





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2016-00135
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20020511


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E4, Cargo Specialist, medically separated for “low back, pelvis, right shoulder, bilateral knees, and right wrist pain,” with a combined disability rating of 10%.


CI CONTENTION:  Contends the ratings for being medically separated from the military.  The 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.


ANALYSIS SUMMARY:

The MEB forwarded “low back, pelvis, right shoulder, bilateral knees, and right wrist pain” for PEB adjudication.  The PEB combined these conditions as a single unfitting condition analogously coded 5003 (arthritis, degenerative) and rated 10%.  The 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 directed at determining if the PEB’s approach of combining conditions under a single rating was justified in lieu of separate ratings.  When considering a separate rating for each right shoulder bursitis; bilateral knee chondromalacia patella, low back pain mechanical, and right wrist tendonitis and ligament strain 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 conditions are presented separately, with attendant recommendations regarding separate unfitness, and separate rating if indicated.  

Low Back, Pelvis, Right Shoulder, Bilateral Knees, and Right Wrist Pain
The October 2001 MEB NARSUM considered the following conditions (right shoulder, bilateral knees, pelvis, low back and right wrist) at the time of examination.  The CI reported daily pain in the above areas that was severe and required narcotic pain medications.  Symptoms were largely stable over the past 6 months.  Increased activity made all complaints worse, somewhat relieved with rest.  There was no orthopedic surgery recommendations at the time.  Further physical therapy was recommended on her own.  She was on a severely restrictive permanent profile which prohibited her from exercising with her unit and participating in other soldier related activities.  She was able to do mild conditioning of a nonimpact nature at her own pace and distance.  There was no surgical indication for any of these conditions.  The second QTC C&P exam was outside the probative period for consideration.  

Low Back.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s low back condition began during her pregnancy from 1997 to 1998.  The October 2001 MEB NARSUM examination approximately 7 months prior to separation, noted complaints of low back pain that radiated to down her left leg with numbness and tingling.  She reported occasional pain at night and no significant leg weakness.  She reported she was taking a narcotic medication for the pain.  Physical examination showed tenderness to palpation at L4-S1 in the midline in the para spinous muscles.  The test for hip or joint pain was negative and straight leg raises while seated were negative.  Range of motion (ROM) and painful motion were not addressed.  Lumbar spine x-rays were negative.

At the 07 March 2002 VA Compensation and Pension (C&P) General evaluation, performed 2 months before separation, the CI reported pain when sitting for long periods of time.  Leaning forward relieved the pain.  She took no medication for the pain and pain did not radiate.  She reported pain in the coccyx, 9/10, and pain aggravated by long sitting and standing.  Physical exam showed normal posture and gait.  There was no abnormality of curvature and no evidence of muscle spasm or muscle atrophy.  Sensory exam was normal and straight leg raise test was negative bilaterally.  Range of motion (ROM) was within normal limits without restriction or pain.  X-rays of the spine were normal.  She was still active in service.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the back pain condition as part of a total bundle rated 10%, coded (5099-5003), citing full ROM of the joints and back with tender areas.  X-rays were essentially negative].  The VA rated the back condition as non-service connected (NSC) coded 5295 (old spine rules), based on the VA C&P examinations 2 months before separation, citing the absence of permanent residual or chronic disability.  

The MEB NARSUM exam was conducted 7 months prior to separation while the VA General C&P exam was conducted 2 months pre-separation.  The panel considered the MEB NARSUM examination as having the highest probative value given it was the closest to date of separation, was the most VASRD compliant and was the most thorough examination in evidence in this regard.  The first VA C& P exam does offer subjective report of the CI’s condition at the time of exam.  The back showed a full range of motion (ROM) with areas of tenderness.  X-rays of the lumbar spine were normal and the CI was still active in service.  Members agreed the back was not justified as separately unfitting.

Pelvis Pain.  According to STR and the MEB NARSUM, the CI’s pelvic pain is related to symphysis diastasis (separation of pubic bones as in a dislocation of the bones without fracture) during the CI’s pregnancy.  The pain developed after a forceps assisted vaginal delivery in July 1998, complicated by a 4th degree laceration with breakdown of the wound, development of excessive scarring or the perineum with chronic pain in the genital area.  She had persistent painful intercourse and constipation and underwent a revision of the vaginal scar and posterior vaginal area.  She had an uncomplicated recovery with great improvement in symptoms and improvement in pelvic pain and painful intercourse.  She was started on continued vaginal dilator therapy.  

The October 2001 MEB Specialty Care (Pelvic) examination, 7 months prior to separation, noted complaints of pelvic pain.  The GYN consultant noted great improvement with regards to her chronic pelvic pain post-surgical repair April 2001.  Physical examination showed normal female genitalia with a normal appearing perineum and no evidence of disfiguration or scarring.  The vagina was of normal caliber and there was minimal tenderness in the posterior vagina.  The examiner noted the CI’s condition was markedly improved following her reparative surgery in April 2001.  Her condition did not interfere with her work duties. 

The October 2001 MEB NARSUM examination, 7 months prior to separation, noted complaints of regional pelvic pain from unresolved symphysis diastasis.  She underwent GYN reconstructive surgery for trauma during the birthing process.  She reported this helped some of her symptoms but not all.  Physical examination showed severe pain to palpation of the left pubic bone, greater than the right.  The 01 November 2001 MEB NARSUM (Pelvic and Vulvovaginal), 6 months prior to separation, noted complaints of chronic pain daily in the area of the groin and coccyx.  She reported night pain without relief and denied the surgery helped improve her pain.  The left hip would hurt and pain radiated into her left leg.  

The 27 November 2001 MEB NARSUM Addendum on, 6 months prior to separation, noted hip x-rays showed widening and degenerative changes of the pubic symphysis and bone scan showed increased uptake in that area.  The CI reported in a 1 November 2001 Memo to the Commander that pelvic pain was her biggest problem.  During the 12 December 2001 MEB examination (recorded on DD Form 2697), 5 months prior to separation, the CI reported the “pelvic problem” as the only disorder that limited her ability to work in her primary MOS.

At the 07 March 2002 VA Compensation and Pension (C&P) General evaluation, performed 2 months before separation, the CI reported pelvic pain involving the groin and the thigh area on both sides, left greater than right.  She had other gynecological complaints that reflected chronic vulvovaginal pain.  She also reported increasing constipation following a vulvovaginal fistula and repair.  Physical exam showed normal appearing genitalia.  There were no comments regarding the symphysis pubis area.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the pelvic pain condition as part of a total bundle rated 10%, coded 5099-5003.  The VA rated the chronic pelvic pain condition 10%, coded 7624-7611(fistula, rectovaginal-vagina, disease or injury of), based on the VA C&P examination 2 months before separation and citing pain in the pelvic area including the coccyx and sacroiliac area.  

X-rays showed degenerative changes in the symphysis pubic bone and significant pain in the pubic bone upon examination.  The CI repeatedly identified the pelvic pain as her most significant, duty interfering problem.  X-rays showed widening and degenerative changes of the pubic symphysis and bone scan showed increased uptake in that area.  The panel agreed that a 10% rating, but no higher, was justified for pelvic pain, as reported on the NARSUM and VA examinations.  There was no documentation of disability which would provide for a higher rating under that formula.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 10% for the condition, coded 5099-5003.  

Right Shoulder (dominant).  According to STR and the MEB NARSUM, the CI’s right shoulder pain began in December 1999 while performing pushups.  The October 2001 MEB NARSUM examination in approximately, 7 months prior to separation, noted complaints of right shoulder pain.  Physical examination showed tenderness diffusely about the shoulder with mild swelling.  She had tenderness in the myofascial planes of the neck surrounding the shoulder.  The shoulder displayed stable shoulder to load and shift testing and a negative sulcus testing (instability.)  ROM was full passive with pain at the extremes due to tension on the soft tissues.  Symptoms were largely stable over the last 6 months but increased activity made the pain worse.  She reported temporary relief with cortisone injections.  Shoulder x-rays were negative.  Strength was grade V in the upper extremities. 

At the 07 March 2002 VA Compensation and Pension (C&P) General evaluation, performed 2 months before separation, the CI reported the condition did not interfere with her activities of daily living or with her work activities.  Physical exam showed normal ROM without restriction or pain.  There was no muscle atrophy, heat, redness, swelling or effusion.  Sensory perception was normal and power was 5/5 in the upper extremity.   Right shoulder x-rays were normal.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the right shoulder condition as part of a total bundle rated 10%, coded 5099-5003 The VA rated the right shoulder condition NSC, coded 5202 (humerus, other impairment of-), based on the VA C&P examination 2 months before separation, citing an absence of pathology.  The shoulder was profiled and the Commander noted the negative affect that shoulder pain had on performance of duties.  Members agreed the shoulder was reasonably justified as separately unfitting.  The NARSUM exam showed mild swelling and pain at the extremes of motion.  The QTC exam noted a full ROM without pain.  The CI noted no interference in work duties.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 0% for the condition, coded 5099-5003.  

Bilateral Knees.  According to STR and the MEB NARSUM, the CI’s bilateral knee pain began during basic training.  The October 2001 MEB NARSUM examination in approximately, 7 months prior to separation, noted pain in the anterior knees bilaterally although the left was more diffuse with joint line tenderness and pain.  She reported no significant locking or mechanical symptoms but described weakness with stair climbing.  She was unable to squat or bend due to pain.  Symptoms became worse with increased activity.  She was unable to run, jump, or ruck march due to her knees.  .  Symptoms were largely stable over the last 6 months but increased activity made the pain worse.  Physical examination showed crepitance in the patellofemoral joint but otherwise stable ligamentous examination.  There was tenderness diffusely in several areas of the patella bilaterally as well as tenderness along the medial aspect of the tibia consistent with shin splints.  X-rays of the knees showed mild joint space narrowing medially on both sides with no spurring.  Strength was grade V in the lower extremities.  

At the 07 March 2002 VA Compensation and Pension (C&P) General evaluation, performed 2 months before separation, the CI reported pain in both knees especially during cold weather.  The condition did not affect her posture or gait and did not compromise her activities of daily living, walking or running.  Physical exam showed the knees were normal in outline and symmetrical in form and function with no heat, redness, tenderness, or swelling.  There was no muscle atrophy and sensory exam was normal.  There was no evidence of instability and ROM was full without restriction or pain.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the bilateral condition as part of a total bundle rated 10%, coded 5099-5003.  The VA rated the bilateral knee condition, rating the knees as NSC, coded 5003 based on the VA C&P examination 2 months before separation, citing no evidence the claimed condition exists.  Although the CI reported greater pain in the left knee than the right knee, the profile, commander’s statement, NARSUM, MEB and STR evidence did not provide any information which would permit the panel to discriminate the performance limitations attributable to either knee over the other.  She had a history of knee problems unresponsive to conservative treatment.  Since undue speculation would be required to conclude that impairment from either knee would not have unacceptably interfered with MOS performance, members agreed that each knee was reasonably justified as separately unfitting.  

The exams proximate to separation showed neither knee had ligamentous instability or laxity (5257), no history of dislocated meniscus or loose body causing frequent locking with recurrent effusions (5258), or history of surgery to remove a meniscus (5259) to support a rating under the respective codes.  There was no fracture, non-union, or mal union of the femur or tibia of either leg to support consideration under the respective codes for knee impairment related to long bone conditions (5255, 5262).  There was no evidence of painful motion bilaterally with functional loss supporting a 10% rating (based on §4.59, §4.40 and §4.45).  There was therefore no VASRD §4.71a route to a rating higher than 0% under any applicable code.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 0% for the bilateral knee condition, coded 5099-5003.  

Right Wrist.  According to STR and the MEB NARSUM, the CI’s right wrist pain began without trauma in 1999.  A hand surgeon diagnosed ligament damage in the right wrist but did not recommend surgery.  The October 2001 MEB NARSUM examination, 7 months prior to separation, noted complaints of daily right hand and wrist pain, so severe she took narcotic pain medications.  Symptoms were largely stable over the last 6 months but increased activity made the pain worse.  She reported weak grip, drops things and was unable to lift heavy objects.  She denied night pain.  Symptoms were stable for the past 6 months.  She reported some relief with splinting but no significant improvement.  Physical examination showed mild to moderate swelling about the wrist consistent with tendinitis.  Grip strength was weak.  There was no evidence of dorsal or ventral deformity or instability.  The test for carpal tunnel syndrome was negative but there was a positive Finkelstein’s (test for inflammation of the tendon that can cause pain) and tenderness over the first dorsal compartment.  Elbow ROM was full and painless with tenderness about the dorsal forearm and the volar forearm consistent with tendinitis.  X-rays showed mild widening of hand bones with no evidence of arthritis and no evidence of deformity.  

At the 07 March 2002 VA Compensation and Pension (C&P) General evaluation, performed 2 months before separation, the CI reported pain has progressed gradually and was intensified by lifting and writing.  She wore splints on both wrists to provide firmness and relief.  The condition had not interfered with her activities of daily living or with meeting her obligations at work. Physical exam showed normal form and function bilaterally.  There was no heat, redness, tenderness, muscle atrophy or swelling.  Tendon function was normal and sensory perception was normal.  ROM was within in normal limits.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the right wrist condition as part of a total bundle rated 10%, coded 5099-5003.  The VA rated the right wrist condition 0%, coded (5099-5024), based on the VA C&P examination 2 months before separation, citing the condition as mild and therefore not compensable.  The condition had been profiled and the Commander had noted the negative affects the condition had on the performance of duties.  Members agreed the wrist was reasonably justified as separately unfitting.  However, there was no evidence of limited or painful motion to justify a rating higher than 0%, coded 5099-5003.  

The right shoulder; bilateral knee, low back, right wrist and pelvic pain conditions were determined to fail retention standards and were profiled.  Each were reasonably determined to be unfit for service.  However, one condition met criteria for a disability rating of 10%, while the other conditions did not individually meet a disability rating higher than 0%.  Therefore, the panel concluded the combined individual rating did not result in a disability rating greater than the 10% 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 pain of the right shoulder bursitis; bilateral knee, low back, right wrist and pelvic pain conditions.  


BOARD FINDINGS:  In the matter of the right shoulder; bilateral knee, low back, right wrist and pelvic pain conditions and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  There were no other conditions within the panel’s scope of review for consideration.  The panel, 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 20160314, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record









	




AR20170014067, XXXXXXXXXXXXXXXXXXX 




XXXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXXX:


	The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found your separation disability rating and your separation from the Army for disability with severance pay to be accurate.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed), and I accept its recommendation.  I regret to inform you that your application to the DoD PDBR is denied.  

	This decision is final.  Recourse within the Department of Defense or the Department of the Army is exhausted; however, you have the option to seek relief by filing suit in a court of appropriate jurisdiction.

Sincerely,					      
						      					
Enclosure

