





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXX	CASE:  PD-2014-00846
BRANCH OF SERVICE:  AIR FORCE 	SEPARATION DATE:  20060912


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty, E-4, Material Management Journeyman, medically separated for “chronic low back pain associated with sacroiliac pain,” with a disability rating of 10%.


CI CONTENTION:  CI contends a higher rating for her back injury. The applicant’s 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 confined to 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 - 20060614
VARD - 20070411
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Low Back Pain Associated with Sacroiliac Pain
5237
10%
Lumbar Disk Herniation L3-4 and L4-5 with Left Sided Sacroiliac Dysfunction
5243
10%
20070313
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  10%


ANALYSIS SUMMARY:  

Chronic Low Back Pain Condition.  The CI was initially seen on 2 June 2005 with left sacroiliac joint pain and paraspinal muscle pain.  One week later, evaluation by a physical therapist indicated the CI had low back pain of 6 months to a year in duration; and physical therapy treatments were carried out over the subsequent 6 weeks.  Magnetic resonance imaging (MRI) of the spine dated 27 July 2005 demonstrated very minor degenerative changes at the L3-L4 and L4-L5 disks and mild bulging of the disk at L3-L4 without significant compression.  Because of persistence of the back pain over the prior year that had not improved with nonsteroidal anti-inflammatory drugs (NSAIDs) or physical therapy, the CI was referred for pain management.  In August 2005 a physical medicine specialist indicated the CI’s pain was likely related to lumbar facet and sacroiliac dysfunction and a treatment plan of physical modalities, a Lidoderm patch (a local anesthetic) and Flexeril (cyclobenzaprine, a muscle relaxer) was instituted.  Evaluation in the Family Practice Clinic on 6 October 2005 revealed no deformity or discoloration of the back with a full range-of-motion (ROM) and tenderness to palpation in the midline at L3-L4, but no paraspinal tenderness to pressure and negative straight leg raising (to determine nerve root irritation).  Oxaprozin (an NSAID) was prescribed.  The CI had a second opinion for pain management and was offered a trial of a left sacroiliac (SI) joint injection.  The physical medicine specialist noted the CI received a SI injection in December 2015 with good relief, but had a return of pain after she stood extensively.  Left L4-5 and L5-S1 facet injections were given in January 2006.  Not only was there was no relief, but the pain immediately worsened for 3 days.  A caudal epidural injection was offered, but the CI was not interested.  In February 2006 the CI reported sharp pain that localized to the left SI joint whenever she lifted greater than 10 pounds.  On examination the thoracolumbar spine demonstrated a full ROM without pain on motion or tenderness on palpation.  Straight leg raising tests were negative and a neurological evaluation was unremarkable.  Re-evaluation by the physical medicine specialist in March 2006 revealed a normal spine curvature and a normal, pain free lumbar spine ROM with an unremarkable neurologic examination.  The CI was tender only in the L5 spinous process and the left SI.  Provocative testing was consistent with SI dysfunction.  Measurement of the length of each lower extremity revealed the right to be one-quarter of an inch shorter than the left.  The CI was prescribed a combination medication of propoxyphene/acetaminophen (narcotic/pain reliever) while the CI was awaiting an FCE [Functional Capacity Evaluation,] which subsequently demonstrated her ability to perform work at a medium level for an eight-hour day.   

A revised temporary P4 profile was issued in February 2006 with limitations of no lifting over 10 pounds, no sit-ups, no push-ups, no running, no weapon carrying, no wearing of chemical gear, no sitting or standing more than 30 minutes, and no pushing or pulling over 10 pounds.  The CI could do ergo testing and could have her waist circumference measured.  The MEB narrative summary (NARSUM) dated 18 April 2006 noted the lumbar spine ROM measurements were 80 degrees forward bending, 20 degrees extension, 45 degrees side-bending bilaterally, and 70 degrees rotation bilaterally.  Although the CI was placed on a profile officially in February 2006, she had effectively been unable to do her job or exercise for greater than a year.  In spite of evaluation by pain specialists and treatment with medications, injections, and therapy her condition did not improve.  The commander’s statement dated 4 May 2006 indicated the CI could not deploy; however, she could work a full shift, but had duty profile restrictions. 

At the VA Compensation and Pension (C&P) examination dated 13 March 2007, 6 months after separation, the CI reported that she insidiously developed pain over the left SI joint due to a lot of heavy lifting.  The pain was felt over the left SI joint and occasionally radiated down the back to the left thigh and then to the left heel; and, it sometimes radiated up between the shoulder blades.  During exacerbations the pain, the CI graded it 9-10/10 (10 being the worst pain), which over time decreased to 2/10 pain.  On examination she had a slight antalgic gait.  The thoracolumbar spine ROM measurements were forward flexion 0-90 degrees with no pain, extension 0-30 degrees with slight pain starting at 20 degrees, left and right lateral flexion 0-30 degrees with pain only on the left side at 20 degrees, and left and right lateral rotation 0-45 degrees with no pain.  Repetition did not reduce the ROMs to any significant degree.
   
The CI was evaluated by an orthopedic surgeon on 21 August 2007, 11 months after separation.  Examination revealed a good posture with increased lordosis and a normal gait.  The lumbar spine ROM was full with flexion 90 degrees, extension 30-45 degrees, and lateral deviation 30 degrees. There was left tenderness at the left SI joint; and, the pelvis was symmetrical.  Neurological evaluation was unremarkable.  The orthopedic surgeon’s assessment was degenerative disc disease of the lumbar spine.  Treatment instructions for home exercises as tolerated and a referral to physical/occupational therapy were given to the CI.  A remote VA examination of the spine in December 2010 was similar to that of 6 months post-separation with flexion limited to 80 degrees with pain at 80 degrees and pain at 30 degrees extension.  

The Board directed attention to its rating recommendation based on the above evidence.  The Air Force PEB assigned a 10% rating using code 5237 for Category I chronic low back pain associated with sacroiliac pain.  The VA assigned a 10% rating using code 5243 for lumbar disk herniation L3-4 and L4-5 with left sided sacroiliac dysfunction.  There was absence of ankylosis, forward flexion of the thoracolumbar spine greater than 30 degrees but not greater than 60 degrees, muscle spasm or guarding severe enough to result in an abnormal gait or abnormal spinal contour, or episodes of incapacitation.  The Board then considered whether an additional rating could be recommended under a peripheral nerve code.  Although the pain component of the neuropathy is appropriately subsumed in the spine rating IAW VASRD §4.71, which states that “rating is performed with or without 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,” there was no sensory component with any significant functional implications and no motor weakness was in evidence.  Therefore, a radiculopathy could not be recommended for additional disability rating.  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 chronic low back pain condition.  


BOARD FINDINGS:  In the matter of the chronic low back pain 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 20140129, 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


Dear XXXXXXXXXXXXXX:

Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2014-00846.

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,




Attachment:
Record of Proceedings 



