





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-04425
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20080927


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E4, Chemical, Biological, Radiological, and Nuclear Specialist, medically separated for “Scheuermann's kyphosis” with a disability rating of 20%.  


CI CONTENTION:  “Found by the VA to be 100% disabled due to unemployability.”  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 - 20080716
VARD - 20090519
Condition
Code
Rating
Condition
Code
Rating
Exam
Scheuermann's Kyphosis
5299-5242
20%
Mid and Lower Back Strain with MRI Consistent with Thoracic Kyphosis or Scheuermann's Disease
5237
20%
20081215
Headaches
Not Unfitting
Migraine Headaches as Residual of Traumatic Brain Injury
8045-9304
10%
20081215
Left Knee Pain
Not Unfitting
Lt Knee Strain w/Patellofemoral Syndrome
5299-5261
10%
20081215
Right Shoulder Pain
Not Unfitting
Right Shoulder Strain
5201
20%
20081215
Hyperlipidemia
Not Unfitting
No VA Placement
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  70%


ANALYSIS SUMMARY:  

Scheuermann's Kyphosis.  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI’s low back condition began in July 2006 during a 20-mile ruck march.  At mile 17 he began to have severe back pain and spasm and had to stop.  He was treated with muscle relaxers and anti-inflammatory medication and otherwise was able to do his duties.  The pain continued to get worse, especially with running and lifting activities.  X-rays dated 14 September 2007 showed exaggerated kyphosis (forward curvature of the spine) on the lateral view as well as changes/fractures through the lower thoracic spine around T9 through T12.  A cursory measurement showed the kyphosis was greater than 60 degrees.  An MRI of the thoracic spine dated 10 October 2007 showed loss of vertebral height from T6 through T9, anterior spondylosis (degeneration) at the same levels, small Schmorl’s nodes (protrusion of soft tissue into adjacent vertebrae) at T6-T7 and T7-8, and no neural foraminal or central canal compromise.  The constellation of findings of small Schmorl’s nodes and compression fractures from T6 through T9 suggested Scheuermann’s disease (juvenile osteochondrosis-developmental curvature of the thoracic spine) as the possible etiology of the CI’s kyphosis.  

A bone scan dated 25 October 2007 showed mild heterogeneity at the mid and lower thoracic vertebrae, but there was no evidence of compression fracture or scoliosis.  At an orthopedic evaluation on 9 November 2007 there was no spasm of the paraspinal muscles but tenderness of the spine from T3 to T10 with kyphosis.  The examiner’s assessment was juvenile osteochondrosis of the spine and kyphosis (acquired).  An orthopedic note dated 26 February 2008 indicated the CI reported constant pain 4/10 up to 9/10.  Limitations in activity and medications did not change his symptoms, which increased with firing a weapon and ruck marching.  The CI had a trial of a P2 profile however, a P3 profile was recommended for marked kyphosis.   No surgical intervention was indicated.  

The 11 March 2008 MEB NARSUM examination, 6 months prior to separation, noted complaints of constant 7/10 pain in the mid back region.  The CI reported it was worse in the morning and with activities such as prolonged running, standing, and walking and was exacerbated two to three times a day even with simple activities of daily living like moving around.  It improved with rest, stretching exercises, and anti-inflammatory medications as well as Ultram (tramadol).  He complained of decreased range of motion (ROM) during his exacerbations, but had no weakness, numbness, or tingling.  Physical examination showed tenderness over the bilateral thoracic paraspinal muscles between T4 and T8 and a prominent T6 spinous process.  The spine showed no significant kyphosis at that level, and there was no tenderness of the rest of the spinous processes.  Neurologic evaluation of the lower extremities was unremarkable and his gait was normal. 

The CI had a second orthopedic opinion for his back pain on 9 June 2008.  On examination he had increased thoracic kyphosis, a normal gait, and an unremarkable neurologic evaluation.  The examiner opined the condition was preexisting to his military carrier, but the back pain was directly related to his current activity levels.  Darvocet (propoxyphene, a narcotic, and acetaminophen, a pain reliever) was prescribed for his pain and surgery was considered as an option if his pain was unable to be controlled.  

During the 7 April 2008 MEB examination (recorded on DD Forms 2807-1 and 2808), 5 months prior to separation, the CI reported back pain.  Physical examination revealed thoracic kyphosis, tenderness to palpitation of the paraspinal muscles from T4-T9, range of motion (ROM) limited by pain with decreased flexion, extension, lateral flexion, rotation, and a normal gait.  During a follow-up MEB NARSUM addendum examination on 28 June 2008, 3 months prior to separation, the CI complained of increasing back pain in the thoracic area since he came in the military.  He had between 90 and 100 degrees of thoracic kyphosis as measured on his X-ray evaluation and significant degenerative change.  The CI also had significant degenerative changes in his thoracic spine.  He was previously recommended for surgery, but the CI did not undergo surgical intervention because it would not return him to full duty.  

The CI had a physical medicine consultation on 14 November 2008 where he reported increasing upper mid back pain.  He was referred to an orthopedic surgeon for possible spinal fusion and stretching exercises were reviewed.  An MRI dated 15 November 2008 demonstrated wide angle kyphotic appearance to the midthoracic spine extending from T5 to T10 with mild anterior wedge compressions of uncertain etiology, more so with T8, T9, and T10.  In the lumbar spine changes in the disc space of L4-L5 were associated with mild small posterior central disc bulging and bilateral neural foraminal level narrowing, more so on the right.  A note dated 1 December 2008 indicated the CI’s imaging studies were reviewed and there was no surgical indication.  

At the 15 December 2008 VA Compensation and Pension (C&P) examination, 3 months after separation, the CI reported chronic mid back pain for 2 years.  Physical examination showed his thoracic spine had some kyphosis and fair ROM with discomfort in the thoracic spine.  The examiner’s final assessment was Scheuermann's disease, chronic mid back pain with kyphosis of the thoracic spine.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the low back condition 20%, analogously coded 5299-5242 (degenerative arthritis of the spine), citing Scheuermann's kyphosis with increased back pain and abnormal spinal contour.  The VA rated the low back condition 20%, coded 5237 (lumbosacral strain), based on the C&P examination, citing analysis of the evidence of record as a whole, including MRI results, reports of pain during ROM testing, and demonstrated limitation of motion during flare-ups.  It found the disability picture more nearly approximated the criteria required for 20 percent evaluation.  

The panel concluded there was no evidence to support a rating higher than that adjudicated by the PEB.  The panel agreed that a 20% rating, but no higher, was justified for spinal contour, kyphosis, as reported on the MEB and VA examinations since there was neither favorable ankylosis nor unfavorable ankylosis of the entire thoracolumbar spine.  There was no evidence of intervertebral disc syndrome which resulted in incapacitating episodes requiring physician-prescribed bed rest to warrant consideration of rating under the alternate VASRD formula for that condition.  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 low back condition. 

Contended PEB Conditions:  Headaches, Left Knee Pain, Hyperlipidemia, and Right Shoulder Pain.  
The panel’s main charge is to assess the fairness of the PEB determination that the contended conditions were not unfitting.  None of the conditions were profiled or implicated explicitly in the commander’s statement and they did not fail retention standards.  Furthermore, hyperlipidemia is not a physical disability.  There was no performance-based evidence from the record that any of the conditions significantly interfered with satisfactory duty performance at separation.  After due deliberation, the panel concluded there was insufficient cause to recommend a change in the PEB fitness determination for any of the contended conditions, so no additional disability ratings are recommended.  


BOARD FINDINGS:  In the matter of the low back condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the contended headaches, left knee pain, hyperlipidemia, and right shoulder pain contended conditions, the panel recommends no change from the PEB determinations 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:




AR20190005775, 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.


