





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02161
BRANCH OF SERVICE:  Army	                        SEPARATION DATE:  20080727


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty O3, Social Worker, medically separated for “right foot limitation of motion and pain,” with a 10% disability rating.  


CI CONTENTION:  “I want all MEB/PEB conditions considered.”  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 - 20080327
VARD - 20080919  
Condition
Code
Rating
Condition
Code
Rating
Exam
Limitation of Motion and Pain of the Right Foot Following Removal of 
Tibial Sesamoid
5299-5279
10%
Status Post Tibial Sesamoidectomy Right Foot along with Bunion and Hallux Valgus…
5280-5284
10%
20080430



Surgical Scar, Right Foot
7802
0%
20080430
RATING:  10%
RATING:  30%


ANALYSIS SUMMARY:  

Limitation of Motion and Pain of the Right Foot.  The service treatment records and the Medical Evaluation Board (MEB) narrative summary (NARSUM) dated 13 March 2008 indicated the CI started having problems with her right foot while deployed in June or July of 2005. There was no history of trauma.  An X-ray series of the right foot dated 1 May 2006 showed a mild hallux valgus (bunion) deformity.  In August 2006 there was tenderness at the medial sesamoid and with dorsiflexion of the hallux (big toe).  The diagnosis of sesamoiditis was made.  Conservative treatment consisting of local injection, limited activity, Cam walker, and anti-inflammatories did not relieve the CI’s symptoms.  The right tibial sesamoid was surgically removed (medial sesamoidectomy) on 10 October 2006.  Post-operative X-rays revealed status post sesamoidectomy of the medial aspect of the sesamoid bone next to the distal end of the first metatarsal.  Post-operatively there was swelling and pain on the side and the bottom of the right big toe, which was described as an aching nature on the bottom and more of a throbbing nature on the side.  In December 2006, X-rays demonstrated mild degenerative changes and some irregularity of the cortex that may have indicated a small nondisplaced fracture.  Correlation with clinical findings was recommended.  Pain was constant at 3/10 (10 being the worst pain) and with increased activity the pain increased to 5/10.  Arch supports use was reviewed in February 2007.  The CI still had foot pain and joint pain of the right 1st MTP joint with a possible contusion or incision nerve entrapment in the plantar medial aspect of the right foot.  As activity increased the CI had more pain and stiffness and a nonsteroidal anti-inflammatory drug (NSAID) was prescribed. 

A permanent L3 profile was issued on 18 December 2007 for a painful left foot with limitations of no 2-mile run, pushups, and road marching as well as moving with a fighting load or doing rushes under direct and indirect fire.  At the MEB examination dated 21 December 2007, the CI reported her sesamoid bone was removed and was unable to put pressure on the upper part of the foot. Additionally, she noted limited shoe wear and an orthotic for her shoe; and her “big toe was w/o [without] severe pain.” The MEB physical examiner checked normal for lower extremities and feet under clinical evaluation on DD Form 2808, Report of Medical Examination, but noted chronic left foot pain in the summary of defects and diagnoses.  The commander’s statement dated 3 January 2008 indicated the CI was incapable of reasonably performing her duties as a social worker, which required prolonged standing and traveling by foot to different locations or in a combat environment due to her painful left foot.  X-rays on the right foot in February 2008 demonstrated mild first MTP joint degenerative changes.  

The NARSUM examiner in March 2008 noted there was no popping, grinding or locking noted of the big toe, but the CI had numbness on the bottom of the big toe and muscle cramps in the foot.  Pain occurred in regular shoe gear as well as in boots and sneakers.  Examination of the right leg and ankle were normal.  The right foot demonstrated tenderness to palpation along the plantar medial and plantar aspects of the first metatarsal head, the first MTP joint, and the proximal aspect of the right hallux.  Foot ROM was normal.  However, first MTP joint motion was decreased actively with dorsiflexion on the right 60 degrees while dorsiflexion on the left was 80 degrees, plantar flexion on the right is 25 degrees while on the left it was 30 degrees. There was no swelling, erythema, induration, abnormal warmth, nodules, exostosis or masses of the right foot; and there was no deformity noted other than a very mild hallux abductovalgus with a bunion deformity.  There was no pain elicited on range of motion of the foot.  Motor examination demonstrated no muscular dysfunction, however, there was some numbness noted on the plantar and medial aspect of the right hallux.  There was no abnormal turgor, color, pigmentation, moisture, temperature, or skin lesions of the foot.  The CI had chronic pain, right foot 15 months following removal of a tibial sesamoid of the right foot and also developed a mild bunion deformity; and the final diagnoses were soft tissue pain, hallux abductovalgus with bunion deformity, and numbness, right hallux.

At the VA Compensation and Pension (C&P) examination dated 30 April 2008, performed approximately 3 months before separation, the CI reported localized, constant pain in the right foot for 2 years, which she described as burning, aching, sharp, cramping and pulling, throbbing, shooting, pulsating and electric with the worst pain severity of 4-8/10 (10 being the worst pain).  Pressure on or contact with the great toe caused severe pain.  Treatment consisted of Feldene (piroxicam, a nonsteroidal anti-inflammatory drug (NSAID)), Darvocet (propoxyphene, a narcotic and acetaminophen, a pain reliever), and Percocet (oxycodone, a narcotic and acetaminophen, a pain reliever).  Examination of the right foot revealed tenderness, but did not reveal painful motion, edema, disturbed circulation, weakness and atrophy of the musculature.  There was active motion in the metatarsophalangeal joint of the right great toe.  Her gait was antalgic favoring the right foot with a hyperextended great toe and bearing weight on the lateral plantar aspect of the foot.  Pes planus, pes cavus, hammer toes, and metatarsalgia were not present.  Hallux valgus of the right foot was present; the degree of angulation was moderate with no resection of the metatarsal head present. Hallux rigidus was not present. The CI had limitations with standing and walking; she was able to stand 15-30 minutes; however, she did not require any type of support with her shoes.

The Board directed its attention to its rating recommendation based on the above evidence.  The PEB assigned a 10% rating using code 5299-5279 (metatarsalgia, anterior (Morton's disease), unilateral, or bilateral) for limitation of motion and pain of the right foot following removal of her tibial sesamoid.  The VA assigned a 10% rating using code 5280-5284 (hallux valgus, unilateral-foot injuries, other) for status post tibial sesamoidectomy right foot with bunion and hallux valgus and assigned a 0% rating using code 7802 (burn scar(s) or scar(s) due to other causes, not of the head, face, or neck, that are superficial and nonlinear) for a surgical scar of the right foot, which is not in the scope of review.  A 10% rating can also be achieved using analogous code 5099-5003, which offers no additional benefit to the CI.  The Board sought a route to a higher rating and considered use of code 5284.  A moderately severe foot injury rated 20% was discussed as an option; however, the Board members considered whether the condition rose to that level since pain was limited to the great toe and MTP joint and there was a slight limitation of motion of the great toe; however, functionally walking was limited according to the commander’s statement. To separately consider ratings for the hallux abductovalgus with bunion deformity and/or numbness of the right hallux not only do not rise to separately unfitting conditions, but to consider either or both of them as such would invoke VASRD §4.14 (avoidance of pyramiding), which is to be avoided.  However, the use of code 5284 does capture aspects of each since the numbness occurred post-operatively.  Therefore, after examining other coding options for the foot, the Board was unable to find any other route to a higher rating.  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 limitation of motion and pain of the right foot condition.  


BOARD FINDINGS:  In the matter of the limitation of motion and pain of the right foot condition, the Board unanimously recommends a disability rating of 20%, coded 5284 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 her prior medical separation:  

CONDITION
VASRD CODE
RATING
Limitation of Motion and Pain of the Right Foot
5284
20%
RATING
20%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140428, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record




AR20160008538, XXXXXXXXXXXXXXXXXXX



Dear XXXXXXXXXXXXXXXXXXX:
 

 

The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your applicatlon 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.

 

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

Sincerely,






XXXXXXXXXXXXXXXXXXX
Deputy Assistant Secretary of the Army

Enclosure



		

