





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2017-02957
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20061113


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E2, Automated Logistical Specialist, medically separated from the Temporary Disability Retired List (TDRL) for “neuralgic amyotrophy” and “undifferentiated somatoform disorder,” rated 0% each, with a combined disability rating of 0%.


CI CONTENTION:  “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 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 - 20061102
VARD - 20061122
Condition
Code
Rating
Condition
Code
Rating
Exam
Neuralgic Amyotrophy (Right Shoulder)
8099-8018
0%
Neuralgic Amyotrophy
8599-8710
40%
20061006
Undifferentiated Somatoform Disorder
9423
0%
No VA Placement
COMBINED RATING:  0%
COMBINED RATING OF ALL VA CONDITIONS:  40%


ANALYSIS SUMMARY:  

Neuralgic Amyotrophy.  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI’s neuralgic amyotrophy (NA) of the dominant right shoulder began in September 2003 (CI entered active duty on 3 September 2003).  Neuralgic amyotrophy (also known as brachial neuritis) is a disorder of the peripheral nervous system with a classic presentation characterized by the sudden onset of extreme upper extremity (UE) pain which improves over a short period of time (weeks), followed by rapid multifocal pareses, with muscle weakness and atrophy and a gradual recovery in months to years.  The CI reported the onset of pain of the right UE (RUE) following physical training at the end of September 2003, followed approximately a week later by weakness.  The history also noted the CI had received the usual immunizations given to active duty candidates in mid-September.  Electrodiagnostic studies (EMG/NCV) were performed on 4 November 2003.  Physical examination on the day of the EMG/NCV showed winging of the right scapula (causes include long thoracic nerve injury and/or muscle weakness) and normal sensation and reflexes.  The EMG/NCV was abnormal and showed weakness through the right shoulder stabilizers, including the deltoid, biceps, triceps, and especially the serratus anterior muscles (assist in forward and upward arm motions), as well as the brachioradialis (forearm) and first dorsal interosseous muscles (fingers).  The testing was inconclusive regarding the cause of the weakness.  An MRI of the shoulder performed on 17 December 2003 was normal except for a subtle finding of increased fluid around the rotator cuff.  MRI of the brachial plexus on 18 December 2003 was normal.  

At a neurological follow-up on 23 January 2004 the CI reported the sudden onset of weakness 4 months earlier with inability to move the right arm at all.  She had gradually regained movement at the elbow and in the fingers and she could write for a brief time and hold light objects.  Numbness of the RUE had improved over time.  The neurologist indicated the CI may have had post-vaccination brachial plexitis which was in the recovery phase given the normal findings of UE reflexes, and indicated continued improvement in strength may occur but it was not possible to predict the final outcome.  Cervical myelopathy and a central lesion were ruled out with normal MRI of the C-spine and brain.  The CI reported return of right shoulder pain and numbness in late March 2004 and was evaluated by a second neurologist on 5 April 2004.  A family history of multiple sclerosis (MS) in the CI’s mother was noted.  On physical examination there was decreased sensation to pain and temperature sensation of the entire right arm below the mid-humerus as well as decreased position sense.  There was decreased coordination of the RUE noted with finger to nose testing.  Reflexes of all extremities were normal and symmetric.  There was decreased strength of shoulder flexion and abduction graded 2/5 (moves with gravity eliminated), with normal or mildly decreased strength of the distal RUE and hand.  The second neurologist diagnosed the CI with neuralgic amyotrophy of the right shoulder, recurrent.  The CI was treated with Neurontin (medication for nerve related pain).  The examiner noted the disorder was usually self-limiting, but indicated a MEB was necessary given the recurrence.  The CI was separated and placed on TDRL on 1 October 2004 for dominant right shoulder weakness, with a rating of 40%, dual coded 8099-8018-5304 (analogous to multiple sclerosis-muscle group IV injury).  The PEB noted that the condition was rated under muscle injuries criteria and that the analogous code was for rating purposes and not a diagnosis.  

Electrodiagnostic studies were performed on 24 May 2005, 8 months after TDRL placement and 18 months before TDRL removal.  The physical examination on the day of the test showed deltoid strength graded 3-/5 (weak movement against gravity); triceps, biceps, wrist extension, interossei, and grip strength graded 3/5; with mild atrophy of the deltoid.  Reflexes and sensation to light touch were normal.  The EMG/NCV was reported as normal with no evidence of radiculopathy or brachial plexopathy.  However, the report noted that the deltoid, serratus anterior, supraspinatus, and upper and mid cervical muscles did not activate upon stimulation and there was no comment on these findings in the report.  

At the 7 February 2006 TDRL neurological examination, approximately 16 months after TDRL placement and 8 months prior to TDRL removal, the CI reported daily shoulder pain.  She was not taking any medication for the pain and was no longer in physical therapy.  She was able to drive, work as a babysitter, perform activities of daily living (ADLs), and care for her home, including cooking, and she reported occasional use of assistive devices for note taking at school.  Physical examination showed decreased sensation to light touch over multiple peripheral nerves and decreased sensation to temperature over the right arm.  The examiner noted there was no muscle atrophy.  Strength of the deltoid, triceps, and biceps was graded 1-2/5 (grade 1/5 – visible or palpable muscle contraction, no movement at the joint; 2/5 is movement with gravity eliminated) with strength greater than 3/5 (moves against gravity-moves against some resistance) distally and in the hand.  After encouragement the examiner noted some variability in strength testing - biceps strength improved to 5/5 (normal) and distal RUE strength improved as well, but triceps and deltoid strength remained graded 1-2/5.  Due to the variability noted in repeated strength testing and the electrodiagnostic study performed on 24 May 2005, 8 months earlier, the TDRL examiner noted there seemed to be a disconnect between the clinical examination and severe functional limitations which made it difficult to judge the CI’s functional status, and he raised the possibility of a conversion reaction, functional exam, or pain limited function.  

A second TDRL neurological examination on 8 September 2006, 2 months prior to TDRL removal, noted complaints of persistent RUE weakness for three years, with occasional pain in the right arm/armpit.  The examiner noted more than one electrodiagnostic study had been done in the past and he reviewed “one of EMG/NCS.”  The CI was still in school.  She was not taking any medication and was not seeing a neurologist for care on a regular basis.  Physical examination showed normal finger to nose, heel to shin, and rapid alternating hand movements bilaterally (coordination tests).  Right upper extremity strength in the deltoid was graded 1/5, biceps 3/5, and triceps 3/5 with distal strength of 3/5.  There was normal muscle tone without any atrophy noted.  The neurologist indicated he was perplexed by the CI’s continued weakness despite the normal EMG (except for “submaximal effort in the maximum effort testing in EMG”) and no muscle atrophy with normal sensation and reflexes noted in the examination.  He recommended continuance on TDRL “due to significant weakness in her right arm/hand.”

The CI was referred for a mental health (MH) evaluation for a somatic symptom disorder which took place after the VA Compensation and Pension (C&P) examination below.  At the 6 October 2006 C&P examination, 1 month before removal from the TDRL, the CI reported RUE weakness with pain on a daily basis, graded 3/10.  The pain was aching, squeezing, cramping, and sharp.  It was increased with activity and relieved by heat and rest.  She reported improved strength in the arm and wrist, but she continued to have no strength in the shoulder muscles of the upper arm.  She reported poor grip, she could not write for long periods of time, lift her arm up, carry more than five pounds, or “extend her arm out all the way.”  Physical examination showed the CI could not actively move the right shoulder (0 degrees of flexion, abduction, internal or external rotation), but passive ROM was full, “indicative of no problem with the joint itself.”  Elbow and wrist ROM was normal.  Strength of the deltoid was noted to be decreased; the examiner stated the CI was “unable to move the arm using the deltoid muscle.”  Strength was “maintained” in the biceps and triceps as well as flexors and extensors of the wrist, but was not graded.  Reflexes and sensation of the RUE were normal.  The VA examiner noted the diagnosis of neuralgic amyotrophy was based on history, but that it was “clear that [the CI] had muscle weakness in that arm most significantly in the shoulder muscles.”  He recommended further evaluation by a neurologist if the VA needed more information.  

At the MH examination by a military psychologist on 18 October 2006, the only scale elevated on psychologic testing (MMPI-2) was the hypomania scale.  The examiner commented that the CI was probably hyperactive and tended to drive herself excessively and overextend herself.  The mental status examination (MSE) was normal and the global assessment of functioning (GAF) was 85 (absent or minimal symptoms on this scale, good functioning in all areas).  The Axis I diagnosis was undifferentiated somatoform disorder as evidenced by limited ability to move the right shoulder due to NA and this limited ability to move right shoulder is in excess of physical examination and findings.  The psychologist indicated the CI was not fit for duty and her prognosis for becoming fit for duty was extremely poor.  For more detailed information regarding this MH examination see below under undifferentiated somatoform disorder.  

The panel directed attention to its rating recommendation at TDRL removal based on the above evidence.  The PEB rated neuralgic amyotrophy 0%, coded 8099-8018 (analogous to multiple sclerosis), citing no objective neurologic defect and strength testing produced variable results with strong encouragement.  The VA rated the neuralgic amyotrophy of the right arm 40%, coded 8599-8710 (analogous to neuralgia upper radicular group), based on the C&P examination, citing incomplete paralysis of shoulder and elbow movements, which is moderate.  

The CI was diagnosed with neuralgic amyotrophy (also known as brachial neuritis), which was defined above.  There are two types of NA – idiopathic NA and hereditary NA, a genetic disorder.  In this case, it seems possible the CI had hereditary NA, given her mother was diagnosed with MS, a condition with similar symptoms as NA.  The PEB reflected this family medical history knowledge by rating with the 8099-8018 code at both TDRL placement and TDRL removal.  In the case of idiopathic NA, the etiology is unknown, but it may be an autoimmune response.  Antecedent events (for either type) that have been noted include immunization, infection, strenuous exercise, surgery, and pregnancy.  The clinical onset of NA is the same regardless of whether HNA or INA.  In this case there was winging of the scapula as is often present.  NA can be difficult to diagnose due to the patchiness of the distribution of the motor and sensory symptoms, which do not always overlap.  Although idiopathic NA is considered a self-limited condition, there may be recurrent attacks and residual symptoms may persist for years after the onset.  

The CI reported persistent inability to fully use the RUE at both TDRL neurological examinations and the VA C&P examination.  The panel finds little evidence to support the contention that the CI never had NA, the onset of her symptoms being referred to as “classic” in the TDRL placement NARSUM and supported by physical examination at all the treatment visits in the STR and the abnormal initial EMG/NCV.  The first TDRL neurologist noted the May 2005 EMG results and variable strength with repeat testing of the biceps and distal RUE muscles, and questioned if currently there was a functional component to the CI’s examination.  The second TDRL neurologist was also “perplexed” by the CI’s weakness, with no muscle atrophy and normal sensation and reflexes on the same examination.  This led to the CI being referred for MH evaluation for a somatic symptoms disorder (see below).  

The panel noted that at the time of the second EMG/NCV, the CI’s function was not explained by the results.  However, many of the most critical muscles were noted only as did not activate, with no opinion provided by the electrophysiologist as to why that was observed.  A repeat of the EMG/NCV studies prior to TDRL removal or a repeat MRI of the shoulder (to look for signs of replacement of muscle by fat) may have clarified the situation, but there is no evidence in record that either was done or even considered, although the C&P examiner did recommend a neurology examination if further information was needed.  

In the panel’s opinion, the interpretation of an EMG/NCV during the TDRL period does not negate the medical record of 12 months duration before TDRL placement.  No physician or physical therapist questioned the validity of the physical examinations prior to the CI’s placement on TDRL, including two neurological assessments.  Therefore, the panel does not conclude from the evidence that the CI had a MH disorder at the time of TDRL placement and no other medical diagnosis.  Importantly, as noted above, not all residual musculoskeletal disability from NA has to be related to a persistently abnormal EMG.  It is possible that three years out the CI may have benefitted from expert physical rehabilitation by therapists with knowledge and experience with the disorder.  Also, regarding the MH evaluation, the panel doubts the MH diagnosis made at TDRL evaluation, but notes it does not preclude the presence of disability due to NA, only states that the limitations were in excess of physical examinations and findings.  

This leaves the panel with the challenge to reconcile the various pieces of evidence regarding the CI’s disability due to the NA at the time of TDRL removal.  Based on the examinations proximate to TDRL removal, the panel concluded that proximal RUE strength was reduced, but distal strength (strength below the shoulder) was normal at time of TDRL removal.  Next the panel reviewed for corroborating evidence of proximal muscle strength graded 1 or 2/5.  An important, consistent clinical observation at both TDRL neuro examinations was the absence of muscle atrophy, and the C&P examination did not address atrophy.  There would be muscle atrophy present if there was no use or severely restricted use of the shoulder continuously since 2003, no matter what the cause (even disuse alone), and its absence suggests greater use of the RUE.  Second, at the TDRL neurology examination in September 2006 the examiner documented that finger to nose testing was normal bilaterally.  Finger to nose testing, which is a test of coordination, is performed by the patient reaching their finger (with outstretched arm) to the examiner’s finger and moving it to their nose repeatedly while the examiner moves his finger around in space.  It is difficult to see how that test could be conducted without the CI flexing, abducting, and internally and externally rotating her right shoulder to repetitively move her finger between the examiner’s finger and her nose.  Such movement seems at odds with the strength grading of the RUE muscles of 1-3/5 at that exam and even more difficult to reconcile with the comment that the CI was unable to move the shoulder at all (no flexion, abduction, internal or external rotation) at the C&P examination.  Also, the accuracy of rapid movements would likely be reduced due to such severe RUE weakness, especially with repetition (abnormal ability to perform these movements on the right was noted at an examination prior to TDRL placement).  Third, at the first TDRL examination the CI reported no problem with ADLs or routine daily activities, including driving, and only occasional use of an assistive device for notes in lieu of writing.  The panel concluded that the observed use of the arm and functional capabilities reported by the CI were inconsistent with muscle strength graded 1-2/5.  Based on the serial examinations the CI had not been in treatment or taking any medication for pain for at least 9 months before TDRL removal.  No electrodiagnostic testing was performed at the time of TDRL removal, and it is not clear to the panel what may have been the outcome of repeat testing.  Therefore, members thought there was over reliance on the EMG/NVC results 18 months earlier to conclude no neuralgic impairment at TDRL removal.  Additionally, as noted, some of the impairment due to NA was due to the chronic pain and sequelae of poor muscular coordination.  Therefore, the panel considered an analogous rating coded 8599-8510 (analogous to incomplete paralysis of the upper radicular group).  

The panel deliberated at length between a 20% rating for mild incomplete paralysis and a 40% rating for moderate incomplete paralysis.  Functionally, the CI reported she could not lift her arm up, but she could perform ADLs and routine daily activities as reviewed above.  Although members did not doubt the NA diagnosis or the presence of residual disability, the panel considered the CI’s functional abilities and there was a consensus for a 20% rating recommendation.  The CI’s residual disability was not characterized as moderate by the panel largely based on the absence of objective muscle atrophy to support lack of strength, as well normal reflexes and sensation noted at the second TDRL neurology and C&P examinations, which were consistent with continued recovery.  After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 20% for the NA condition at the time of TDRL removal, coded 8599-8510.  

Undifferentiated Somatoform Disorder.  According to the STR and the TDRL MH examination, the question of the presence of a conversion disorder arose at the time of the TDRL re-evaluation.  The CI was placed on TDRL on 1 October 2004, and there was no consideration of a psychological or psychiatric basis of the CI’s RUE symptoms at the time of TDRL placement.  The first TDRL neurological evaluation noted that an EMG/NCV in 2005 had been normal (although as noted above there were some unanswered questions left by the reporting of that electrodiagnostic study.)  Because there was some variability of the CI’s strength testing, mainly in distal muscles, not proximal RUE muscles, the examiner questioned the reliability of the examination results.  The CI underwent a MH examination as a result.  

At the 18 October 2006 TDRL MH examination, 1 month prior to separation, the CI reported her father was in the Marines and the family had moved frequently.  Her parents divorced when she was age 10.  She reported a history of sexual abuse throughout her childhood, adolescence, and in her marriage.  She reported being sexually abused by a friend of her brother’s at age 9, by a male babysitter between ages 9 and 11, and by a friend of her father’s at age 14.  This last was reported but nothing happened to the alleged perpetrator because it was a “he said, she said” situation.  The police did send her to counseling at the time.  She reported being sexually abused by a boyfriend at age 16, which was not reported, and she also reported that she married a soldier who was sexually and emotionally abusive, from whom she was divorced in April 2006.  She had been able to move beyond the abuse due to counseling and a close connection to her church.  She described herself as happy and friendly.  The MH examiner indicated that testing scores did not reflect the CI was experiencing any substantial emotional problems.  

At the time of the examination, the CI was working on a degree in social work.  She reported a few friends in a new state where she had moved to get away from her ex-husband.  She had a close relationship with her father, but an up and down relationship with her mother.  The CI noted her mother had a genetic medical condition of nail patella syndrome (genetic disorder with small poorly developed nails and kneecaps, but may affect many other areas of the body), but the family was not sure how much was in her mother’s head since she was a “hypochondriac.”  

As noted above, testing with MMPI-2 showed only elevation on the hypomania scale.  The mental status examination was normal and the GAF was 85.  An Axis I diagnosis of undifferentiated somatoform disorder was rendered and the psychologist indicated the CI was not fit for duty and prognosis for the future was poor.  The examiner made no recommendations regarding MH treatment.  The PEB requested additional information and asked whether the undifferentiated somatoform disorder was present at the time of the CI’s original MEB and if so, did it fail retention standards.  The psychologist replied yes to both questions.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB adjudicated the undifferentiated somatoform disorder as present and unfit at the time of TDRL placement and unfit and stable at TDRL removal, and assigned a 0% rating coded 9423 (undifferentiated somatoform disorder), citing minimal industrial impairment.  The panel doubted the validity of the MH diagnosis given to the CI at the time of TDRL removal based on one evaluation.  However, IAW DoDI 6040.44, the panel may not recommend a change in the PEB’s determination that the MH condition was unfitting.  The panel agreed there was no evidence of occupational and social impairment and a 0% rating IAW VASRD §4.130 was appropriate.  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 undifferentiated somatoform disorder at the time of TDRL removal.


BOARD FINDINGS:  In the matter of the neuralgic amyotrophy condition, the panel recommends a disability rating of 20%, coded 8599-8510 IAW VASRD §4.124a.  In the matter of the undifferentiated somatoform disorder and IAW VASRD §4.130, the panel recommends no change in the PEB adjudication.  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, effective the date of medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Neuralgic Amyotrophy
8599-8510
20%
Undifferentiated Somatoform Disorder
9423
0%
COMBINED
20%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20170423, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record 



AR20190011849, 


Dear XXXXXXXXXXXXXXXXXX:

The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found that your disability rating should be modified but not to the degree that would justify changing your separation for disability with severance pay to a permanent retirement with disability.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed) and I accept its recommendation.  This will not result in any change to your separation document or the amount of severance pay.  A copy of this decision will be filed with your Physical Evaluation Board records.  I regret that the facts of the case did not provide you with the outcome you may have desired.
  
	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. 

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










