





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2015-00841
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20021018


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E4, Medical Health Care Specialist, medically separated for “myofascial pain syndrome right shoulder” and “left C7 radiculopathy,” rated 10% and 0%, respectively, with a combined disability rating of 10%.


CI CONTENTION:  The CI contends review all conditions.  His complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44.  It is limited to those conditions determined by the Physical Evaluation Board (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 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 based upon a review of medical records and all available evidence for application of the Veterans Affairs Schedule for Rating Disabilities (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:  

SERVICE PEB - 20020710
VARD - 20020913
Condition
Code
Rating
Condition
Code
Rating
Exam
Myofascial Pain Syndrome Right Shoulder…
5099-5021
10%
Right Shoulder Injury
5201
30%
20020816
Left C7 Radiculopathy…
5099-5003
0%
Left Upper Extremity Radiculopathy…
5293-8716
10%
20020816
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  60%


ANALYSIS SUMMARY:  

Right Shoulder.  According to service treatment records (STR) and the medical evaluation board (MEB) narrative summary (NARSUM), the right-hand dominant CI had a field medical chest fall on his right shoulder and neck approximately 2 years prior to referral for MEB.  A right shoulder X-ray was normal.  At a 24 August 2001 orthopedic evaluation the CI complained of right shoulder, neck, and hand pain.  The right shoulder examination revealed diffuse tenderness with no acromioclavicular (AC) joint tenderness.  Active ROM was flexion of 170 (180 normal) and abduction of 90 (180) degrees.  The apprehension relocation (assesses anterior and posterior shoulder instability), Hawkin’s (assesses rotator cuff impingement), and Neer’s (assesses rotator cuff impingement) tests were negative.  A right shoulder diagnostic imaging (MRI) study showed a possible supraspinatus tendon tear, possible biceps tendon tear/tendinopathy, and AC joint degenerative changes.  At a 16 October 2001 orthopedic evaluation the CI complained of right shoulder and neck pain with subjective hand numbness.  The right shoulder examination revealed biceps tendon, AC joint, and glenohumeral joint tenderness and no atrophy.  Active ROM was flexion of 160 (180) and abduction of 160 (180) degrees.  The Yergason’s (assesses long head of biceps tendon) and drop arm (assesses for rotator cuff tears) tests were positive and the Hawkin’s and Neer’s tests were negative.  The assessment listed biceps tendinopathy (chronic tendon pain and thickening) and neck pain.  At a 20 May 2002 Physical Medicine and Rehabilitation (PM&R) evaluation the CI complained of right shoulder pain to the elbow and left hand thumb, index and middle finger numbness.  The right shoulder examination revealed bicipital groove tenderness and positive impingement signs.  Strength and sensation were normal except for altered sensation in the left thumb, index, and middle fingers.  The impression listed chronic right UE pain secondary to rotator cuff tear with referral of pain from likely myofascial pain syndrome ([MPS] regional pain disorder with trigger points within muscles or fascia).  The 23 May 2002 physical therapy (PT) measured right shoulder ROM for the MEB was flexion of 70 (180) and abduction of 70 (180) degrees.  The 6 June 2002 NARSUM, 4 months before separation, recounted the history and interventions.  The CI was not deemed a surgical candidate and despite conservative management he continued to experience significant pain.  

The NARSUM examination documented “motor examination revealed full bulk, strength and tone with multiple pain trigger points in right and left shoulder, paraspinous region and anterior chest bilaterally.  Sensory examination subjectively revealed some decreased sensation to pin prick and light touch on his lateral forearm and 2nd and 3rd digits.”  Deep tendon reflexes (DTRs) were normal and pathologic reflexes were absent.  The diagnosis listed MPS.  The 9 July 2002 PT measured right shoulder ROM for the MEB was flexion of 50 (180) and abduction of 40 (180) degrees.  In the 16 August 2002 compensation and pension (C&P) examination the right-hand dominant CI complained of chronic right shoulder pain and associated limitation of ROM.  The right shoulder examination revealed subacromial bursa and bicipital tendon tenderness.  Pain-limited ROM was flexion of 105 (180) and abduction of 85 (180) degrees.  Strength, sensation, and DTRs were normal and there were no gross sensory abnormalities.  The impression listed right shoulder MPS with a supraspinatus and bicipital tendon tear.  

In the 28 December 2004 C&P examination the CI complained of chronic, sharp right shoulder pain with associated stiffness, weakness, fatigability, and lack of endurance.  Pain was 5/10 with medication and 8/10 without.  He denied flare-ups, swelling, heat, redness, instability, giving way, or locking.  The right shoulder examination revealed anterior, superior, and AC tenderness with no swelling, heat, or redness.  Pain-limited ROM was flexion of 110 (180) and abduction of 180 (180) degrees.  There was pain and weakness with repetitive ROM.  Strength was 5/5 except for 4/5 right shoulder, right hand grip, and cervical and lumbar muscles in all planes.  Sensation, and DTRs were normal and pathologic reflexes were absent.  The right shoulder X-ray was unremarkable.  The diagnosis listed history of right shoulder injury.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 10% rating under an analogous 5021 code (myositis) citing right shoulder MPS secondary to injury, supraspinatus tear, biceps tendinitis, loss of functional ROM, and rated analogous to myositis.  The VA assigned a 30% rating under the 5201 code (arm, limitation of motion of) based on the VA C&P examination 2 months before separation, citing right shoulder myofascial pain, supraspinatus and bicipital tendon tears, and rated for arm motion limited to midway between side and shoulder level.  The 5021 code is rated on limitation of motion of affected parts, as arthritis, degenerative.  There was no evidence of disability for consideration under 5200 (scapulohumeral ankylosis), 5202 (recurrent dislocation, loss of humeral head, nonunion, fibrous union, or malunion of humerus), or 5203 (nonunion or malunion of clavicle or scapula).  While the 9 July 2002 PT for MEB ROM values were consistent with the 30% (major) rating under 5201 (midway between side and shoulder level [45 degrees]), the 23 May 2002 PT for MEB and 16 August 2002 C&P examination ROM values were consistent with the 20% rating under 5201 (at shoulder level [90 degrees] is minimum 20% rating).  Based upon the 16 October 2001 orthopedic surgery and 28 December 2004 C&P examinations, there was no compensable limitation of motion for consideration under 5201.  Recognizing the temporal relationship to separation, the board assigned higher probative value to the 28 December 2004 C&P examination as more accurately reflecting the CI’s stable, post-convalescent condition.  The Board agreed a 10% rating was supported based on VASRD §4.40 (functional loss) or §4.59 (painful motion).  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication for the right shoulder condition.  

Left C7 Radiculopathy.  According to STRs and the MEB NARSUM, the CI had a field medical chest fall on his right neck and shoulder approximately 2 years prior to referral for MEB.  At a 24 August 2001 orthopedic evaluation the CI complained of right shoulder, neck, and hand pain.  The cervical spine examination revealed no tenderness.  The Spurling’s (assesses cervical nerve root compression by a herniated disc) and median nerve Tinel's (percussing nerve elicits tingling over nerve distribution) tests were negative.  Light touch sensation was intact with subjective decrease in median nerve distribution.  The assessment listed [right] median nerve versus C6 neuropathy (nerve root irritation or injury).  At a 16 October 2001 orthopedic evaluation the CI complained of right shoulder and neck pain with subjective hand numbness.  The cervical spine examination revealed right paraspinal tenderness, spasms, and full ROM.  The Tinel’s test was positive at the cubital and carpal tunnels.  Strength was normal and light touch sensation was decreased in the ulnar and median nerve distributions.  The assessment listed neck pain suspected to be secondary to splinting.  A 19 November 2001 electrodiagnostic (EDX) study (electromyogram [EMG]/nerve conduction velocity [NCV]) was normal and showed no evidence of cervical radiculopathy, brachial plexopathy (neuropathy of complex nerve network), peripheral polyneuropathy, ulnar nerve mononeuropathy, or median nerve mononeuropathy.  A cervical spine X-ray showed degenerative changes from C5 to C7 with bilateral neural foraminal (nerve root opening) narrowing at the C6-C7 level.  An 18 January 2002 EDX study showed subtle changes in C-7 innervated left upper extremity and bilateral paraspinal muscles consistent with a left C7 radiculopathy.  A cervical spine MRI was unremarkable and showed no evidence of spinal canal or neural foraminal (nerve root opening) stenosis (narrowing).  At a 4 April 2002 neurology evaluation the CI complained of 3 months of left hand and finger numbness and tingling.  The neurological examination revealed strength was normal.  Sensation was normal except for decreased light touch and temperature sensation of the left lateral forearm and 2nd and 3rd digits.  The DTRs were normal except for absent left triceps reflex.  The assessment listed [left] C7 radiculopathy with pain, numbness, and dropped triceps reflex.  At a 20 May 2002 PM&R evaluation the CI complained of right shoulder pain to the elbow and left hand thumb, index and middle finger numbness.  The cervical spine examination revealed left pectoralis minor tenderness which increased with left cervical rotation.  The Spurling’s, bilateral Tinel’s at wrists and elbows, and bilateral Phalen’s (wrist volar flexion compressing median nerve elicits tingling over nerve distribution) tests were negative.  Strength and sensation were normal except for altered sensation in the left thumb, index, and middle fingers.  The impression listed resolved right C7 radiculopathy per EDX testing.  

The NARSUM documented the CI was not a surgical candidate and despite conservative management continued to experience pain.  The NARSUM examination documented “motor examination revealed full bulk, strength and tone with multiple pain trigger points in right and left shoulder, paraspinous region and anterior chest bilaterally.  Sensory examination subjectively revealed some decreased sensation to pin prick and light touch on his lateral forearm and 2nd and 3rd digits.”  The DTRs were normal and pathologic reflexes were absent.  The examiner opined “his initial right shoulder injury likely has resulted in compensatory abnormal movements in his contralateral shoulder and chest muscles contributing to the development of C7 nerve root compression on the left.  While to a certain extent clinically that has somewhat improved (return of triceps reflex) he remains in considerable pain in bilateral chest and shoulder region and continues to complain on sensory disturbance in this left hand.”  The diagnosis listed [left] C7 radiculopathy.  At the 18 July 2002 pain management encounter, the CI complained of subjective left UE weakness and burning pain with electrical sensation into left hand.  He also complained of right UE pain secondary to trauma to the right shoulder.  The neurological examination revealed mild C6/7 weakness on left with a negative Lhermitte's (assesses cervical spinal compression from disc herniation, tumor, malformations, spondylosis, etc.) test.  The assessment listed C6/7 radiculopathy (L>R).  The CI received an epidural steroid injection (epidural space steroid injection to reduce inflammation and pain).  

In the 16 August 2002 C&P examination the CI complained of chronic neck pain and left hand weakness and shooting pain which were exacerbated by neck motions to the left.  The cervical spine examination revealed a normal curvature.  Pain-limited ROM was flexion of 50 (45), extension of 45 (45), right lateral flexion of 40 (45), left lateral flexion of 20 (45), right rotation of 75 (80), and left rotation of 65 (80) degrees.  Left-sided motions produced radicular symptoms into the left ulnar nerve distribution.  Strength and DTRs were normal and there were no gross sensory abnormalities.  The impression listed left C7 radiculopathy, cervical spine degenerative changes, and cervicalgia.  In the 28 December 2004 C&P examination the CI complained of chronic, sharp lower left neck pain with associated neck weakness and left hand and 5 finger numbness in no specific distribution.  Pain was 5/10 with medication and 8/10 without.  He denied left UE hand weakness or radiating pain.  The cervical spine examination revealed C4-C7 paravertebral muscles tenderness and spasm with no redness or swelling.  Pain-limited ROM was flexion of 40 (45), extension of 40 (45), bilateral lateral flexion of 40 (45), and bilateral rotation of 70 (80) degrees.  Left-sided motions produced radicular symptoms into the left ulnar nerve distribution.  There was pain and weakness with repetitive ROM.  Strength was 5/5 except for 4/5 right shoulder, right hand grip, and cervical and lumbar muscles in all planes.  Sensation and DTRs were normal and pathologic reflexes were absent.  The cervical spine X-ray showed lower degenerative changes and mild-to-moderate neural foraminal narrowing.  The diagnosis listed residual left UE radiculopathy.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 0% rating under an analogous 5003 code (arthritis, degenerative) citing resolving left C7 radiculopathy due to compensatory changes from right shoulder injury, no loss of muscle tone, bulk, or strength, manifested primarily by pain with reflex loss and finger numbness, and rated for pain.  The VA assigned a 10% rating under the 5293-8716 codes (intervertebral disc syndrome-ulnar nerve neuralgia) based on the VA C&P examination 2 months before separation, citing cervical spine degenerative disc disease, mild left UE radiculopathy, and slight loss of cervical spine ROM due to pain.  In accordance with DoDI 6040.44, the Board is required to recommend a rating IAW the VASRD in effect at the time of separation.  The Board noted that the 2002 VASRD standards for the spine, which were in effect at the time of separation, were changed to the current §4.71a rating standards in 2004.  The Board must correlate the above clinical data with the 2002 rating schedule and applicable diagnostic codes.  There was no vertebral fracture (5285), complete spine ankylosis (5286), or cervical spine ankylosis (5287) for consideration under the respective codes.  While there was a subtle left C7 radiculopathy by EDX, there was no characteristic pain, muscle spasm, absent DTR, neurological findings appropriate to disc site, or recurring attacks for consideration under intervertebral disc syndrome (5293).  Members agreed that findings did not approach mild symptoms, consistent with a 10% rating under cervical spine limitation of motion (5290) and intervertebral disc syndrome (5293).  Peripheral neuralgia is usually characterized by dull and intermittent pain, of typical distribution so as to identify the nerve.  The neuralgia codes rate based on an assessment of functional impairment of the nerve involved expressed in terms of severity of paralysis.  Members agreed that findings did not approach mild incomplete paralysis, consistent with a 10% rating under 8716.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication for the radiculopathy condition.  


BOARD FINDINGS:  In the matter of the right shoulder condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the radiculopathy condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  There were no other conditions within the Board’s scope of review for consideration.  The Board, therefore, recommends that there be no re-characterization of the CI’s disability and separation determination.  


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20150605, 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 
XXXXXXXXXXXXXXXXXX, AR20170001044 (PD201500841)


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 and hereby deny the individual’s application. This decision is final. The individual concerned, counsel (if any), and any Members of Congress who have shown interest in this application have been notified of this decision by mail.

 BY ORDER OF THE SECRETARY OF THE ARMY:

 						         
Enclosure

CF: 
(  ) DoD PDBR
(  ) DVA
 


