





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01459
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20090917


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E5, Unit Supply Specialist, medically separated for “bilateral plantar fasciitis,” with a disability rating of 20% (10% for each foot plus a bilateral factor).   


CI CONTENTION:  The condition continues to worsen and negatively impacts daily living.  The CI’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 – 20090603
VARD - 20100121  
Condition
Code
Rating
Condition
Code
Rating
Exam
Bilateral Plantar Fasciitis
5299-5284
20%
Left Plantar Fasciitis and Pes Planus
5284
10%
20091001



Right Plantar Fasciitis, Pes Planus with Right Hallux Valgus
5284
10%
20091001
Adjustment Disorder with Depressed Mood
Not Unfitting
Depression
9434
NSC
20091117
Lumbago

Thoracolumbar Spine Strain
5237
10%
20091001
Bilateral Wrist Pain

Left Carpal Tunnel Syndrome
8599-8515
0%
20091127


Right Carpal Tunnel Syndrome
8599-8515
0%
20091127
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  60%


ANALYSIS SUMMARY:  

Bilateral Foot Condition.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the pes planus condition existed at the enlistment physical, but was characterized as mild and asymptomatic.  Foot symptoms began approximately 6 years prior to referral for MEB.  Podiatry diagnosed the CI with plantar fasciitis (sole connective tissue inflammation) and prescribed orthotics (devices to control/counteract a deformity).  A bone scan revealed stress reactive changes involving the knees, ankles, and feet.  Serial weight bearing foot X-rays demonstrated bilateral pes planus.  Podiatry diagnosed the congenital (inborn physical abnormality or disease) foot deformity of pes planus.  A physical therapy (PT) encounter documented no benefit from calcaneal inversion taping, heel cups, arch support straps, or a controlled ankle motion (CAM) boot.  In the NARSUM, 4 months before separation, the CI complained of constant bilateral plantar and longitudinal arch pain and tenderness.  Pain was rated as 2-9/10 and characterized as equal, dull, throbbing, and burning.  Pain was exacerbated with initial weight bearing, walking barefoot, not wearing custom orthoses, footwear, standing, walking, running, stairs, loadbearing, and activity and relieved by removing footwear, rest, ice, stretching, massage, and elevation.  The CI complained of flare-ups 4 times per week lasting approximately 8 hours.  Painful flares were described as severe burning, ripping, and stabbing with a "sharp glass or nails" character.  The CI failed conservative management with included activity modification, orthotics, casting, CAM boot, PT, and medications.  The bilateral lower extremity examination revealed flat foot deformities, exacerbated by weight bearing, and hallux valgus (bunion) deformities without skin breakdown.  The skin was warm and dry and there was no voluntary guarding.  There was moderate soft tissue swelling and edema (excess tissue fluid swelling) over the plantar and hind foot regions.  There was marked tenderness of the longitudinal arches, plantar fascia calcaneal origins, and plantar medial calcaneal tubercles.  Plantar pain was elicited by dorsiflexion of the toes.  Range of motion (ROM) was measured with a goniometer.  Pain-limited active right ankle ROM was dorsiflexion of 14 (20 normal) and plantarflexion of 42 (45) degrees.  Pain-limited active left ankle ROM was dorsiflexion of 15 (20) and plantarflexion of 40 (45) degrees.  Sensation, pulses, and deep tendon reflexes (DTRs) were normal and pathologic reflexes were absent.  The examiner cited the findings from the X-rays and bone scan.  The diagnosis listed bilateral plantar fasciitis with acquired flat foot deformity.  In the VA Compensation and Pension (C&P) examination, 2 weeks after separation, the CI stated she had “had pain in the heels and arches since basic training.”  She complained of constant 4/10 pain in heels and arches with associated weakness, stiffness, fatigability, and lack of endurance.  The CI denied swelling, heat, redness, instability, giving way, and locking.  She complained of flare-ups to 9/10 pain, 5 times per week, lasting for hours.  Pain was exacerbated by walking and running and relieved by shoe inserts, rest, and medication (Tylenol).  The CI had been treated with special shoes, night braces, and oral steroids, but had had no surgery or injections.  She had not missed work, or had episodes of incapacitation, from this condition in the past 12 months, and it did not impair her job performance.  The physical examination was negative for an antalgic gait.  The bilateral ankle/foot examination revealed pes planus and arch tenderness.  There was no lateral malleolus, medial malleolus, or Achilles tendon tenderness.  There was no edema, ecchymosis (bruising), erythema (redness), calluses, hammer toe, or claw toe.  While there was a hallux valgus deformity (bunion) on the right, there was none on the left.  Active ROM was measured with a goniometer.  Bilateral ankle ROM was dorsiflexion of 20 (20 normal) and plantarflexion of 45 (45 normal) degrees.  There was no further limitation following repetitive ROM (x3), due to pain, fatigue, weakness, lack of endurance, or incoordination.  Strength, sensation, pulses, and DTRs were normal and pathologic reflexes were absent.  The examiner cited the findings from the X-rays and bone scan.  The diagnosis listed bilateral plantar fasciitis/pes planus and right hallux valgus.

The Board directed attention to its rating recommendation based on the above evidence.  As previously elaborated, the Board must first consider whether each foot condition remains separately unfitting, having been de-coupled from a combined PEB adjudication.  The PEB assigned a 20% (10% + 10% = 19% + 1.9% bilateral factor = 20.9% rounded to 20%) rating under an analogous 5284 code (foot injuries, other) citing bilateral plantar fasciitis evaluated as other foot injuries IAW the Table of Analogous Codes, pes planus which was included in this rating, flat foot and bunion deformities, atraumatic onset of foot pain, pain and swelling on bottom of feet, pain increased with impact and weight-bearing, tenderness over heels and arches, issued shoe inserts, and ROM.  The VA assigned a 10% rating for the right foot, and a 10% rating for the left foot, under the 5284 code (foot injuries, other) based on the VA C&P examination 2 weeks after separation.  For the bilateral feet the VA cited moderate symptoms, bilateral plantar fasciitis, bilateral pes planus, right hallux valgus deformity, pain in heels and arches since basic training, constant pain, no weakness, no stiffness, no fatigability, no lack of endurance, relieved by shoe inserts, treated with special shoes, night braces, and oral steroids, but had had no surgery or injections, arch tenderness, no lateral malleolus, medial malleolus, or Achilles tendon tenderness, no edema, no ecchymosis, no erythema, no calluses, no hammer toe, no claw toe, normal pulses and sensation, ROM, and no further limitation following repetitive ROM (x3), due to pain, fatigue, weakness, lack of endurance, or incoordination.  The documented ROM did not support a minimal rating under 5270 (ankle, ankylosis of) or 5271 (ankle, limited motion of).  There was no ankylosis for consideration under 5272 (subastragalar or tarsal joint, ankylosis of) or malunion for consideration under 5273 (os calcis or astragalus, malunion of).  There was no excision of the astragalus for consideration under 5274 (astragalectomy).  A mild (0%) level of impairment under 5276 (flatfoot, acquired) indicates symptoms are relieved with orthotics.  While custom orthotics provided minimal relief for her bilateral pes planus, the impairment was more consistent with the moderate (10%) level under this code.  There was no evidence of marked deformity, accentuated pain on manipulation and use, swelling on use, or characteristic callosities for consideration under the severe bilateral (30%) level.  The proximate examinations documented that strength, sensation, pulses, and DTRs were normal.  There was no weakness for consideration under 5277 (weak foot).  While there was a right hallux valgus deformity, it did not achieve a minimum rating under 5281 (hallux rigidus).  There was no evidence of sensory pathology for consideration under 5279 (metatarsalgia).  There was no deformity for consideration under 5278 (claw foot), 5282 (hammer toe), or 5283 (metatarsal bones malunion/nonunion of).  There is no specific diagnostic code for plantar fasciitis (analogizes to 5020 [synovitis]).  The 5284 code used by the PEB and VA characterize and rate the impairment as slight (0%), moderate (10%), moderately severe (20%) and severe (30%).  Board members agreed that the symptoms more closely approximated the 10% than the 20% level of impairment.  The Board concluded the overall disability picture supported a separate 10% rating for each foot.  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 bilateral foot condition.  

Contended Conditions.  The Board’s main charge is to assess the fairness of the PEB’s determination that the adjustment disorder with depressed mood, lumbago, and bilateral wrist pain conditions were not unfitting.  The adjustment disorder with depressed mood, lumbago, and bilateral wrist pain conditions were not profiled or implicated in the commander’s statement and were not judged to fail retention standards.  All were reviewed and considered by the Board.  There was no performance based evidence from the record that any of these conditions significantly interfered with satisfactory duty performance.  After due deliberation in consideration of the preponderance of the evidence, the Board concluded that there was insufficient cause to recommend a change in the PEB fitness determination for any of the contended conditions and so no additional disability ratings are recommended.


BOARD FINDINGS:  In the matter of the bilateral foot condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the contended adjustment disorder with depressed mood, lumbago, and bilateral wrist pain conditions, the Board unanimously recommends no change from the PEB determinations as not unfitting.  There were no other conditions within the Board’s scope of review for consideration.  The Board, therefore, recommends that there be no re-characterization of the CI’s disability and separation determination.
The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140324, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record



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 XXXXXXXXXXXXXXXXXXXXXXX AR2016001 0350 (PD201401459)


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,
I accept the Board's recommendation and hereby deny the individual's application.
This decision is final. The individual concerned, counsel (if any), and any Members of
Congress who have shown interest in this application have been notified of this decision
by mail.


BY ORDER OF THE SECRETARY OF THE ARMY:

Enclosure

CF:
( ) DoD PDBR
( ) DVA

