





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01730
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20060125


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an Active Guard and Reserve (AGR) E7, Wheeled Vehicle Mechanic, medically separated for a “history of degenerative disc disease (DDD) with Grade I L5 spondylolisthesis with chronic back pain” with a 10% disability rating. 


CI CONTENTION:  The CI elaborated no specific contention in his application.  


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 - 20051025
VARD - 20090630
Condition
Code
Rating
Condition
Code
Rating
Exam
DDD with Grade I L5 Spondylolisthesis...
5241
10%
DDD Lumbar Spine
5242
10%
20080502
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  20% 


ANALYSIS SUMMARY:  

DDD. According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI was first seen for low back pain (LBP) in March 1985.  There were no further records in evidence until a report of an occupational injury on 24 April 2000 from lifting (in his civilian job).  The CI was put on limited duty (4 hours a day) and anticipated return to full duty the week beginning 26 June 2000, following a drill weekend from 23-25 June 2000.  On 23 June 2000, en route to his home from training, he was struck by a motorcycle which hit the left rear quarter of his vehicle.  The CI was driving a van at about 45 mph when he “felt a bump” per the police report.  He braked and exited the van to render first aid to the motorcycle rider.  He did not seek medical care until the next day when he presented to a civilian emergency room.  He reported aggravation of the LBP (from the previous occupational mishap).  He was thought to have lumbosacral strain and advised to continue his current medications.  A training record documented that he worked as a mechanic 4 hours on 23 June 2000 (the day of the motor vehicle accident), but 8 hours each day the next 2 days following the accident.  In primary care on 29 June 2000 he was noted to have tenderness in the lumbar region and the examiner recorded that X-rays had been normal.  An MRI on 24 July 2000 showed a slight bulge at L5-S1.  Disc desiccation and arthritic changes were also recorded.  The medical officer observed that these are indications of DDD and degenerative joint disease and are not acute conditions.  In physical therapy (PT) rehabilitation on 4 August 2000, at the same clinic which had treated him for the occupational injury, he had reduced motion but a normal neurological examination and gait.  In orthopedics on 5 October 2000, he reported the sudden onset of pain after he was hit by the motorcycle and that he had trouble walking or standing.  Electro-diagnostic studies (EDX) on 13 October 2000 showed a possible mild S1 radiculopathy and a right L5 radiculopathy.  Neither was diagnosed definitively though.  A CT-guided discogram on 23 October 2000 was positive at L4-5 and L5-S1, indicating disc disease at these levels.  The CI then had surgery on 31 October 2000 (intra-diskal electro-thermal) to shrink the disc in the expectation that his pain would decrease.  Post-procedure, he recovered full range of motion (ROM) and had both a normal gait and neurological examination.  He had recurrent pain though and used a back brace, eventually having a fusion at L5-S1 with hardware placement.  A note from his commander dated 4 October 2001, in response to a request for incapacitation pay, documented that the CI had informed his commander of the back injury the day after the motor vehicle accident but then performed his duties as a mechanic at each monthly drill weekend from July to November.  The CI continued to report pain, but his examination was recoded as normal on 24 October 2002 at an orthopedic follow-up.  He was found fit for duty on 14 August 2003 and then activated on 7 September 2003.  Three months later, he reported a 1 month history of tail bone pain and was thought to have sacro-ileitis.  In primary care on 16 June 2004, he was noted to have flexion of 70 degrees.  He was evaluated for disability by his home state on 16 November 2004.  He was able to get on and off the examination table without difficulty.  His gait and neurological examination were normal.  The ROM showed flexion reduced 5 degrees to 85 degrees and lateral bending reduced to 15 degrees (normal 30).  A Social Security Administration examination was done on 7 December 2004, just under 14 months prior to separation.  He could walk on level ground for 2 miles and was able to drive.  His gait and stance were normal.  He could squat, kneel, climb, and stand on his toes and heels.  The ROM was slightly reduced as charted below.  Provocative testing for nerve root irritation was negative and the reflexes intact.  The CI was seen in orthopedics on 1 August 2005 for left knee pain.  He was thought to have a possible ligament tear, but this was not evident on an MRI 3 weeks later.  At the MEB examination on 24 August 2005, 5 months prior to separation, the CI had one maneuver elicit pain which was not expected to be painful.  Sensation was reduced to light touch (distribution not recorded), but no comment made on motor function.  The NARSUM was dated the same day.  He reported pain if he walked or ran over 1/2 mile.  It was noted that ROM was “good.”  However, ROM was reduced in PT the following day (charted below).  The neurological examination was normal other than reduced “light touch in the RLF” (probably the right lower extremity also known as RLE).  The gait was normal as evidence by a normal tandem, heel to toe walk as well as during separate heel and toe walks.  A CT myelogram (a study for the spinal cord) on 6 March 2006, 6 weeks after separation, showed no impingement of the cord or nerve roots.  A bulge was present at L4-5.  On 31 March 2006, EDX studies were consistent with a left L5 radiculopathy with minimal damage to the nerves.  A second disability evaluation by his home state was conducted on 5 June 2006, 4 months after separation.  He reported that his LBP began in June 2000 when he was a passenger in a van struck by a motorcycle and that his condition worsened with time.  On examination, his gait and stance were normal, but he changed his position frequently when sitting.  He was able to squat and bend forward to put on his shoes and socks, and he could dress and undress and get on and off the examination table without difficulty.  Very mild weakness of the left lower extremity (LLE) was noted as was a generalized deconditioning.  The neurological examination was otherwise normal.  In primary care on 10 April 2007, almost 15 months after separation, the CI reported a left foot drop.  However, he was able to do a heel to toe walk without difficulty and had a normal gait.  The ROM was full for flexion, but decreased in extension.  The neurological examination was normal.  

The VA Compensation and Pension (C&P) examination was performed 27 months after separation, outside the normal 12-month window.  The Board noted though that it would support a 10% rating for the back, which was the rating adjudicated by the VA.  The goniometric ROM evaluations in evidence which the Board weighed in arriving at its rating recommendation, with documentation of additional ratable criteria, are summarized in the chart below.

Thoracolumbar ROM
(Degrees)
VA C&P ~2 Years and 7 Mos. Pre-Sep
MEB ~5 Mos. Pre-Sep
PA Disability ~4 Mos. Post-Sep
Flexion (90 Normal)
85
30
75
Combined (240)
---
125
#
Comment
Non-antalgic gait
Limited by pain; Inconsistent with examination
Nml gait.  Mild LLE weakness
s§4.71a Rating
10%
40%
10%

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the back at 10%, coded 5241 (spinal fusion).  While the MEB examination supports a 40% rating it is inconsistent with the pathology in evidence. Therefore the probative value of this examination was reduced and it was not utilized for rating purposes. The normal gait coupled with numerous examinations before and after separation showed much less limitation in motion and supported the PEB’s 10% rating.  After due deliberation, and in consideration of the preponderance of the evidence, the Board concluded that there was insufficient cause to recommend a change in the PEB fitness determination for the chronic back pain condition.  


BOARD FINDINGS:  In the matter of the chronic 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 20140421, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record




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 XXXXXXXXXXXXXXXXXXXXXXX AR20160010645 (PD201401730)


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

