





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2016-00716
BRANCH OF SERVICE:  Air Force 	SEPARATION DATE:  20040708


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E6, Information Management Craftsman, medically separated for “fibromyalgia” with a disability rating of 20%.  


CI CONTENTION:  “Please review all conditions.”  The complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The panel’s scope of review is defined in DoDI 6040.44.  It is limited to review of disability ratings assigned 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 or non-compensable.  Any conditions outside the panel’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 panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The panel’s assessment of the PEB rating determination 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(s) at the time of separation.  The panel 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 panel 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 - 20040408
VARD - 20050720
Condition
Code
Rating
Condition
Code
Rating
Exam
Fibromyalgia
5025
20%
Fibromyalgia with Claimed Chronic Fatigue Syndrome, Fatigue, Sleep Disturbances, Myalgia, and Polyarticular Arthralgia
5025
40%
20050504
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  50%


ANALYSIS SUMMARY:  

Fibromyalgia (FM).  According to the service treatment record (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s FM condition began in 1998 with complaints of upper back pain and radiation of the pain into both upper extremities.  Electrodiagnostic studies were negative but she underwent bilateral carpal tunnel release and right ulnar nerve transposition surgeries without relief of her symptoms.  The CI underwent extensive evaluation including X-rays of the hands, neck, hips, knees, and feet; magnetic resonance imaging scans of the brain, cervical thoracic and lumbar spine; bone density studies; and, rheumatologic blood work.  During the course of treatment, the CI’s condition was diagnosed as FM by multiple rheumatologists.  

In the 18 months before separation treatment notes indicated the CI experienced recurrent upper and lower back pain with exacerbations, with a predominance of neck and upper back symptoms.  A 28 January 2003 physical therapy (PT) note indicated the CI had recurrent low back pain with right lower extremity pain, with a current exacerbation graded 7/10.  A primary care visit in May 2003 noted low back pain for two days, graded 3/10.  A 15 December 2003 flight clinic note indicated the CI was experiencing an exacerbation of upper back and neck pain that radiated to the shoulders with a history of good response to electrical stimulation treatment and moist heat.  A 26 February 2004 flight med clinic visit noted upper and lower back pain, graded 3/10.  A 9 March 2004 PT visit for an exacerbation of upper body pain in the neck and upper back noted the CI was well known to the clinic and “usually responds quite well to electrical stim and moist heat.”  

The MEB NARSUM examination noted the CI had a long history of back pain due to FM that had been “refractory to treatment” and had worsened.  She also had a history of migraines headaches and major depression.  Physical examination was unremarkable but limited and did not include a full musculoskeletal examination.  The CI was no apparent distress and full range of motion (ROM) of the neck was noted.  

At an 11 May 2004 rheumatology evaluation, 2 months before separation, the CI reported constant pain in almost all muscles and joints, daily fatigue, and poor sleep not relieved by medication.  Her symptoms were exacerbated by activities, and improved with hot showers.  The CI’s FM medications were a muscle relaxant, an antidepressant and acetaminophen 6 to 8 tablets per day.  The physical examination showed tenderness of the shoulders and elbows, without synovitis and 12/18 myofascial tender points.  An increase in the dose of muscle relaxant before bed and water aerobic exercise was recommended with follow-up in 6 weeks.  

At the 4 May 2005 VA Compensation and Pension (C&P) evaluation, 10 months after separation, the CI reported frequent headaches, a history of depression, and mainly muscle pain, with morning stiffness, diffuse numbness and tingling of both hands and the VA examiner noted that the CI “actually does not have joint pains.”  Medications were a muscle relaxant (Flexeril) and an antidepressant (Prozac).  She reported sometimes she took three muscle relaxant pills at night to get “any relief at all.”  The CI also reported cervical, thoracic, and lumbar back pain.  She noted picking up laundry caused neck pain and driving caused hip pain and indicated that physical conditioning exercises had to be avoided due to pain.  Physical examination showed a normal gait.  There was tenderness of the cervical spine and top three or four thoracic vertebrae.  There was painful motion of the neck.  There was full ROM of the low back.  There was more pain noted in the tender points above the waist and to “lesser degrees of the lower extremity” and “15 of the possible 18 trigger points were positive.”  The CI reported pain to palpation of all joints of the upper and lower extremities and hands and feet.  No limitation of motion of these joints was noted.  Muscle strength was normal and there was no loss of strength with repetition of motion.  Lower extremity reflexes were symmetric.  There was “slight decrease” of sensation of the right lateral leg, left medial leg, and right ulnar nerve distribution.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the FM condition 20%, coded 5025 (fibromyalgia).  The VA rated the FM condition 40%, coded 5025, based on the C&P examination 10 months after separation.  The PEB assigned a 20% rating and therefore the panel reviewed to see if the higher 40% rating was supported at separation.  A 40% rating is warranted for "widespread musculoskeletal pain and tender points… that are constant, or nearly so, and refractory to therapy.”  The MEB NARSUM and rheumatology examinations proximate to separation noted no abnormalities and tenderness limited to the upper extremities, respectively.  Notes in the STR support that in the 18 months before separation the CI experienced waxing and waning pain levels with exacerbations of pain in different regions.  The physical therapist documented that the exacerbations were helped by PT treatments and moist heat.  The MEB examiner characterized the condition as “refractory” to treatment.  However, although FM is not curable as such, the evidence supports that typical symptomatic treatment for FM was helpful in abbreviating exacerbations and ameliorating symptoms.  Additionally, close to separation there was no evidence that the CI was experiencing “widespread pain,” which is defined by VASRD 5025 as “…pain in both the left and right sides of the body, that is both above and below the waist, and that affects both the axial skeleton (i.e., cervical spine, anterior chest, thoracic spine, or low back) and the extremities.”  At the VA examination 10 months after separation, the CI reported that all joints of the upper and lower body were tender to palpation.  The panel noted some inconsistencies in the VA examination between symptoms reported by the CI and findings within the physical examination.  After discussion however, the panel agreed the reliability of the examination was a moot issue and agreed that even conceding the findings of the VA examination, which may have represented a period of exacerbation of the FM symptoms, the probative value of a single examination 10 months after separation was insufficient evidence to recommend a higher rating than 20% at separation.  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 FM condition.  


BOARD FINDINGS:  In the matter of the fibromyalgia condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  There are no other conditions within the panel’s scope of review for consideration.  The panel, therefore, recommends that there be no modification or re-characterization of the CI’s disability and separation determination.  


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20160914, 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

XXXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXXX:

Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2016-00716.

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.  The Board recommended no re-characterization or modification of your separation.

I 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.  I accept their recommendation that your application be denied.

Sincerely,


Attachment:
Record of Proceedings









