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Executive Summary 

The Accession Medical Standards Analysis and Research Activity (AMSARA) has provided the 

Department of Defense with evidence-based evaluations of accession medical standards since 

1996.  As part of this ongoing research activity, data are collected from each service’s Disability 

Evaluation System (DES).  Disability evaluation is administered at the service level, with each 

branch of service responsible for the evaluation of disability in its members.  Variability in the 

type of disability data available in existing AMSARA databases for each service is present as the 

result of service level collection of data on disability evaluations. AMSARA’s mission was 

expanded in fiscal year (FY) 2009 to include audits and studies of existing DES by the request of 

the Office of Assistant Secretary of Defense, Health Affairs. This report describes analyses 

conducted in fiscal year 2014 of existing DES data collected for accessions and disability 

research through the end of FY 2013.  

In the period from FY 2008 to FY 2013, data were collected on over 160,000 disability 

evaluations of approximately 140,000 service members. Over half of service members evaluated 

for disability are evaluated for discharge from the Army. Regardless of service, the vast majority 

of disability evaluations were completed on active duty, enlisted personnel. Most personnel who 

undergo disability evaluation are male, aged 20-29 at the time of disability evaluation, and white.   

The prevalence of musculoskeletal conditions, the most common medical condition associated 

with disability, ranged from 44% of individuals disability discharged from the Navy to 71% of 

individuals disability discharged from the Army. Neurological and psychiatric conditions were 

the next most common disability conditions. The particular conditions associated with each body 

system category vary by service. Dorsopathies, arthritis, and limitation of motion were the most 

common musculoskeletal conditions in all services.  Posttraumatic stress disorder was the most 

common condition associated with psychiatric disability in the Army and Marine Corps, while 

mood disorders were the most common psychiatric conditions in the Navy and Air Force. 

Traumatic brain injury is the most common neurological condition among Army and Marine 

Corps service members; paralysis and epilepsy were the most common type of neurological 

conditions in the Navy; migraines and paralysis were most common in the Air Force.   

The most common dispositions following disability evaluation in FY 2013 varied by service.  In 

the Army and Air Force, permanent disability retirement was the most common disposition as 

compared to being placed on the temporary disability retirement list in the Navy and Marine 

Corps. This is in contrast to the previous five year period when the most commonly assigned 

disposition in all services was separated with severance pay followed by placed on the temporary 

disability retirement list.   In FY 2013, 10% was the most commonly assigned rating to disability 

in all services. The proportion of evaluations resulting in a disability rating of 30% or higher, and 

resulting in disability retirement in FY 2013 varied from 60% in the Marine Corps to 
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71% in the Air Force.  

This report also describes the history of accession medical disqualification, presence of pre-

existing medical conditions at accession, history of accession medical waiver, and hospitalization 

among individuals evaluated for disability. History of permanent medical disqualification prior 

to accession in service members evaluated for disability ranged from 7% in the Air Force to 11% 

in the Army.  Similarly, temporary disqualifications were rarest in Air Force personnel evaluated 

for disability as compared to the other services and highest among Army disability evaluations. 

The distribution of ICD-9 diagnoses at MEPS accession examination among the disability 

population were similar to that of the military population as a whole with exceeding weight and 

body fat standards the most common conditions listed in MEPS accession medical examination 

records. Conditions listed in accession medical waiver applications among those evaluated for 

disability were also similar to those observed in the general applicant population.  

Hospitalization among service members evaluated for disability was most commonly associated 

with a mental health diagnosis, which is in contrast to hospitalizations among the general active 

duty population where injuries and fractures are more commonly associated with hospitalization.  

Based on the data presented in this report and the variability observed in service disability 

evaluation system data, we present the following programmatic recommendations: 

 

1. Include Medical Evaluation Board (MEB) International Classification of Disease 9
th

 

Revision (ICD-9) diagnoses in all disability evaluation records, allowing for more in 

depth analyses of the specific medical conditions that result in disability evaluation, 

separation, and retirement.  

 

2. Record each service member’s Military Occupational Specialty (MOS) at the time of 

disability evaluation.  

 

3. Include variables to indicate date of initial diagnosis and date of onset of symptoms 

or injury in service members evaluated for disability. 

 

4. Expand the VASRD codes, particularly musculoskeletal codes, to reduce the 

utilization of analogous codes and provide more complete information on the 

disability condition. 
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Introduction to the Disability Evaluation System 

The Disability Evaluation System (DES) process follows guidelines laid out by the Department 

of Defense (DoD) and public law. Disability evaluation is administered at the service level, 

with each branch of service responsible for the evaluation of disability in its members.  While 

inter-service differences exist, the disability evaluation process for all services includes two 

main components: an evaluation by the Medical Evaluation Board (MEB), and a determination 

by the Physical Evaluation Board (PEB) of a service member’s ability to perform his/her 

military duties [1,2]. 

The disability evaluation process is described in Department of Defense Instruction 1332.38 

and serves as the basis for each service’s disability evaluation [3]. The process of disability 

evaluation begins when a service member is diagnosed with a condition or injury at a Military 

Treatment Facility (MTF).  If the condition or injury is considered potentially disqualifying or 

significantly interferes with the service member’s ability to carry out the duties of his/her 

office, grade, or rank, the case is referred to the MEB. Service members who meet medical 

standards or deemed capable of carrying out their duties are returned to duty [1-2,4-6]. 
 
Those 

unable to perform assigned duties are forwarded to an Informal Physical Evaluation Board 

(IPEB) for a medical record review, where a determination regarding a service member’s 

fitness for continued military service is made.  Members deemed fit are returned to duty, while 

those deemed unfit are discharged or placed on limited duty. In the event a service member is 

dissatisfied with the determination made by the IPEB, he/she can appeal to the formal PEB 

(FPEB) and eventually to the final review authority (which varies by service, as detailed 

below) if the case is not resolved to the service member’s satisfaction. 

Key variables collected at each stage of disability evaluation are shown in Figure 1. At the 

MEB, each case is diagnosed and it is determined whether the service member is able to 

perform assigned duties [4-6]. Cases are forwarded to the IPEB if it is determined that the 

member cannot perform his/her assigned duties or that the member does not meet medical 

retention standards [4-6].   The IPEB panel must determine the member’s fitness, disability 

rating using the appropriate Veterans Affairs Schedule for Rating Disabilities (VASRD) code 

for the disabling condition, the appropriate disposition for the case and whether the condition is 

combat related [1].  If a service member does not agree with the determination of the IPEB, the 

decision can be appealed to the FPEB, and eventually to the final reviewing authority (Service 

Secretary), where the determination of the FPEB is reviewed.  The FPEB is an independent 

board from the IPEB and the decision may be different from that of the IPEB.  The final 

reviewing authority can either concur with the FPEB or revise the determination. 

Figure 2 and Figure 3 describe the Army and Navy/Marine Corps disability evaluation 

processes, respectively. Those who meet medical retention standards at the MEB or are able to 

continue military duties are returned to duty, while cases that do not meet medical retention
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standards, in the Army, or are not able to perform military duties, in the Navy and Marine Corps, are 

forwarded to the IPEB for further review. The IPEB makes a fit/unfit determination and the service 

member is either returned to duty (deemed fit) or medically discharged (deemed unfit) and assigned a 

disposition and rating. Dispositions assigned include fit, separated without benefit, separated with 

severance pay, permanent disability retirement list (PDRL), or temporary disability retirement list 

(TDRL).  Ratings vary from 0-100% disability.  Those assigned a disposition of separated without 

benefits are either unrated or rated 0%.  Separated with severance pay carries a rating varying from 0% 

to 20%; while permanent and temporary disability retirement carry ratings of 30% or higher.   

The member can appeal the IPEB determinations of disposition and rating, though appeals to the 

FPEB may be denied if a member is deemed fit by the IPEB. Following service member appeal of the 

IPEB, the case is reviewed by the FPEB or reconsidered by the IPEB, again determining the fitness of 

the service member. An Army service member can appeal the FPEB determination to the United 

States Army Physical Disability Authority (USAPDA); the USAPDA is the final appeal authority 

before separation or retirement. A Navy or Marine Corps service member can appeal an FPEB 

determination to the Secretary of the Navy; the Secretary of the Navy is also a final appeal authority 

before separation or retirement from service. In the Navy and Marine Corps, all discharge 

recommendations are forwarded to the Service Headquarters where the recommendation for discharge 

can be accepted or denied (Figure 3). Both Services (Department of the Army and Navy) have a Board 

for Correction of Military Records which can be petitioned once a service member has left military 

service. 

The Air Force disability evaluation process is described in Figure 4.  This process is generally similar 

to that of the other services; disability evaluation begins with the MEB where cases are evaluated 

against medical retention standards and those not meeting retention standards are referred to the IPEB 

[4].  If a service member disagrees with the decision of the IPEB, it can be appealed to the FPEB, and 

eventually to the Secretary of the Air Force. However, in contrast to other services, MEB cases not 

forwarded to the IPEB can be appealed through the Air Force Surgeon General to determine if a case 

should be forwarded to the FPEB. 

The objective of this report is to summarize the content of existing databases, to provide a basis for 

studies of the prevalence of disability in the U.S. military as well as risk factors for disability 

evaluation, separation, and retirement overall and for specific disability condition types. Though the 

general process for evaluating service members for disability discharge is similar across services, each 

service completes disability evaluations and collects and maintains disability evaluation data 

independent of one another.  Small variations are present in the disability evaluation process across 

services and in the types of data collected across services. 
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Figure 2:  Disability Evaluation Process in the Army 

 

 

 

 

 

 

 

 

Figure 3:  Disability Evaluation Process in the Navy and Marine Corps* 
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Figure 4:  Disability Evaluation in the Air Force 

 

 

Return to 

Duty  

(RTD)* RTD RTD RTD 

Discharge Discharge Discharge 

Member 

Non-

concur 

Member 

Non-

concur 
MEB IPEB FPEB 

Secretary 

of the Air 

Force 

SG-SC 

Non-

concur 

*RTD may be full or restricted duty per Air Force instruction 48-123 

IN
T

R
O

D
U

C
T

IO
N

 M
E

T
H

O
D

S
 D

E
S

C
R

IP
T

IV
E

 S
T

A
T

IS
T

IC
S

 M
E

D
IC

A
L

 H
IS

T
O

R
Y

 L
IM

IT
A

T
IO

N
S

 S
P

E
C

IA
L

 S
T

U
D

IE
S

 

 







 

-16- 

DES Analysis and Research Annual Report 2014 
 

constant demographic characteristics (i.e. date of birth, race, sex) for individuals who have 

personnel and application records in AMSARA databases. Demographic characteristics of 

individuals evaluated for disability in the Air Force are obtained using DMDC and Military 

Entrance Processing Station (MEPS) records.  Characteristics which can vary over time, such as 

education, rank, component, and MOS, are most valuable when collected at the time of disability 

evaluation. 

MEB variables 

Date of Medical Evaluation Board (MEB) evaluation is present in all disability databases prior to 

FY 2013.  Army disability data does not contain MEB dates effective FY 2013. MEB diagnosis 

is only available for Navy/Marine Corps disability evaluations.  For Navy/Marine Corps 

evaluations, the MEB diagnosis is recorded as a text field rather than as a code. Recoding of this 

field into ICD-9 codes by a nosologist will be necessary before further analysis of this field can 

be conducted.  

PEB variables 

All AMSARA datasets contain several key variables regarding the PEB evaluation including 

board type, date of PEB evaluation, Veterans Affairs Schedule Veterans Affairs Schedule for 

Rating Disabilities (VASRD) and analogous codes, percent rating, disposition, and disposition 

date.  VASRD codes, specific for the unfitting condition, and analogous coding which utilizes a 

VASRD code that best approximates the functional impairment rendered by a medical condition 

for which there is no specific VASRD code, are used to define unfitting medical conditions 

which prompted the disability evaluation.  These codes are not diagnostic codes, but are derived 

from the MEB diagnosis, and specify criteria associated with disability ratings and determine 

disability compensation.   The number of VASRD codes assigned to an each diagnosis varies by 

service. Prior to FY 2013, Army evaluations allowed for each condition to have one VASRD 

code and one analogous code, with up to four conditions included per evaluation. Starting in FY 

2013, up to five VASRD codes can be assigned to an unfitting condition and the number of 

conditions an individual can be rated for is not restricted.  Up to three VASRD codes are used for 

the same condition in the Air Force with up to no limit on the number of conditions per 

evaluation.  In the Navy and Marine Corps, the number of VASRD codes per condition is 

unlimited and there is no limit to the number of conditions that can be assigned to an evaluation.  

There are two general disposition types for members determined unfit for duty: separation and 

disability retirement.  Separations can be administered with or without severance pay and are 

further classified as separated with severance pay and separated without benefits.  Severance pay 

is given when a service member’s condition is found to be unfitting and assigned a disability 

rating between 0 and 20 percent.  Separation without benefits occurs when a service member is 

found unfit for duty, but the condition is determined to have occurred as a result of misconduct,  
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negligence, or if the member has less than eight years of service and the condition is the result of 

a medical condition that existed prior to service.   

Disability retirements can be classified as either permanent disability retirement or temporary 

disability retirement. Permanent disability is assigned when the member is found unfit, and either 

has a length of service greater than 20 years or has a disability rating that is 30 percent or higher, 

and the condition is considered unlikely to improve or likely to worsen.  Temporary disability is 

assigned when a member is deemed unfit for continued service and either has a length of service 

greater than 20 years or has a disability percent rating of 30 percent or higher.  However, those 

with temporary disabilities differ from those with permanent disabilities in that their condition, 

while considered disabling, is not considered stable for purposes of rating.  Service members 

placed on the temporary disability retirement list (TDRL) are re-evaluated every 6-18 months, 

for up to five years following initial placement on the TDRL. Once the unfitting condition is 

considered stable for purposes of rating by the PEB, the case is assigned a final disposition and 

percent rating.  Therefore, a re-evaluation may result in a service member returning to duty or 

converting to another disposition, though most on the TDRL eventually convert to permanent 

disability retired [1]. 

Combat Variables 

Data received by AMSARA from the Army, Navy, and Marine Corps include variables 

regarding combat (Table 2); the values of which are described in the DoDI 1332.38 [6].  Though 

the Air Force data includes similar variables, these variables are not well populated and are 

unreliable for research purposes. Combat variables are used as a part of the percent rating 

determination taking into account if the disability was caused by, exacerbated by, or had no 

relation to combat experiences. 

Combat related is the standard that covers those injuries and diseases attributable to the special 

dangers associated with armed conflict or the preparation or training for armed conflict [6,7]. 

Armed conflict is described as the physical disability being a disease or injury incurred in the line 

of duty as a direct result of armed conflict. There must be a definite causal relationship between 

the armed conflict and the resulting unfitting disability. Armed conflict includes a war, 

expedition, occupation of an area or territory, battle, skirmish, raid, invasion, rebellion, 

insurrection, guerrilla action, riot, or any other action in which service members are engaged 

with a hostile or belligerent nation, faction, force, or terrorists. Armed conflict may also include 

such situations as related to prisoner of war or detained status [6,7]. 

Instrumentality of war is described as a vehicle, vessel, or device designed primarily for military 

service and intended for use in such service at the time of the occurrence of the injury. There 

must be a direct causal relationship between the use of the instrumentality of war and the 

disability, and the disability must be incurred incident to a hazard or risk of the service [6,7]. 
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Other Data Sources 

Applications for Military Service 

AMSARA receives data on all applicants who undergo an accession medical examination service 

at any of the 65 MEPS sites.  These data, provided by US Military Entrance Processing 

Command (USMEPCOM) Headquarters (North Chicago, IL), contain several hundred 

demographic, medical, and administrative elements on enlisted applicants for each applicable 

branch (regular, reserve, National Guard) of each service (Air Force, Army, Marine Corps, and 

Navy).  These data also include records on a relatively small number of officer recruit applicants 

and other non-applicants receiving periodic physical examinations. 

Accession Medical Waivers 

AMSARA receives records on all recruits considered for an accession medical waiver, i.e. those 

who received a permanent medical disqualification at the MEPS and sought a waiver for that 

disqualification.  Each service is responsible for its own waiver decisions about applicants, and 

information on these decisions is generated and provided to AMSARA by each service waiver 

authority.  Specifically, AMSARA receives medical waiver data annually from Air Education 

Training Command (Lackland AFB, TX) for the Air Force; US Army Recruiting Command 

(USAREC, Fort Knox, KY) for the Army; US Navy Bureau of Medicine and Surgery (BUMED, 

Washington, DC) for the Marine Corps; the Office of the Commander, US Navy Recruiting 

Command (Millington, TN) for the Navy. 

Accession and Discharge Records 

The DMDC provides data on individuals entering military service and on individuals discharged 

from military service.  Data are provided to AMSARA annually for all accessions into service 

and discharges from military service.  

Hospitalizations 

AMSARA receives Military Health System (MHS) direct care hospitalization data annually from 

the MHS data repository.  These data contain information on admissions of active duty officers 

and enlisted personnel, as well as medically eligible reserve component personnel, to any 

military hospital. 

 

 

IN
T

R
O

D
U

C
T

IO
N

 M
E

T
H

O
D

S
 D

E
S

C
R

IP
T

IV
E

 S
T

A
T

IS
T

IC
S

 M
E

D
IC

A
L

 H
IS

T
O

R
Y

 L
IM

IT
A

T
IO

N
S

 S
P

E
C

IA
L

 S
T

U
D

IE
S

 

 









 

-22- 

DES Analysis and Research Annual Report 2014 

Characteristics of individuals who underwent disability evaluation from 2008 to 2013 are shown in 

Table 6, comparing 2013 evaluations to 2008 through 2012 in aggregate.  The vast majority of 

disability evaluations are performed on enlisted, active component personnel, regardless of service.  

Army and Air Force had higher percentages of reserve component disability evaluations, likely 

due to the inclusion of National Guard service members not present in the Navy and Marine Corps 

reserve component.  In addition, most individuals evaluated for disability were male, aged 20-29 at 

the time of disability evaluation, and white, in all four services.  No substantial changes in the 

demographic composition of the disability evaluated population were observed in 2013 relative to 

the previous five years, in any service. 
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The distribution of unfitting conditions in individuals discharged with a service connected 

disability by disability body system for each service is shown in tables 7A through 7D. 

Classification of an individual’s unfitting conditions into body system categories is not mutually 

exclusive and individuals may be included in more than one body system category if an 

individual was evaluated for more than one condition. Counts presented in each table represent 

the number of individuals evaluated for one or more conditions in a given body system.  

Percentages represent the percent of individuals among all individuals discharged with a service 

connected disability that had a disability in a given body system and may exceed 100% as 

individuals may have conditions in multiple body systems.  In all services, musculoskeletal 

conditions were the most common type of disability evaluation, followed by psychiatric and 

neurological conditions. The proportion of individuals evaluated for disability in 2013 with a 

musculoskeletal condition increased significantly when compared to the previous five year 

period, in all services. Large increases in the proportion of discharged individuals with a 

psychiatric condition were observed in the Army, Navy, and Marine Corps.  This increase was 

largest in the Marine Corps cases where the proportion of individuals with psychiatric disability 

conditions more than doubled in 2013 relative to the previous five years.  A comparable increase 

in the proportion of cases with psychiatric disability was observed in the Navy where the 

proportion of individuals discharged with psychiatric conditions nearly doubled.  Disability 

evaluations for respiratory conditions were more common in the Air Force than in other services; 

in 2013, 10% of those disability discharged from the Air Force had a respiratory condition as 

compared to 2-4% in the other services.  
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The leading VASRD categories (excluding analogous codes) among disability discharges in the 

most common body system categories from 2008 to 2013 are shown in tables 8A through 8D. 

Classification of an individual’s conditions into body system categories is not mutually exclusive 

and individuals may be included in more than one body system category in cases of multiple 

conditions. Like the body system categories, VASRD categories within a body system are not 

mutually exclusive and an individual is represented in multiple VASRD categories if he/she has 

more than one code.  Therefore, percentages associated with VASRD categories within each body 

system can be interpreted as the percent of individuals in a VASRD category among all individuals 

with a condition in the body system.  

Among musculoskeletal conditions, dorsopathies were the most common musculoskeletal 

condition type in 2013 in the Army and Air Force. In the Navy and Marine Corps, limitation of 

motion was the most common musculoskeletal condition in 2013.  Dorsopathies have also 

increased in prevalence in the Air Force in 2013 relative to the previous five years, while limitation 

of motion has increased in prevalence in the Army, Navy, and Marine Corps relative to the 

previous five year period.   Posttraumatic stress disorder (PTSD) was the most commonly 

diagnosed psychiatric condition among in Army and Marine Corps with a disability discharge in 

2013 and second most common psychiatric condition with a disability discharge in the Air Force 

and Navy. PTSD has increased markedly in prevalence in all services in 2013 relative to previous 

years.  In the Air Force and Navy, mood disorders were more common in psychiatric disability 

cases than PTSD. The prevalence of mood disorder is similar when comparing 2013 to the 

previous five year period in the Navy. However, the prevalence of mood disorders among 

disability discharges with psychiatric conditions in the Air Force has increased significantly from 

45% in the period from 2008-2012 to 68% in 2013.  Among neurological conditions, residuals of 

traumatic brain injury were the most common condition types in the Army and Marine Corps in 

2013 and the previous five year period and were present in about 30% of neurological disability 

cases in both services. Migraines and paralysis were the most common neurological conditions in 

Air Force in 2013 and in the previous five year period. Epilepsy and paralysis were the most 

common neurological conditions in the Navy.   
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Tables 9A-9D show the top ten most common VASRD condition categories present in service 

members discharged with a disability for 2008-2012 as compared to 201. In the Army, the leading 

VASRD condition category in 2013 was dorsopathies, followed by limitation of motion and 

posttraumatic stress disorder. Limitation of motion was much more common in Army disability 

discharges in 2013 (35%) as compared to the previous five years (18%). PTSD was also much 

more prevalent among Soldiers disability discharged in 2013 (31%) as compared to previous years 

(20%). Limitation of motion was the most common condition category in 2013 in the Navy 

followed by dorsopathies and mood disorders.  The prevalence of limitation of motion doubled in 

2013 (20%) relative the previous five years in the Navy (10%); PTSD also increased in prevalence 

in 2013 (13%) relative to the previous five year period (5%). Among those disability discharged in 

the Marine Corps, limitation of motion and PTSD were the most common VASRD condition type 

in 2013 (34% each). Both of these conditions also increased in prevalence in 2013 relative to the 

previous five years when limitation of motion was present in 19% of cases and PTSD was present 

in 13% of cases. In the Air Force, dorsopathies were the most common disability condition in 2013 

(35%), increasing slightly in prevalence as compared to previous years (26%). The second most 

common condition in 2013, limitation of motion (21%), also increased in prevalence in the Air 

Force relative to the previous five year period (11%). 
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Table 10 shows the distribution of the last disposition, by service, for all disability discharge 

evaluations comparing 2013 to 2008-2012, excluding periodic TDRL re-evaluations.  Compared to 

the previous five year period, the proportion of disability evaluations that resulted in a disposition 

of permanent disability retirement increased in 2013 in all services. Permanent disability 

retirement was the most common disposition in the Army and Air Force in 2013. In the Navy and 

Marine Corps, placement on the temporary disability retirement list was the most common 

disposition in 2013 followed closely by separated with severance pay. The distribution of disability 

dispositions in the Army, Navy, and Marine Corps in 2013 was similar to previous years.  In the 

Air Force, a larger proportion of disability dispositions were permanent disability retired as 

compared to previous years. This increase in permanent disability retirement in the Air Force was 

accompanied by a decrease in fit dispositions in 2013 relative to the previous five year period.  Fit 

determinations were most common in the Navy in 2013, though the proportion of Navy disability 

evaluations that result in fit determinations decreased in 2013.  
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Most recent percent rating among evaluations for disability discharge is shown, by service, for the 

period for 2013 as compared 2008-2012 in Table 11. In 2013, the most frequently assigned rating 

was 10%, similar to the previous five year period. Air Force disability evaluations most frequently 

resulted in a rating of 100% when compared to other services in 2013.  Relative to the previous 

five year period, the proportion of individuals who received a rating of 100% increased in all 

services in 2013. Disability ratings greater than 30% accounted for about 60% of Marine Corps 

disability ratings and about 70% of Army, Navy, and Air Force ratings in 2013. In all services, the 

proportion of disability evaluations resulting in ratings of 30% or higher increased in 2013 relative 

to the previous five year period.  A significant decrease in the proportion of disability evaluations 

that were unrated was observed in 2013 relative to the period from 2008 to 2012.  
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The most prevalent medical disqualification diagnoses at MEPS medical examination are shown 

in Tables 16A-16D for each service and by leading disability body systems.  Only individuals 

who were discharged with a service connected disability were included in these tables (i.e. Fit 

and SWOB dispositions are excluded).  Classification of an individual’s disability conditions 

into body system categories is not mutually exclusive and individuals may be included in more 

than one body system category in cases of multiple disability conditions. Like the disability body 

system categories, ICD-9 diagnosis types at MEPS examination within a body system are not 

mutually exclusive and an individual is represented in multiple ICD-9 diagnosis categories if 

he/she has more than one type of medical disqualification.  Therefore, percentages associated 

with ICD-9 diagnosis types at MEPS examination within each body system should be interpreted 

as the percent of individuals discharged with a specific disability type who had each specific 

disqualification type at MEPS.   

Total rate of medical disqualification prior to accession among individuals disability discharged 

in 2013 varied from 8% in the Air Force to 17% in the Army.  From 2008 to 2012, the rate of 

medical disqualification overall varied from 7% in the Navy to 17% in the Army.  In all services 

except the Air Force, individuals discharged with a musculoskeletal disability had the highest 

rates of medical disqualification prior to accession.   Overall, medical disqualification rates 

among those with a musculoskeletal disability discharge in the Air Force were approximately 

equal to the overall disqualification rate among individuals discharged with a psychiatric 

disability.   In all services, the leading reasons for medical disqualification, described using ICD-

9 diagnoses, did not vary based on the body system evaluated for disability.   Weight 

disqualifications, including both underweight and overweight, and musculoskeletal conditions 

were the most common types of pre-accession medical disqualification in all services regardless 

of the type of disability discharge.  
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The most prevalent waiver approvals are shown in Tables 19A-19D for each service and by 

leading disability body systems.  Only individuals who were discharged with a service connected 

disability were included in these tables (i.e. Fit and SWOB dispositions are excluded).  

Classification of an individual’s disability conditions into body system categories is not mutually 

exclusive and individuals may be included in more than one body system category in cases of 

multiple disability conditions. Like the disability body system categories, ICD-9 diagnosis 

waiver types within a body system are not mutually exclusive and an individual is represented in 

multiple ICD-9 diagnosis categories if he/she has more than one type of medical waiver.  

Therefore, percentages associated with ICD-9 diagnosis waiver types within each body system 

should be interpreted as the percent of individuals with discharged with a specific disability type 

who had each specific waiver type.   

Total rate of waiver among individuals disability discharged in 2013 was between 4-5% in all 

services.  From 2008 to 2012 the rate of waiver overall varied from 3% in the Air Force to 7% in 

the Army.  Within each service, the overall waiver rate did not vary significantly by type of 

disability discharge.  Waivers for musculoskeletal conditions were most common in all services.  

Hearing waivers were the second most common waiver type in the Army, while psychiatric 

waivers were second most common in the Navy, Marine Corps, and Air Force.   In all services, 

the leading reasons for waiver, described using ICD-9 diagnoses, did not vary based on the body 

system evaluated for disability. 
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The most prevalent primary medical diagnoses at hospitalization are shown in Tables 22A-22D 

for each service and by leading disability body systems.  Only individuals who were discharged 

with a service connected disability were included in these tables (i.e. Fit and SWOB dispositions 

are excluded).  Classification of an individual’s disability conditions into body system categories 

is not mutually exclusive and individuals may be included in more than one body system 

category in cases of multiple disability conditions. Like the disability body system categories, 

ICD-9 diagnosis types at hospitalization within a body system are not mutually exclusive and an 

individual is represented in multiple ICD-9 diagnosis categories if he/she has more than one type 

of medical diagnosis at hospitalization.  Therefore, percentages associated with ICD-9 diagnosis 

types at hospitalization within each body system should be interpreted as the percent of 

individuals with discharged with a specific disability type who had each specific condition type 

at hospitalization.   

Total rate of hospitalization among individuals disability discharged in 2013 varied from 25% in 

the Army to 48% in the Marine Corps.  From 2008 to 2012, the rate of hospitalization varied 

from 28% in Army to 42% in the Air Force.  In all services, the rates of hospitalization were 

lowest in individuals discharged with a musculoskeletal condition. More concordance was 

observed between the reason for hospitalization and the reason for disability discharge than was 

observed with either medical disqualifications or waivers, especially among those with 

musculoskeletal or psychiatric conditions.  In 2013, the percentage of musculoskeletal disability 

cases with a history of hospitalization for a musculoskeletal condition varied from 7% in the 

Army to 24% in the Marine Corps. Rates of psychiatric hospitalizations varied from 9.5% of 

psychiatric disability discharges in the Army to 34% of psychiatric disability discharges in the 

Navy in 2013.   Similar trends in the rate of hospitalization by body system type were observed 

in the previous five year period though considerable variation was observed by service. 
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Database Limitations 

 Data utilized in the generation of this report were initially collected for purposes of 

supporting the Accession Medical Standards Working Group (AMSWG) in the 

development of evidence-based medical accession standards to reduce morbidity and 

attrition due to pre-existing conditions.  Data use agreements reflected data elements 

and study populations to support this research and required revision to support DES 

database analysis.  Therefore, not all data elements were available for the full study 

period for all services. 

 

 Military Occupational Specialty (MOS) at disability evaluation is only complete for 

Army for the full study period.  The Department of the Navy collects information 

regarding MOS, but this variable was not included in the initial data extracts that 

were sent to AMSARA.  MOS has been associated with disability in both civilian and 

military literature and is essential to understanding the precise risk factors associated 

with disability evaluation, separation, and retirement in the military. 

 

 Medical Evaluation Board (MEB) ICD-9 diagnosis codes of the medical condition 

that precipitated the disability evaluation are not included in any of the service 

disability datasets received by AMSARA.  Veterans Affairs Schedule for Rating 

Disabilities (VASRD) codes give an indication of the unfitting conditions referred to 

the Physical Evaluation Board (PEB), but do not contain the level of detail available 

when diagnoses are coded using ICD-9 codes.    

 

 While the majority of disability evaluations had an accession record in the AMSARA 

databases, some who undergo disability evaluation do not have an accession record in 

AMSARA databases. This may limit the ability to study the relationship between 

characteristics of service members at accession and disability evaluation, separation, 

and retirement in detail.   

 

 None of the VASRD codes associated with medical conditions for which service 

members are evaluated for disability is identified as primary in the databases.  

Therefore, it cannot be determined which condition was the primary condition which 

precipitated disability evaluation and the impact and prevalence of some conditions in 

the population may be incorrectly characterized.  
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Data Quality and Standardization Recommendations 

1. Accurate indicators of the medical conditions that result in disability rating are not 

available, precluding surveillance of or evaluation of conditions which lead to 

disability.  Though Veterans Affairs Schedule for Rating Disabilities (VASRD) codes 

are available, they are not diagnosis codes. To allow for more accurate surveillance of 

the burden of disability in the military, each service’s DES database should include one 

or more Medical Evaluation Board (MEB) diagnoses in the electronic disability record, 

in the form of text and ICD-9 codes.   

 

2. To ensure Military Occupational Specialty (MOS) and education are accurate at the 

time of disability evaluation, each service’s DES database should record these variables 

at the time of disability evaluation.  This will allow for the evaluation of the role of 

MOS and education on disability evaluation, separation, and retirement, including 

changes in these characteristics throughout length of service. 

 

3. Date of the underlying injury or onset of the condition is an important variable to 

consider when utilizing disability evaluation system data, allowing for the measurement 

of time elapsed from onset to MEB to Physical Evaluation Board (PEB) to discharge. 

Though healthcare utilization patterns can be determined from hospitalization and 

ambulatory data, the precise date of the event, onset of symptoms, or initial diagnosis is 

difficult to infer from the data available.  Each service should include additional 

variables within to indicate date of onset of illness or injury and whether medical 

condition for which a service member is undergoing disability.  

 

4. High utilization of analogous codes, particularly among individuals with 

musculoskeletal disabilities, and lack of formal MEB medical diagnosis in the 

electronic file preclude the evaluation of the association of certain types of disability 

with specific medical conditions. In the absence of formal medical diagnoses that 

describe the disabling condition, expanding the VASRD codes, particularly 

musculoskeletal codes, may reduce the utilization of analogous codes and provide more 

complete information on the condition that precipitated the disability evaluation to 

inform interventions to decrease disability.  
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Special Studies 

 

Epidemiology of Major Depressive Disorder Disability in the U.S. Military: FY 2007-2012 

Background 

Major Depressive Disorder (MDD) affects between 9% [1] and 16% [2] of adults in the US 

resulting in a significant financial and occupational burden for both individuals and 

employers. The US Department of Veteran Affairs has reported that MDD is the second most 

common service-related disability under the category of mental disorders, and its prevalence 

has increased each year since 2008 [3-7]. Given this and the fact that depression has been 

linked to attrition [8] and comorbidity [2, 9, 10] as well as significantly more sick days [11, 

12], lower productive time [13], and increased health-related costs [13-16], it is 

understandably of interest to the military. 

 
Methods 

Service members with a disability evaluation record indicating Major Depressive Disorder 

(MDD) disability were assessed using a cross-sectional study design. Included in the study 

were all active duty, enlisted, Army, Navy, Marine Corps and Air Force service members who 

received a disability evaluation by the US Army Physical Disability Agency, the US Navy 

Council of Review Boards or the U.S. Air Force Physical Disability Division between 

October 1, 2006 and September 30, 2012 (i.e. FY 2007 to FY 2012). Service members 

assessed for MDD disability at their first evaluation but not at their most recent evaluation 

were excluded from the study. MDD cases reflected those who had a Veterans Affairs 

Schedule for Rating Disabilities (VASRD) code of 9434, either alone or in combination with 

other codes, as determined by the PEB.   

 

Results 

From fiscal year (FY) 2007 to 2012 there were 2,882 individuals, across all services, who 

received an MDD disability discharge. Of those, 1,777 were in the Army, 263 in the Navy, 

113 in the Marine Corps and 729 in the Air Force. The rate of MDD related disability 

retirement per 100,000 service members increased significantly in all services except the 

Marine Corps (see Table 23). The Army had the most rapid rise in MDD disability retirement 

with each FY showing at least a 23% year over year increase.  
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Variations in Deployment History, Frequency and Total Time Deployed among Navy and 
Air Force Service Members with a Musculoskeletal Disability: FY 2003-2012 

Background 

With recent military operations in Afghanistan (Operation Enduring Freedom) and Iraq 

(Operation Iraqi Freedom/New Dawn), the United States Government and other key interest 

groups have shown concern over the adverse health effects that may result from the high volume 

of deployments on the military population[1, 2]. Previous studies of military populations have 

shown musculoskeletal (MSK) conditions are a common reason for both inpatient and outpatient 

medical encounters [3]. MSK conditions are also among the most common reported diagnoses 

for military personnel returning from deployment, and are the number one cause of medical 

evacuation from theater [4].  

 

Despite the concerns over the risk of MSK injury among deployed service members, the effects 

of repeated and longer lengths of deployments on MSK injury in the military population remain 

poorly understood.  The primary objective of this study was to describe relationships between 

deployment, comorbidity, and disability retirement among service members evaluated for the 

most common type of disability, MSK disability. The study examines the relationship between 

deployment history, including number of deployments and cumulative months deployed and 

MSK disability. In addition, the study examines the interrelationship between comorbidity and 

deployment history as predictors of disability retirement in the MSK disability population. 

 

Methods 

All subjects were enlisted, active duty service members in the Navy and Air Force who received 

an evaluation for a musculoskeletal disability. Subjects were excluded if placed on temporary 

disability retirement list (TDRL) with a MSK condition at their first disability evaluation but not 

at their last (n=1374 subjects). Personnel with deployment begin date which occurred after the 

disability disposition date and those with a deployment in a service different to the disability 

evaluation service were excluded from the study. 

 

Information on history of disability was acquired through service specific DES databases. 

Disability evaluation records include demographic characteristics of the service member at the 

time of disability evaluation, the date of the evaluation and the conditions for which the service 

member was deemed unfit for continued service defined using Veterans Affairs Schedule for 

Rating Disabilities (VASRD) codes, and disability rating. Only records of the first disability 

evaluation were used in this analysis. Retirement status was classified based on final disposition. 

Comorbidity was defined as having a musculoskeletal disability as well as one or more 

separately unfitting disability condition. 

 

Data on history of deployments was provided by the Defense Manpower Data Center (DMDC) 

Contingency Tracking System. The deployment file was merged to the disability dataset, and 

after examining the distribution of each exposure variable, deployment exposure categories were 

defined as ever deployed (Yes/No), number of deployments (1, 2, and 3 or more), and length of 

deployments (<6months, 6-12 months, 12+ months). Total time spent deployed was calculated as 

a summation of time elapsed from the begin date and end date of all completed deployments. 

Frequencies and percentages were calculated to describe the study population and adjusted odds 
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Multi-variable analyses indicated that the odds for disability retirement for service members with 

only a MS disability were significantly higher for service members deployed compared to those 

not deployed. Deployed males were 1.15 times more likely (95% CI: 1.03-1.28) to receive 

disability retirement compared to their non-deployed counterparts, while females deployed were 

not significantly more likely to receive disability retirement. In comparing number of 

deployments, males deployed 2 times were 1.37 times more likely (95% CI: 1.17-1.62) than non-

deployed males to receive retirement, while males deployed 3 or more times, and those deployed 

once were not significantly more likely to receive the same outcome. Length of deployment was 

found to be associated with disability retirement as males deployed for 6-12 months were 1.33 

times more likely (95% CI: 1.16-1.53) than those deployed less than 6 months to receive a 

disability retirement. Other deployment length categories were not significantly associated with 

disability retirement. 

 

Review of relationships among individuals with comorbidities also determined there were no 

significant associations between deployment and disability retirement among female personnel. 

Male personnel with comorbidities who deployed however were more like to receive disability 

retirement compared to their non-deployed counterparts (OR 1.48, 95% CI 1.17-1.87). Of these 

individuals, those who deployed 2 times were 1.83 times more likely (95% CI: 1.26-2.67) than 

personnel who were not deployed to receive retirement, and those who deployed 3 or more times 

were 1.93 times as likely (95% CI: 1.20-3.09)  to receive a similar outcome. Males deployed for 

6-11 months (OR 1.59, 95% CI, 1.16-2.18) and 12+ months (OR 2.16 95% CI, 1.36-3.41) were 

also significantly more likely to receive disability retirement compared to those who only 

deployed for less than 6 month. 
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Discussion 

This study provides preliminary evidence that service members with disability evaluations in the 

Navy and Air Force who deployed, had multiple deployments, and higher total deployed months, 

were more likely to receive disability retirement compared to their non-deployed counterparts. 

Findings were also more pronounced among those identified as having co-morbidities compared 

to personnel who had only a musculoskeletal disability evaluation.  

 

Results are consistent with findings elsewhere that also show higher risk for disability and 

subsequent discharge in service members who have deployed [5, 6]. Results also point to a 

possible increase in the severity of illness and injury as a result of increased deployment and 

combat exposure which are resulting in more individuals receiving disability retirement [6].  

 

Females historically have been prohibited from serving in combat occupations and thereby have 

different training and deployment experiences. Approximately 70% of the women included in 

the study had never deployed, which may have contributed to the lack of significant findings 

among women. In addition, active component Navy and Air Force personnel deploy for  6 

months or less on average[7].This also may have had some influence on the findings.  

 

Further research is necessary with the inclusion of both Army and Marine Corps personnel, a 

more complex study design, and a larger sample size to review the relationship between 

deployment characteristics and disability within the military. 
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Descriptive Epidemiology of TBI-Related Disability by Etiology in the U.S. Army, Navy and 

Marine Corps: FY 2007-2012 

Background 

Traumatic brain injury (TBI) is the most common neurological condition associated with 

disability discharge among Soldiers and Marines, and rates of disability discharge due to combat-

related TBI have been steadily increasing since 2005 [1].  Service members with TBI are often 

diagnosed with comorbid conditions, most notably PTSD and pain associated with the head, 

neck and back [2-4]. 

Research on TBI in service members has historically focused on combat-related TBI, yet most 

TBIs occur in a non-deployed setting [5].  The most common causes of TBI are related to 

accidents, including motor vehicle crashes, falls, and blunt trauma, while the most common 

cause among combat-related TBI involves blast exposures typically from improvised explosive 

devices [4-7]. 

Although TBI in the military has been extensively studied, little is known on how service 

members with a combat deployment related (CDR) TBI differ from those with a TBI caused by 

any other reason (e.g. motor vehicle crashes) in terms of disability.  This study compares the 

trends, population characteristics and comorbid conditions for Soldiers, Sailors and Marines 

evaluated for disability discharge related to TBI, stratified by etiology.   

 

Methods 

All enlisted, active component US Army, Navy and Marine Corps service members disability 

evaluated for TBI between FY 2007 and FY 2012 were included in this cross-sectional study.  

These TBI cases were identified using the Veterans Administration Schedule for Rating 

Disabilities (VASRD) code for residuals of traumatic brain injury (8045) and were categorized 

into two groups: CDR TBI and all other TBI (Other TBI).  Combat-related classifications are 

determined during the disability process and are provided by each service’s disability evaluation 

system.  The DMDC provided deployment data and service members were categorized as 

deployed if deployed at any time during the study period.  As such, deployed service members 

disability evaluated for a combat-related TBI were placed into the CDR TBI grouping.  All other 

service members were categorized as Other TBI. 

Results 

The Army had the largest population evaluated for TBI disability (2,344 Soldiers), with 83% had 

deployed and had a combat-related disability.  For the Marine Corps, CDR TBI was diagnosed in 

70% of the 826 Marines evaluated for TBI. In contrast, only 32% of Sailors were evaluated for a 

CDR TBI (49 Sailors).   

The rate of disability evaluation has significantly increased over time for both TBI groups in all 

three services; the largest increases were seen for disability evaluations for CDR TBI in Soldiers 
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Temporal Trends in Disability Discharge Rates among Soldiers by Physical Demand Rating: 
Fiscal Year 2008-2013  

Background 

Disability is a costly and increasing problem in the U.S. Army population [1]. Numerous risk 

factors for disability in the Army have already been explored and found to result in increased risk 

of disability, including: sex, age, body mass index at accession, and military occupation [2]. 

Additionally, research shows more physically demanding occupations have been associated with 

early retirement in the civilian population [3] and increased risk of injury and hospitalization in 

the Army [4]. As such, further exploration of the physical demand aspect of military occupations 

in the Army is merited. The objective of this study is analyze the trends in all-cause disability 

rates in enlisted, active component US Army service members across increasing levels of 

military occupational specialty physical demands ratings.  

 

Methods 

Included in this study were active component, enlisted Soldiers with a disability discharge 

between FY 2008 and 2012. Service members with a disposition of fit or separated without 

benefits were excluded as well as individuals missing a disability evaluation or gain record or 

those with a disability evaluation record before their gain record.  

 

Army pamphlet 611-21 provided physical demand requirement (PDR) information [5]. Each 

individual military occupational specialty (MOS) has an assigned PDR. The ratings are divided 

into five categories: Light, Medium, Moderately Heavy, Heavy and Very Heavy
1
. Each PDR 

represents the physical load a Soldier is expected to lift in a combat setting. To ensure the proper 

MOS was utilized, only those with a disposition date that fell in between each MOS start and end 

date were used.  

 

To calculate frequency distributions of disability discharge records, unique SSNs of those with a 

discharge record were totaled by FY of disposition. The results presented show the rate of 

disability discharge per 100 evaluations. Evaluations were calculated by summing any non-

missing medical evaluation board records by FY. The results were also stratified by leading 

disability body systems based on assigned VASRD codes and include: Musculoskeletal, 

Psychiatric, Neurological and Other. To test for significant linear associations between FY and 

increasing levels of PDR, a Cochran-Armitage trend test was employed. A p-value of less than or 

equal to 5% was considered statistically significant.  
 
 
 
 

                                                
1
  Light: Lift 20 pounds at times, 10 pounds frequently; Medium: Lift 50 pounds at times, 25 pounds frequently; 

Moderately Heavy: Lift 80 pounds at times, 40 pounds frequently; Heavy:  Lift 100 pounds at times, 50 pounds 

frequently; Very Heavy: Lift over 100 pounds at times, over 50 pounds frequently [5]. 
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Discussion 

The rate of disability discharge per 100 evaluations among active component, enlisted Soldiers 

has significantly increased across physical demand rating from FY2008-FY2012. Even when 

stratified by leading body system and sex, the results continued to show statistically significant 

positive linear trends. While this is the first study to evaluate the trends of disability discharge by 

PDR, Hollander et al. assessed the hazard ratios of all-cause disability among those in the Heavy 

category and found significantly greater risk of permanent disability compared to those in the 

Light category[4].  

 

Given the costly nature of disability discharge, further research is required to evaluate paths to 

reduce its burden. This initial study has shed some light on the importance of properly assigning 

Soldiers to the most appropriate PDR categories. Further investigation is necessary to explore the 

role physical demand rating plays in the risk of disability.  
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