





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-02923
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20081014


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-3 (Healthcare Specialist) medically separated for “right knee iliotibial band syndrome,” rated at 10%.  


CI CONTENTION:  The applicant requests consideration of all conditions in his application.  His 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 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 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 20080923
VA* - (~4 Mos. Post-Separation)
Condition
Code
Rating
Condition
Code
Rating
Exam
Right Knee Iliotibial Band Syndrome
5099-5024
10%
Right Knee Iliotibial Band Syndrome
5260-5024
10%
20090202
Right Knee Septic Bursitis
Not Unfitting
No VA Placement
Other Conditions x 0 (Not In Scope)
Other x 8
RATING:  10%
RATING:  10%
*Derived from VA Rating Decision (VARD) dated 20090226 (most proximate to date of separation [DOS]).  


ANALYSIS SUMMARY:  

Right Knee Iliotibial Band Syndrome.  The service treatment record (STR) documented a right knee infection that occurred after a fall during basic training in October 2007 (after 3 months in service).  The infection (prepatellar septic bursitis) resolved after debridement without complication.  The CI was returned to full duty; however, she continued to have knee pain.  At a clinic visit in March 2008 (7 months pre-separation), the CI reported bilateral knee pain with intermittent swelling on the right, and denied locking or buckling.  The examiner documented a “limping” gait, full range-of-motion (ROM) with pain, and patellar crepitus with flexion.  There was pain suggestive of meniscal injury (McMurray and Apley testing), with no effusion, erythema, or instability.  An elastic patellar knee brace prescribed.  Radiographs in March 2008 were normal without evidence of effusion, fracture, or other bony lesion; and without evidence of joint space narrowing or degenerative changes.  Three physical therapy visits in March and April 2008 documented a flexion of 126 degrees (normal 140), painful motion, abnormal gait, and a positive Ober test [suggestive of iliotibial band syndrome; inflammation of the lateral knee fascia].  During an orthopedic visit (April 2008; 6 months pre-separation), the CI was using crutches and reported 7/10 knee pain.  The examiner documented a tender surgical scar over the anterior patella, no edema or contusion, and an active range-of-motion of 140 degrees (normal).  The exam showed some laxity of the anterior cruciate ligament (grade I Lachman, less than 5mm of loose movement) and no other ligamentous laxity or meniscal injury.  The examiner recommended discontinuation of the crutches, continued wear of the patellar support brace, physical therapy, scar tissue massage, with muscle stretching and strengthening exercises.  An MRI in April 2008 documented “no internal derangement,” with normal menisci, ligaments, and tendons; and no findings of bony lesions, chondromalacia or abnormal fluid collections.  Physical therapy visits in May, June, and July 2008 documented an active ROM that was “within full limits,” with intermittent painful motion and antalgic gait.  A diagnosis of iliotibial band syndrome was given in July 2008 (3 months pre-separation).  At a follow-up visit with orthopedics in August 2008 (2 months pre-separation), the CI reported “no progress” at physical therapy with “exquisite pain” at the knee joint.  A knee injection (anesthetic and steroid) provided relief of pain.  Radiographs were repeated (August 2008) and demonstrated normal alignment, no fracture, smooth bony and cartilage surfaces, without effusion or soft tissue swelling.  On the MEB DD Form 2807-1 Report of Medical History (dated 8 September 2008; a month pre-separation), the CI reported wear of a knee brace, pain, and the sensation of “giving out,” “pressure” and locking.  

The MEB Narrative Summary (NARSUM) exam was performed on 8 September 2008.  The CI reported that pain persisted despite extensive physical therapy, steroid injections, rest and profile limitations.  The examiner documented an antalgic gait, and tenderness along the Iliotibial band; knee flexion to 120 degrees, and hyperextension of 10 degrees (normal 0).  There was no edema, effusion, erythema or patellar crepitus.  There was no evidence for meniscal injury, or tendon or ligament laxity (negative Lachman and McMurray tests, anterior and posterior drawer testing, varus and valgus stress testing).  

At the VA Compensation and Pension (C&P) exam dated 2 February 2009 (4 months after separation), the CI reported that her lateral knee pain “hurt more when she walked;” and when she stood or sat for a long period of time, the pain “radiated up to her right hip.”  The examiner documented that she walked with a limp and a walking cane.  Knee flexion was 125 degrees, hyperextension to 5 degrees, with no patellar crepitus and no evidence of meniscal or ligamentous laxity.  He further reported that knee “function [was] additionally impaired by pain to 100 degrees,” without additional impairment by fatigue, weakness, lack of endurance, or incoordination.  

The Board directed attention to the rating recommendation based on the above evidence.  The STR documented evidence of painful motion and decreased ranges-of-motion to support a 10% rating coded 5099-5024 (tenosynovitis).  There was no documentation of flexion limited to 30 degrees, or extension limited to 15 degrees to support a higher rating.  There was no evidence of instability, “locking,” or effusion into the joint at the time of separation that would warrant a higher rating using the VASRD meniscal codes.  There was no evidence of ankylosis or recurrent subluxation in support of 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 right knee condition.  

Contended PEB Condition - Right Knee Septic Bursitis, Resolved.  The Board’s main charge was to assess the fairness of the PEB’s determination that the resolved septic bursitis was 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.  The resolved septic bursitis was not permanently profiled or implicated in the commander’s statement and was not judged to fail retention standards.  The condition was reviewed and considered by the Board.  There was no performance based evidence from the record that this condition 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 the resolved septic bursitis 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 right knee condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.  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 20140619, 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 XXXXXXXXXXXXXXXXXXXX, AR20160005448  (PD201402923)

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





