





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2016-01601
BRANCH OF SERVICE:  air force	SEPARATION DATE:  20050726


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E5, Heating, Ventilation, Air Conditioning, and Refrigeration Craftsman, medically separated for “status post motor vehicle accident, chronic neck pain associated with headaches and possible mild cognitive disorder (vs malingering)” with a disability rating of 10%.


CI CONTENTION:  Evidence supports a higher rating.  The complete submission is at Exhibit A.


SCOPE OF REVIEW:  The panel’s scope of review is defined in DoDI 6040.44.  It is limited to review of disability ratings assigned 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 or non-compensable.  Any conditions outside the panel’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 panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The panel’s assessment of the PEB rating determination is based on 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(s) at the time of separation.  The panel 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 panel 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 - 20050609
VARD - 20060302
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Neck Pain…
5237-5299
10%
Closed Head Trauma with Residual Headaches, Cognitive Deficits, Personality Changes and PTSD
9304
50%
20051008



Cervical Strain
5237
0%
20051017
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  60%


ANALYSIS SUMMARY:

Chronic Neck Pain.  The PEB combined the chronic neck pain, headaches, and possible mild cognitive disorder conditions under a single disability rating, coded 5237-5299 (analogous to cervical strain) and rated 10%.  This approach by the PEB not uncommonly reflected its judgment that the constellation of conditions was unfitting, and there was no need for separate fitness adjudications.  The panel’s initial charge in this case was therefore directed at determining if combining conditions under a single rating was justified in lieu of separate ratings.  When considering a separate rating for each condition, the panel considers each bundled condition to be reasonably justified as separately unfitting unless a preponderance of evidence indicates the condition would not cause the member to be referred into the DES or be found unfit because of physical disability.  When the panel recommends separate fitness recommendations in this circumstance, its recommendations may not produce a lower combined rating than that of the PEB.  The evidence for the chronic neck pain, headaches, and possible mild cognitive disorder conditions is presented in a single narrative for clarity, with attendant recommendations regarding separate unfitness, and separate rating if indicated.

According to the service treatment record (STR) and Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s neck pain began on 8 July 2001 after he was in a motor vehicle accident (MVA).  There was no loss of consciousness or head injury, and cervical spine X-rays were normal.  The CI was seen periodically for neck pain over the next 2 years, but was able to perform his duties.  

On 2 November 2003, he was in another MVA and struck the steering column with his chest and forehead.  He reported some brief loss of consciousness, but neither mental status changes nor post-traumatic amnesia were recorded in the emergency room.  Physical examination noted right forehead swelling and sternum tenderness.  A head CT scan showed a depressed fracture of the outer table of the right frontal sinus without fracture of the inner table (the area next to the brain).  A chest CT scan showed a subtle fracture of the lower third of the sternum but no rib fractures.  Chest and cervical spine X-rays were normal other than some straightening of the spine (“presumably due to spasm”).  The CI was hospitalized for observation and following discharge, was seen in primary care on 17 November 2003.  He reported headaches, and that his arms became numb when he laid down; he was asymptomatic at the time of the visit.  

During a 26 November 2003 neurology evaluation, the CI stated the MVA caused him to lose consciousness for a short time.  He also endorsed ongoing dizziness, short-term memory loss, distractibility, headaches and pain in the neck, back, and joints.  Physical examination revealed tenderness over the neck, sternum and left lateral ribs (right greater than left), and no external signs of head trauma.  At a 9 January 2004 follow-up evaluation, the CI reported headaches, memory loss, ataxia (unsteadiness), anxiety attacks, and insomnia.  Physical examination showed persistent neck tenderness, decreased cervical spine range of motion (ROM), and bilateral deltoid muscle weakness.  Mild depression and concentration/attention deficits were noted, and the examiner’s impression was “post-concussive syndrome with some evidence for damage to the spinal cord in the cervical region.”

A 19 January 2004 electroencephalogram was normal, and electrodiagnostic testing the next day for a plexopathy (injury to the brachial plexus nerve bundle in the shoulder), showed long-standing bilateral carpal tunnel syndrome (peripheral nerve condition).  The STR fell silent until 15 July 2004 when the CI reported ongoing neck pain.  The provider noted neck and trapezius tenderness, but normal reflexes and motor function.

On 14 September 2004, a neurologist documented short-term memory concentration deficits and assessed vascular headaches (migraine is one type) and post-concussive syndrome, with memory loss due to a brain contusion.  During a life skills visit on 1 October 2004, the CI was thought to show changes consistent with a post-concussive syndrome. At formal neuropsychological testing on 7 January 2005, he reported no problems at work, although he occasionally asked for reminders of where he was in a task.  The examiner noted “clear symptom exaggeration” with tests indicating inconsistencies from prior evaluations, and that the CI’s displayed effort suggested an attempt to “feign cognitive impairment.” His symptoms were thought to be stress related and complaints possibly associated with attention-seeking or secondary gain.  The examiner stated that testing was “not consistent with a traumatic brain injury [TBI] or other neurological dysfunction,” and that the extent of cognitive and emotional problems from the head injury was indeterminate due to “invalid self-presentation.”  He was diagnosed with malingering and an undifferentiated somatoform disorder.

At an 18 January 2005 family practice visit, the CI was noted to have posttraumatic stress disorder (PTSD) as a possible diagnosis and was issued a temporary P1U4S1 profile.  During a 7 February 2005 psychiatry evaluation, he was diagnosed with mild to moderate PTSD, but during a 14 March 2005 follow-up, the provider diagnosed “pain disorder with psychological factors and general medical condition.”  At a 28 March 2005 primary care evaluation, the CI reported anxiety and neck pain.  During physical examination, he appeared anxious and his neck was tender.  The motor function and X-rays were normal.  

The 15 May 2005 MEB NARSUM examination, 2 months prior to separation, documented the CI’s loss of consciousness associated with the 2003 MVA.  He reported ongoing problems with neck pain, headaches, and memory and also endorsed “fairly regular panic attacks” (which were not previously recorded in the STR).  Neck pathology was not recorded and the mental health examination was normal but limited.  The examiner diagnosed chronic neck pain and headaches after a concussion; bilateral carpal tunnel syndrome; cognitive impairment vice malingering; and anxiety disorder. 

The 17 May 2005 commander’s statement documented that while the CI’s duty performance had suffered since his accident, he had satisfactory evaluations, worked full shifts and met all current duty requirements other than fitness training.  His impairment was attributed to forgetfulness and lack of mobility, but not to headaches.  The supervisory chain thought this symptoms were genuine.  

At the 8 October 2005 VA Compensation and Pension (C&P) PTSD evaluation, 2 months after separation, the CI reported no psychiatric care or hospitalizations for a mental health condition since separation.  He complained of ongoing irritability, social withdrawal, loss of sexual interest, and crying without reason since the MVA in 2003.  He denied any remission of his symptoms and noted diminished concentration and intellectual capacity.  The mental status examination was remarkable for decreased memory at 3 minutes as well as anxiety.  He was diagnosed with PTSD and a personality change from the head trauma.

At the 17 October 2005 VA C&P joints evaluation, 3 months after separation, the CI reported ongoing flares of neck pain.  Physical examination revealed no neck tenderness, a normal neurological examination, and normal X-rays.  Cervical spinal ROM was flexion to 45 degrees (normal) with a combined ROM of 340 degrees (normal); painful motion was not recorded.

At the 31 October 2005 VA C&P general medical evaluation, the CI reported the onset of migraine headaches 1 month after the MVA.  He stated that after the accident, he sustained “multiple skull fractures” and drifted in and out of consciousness before he was admitted overnight.  His headaches occurred weekly and lasted about 3 hours, during which time he could not function; he also experienced ongoing fatigue since the MVA.   He reported that dizziness previously recorded had not been present for 6 months.  Physical examination showed a normal gait, no signs of trauma to the head or face, and mid-sternum tenderness.  Musculoskeletal, neurological, and mental status examinations were normal, as were X-rays.  He was diagnosed with migraine headaches, resolved dizziness, fatigue (meeting the criteria for chronic fatigue syndrome), and a history consistent with carpal tunnel syndrome.  He did not keep a follow-up appointment for electrodiagnostic studies.

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the neck condition 10%, coded 5237-5299.  The VA rated the neck condition 0%, coded 5237, based on the C&P joints examination 3 months after separation, citing no evidence of limitation of motion or other symptoms warranting a higher evaluation.  Members noted that the CI contended a brain injury which merited medical retirement.  The PEB determined that the chronic neck pain was unfitting associated with headaches and possible cognitive impairment, and so the panel considered whether the headaches and/or cognitive impairment, both attributed to a TBI, were separately unfitting from the neck condition.

Members agreed the evidence did not show that the CI was incapacitated by his headaches while on active duty.  There was no record of the headaches requiring quarters or emergency room visits, and the condition was not profiled nor cited by the commander as impairing duty.  As documented in neuropsychological testing on 7 January 2005, the cognitive impairment was attributed to malingering, at least in part, and any impairment from a TBI was rendered indeterminate.  The CI retained an S1 profile, and while the commander noted his performance had declined from prior high levels of functioning, he still worked full-time and met all duty requirements except for fitness testing.  His (teaching) evaluations were satisfactory and fitness reports proximate to separation recommended him for immediate promotion (5/5). Upon deliberation, the panel determined that the preponderance of the evidence did overcome the presumption that the headaches and cognitive disorder conditions were reasonably justified as separately unfitting.  The panel next considered the unfitting neck rating recommendation at separation.  The MEB NARSUM had a limited description of the neck with no recorded pathology, and the VA examination and ROM measurements were essentially normal.  Therefore, members agreed the CI’s neck impairment did not support a rating higher than the 10% rating adjudicated by the PEB.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded that there was insufficient cause to recommend a change in the PEB adjudication for the chronic neck pain condition.


BOARD FINDINGS:  In the matter of the chronic neck pain associated with headaches and possible mild cognitive disorder (vs malingering) condition, and IAW VASRD §4.71a and §4.124a, the panel unanimously recommends no change in the PEB adjudication.  There are no other conditions within the panel’s scope of review for consideration.  Therefore, the panel recommends no modification or re-characterization of the CI’s disability and separation determination.


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20161023, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record 


SAF/MRB
1500 West Perimeter Road, Suite 3700
Joint Base Andrews, MD  20762

XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:

Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2016-01601.

After careful consideration of your application and treatment records, the Physical Disability Board of Review determined that the rating assigned at the time of final disposition of your disability evaluation system processing was appropriate.  Accordingly, the Board recommended no re-characterization or modification of your separation.

I have carefully reviewed the evidence of record and the recommendation of the Board.  I concur with that finding and their conclusion that re-characterization of your separation is not warranted.  Accordingly, I accept their recommendation that your application be denied.



Sincerely,





XXXXXXXXXXXXXXXXXX
Director
Air Force Review Boards Agency

Attachment:
Record of Proceedings









