





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02148
BRANCH OF SERVICE:  Air Force 	SEPARATION DATE:  20020812


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty, E5, Air Transportation Craftsman, medically separated for “chronic lower back pain,” with a disability rating of 20%.


CI CONTENTION:  “Please consider all conditions.”  The CI’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 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 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 - 20020605
VARD - 20030220
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Lower Back Pain…
5293
20%
Spondylolysis/Spondylolisthesis with Neuroforaminal Narrowing to Include Chronic Left Lower Extremity Radiculopathy
5293
20%
20030117
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  40%


ANALYSIS SUMMARY:  

Chronic Lower Back Pain.  According to service treatment records and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s had a 5-year history of chronic lower back pain condition without any known inciting injury.  X-rays in January 1997 demonstrated an L4/5 bilateral spondylolysis (bony defect or fracture in the pars interarticularis) with Grade II spondylolisthesis (movement of one vertebra over another) and disc narrowing.     She had intermittent flares of low back pain, often with radiculopathy.  Treatment included physical therapy, medication, and epidural steroid injections.  Magnetic resonance imagining (MRI) in April 2000 indicated marked degenerative end plate changes at L4-5 level and grade I spondylolisthesis and bilateral spondylolysis with bilateral neuroforaminal (site of nerves passing through the vertebrae) narrowing.  An electrodiagnostic study in May 2000 was consistent with chronic left lower lumbar radiculopathy.  Examination in October 2001 revealed decreased sensation at the L5 distribution, normal strength of lower extremities, and decreased left quadriceps reflex.  She received epidural steroid injections (ESIs) and Percocet (oxycodone, a narcotic and acetaminophen, a pain reliever) for pain control at that visit and ESIs at subsequent visits with only temporary relief.  Additionally, she used many medications for chronic pain control including nonsteroidal anti-inflammatory drugs (NSAIDS), Neurontin (gabapentin for nerve pain), Elavil (amitriptyline for nerve pain), Ultram (an opioid-like medication), Lortab (hydrocodone, a narcotic, and acetaminophen, a pain reliever), and several SSRIs (selective serotonin release inhibitors) with little improvement.  Biofeedback training was offered as a treatment option; surgical correction was also recommended in January 2002.  An MRI in February 2002 demonstrated Grade II anterolisthesis L4 on L5, left L4/L5 spondylolysis, significant disc space loss and endplate erosion, and bilateral L4/L5 moderate to severe neuroforaminal stenosis.  

At the undated NARSUM examination the CI had diffuse low back tenderness, decreased forward bending to 100 degrees, positive straight leg raising (to determine nerve root irritation) with bilateral low back pain, no visible structural abnormalities, and no muscle atrophy.  Neurological evaluation revealed no motor deficits, sensory deficits in an L5 distribution and deep tendon reflexes 2+ except the left quadriceps 1+.  Physical medicine evaluation in May 2002 findings were similar except for no reflex at the left patella (knee cap) and the left thigh and calf measured 0.5 cm smaller than the right.  A temporary L4 profile was issued on 14 November 2001 for low back pain/spondylosis/spondylolisthesis with restrictions of no lifting over 20 pounds, no prolonged sitting or standing, no running or sit-ups; however, the CI could walk or bike at her own pace and distance.  The commander’s statement dated 7 April 2002 indicated the CI had self-reported back problems with sporadic back pain that occasionally caused her to have to leave work to see a physician for acute pains. Her profile precluded her from the manual labor aspect of her primary job, which involved loading and moving cargo, and she would be unable to deploy.

At the VA Compensation and Pension (C&P) examination in January 2003, performed 7 months after separation, the CI reported  7/10 (10 being the worst pain) in the low back with walking and sitting.   On examination her posture and gait were normal and the ROM in the lumbar spine was normal as were the deep tendon reflexes with no sciatica and with normal strength muscles.   The VA diagnosis was Grade II anterior listhesis (slippage/forward displacement) L4 and L5, Left L4/L5 spondylolisthesis, significant disc space loss and end plate erosion on L4/L5, and bilateral L4/L5 moderate to severe neuroforaminal stenosis.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 20% rating using code 5293 (intervertebral disc syndrome) for chronic lower back pain secondary to spondylolisthesis and neuroforaminal stenosis.  The VA also assigned a 20% rating using the 5293 code for spondylolysis/spondylolisthesis with neuroforaminal narrowing to include chronic left lower extremity radiculopathy based on the VA C&P examination 7 months after separation.  The Board noted that a 40% rating required severe, recurring attacks with intermittent relief.  Board members then discussed whether the CI’s condition rose to a severe state. Although the CI had many clinic visits and was treated with medication and physical therapy, the condition was chronic and present for at least 5 years.  The commander indicated the sporadic back pain occasionally caused the CI to leave work, which tends to favor a moderate rather than a severe condition; and, at the time of separation and at the post-separation VA examination her ROM was normal as was her gait and there was little objective clinical evidence of a motor neuropathy to support a significant sciatic neuropathy or other neurologic findings, although there was a slight sensory neuropathy.  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 lower back pain condition.  
BOARD FINDINGS:  In the matter of the chronic lower 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 20140507, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record


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

Dear XXXXXXXXXX:

Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2014-02148.

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

