





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-03503
BRANCH OF SERVICE:  Army	BOARD DATE:  20150625
SEPARATION DATE:  20090312


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-4 (Military Police) medically separated for pelvic adhesions and a left knee conditions.  These conditions could not be adequately rehabilitated to meet the physical requirements of her Military Occupational Specialty.  The profile allowed for an alternate aerobic event to satisfy physical fitness standards.  She was issued a permanent P3/L3 profile and referred for an Medical Evaluation Board (MEB).  “Pelvic adhesions and hepatic adhesions with scarring and chronic pain”; and “left knee – patellofemoral pain syndrome and chronic infrapatellar tendonitis” were forwarded to the Physical Evaluation Board (PEB) IAW AR 40-501.  The MEB also identified and forwarded eleven other conditions, listed in the rating chart below for PEB adjudication as meeting retention standards.  The Informal PEB adjudicated “adhesions of peritoneum diagnosed as pelvic and hepatic adhesions with scarring and chronic pain” and “left patellofemoral pain syndrome with chronic infrapatellar tendonitis” conditions as unfitting, rated 10% and 10%, with application of the Veterans Affairs Schedule for Rating Disabilities (VASRD).  The remaining conditions determined to be not unfitting.  The CI made no appeals, and was medically separated.


CI CONTENTION:  “Please review 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 20080812
VA* - (~6 to 8 Mos. Post-Separation)
Condition
Code
Rating
Condition
Code
Rating
Exam
Adhesions of Peritoneum…
7399-7301
10%
Intestinal, Liver Adhesions…
7311-7301
10%
20091104



Chronic Pelvic Pain…
7614
0%
20091104
L PFPS…
5099-5003
10%
L Knee Sprain
5260
0%
20090918
Asthma…
Not Unfitting
Asthma
6602
0%
20090918
L Shoulder Chronic Strain…

L Rotator Cuff Tendonitis
5201
20%
20090918
Chronic Thoracic Strain

Chronic Thoracic Strain
5237
NSC
20090918
Chronic Lumbosacral Strain…

Chronic Lumbosacral Strain
5237
0%
20090918
L Big Toe Metatarsal…

L Great Metatarsophalangeal…
5003-5280
0%
20090918
Insomnia…

No VA Placement
Headache Disorder…

Headaches
8100
NSC
20090918
Left Arm Ulnar Neuropathy…

Left Ulnar Nerve Neuropathy
8616
0%
20090918
Chest Wall Pain…

Chest Wall Pain
6899-6843
NSC
20090918
Adjustment Disorder…

PTSD
9411
70%
20090902
Right Ear Hearing Loss…

Right Ear Hearing Loss
6100
NSC
20090930
Other MEB/PEB Conditions x 0 (Not In Scope)
Other x 1
RATING:  20%
RATING:  80%
*Derived from VA Rating Decision (VARD) dated 20100223 (most proximate to date of separation [DOS]).


ANALYSIS SUMMARY: The ratings for the unfitting adhesions and left knee conditions, and contended not-unfitting asthma, left shoulder, thoracic and lumbosacral spine, left big toe, insomnia, headaches, left arm ulnar neuropathy, chest wall pain, adjustment disorder and hearing loss conditions are addressed below.

Adhesions of Peritoneum diagnosed as Pelvic and Hepatic Adhesions with Scarring and Chronic Pain.  In February 2006, the CI was evaluated for an abnormal pap smear and found to have human papilloma virus.  She was next seen for groin pain on 14 January 2007 when she reported a 2-week history of a left groin lump which was aggravated by working out (400 pounds for leg workout).  She was diagnosed with an infection of a lymph node and treated with an antibiotic, but had worsening of her symptoms.  She had pelvic and diffuse mild abdominal pain on examination.  She was diagnosed with presumptive pelvic inflammatory disease (PID) and treated with several other antibiotics, but her symptoms persisted.  Her evaluation, including a CT and blood work, including cultures to diagnose the infection, had not yielded a diagnosis and she was transferred to Germany via air evacuation note on 11 February 2007.  A gynecology note dated 13 February 2007 documented that her symptoms had not improved (despite 3 months of treatment) and that she was “preoccupied with current illness.”  On 21 February 2007, a laparoscopy showed dense pelvic and hepatic adhesions some of which were lysed.  Following the surgery, she continued antibiotics for PID and reported decreased pain on repeat examination.  A MACE (military acute concussion evaluation) questionnaire date 27 February 2007 recorded that the CI had struck her head when the vehicle she was in suddenly braked (apparently after an explosion) on 13 December 2006.  She reported being dazed, but no loss of consciousness and an abdominal injury was not reported.  She was cleared to return to her home station.  A gynecology evaluation that day noted a normal abdominal and pelvic examination.  She was redeployed and a gynecology evaluation on 8 March 2007 noted a tender abdomen and pelvis.  The diagnosis of PID was continued and she was treated with another course of antibiotics.  The CI was informed that she could have PID even though her cultures (chlamydia and gonococcal) had been negative.  Her symptoms continued and another laparoscopy was accomplished 13 April 2007.  It showed adhesions of the liver and the sigmoid colon (the part of the colon next to the rectum) in a Fitz-Hugh Curtis pattern (a rare complication of PID).  The pelvis was free of adhesions.  She was seen in acute care 2 weeks later for abdominal pain, but had a normal abdominal examination.  Due to symptoms of alternating constipation and diarrhea, the CI was evaluated by (civilian) gastroenterology (GI) on 13 August 2007.  She reported the sudden onset of sharp abdominal pain “after her unit was hit while in Iraq.”  This was noted to have been in February (2007).  This history was not previously recorded.  On examination, she was tender to palpation of the abdomen, but otherwise it was normal.  An evaluation was begun for abdominal pain, but not completed as the clinic had closed.  A post-deployment survey accomplished on 17 September 2007 noted blunt abdominal trauma while deployed.  A 13 November 2007 gynecology note documented that the CI had not finished the GI evaluation and wanted to proceed to MEB.  She was advised that the etiology of her pain needed to be ascertained first.  An endoscopy of the esophagus and stomach on 21 November 2007 was normal other than a transition from esophageal to stomach cells higher than normal.  Colonoscopy on 8 January 2008 was normal.  A case management note, dated 5 March 2008, recorded that the CI was in theater from February 2006 until March 2007 when she was hit by a 50 caliber gun and door after it was “exploded off and hit her.”  She reported three exploratory laparoscopies and that her uterus was cut on the third.  The Board noted that the CI was evacuated from theater in mid-February 2007 to Germany and redeployed from there directly back to the United States in late February 2007.  The Board also observed that the CI had only two laparoscopies documented in the record and that neither documented a cut to the uterus.

At the MEB Reports of Medical History and Examination (2807 and 2808) dated, 12 months prior to separation, the CI reported three laparoscopies.  She also stated that she was hit by an IED (improvised explosive device) and that her vehicle hit the truck in front of her and the she was hit in the abdomen by the door and a dislodged 50 caliber machine gun.  She was then medivaced to Germany.  Her abdomen was noted to be diffusely tender to palpation and her pelvic examination was also tender.  At the MEB narrative summary (NARSUM) examination dated 19 May 2008 and based on an examination on 10 March 2008, 10 months prior to separation, the CI reported that on 21 December 2006 she was manning a 50 caliber weapon and an IED blew up 10 feet away.  She was banged around in the truck and injured her abdomen and back.  She also felt pain in her abdomen when the 50 caliber weapon fell onto her abdomen.  She had persistent lower abdominal pain from 21–27 December when she was carried to the battalion aid station.  On examination, the lower abdomen was tenderer than the upper abdomen; the pelvic examination was also tender.  At a gynecology evaluation on 16 December 2008, the CI reported that she needed surgery every 6 months or so to remove scar tissue.  She reported that she had constant abdominal pain, but no pelvic pain.  The examiner was uncertain why the CI would need surgery every 6 months.

At the VA Compensation and Pension (C&P) examination for mental health dated 2 September 2009, 4 months after separation, the CI reported she was detached to a Navy unit at the time she was wounded by the IED.  The VA general C&P was 2 weeks later on 18 September 2009.  She reported abdominal pain since the IED injury on 21 December 2006.  She was tender to soft touch.  At the VA C&P examination for abdominal and pelvic pain dated 4 November 2009, 6 months after separation, the CI reported an IED explosion and abdominal injury in February 2007.  The CI was not interested in discussing the diagnosis of PID and attributed her symptoms to the IED explosion.  She tolerated a regular diet and reported regular bowel movements.  Her pain was aggravated by movement, but she took no medications.  On examination, she had mild right upper quadrant and left lower quadrant tenderness and minimal tenderness on the pelvic examination.  It was thought that her symptoms could be aggravated by her mental health diagnoses.  The CI was declined further treatment at that time.  The Board noted that her PEB Form 199 indicated 10 a. c. “the disability did result from combat related injury…” and her record brief dated 7 March 2008 did indicate a combat action badge.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the CI at 10% for adhesions of the peritoneum, coded analogously as 7399-7301 (adhesions of the peritoneum).  The VA rated the CI at 10% for intestinal, liver adhesions secondary to injury, code 7311-7301 (residuals of injury to the liver and adhesions of the peritoneum).  The VA also rated the CI at 0% for chronic pelvic pain associated with adhesions, coded 7614 (fallopian tube, disease, injury, or adhesions of [including PID]).  The Board considered the coding options available, but found no route to a rating higher than the 10% adjudicated by the PEB.  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 peritoneal adhesions condition.

Left Patellofemoral Pain Syndrome with Chronic Infrapatellar Tendonitis.  The first record for knee pain in evidence is the MEB examination dated 10 March 2008.  The CI reported a history of swelling and the use of a brace.  An X-ray the next day was normal; the CI was noted to have pain behind and across the kneecap (patella).  She was referred to physical therapy and issued a brace.  At the MEB NARSUM, the CI reported knee pain for almost 2 years with stiffness when it was cold and in the rain.  She had a knee brace while deployed, but did not use it as the profile would render her mission incapable.  The activity of the deployment and wear of protective gear aggravated her pain.  She stated that she was seen many times for her knee, but these records are not in evidence.  A risk assessment for falling done while hospitalized in February 2007 indicated a normal musculo-skeletal system and the post-deployment health assessment in March 2007 was silent for orthopedic issues.  On examination, she had crepitus (an audible of palpable popping sensation with movement).  The knee was stable and some signs of meniscal irritation were positive.  Extension was full at -3 degrees (passed normal 0) and flexion limited 7 degrees to 133 degrees (normal 0 to 140).  No swelling or effusion was present.  Her pain increased with repetitive motion.  She was issued an L3 profile for the knee condition; no previous profile for the knee was in evidence.  A magnetic resonance imaging on 12 June 2008 was suspicious for a tear of the lateral meniscus (cushion in the knee) and degeneration of the patella (chondromalacia).  Formal range-of-motion (ROM) testing in PT on 17 September 2008 showed a normal active ROM of 0-140 degrees.  The ROM noted painful motion.  The commander did not cite the knee condition as duty limiting in the statement dated 16 October 2008.

At the VA (C&P examination dated 18 September 2009), the CI reported left knee pain for almost 2 years without specific trauma, but with aggravation from the activity level while deployed.  She reported both buckling and locking of the knee and that walking was limited due to pain.  She did not use medications or an assistive device.  On examination, her gait was normal.  There was no effusion, warmth, or redness.  The ROM was normal and DeLuca criteria absent.  Painful motion was not documented.  Instability was not documented.  An X-ray showed slight degeneration of the patella and a small effusion.  The goniometric 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)
PT (for MEB)
VA C&P ~6 Mo. Post-Sep
Flexion (140 Normal)
140
140
Extension (0 Normal)
0
0
Comment
Painful motion
Painful motion not documented
§4.71a Rating
10% (PEB 10%)*
0% (VA 0%)
*Conceding §4.59 (painful motion)

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the left knee at 10% citing painful motion and using the code 5099-5003 (analogous to degenerative arthritis).  The VA assigned a non-compensable rating at 0% using the code 5260 (limitation in flexion).  After consideration of the evidence, the Board absent instability and found no route to a rating higher than the 10% adjudicated by the PEB.  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 the PEB’s determination that contended asthma, left shoulder chronic strain, chronic thoracic strain, chronic lumbosacral strain, left big toe metatarsal phalangeal joint sclerosis (first joint of the left great toe), insomnia, headache disorder, left arm ulnar neuropathy, chest wall pain, adjustment disorder, right ear hearing loss, 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.

Asthma.  The CI was first seen for the asthma condition on 1 August 2005 in the first week of training and was issued an inhaler for asthma.  A provocative test for asthma (Methacholine challenge test) was positive and she was diagnosed with asthma and discharge recommended.  An MEB NARSUM was dictated, but it is not clear why this was not completed.  She subsequently deployed in February 2006.  She was noted to smoke a pack of cigarettes a day.  A note dated 22 February 2007 documented that she was short of breath after a cigarette break and became anxious when her rescue inhaler was not present.  The CI reported chronic asthma at the MEB examination and had diffuse wheezing.  The NARSUM noted the use of daily medications, continued smoking of one pack per day, and diffuse wheezes.  She had a P3 profile for the unfitting chronic abdominal and pelvic pain which also included the asthma condition.  However, the commander made no comment on her asthma.  The Board noted that the CI became symptomatic with asthma within a few weeks of accession and was placed on medications.  Despite this, she was able to successfully complete training and deploy.  The MEB determined the asthma condition to be medically acceptable.  The Board did not find a preponderance of evidence to counter the PEB fitness determination for the asthma condition.

Left Shoulder.  The Board then considered the left shoulder condition.  A post-deployment health assessment in March 2007 was silent for a shoulder condition, as were both air evacuation assessments, and an anesthesia pre-operative assessment.  The first record in evidence for the left shoulder condition was an X-ray report dated 24 April 2007 in which it was noted that the CI injured her left shoulder in an IED blast in January 2007.  The examination was normal.  In PT the next day, the CI reported that her pain had worsened after lifting weights following the IED.  On examination, she had normal ROM and was thought to have strained her rotator cuff.  The MEB NARSUM noted that she had pain while in basic training which resolved and then again had an insidious onset of pain while deployed without specific trauma.  On examination, she had full ROM which was painful to resistance and with repetition.  At PT on 17 September 2007, the ROM was reduced and painful, but both flexion and abduction were above the shoulder level.  The CI was given a U2 profile for shoulder strain; the commander made no comment on the shoulder.  The MEB determined the shoulder condition to be medically acceptable.  The Board did not find a preponderance of evidence to counter the PEB fitness determination for the left shoulder condition.

Chronic Thoracic Strain, Chronic Lumbosacral Strain, Left Big Toe Metatarsal Phalangeal Joint Sclerosis, Insomnia, Headache Disorder, Left Arm Ulnar Neuropathy, Chest Wall Pain, Adjustment Disorder, and Right Ear Hearing Loss Conditions.  The remaining conditions were not profiled or implicated in the commander’s statement and were not judged to fail retention standards.  The adjustment disorder was specifically addressed as not unfitting by a psychiatrist.  All were reviewed and considered by the Board.  There was no performance based evidence from the record that any of the contended conditions significantly interfered with satisfactory duty performance at the time of separation.  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 any of the remaining contended 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 adhesions of the peritoneum condition and IAW VASRD §4.114 the Board unanimously recommends no change in the PEB adjudication.  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 asthma, left shoulder chronic strain, chronic thoracic strain, chronic lumbosacral strain, left big toe metatarsal phalangeal joint sclerosis, insomnia, headache disorder, left arm ulnar neuropathy, chest wall pain, adjustment disorder, right ear hearing loss 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 20140630, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record
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DEPARTMENT OF THE ARMY
ARMY REVIEW BOARDS AGENCY 251 1BTH STREET SOUTH, SUITE 385
ARLINGTON, VA 22202-3531
 


MEMORANDUM FOR Commander, US Army Physical Disability Agency (AHRC-00), 2900 Crystal Drive, Suite 300, Arlington, VA   22202-3557


SUBJECT:   Department of Defense Physical Disability Board of Review Recommendation for XXXXXXXXXXXXXXXXXXXX, AR20160003059  (PD201403503)


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 ( ) OVA



