





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-01355
BRANCH OF SERVICE:  NAVY	SEPARATION DATE:  20071101


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an activated Reserve E5, Administrative Support, medically separated for “biceps femoris tendonosis,” with a disability rating of 10%.


CI CONTENTION:   The CI believes his PEB rating should have been higher.  The CI’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 - 20070719
VARD - 20070803
Condition
Code
Rating
Condition
Code
Rating
Exam
Biceps Femoris Tendonosis
5313
10%
No VA Placement
Chondromalacia of the Left Medial Femoral Condyle and Medial Tibial Plateau
Cat II
Neuropathy, Left Foot Associated with Left Knee Arthritis
8520
10%
20070723


Left Knee Arthritis
5010-5261
40%

COMBINED RATING:  10%
RATING:  80%


ANALYSIS SUMMARY:

Left Knee Condition.  According to service treatment records (STR) and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the left knee condition began approximately 6 years prior to referral for MEB.  The CI fell from a ladder approximately 3-4 feet onto concrete and struck her left knee.  Over the subsequent 5 years, she underwent four arthroscopic and open knee surgeries.  A left lower extremity electrodiagnostic (EMG/NCS) study showed a mild left peroneal nerve sensory neuropathy (peripheral nerve irritation or injury).  The NARSUM, performed 7 months before separation by orthopedic surgery, recounted the history and interventions.  The CI complained of diffuse 3/10 left knee pain which was exacerbated by activity.  Symptoms were associated with occasional swelling and left foot paresthesia (abnormal sensation, tingling, burning, and prickling).  The left knee examination revealed multiple healed incisions, a trace effusion (fluid collection), and no erythema (redness).  There was peri-incisional, medial joint line, and lateral joint line tenderness.  The valgus/varus stress (assesses medial collateral ligament [MCL]/lateral collateral ligament [LCL]), drawer (assesses anterior cruciate ligament [ACL]/posterior cruciate ligament [PCL]), and Lachman (assesses ACL) tests were negative.  The examiner was unable to perform the pivot shift (assesses ACL), McMurray (assesses menisci), or Apley (assesses menisci) tests because of diffuse pain and guarding.  Active range-of-motion (ROM) was flexion of 135 (140 normal) and extension of 0 (0) degrees as limited by body habitus.  Strength and pulses were normal and there were no gross neurologic deficits.  Diagnostic imaging (X-ray) revealed inferior patella osteophytes (bone spurs) and minimal medial knee joint space narrowing.  The diagnoses listed diffuse left knee pain, chondromalacia, and subjective left foot non-dermatomal paresthesia.  In the VA Compensation and Pension (C&P) examination the CI complained of chronic anteromedial and posterior left knee pain.  She reported associated swelling, catching, popping, and crepitus (grating sensation or sound).  The CI reported “give away sensations” about every other week, but denied locking, flare-ups, or incapacitation.  Pain was exacerbated by prolonged sitting, standing, shifting weight, and walking and relieved with a hinged knee brace, ice, and medication (Piroxicam).  The physical examination documented a strong and steady gait with generalized stiffness.  The CI was unable to squat, or stand on her toes or heels, secondary to knee pain.  The left knee examination revealed well healed surgical scars and no keloid (abnormal/excessive scar tissue), adhesions, or skin break down.  There was no valgus/varus abnormality, atrophy (wasting or decrease in size), instability, or weakness.  Lachman, McMurray, and Apley tests were negative.  With attempted ROM, the CI complained of severe knee pain with facial grimacing and guarding.  Pain-limited active ROM was flexion of 60 (140) and extension of 30 (0) degrees.  The CI performed repetitive (X5) ROM without change.  The examiner cited the findings of the X-rays and MRI.  The diagnosis listed left knee degenerative joint disease with recent surgical repair.  Left knee diagnostic imaging (MRI) showed medial meniscectomy postoperative changes, articular cartilage loss, and intact lateral meniscus and cruciate, collateral, quadriceps, and infrapatellar ligaments.  An EMG/NCS showed a mild superficial peroneal nerve sensory neuropathy.

The goniometric range of motion (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.

DOS 20071101
Left Knee ROM
(Degrees)
MEB ~7 Mos. Pre-Sep
(20070321)
PT ~4 Mos. Pre-Sep
(20070703)
VA C&P ~3 Mos. Pre-Sep
(20070723)
Flexion (140 Normal)
135
118
60
Extension (0 Normal)
0
-6
30
Comment
AO
AO
AO
§4.71a Rating
0%
0%
40%
DOS 20071101
Left Knee ROM
(Degrees)
ORTHO ~1 Mos. Post-Sep
(20071206)
ORTHO ~3 Mos. Post-Sep
(20080129)
ORTHO ~4 Mos. Post-Sep
(20080225)
Flexion (140 Normal)
Excellent
Quite Good
100
Extension (0 Normal)
Excellent
Quite Good
0
Comment
AO
AO
2 wks post-op
§4.71a Rating
0%
0%
0%
The Board directed attention to its rating recommendation based on the above evidence.  The Informal PEB assigned a 20% rating under an analogous 5262 code (tibia and fibula, impairment of).  The CI disagreed with this finding and requested reconsideration.  The rebuttal was considered with no change in the findings.  The CI subsequently demanded a formal hearing.  The Formal PEB (FPEB) assigned a 10% rating under the 5313 code (muscle group VIII, moderate).  The FPEB listed chondromalacia (abnormal cartilage softening or degeneration) of the left medial femoral condyle and medial tibial plateau as a Category II condition, a diagnosis related to the primary unfitting diagnosis and not separately ratable (in accordance with VASRD §4.14, avoidance of pyramiding).  The FPEB cited biceps femoris tendonosis, fairly benign examination, ROM, guarding, inability to perform certain examination maneuvers due to pain, pain and limitations limited to biceps femoris tendon debridement site, anterior knee not problematic, knee not globally painful, surgical scars, ambulatory impairment, and pain with activity, standing, kneeling, walking, and stairs.  The VA assigned a 40% rating under the 5010-5261 codes (arthritis due to trauma-leg limitation of extension), based on the VA C&P examination 3 months before separation, citing degenerative arthritis, chronic pain, pain exacerbated by prolonged sitting and walking, unable to squat or stand on her toes or heels because of pain, swelling, give away sensations, leg extension limited to 30 degrees, no instability, and negative Lachman, McMurray, and Apley tests.  While the CI reported paresthesias, and EMG/NCS studies showed a mild sensory neuropathy, there was no objective evidence of a radiculopathy or functional impairment with a direct impact on fitness.  The sensory component in this case had no functional implications, and no motor weakness was in evidence.  The ROM values in 5 of 6 proximate exams (MEB, PT, and ORTHO X 3) did not support a minimum rating under the limitation of knee flexion (5260) and extension (5261) codes.  While the ROM values in C&P examination did not support a minimum rating under 5260, the extension limited to 30 degrees was consistent with a 40% rating under 5261.  The Board assigned more probative value to the majority of proximate exams, with no ratable ROM limitations, as accurately reflecting the CI’s condition at the time of separation.  While the CI underwent a partial meniscectomy and debridement, there was no dislocated meniscus (5258) or symptomatic removed meniscus (5259) for consideration under the respective codes.  There was no knee ankylosis (5256), knee recurrent subluxation/lateral instability (5257), tibia and fibula nonunion/malunion (5262), or genu recurvatum (5263) for consideration under the respective codes.  The Board agreed a 10% rating was supported based on VASRD §4.40 (functional loss) or §4.59 (painful motion).  Board members agreed that the disability more closely approximated the moderate (10%) than the moderately severe (30%) rating under 5313 (muscle group VIII).  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.  


BOARD FINDINGS:  In the matter of the left knee 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 20140317, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record



MEMORANDUM FOR DIRECTOR, SECRETARY OF THE NAVY COUNCIL OF REVIEW
               BOARDS 

Subj:  PHYSICAL DISABILITY BOARD OF REVIEW (PDBR) RECOMMENDATIONS
 
Ref:   (a) DoDI 6040.44
       (b) CORB ltr dtd 31 May 16

      In accordance with reference (a), I have reviewed the cases forwarded by reference (b), and, for the reasons provided in their forwarding memorandums, approve the recommendations of the PDBR that the following individual’s records not be corrected to reflect a change in either characterization of separation or in the disability rating previously assigned by the Department of the Navy’s Physical Evaluation Board:

		- XXXXXXXXXXXXXXXXXXXX, former USMC
		- XXXXXXXXXXXXXXXXXXXX, former USN
		- XXXXXXXXXXXXXXXXXXXX, former USMC
		- XXXXXXXXXXXXXXXXXXXX, former USN
		- XXXXXXXXXXXXXXXXXXXX, former USMC
		- XXXXXXXXXXXXXXXXXXXX, former USN
		- XXXXXXXXXXXXXXXXXXXX, former USMC
		- XXXXXXXXXXXXXXXXXXXX, former USMC
		- XXXXXXXXXXXXXXXXXXXX, former USMC
 


				XXXXXXXXXXXXXXXXXXXX
	     			Assistant General Counsel
				 (Manpower & Reserve Affairs)
					  


