





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02874
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20081110  


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty, E5, Motor Transport Operator, medically separated for “complex regional pain syndrome, left hand”, with a disability rating of 20%.


CI CONTENTION:  “Please consider all conditions.” 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 - 20080725
VARD – YYYYMMDD
Condition
Code
Rating
Condition
Code
Rating
Exam
Complex Regional Pain Syndrome, Left Hand
8799-8714
20%
Reflex Sympathetic Dystrophy, Left 
8514
20%
20081204



Amputation, Distal Left Thumb
5152
0%
20081204



Amputation, Distal Left Long Finger
5154
0%
20081204
Acute Reaction to Stress
Not Unfitting
Post-Traumatic Stress Disorder with Associated Complications of Depression and Insomnia
9411
30%
20081204
Sensorineural Hearing Loss Right Ear
Not Unfitting 
Hearing Loss, Bilateral
6100
NSC
20081204
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  70%


ANALYSIS SUMMARY:  

Complex Regional Pain Syndrome, Left Hand.  According to service treatment records, the Medical Evaluation Board (MEB) consultation dated 2 April 2008, and the MEB narrative summary (NARSUM) dated 2 June 2008, the CI’s condition began in July 2007 after sustaining a blast injury to his left hand after lighting a firecracker with a short fuse that resulted in partial amputations of the middle finger distal phalanx and the distal phalanx at the thumb tip.  The CI subsequently had revision surgeries to include flap coverages of the digits.  Occupational therapy (OT) evaluation in October 2007 revealed healed wounds of the left thumb, index finger and middle finger with altered nailbeds of the thumb and middle finger.  OT treatment in both October and December 2007 noted the CI’s right hand was dominant.  However, the CI was refractive to medication including gabapentin (for nerve pain), occupational therapy, and stellate ganglion blocks (anesthetic injections in the area of the sympathetic nerve tissue of the neck).  X-rays of the left hand in March 2008 showed healing amputations of the tips of the thumb and long finger through the mid shaft of the distal phalanges.  There was also injury to the terminal tuft of the index finger with a small separate bony fragment.  At the OT clinic in April 2008 there was a decreased grip strength of the left hand of 73 pounds versus 113 pounds on the right and the CI was able to lift 58.9 pounds with his left hand.  Reflexes in the upper extremities were 2+ and equal bilaterally.  The CI was able to make a fist and oppose the left thumb to all digits.  Orthopedic examination in April 2008 revealed well-healed soft tissue coverage over the thumb and well-healed surgical incisions with a small area of residual nail bed tuft.  The entire radial aspect of the hand and the radial three digits were hyperemic (suffused with blood) with decreased temperature in comparison to the contralateral hand.  There was slightly delayed capillary refill that was just over 2 seconds and both the radial and ulnar pulses were palpable.  There was residual flexion at the interphalangeal joint of the thumb and diffuse localized tenderness to palpation of the thumb and the rest of the fingers.  The middle finger had a small nail deformity that was tender.  There was minimal residual motion at the distal interphalangeal (IP) joint and full ROM of the mid IP and metacarpophalangeal joints.  The orthopedic surgeon diagnosed the CI’s condition as status post blast injury with revision amputation of middle finger and partial amputation of thumb with Moberg flap and what appeared to be reflex sympathetic dystrophy.  The NARSUM examiner in June 2008 noted that the left hand showed full active range of motion (ROM) of all digits with partial amputation of the distal left thumb and middle finger.  There was pain, weakness, lack of endurance and fatigue with repetition.  The thumb was dusky in color with decreased temperature.  Sensation was intact to light touch in all digits.  X-rays of the left hand in March 2009 showed healing amputations of the thumb and long finger through the distal phalanges and there was an injury to the terminal tuft of the index finger with a small separate bony fragment.  The CI’s left hand pain was located in the entire palmar aspect of the left hand and was more intense at the distal aspects of the thumb and middle finger.  Pain was constant and varied from a pressure sensation to “getting the hand caught in a door.”  Symptoms increased with cold weather and with extended use of the hand.  Medications were of no help and further surgery was not indicated or recommended.

The commander’s statement dated 26 February 2008 indicated the CI suffered from a left hand injury that plagued his military career.  He was unable perform his duties as heavy wheeled vehicle operator, which were physically demanding and included loading and unloading cargo, performing proper maintenance checks, and wearing heavy IBA individual body armor, but he did perform administrative duties admirably.  At the MEB examination (recorded on DD Forms 2807 and 2808) in March 2008, 8 months prior to separation, the CI reported he lost part of the left thumb and middle finger due to a blast injury and felt his left hand was impaired due to chronic severe pain that returned on exposure to cold and repetition or after treatment.  Physical examination revealed full ROM of the left hand/digits and partial amputation of the distal left thumb and middle finger distal phalanx.  The thumb had a dusky color and decreased temperature.   Sensation was intact to light touch and there was a slight decreased grip strength on the left.  The CI was able to make a fist and oppose the left thumb to all digits.  

The MEB dated 12 June 2008 referred to CI to the PEB for status post blast injury with revision amputation of middle finger and partial amputation of the thumb with Moberg flap with development of what appeared to be reflex sympathetic dystrophy.  A permanent U3 profile was issued on 24 June 2008 for left hand pain, status post partial amputation with limitations of all physical fitness testing and all functional military activities.  Additional restrictions included no firing of his assigned weapon, no strenuous or prolonged use of the left hand, no lifting greater than 50 pounds, no pushups, and no sit-ups, but the CI could run at his own pace up to ½ mile and may due alternate physical fitness testing.  Additionally, the CI was unable to put on chemical defense equipment, rucksack or body armor.

At the VA Compensation and Pension (C&P) examination dated 4 December 2008, performed 1 month after separation, the CI reported mild tingling of the palm off and on daily and mild pressure-like feeling of his thumb not related to activity.  On examination the left hand showed normal dexterity and strength without tenderness or swelling.  All finger tips reached the middle crease of the palm bilaterally.  There was a partial amputation of both the thumb and middle fingers (tip of the distal phalanx) with preservation of the fingernail of the middle finger.  The movements of those fingers were normal and asymptomatic.    

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 20% rating using code 8799-8714 (neuralgia of the musculospiral nerve (radial nerve), mild) for complex regional pain syndrome (CRPS), left (dominant) hand as a result of an injury by holding an exploding firecracker, which caused a partial traumatic amputation at the tips of his thumb and long finger at the proximal nail bed level.  The VA also assigned a 20% rating using code 8514 (incomplete paralysis of the musculospiral nerve (radial nerve), mild or moderate) for reflex sympathetic dystrophy left hand (also claimed as left hand condition associated with partial amputation of middle finger and thumb, left (non-dominant).   The VA additionally assigned a 0% rating using code 5152 (thumb, amputation at the distal joint or through the distal phalanx) for amputation, distal left thumb (non-dominant) and a 0% rating using code 5154 (long finger, amputation without metacarpal resection, at proximal interphalangeal joint or proximal thereto) for amputation, distal left long finger (non-dominant).  The Board examined the ratings rendered by the PEB and the VA and noted that each assigned a 20% rating, albeit the PEB indicated the left hand was dominant in contradistinction to occupational therapy findings whereas the VA determined the left hand was non-dominant.  The Board concluded that the rating at least for the PEB was mild, but the VA rating could have reflected either mild or moderate disability.  Nevertheless, the Board determined that the CI’s disability at the time of separation did not rise to a severe level of impairment of the radial nerve.

The Board additionally noted the PEB did not provide ratings for the amputations of the thumb and middle (long) fingers, which were the basis of the MEB’s referral to the PEB as well as the notation of the amputations in the disability description of the PEB Proceedings.  Furthermore, the Board determined the amputations with their attendant limitations and continuous pain related thereto are not only unfitting and were the source for the development of the CRPS, but they warrant independent ratings.  Ratings of 20% using code 5152 (thumb amputation through the distal phalanx) and 0% using code 5154 (long finger amputation at proximal interphalangeal joint or proximal thereto) are reasonable and appropriate in view of diminished grip strength as well as an inability to perform the duties of his MOS that require driving large trucks (two hands on the wheel) and heavy lifting.  However, while the combination of the rating for CRPS and the amputations are not violative of pyramiding IAW VASRD §4.14, which is to be avoided, the amputation rule IAW VASRD §4.68 precludes a rating that exceeds the rating for the amputation at the elective level were the amputation to be performed, which is 20% for the distal phalanx of the thumb.  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 complex regional syndrome pain condition.  

Contended PEB Conditions-Acute Reaction to Stress and Sensorineural Hearing Loss Right Ear.  The acute reaction to stress and sensorineural hearing loss right ear were not profiled or implicated in the commander’s statement and were not judged to fail retention standards.   

Acute Reaction to Stress.  A psychiatry MEB consultation dated 2 May 2008 indicated the CI reported combat exposures and suffered with acute anxiety, hypervigilance to his environment, emotional numbing and autonomic instability when deployed.  However, he was functional in the deployed environment and did not seek mental health care in theater.  At home he had ongoing marital discord and increased anxiety related to memories of combat.  He had psychotherapy and was prescribed medications to address the acute post combat traumatic anxiety symptoms and was engaged only briefly with mental healthcare seeing psychiatry "once or twice."  At the time of the consultation he was free of psychiatric complaints or symptoms and was happily married, albeit stressed when his son had to undergo surgery for a congenital condition, and had situational anxiety related to his physical injuries, loss of occupation, and pending loss of military career for which he would occasionally take Klonopin (clonazepam to treat the anxiety).  During the mental status examination the CI was alert and oriented to person, place, time and circumstances and was calm, cooperative and interactive.  Mood was described as “I’m O.K.” with a mood–congruent, euthymic affect with a limited range of reactivity.  He had no delusions, hallucinations or evidence of psychosis and denied suicidal or homicidal thoughts.  The Axis I diagnosis was acute reaction to stress, resolved and the Global Assessment of Functioning (GAF) score was 71-80 (some mild symptoms, but generally functioning pretty well).  In July and August 2008 the CI underwent biofeedback training to help warm his left hand and to decrease the pain.  Initial VA evaluation for post-traumatic stress disorder (PTSD) on 4 December 2008 indicated the CI did not meet the DSM-IV criteria for a diagnosis of PTSD; however, the Axis I diagnosis was deferred and the GAF was 62 (some mild symptoms).  With the results of psychological testing on available on 12 December 2008, PTSD was diagnosed and the GAF was 61 (some mild symptoms), but there was no reduced reliability and production due to PTSD; however, there was an occasional decrease in work efficiency, but generally satisfactory functioning.

Sensorineural Hearing Loss Right Ear.  A note dated 16 February 2007 indicated the CI underwent comprehensive audiometry, which indicated unilateral mild high frequency sensorineural hearing loss on the right ear (AD), while the left was normal.  An H1 profile was issued along with combat ear plugs and instructions on how to use and order them.  Brainstem auditory evoked responses and tympanometry were normal; therefore, retrocochlear dysfunction was not suspected.  A perforation of the left tympanic membrane was evaluated in July 2007 and had resolved by the time of that examination.  An audiogram in September 2007 revealed right mild to moderate high frequency sensorineural hearing loss with excellent word recognition bilaterally.  The CI was not a candidate for hearing aids.  Magnetic resonance imaging (MRI) of the internal auditory canals to rule out retrocochlear involvement was unremarkable.  Follow-up audiologic testing again confirmed mild high frequency hearing loss of the right ear, normal middle ear function, and excellent word recognition bilaterally.  Hearing levels were consistent with an H-1 profile and hearing conservation was continued. 

The aforementioned was reviewed and considered by the Board.  There was no performance-based evidence from the record that either of the conditions significantly interfered with satisfactory duty performance at separation.  After due deliberation, and 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 either of the contended conditions and so no additional disability ratings are recommended.  


BOARD FINDINGS:  In the matter of the complex regional pain syndrome condition and IAW VASRD §4.124a, the Board unanimously recommends no change in the PEB adjudication.  In the matter of the contended acute reaction to stress and sensorineural hearing loss right ear 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 20140527, 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 XXXXXXXXX, Arlington, VA 22202-3557


SUBJECT: Department of Defense Physical Disability Board of Review Recommendation
for AR2016001131 O (PD201402874)


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

