





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02143
BRANCH OF SERVICE:  Army	BOARD DATE:  20150623
SEPARATION DATE:  20040131


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-4 (Combat Engineer), medically separated for chronic upper back pain.  The condition could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty (MOS) or satisfy physical fitness standards.  He was issued a permanent U3 profile and referred for a Medical Evaluation Board (MEB).  The “chronic neck and upper back pain secondary to chronic myofascial pain syndrome” was forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  No other condition was submitted by the MEB.  The Informal PEB (IPEB) adjudicated chronic upper back pain as unfitting, rated 0%, with likely application of DoDI 1332.39, Application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  A subsequent Administrative Correction, DA Form 18, Revised PEB Proceedings, superseded the previous DA Form 199, PEB Proceedings, and was issued by the US Army Physical Disability Agency, correcting the VASRD Diagnostic Code, with no changes to the rating or disposition.  The CI made no appeals and was medically separated.


CI CONTENTION:  “Please consider all conditions.”


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44, Enclosure 3, paragraph 5.e.(2).  It is limited to those conditions determined by the PEB to be unfitting for continued military service and when specifically requested by the CI, those conditions identified by the PEB, but determined to be not unfitting.  Any conditions outside the Board’s defined scope of review and any contention not requested in this application may remain eligible for future consideration by the Board for Correction of Military/Naval Records.  Furthermore, the Board’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The Board’s assessment of the PEB rating determinations is confined to review of medical records and all available evidence for application of the VASRD standards to the unfitting medical condition at the time of separation.  The Board has neither the role nor the authority to compensate for post-separation progression or complications of service-connected conditions.  That role and authority is granted by Congress to the Department of Veterans Affairs, operating under a different set of laws.  The Board gives consideration to VA evidence, particularly within 12 months of separation, but only to the extent that it reasonably reflects the severity of the disability at the time of separation.


RATING COMPARISON:

Admin PEB – Dated 20031109
The CI has not been rated by the VA
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Upper Back Pain …
5010
0%
No VA disability exam or rating
Other MEB/PEB Conditions x 0 (Not In Scope)

RATING:  0%
RATING:  None


ANALYSIS SUMMARY:

Chronic Upper Back Pain Condition.  The service treatment record (STR) detailed that the CI was involved in a motor vehicle accident in May 1998 (almost 6 years prior to separation); he had multiple trauma including mild concussion and lacerations of the face and right hand.  X-rays (including the cervical spine) were negative.  He presented to sick call several months later (October 1998) complaining of back spasms (rating his pain at 10/10), and was treated with physical therapy, non-narcotic and narcotic analgesics, and Valium (a muscle relaxant).  He was seen in October 2001 (2 years prior to separation) when he developed mid-back muscle spasms after running (the day after a ruck march).  The examiner noted “++ muscle spasm” and the CI was treated with intramuscular Toradol (non-narcotic analgesic) and Valium (muscle relaxant), physical therapy consult, and Quarters for a day.  He was seen in April 2002 (21 months prior to separation) for upper back and neck pain of one day duration.  On exam he had muscle spasm medial to the left scapula and tenderness to palpation over the fourth to sixth ribs; he was treated with an intramuscular analgesic (Toradol) and oral Valium, and referred to physical therapy.

After that, the CI was seen frequently (monthly) for left upper back pain, usually exacerbated by non-traumatic activities such as sitting at a desk, taking a shower, and opening a stuck drawer.  The examiner usually described muscle spasms of the upper back, and sometimes described abnormal spinal contour due to muscle spasm.  The pain was usually treated with an injectable narcotic or non-narcotic and a muscle relaxant, and sometimes a trigger point injection (TPI).  In addition to these acute episodes of pain and muscle spasms, the CI developed a chronic component of the upper back pain.  Cervical spine X-rays reportedly showed traumatic arthritis and degenerative joint disease (DJD), while an MRI was normal.  Multiple muscle relaxants, several courses of physical therapy, and two series of TPIs were utilized, all without lasting effect.  The CI was unable to perform the duties of his MOS and was referred for an MEB.

At an orthopedic evaluation on 17 May 2002 (20 months prior to separation), the CI had full range-of-motion (ROM) of the neck, full ROM of the shoulders, normal (5/5) upper body strength, and normal sensation.  Multiple trigger points were elicited along the scapulocostal border on the left, which reproduced symptoms.

At a Physical Medicine and Rehabilitation (PM&R) evaluation on 18 October 2002 (15 months prior to separation), the CI complained of muscle spasms at least once a week, pain fluctuating between 1-10/10 with radiation up the neck and around the left lateral rib cage area, and some tingling of the left hand at night and during his episodes of acute upper back pain.  On examination the CI had tenderness to palpation in the left paravertebral muscles from the upper neck to the lower back, three points of tenderness in the upper and mid-left trapezius muscle, and burning discomfort of the left upper trapezius muscle with neck extension.  He had normal active ROM of the cervical and thoracic spine, and no neurological deficits.  The diagnoses were chronic myofascial pain syndrome and left cervical facet arthropathy.  At an orthopedic appointment on the same day, the CI denied any radicular symptoms.  On examination he had normal gait, “full” ROM of the neck, some elicited pain with lateral flexion of the neck, and pain into the posterior scapula.  He also had “full” ROM of the back but guarded forward flexion, and tenderness of the mid-thoracic paraspinal muscles and along the medial border of the scapula.

The CI was seen in primary care on 4 January 2003 for back spasms; on examination, he was in no apparent distress, was ambulating with right list, and had spasms of the left trapezius and rhomboid muscles.  During two other episodes of acute spasm, he was standing and sitting “in a malaligned position” on 10 February 2003 and had pain with flexion and extension of the cervical spine but “Ø obvious deformity” on 8 April 2003.

The DD Form 2808, Report of Medical Examination, was completed on 12 March 2003.  Examination of the upper extremities, lower extremities, and spine were “normal.”  The diagnosis was traumatic arthritis of the cervical spine.  The narrative summary (NARSUM) written on 20 March 2003 referred to this examination, and the diagnosis was chronic neck and upper back pain.  In a non-medical assessment for the MEB, the commander stated that the CI’s duty performance as a combat engineer was limited due to his physical condition, but that he currently worked as the battalion mail clerk, and that his recent duty performance had been good.  A DA Form 3349, Physical Profile, was generated on 20 February 2003, and the diagnoses were traumatic arthritis of the cervical spine and chronic myofascial pain syndrome.  The CI was allowed to lift up to 20 ponds, march up to 2 miles, and do unlimited walking and bicycling.

The CI was seen for another episode of acute pain on 8 April 2003, and described pain over the left lower scapula and C6-7 paravertebral areas.  The CI had pain with flexion and extension of the cervical spine and no obvious deformity.  The diagnosis was symptomatic DJD and traumatic arthritis, and the CI was treated with intramuscular Toradol, oral Robaxin, and Quarters for 24 hours.

The CI was evaluated with a second NARSUM on 7 May 2003 (8 months prior to separation), which was conducted specifically on a day when he was undergoing acute muscle spasms.  He was in acute distress and was tender to palpation along the left trapezius and on the left scapular area.  There was spasm evident “of the left paraspinatus.”  The examiner stated, “The patient shows a DROM [decreased range of motion] 90⁰ v 15⁰ with flexion greater than extension.  Also DROM with rotation.  Rotation to the right being harder to perform and more painful than rotation to the left 90⁰ v 15⁰.  … there was a DROM of the spine < 15⁰ bilateral with rotation.”  There was also, “a DROM of the shoulder both to active and passive movements < 15⁰ bilateral.”  The CI did not file a disability claim with the VA, so no VA Compensation and Pension exam was performed, and there was no disability rating from the VA.

The Board directed attention to its rating recommendation based on the above evidence.  The IPEB rated the condition at 0%, coded 5010 (Arthritis, due to trauma, substantiated by X-ray findings).  In their decision, the IPEB stated, “Physical exam was normal in all categories with the physical therapy staff noting tenderness in the left scapular region.  The orthopedist diagnosed the Soldier as chronic neck and back pain secondary to degenerative cervical joint disease associated with myofascial pain.  Radiographs support the orthopedic diagnosis.  Rated at 0% as there is only one joint involved as per DoDI 1332.39.”

The CI’s most persistent complaint was left upper back pain, which (by most examiners) was attributed to myofascial pain syndrome and associated with the arthritis noted on the cervical spine X-ray.  Tenderness was generally described in the rhomboid and trapezius muscles, which are innervated via the C3, C4, and C5 nerve roots.  In accordance with VASRD §4.71a, ratings for diseases and injuries of the spine include symptoms such as pain (whether or not it radiates), stiffness, or aching in the area of the spine affected by residuals of injury or disease.  Thus, Board members found it appropriate to associate the left upper back pain with the neck pain and the cervical spine degenerative disc disease.  Exams between episodes of acute muscle spasm usually reported “full” or “normal active” ROM of the cervical spine.  The ROM measurements in the second NARSUM showed decreased ROM (“DROM”) during an acute episode, but were not applicable for VASRD rating purposes.  However, the acute episodes of spasm noted in other examinations were usually associated with abnormal spinal contour, which would support a 20% rating under code 5010 and §4.71a.  Although the CI missed some work as documented by placement on Quarters, he did not have incapacitating episodes (periods of acute signs and symptoms due to intervertebral disc syndrome that required physician-prescribed bed rest and treatment) having a total duration of at least 4 weeks during the previous 12 months, which would support a higher rating.  There was not a pathway to a higher rating based on ankylosis, ROM, or physician-prescribed bed rest.

The Board reviewed the MEB’s diagnosis of “chronic neck and upper back pain …,” which was also mentioned by the IPEB (in a quote from the orthopedist), and considered whether the thoracolumbar spine condition, having been decoupled from the aforementioned and rated cervical spine condition, remained itself unfitting.  The great majority of upper back pain (that portion associated with the rhomboid and trapezius muscles) was attributed to the cervical spine for rating purposes, and cannot be considered in a disability rating for thoracolumbar pain without violating the fundamental principle relating to pyramiding as outlined in §4.14.  Several examinations noted tenderness in the thoracic paraspinal muscles (best described in the PM&R and orthopedic evaluations on 18 October 2002), which could support a separate rating.  However, members agreed that, based on the above evidence, there was a questionable basis for arguing that it was separately unfitting.  The well-established principle for fitness determinations is that they are performance-based.  The Board could not find evidence in the commander’s statement or elsewhere in the STR that documented any specific interference of thoracic muscle pain with the performance of duties at the time of separation.  It should also be noted that there was insufficient evidence in support of a compensable rating for thoracolumbar pain, even if it were conceded as unfitting.  After due deliberation, members agreed that the evidence did not support a conclusion that the functional impairment from thoracolumbar pain was integral to the CI’s inability to perform his MOS rating; and, accordingly cannot recommend a separate rating for it.

The Board also noted the CI’s complaints of occasional tingling in the left hand at night and during his episodes of acute pain.  However, examinations were consistently negative for any associated neurological deficits, and members agreed that the requisite link of these symptoms with functional impairment was not in evidence.  The pain component of radicular symptoms are subsumed under the general spine rating as specified in §4.71a.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 20% for the upper back pain condition.


BOARD FINDINGS:  IAW DoDI 6040.44, provisions of DoD or Military Department regulations or guidelines relied upon by the PEB will not be considered by the Board to the extent they were inconsistent with the VASRD in effect at the time of the adjudication.  As discussed above, PEB reliance on DoDI 1332.39 was operant in this case and the condition was adjudicated independently of that policy/instruction by this Board.  In the matter of the upper back pain condition, the Board unanimously recommends a disability rating of 20%, coded 5010 IAW VASRD §4.71a.  There were no other conditions within the Board’s scope of review for consideration.


RECOMMENDATION:  The Board recommends that the CI’s prior determination be modified as follows, effective as of the date of his prior medical separation:

CONDITION
VASRD CODE
RATING
Chronic upper back pain
5010
20%
COMBINED
20%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140506, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record

SAMR-RB										


MEMORANDUM FOR Commander, US Army Physical Disability Agency 
(AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557


SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation 
for XXXXXXXXXXXXXXXXX, AR20150018391 (PD201402143)


1.  I have reviewed the enclosed Department of Defense Physical Disability Board of Review (DoD PDBR) recommendation and record of proceedings pertaining to the subject individual.  Under the authority of Title 10, United States Code, section 1554a,   I accept the Board’s recommendation to modify the individual’s disability rating to 20% without recharacterization of the individual’s separation.  This decision is final.  

2.  I direct that all the Department of the Army records of the individual concerned be corrected accordingly no later than 120 days from the date of this memorandum.   

3.  I request that a copy of the corrections and any related correspondence be provided to the individual concerned, counsel (if any), any Members of Congress who have shown interest, and to the Army Review Boards Agency with a copy of this memorandum without enclosures.

 BY ORDER OF THE SECRETARY OF THE ARMY:

			     

CF: 
(  ) DoD PDBR
(  ) DVA





