly describing the individual’s ability to accomplish assigned duties and to perform physical activity will be incorporated into the MEB record. The results of the MEB and an updated DA Form 3349 will then be forwarded to a PEB in all cases except for the following: If the Soldier successfully completes the 

trial of duty, is considered a New York Heart Association Functional Class I, AND there are no physical or 

assignments restrictions, the Soldier may be returned to duty without referral to a PEB. If the Soldier’s condition becomes worse at a later date, a new MEB will be accomplished and the Soldier will be referred to a PEB. For RC 

Soldiers not on active duty, the trial of duty may consider performance in the Soldier’s civilian position, as well as any military duty that may have been performed in the interim. 

c. The following profile guidelines supplement chapter 7. Individuals returning to a trial of duty will be given a temporary P–3 profile with specific written limitations and instructions for physical and cardiovascular rehabilitation on DA Form 3349. The completed MEB will include a permanent numerical designator in the “P” factor of the physical profile that is based on functional assessment as follows: 

(1) Numerical designator “1.” Individuals who are asymptomatic, without objective evidence of myocardial ischemia or other cardiovascular functional abnormality (New York Heart Association Functional Class I). 

(2) Numerical designator “2.” Individuals with minor physical activity limitations or who require frequent medical follow–up. 

(3) Numerical Designator “3.” Individuals who are asymptomatic but with objective evidence of myocardial ischemia or other cardiovascular functional abnormality. Those requiring assignment limitations. 

(4) Numerical designator “4.” Individuals who are symptomatic (New York Heart Association Functional Class II or worse). 

3–26. Tuberculosis, pulmonary 

The causes for referral to an MEB for pulmonary tuberculosis: 

a. If an expiration of service will occur before completion of the period of hospitalization. (Career Soldiers who express a desire to reenlist after treatment may extend their enlistment to cover the period of hospitalization.) 

b. When a member of the USAR or ARNG/ARNGUS not on active duty has active disease that will probably require treatment for more than 12 to 15 months including an appropriate period of convalescence before he or she can perform full-time military duty. Individuals who are retained in the USAR or ARNG/ARNGUS while undergoing treatment may not be called or ordered to active duty (including mobilization), ADT, or inactive duty training (IDT) during the period of treatment and convalescence. 

3–27. Miscellaneous respiratory disorders 

The causes for referral to an MEB are as follows:

a. Asthma. This includes reactive airway disease, exercise-induced bronchospasm, asthmatic bronchospasm, or asthmatic bronchitis within the criteria outlined in paragraphs (1) through (4) below. 

(1) Definitions/diagnostic criteria are as follows. 

(a) Asthma is a clinical syndrome characterized by cough, wheeze, or dyspnea and physiologic evidence of 

reversible airflow obstruction or airway hyperactivity that persists over a prolonged period of time (generally more than 6 to 12 months). 

(b) Reversible airflow obstruction is defined as more than 15 percent increase in forced expiratory volume in 1 second (FEVI) following the administration of an inhaled bronchodilator or prolonged corticosteroid therapy. 

(c) Increased bronchial responsiveness is the presence of an exaggerated decrease in airflow induced by a standard bronchoprovocation challenge such as methacholine inhalation (PD20 FEV1 less than or equal to 4mg/ml). Demonstration of exercise induced bronchospasm (15 percent decline in FEV1) is also diagnostic of increased bronchial responsiveness; however, failure to induce bronchospasm with exercise does not rule out the diagnosis of asthma. Bronchoprovacation or exercise testing should be performed by a credentialed provider privileged to perform the procedures. 

(d) Soldiers who are diagnosed as having asthma may be placed on a temporary profile under the “P” factor of the physical profile for up to 12 months trial of duty, when medically advisable. If at the end of that period, the Soldier is unable to perform all military training and duty as cited below, the Soldier will be referred to MEB/PEB. 

(e) Acute, self limited, reversible airflow obstruction and airway hyperactivity can be caused by upper respiratory infections and inhalation of irritant gases or pollutants. This should not be permanently diagnosed as asthma unless significant symptoms or airflow abnormalities persist for more than 12 months. 

(2) Chronic asthma is cause for a permanent P–3 or P–4 profile and MEB/PEB referral if it— 

(a) Results in repetitive hospitalizations, repetitive emergency room visits or excessive time lost from duty. 

(b) Requires repetitive use of oral corticosteroids to enable the Soldier to perform all military training and duties. 

(c) Results in inability to run outdoors at a pace that meets the standards for the timed 2-mile run despite 

medications. (The P–3 for the inability to perform the run refers to the inability due to asthma and should not be confused with giving an L2 or L3 based on an underlying orthopedic condition that requires an alternate Army Physical 

Fitness Test (APFT).) 

(d) Prevents the Soldier from wearing a protective mask. 

(3) All Soldiers meeting an MEB for asthma should receive a consultation from an internist, pulmonologist, or allergist. 

(4) Chronic asthma meets retention standards, but is a cause for a permanent P–2 profile if it— 

(a) Requires regular medications including low dose inhaled corticosteroids and/or oral or inhaled bronchodilators; but 

(b) Does not prevent the Soldier from otherwise performing all military training and duties including the 2 mile run within time standards. 

(5) Soldiers with a diagnosis of asthma who require no medications or activity limitations require no profiling action. 

b. Atelectasis, or massive collapse of the lung. Moderately symptomatic with paroxysmal cough at frequent intervals t h r o u g h o u t  t h e  d a y  o r  w i t h  m o d e r a t e  e m p h y s e m a  o r  w i t h  r e s i d u a l s  o r  c o m p l i c a t i o n s  t h a t  r e q u i r e  r e p e a t e d hospitalization. 

c. Bronchiectasis or bronchiolectasis. Cylindrical or saccular type that is moderately symptomatic, with paroxysmal cough at frequent intervals throughout the day or with moderate emphysema with a moderate amount of bronchiectatic sputum or with recurrent pneumonia or with residuals or complications that require repeated hospitalization. 

d. Bronchitis. Chronic, severe, persistent cough, with considerable expectoration or with dyspnea at rest or on slight exertion or with residuals or complications that require repeated hospitalization. 

e. Cystic disease of the lung, congenital disease involving more than one lobe of a lung. 

f. Diaphragm, congenital defect. Symptomatic. 

g. Hemopneumothorax, hemothorax, or pyopneumothorax. More than moderate pleuritic residuals with persistent underweight or marked restriction of respiratory excursions and chest deformity or marked weakness and fatigue on slight exertion. 

h. Histoplasmosis. Chronic and not responding to treatment. 

i. Pleurisy, chronic, or pleural adhesions. Severe dyspnea or pain on mild exertion associated with definite evidence of pleural adhesions and demonstrable moderate reduction of pulmonary function. 

j. Pneumothorax, spontaneous. Recurrent episodes of pneumothorax not corrected by surgery or pleural sclerosis. 

k. Pneumoconiosis. Severe, with dyspnea on mild exertion. 

l. Pulmonary calcification. Multiple calcifications associated with significant respiratory embarrassment or active disease not responsive to treatment. 

m. Pulmonary emphysema. Marked emphysema with dyspnea on mild exertion and demonstrable moderate reduc- tion in pulmonary function. 

n. Pulmonary fibrosis. Linear fibrosis or fibrocalcific residuals of such a degree as to cause dyspnea on mild 

exertion and demonstrable moderate reduction in pulmonary function. 

o. Pulmonary sarcoidosis. If not responding to therapy and complicated by demonstrable moderate reduction in pulmonary function. 

p. Stenosis, bronchus. Severe stenosis associated with repeated attacks of bronchopulmonary infections requiring hospitalization of such frequency as to interfere with the satisfactory performance of duty. 

3–28. Surgery of the lungs 

The cause for referral to an MEB is a complete lobectomy, if pulmonary function (ventilatory tests) is impaired to a moderate degree or more. 

3–29. Mouth, esophagus, nose, pharynx, larynx, and trachea 

The causes for referral to an MEB are as follows:

a. Esophagus. 

(1) Achalasia, unless controlled by medical therapy. 

(2) Esophagitis, persistent and severe. 

(3) Diverticulum of the esophagus of such a degree as to cause frequent regurgitation, obstruction, and weight loss that does not respond to treatment. 

(4) Stricture of the esophagus of such a degree as to almost restrict diet to liquids, require frequent dilatation and hospitalization, and cause difficulty in maintaining weight and nutrition. 

b. Larynx. 

(1) Paralysis of the larynx characterized by bilateral vocal cord paralysis seriously interfering with speech and adequate airway. 

(2) Stenosis of the larynx of a degree causing respiratory embarrassment upon more than minimal exertion. 

c. Obstructive edema of glottis. If chronic, not amenable to treatment, and requires a tracheotomy. 

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

e. Sinusitis. Severe, chronic sinusitis that is suppurative, complicated by chronic or recurrent polyps, and that does not respond to treatment. 

f. Trachea. Stenosis of trachea. 

3–30. Neurological disorders 

The causes for referral to an MEB are as follows: 

a. Amyotrophic lateral sclerosis and all other forms of progressive neurogenic muscular atrophy. 

b. All primary muscle disorders including facioscapulohumeral dystrophy, limb girdle atrophy, and myotonia dystrophy characterized by progressive weakness and atrophy. 

c. Myasthenia gravis unless clinically restricted to the extraocular muscles. 

d. Progressive degenerative disorders of the basal ganglia and cerebellum including Parkinson’s disease, Huntington’s chorea, hepatolenticular degeneration, and variants of Friedreich’s ataxia. 

e. Multiple sclerosis, optic neuritis, transverse myelitis, and similar demyelinating disorders. 

f. Stroke, including both the effects of ischemia and hemorrhage, when residuals affect performance. 

g. Migraine, tension, or cluster headaches, when manifested by frequent incapacitating attacks. All such Soldiers will be referred to a neurologist, who will ascertain the cause of the headaches. If the neurologist feels a trial of prophylactic medicine is warranted, a 3-month trial of therapy can be initiated. If the headaches are not adequately controlled at the end of the 3 months, the Soldier will undergo an MEB for referral to a PEB. If the neurologist feels the Soldier is unlikely to respond to therapy, the Soldier can be referred directly to MEB/PEB. 

h. Narcolepsy, sleep apnea syndrome, or similar disorders. (See para 3–41.) The evaluation and treatment of these diagnoses by a neurologist or other sleep specialist should be routinely sufficient. 

i. Seizure disorders and epilepsy. Seizures by themselves are not disqualifying unless they are manifestations of epilepsy. However, they may be considered along with other disabilities in judging fitness. In general, epilepsy is disqualifying unless the Soldier can be maintained free of clinical seizures of all types by nontoxic doses of medications. The following guidance applies when determining whether a Soldier will be referred to an MEB/PEB. 

(1) All active duty Soldiers with suspected epilepsy must be evaluated by a neurologist who will determine whether epilepsy exists and whether the Soldier should be given a trial of therapy on active duty or referred directly to an MEB for referral to a PEB. In making the determination, the neurologist may consider the underlying cause, EEG findings, type of seizure, duration of epilepsy, family history, Soldier’s likelihood of compliance with therapeutic program, absence of substance abuse, or any other clinical factor influencing the probability of control or the Soldier’s ability to perform duty during the trial of treatment. 

(2) If a trial of duty on treatment is elected by the neurologist, the Soldier will be given a temporary P–3 profile with as few restrictions as possible. 

(3) Once the Soldier has been seizure free for 1 year, the profile may be reduced to a P–2 profile with restrictions specifying no assignment to an area where medical treatment is not available. 

(4) If seizures recur beyond 6 months after the initiation of treatment, the Soldier will be referred to an MEB. 

(5) Should seizures recur during a later attempt to withdraw medications or during transient illness, referral to a PEB 

is at the discretion of the physician or MEB. 

(6) If the Soldier has remained seizure free for 36 months, he or she may be removed from profile restrictions. 

(7) Recurrent pseudoseizures are most commonly seen in the presence of epilepsy. As such, they are disqualifying under the same rules as epilepsy. While each case may be individualized, their evaluation by a neurologist should be routinely sufficient. 

j. Any other neurologic conditions, regardless of etiology, when after adequate treatment there remains residual symptoms and impairments such as persistent severe headaches, uncontrolled seizures, weakness, paralysis, or atrophy of important muscle groups, deformity, uncoordination, tremor, pain, or sensory disturbance, alteration of conscious- ness, speech, personality, or mental function of such a degree as to significantly interfere with performance of duty. 

Note. Diagnostic concepts and terms used in paragraphs 3–31 through 3–37 are in consonance with the Diagnostic and Statistical 

Manual of Mental Disorders, Fourth Edition (DSM–IV). The minimum psychiatric evaluation will include Axis I, II, and III. 

3–31. Disorders with psychotic features 

The causes for referral to an MEB are mental disorders not secondary to intoxication, infectious, toxic, or other organic causes, with gross impairment in reality testing, resulting in interference with duty or social adjustment. 

3–32. Mood disorders 

The causes for referral to an MEB are as follows: 

a. Persistence or recurrence of symptoms sufficient to require extended or recurrent hospitalization; or 

b. Persistence or recurrence of symptoms necessitating limitations of duty or duty in protected environment; or 

c. Persistence or recurrence of symptoms resulting in interference with effective military performance. 

3–33. Anxiety, somatoform, or dissociative disorders 

The causes for referral to an MEB are as follows: 

a. Persistence or recurrence of symptoms sufficient to require extended or recurrent hospitalization; or 

b. Persistence or recurrence of symptoms necessitating limitations of duty or duty in protected environment; or 

c. Persistence or recurrence of symptoms resulting in interference with effective military performance. 

3–34. Dementia and other cognitive disorders due to general medical condition 

The causes for referral to an MEB include persistence of symptoms or associated personality change sufficient to interfere with the performance of duty or social adjustment. 

3–35. Personality, psychosexual conditions, transsexual, gender identity, exhibitionism, 

transvestism, voyeurism, other paraphilias, or factitious disorders; disorders of impulse control not elsewhere classified 

a. A history of, or current manifestations of, personality disorders, disorders of impulse control not elsewhere classified, transvestism, voyeurism, other paraphilias, or factitious disorders, psychosexual conditions, transsexual, gender identity disorder to include major abnormalities or defects of the genitalia such as change of sex or acurrent attempt to change sex, hermaphroditism, pseudohermaphroditism, or pure gonadal dysgenesis or dysfunctional residuals from surgical correction of these conditions render an individual administratively unfit. 

b. These conditions render an individual administratively unfit rather than unfit because of physical illness or medical disability. These conditions will be dealt with through administrative channels, including AR 135–175, AR 135–178, AR 635–200, or AR 600–8–24. 

3–36. Adjustment disorders 

Situational maladjustments due to acute or chronic situational stress do not render an individual unfit because of physical disability, but may be the basis for administrative separation if recurrent and causing interference with military duty. 

3–37. Eating disorders 

The causes for referral to an MEB are eating disorders that are unresponsive to treatment or that interfere with the satisfactory performance of duty. 

3–38. Skin and cellular tissues 

The causes for referral to an MEB are as follows: 

a. Acne. Severe, unresponsive to treatment, and interfering with the satisfactory performance of duty or wearing of the uniform or other military equipment. 

b. Atopic dermatitis. More than moderate, unresponsive to treatment, and which interferes with the Soldier’s performance of duty. 

c. Amyloidosis. Generalized. 

d. Cysts and tumors. (See paras 3–42 and 3–43.) 

e. Dermatitis herpetiformis. Not responsive to therapy. 

f. Dermatomyositis. 

g. Dermographism. Interfering with the performance of duty. 

h. Eczema, chronic. Regardless of type, when there is more than minimal involvement and the condition is 

unresponsive to treatment and interferes with the satisfactory performance of duty. 

i. Elephantiasis or chronic lymphedema. Not responsive to treatment. 

j. Epidermolysis bullosa. 

k. Erythema multiforme. More than moderate and recurrent or chronic. 

l. Exfoliative dermatitis. Chronic. 

m. Fungus infections, superficial or systemic types. If not responsive to therapy and interfering with the satisfactory performance of duty. 

n. Hidradenitis suppurative and/or folliculitis decalvans (dissecting cellulitis of the scalp). 

o. Hyperhidrosis. On the hands or feet, when severe or complicated by a dermatitis or infection, either fungal or bacterial and not amenable to treatment. 

p. Leukemia cutis or mycosis fungoides or cutaneous T–Cell lymphoma. (See also para 3–42.) 

q. Lichen planus. Generalized and not responsive to treatment. 

r. Lupus erythematosus. Cutaneous or mucous membranes involvement that is unresponsive to therapy and interferes with the satisfactory performance of duty. 

s. Neurofibromatosis. When interfering with the satisfactory performance of duty. 

t. Panniculitis. Relapsing, febrile, nodular. 

u. Parapsoriasis. Extensive and not controlled by treatment. 

v. Pemphigus. Not responsive to treatment and with moderate constitutional or systemic symptoms, or interfering with the satisfactory performance of duty. 

w. Psoriasis. Extensive and not controllable by treatment. 

x. Radiodermatitis. If resulting in malignant degeneration at a site not amenable to treatment. 

y. Scars and keloids. So extensive or adherent that they seriously interfere with the function of an extremity or interfere with the performance of duty. 

z. Scleroderma. Generalized or of the linear type that seriously interferes with the function of an extremity. 

aa. Tuberculosis of the skin. (See paragraph 3–40.) 

ab. Ulcers of the skin. Not responsive to treatment after an appropriate period of time if interfering with the 

satisfactory performance of duty. 

ac. Urticaria/Angioedema. Chronic, severe, and not responsive to treatment. 

ad. Xanthoma. Regardless of type, but only when interfering with the satisfactory performance of duty. 

ae. Intractable plantar keratosis, chronic. Requires frequent medical/surgical care or that interferes with the satisfactory performance of duty. 

af. Other skin disorders. If chronic or of a nature that requires frequent medical care, or interferes with the 

satisfactory performance of military duty. 

3–39. Spine, scapulae, ribs, and sacroiliac joints 

The causes for referral to an MEB are as follows (see also para 3–14): 

a. Dislocation. Congenital, of hip. 

b. Spina bifida. Demonstrable signs and moderate symptoms of root or cord involvement. 

c. Spondylolysis or spondylolisthesis. More than mild symptoms resulting in repeated outpatient visits, or repeated hospitalization or limitations effecting performance of duty. d. Coxa vara. More than moderate with pain, deformity, and arthritic changes. 

e. Herniation of nucleus pulposus. More than mild symptoms following appropriate treatment or remedial measures, with sufficient objective findings to demonstrate interference with the satisfactory performance of duty. 

f. Kyphosis. More than moderate, interfering with military duties. 

g. Scoliosis. Severe deformity with over 2 inches deviation of tips of spinous process from the midline, or of lesser degree if recurrently symptomatic and interfering with military duties. 

h. Nonradicular pain involving the cervical, thoracic, lumbosacral, or coccygeal spine, whether idiopathic or secondary to degenerative disc or joint disease, that fails to respond to adequate conservative treatment and necessitates significant limitation of physical activity. Range of motion (ROM) measurements should be obtained using a goniometer (a bubble goniometer/inclometer is also acceptable). SF Form 527 should be used to documentthe ROM and the method of measurement. Use the VA’s instructions for completion of spine and joint evaluations. This includes 

the six measurements shown on VASRD Plate V ROM of cervical and thoracolumbar spine. 

3–40. Systemic diseases 

The causes for referral to an MEB are as follows: 

a. Amyloidosis. 

b. Blastomycosis. If not responding to therapy or if resulting in residuals which interfere with military duties. 

c. Brucellosis. Chronic with substantiated, recurring febrile episodes, severe fatigue, lassitude, depression, or general malaise. 

d. Leprosy. Any type that seriously interferes with performance of duty or is not completely responsive to appropri- 

ate treatment. 

e. Myasthenia gravis. 

f. Mycosis. Active, not responsive to therapy or requiring prolonged treatment, or when complicated by residuals that themselves are unfitting. 

g. Panniculitis. Relapsing, febrile, nodular. 

h. Porphyria, cutanea tarda. 

i. Sarcoidosis. Progressive with severe or multiple organ involvement and not responsive to therapy. 

j. Tuberculosis. 

(1) Meningitis, tuberculous. 

(2) Pulmonary tuberculosis (see para 3–26), tuberculous empyema, and tuberculous pleurisy. 

(3) Tuberculosis of the male genitalia. Involvement of the prostate or seminal vesicles and other instances not corrected by surgical excision, or when residuals are more than minimal, or are symptomatic. 

(4) Tuberculosis of the female genitalia. 

(5) Tuberculosis of the kidney. 

(6) Tuberculosis of the larynx. 

(7) Tuberculosis of the lymph nodes, skin, bone, joints, eyes, intestines, and peritoneum or mesentery. These will be evaluated on an individual basis, considering the associated involvement, residuals, and complications. 

k. Rheumatoid arthritis. That interferes with successful performance of duty or requires geographic assignment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

l. Spondyloarthropathies. Chronic or recurring episodes of arthritis causing functional impairment interfering with successful performance of duty supported by objective, subjective, and radiographic findings, or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

(1) Ankylosingpondylitis. 

(2) Reiter’s syndrome. 

(3) Psoriatic arthritis. 

(4) Arthritis associated with inflammatory bowel disease. 

(5) Whipple’s disease. 

m. Systemic lupus erythematosus. That interferes with successful performance of duty or requires geographic 

assignment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

n. Sjogren’s syndrome. When chronic, more than mildly symptomatic and resistant to treatment after a reasonable period of time. 

o. Progressive systemic sclerosis. Diffuse and limited disease that interferes with successful performance of duty or requires geographic assignment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

p. Myopathy. To include inflammatory, metabolic or inherited, that interferes with successful performance of duty or requires geographic assignment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

q. Systemic vasculitis. Involving major organ systems, chronic, that interferes with successful performance of duty or requires geographic assignment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

r. Hypersensitivity angiitis. When chronic or having recurring episodes that are more than mildly symptomatic or show definite evidence of functional impairment which is resistant to treatment after a reasonable period of time. 

s. Behcet’s syndrome. That interferes with successful performance of duty or requires geographic assignment 

limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

t. Adult onset Still’s disease. That interferes with successful performance of duty or requires geographic assignment limitations or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

u. Mixed connective tissue disease and other overlap syndromes. That interfere with successful performance of duty or require geographic assignment limitations or require medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

v. Any chronic or recurrent systemic inflammatory disease or arthritis not listed above. That interferes with successful performance of duty or requires geographic assignment limitations, or requires medication for control that requires frequent monitoring by a physician due to debilitating or serious side effects. 

3–41. General and miscellaneous conditions and defects 

The causes for referral to an MEB are as follows: 

a. Allergic manifestations. 

(1) Allergic rhinitis, chronic, severe, and not responsive to treatment. (See also paras 3–29d and 3–29e.) 

(2) Asthma. (See para 3–27a.) 

(3) Allergic dermatoses. (See para 3–38.) 

b. Cold injury/heat injury. (See paras 3–45 and 3–46.) 

c. Sleep apnea. Obstructive sleep apnea or sleep-disordered breathing that causes daytime hypersomnolence or snoring that interferes with the sleep of others and that cannot be corrected with medical therapy, surgery, or oral prosthesis. The diagnosis must be based upon a nocturnal polysomnogram and the evaluation of a pulmonologist, neurologist, or a provider with expertise in sleep medicine. A 12-month trial of therapy with nasal continuous positive air pressure may be attempted to assist in weight reduction or other interventions, during which time the individual will be profiled as T3. Long-term therapy with nasal continuous positive air pressure requires referral to an MEB. 

d. Fibromyalgia. When severe enough to prevent successful performance of duty. Diagnosis will include evaluation by a rheumatologist. 

e. Miscellaneous conditions and defects. Conditions and defects not mentioned elsewhere in this chapter are causes for referral to an MEB, if— 

(1) The conditions (individually or in combination) result in interference with satisfactory performance of duty as substantiated by the individual’s commander or supervisor. 

(2) The individual’s health or well-being would be compromised if he or she were to remain in the military service. 

(3) In view of the Soldier’s condition, his or her retention in the military service would prejudice the best interests of the Government (for example, a carrier of communicable disease who poses a health threat to others). Questionable cases, including those involving latent impairment, will be referred to PEBs. 

3–42. Malignant neoplasms 

The causes for referral to an MEB are as follows:

a. Malignant neoplasms that are unresponsive to therapy, or when the residuals of treatment are in themselves unfitting under other provisions of this chapter. 

b. Neoplastic conditions of the lymphoid and blood-forming tissues that are unresponsive to therapy, or when the residuals of treatment are in themselves unfitting under other provisions of this chapter. 

c. Malignant neoplasms, when on evaluation for administrative separation or retirement, the observation period subsequent to treatment is deemed inadequate in accordance with accepted medical principles. d. The above definitions of malignancy or malignant disease exclude basal cell carcinoma of the skin. 

3–43. Benign neoplasms 

The causes for referral to an MEB are as follows: 

a. Benign tumors if their condition precludes the satisfactory performance of military duty. 

b. Ganglioneuroma. 

c. Meningeal fibroblastoma, when the brain is involved. 

d. Pigmented villonodular synovitis when severe enough to prevent successful performance of duty. 

3–44. Sexually transmitted diseases 

The causes for referral to an MEB are as follows:

a. Symptomatic neurosyphilis in any form. 

b. Complications or residuals of a sexually transmitted disease of such chronicity or degree that the individual is incapable of performing useful duty. 

3–45. Heat illness and injury 

The causes for referral to an MEB are as follows:

a. Heat exhaustion. 

(1) Heat exhaustion is defined as collapse, including syncope, occurring during or immediately following exercise–heat stress without evidence of organ damage or systemic inflammatory activation. 

(2) Individual episodes of heat exhaustion are not cause for MEB referral. However, Soldiers suffering from 

recurrent episodes of heat exhaustion (three or more in less than 24 months) should be referred for complete medical evaluation for contributing factors. 

(3) If no remediable factor causing recurrent heat exhaustion is identified, then the Soldier will be referred to an MEB. 

b. Heat stroke. 

(1) The definitions of heat stroke are as follows: 

(a) Heat stroke: A syndrome of hyperpyrexia, collapse, and encephalopathy with evidence of organ damage and/or systemic inflammatory activation occurring in the setting of environmental heat stress. 

(b) Exertional rhabdomyolysis: Rhabdomyolysis with myoglobinuria occurring with exercise–heat stress but without the encephalopathy of heat stroke. 

(2) Soldiers will be referred to an MEB after an episode of heat stroke or exertional rhabdomyolysis. If the Soldier has had full clinical recovery, and particularly if a circumstantial contributing factor to the episode can be identified, the MEB may recommend a trial of duty with a P–3 (T) profile. The profile will restrict the Soldier from performing vigorous physical exercise for periods longer than 15 minutes. Maximal efforts, such as the APFT 2-mile run are not permitted. If, after 3 months, the Soldier has not manifested any heat intolerance, the profile may be modified to P–2 

(T) and normal unrestricted work permitted. Maximal exertion and significant heat exposure (such as wearing Mission Oriented Protective Posture (MOPP) IV) are still restricted. If the Soldier manifests no heat intolerance, including a season of significant environmental heat stress, normal activities can be resumed and the Soldier may be returned to duty without a PEB. Any evidence of significant heat intolerance, either during the period of the profile or subsequently, requires a referral to a PEB. (A description of the heat intolerance should be included in the MEB narrative 

summary.) 

3–46. Cold injury 

The causes for referral to an MEB are as follows: 

a. Frostbite (freezing cold injury). 

(1) The definition of frostbite is the consequence of freezing of tissue. First degree frostbite is manifested by 

superficial injury without blistering. Second degree frostbite is manifested by superficial injury with clear blisters with only epidermal tissue loss. Third degree and fourth degree frostbite are manifested by significant subepidermal tissue loss. 

(2) Soldiers with first degree frostbite after clinical healing will be given a permanent P–2 profile permitting the use of extra cold weather protective clothing, including nonregulation items, to be worn under authorized outer garments. 

(3) Soldiers with frostbite more than first degree will be given a P–3 profile, renewed as appropriate, for the 

duration of the cold season restricting them from any exposure to temperatures below 0 degrees C (32 degrees F) and from any activities limited by the remainder of the season. After the cold season, Soldiers will be reevaluated and, if appropriate, given the P–2 profile described in (2) above. 

(4) Soldiers will be referred to an MEB for recurrent cold injury, recurrent or persistent cold sensitivity despite the P–2 profile, vascular or neuropathic symptoms, or disability due to tissue lost from cold injury. 

b. Trench foot (nonfreezing cold injury). 

(1) The definition of trench foot is the consequence of prolonged cold immersion of an extremity. It is manifested by maceration of tissue and neurovascular injury. 

(2) Soldiers with residual symptoms or significant tissue loss after healing will be referred to an MEB. 

c. Accidental hypothermia. 

(1) The definition of accidental hypothermia is clinically significant depression of body temperature due to environmental cold exposure. 

(2) Soldiers with significant symptoms of cold intolerance or a recurrence of hypothermia after an episode of 

accidental hypothermia will be referred to an MEB. 

(Table 3-1 I appears on pages 36-37)
