





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXX	CASE:  PD-2014-01042
BRANCH OF SERVICE:  AIR FORCE 	SEPARATION DATE:  20051003


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an activated Reserve, E7, Hydraulic Technician Craftsman, medically separated for “Sesamoiditis, Right Foot, Status Post Bunionectomy” and “Mild Right carpal tunnel syndrome [CTS],” rated 10% and 10% respectively, with combined a disability rating of 20%.  


CI CONTENTION:  The applicant makes no specific contention in their application.  The applicant’s 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 confined to 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 - 20050826
VARD - 20060306
Condition
Code
Rating
Condition
Code
Rating
Exam
Sesamoiditis, Right Foot, Status Post Bunionectomy
5299-5279
10%
Right Foot Status Post Bunionectomy 
5280
10%
20060131
Mild Right CTS
8799-8715
10%
CTS, Right Wrist
8599-8516
10%
20060131
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  20%


ANALYSIS SUMMARY:   

Sesamoiditis, Right Foot.  The narrative summary (NARSUM), supplemented by the outpatient service treatment record (STR), documented an onset of right foot pain in March 2003 with rigorous duty requirements.  The CI was diagnosed with hallux valgus (bunion deformity of the big toe) and underwent a bunionectomy in October 2003 (2 years prior to separation).  The results were favorable but insufficient to return him to full duty despite a protracted trial of orthotics and conservative treatment.  A bone scan suggested sesamoiditis (arthritis of small accessory bones at the base of the big toe) but did not reveal a stress fracture or other significant abnormality.  There were outpatient STR entries which documented an overall satisfactory post-operative course and improving range-of-motion (ROM).  There were no STR entries which documented an abnormal gait or other significant functional impairment, although there were none confirming a normal gait. The NARSUM was conducted 6 January 2005 (8 months prior to separation) and documented persistent foot pain despite the use of orthotics which was neither resolving nor progressing.    The NARSUM physical examination did not comment on gait and recorded the absence of joint inflammation and normal strength.  There were no formal ROM measurements for the MEB in evidence.

A VA Compensation and Pension (C&P) examination was conducted 31 January 2006 (4 months after separation).  The source examination is not available, but the probative evidence from it is documented in the VA rating decision (VARD).  Members agreed that the missing detail would not materially affect the recommendation; thus, no delay for additional attempts at retrieval was warranted.  The VARD cited foot pain with “limitations on standing and walking;” and, physical “signs of abnormal weightbearing ... with a slight limp favoring the right foot.”  No ROM measurements were provided.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB’s 10% rating analogous to code 5279 (metatarsalgia) was the maximum allowed under that code, as was the VA’s 10% rating under code 5280 (hallux valgus, unilateral).  Both of these coding options are clinically compatible with the pathology in the case, and there is no other foot code available under VASRD §4.71a which is clinically applicable.  The Board considered analogous application of code 5284 (foot injuries, other) which confers ratings of 10% for “moderate” disability, 20% for “moderately severe,” and 30% for “severe.”  Members agreed, however, that “moderate” was a fair assessment of the disability in this case; thus, this coding option offered no advantage.  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 of the right foot condition.

Carpal Tunnel Syndrome.  The CI experienced the onset of right (dominant) wrist pain with a stress injury (wrench slipped) in July 2003.  This was associated with intermittent radiation and sensory symptoms, and electrodiagnostic (EMG) testing was interpreted as “very mild” CTS (median nerve) with some “very early” ulnar nerve involvement.  Magnetic resonance imaging was normal.  Surgery was discussed but reasonably deferred, and the condition was treated with a splint.  Although the splint helped, the pain (with “occasional tingling and numbness”) persisted and interfered with MOS tasks.  The STR documented “good” ROM with normal strength and sensation by exam.  There were no contrary entries and no documentation of significant functional impairment.

The NARSUM documented persistent wrist pain (no mention of neurological symptoms) which was “limiting his duties as mechanic and unable to use wrist without great degree of discomfort without brace.”  The NARSUM physical examination recorded the absence of joint inflammation and normal strength, and no formal ROM measurements were provided.  

The post-separation VA C&P examination (as related in the VARD) documented wrist pain with subjective weakness and sensory symptoms, and did not specify any functional limitations.  The physical findings were “mild disuse muscle wasting” with a normal sensory examination.  Although “normal motor function” was also cited, there was a later statement that the right hand was “approximately 20 percent weaker than the left.”  The wrist ROM measurements were dorsiflexion to 70 degrees and palmar flexion to 80 degrees, both normal, and there was no degradation with repetition.

The Board directed attention to its rating recommendation based on the above evidence.  Both the PEB and VA rated under peripheral nerve codes, the PEB more clinically accurate under code 8715 (median nerve) and the VA under code 8516 (ulnar nerve).  The 10% ratings conferred by each of them indicated assessment of the impairment as “mild.”  Both codes offered a 30% (major) rating for “moderate” impairment, and 50% (8715)/40% (8516) for “severe.”  There was no ROM limitation or alternate joint code under VASRD §4.71a which would achieve a rating higher than 10%, thus the nerve coding was the optimal approach.  Members agreed that rating under code 8715 was the most appropriate option in this case and deliberated whether the higher rating for “moderate” impairment was justified by the evidence, but concluded that it could not be.  The Board considered that strength was preserved (or nearly so), that ROM was normal, that there were no objective sensory deficits, that the EMG demonstrated minimal impairment, and that functional limitations (as near as could be ascertained) were confined to more demanding occupational tasks.  After due deliberation and considering all evidence and with deference to reasonable doubt, the Board concluded that there was insufficient cause to recommend a change in the PEB adjudication of the right wrist condition.


BOARD FINDINGS:  In the matter of the right foot condition and IAW VASRD §4.71a, the Board unanimously recommends no change in the PEB adjudication.    In the matter of the right wrist 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 20140226, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record













SAF/MRB
1500 West Perimeter Road, Suite 3700
Joint Base Andrews, MD  20762

Dear XXXXXXXXXXXXXX:

Reference your application submitted under the provisions of DoDI 6040.44 (Section 1554, 10 USC), PDBR Case Number PD-2014-01042.

After careful consideration of your application and treatment records, the Physical Disability Board of Review determined that the rating assigned at the time of final disposition of your disability evaluation system processing was appropriate.  Accordingly, the Board recommended no re-characterization or modification of your separation.

I have carefully reviewed the evidence of record and the recommendation of the Board.  I concur with that finding and their conclusion that re-characterization of your separation is not warranted.  Accordingly, I accept their recommendation that your application be denied.


Sincerely,






Attachment:
Record of Proceedings 


