





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2015-00105
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20070718


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E-5, Chemical Operations Specialist, medically separated for “chronic left hip pain,” with a disability rating of 0%.  


CI CONTENTION:  The CI requests review of all possible conditions.  Her 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 based upon a 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 - 20070409
VARD - 20080213
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Left Hip Pain
5099-5003
0%
Left Hip Bursitis and Snapping Tendon
5299-5252
10%
20071119
Myoclonus
8199-8103
---%
Myoclonus
8199-8103
10%

COMBINED RATING:  0%
COMBINED RATING OF ALL VA CONDITIONS:  60%


ANALYSIS SUMMARY:  

Chronic Left Hip Pain.  According to service treatment records (STR) and the MEB narrative summary (NARSUM), the CI’s hip condition began in October 2001 with an initial diagnosis of tendonitis.  Radiographic imaging (X-rays and bone scan) in April 2002 and March 2007 showed no evidence of fractures.  There was no surgical indication, and conservative treatment did not result in improvement sufficient to allow unrestricted duty. The MEB forwarded “chronic left hip pain” for PEB adjudication.  

At the MEB examination (recorded on DD Forms 2807 and 2808) in February 2007 (5 months pre-separation), the CI reported swelling of the hip “when really bad.”  Physical examination showed a non-tender hip with pain during full range of motion (ROM).  At the orthopedic NARSUM dated 28 March 2007 (4 months pre-separation), the CI reported temporary relief after a hip injection.  The physical examination showed a normal gait and no tenderness.  Flexion was to 105 degrees (normal 125), adduction was to 32 degrees (normal 45), and all other ROMs were normal.  There was evidence of painful motion and repetition did not result in further ROM changes.  

At the VA Compensation and Pension (C&P) examination on 19 Nov 2007 (4 months post-separation), the CI reported popping and snapping with no further exacerbations since leaving the Service.  She was able to walk 3 miles, stand and sit without difficulty, and denied use of assistive devices.  The physical examination showed a normal gait and strength, tenderness over the lateral hip (at the greater trochanter), discomfort with flexion to 115 degrees (normal 120), internal rotation to 25 degrees (normal 30), and normal external rotation, adduction and abduction.  

The Board directed attention to the rating recommendation based on the above evidence.  The PEB assigned a 0% rating for the “chronic left hip pain” under analogous code 5099-5003 (degenerative arthritis), citing limitation of motion due to pain and negative imaging.  The VA assigned a 10% rating for the “left hip greater trochanteric bursitis and snapping hip tendon” using the analogous code 5299-5252 (thigh, limitation of flexion) based on the C&P examination 4 months after separation, citing pain and functional loss.  

There was STR documentation of painful motion and mechanical limitations that supported a 10% rating coded as 5019-5003 (bursitis) with application of VASRD §4.59 (painful motion).  There was no STR evidence of ankylosis (5250), abduction limited to 10 degrees (5253), or flexion limited to 30 degrees (5252) to support a higher rating.  There was no evidence of ‘moderate’ hip disability for a higher rating under 5255.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the left hip condition, coded 5019-5003.  

Myoclonus.  According to the STR and the MEB NARSUM, the CI’s myoclonus condition began in 2004.  After normal brain imaging (February 2005 CT and March 2005 MRI) and electro-physiologic studies (April 2005), neurologic consultation in June 2005 concluded with a diagnosis of idiopathic/essential myoclonus.  Medications started in March 2005 resulted in partial improvement.  Despite treatment of the myoclonus condition, further therapy did not result in improvement sufficient to allow unrestricted duty and the CI was referred for an MEB.  The MEB forwarded “essential myoclonus” for PEB adjudication.  

At the February 2007 MEB examination (recorded on DD Forms 2807 and 2808), 5 months pre-separation, the examiner documented one myoclonic jerk during the physical examination.  The commander’s non-medical assessment (dated 5 February 2007) documented uncontrollable motions that included throwing of objects and safety concerns when handling weapons.  At the neurology NARSUM dated 28 March 2007 (4 months pre-separation), the CI reported embarrassment and significant impairment that affected her ability to work.  Examples cited included throwing a can of spray paint, hitting others working in the same area, and hitting herself with a rifle butt.  The physical examination showed normal mental status, strength, sensation, and reflex testing, and two episodes of right upper extremity myoclonic jerks.  

At the VA C&P examination on 19 Nov 2007 (4 months post-separation), the CI reported that the episodes occurred daily and increased to multiple times per day when stressed; and that the episodes involving the right arm worsened in 2003.  She denied current treatment due to medication side effects in the past.  The physical examination was normal except for an inability to hold her hands entirely still.  There was no documentation of myoclonic movements during the examination.  

The Board directed attention to the rating recommendation based on the above evidence.  The PEB, under the analogous code 8199-8103 (tic, convulsive), did not rate the condition citing onset prior to service entry, with a similar condition affecting a brother.  The PEB further stated that the condition was inherited and according to generally accepted medical principles, was not permanently service aggravated; and that the current state of unfitness was due entirely due to natural progression.  The VA assigned a 10% rating using the same analogous code 8199-8103 based on the November 2007 VA C&P examination 4 months after separation, citing tics which were moderate in severity.  

The Board first deliberated the factors in evidence for an ‘existed prior to service’ (EPTS) determination which may have existed at the time of entrance into active service.  Although the Board adjudged that the myoclonus was inherited, there was no documentation that another family member had been formally diagnosed with myoclonus.  The January 2001 military entrance examination was negative for any history or finding of any disability at the time of entry to active duty.  The CI’s first presentation for evaluation was in December 2004 when the myoclonus reportedly began interfering with work.  At the March 2007 neurology NARSUM examination, the examiner documented onset 3-4 years prior.  At the November 2007 VA C&P examination, the CI stated that the condition "became more noticeable” after the birth of her child in 2003, 2 years after entry.  The Board unanimously agreed that there was no ascertainable degree of disability existing at the time of entrance into active service; and, therefore, IAW §4.22 of the VASRD (rating of disabilities aggravated by active service), no rating deduction for EPTS factors should be recommended.  

The Board next directed attention to the rating recommendation based on the evidence above.  The commander’s statement and NARSUM documented evidence of interference in the office environment and with weapons handling.  Board members agreed that the evidence supported a “moderate” disability rating of 10% for the essential myoclonus condition.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the essential myoclonus condition, analogously coded 8199-8103.  




BOARD FINDINGS:  In the matter of the left hip bursitis condition, the Board unanimously recommends a disability rating of 10%, coded 5019-5003 IAW VASRD §4.71a.  In the matter of the essential myoclonus condition, the Board unanimously recommends a disability rating of 10%, coded 8199-8103 IAW VASRD §4.124a.  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 the prior medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Left Hip Bursitis
5019-5003
10%
Essential Myoclonus  
8199-8103
10%
COMBINED
20%




The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140429, 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

03 MAR 2017

SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for 
XXXXXXXXXXXXXXXXXX, AR20170002525 (PD201500105)


1.  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, accept the Board’s recommendation to modify the individual’s disability rating to 20% without re-characterization of the individual’s separation.  This decision is final.  

2.  I direct that all the Department of the Army records of the individual concerned be corrected accordingly no later than 120 days from the date of this memorandum.   

3.  I request that a copy of the corrections and any related correspondence be provided to the individual concerned, counsel (if any), any Members of Congress who have shown interest, and to the Army Review Boards Agency with a copy of this memorandum without enclosures.

 BY ORDER OF THE SECRETARY OF THE ARMY:

			      

CF: 
(  ) DoD PDBR
(  ) DVA 


