





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02772
BRANCH OF SERVICE:  Army	BOARD DATE:  20150708
SEPARATION DATE:  20090223


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an activated Reserve E-5 (Construction Equipment Repairer) medically separated for a left knee condition.  The condition could not be adequately rehabilitated to meet the physical requirements of his Military Occupational Specialty (MOS). He was issued a permanent L3 profile and referred for a Medical Evaluation Board (MEB).  The “chronic left knee pain” was forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  The MEB also identified and forwarded three other conditions (obsessive compulsive disorder, acute adjustment reaction, and headaches) for PEB adjudication.  The Informal PEB (IPEB) adjudicated “arthritis due to trauma, left knee” as unfitting, rated 10%, with likely application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  The IPEB adjudicated the acute adjustment reaction as a condition that is not compensable, although it may be administratively unfitting.  The two remaining conditions (obsessive compulsive disorder and headaches) were determined to be not unfitting and therefore not ratable.  The CI made no appeals and was medically separated.  


CI CONTENTION:  “Please Consider All Conditions” 


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:  

IPEB – Dated 20080520
VA* - (~6 Mos. Pre-Separation)  
Condition
Code
Rating
Condition
Code
Rating
Exam
Arthritis due to Trauma, Left Knee
5010
10%
Degenerative Arthritis, Left Knee
5260-5010
10%
20080818
Obsessive Compulsive Disorder
Not Unfitting
Post-Traumatic Stress Disorder
9411
30%
20080720
Acute Adjustment Reaction
Not Compensable




Headaches
Not Unfitting
Chronic Headaches
8045
NSC
20080818
Other x 0 (Not In Scope)
Other x 6 
RATING:  10%
RATING:  40%
*Derived from VA Rating Decision (VARD) dated 20090120 (most proximate to date of separation [DOS]).  


ANALYSIS SUMMARY:  

Left Knee Condition.  The service treatment record (STR) provided limited primary source material for review.  The MEB narrative summary (NARSUM), dated 8 April 2008, was based on a 27 February 2008 orthopedic consult.  The consult noted that the CI sustained a comminuted fracture consisting of four main fragments and several comminuted fragments of his left patella (knee cap) on 19 June 2007 as a result of a fall from approximately 6 to 8 feet with direct impact onto his left patella.  He underwent open reduction with internal fixation on 26 June 2007 with subsequent arthroscopy and hardware removal on 9 January 2008.  In spite of extensive post-operative physical therapy, the CI had anterior knee pain with most military activities including marching, rucking, and running, was unable to walk for prolonged periods without use of a cane, complained of occasional knee giving out secondary to pain, and was unable to return to full duty.  Orthopedic examination revealed the CI had a normal gait and stance.  The left knee had some mild atrophy in the quad (quadriceps muscle group of the thigh) and full range-of-motion (ROM) with crepitus.  It was stable to varus and valgus stresses and while there was no instability, there were positive patellofemoral provocative maneuvers.  The examiner diagnosed left knee patellofemoral posttraumatic arthritis.  The NARSUM author noted “examination by the Medical Board Evaluation Examiner of the left knee with goniometer show[ed] full passive range of motion and active range of motion, full in flexion to 135 degrees and lacking 10 degrees in extension secondary to pain, more pronounced with gentle resistance. He [the CI] demonstrate[d] no noticeable fatiguing on 3 [three] successive repetitions.”  X-rays of the left knee, dated 9 January 2008, demonstrated removal of hardware with early degenerative changes in the left patella. The NARSUM author indicated that the service member had not worked in his primary MOS since May 2006 and noted that the CI stated his medical condition prevented his performance of duty because he was unable to bend or kneel effectively and had difficulty climbing on-and-off equipment and vehicles. 

On the Report of Medical History (DD Form 2708-1), dated 15 February 2008, the CI wrote that he had a “[b]roken, shattered left patella” and underwent knee surgery to repair the shattered patella and restructure the kneecap;  his left knee was “painful when cold front hits;” his “[l]eft leg gives out when walking sometimes, when turning.”  The examiner recorded on the Report of Medical Examination (DD Form 2808), dated 19 February 2008, “left knee pain good ROM.  Pain at patella.”  A permanent L3 profile was issued on 23 April 2008, which paralleled a permanent 14 February 2008 profile noted by the NARSUM author.  The CI’s limitations included moving with a fighting load, doing 3-5 second rushes under direct and indirect fire, and no 2-mile run or walk.  The commander’s statement, dated 28 April 2008, noted the CI was not performing duties in his MOS and the CI’s medical conditions/limitations affected the unit accomplishing its mission. 

At the VA Compensation and Pension (C&P) examination, dated 18 August 2008 and performed 6 months before separation, the CI reported that as a consequence of the patellar injury and fracture, he developed chronic left knee pain, atrophy of the left lower extremity muscles, and an inability to perform his military vehicle repair duties (inability to climb in and out of vehicles) or run.  He had intermittent, but daily, pain up to a level of 5/10 (10 being the worst pain) brought on by kneeling, bending, climbing the stairs, or running; however, the left knee condition did not impair his activities of daily living.  The CI required ongoing physical therapy exercises and utilized a left knee brace on a daily basis, but no longer required a cane or any other assistive devices for ambulation or analgesics for pain for the left knee condition.  His gait had been altered and he had left knee stiffness without locking, swelling, or instability.  Examination revealed an 11 x 1 cm vertical scar of the left knee that was smooth, level with the surrounding skin, and nontender.  Active and passive ROM testing was performed three times.  Flexion of the left knee was 0-140 degrees with no pain and no instability.  McMurray (to determine meniscus tears) and patellar compression tests were negative. Visible left lower extremity muscle atrophy was present with mid-thigh five cm and mid leg three cm decreased diameters compared to the right; the left lower extremity strength was normal; and the CI was able to walk on balls and heels of feet.  An x-ray series of the left knee, dated 28 August 2009, demonstrated hypertrophic degenerative changes noted to involve the patella/femoral (knee cap/thigh bone) articulation.  Bone proliferative change was noted at the level of the quadriceps insertion on the patella and there was slight relative narrowing of the medial compartment of the knee joint.

The ROM evaluations in evidence which the Board weighed in arriving at its rating recommendation, with documentation of additional ratable criteria, are summarized in the chart below.

Left Knee ROM
(Degrees)
MEB ~12 Mos. Pre-Sep

VA C&P ~6 Mo. Pre-Sep

Flexion (140 Normal)
135
140
Extension (0 Normal)
Lacking 10 degrees secondary to pain
0
Comment
No noticeable fatigue on three repetitions; x-ray demonstrated removal of hardware with early degenerative changes in the left patella
No instability; McMurray and patellar compression tests negative; left lower extremity atrophy
§4.71a Rating
 PEB 10%
VA 10%


The Board directed its attention to its rating recommendation based on the above evidence. The IPEB assigned a 10% rating using code 5010 for arthritis due to trauma of the left knee, while the VA assigned a 10% rating using code 5260-5010 (leg, limitation of flexion-arthritis due to trauma) for degenerative arthritis of the left knee status post open reduction with internal fixation fractured patella and lumbar spine, which was not in the scope of review. The Board sought a route for a higher rating, but in the absence of ankylosis, meniscal removal or dislocation, recurrent subluxation or lateral instability, muscle injury, or additional limitation of motion of either flexion or extension of the left leg, the Board was unable to find a route to a higher rating.  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.

Contended PEB Conditions.  The Board’s main charge is to assess the fairness of whether the PEB’s determination of acute adjustment disorder, obsessive compulsive disorder, and headaches were not unfitting.  The Board’s threshold for countering fitness determinations requires a preponderance of evidence, but remains adherent to the DoDI 6040.44 “fair and equitable” standard. 
Acute Adjustment Reaction and Obsessive Compulsive Disorder (OCD).  On 26 February 2008, the CI was diagnosed with adjustment disorder with mixed emotional features and follow-up was to be as needed. On 6 March 2008, the CI was seen in the Psychiatry Clinic with the chief complaint “I am here to see if I have PTSD.”  The CI was an active reservist, who mobilized twice, and presented with an adequate mood.  He denied anhedonia and anergia.   After his first tour, he drank to deal with combat issues, eventually went through detox, was problem-free since then, and had no personal history of drug use.  He denied anxiety or panic attacks, but admitted to continued, mild irritability.  He was a detail person, who liked everything in order and tended to ruminate and obsess.  He denied hallucinations, delusions, suicidal intent or homicidal intent, or current excessive spending.  He had trouble going to sleep and trouble winding down.   The diagnosis of obsessive compulsive disorder was made and fluoxetine (Prozac, an antidepressant) was prescribed.  Additional diagnoses included adjustment disorder with anxiety, alcohol disorder, and acute stress disorder.  An addendum indicated “Soldier does not appear to have PTSD at this time.”  In follow-up on 24 March 2008, the CI noted “I am doing much better.  I laugh and have a good time now.”  His mood was euthymic and affect was normal.  He was still somewhat irritable but otherwise feeling happier and less stressed.  He was able to sleep all night.

Headaches.  An emergency department note, dated 21 May 2005, indicated the CI sustained a concussion (closed head injury) and a CT scan of the head was negative.  The CI, as a result of a mugging where he was struck on the back of the head, was evaluated, observed, and eventually released from an emergency department on 26 February 2006 after “denying pain anywhere.”  On 5 March 2008, an MRI was performed as part of a traumatic brain injury (TBI) work-up for headache and memory issues based on the CI’s history of exposure to IED blasts.  There were no acute or active intracranial findings (such as bleeding or injury) although several scattered punctate areas within the left frontal cortex were felt most likely were due to volume averaging.  At a psychiatric evaluation on 6 March 2006, the CI indicated no headaches, and at the VA C&P mental health examination he denied recurring headaches.  At the C&P examination on 18 August 2008, the CI stressed to the examiner that “his headache pattern was unchanged from what it has been throughout his lifetime.”   He reported “no new, different, or worsened acute or chronic headaches as a consequence of his traumatic brain injury” and “had no headaches over the past five months.”

The acute adjustment reaction, OCD, and headaches were not profiled or implicated in the commander’s statement and were not judged to fail retention standards.  The aforementioned was reviewed and considered by the Board.   There was no performance based evidence from the record that any of the conditions significantly interfered with satisfactory duty performance proximate to discharge to warrant a finding of unfit.  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 the acute adjustment reaction, which is not a physical disability, the OCD and headache conditions, and so no additional disability ratings are recommended.


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 left knee condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the contended acute adjustment reaction (which is not a physical disability), the OCD and headache 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.  
RECOMMENDATION:  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 20140606, 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  AR20160003168 (PD201402772)


I have reviewed the enclosed Department of Defense Physical Disability Board of
Review (000 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:

CF:
( ) DoD PDBR
( ) DVA

