





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-00025
BRANCH OF SERVICE:  Army	BOARD DATE:  20150527
SEPARATION DATE:  20070729


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-6 (Infantry) medically separated for chronic low back pain (LBP) and bilateral knee pain.  The condition could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty or satisfy physical fitness standards.  He was issued a permanent L3 profile and referred for a Medical Evaluation Board (MEB).  The orthopedic conditions, characterized as “lumbar intervertebral disk degeneration with lumbago,” left-sided patellar chondromalacia status post patellar,” and “right knee osteoarthritis status post patellofemoral replacement,” was forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  The Informal PEB adjudicated “chronic low back pain secondary to degenerative disc disease with disc space narrowing L4-L5, L5-S1,” “chronic left knee pain due to osteoarthritis, status post chondroplasty” and “chronic right knee pain secondary to osteoarthritis, status post patellofemoral arthroplasty,” as unfitting, rated 10%, 10%, and 0% respectively, with likely application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  The CI appealed to the Formal PEB (FPEB) which affirmed the PEB findings and ratings.  The CI once again appealed and attached a written statement of rebuttal which was considered by the Army PEB and the CI was medically separated.


CI CONTENTION:  “Chronic Lower Back Pain, Lumbar spine and Lumbago, Lumbar Radiculopathy Patellofemoral Syndrome, Both Knees, herniated Lumbar Disc, AND OTHER IM ON SO MUCH PAIN MEDS I CANT FUNTION TO WORK.”


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44, Enclosure 3, paragraph 5.e.(2).  It is limited to those conditions determined by the 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.  Any conditions outside the Board’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/Naval Records.  Furthermore, the Board’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The Board’s assessment of the PEB rating determinations is confined to review of medical records and all available evidence for application of the VASRD standards to the unfitting medical condition at the time of separation.  The Board 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 Board 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 FPEB – Dated 20070622
VA – (14 Mos. Post-Separation)  
Condition
Code
Rating
Condition
Code
Rating
Exam
Low Back Pain
5299-5237
10%
Degenerative Disc Disease, Lumbar Spine and Lumbago
5237
10%
20081117
Left Knee Pain
5003
10%
Patellofemoral Syndrome, Left Knee, s/p Arthroscopy
5257
10%

Right Knee Pain
5003
0%
Patellofemoral Syndrome, Right Knee
5260
10%

Other x 0 (In Scope)
Other x 4
COMBINED:  20%
COMBINED:  40%
Derived from VA Rating Decision (VARD) dated 20081117 (most proximate to date of separation [DOS]).


ANALYSIS SUMMARY:

Low Back Pain Condition.  The service treatment records (STR) document chronic low back pain (LBP) without an explicit history of injury or trauma.  The 2 February 2007 pain management physical exam revealed station and gait were antalgic (assuming a posture or gait to lessen pain).  The thoracic and lumbar spines were midline with normal curvatures.  There was no midline tenderness, paraspinous tenderness, spasm, or trigger points.  There was lateral (L>R) lumbar tenderness and the sacroiliac and facet joints did not move normally.  Straight leg raise tests ([SLR] assess sciatic nerve root compression by a herniated disc) were negative.  Strength was of normal intensity and symmetrical.  Reflexes were normal except for left plantar flexors.  Sensation was altered in the left leg (pinprick absent in a lateral non-anatomical distribution and temperature absent in entire left leg except toes).  The diagnoses listed lumbar degenerative disc disease (DDD), lumbar myelopathy (injury, disease, irritation, or dysfunction of the spinal cord), and left saphenous neuropathy (injury, disease, irritation, or dysfunction of a peripheral nerve).  The 8 February 2007 electrodiagnostic studies suggested a possible mild lumbar myelopathy and a left S1 nerve root injury.  A 12 February 2007 lumbar spine magnetic resonance imaging (MRI) showed DDD with disc herniation and mild bilateral facet degenerative change at L4-5 and L5-S1.  The CI underwent serial lumbar epidural steroid injections (ESIs).  The 26 April 2007 orthopedic surgery follow-up reported “LBP rated 5/10 and ESI which helped for about 3 weeks.”  The lumbar/lumbosacral spine exam showed left paraspinal tenderness to palpation (TTP), mild spasm, and full range-of-motion (ROM).  The SLRs were negative with normal strength (5/5) and reflexes (2+).  The diagnoses listed lumbar intervertebral disc degeneration and lumbago (lumbar back pain).  The 3 months prior to separation narrative summary (NARSUM) by orthopedic surgery recounted the history and treatment to date.  The CI reported “… a long history of low back pain.  He describes the pain as constant and marked.  His aggravating factors are activities.  There are no alleviating factors.  He did have epidural steroid injection which helped for about three weeks.  He describes the pain down the posterior aspect of his left thigh, calf, and ankle.  There is associate numbness in this distribution as well.”  The lumbar spine exam showed no gross deformity.  There was diffuse left-sided paraspinal TTP with mild paraspinal muscle spasm noted.  The SLR and Flexion, Abduction, External Rotation, and Extension ([FABERE] assesses hip and sacroiliac joint pathology) tests were negative.  There was FROM by goniometer.  There was normal strength (5/5) and reflexes (2+).  Sensation was grossly decreased on the right lateral and dorsal foot to light touch.  The diagnosis listed lumbar intervertebral disk degeneration with lumbago.  At the 3 May 2007 pain management encounter, the examiner opined that “… the nerve root injuries and the spinal cord injury were likely one injury in the lower … spinal cord. … the disc problems … could be … causing irritation to injured and damaged nerves. …his altered gait, because of the knee problem, has contributed significantly to his back and leg problem and that there is a direct relationship, especially since the gait disturbance has gone on for so long.”  The diagnoses listed lumbar DDD with myelopathy and lumbar radiculopathy (injury, disease, irritation, or dysfunction of a nerve root).  Consecutive lumbar/lumbosacral spine X-rays showed mild degenerative changes.  The 16 months after separation Compensation and Pension (C&P) exam by orthopedic surgery documented “The veteran began having difficulty with his back during his last active tour around 2006. … pain and stiffness in his back … stabbing pain … radiation … back of his left leg down to  …  ankle … rates his pain as 8/10.”  The CI denied numbness, foot incoordination, or dropfoot.  Exacerbating factors were prolonged sitting and standing and activity (walking, getting up and down a lot).  He did not have significant relief from physical therapy (PT), oral medications, or ESIs.  The CI reported limited to sitting or standing to approximately an half hour secondary to back pain.  Physical exam showed an antalgic gait.  Lumbar spine exam revealed a normal alignment with no abnormal curvature.  There was L1-L3 midline and paraspinal TTP with mild spasms and mild guarding to paraspinal musculature.  The SLR tests were negative.  Motor strength, reflexes, and sensory exam were normal.  The lumbar spine ROMs in degrees were:  flexion 0-90, extension 0-10, bilateral side bending 0-20, and bilateral rotation 0-25.  With repetitive motion testing, the CI maintained his ROM but pain was elicited at 90 degrees of flexion.  There was no fatigue, weakness, lack of endurance, or incoordination.  The diagnosis listed lumbar DDD and lumbago.

The Board directed attention to its rating recommendation based on the above evidence.  A month prior to separation the FPEB rated the LBP condition at 10% (VA code 5299-5237; rating by analogy-lumbosacral strain).  The PEB cited tenderness, mild muscle spasm, full ROM, and no radiculopathy.  The 17 months after separation VARD rated the LBP condition at 10%, coded 5237.  The VARD cited tenderness and a combined limitation of motion.  The ROMs in both proximate exams (MEB and C&P) did not attain a minimum rating based upon the general rating formula for diseases and injuries of the spine.  The CI had lumbar DDD and intermittent radicular symptoms.  Electrodiagnostic studies suggested a mild lumbar myelopathy and radiculopathy.  The exams documented altered left leg sensation (pinprick and temperature) with normal strength and reflexes.  There was no evidence that motor weakness or sensory loss existed to any degree that could be described as functionally impairing.  The MEB and C&P exams supported a 10% rating based upon tenderness, spasm, and painful motion.  There was no muscle spasm or guarding sufficient to cause altered contour or abnormal gait (antalgic gait ascribed to knee pathology) to support consideration of a 20% rating.  Other routes to a rating higher than the PEB’s 10% were considered, but there was no evidence of additional functional loss from repetitive use to warrant application of VASRD §4.45; and no evidence of incapacitating episodes that would justify a minimum rating under the alternative formula for rating intervertebral disc disease.  The Board agreed a 10% rating was supported based on functional loss (§4.40) or painful motion (§4.59).  After due deliberation, considering all of the evidence, and mindful of VASRD §4.3 (reasonable doubt), the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication for the LBP condition.

Left Knee Condition.  The STR documents the CI developed bilateral (L>R) knee pain in 2001 while mounting and dismounting tactical vehicles.  A 2 August 2004 left knee MRI showed chondromalacia (abnormal cartilage softening or degeneration) involving the patella and minimal degenerative changes in the menisci.  The 22 November 2005 orthopedic surgery encounter recorded “He has had bilateral knee pain for approximately four years.  His symptoms began while he was doing work on a tank, and was getting repeatedly up and down in the tank.  He denies any specific history of injury to either knee.”  The diagnosis listed patellofemoral arthrosis (joint degenerative disease) of the bilateral knees.  The CI underwent serial left knee surgeries (11 February 2004 arthroscopic chondroplasty [surgical cartilage repair]; 12 December 2005 arthroscopic chondroplasty and a partial synovectomy [surgical removal of part of the synovial membrane]; 3 April 2006 partial patellectomy [removal of posterior one third patella] with an osteochondral allograft [transplant of cadaver cartilage and bone] surface replacement of the patella; 11 September 2006 chondroplasty, synovectomy, and biopsy with hardware removal).  The 2 February 2007 pain management evaluation reported use of a transcutaneous electrical nerve stimulation (TENS) unit (non-invasive nerve stimulator to reduce acute and chronic pain) on his left knee at night.  Consecutive X-rays of the left knee showed post-operative changes and minimal osteoarthritis.  At the 26 April 2007 orthopedic surgery follow-up the CI reported “feels better after operation but still in constant bilateral 5-7/10 pain.” The left knee was stable, had a well-healed incision, and a moderate effusion.  There was crepitus (grating sound or sensation) and mild retropatellar and medial joint line tenderness.  The ROM was 5-130 degrees and normal strength (5/5) and reflexes (2+) with decreased light touch sensation on the right dorsal foot.  The NARSUM recounted the medical history and interventions to date.  It documented “He continues to have constant and marked pain in the left knee.  However, he does state that it is better than preoperatively. … His alleviating factors are electrostimulation and ice.  Aggravating factors are stairs.  He does wear braces which help somewhat.”  Left knee exam revealed a well-healed incision and moderate-size effusion.  There was mild retropatellar, trochlear, and medial joint line tenderness.  The knee was grossly stable with negative McMurray (assesses integrity of menisci) and Lachman's (assesses integrity of anterior cruciate ligament [ACL]) tests.  There was normal strength (5/5) and reflexes (2+) with grossly decreased light touch sensation on the right lateral and dorsal foot.  The ROM by goniometer was from -5 to 130, which appeared to be limited by mechanical block, most likely from scar tissue.  The condition was listed as stable, the CI had received maximal medical care, and no further treatment was warranted.  The examiner opined that prognosis for further recovery as a civilian was equivocal.  Consecutive X-rays of the left knee showed moderate osteoarthritis and osteopenia.  The C&P exam recounted the medical history and interventions to date.  It documented the CI’s “main complaints are pain, weakness, stiffness, swelling, instability, fatigability of bilateral knees. … significant pain … right worse than left … aching … burning … it lasts all day … rates his pain as 7/10.”  Pain was exacerbated by strenuous activities, stairs, and cold weather and alleviated by hot water.  He denied knee unsteadiness, dislocation, subluxation, flare-ups, or radiation of pain.  The CI used bilateral knee braces but did not use crutches, canes, inserts, or wheelchairs.  Physical exam revealed an antalgic gait.  The bilateral knee exam showed one well healed anteromedial scar on each knee.  There was no limb length discrepancy, abnormal alignment, deformity, crepitus, or change in color.  There was medial patella and joint line tenderness.  Patellar grind (assesses abnormal patellar movement and painful crepitation) and apprehension (apprehension or pain on quadriceps contraction with patella displaced) tests were positive.  Mobilizing the right patella produced a mechanical clunk secondary to the prosthetic patellofemoral joint.  There was no instability by varus/valgus (lateral/medial) stress tests.  There was no evidence of cruciate ligament (drawer and Lachman tests) or meniscus (McMurray test) pathology.  The ROM bilaterally was flexion is 0-140 degrees with no normal hyperextension.  Repetitive motion testing was limited by fatigue, weakness, and pain, with pain the main limiting factor.  There was no incoordination or lack of endurance.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the left knee condition at 10% (VA code 5003; degenerative arthritis).  The PEB cited status post chondroplasty, hardware removal, and lysis of adhesions with pain due to osteoarthritis, pain on ambulation, and limited extension to 5 degrees.  The VARD rated the left knee condition at 10% (5257; knee, other impairment of).  The VARD cited pain on motion.  The MEB and C&P exams did not demonstrate limitation of motion to support a minimum rating under VA codes for limitation of flexion or extension (5260, 5261).  There was no instability, dislocated meniscus, or removed meniscus to support minimum ratings under the respective codes (5257, 5258, 5259).  Board members agreed that there was sufficient evidence of painful motion (§4.59) prior to separation, as well objective exam findings, to support a 10% rating under 5003.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication for the left knee condition.

Right Knee Condition.  The CI reported injuring his right knee in 2001 and the STR documents objective right knee pathology beginning in 2006.  On 13 January 2006, a right knee MRI showed mild chondromalacia, medial meniscus degenerative changes, and a small joint effusion.  The 11 October 2006 arthroscopic photographs revealed extensive erosions of the cartilage of the patella and trochlear groove.  In the 31 October 2006 orthopedic surgery evaluation the CI reported “he injured his right knee in August 2001, when he fell off of a military tank … he has experienced ongoing pain in his right knee since that time.”  He had undergone multiple steroid and Synvisc (synthetic synovial [joint] fluid) injections.  The diagnosis listed trochlear groove chondromalacia.  The CI underwent serial right knee surgeries (11 October 2006 arthroscopic chondroplasty; 11 December 2006 arthroscopic debridement, synovectomy, and chondroplasty; 26 February 2007 patellofemoral arthroplasty [surgical joint repair] with patellofemoral prosthesis replacement).  The 27 February 2007 orthopedic surgery encounter reported the CI slipped and fell on his crutches and suffered a hyperflexion injury.  The 1 March 2007 right knee X-ray reported the patellofemoral arthroplasty looked excellent and the components were stable.  At the 26 April 2007 orthopedic surgery follow-up the CI reported “feels better after operation but still in constant bilateral 5-7/10 pain.” The right knee was stable, had a well healed incision, and a large effusion.  There was no patellar tenderness and full ROM.  There was normal strength (5/5) and reflexes (2+) with decreased light touch sensation on the right dorsal foot.  The 26 April 2007 right knee X-ray showed post-operative changes (metallic device in anterior surface of femur and posterior surface of patella), minimal osteoarthritis, and a joint effusion.  The NARSUM recounted the medical history and interventions to date.  It documented “He continues to have constant and marked pain in the right knee … however, better than preoperatively. … His alleviating factors are electrostimulation and ice.  Aggravating factors are stairs.  He does wear braces which help somewhat.”  Right knee exam revealed a well-healed incision and a large effusion.  There was no point tenderness and the knee was grossly stable.  There was normal strength (5/5) and reflexes (2+) with grossly decreased light touch sensation on the right lateral and dorsal foot.  The ROM by goniometer was full.  Successive PT exams showed interval improvement of right knee ROM as follows: flexion increasing from 110 to 118 to 126 degrees and extension from -8 to -6 to -5 degrees.  Consecutive X-rays of the right knee showed postoperative changes (hemiarthroplasty), moderate osteoarthritis, and osteopenia.  The C&P exam and ROM findings for the right knee are listed above under the left knee condition.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the right knee condition at 0% (VA code 5003; degenerative arthritis).  The PEB cited status post patellofemoral arthroplasty with pain due to osteoarthritis, pain on ambulation, and no loss of joint motion or instability.  The VARD rated the right knee condition at 10% (5260; leg, limitation of flexion of).  The VARD cited pain on motion.  The MEB and C&P exams did not demonstrate limitation of motion to support a minimum rating under VA codes for limitation of flexion or extension (5260, 5261).  There was no instability, dislocated meniscus, or removed meniscus to support minimum ratings under the respective codes (5257, 5258, 5259).  Board members agreed that there was sufficient evidence of painful motion (§4.59) prior to separation, as well as objective exam findings, to support a 10% rating under 5003.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the right knee condition (5003).


BOARD FINDINGS:  IAW DoDI 6040.44, provisions of DoD or Military Department regulations or guidelines relied upon by the PEB will not be considered by the Board to the extent they were inconsistent with the VASRD in effect at the time of the adjudication.  The Board did not surmise from the record or PEB ruling in this case that any prerogatives outside the VASRD were exercised.  In the matter of the LBP and left knee conditions and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the right knee condition, the Board unanimously recommends a disability rating of 10%, coded 5003 IAW VASRD §4.71a.  There were no other conditions within the Board’s scope of review for consideration.


RECOMMENDATION:  The Board recommends that the CI’s prior determination be modified as follows; and, that the discharge with severance pay be recharacterized to reflect permanent disability retirement, effective as of the date of his prior medical separation:

UNFITTING CONDITION
VASRD CODE
RATING
Low back pain condition
5299-5237
10%
Left knee condition
5003
10%
Right knee condition
5003
10%
COMBINED
30%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20131219, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record










SAMR-RB									


MEMORANDUM FOR Commander, US Army Physical Disability Agency 
(AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557


SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation 
for XXXXXXXXXXXXXXXXXXXX, AR20150014187 (PD201400025)


1.  Under the authority of Title 10, United States Code, section 1554(a), I approve the enclosed recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) pertaining to the individual named in the subject line above to recharacterize the individual’s separation as a permanent disability retirement with the combined disability rating of 30% effective the date of the individual’s original medical separation for disability with severance pay.  

2.  I direct that all the Department of the Army records of the individual concerned be corrected accordingly no later than 120 days from the date of this memorandum:

	a.  Providing a correction to the individual’s separation document showing that the individual was separated by reason of permanent disability retirement effective the date of the original medical separation for disability with severance pay.

	b.  Providing orders showing that the individual was retired with permanent disability effective the date of the original medical separation for disability with severance pay.

	c.  Adjusting pay and allowances accordingly.  Pay and allowance adjustment will account for recoupment of severance pay, and payment of permanent retired pay at 30% effective the date of the original medical separation for disability with severance pay.

	d.  Affording the individual the opportunity to elect Survivor Benefit Plan (SBP) and medical TRICARE retiree options.








3.  I request that a copy of the corrections and any related correspondence be provided to the individual concerned, counsel (if any), any Members of Congress who have shown interest, and to the Army Review Boards Agency with a copy of this memorandum without enclosures.

BY ORDER OF THE SECRETARY OF THE ARMY:




Encl						     
						
CF: 
(  ) DoD PDBR
(  ) DVA


