





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2014-00519
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20071109


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E3, Basic Trainee, medically separated for “left knee pain,” with a disability rating of 0%.  


CI CONTENTION:  “I have been injured two times and they did not include all injuries.”  The applicant’s complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The Board’s scope of review is defined in DoDI 6040.44.  It is limited 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.  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 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 Veterans Affairs Schedule for Rating Disabilities (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 PEB - 20071011
VARD - 20081010
Condition
Code
Rating
Condition
Code
Rating
Exam
Arthritis, Left Knee
5010
0%
Left Knee DJD, Residual of Tibial Plateau Fracture
5262-5260
10%
20080708
COMBINED RATING:  0%
COMBINED RATING OF ALL VA CONDITIONS:  70%


ANALYSIS SUMMARY:  

Arthritis, Left Knee.  According to service treatment records and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI underwent left knee surgery in February 2007 following a tibial plateau fracture (fx) for open reduction and internal fixation (ORIF) and post-operative X-rays indicated anatomic alignment of the fx.  Despite treatment, the left knee condition could not be adequately rehabilitated to meet the physical requirements of the CI’s Military Occupational Specialty and the CI was referred for an MEB.  The MEB forwarded “chronic left knee pain secondary to tibial plateau fracture” for PEB adjudication.  

 At the MEB examination (recorded on DD Forms 2807 and 2808) dated 6 April 2007, 3 months prior to separation, the CI reported a history of fx of the left tibia and impairment of the left knee with swelling with a plate and eight screws.  At the MEB NARSUM examination, dated 21 June 2007, the CI reported chronic left knee pain secondary to the tibial fx exacerbated with impact activities such as standing or prolonged walking and any attempt at running.  The history noted full weight bearing since March 2007.  The MEB physical examination showed a “mild” antalgic gait; the CI was using a cane.  The surgical incisions were well-healed.  Physical Therapy (PT) ROM measured the same day showed 135 degrees of flexion (normal 140 degrees)/0 degrees of extension (normal 0 degrees).  The CI took medications (Percocet and Tylenol) for pain as needed and continued to attend PT.  The NARSUM physician opined that the severity of the fx and amount of hardware placed in the knee would aggravate the CI’s knee pain if she returned to active duty.  An orthopedic examination dated August 6, 2007, 3 months prior to separation, showed an antalgic gait with use of a cane.  There was slight tenderness to palpitation about the proximal aspect of the surgical hardware.  Knee ROM was reported from 0 to 130 degrees.  Imaging studies demonstrated a healing tibial fx with hardware in place.  The examination at a civilian PT evaluation on 16 May 2008, 6 months after separation, noted an antalgic stance on the left.  There was swelling of the left knee and ROM was hyperextension of 2 degrees and flexion of 125 degrees.  .

At the VA Compensation and Pension (C&P) examination in July 2008, performed 9 months after separation, the CI reported left knee pain with stiffness on flare-ups.  Physical examination showed a limping gait.  There were non-tender surgical scars.  There was tenderness of the knee with non-tender surgical scars.  The ROM was 90 degrees of flexion (with pain first occurring at 90 degrees) and 0 degrees of extension, with painful, limited motion, but no functional loss, weakness or instability.  There was no crepitus and tests for ligamentous instability and meniscus pathology were negative.  Leg strength was 5/5.  Knee X-rays showed mild degenerative arthropathy of the knee with no acute abnormalities of the tibia-fibula.  New patient intake notes dated 15 July 2008 indicated the CI used an assistive device for ambulation and had an impaired gait.  At the VA new patient examination on 17 July 2008 the CI reported frustration with her continued knee pain at the surgical site.  The examination noted no knee swelling and indicated the CI was not using an assistive device for ambulation.  The CI was referred for orthopedic evaluation.  At an orthopedic evaluation for the left knee on 25 August 2008, the examination showed tenderness over the surgical hardware.  There was no effusion or instability noted.  Knee X-rays showed a healed tibial fx.  The orthopedic specialist recommended that the CI might benefit from hardware removal and noted that she would be on crutches for several weeks after surgery and then a cane for a time.  He indicated that it was uncertain whether the pain would be fully relieved because there could be arthritis contributing to the knee pain that was no evident on the imaging.  The CI underwent the procedure to remove the plate and screws from the lateral aspect of the left proximal tibia on 11 Sep 2008.  An orthopedic surgery outpatient visit on 1 November 2008, 12 months after separation, recorded continued pain and an antalgic gait favoring the left leg, with knee ROM of 0 degrees extension and 115 degrees flexion.  Knee X-rays performed 22 December 2008 showed post-surgical changes and degenerative joint changes (lateral joint narrowing).  

The Board directed attention to its rating recommendation based on the above evidence. The PEB assigned a 0% rating under a 5010 code (Traumatic arthritis), citing trauma, substantiated by X-ray findings and knee pain causing gait impairment.  The rating was confirmed by the USAPDA (United States Army Physical Disability Agency).  The VA assigned a 10% rating using an combined code - 5262-5260 code (limitation of knee flexion with impairment of the tibia) for residuals of left tibial plateau fracture based on the VA C&P examination 9 months after separation, citing painful or limited motion of the knee.  There was no limitation of motion that supported a rating under the diagnostic codes for limitation of flexion or extension (5260, 5261).  However, there was evidence of painful motion with radiographic findings supporting a 10% rating utilizing any one of multiple  VASRD coding choices- either 5010 based upon limited motion of a single major joint with imaging evidence of arthritis (the highest rating available with 5010); 5099-5260 (analogous to limitation of leg flexion) for painful motion (based on §4.59, §4.40 and §4.45); or, 5099-5262 (analogous to impairment of the tibia/fibula) for tibia impairment with slight knee disability.  The Board next considered if the evidence provided support for a higher rating under 5262 of 20% for moderate knee disability.  At the MEB NARSUM examination and orthopedic exams before separation, the CI had an antalgic gait and was using a cane.  After separation, outpatient treatment notes and the C&P examination indicated the CI had an antalgic gait and used an assistive device at times and 10 months after separation she underwent a procedure to remove surgical hardware that may have been contributing to her symptoms.  The Board agreed that characterizing the disability of the knee as moderate rather than slight was warranted (based on reasonable doubt) and provided sufficient support for the 20% rating.  The examinations proximate to separation did not provide evidence of disability of the knee that could be characterized as severe for a higher rating under the codes for knee impairment related to long bone conditions (5255, 5262) or ligamentous instability or laxity (5257).  There is therefore no VASRD §4.71a route to a rating higher than the 10/20% adjudicated by the PEB under any applicable code, and no grounds for additional rating based on the presence of instability. After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 20% for the left knee condition, coded 5099-5262  


BOARD FINDINGS:  In the matter of the left knee pain condition, the Board unanimously recommends a disability rating of 20%, coded 5010-5262 IAW VASRD §4.71a.  There were no other conditions within the Board’s scope of review for consideration.  The Board recommends that the CI’s prior determination be modified as follows, effective as of the date of the prior medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Arthritis, Left Knee
5099-5262
20%
COMBINED
20%


The following documentary evidence was considered:



Exhibit A.  DD Form 294, not dated, 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 XXXXXXXXXXXXXXXXXX, AR20160007455 (PD201400519)


1.  I have reviewed the enclosed Department of Defense Physical Disability Board of Review (DoD PDBR) recommendation and record of proceedings pertaining to the subject individual.  Under the authority of Title 10, United States Code, section 1554a, accept the Board’s recommendation to modify the individual’s disability rating to 20% without re-characterization of the individual’s separation.  This decision is final.  

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.   

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:

			     
CF: 
(  ) DoD PDBR
(  ) DVA



