





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-00058
BRANCH OF SERVICE:  army 	SEPARATION DATE:  20070501
	

SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was a National Guard E4, Cannon Crewmember, medically separated for “chronic neck pain” and “chronic daily headaches,” rated 10% and 0%, respectively, with a combined disability rating of 10%.  


CI CONTENTION:  Review headache, disc degeneration and shoulder issues.  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 - 20070403
VARD - 20070911
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Neck Pain
5299-5237
10%
Degenerative Disc Disease Cervical
5242
10%
20070615
Chronic Daily Headaches
8199-8100
0%
Migraine Headaches
8100
NSC
20070702
Shoulder Pain
Not Unfitting 
No VA Placement
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  10% 


ANALYSIS SUMMARY:  

Chronic Neck Pain.  According to the service treatment record (STR) and Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s chronic neck pain began in August 2006 after wearing combat protective equipment and carrying a heavy weapon during training.  At the 10 August 2006 primary care clinic (PCC) appointment, the CI reported neck pain that radiated into the infrascapular area for a “long time.”  Examination showed neck pain in the trapezius that was unchanged by bending his head backward, forward, or by turning.  The pain did not radiate, but there was stiffness and tenderness of the posterior infrascapular area.  At the 25 August 2006 PCC appointment, physical examination showed cervical spine lordosis with tenderness to palpation (TTP) and decreased active flexion with pain elicited by bilateral motion.  The trapezius muscle exhibited TTP but there was no muscle spasm, atrophy or weakness noted.  The examiner’s assessment was cervicalgia.  

Magnetic resonance imaging (MRI) of the cervical spine on 12 September 2006 showed multiple levels of disc degeneration and changes at C6-C7 most consistent with a moderately-sized laterally herniated disc on the right.  There was no cord compression, but there was partial right neural foramen (where nerves traverse the vertebral column) compromise at the C6-C7 level.  

During the 13 September 2006 physical therapy (PT) visit, the examiner noted cervical spine TTP at C6-7 with full cervical range of motion (ROM) except for left lateral flexion to 30 degrees (normal 45) and right lateral flexion to 25 degrees, with painful motion.  At the neurology clinic evaluation on 15 September 2006, the neurologist noted neck pain radiating towards both shoulders.  On examination, mental status and cranial nerves were normal.  Strength was normal throughout as were the deep tendon reflexes, sensation, coordination, and gait.  There was mild to moderate neck limitation of motion.  In September 2006, the CI underwent several PT sessions using cervical traction.  

At the pain management clinic on 16 October 2006, the CI complained of neck pain going into his trapezius, but denied any numbness, tingling, weakness or upper extremity symptomology.  The pain intensity was reported as 2-6/10 depending on his activity level.  Upper extremity examination showed strength of 5/5 in all muscle groups and sensation intact to light touch and pinprick.  There was some tenderness over the right cervical paraspinals and ROM was full.  The examiner’s impression was a cervical herniated disc, and he felt the CI would benefit from epidural steroid injections (ESI).  At the follow-up visit on 29 January 2007, he was re-evaluated for cervical radiculopathy.  He had already undergone his second ESI on 19 January and reported good relief from it, although there was still tenderness, especially with strenuous activity.  Examination showed no tenderness or spasm, normal muscle strength, and cervical spine ROM. 

The 28 February 2007 MEB NARSUM examination, 3 months prior to separation, noted CI complaints of chronic, constant, stinging neck pain with an intensity rated at of 3/10 that remained in the medial portion of the neck, and increased to 6/10 when carrying heavy loads.  Physical examination showed mild discomfort with flexion, extension and rotation with mild point tenderness throughout the cervical spine.  The CI was diagnosed with a herniated disc at C6-C7 based on an MRI in September 2006.  Goniometric ROM measurements performed by PT on 6 March 2007, 2 months before separation, were active flexion to 50 degrees (normal 45) and a combined ROM of 260 degrees (normal 340), limited by pain.  

At the 26 June 2007 VA Compensation and Pension (C&P) evaluation, 1 month after separation, the CI reported intermittent cervical spine pain with stiffness and severity rated at 4-6/10.  Physical examination showed a normal gait and posture with no tenderness, crepitus (grinding sensation) or spasm.  Flexion was 45 degrees with a combined ROM of 300 degrees.  There was pain on the sixth repetition of flexion with no weakness, fatigue or lack of endurance.  Upper extremity deep tendon reflexes were absent on the right and 2+ on the left.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the neck condition 10%, analogously coded 5299-5237 (cervical strain).  The VA rated the neck condition 10%, coded 5242 (degenerative arthritis of the spine), based on the C&P evaluation 1 month after separation, citing forward flexion greater than 30 degrees but not greater than 40 degrees; or, combined range of motion of the cervical spine greater than 170 degrees but not greater than 335 degrees.  The panel agreed that a 10% rating, but no higher, was justified for limitation of flexion and combined ROM, as reported on the PT and VA examinations.  There was no muscle spasm or guarding severe enough to result in an abnormal gait or spinal contour, thus the next higher 20% rating was not justified on this basis.  There was no record of intervertebral disc syndrome with incapacitating episodes 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 concluded that there was insufficient cause to recommend a change in the PEB adjudication for the chronic neck pain condition.  

Chronic Daily Headaches.  According to the STR and MEB NARSUM, the CI’s headache condition had been ongoing for years, but was initially reported in June 2006.  At the 30 July 2006 PCC appointment, he reported having headaches for 8 years and taking six to eight aspirin tablets daily to relieve pain.  The headaches occurred daily and were concentrated on the right side.  He was diagnosed with chronic “migraine type” headaches.  A brain MRI on 12 September 2006 showed a right maxillary sinus polyp-like structure, but no evidence of a parenchymal lesion.  Changes in the left maxillary sinus may have represented partial imaging of normal structures; however, a small meningioma-like structure (benign tumor) could not be completely excluded. 

At a neurology evaluation on 15 September 2006, the CI reported chronic headaches.  On examination, mental status and cranial nerves were normal.  There was no drift, and strength and deep tendon reflexes were normal, as were sensation, plantar gross coordination, gait, and station.  The neurologist referenced the 12 September 2006 MRI and assessed the brain was “essentially unremarkable,” but for the question of a small possible meningioma.  An additional MRI was ordered and the CI was prescribed Lyrica (for nerve pain) in an attempt to decrease aspirin use.  The follow-up brain MRI on 21 September 2006 showed orbital contents intact and asymmetry in the lateral aspect of the left maxillary sinus compared to the right. Consideration included a small meningioma or areas of fibrous dysplasia.  The right maxillary sinus polyp was again noted.  The remainder of the study was unremarkable.  A maxillofacial computerized tomography (CT) scan dated 25 September 2006 revealed a mucous retention cyst of the right maxillary antrum, nasal septal deviation to the left, and no acute obstruction.  The cerebral ventricles were normal in size; the septum pellucidum (a double membrane separating the anterior horns of the left and right lateral ventricles) was midline; and visualized gray-white differentiation was within normal range.

At the 23 October 2006 PCC appointment, the CI reported some benefit from using Lyrica.  He no longer woke up with a headache but mid-day had to take aspirin for pain relief.  At the 30 November 2006 neurology visit, the CI reported much improved headaches after an increased Lyrica dosage.   As a result, he only occasionally took aspirin (two tablets at the most).  During the 4 January 2007 neurology follow-up, the examiner noted the CI was “virtually headache free” and reported taking aspirin once during the previous 4-5 weeks.  

The 28 February 2007 MEB NARSUM examination, 3 months prior to separation, noted complaints of headaches.  The CI reported that he recently ran out of Lyrica and was having daily headache recurrence with sharp pain that occasionally radiated to his eye sockets and lasted 10 to 15 minutes.  He rated pain intensity at 8-9/10 and took four to six aspirins for relief.  His headaches worsened with skipped meals or loud noises. Neurological findings were normal. 

At the 2 July 2007 C&P evaluation the CI reported chronic headaches that began nearly 8 years earlier, but had become a daily occurrence in the past 2 years.  He had pain when moving his head at times, as well as some photophobia (light sensitivity) and occasional nausea.  He took aspirin for relief, and was never incapacitated.  Physical examination showed normal tone, bulk and strength in all muscle groups. Cranial nerves II-XII were within normal limits and deep tendon reflexes were symmetrical.  Sensory and cerebellar examinations were normal along with gait and ambulation.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the chronic daily headache condition 0%, coded 8199-8100 (migraine headaches), citing that the headaches were permanently service aggravated secondary to wearing combat equipment, but not prostrating.  The VA rated the headache condition as not service connected or aggravated.  Members considered neurology examination results along with the STR evidence to accurately assess the CI’s overall disability picture IAW VASRD §4.2 at the time of separation.  Review of the record showed no prostrating headaches occurring on average once every 2 months, or more frequently, over the last several months before separation to support a rating higher than the 0% adjudicated by the PEB.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the chronic daily headache condition.  

Contended PEB Condition:  Shoulder Pain.  The panel’s main charge is to assess the fairness of the PEB’s determination that the contended condition was not unfitting.  The contended condition was not profiled, implicated in the commander’s statement nor judged to fail retention standards.  There was no performance-based evidence from the record that the condition significantly interfered with satisfactory duty performance at separation.  After due deliberation, the panel concluded that there was insufficient cause to recommend a change in the PEB fitness determination for the contended condition and so no additional disability rating is recommended.  


BOARD FINDINGS:  In the matter of the chronic neck pain condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  In the matter of the chronic daily headache condition and IAW VASRD §4.124a, the panel unanimously recommends no change in the PEB adjudication.  In the matter of the contended shoulder pain condition, the panel unanimously recommends no change from the PEB determination as not unfitting.  There are no other conditions within the panel’s scope of review for consideration.  Therefore, the panel recommends 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 \@ "YYYYMMDD" 20161208, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record 





AR20180003369, XXXXXXXXXXXXXXXXXX




XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:


	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





	


