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Instructions
Read the following scenarios and prepare determinations on whether the Veteran is insane or not. Include the basis for your decision.
Scenario 1 
A Veteran filed an original claim for service connection for generalized anxiety disorder.  On his 21-526, he alleged he was insane when he was arrested for possession of 2 ounces of cocaine. He stated that he was unable to sleep for the entire two-week period prior to his arrest because he was in the field and felt too “keyed-up” to rest.  He added, “Army life made me go crazy.”

His DD214 shows he was an infantryman for two years, four months and six days.  He was discharged under Other Than Honorable Conditions – Drug Abuse.  

STRs contain the report of his entrance physical, which does not mention a history of insomnia or psychiatric illness.  There is no record that he ever complained or sought treatment for mental health issues.  The records show a single complaint of a twisted left ankle during basic training and sporadic treatment for seasonal allergies.

The OMPF shows the Veteran was disciplined for being late for duty on several occasions in the four-month period prior to his arrest.  Evaluations show mediocre performance, annotating that he “lacks the proper motivation to become a good soldier.”  It also contains the police report from his arrest that shows he was charged with possession of an illegal substance, when a plastic bag containing two ounces of cocaine was found in his car, while he was pulled over for speeding. 

A 5103 letter was sent to the Veteran properly requesting evidence to support his claim, but he failed to respond. 

Scenario 2
A widow is filing a reopened claim for DIC.  Her claim was previously denied in 2003 because the Veteran committed suicide while under the influence of alcohol.  The death was deemed to be the result of willful misconduct.  

On her 21-4138, Statement In Support of Claim, the widow alleges that her husband was driven insane by his involvement in an automobile accident that occurred five days before his death.  She explained that he struck and killed a teenage girl when she ran a red light at an intersection.  He was so upset in the days immediately following the accident that he couldn’t eat or sleep.  After being treated at the base hospital, “he just fell apart” and retreated to his workshop. She added that, normally he was not a drinker, but “stayed out there for three days with that bottle of whiskey” before taking his own life. She added, “Even our neighbor thought my husband must have gone crazy.  He told the officer that my husband didn’t drink, but the Air Force investigator didn’t pay any attention to that.  It’s all in the police report.  He didn’t mean to kill himself.  He just couldn’t think straight.”

STRs do not contain any evidence that the Veteran was diagnosed or treated for any psychiatric disability prior to the accident.  Records from the morning of the accident show the Veteran was transported to the base hospital by ambulance, as he was “shaken-up” at the scene.  He underwent x-rays and was treated for multiple superficial cuts and abrasions.  He was stabilized and released with a prescription for a mild sedative and pain medication. Subsequent records show that two days later the Veteran was seen in the emergency room for pressure in his chest.  During the examination, he became tearful and reported that he felt like he was suffocating.  Notes show his cardiac exam was normal.  After explaining his role in the recent accident, he was diagnosed with a panic attack and referred to the Mental Health Clinic for an evaluation and/or counseling.  

OMPF shows the veteran served as a loadmaster in the Air Force for sixteen years, seven months and fourteen days.  He was a solid performer, advancing to the rank of E8 two months prior to his death.  His last evaluation states that he was a reliable, conscientious and mission-minded individual.

Unit records indicate that, on the morning of the accident, the Veteran called in to report that he was involved in a serious automobile accident and was being treated at the base hospital.  Notes state, “he’s OK – just needs some time.”  He was approved for leave, covering the date of the accident and the remaining three workdays of that week.

DD Form 1300, Report of Casualty, shows the Veteran died from a single gunshot wound to the head.  Circumstances note that a neighbor heard the shot and went to the workshop at the rear of the Veteran’s property to investigate, where he found the body.  The report also states that there was an empty whiskey bottle found at the scene.

The Veteran’s death certificate shows the immediate cause of death was a gunshot wound, with “alcohol” listed as a contributing factor.

Based on the widow’s statement, the VSR requested a copy of the police report from the incident.  It contains a detailed witness statement from the neighbor, expressing surprise that there was an empty bottle at the scene.  He stated that he had been a friend of the Veteran for several years and “never saw him drink a single drop of alcohol.” The witness added, “He was a good man.  I don’t understand how this happened.  None of this makes any sense.”

Scenario 3
A Veteran is filing an original claim of service connection for schizophrenia, five years after his dishonorable discharge from the Marine Corps.  He states that he was “not in his right mind” when he was arrested for assaulting his First Sergeant.

STRs show the veteran was treated for multiple lacerations sustained in a bar fight four months after joining the Marine Corps. Records also show treatment for a fractured right hand when he punched a locker.  

A psychiatric evaluation that was conducted eight months prior to his attack on the First Sergeant, was annotated “r/o bipolar, possible personality disorder, immature.  However, subsequent records do not show a definitive diagnosis for any psychiatric disability.

DD214 shows the Veteran served in Supply Administration and Operations for three years, eleven days.  He was released with a dishonorable discharge.

OMPF shows the Veteran was reprimanded, once for disruptive behavior and three times for failure to obey an order, prior to his attack on the First Sergeant.  Records from the attack indicate that the Veteran became enraged when he volunteered to drive supplies to another base and was not chosen to go.  He started yelling obscenities and when the First Sergeant approached to address him, the Veteran struck him on the left side of the head with a mop handle. 

Additional records show the Veteran was detained and questioned about the incident before being sent to lock-up.  The First Sergeant provided a statement that, even before the attack he felt the Veteran was “a ticking time bomb.”  Records show the Veteran sought legal advice of a military attorney. OMPF contains signed documents that the Veteran understood the ramifications of dishonorable discharge, but accepted it in lieu of court martial, dated seven weeks after the incident.

A 5103 letter was properly sent to the Veteran. He provided medical evidence, which shows he was first diagnosed with paranoid schizophrenia by a prison psychiatrist, four years after discharge, while he was incarcerated for first-degree assault.  More recent records indicate that the Veteran is treated with Risperdal and attends psychotherapy on a weekly basis.

Scenario 4

A Veteran filed a claim for service connection for severe migraine headaches.  She wrote on her VA Form 21-526 that she “must have been insane when she joined the military.” 

DD214 shows that the 18-year-old basic trainee served in the Coast Guard for only five weeks.  She received an uncharacterized, entry-level separation that was annotated “personality disorder.”

STRs show the Veteran complained of having a constant headache two weeks after she arrived at boot camp, in Cape May, NJ. Her physical examination was normal.  She returned to the clinic every day for the next three days with the same complaint.  A neurological workup was ordered, but tests did not reveal any significant findings.   The examiner referred her for a mental health evaluation.  

During the evaluation, the Veteran reported that she received counseling for a year or two while she was in high school, following her parents’ divorce.  She stated that she had trouble getting along with girls her age because they were “catty.”  She told the examiner that she joined the Coast Guard to get a fresh start and felt that the awful headaches she is getting are from having to do so many things that a girl like her shouldn’t have to do.  The examiner diagnosed histrionic personality disorder.

The only documents contained in the OMPF were copies of her enlistment and an initial assessment, completed by her training officer, which notes an incident during her in-processing where she sat down on the floor and started crying while the rest of her division stood in formation.  The words “irrational behavior" were handwritten on the bottom of the form.

Scenario 5
A Veteran is claiming service connection for major depression.  She alleges that she was temporarily insane when she went AWOL (absence without official leave) from naval service.  She reports that she experienced “separation anxiety” while her ship was underway, so while it was in port, she fled to be with her baby.  She stated these circumstances led to discharge.

DD214 shows the Veteran served as a CTR for three years, two months and one day. Awards include a Navy Achievement Medal. She was discharged under other than honorable conditions. 

STRs contain a Report of Physical Examination showing the Veteran was healthy when she enlisted in the Navy.  Eighteen months later, she became pregnant with her first child.  Records show she had a routine pregnancy and normal delivery.  Six weeks after her baby was born, the Veteran reported feeling tired, stressed and “sad all of the time.”  Records note possible post-partum depression and indicate that she was referred to the base Mental Health Clinic. Subsequent records, dated five months later, show the Veteran went to sick bay four times in the two week period leading up to her going AWOL. Entries show that, each time, the Veteran was tearful and reported feeling emotionally unstable.  On the third time, she was given Lexapro and prescribed 24 hours of bed rest.

OMPF shows the Veteran was a model cryptotech prior to the birth of her child.  However, her work performance began to slip in the weeks leading up to the ship’s deployment.  Attendance records indicate that she was present at her duty station on the morning the ship docked, but missed ships movement following liberty.  Additional personnel records note that she was absent for nine days before she turned herself in to base police.  She wrote a letter to her commanding officer, apologizing for being AWOL and requesting to be discharged from the Navy, so she could “handle her responsibilities as a mother.”  Handwritten notes on the margin of the letter show a captain’s mast was held three weeks prior to date of discharge.
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