





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME: XXXXXXXXXXXXXXXXXX		CASE:  PD-2015-00291
BRANCH OF SERVICE: Army                                                                     SEPARATION DATE:  20090109


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was a National Guard E-4, Combat Medic, medically separated for a  “bursitis, right hip, with residual pain” condition with a disability rating of 10%.  


CI CONTENTION:  The CI contended his right hip, posttraumatic stress disorder (PTSD), traumatic brain injury (TBI), irritable bowel syndrome (IBS) and migraines.  The complete submission is at Exhibit A.  


SCOPE OF REVIEW:  The panel’s scope of review is defined in DoDI 6040.44.  It is limited to review of disability ratings assigned 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 or non-compensable.  Any conditions outside the panel’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 panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections, where appropriate.  The panel’s assessment of the PEB rating determination is based on 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(s) at the time of separation.  The panel 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 panel 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 - 20081113
VARD - 20080731
Condition
Code
Rating
Condition
Code
Rating
Exam
Bursitis, Right Hip…
5019
10%
Right Hip, DJD
5010-5252
10%
20080407
IBS
Not Unfitting
IBS
7346-7319
30%

Chronic Daily Headaches

No VA Placement
COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  40%


Right Hip.  According to the service treatment record (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s right hip condition began in 2001 after falling when he stepped into a pothole and twisting his right leg.  The injury resulted in pain and a slight limp.  He reinjured the right hip while deployed to Iraq as a combat medic in March 2004 during a stretcher carry.  His hip popped and it felt like a bullet had pierced his right hip.  Later, the pain increased and his hip started locking up.  He was evacuated in July 2004 for further evaluation and treatment.  He was treated with narcotic medication and placed on quarters for a week.  He redeployed in late 2004 and an MRI during this time showed right hip degenerative joint disease (DJD) with greater trochanter bursitis.  His right lower extremity was ¼-inch shorter than the left and he was given an insert for his shoes.  After various treatment modalities, he was still not pain-free.  The CI remained in a National Guard medical detachment and received follow-up care at the VA.  He received a P3 profile for right hip pain in August 2008.  

At the March 2005 VA Compensation and Pension (C&P) evaluation, approximately 4 years prior to separation, the CI reported pain off and on, sometimes stiffness but no swelling, heat, redness or instability.  He had flare-ups that prevented him from going to work and had to stay home for a day.  He did not need assistive devices or corrective shoes.  The physical examination of the hip showed flexion to 120 degrees (normal 125) and abduction to 40 degrees (normal 45).  There was no painful motion, effusion, weakness, tenderness or instability.  Gait was normal.  The right leg appeared to be 1/8-inch shorter than the left. A diagnosis of DJD with occasional pain was rendered.  

The 7 May 2008 MEB consultation, 8 months before separation, noted the CI complained of persisting right lateral hip pain.  He had to change his work from nursing assistant to ward clerk due to the inability to perform his civilian job.  He was taking an opioid analgesic for pain.  Physical examination revealed right hip flexion to 105 degrees (normal 125), normal abduction and external rotation to 45 degrees, and extension to 10 degrees (normal 20). His ROM was symmetric to the opposite side.  He had pain with internal rotation and adduction of his right hip. He had exquisite tenderness about the greater trochanteric region.  There was no clicking or popping sensation nor discomfort.  He had 5/5 strength and was neuro-vascularly intact.  Imaging studies were unremarkable.  

The 5 August 2008 MEB orthopedic NARSUM examination, 5 months prior to separation, noted complaints of pain in and around the joint, shooting down the right leg from the trochanteric bursa all the way to the foot.  The pain also radiated upwards to the belt line.  The pain was described as constantly dull and he was forced to use a cane for ambulation.  The pain ranged from 2-10/10 but there was always pain.  When there was exacerbation of the pain, it forced him to stop activities, requiring 24 hours bed rest and 24 more hours to recuperate, amounting to missed work days.  Some precipitating factors that contributed to the CI’s pain included high humidity, putting on boots, sitting for 60 minutes, walking for 30 minutes and running.  Rest, hot baths and narcotic medication relieved the pain.  No surgery was recommended.  The CI felt his right hip pain was unchanged over the past 4 years.  He did not need any help with activities of daily living such as showering and driving himself to work along with providing care for his mother.  The physical examination showed a wide-based gait; he walked with his right hip flared out and an excessive swing.  Grinding, popping and tenderness were present.  He also had tenderness, and strength in the right lower extremity was 4/5 as compared to 5/5 in the left extremity.  There was anterior pain when the hip was flexed, suggesting joint disease. He had a ¼-inch shoe insert in the right shoe.  Tandem gait was difficult.  He used a cane. Sensation, pulses and deep tendon reflexes were normal and equal bilaterally.  Right hip flexion was 32, 28, 25 degrees and abduction was 25, 12, 13 degrees versus left hip flexion 65, 60, 63 and abduction of 35, 30, 32 degrees.  A bilateral hip series performed on 31 July 2008 showed spina bifida of S1.  The femoral joints were symmetric and pelvic structures were intact.  There was left-sided lumbar scoliosis and an MRI in 2004 revealed DJD of the right hip.  A neuropsychologist diagnosed the CI with a somatization disorder and the psychiatrist diagnosed him with anxiety NOS.  Both of these diagnoses met retention standards.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the bursitis, right hip condition 10%, coded 5019 (bursitis), citing painful motion.  
The VA rated the right hip, DJD condition 10%, coded 5010-5252 (limitation of flexion of the thigh due to degenerative arthritis), based on the March 2005 C&P examination, 5 years prior to separation, citing degenerative changes with limited motion.  

The August 2008 MEB NARSUM documented marked deterioration of right hip ROM from the May 2008 MEB consultation examination without any explanation.  The MEB NARSUM examination also noted the CI reported no change in pain over the past 4 years.  Imaging studies were unremarkable; joints were symmetric and there was no evidence of impairment of the pelvic structures.  The CI was able to perform all activities of daily living, drive to and from his job, work regularly as a lead clerk, and take care of his mother.  The NARSUM examiner rendered a diagnosis of bursitis without evidence of any other hip impairment that would lead to a moderate or higher disability rating for the hip (5255).  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded that there was insufficient cause to recommend a change in the PEB adjudication for the right hip bursitis condition.  

Contended PEB Conditions: IBS and Chronic Daily Headaches.  The panel’s main charge is to assess the fairness of the PEB’s determination that the contended conditions were not unfitting.  The contended conditions were not profiled, implicated in the commander’s statement or judged to fail retention standards.  There was no performance-based evidence from the record that the conditions significantly interfered with satisfactory duty performance at separation.  After due deliberation, the panel concluded that there was insufficient cause to recommend a change in the PEB fitness determination for the contended conditions and so no additional disability ratings are recommended.  


BOARD FINDINGS:  In the matter of the bursitis, right hip condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  In the matter of the contended IBS and chronic daily headaches conditions, the panel unanimously recommends no change from the PEB determinations as not unfitting.  There were no other conditions within the panel’s scope of review for consideration.  The panel, therefore, recommends that there be no modification or re-characterization of the CI’s disability and separation determination.  


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20150427, 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

10 Apr 2017

SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for 
XXXXXXXXXXXXXXXXXX, AR20170004773 (PD-2015-00291)


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
 


