





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2015-02346
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20040312


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was a National Guard CW2, Signal Systems Maintenance Technician, medically separated for “rheumatoid arthritis” with a disability rating of 20%.


CI CONTENTION:  “Additional damage to my feet and hands has appeared over the years.  The treatments have not contained the RA to prevent damage very well over the years.  They evaluation should have considered the severity of my condition and the likelihood that permanent damage would be caused.” 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 progression or complications of service-connected conditions after separation.  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 - 20040120
VARD - 20041001
Condition
Code
Rating
Condition
Code
Rating
Exam
Rheumatoid Arthritis
5002
20%
Rheumatoid Arthritis
5002
20%
20040827
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  20%


ANALYSIS SUMMARY:  

Rheumatoid Arthritis.  According to service treatment record (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI’s rheumatoid arthritis condition was diagnosed in November 2001 after a period of joint and foot pain while he was not on active duty.  At that time he received treatment with three medications: (prednisone (a steroid), Plaquenil (hydroxychloroquine, an immunosuppressant), and Arava (leflunomide, an immunosuppressant).  However, prior to deployment the medications were tapered since he had minimal symptoms, but while deployed, he reported on 24 July 2003 pain in both hands, more so in the morning for the prior 3 weeks.  Examination revealed a full range of motion (ROM) of the wrists and hands without swelling or tenderness and a nodule was present on each elbow. 
Treatment consisted of prednisone and indomethacin (a nonsteroidal anti-inflammatory drug (NSAID)).  

A rheumatologic evaluation on 26 September 2003 indicated the CI had good results with treatment prior to deployment, but the medications were discontinued secondary to deployment and there was a recurrence of symptoms and new nodules.  Treatment consisted of Vioxx (rofecoxib, an NSAID) and a trial of bupropion (an antidepressant).  At a follow-up visit on 8 October 2003 the CI was noted to be fairly symptomatic with positive nodules of the feet and elbows.  Methotrexate (an immunosuppressant) with folic acid (a vitamin) along with Vioxx were recommended and a TNF (tumor necrosis factor) antagonist medication was considered.  The CI had 1.5-2.0 cm rheumatoid nodules on the elbows, but his hands, wrists, elbows, and feet joints were without swelling, effusions, or deformities.  The CI was cleared for demobilization on 14 October 2003.  

Rheumatologic examination on 20 November 2003 revealed full flexion and extension of the neck with decreased side bending and rotation.  ROM of the shoulders was full with stiffness and there was slightly decreased flexion of the fingers.  The ROM of the hips, knees and ankles was adequate with slight stiffness noted.  Nodules were present on both elbows and the left toes.  The metacarpophalangeal (MCP) and proximal interphalangeal (PIP) joints had mild synovitis (inflammation of the membrane surrounding a joint); the knees had no laxity or effusions; and the right ankle had a mild effusion without erythema (redness).  Strength was 5/5 globally and sensation was intact.  Radiographic (X-ray) studies of the hands/wrists and the feet showed no evidence for acute fracture, dislocation, erosions, destructive changes or significant degenerative joint disease.   Laboratory studies were positive for rheumatoid factor (983 IU/ml (normal 1-31)) and negative for connective tissue disease markers (ANA (antinuclear antibody) and ENA (extractable nuclear antibody)) and Lyme disease.  A complete blood count (CBC) and erythrocyte sedimentation rate (ESR, a marker of inflammation) were normal.  

During the 13 November 2003 MEB examination (recorded on DD Forms 2807-1 and 2808), 3 months prior to separation, the CI reported rheumatoid arthritis and nodules.  Physical examination showed nodules of the right middle finger distal interphalangeal joint, the right elbow, and proximal left humerus/ulna area, and left fifth toe.  He had a weak grip bilaterally and decreased ROM of the lower back with flexion and extension.  

Examination on 21 November 2003 revealed obvious swelling, slight tenderness, and slight warmth of the right elbow olecranon bursa (a fluid filled sac) with two palpable nodules; obvious swelling, slight tenderness, and no warmth of the right second digit PIP; subtle swelling, slight tenderness, and no warmth of the right fourth digit PIP; and slight swelling, slight tenderness, and no warmth of the left third, fourth, and digits PIPs.  Methotrexate and folic acid were prescribed.  On 2 December 2003, the CI reported no improvement with the Vioxx and he felt like the stiffness may have lasted all day.  There was also increased swelling in his right olecranon bursa and increased pain and stiffness in the hands and feet; and, he continued to have fatigue.

The 14 December 2003 MEB NARSUM examination, 2 months prior to separation, noted complaints of chronic rheumatoid arthritis and a need for chronic medication. Physical examination details referred to DD Form 2808 completed 13 November 2003 (see above).  

At the 27 August 2004 VA Compensation and Pension (C&P) evaluation, 6 months after separation, the CI reported having been diagnosed with rheumatoid arthritis in November 2001 at which time he had swelling and pain in both hands and a rheumatoid nodule over the left elbow.  After tapering off his medication, he developed a significant, severe flare while deployed.  Since separation, he had constant pain in his neck, hands, feet, shoulders, and knees with nodules of both elbows, left foot and right hand, but denied rashes, eye disease, pulmonary disease or sensory or motor deficits.  X-rays of the hands/wrists, ankles, and feet were negative and the rheumatoid factor test in August 2004 was 1:16.  His medications included hydroxychloroquine, methotrexate, folic acid, and Bextra (valdecoxib, an NSAID).  

Physical examination showed a normal gait and posture with swelling at both feet, wrists, and hands associated with tenderness on palpation of both knees and shoulders.  Rheumatoid nodules were present on the right and left elbows, left fifth toe, and right third finger.  He had symmetric arthralgia on examination.  ROM of the hip was within normal limits.  Knee ROM was limited to flexion of 120 degrees with pain starting at 100 degrees and extension at minus 10 degrees with pain.  There was no evidence of instability or a meniscal tear.  Ankle ROM dorsiflexion was normal and plantar flexion was limited by pain at 30 degrees.  Shoulder forward motion and abduction were limited by pain at 160 degrees, but the CI could put the shoulders bilaterally through a full ROM of 180 degrees of flexion and abduction.  Shoulder external and internal rotation ROMs were normal with pain at 70 degrees.  ROMs of elbow flexion, forearm supination and pronation, wrist dorsiflexion and palmar flexion, and wrist radial and ulnar deviation were normal with painful motion.  Neurologic evaluation was unremarkable.  Strength was 5/5 in both upper and lower extremities although there was weakness with lack of endurance and fatigue.  There was pain with grip strength bilaterally and significant weakness on extension of both knees.  The examiner noted the CI had significant and severe limitations including walking or standing given pain and fatigue from the rheumatoid arthritis despite the inflammatory modulating agents.

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the rheumatoid arthritis condition 20%, coded 5002 (arthritis, rheumatoid (atrophic) as an active process), citing one exacerbation in the past year.  The PEB further noted the impairment existed prior to service (EPTS) and it was service aggravated.  The VA rated the arthritis condition 20%, coded 5002, based on the VA C&P examination 6 months after separation, citing one or two exacerbations a year in a well-established diagnosis.  

Members discussed whether the CI’s condition would warrant a 40% rating, which requires “Symptom combinations productive of impairment of health objectively supported by examination findings or incapacitating exacerbations occurring three or more times a year.”  However, although the CI had swelling and tenderness of several joints along with grip weakness of the hands prior to separation and weakness of extension of both knees along with pain and fatigue at the VA examination, there were insufficient other clinical objective findings to warrant a 40% rating.  There were no significant X-ray changes of the joints or laboratory studies especially since the rheumatoid factor proximate to separation had decreased significantly after immunomodulatory therapy was reinstituted.  Furthermore, there was no significant extra-articular (outside of a joint) disease, other than the rheumatoid nodules, such as keratoconjunctivitis (dry eyes), episcleritis (inflammatory disease of the eye between the conjunctiva and connective tissue), neuropathy, pleuropericardial disease, vasculitis, Felty’s syndrome (rheumatoid arthritis, splenomegaly, and neutropenia) or interstitial lung disease.  There were no incapacitating exacerbations (requiring physician prescribed bedrest) prior to separation.  

Panel members noted that code 5002 offers rating options for chronic residuals; however, none of the joints which exhibited painful motion or swelling, were determined to be individually unfitting, but were collectively noted as the anatomical loci of the rheumatoid arthritis.  Therefore, use of that coding approach is not applicable in this instance.  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 rheumatoid arthritis condition.  


BOARD FINDINGS:  In the matter of the rheumatoid arthritis condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  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 20150907, w/attachments
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record











AR20170012493, XXXXXXXXXXXXXXXXXXX 




XXXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXXX:


	The Department of Defense Physical Disability Board of Review (DoD PDBR) reviewed your application and found your separation disability rating and your separation from the Army for disability with severance pay to be accurate.  I have reviewed the Board’s recommendation and record of proceedings (copy enclosed), and I accept its recommendation.  I regret to inform you that your application to the DoD PDBR is denied.  

	This decision is final.  Recourse within the Department of Defense or the Department of the Army is exhausted; however, you have the option to seek relief by filing suit in a court of appropriate jurisdiction.

Sincerely,					      
						      					
Enclosure	








