





RECORD OF PROCEEDINGS PHYSICAL DISABILITY BOARD OF REVIEW
NAME:  XXXXXXXXXXXXXXXXXX	CASE: PD-2017-02229
BRANCH OF SERVICE: ARMY	SEPARATION DATE: 20050131


SUMMARY OF CASE: Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E5, Light Wheel Vehicle Mechanic, medically separated for “chronic non-radiating low back pain,” “chronic neck and shoulder pain,” and “chronic dyspnea,” rated 10%, 0% and 0%, respectively, with a combined disability rating of 10%.


CI CONTENTION:  Review of all conditions requested. 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 Medical Evaluation Board (MEB), but determined by the PEB 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. The panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections when appropriate. The panel’s assessment of the PEB rating determination is based on review  of medical records and all available evidence relevant to application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards for 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, which operates 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 disability at the time of separation.


RATING COMPARISON:

SERVICE PEB - 20041206
VARD - 20050901
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Non-Radiating Low Back Pain
5299-5237
10%
Moderate DDD L2-L3 with Sigmoid Lordosis and Kyphosis in the Low Dorsal Spine
5242
10%
20050518
Chronic Neck and Shoulder Pain
5099-5021
0%
Severe DDD C3-T1 with Moderate DDD and Mild Subluxation and Angulation at C3-C4
5242
10%
20050518
Chronic Dyspnea
6603
0%
Chronic Obstructive Pulmonary Disease with Asthma Component
6604
60%
20050518
COMBINED RATING: 10%
COMBINED RATING OF ALL VA CONDITIONS: 70%

ANALYSIS SUMMARY:

Chronic Non-Radiating Low Back Pain (LBP). According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI’s LBP condition began in July 2002 after the CI fell off

a truck landed in a seated position and sustained a compression L2 vertebral fracture. He was treated conservatively. Lumbar spine MRI on 21 Oct 2002 showed a compression deformity of L2 without disc herniation or spinal stenosis. The pain was localized without radiation or neurologic symptoms. At the 2 November 2004 MEB NARSUM examination, 3 months prior to separation, the CI reported constant localized back pain in the L2 area and flares five times per month with increased pain. He did not require an assistive device for ambulation. Physical examination showed a normal gait. Lower extremity strength, sensation and reflexes were normal. The spine was described as straight without scoliosis. There was tenderness of the thoracolumbar spine in mid-lumbar region with mild muscle spasm bilaterally. Thoracolumbar range of motion (ROM) was flexion 90 degrees (normal) and combined ROM of 190 degrees (normal 240).

At the 18 May 2005 VA Compensation and Pension (C&P) examination, 4 months after separation, the CI reported daily LBP with flare-ups five to eight times per month that lasted one hour. He reported pain with back ROM but that he had no days off in the last year due to the back condition. Physical examination showed normal posture and gait. There was no tenderness or muscle spasm. Back ROM was flexion 70 degrees and combined ROM of 210 degrees and there was no additional limitation of motion with repetitive use. Lumbar spine X-rays showed moderate degenerative disc disease (DDD) at L2-3.

The panel directed attention to its rating recommendation based on the above evidence. The PEB rated the LBP condition 10%, analogously coded as 5237 (lumbar spine strain), citing tenderness. The VA also rated the LBP condition 10%, coded 5242 (degenerative arthritis of the spine), based on the C&P examination, citing lumbar spine forward flexion limited to 70 degrees. The panel agreed that a 10% rating, but no higher, was justified for limitation of flexion (greater than 60 degrees but not greater than 85 degrees) and/or combined ROM (greater than 120 degrees but not greater than 235 degrees) as reported on the MEB NARSUM 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 documentation of intervertebral disc syndrome with incapacitating episodes which would provide for a higher rating under that formula. After due deliberation, considering all 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 LBP condition.

Chronic Neck and [Left] Shoulder Pain. The PEB combined the neck and left shoulder conditions under a single disability rating, coded analogously to 5021 (myositis) and rated 0% for pain. This 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 therefore directed at determining if combining conditions under a single rating was justified in lieu of separate ratings. When considering a separate rating for each 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 neck and left shoulder conditions is presented separately, with attendant recommendations regarding separate unfitness, and separate rating if indicated.

According to the STR and MEB NARSUM, the CI’s chronic neck and shoulder pain began in 1994 after heavy lifting. After that time he had multiple bouts of neck and left trapezius and rhomboid muscle pain (trapezius is a large triangular muscle that originates on the occiput and spinous processes from T1-T12 and inserts on the lateral clavicle, acromion, and the scapular spine of the scapula). He was diagnosed with chronic strain and placed on a P2 profile in the summer of 2000 with  physical  limitations  to  run  at  his  own  pace  and  distance.    Despite  his  profile  the  CI
experienced recurrent episodes of pain in the left trapezius and rhomboid region. The MEB NARSUM indicated chronic cervical, trapezius and rhomboid strain impaired the CI’s ability to perform the duties of his military occupational specialty (MOS) or the routine duties of a soldier.

The 24 June 2004 permanent profile listed neck and upper back pain. The commander’s statement dated 13 September 2004 implicated chronic back pain and dyspnea conditions as impairing the CI’s duty performance. At the 2 November 2004 MEB NARSUM examination, 3 months prior to separation, the CI reported aching and pain in the shoulder and neck, localizing the pain to the left C4-T3 region and area of the trapezius and rhomboid muscles. He reported flare-ups one to two times per month with increased pain prompted by overexertion and treated with topical muscle creams. Physical examination showed normal gait and stance. Upper extremity strength, sensation, and reflexes were normal. The spine was straight. There was cervical spine tenderness in the C3-6 paravertebral muscles. Cervical spine ROM was measured on 27 October 2004 by the MEB examiner and flexion was 45 degrees (normal) and combined ROM was 275 degrees (normal 340). Left shoulder ROM was flexion of 165 degrees and abduction of 155 degrees (normal 180 for each), with painful motion noted.

At the C&P examination the CI reported that his neck and left shoulder began to hurt at the same time and it had been considered radicular pain. He reported daily pain rated 2-3/10, with flare- ups once every 3 to 4 months, prompted by lots of activity. He denied repetitive motion caused decreased ROM or pain. Physical examination showed normal posture and gait. There was no tenderness or muscle spasm noted. Cervical spine ROM was flexion of 45 degrees and combined ROM of 340 degrees with no additional limitation of motion with repetitive use. There was full ROM of the left shoulder without discomfort. Cervical spine X-rays showed severe DDD from C3- T1 and mild subluxation and angulation of the spine at C3-4.

The panel first considered if the neck and shoulder conditions having been de-coupled from the combined PEB adjudication each remained separately unfitting as established above. The permanent profile listed neck and upper back pain. The MEB NARSUM indicated a complaint of pain in the shoulder and neck with physical limitations which prevented successful performance of his duties, including inability to work in a crouched position, work over or under vehicles or carry his tools, complete a 2-mile run, or perform push-ups. The commander’s statement and other STR evidence did not provide any information which would permit the panel majority to discriminate the performance limitations attributable to either the neck or the shoulder over the other. Since undue speculation would be required to conclude that impairment due to either condition would not have unacceptably interfered with MOS performance, the panel majority agreed that each of the neck and shoulder conditions was reasonably justified as separately unfitting. The minority member agreed with the PEB’s adjudication of a single unfitting condition characterized as “chronic neck and shoulder pain” and expressed the opinion that unbundling was not warranted.

The panel then directed attention to its rating recommendation based on the above evidence. As noted above, the PEB bundled the chronic neck and shoulder pain and applied a single rating of 0%, analogously coded as 5021 (myositis), citing pain. The VA rated the chronic neck and shoulder pain 10%, coded 5242 (degenerative arthritis of the spine), based on the C&P examination, citing multiple documented complaints of pain associated with the cervical spine. The panel first considered a rating for the neck condition. Although the post-separation VA examination noted full neck ROM without painful motion, tenderness, or muscle spasm, the panel noted the MEB NARSUM and VA examinations were of similar temporal relationship to the date of separation and reasonable doubt was resolved in favor of the CI. Greater probative value was placed on the MEB NARSUM examination for the panel’s rating recommendation at the time of separation. The panel agreed a 10% rating was supported for painful limited neck motion dual- coded 5237-5021 (cervical strain-myositis). A 10% rating coded 5237 was also supported for cervical spine combined ROM (greater than 170 degrees but not greater than 335 degrees)  and
tenderness as reported on the MEB NARSUM examination. 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 therefore no higher than a 10% rating supported with any applicable VASRD code and the panel agreed the 5021 code was the most medically appropriate code for the neck condition. After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 10% for the neck condition, coded 5237-5021.

The panel next considered a rating recommendation for the left shoulder condition. For the same reasons cited above, greater probative value was placed on the MEB NARSUM examination for the shoulder rating recommendation. A 10% rating was likewise supported for painful, limited shoulder ROM, dual-coded 5201-5021 (limitation of arm motion-myositis). The threshold for rating for ROM impairment under 5201 is “at shoulder level” (approximately 90 degrees from the side), and the examinations in evidence demonstrated motion above this level. There was no malunion or recurrent dislocation of the humerus to justify a rating under the 5202 code (humerus, other impairment); and no nonunion with loose movement of the clavicle to warrant the next higher 20% rating under the 5203 code (clavicle or scapula, impairment). There was therefore no higher than a 10% rating supported with any applicable VASRD code and the panel agreed the 5021 code was the most medically appropriate code for the shoulder pain condition. After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 10% for the left shoulder condition, coded 5201-5021.

Chronic Dyspnea. According to the STR and MEB NARSUM, the CI’s dyspnea condition began in approximately 2000. He reported wheezing, dyspnea on exertion (DOE), shortness of breath (SOB), and chest tightness. The CI had a smoking history. He was initially treated with a bronchodilator (BD) inhaler (albuterol). In January 2002 pulmonary function tests (PFTs) were normal and he was prescribed a daily oral bronchodilator medication (Singulair) with moderate control of his symptoms. On 11 June 2002, PFTs showed minimal obstructive defect and the CI was unable to complete exercise PFTs due to coughing. On 12 June 2002, a broncho-challenge (described by the NARSUM as a cold air challenge) showed minimal obstructive defect with a 30% drop in FEV-1 with increasing challenge (positive test), however, the CI was not able to produce PFT results meeting standards. He was eventually prescribed a combination BD and anti- inflammatory inhaled medication (Advair) with improvement noted, but he was still unable to perform aerobic activities.

An asthma outpatient visit on 12 February 2004 noted the CI continued to report wheezing two times per week and use of a rescue inhaler at least once per week on Advair, Singulair, and albuterol. He was advised to stop smoking. A PFT on 22 March 2004 showed forced expiratory volume in one second (FEV1) of 62% predicted normal and an FEV1/forced vital capacity (FVC) ratio of 71% and the assessment was obstructive defect and possible restrictive defect. Chest X- rays were normal. A chest CT scan performed on 28 September 2004 showed mild emphysematous changes predominately at the lung apices. At a 20 October 2004 pulmonary consult, 3 months before separation, current medications included Advair, Singulair, and albuterol, all taken daily. The CI reported car exhaust and forest fires could provoke his respiratory symptoms, but not common allergens. There was a family history of asthma in his brother. The CI was noted to work as a mechanic with exposure to fumes. The pulmonary specialist noted multiple PFTs showed variable FVC from normal to 70% predicted normal. The CI reported continued but decreased smoking. Physical examination showed bilateral wheezes in the lungs with normal cardiac examination. The pulmonary specialist indicated chest CT showed “clear evidence of emphysema bilaterally.” Spirometry showed FEV-1 of 81% predicted normal and FEV-1/FVC of 84%. The pulmonary diagnosis was a combination of emphysema and probable asthma based on the family history and a methacholine challenge test was suggested if it was necessary to validate the degree of hyper-reactivity.     The CI’s current medications were
recommended to be continued with minor alteration in daily dose of Advair. The severity of the CI’s disease was termed “mild” and symptom improvement was considered likely with complete smoking cessation. Avoidance of jobs with exposure to airway irritants was recommended. The 2 November 2004 MEB NARSUM examination, 3 months prior to separation, noted complaints of wheezing, SOB and DOE, aggravated by solvents and fuels, and worsened in a closed garage. The CI reported he was still smoking. Physical examination showed good air movement with wheezes at both lung bases and normal cardiac examination.

At the C&P examination the CI reported he was told he had asthma “with a touch of emphysema.” Medications included Advair, Singulair and albuterol. He had never been to the emergency room for his respiratory symptoms. He reported he was down to four to six cigarettes per day. Physical examination showed bilateral wheezes in the lungs and normal heart examination. Decreased anterior-posterior (A-P) diameter was noted (significant emphysema leads to increased A-P diameter). Chest X-rays showed normal lung inflation and possible pulmonary arterial hypertension (PAH) which means increased pressure in the pulmonary vasculature associated with multiple diseases including chronic lung disease. A PFT showed an FEV-1 of 54% predicted normal and an FEV-1/FVC of 69%, without significant response to bronchodilator medication. In 2006, further testing performed at the VA showed the CI’s heart function was normal and there was no evidence of PAH.

The panel directed attention to its rating recommendation based on the above evidence. The PEB rated the dyspnea condition 0%, coded 6603 (pulmonary emphysema), citing FEV1/FVC of 71 (a VASRD 10% rating) less deduction (10%) for continued tobacco use in spite of documented medical advice to quit smoking. The VA rated the dyspnea condition 60%, coded 6604 (chronic obstructive pulmonary disease), based on the C&P examination, citing FEV-1 of 54% of predicted value as shown on the PFTs at the VA examination. The panel noted the PEB rated the CI’s “chronic dyspnea with tobacco-induced emphysema and some bronchospasm” 10% and applied a 10% deduction for apparent non-compliance with smoking cessation recommendations. While non-compliance with generally acceptable medical standards of care can affect the severity of a ratable condition, once a condition is determined to be unfitting, the panel must rate the condition IAW VASRD guidelines. The VASRD rating criteria for the CI’s dyspnea condition do not incorporate non-compliance as a deduction for rating.

The CI’s wheezing, SOB, and DOE was diagnosed as asthma and mild emphysema by the Service pulmonary specialist. According to VASRD §4.96 (special provisions regarding evaluation of respiratory conditions), ratings under diagnostic codes 6600 through 6817 and 6822 through 6847 will not be combined with each other and a single rating will be assigned under the diagnostic code which reflects the predominant disability with elevation to the next higher evaluation where the severity of the overall disability warrants such elevation. In this case panel members agreed the evidence supports that the CI’s predominate disability was related to his asthma (bronchospasm) condition with wheezing and SOB on exertion or provoked by lung irritants (smoke, car exhaust). Variable FEV-1 values documented in service supported the presence of significant reversible airway disease consistent with bronchospasm/asthma. The emphysema noted on the CT scan was indicated to be mild, with changes mainly at the top of the lungs. Chest X-rays were also normal and did not note significant hyper-aeration (air trapping) consistent with significant emphysema. Panel members therefore considered a rating under 6602 (asthma) and noted that the September 2004 pulmonary examination and the MEB NARSUM and VA examinations all reported a current prescription and use of daily BD and inhaled anti-inflammatory medications. Panel members agreed that the VASRD §4.97 threshold for a 30% rating was reasonably satisfied in this case on the basis of BD and/or inhalational anti- inflammatory medication use. A 60% rating was not justified in the absence of at least monthly visits to a physician for required care of exacerbations, or intermittent (at least three per year) courses of systemic corticosteroids.
Also, there was no PFT evidence to support the next higher 60% rating documented prior to separation. Although the PFT at the VA examination noted a much decreased FEV-1 as compared with the September 2004 PFT, there was no change in the CI’s reported symptoms or medication use documented at the VA examination to corroborate significant worsening of his respiratory symptoms. The panel additionally noted the CI had multiple PFTs performed while in service and none showed such decreased FEV-1 and therefore the panel placed greater probative value on the pre-separation PFT evidence for its rating recommendation; no higher than a 30% rating was supported on this basis. The Service pulmonary specialist described the CI’s respiratory disease as “mild,” lending further support for the panel’s decision not to base its rating recommendation on the worst PFT in the record which was after separation. After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 30% for the dyspnea condition, coded 6603-6602.


BOARD FINDINGS: In the matter of the chronic non-radiating low back pain condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication. In the matter of the neck and shoulder pain condition, the panel recommends that each condition be separately adjudicated as follows: an unfitting neck pain condition coded 5237-5021 and rated 10%, and an unfitting left shoulder pain condition, coded 5201-5021 and rated 10%, both IAW VASRD §4.71a. In the matter of the dyspnea condition, the panel recommends a disability rating of 30% coded 6603-6602 IAW VASRD §4.97. There are no other conditions within the panel’s scope of review for consideration.

The panel recommends the CI’s prior determination be modified as follows; and, that the discharge with severance pay be re-characterized to reflect permanent disability retirement, effective the date of medical separation:


CONDITION
VASRD CODE
PERMANENT RATING
Chronic Non-Radiating Low Back Pain
5299-5237
10%
Chronic Neck Pain
5237-5021
10%
Chronic Shoulder Pain
5201-5021
10%
Chronic Dyspnea
6603-6602
30%

COMBINED
50%


The following documentary evidence was considered:

Exhibit A. DD Form 294, dated 20170302, w/atchs Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record


AR20190007564, XXXXXXXXXXXXXXXXXX



XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX

I accept the recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) to re-characterize your separation as a disability retirement with the combined disability rating of 50% effective the date of your medical separation for disability with severance pay.  Enclosed is a copy of the Board’s recommendation and record of proceedings for your information.

	The re-characterization of your separation as a disability retirement will result in an adjustment to your pay providing retirement pay from the date of your original medical separation minus the amount of severance pay you were previously paid at separation.
 
	The accepted DoD PDBR recommendation has been forwarded to the Army Physical Disability Agency for required correction of records and then to the U.S. Defense Finance and Accounting Service to make the necessary adjustment to your pay and allowances.  These agencies will provide you with official notification by mail as soon as the directed corrections have been made and will provide information on your retirement benefits.  Due to the large number of cases in process, please be advised that it may be several months before you receive notification that the corrections are completed and pay adjusted.  Inquiries concerning your correction of records should be addressed to the U.S. Army Physical Disability Agency, (AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557.

	A copy of this decision has also been provided to the Department of Veterans Affairs.

Sincerely,					      
Enclosure


