





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01547
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20080220


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E5, Combat Engineer, medically separated for back pain, with a disability rating of 10%. 


CI CONTENTION:  “My back condition limits my or living activities.  I can’t pick up my children or anything heavy.”  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 - 20090312
VARD - 20100804
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Low Back Pain
5299-5243
10%
Chronic Back Pain Associated with DDD Lumbar Spine
5242
0%
20100525
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  10%


ANALYSIS SUMMARY:  

Chronic Low Back Pain.  The first record in evidence for a condition related to the lower back is an emergency room (ER) note dated 14 November 2005.  The CI presented with numbness and weakness which progressed from his right foot up his right side to his lower ribs.  He was admitted for observation and his symptoms improved over night with only residual sensory changes below the knee at discharge the next day.  An MRI showed a small disc protrusion at L5-S1 without nerve root impingement.  He was evaluated in neurology on 22 November 2005 and reported persistent sensory changes.  He was placed on a steroid burst (to reduce inflammation) and electrodiagnostic studies (EDX) were ordered.  He was then seen on multiple occasions for low back pain (LBP) beginning in December 2005.  In physical therapy on 25 January 2006, he was noted to have paraspinal muscle spasm, but full range-of-motion (ROM).  EDX was accomplished on 24 March 2006 and was normal.  He was next seen on 13 October 2006 after he fell 8 feet in training.  He was thought to have a muscle strain on examination; X-rays were normal.  He was in a motor vehicle accident (MVA) the next day and again evaluated in the ER.  He was diagnosed with a contusion (bruise) of the pelvic bone and treated with medications.  As his pain persisted, X-rays of the lumbar spine were repeated the next day; these were also normal.  He was in another MVA on 30 November 2006 with aggravation of his low back pain (LBP).  X-rays on 4 December 2006 were again normal other than an incomplete fusion of S1 (a congenital abnormality).  On 3 May 2007, he was evaluated in the ER for bilateral numbness in a stocking distribution after falling 8-10 feet down a ravine and landing on his buttocks.  Spasm of the lumbar paraspinal muscles was present.  X-rays were normal.  A CT scan showed multi-level disc bulges from L2-3 to L5-S1 with some narrowing of joint spaces.  An MRI again showed the disc herniation at L5-S1, but nerve root impingement was not present.  He reported to the ER on 6 May 2007 noting that he had fallen 12-15 feet and now had bilateral lower leg paresthesia (abnormal sensations) below the knees in a circumferential pattern (non-anatomic).  He also endorsed bowel and bladder incontinence.  However, a reflex (to check lower spinal cord integrity) was normal as was motor function.  He was evaluated in neurosurgery on 15 and 29 May 2007 and noted to have an intact neurological examination.  An MRI on 2 June 2007 was stable.  He was thought to have back pain from the small herniated disc at L5-S1.  A CT scan was repeated on 16 June 2007 after the CI again had a fall; it was stable when compared to prior studies.  Surgery was not thought to be indicated.  Two weeks later on 1 July 2007, the CI had lumbar X-rays.  These showed small bony changes consistent with degenerative joint disease (DJD).  In the history, the CI reported a prior sky-diving accident.  An MRI that day was unchanged.  In the history, the CI reported that he had fallen 35 feet the prior October; contemporaneous records show a fall of 8 feet.  He also reported a fall of 150 feet while parachuting in April 2007.  He noted LBP radiating down his right leg and also endorsed urinary incontinence.  The CI was seen in the ER on 8 July 2007.  He reported the sudden onset of LBP and that his legs gave out from under him and he fell.  He had urinary incontinence, but not fecal incontinence.  Sensation was diminished in a L5-S1 distribution bilaterally, but reflexes and motor function were normal.  An MRI on 24 July 2007 was unchanged from previous studies.  The CI was admitted to a civilian hospital on 12 August 2007 for a flare of back pain with reported bowel and bladder incontinence.  He stated that the LBP began after an initial injury from a 65 foot fall while rappelling off of a tower in October 2006.  He reported that he was in a MVA the same day on the way home when he was “T-boned.”  He noted that he had an epidural steroid injection (ESI) on 9 August 2007 with 100% relief of his pain.  He then threw out all his medications (he had been prescribed muscle relaxants, non-steroidal anti-inflammatory drugs (NSAIDs), and narcotics on numerous occasions).  Subsequently, he was kicked in the back by his 5 year old daughter during horseplay with an immediate flare of his pain.  He had been given a NSAID injection without benefit.  He endorsed the incontinence as well as numbness radiating to the right mid-calf.  During the admission, he was not incontinent.  Motor examination and reflexes were normal.  An MRI was unchanged other than a newly described cyst thought to cause no nerve root impingement.  The CI presented to the ER on 15 September 2007 noting that he fainted during defecation.  His evaluation was unremarkable.  Two days later, he was again evaluated in the ER for vomiting and diarrhea and noted that he had run out of his meds (including narcotics).  He was thought to have narcotic withdrawal.  It incidentally recorded that he had been undergoing an MEB and had been returned to duty.  The CI was again admitted to a civilian hospital on 22 September 2007.  He reported that he had run out of his narcotic medication, which controlled his LBP, a week earlier.  He was exiting a freeway when he lost sensation and was unable to feel the brake pedal.  Shortly thereafter, his LBP flared and he was incontinent of urine.  He called 911 and was brought to the ER where his neurological examination was normal, but lumbar back tender.  He reported that this was similar to all his prior presentations for back pain.  An MRI was accomplished due to the history of incontinence.  There was no evidence of nerve root compression and it was essentially unchanged from prior studies.  At the MEB examination, the CI reported LBP since November 2005.  The MEB physical examination documented painful ROM and a left lower extremity radiculopathy.  On 21 October 2007, the CI was admitted for intravenous (IV) antibiotics to treat an infection of a vein.  He reported that he had recently been treated (with IV fluids) for dehydration by a friend.  The narrative summary (NARSUM) was dated 20 December 2007, 3 months prior to separation.  The CI reported the initial onset of pain in 2005 associated with the abrupt onset of numbness and tingling in his feet.  He again injured his back in October 2006 when he fell on an obstacle course and was in a MVA that same day.  In May 2007, he fell into a ditch during a field training exercise.  He had received 2 ESIs without benefit (previous records indicate excellent relief of his pain).  Examination of the back showed full ROM with tenderness of the right paraspinal muscles from L3-L5.  Strength and reflexes were normal.  He reported pain at the end point of motion.  The VA Compensation and Pension (C&P) examination was not performed until 25 October 2010, 27 months after separation and outside the normal 12 month window assigned high probative value.  The CI reported that he had been injured in a repelling accident on 13 September 2006 when he fell 70 feet.  He denied incontinence or difficulty with walking.  Incapacitation was not recorded.  On examination, his gait, spinal contour, and neurological examination were normal.  Spasm, tenderness, and guarding were all absent.  The ROM met or exceeded VA normal values and was pain free without aggravation from repetition.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the back condition at 10%, coded 5299-5243 (analogous to intervertebral disc syndrome).  The VA, relying on the post-separation C&P examination, rated the back at 0%, coded 5242 (degenerative arthritis of the spine).  The Board found no route to a rating higher than the 10% adjudicated by the PEB.  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 LBP condition.  The Board also noted that the evidence does not support the presence of an unfitting radiculopathy at separation.  The Board concluded therefore that this condition could not be recommended for additional disability rating.  


BOARD FINDINGS:  In the matter of the chronic LBP 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 20140219, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record








SAMR-RB

JUL 28 2016

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

SUBJECT: Department of Defense Physical Disability Board of Review Recommendation
for XXXXXXXXXXXXXXXXXXXX, AR20160006753 (PD201401547)

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
		

