





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME: XXXXXXXXXXXXXXXXXXXXX	CASE:  PD-2014-03111
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20040827


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E5, Health Care Specialist, medically separated for “left (non-dominant) shoulder pain, right (dominant) shoulder pain, and left ankle pain” rated at 0%, 0% and 0%, respectively, with a combined disability rating of 0%.  


CI CONTENTION:  “Consider all conditions.”  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 –20040629
VARD - 20041112
Condition
Code
Rating
Condition
Code
Rating
Exam
The Left (Non-Dominant) Shoulder Reveals a History of Dislocations...
5201
0%
Residuals of Left Shoulder Injury (Non-Dominant)
5203
10%
20040814
Right (Dominant) Shoulder Pain...
5003
0%
Residuals of Right Shoulder Injury (Dominant)(Claimed as Pain)
5203
10%
20040814
Left Ankle Pain...
5099-5003
0%
Residuals of Left Ankle Fracture
5271
10%
20040814
Bilateral Knee Pain...
5099-5003
---%
Left Knee Patellofemoral Pain Syndrome with Osgood
Schlatter's Disease
5099-5024
NSC
20040814



Right Knee Patellofemoral Pain Syndrome with Osgood
Schlatter’s Disease
5099-5024
NSC
20040814
Mild Carpometacarpal Instability
Not Unfitting
No VA Placement
Osteoarthritis, Left Thumb
Not Unfitting
Residuals of Left Thumb Injury
5228
0%
20040814
COMBINED RATING:  0%
COMBINED RATING OF ALL VA RATINGS:  30%

ANALYSIS SUMMARY:  

Left (Non-Dominant) Shoulder Condition.  According to service treatment records and the Medical Evaluation Board (MEB) narrative summary (NARSUM), the right hand dominant CI injured his left shoulder in March 1998 during a parachute landing.  Multiple recurrent dislocations led to arthroscopic surgery to stabilize the shoulder (Bankart repair) on 21 November 2001.  Following the surgical repair, the CI reinjured the left shoulder in December 2001 and experienced increased pain and recurrent frequent subluxations/dislocations with raising his arm.  The CI was re-evaluated by the orthopedic surgeon who performed the arthroscopy 26 June 2002.  Shoulder abduction was 90 degrees (normal 180) and the assessment was instability status post-surgical repair and a MEB was recommended.  At an orthopedic clinic evaluation 9 December 2002 the CI reported that his shoulder was “the same way as before the surgery”.  He reported it went out partially several times day and “it drops.”  The examination noted shoulder range of motion (ROM) of flexion 80 degrees (normal 180) and abduction of 60 degrees.  A positive apprehension test with external rotation and abduction was present and subluxation was noted by the examiner during the examination. The CI’s left shoulder condition could not be adequately rehabilitated to meet the physical requirements of the CI’s military specialty and was referred for an MEB.

The 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 20040827 (Surgery 33 Mos. pre sep)
Left Shoulder ROM
(Degrees)

Ortho~12 Mo. Pre-Sep

MEB ~8 Mo. Pre-Sep

PT ~1 Mo. Pre-Sep


VA C&P ~10 Mo. Post-Sep

Flexion (180 Normal)
80
180
170 (5 reps)
80
Abduction (180)
60
180
170(15 reps)
90
Comments

Instability

Pain with abduction & external rotation
Instability

Sulcus sign 
Painful motion 

Recurrent dislocation Crepitus
§4.71a Rating

*10%
*10%
20%
*Rated for painful motion per VASRD coded 5002

According to the MEB NARSUM evaluation on 17 December 2003 (8 months prior to separation) the CI complained of left shoulder pain and recurrent “popping out”.  The examiner noted that the CI could voluntarily dislocate both shoulders.  Physical examination showed a well healed, non-tender surgical scar of the left shoulder.  There was full ROM (as recorded in the chart) with pain during abduction and external rotation.  The examiner noted with certain movements the shoulder subluxated and then spontaneously reduced.  Examination for instability was positive (positive sulcus sign).  The acromioclavicular joint was non-tender, but there was slight discomfort with the impingement maneuver (for rotator cuff injury) and strength was normal.  A PT ROM evaluation dated 2 August 2004 showed painful ROM as noted in the chart above.  The examiner noted a positive sulcus sign of the left shoulder.

The VA Compensation and Pension (C&P) examination on 14 August 2004, performed 2 weeks before separation, relied heavily on the MEB NARSUM examination, re-iterating many sentences verbatim.  The left shoulder examination was exactly as described in the MEB examination and the ROM was the same as reported by the PT ROM evaluation.  

At a VA C&P examination performed on 21 June 2005, 10 months after separation, the CI reported pain, swelling, weakness, and persistent intermittent left shoulder dislocation during normal activities.  The shoulder pain was aggravated by overhead activities.  The examination noted moderate crepitus and TTP of the AC joint.  Negative impingement signs, ROM of flexion 90 degrees and abduction 80 degrees with painful motion and weakness after repetitive motion.  At remote VA C& P examination dated 28 April 2006 the CI reported the same symptoms of frequent dislocations of his left shoulder and the examination showed recurrent subluxation provoked by examination maneuvers and at a more remote examination in 2007, the CI reported that he had repeat surgery 7 November 2006 for repair of the shoulder instability.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 0% rating under the 5201 code (arm, limitation of motion), citing pain and continued dislocations.  The VA also assigned a 10% rating using the 5203 code (clavicle or scapula impairment) for decreased ROM with pain on motion, based upon the findings at the MEB examination and ROM evaluation in August 2004.  Following the C&P examination in June 2005 noted above, the VA increased the left shoulder rating to 20%, coded 5201.

The VASRD §4.71a (code 5201, arm limitation of motion) threshold for a rating for ROM impairment is “at shoulder level” (90 degrees from the side).  The 20% rating for the non-dominant arm requires motion limited to “at shoulder level” and examinations after surgery and within the year before the MEB examination reflected this degree of limitation, as well as the C&P examination 10 months after separation.  Two ROM evaluations in August 2004 (the MEB examination and a ROM evaluation) noted normal or near normal, but painful ROM.  However, given the CI’s well documented pathology, with frequent subluxations and dislocations, it is medically consistent that he had periods of better shoulder ROM (if it had been awhile since a more severe subluxation or dislocation) and periods of worse ROM.  Therefore, the Board agreed that with consideration of functional loss concerns (§4.59, §4.40, and §4.45) the 20% rating was supported.  The next higher rating of 30% for the non-dominant shoulder requires motion limited to “25° from side”, which was not in evidence in this case.  The Board next noted that a 20% rating for the non-dominant arm was also supported coded as 5202 (humerus impairment) for recurrent dislocations.  Both the MEB examination and the ROM evaluation in August 2004 noted subluxation and positive testing for shoulder instability, despite the good ROM in evidence during that few weeks.  There was no fibrous union or nonunion of the humerus or shoulder ankylosis to justify a higher rating under the respective codes (5202, 5200) and no higher rating available under the 5203 code (clavicle or scapula impairment).  The Board noted the evidence supports a 20% rating and no higher, and the Board chose to code as 5202 for the chronic disability due to the well documented shoulder instability.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 20% for the left shoulder condition, coded 5202.

Right (Dominant) Shoulder Pain Condition.  According to service treatment records and the MEB narrative summary (NARSUM), the right hand dominant CI injured his right shoulder in February 2003 after being injured in a motor vehicle accident (MVA).  Radiographic (X-ray) studies in February 2003 showed right acromioclavicular (AC) joint separation (bony “diastasis”).  An orthopedic evaluation 3 March 2003 noted right clavicle fracture (fx) and AC separation following an MVA 11 days earlier.  No surgery was indicated and the CI was treated with shoulder immobilizer and pain medication.  The CI’s shoulder condition could not be adequately rehabilitated to meet the physical requirements of the CI’s military specialty and was referred for MEB.





The 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.

Right Shoulder ROM
(Degrees)
MEB ~8 Mo. Pre-Sep

PT~1 Mo. Pre-Sep

VA C&P ~13 Days. Pre-Sep

Flexion (180 Normal)
180
170 (5 reps)
170 (5 reps)
Abduction (180)
180
180 (5 rep)
180 (5 reps)
Comments
Tender/prominent right AC  joint
Painful motion 
Prominent right AC joint
§4.71a Rating
10%
10%
10%

According to the MEB NARSUM evaluation on 17 December 2003 (8 months prior to separation) the CI complained of pain of the right shoulder and upper back and “popping out” of both shoulders.  Physical examination showed no shoulder instability (negative apprehension with abduction and external rotation and negative sulcus) or rotator cuff injury.  Strength tests were normal.  There was no muscular wasting or scapular winging (reflects muscle weakness of the scapula due to nerve injury).  The ROM was normal as recorded in the chart.  The AC joint was TTP, prominent, and finger pressure on the clavicle caused movement of the clavicle suggesting fx or ligament disruption (positive piano keying test).  There was TTP of the right upper back and there was slight discomfort with the impingement maneuver.  A PT ROM evaluation dated 2 August 2004 showed painful ROM as noted in the chart above.  The examiner noted painful motion.  

As noted above the VA C&P examination on 14 August 2004, performed 2 weeks before separation, relied heavily on the MEB NARSUM examination, re-iterating many sentences verbatim.  The right shoulder examination noted a prominent AC joint, with an otherwise normal examination and there was painful ROM as reported by the PT ROM evaluation.  

At a VA C&P examination performed on 21 June 2005, 10 months after separation, the CI reported right shoulder and upper back pain with shoulder use, especially overhead activities.  The examination noted “minimal” crepitus, TTP of the AC joint with evidence of separation, and TTP of the right upper back, with negative impingement signs.  The ROM was flexion 160 degrees and abduction 160 degrees with painful motion.  Right shoulder X-rays performed on 28 March 2005 showed old distal clavicle calcification consistent with remote trauma and calcification of the clavicle ligaments and no acute fx.

The Board directed attention to its rating recommendation based on the above evidence.  The PEB assigned a 0% rating under the 5003 code (arthritis, degenerative), citing degenerative changes of a single major joint.  The VA assigned a 10% rating using the 5203 code (clavicle or scapula, impairment) for decreased ROM with pain on motion.  The VASRD §4.71a (code 5201, arm limitation of motion) threshold for a rating for ROM impairment is “at shoulder level” (90 degrees from the side), and the ROM in evidence demonstrated motion above this level.  However, Board members agreed that a 10% rating was justified coded as 5099-5003 for painful motion of a single major joint with imaging evidence of degenerative changes.  There was no evidence of malunion or recurrent dislocation of the humerus; dislocation or nonunion of the clavicle or scapula; or, shoulder ankylosis to justify a higher rating under the 5202 (humerus, other impairment of), 5203 (clavicle or scapula, impairment of) or 5200 (ankylosis) codes.  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 right shoulder condition.  

Left Ankle Pain Condition.  According to service treatment records and the MEB NARSUM, the CI’s left ankle condition began in January 2003 while playing flag football when he twisted his ankle.  Radiographic studies showed an avulsion fx (severe sprain-ligament pulls a piece of bone with it during the injury) at the medial malleolus (inner ankle).  There was no surgical indication.  Repeat ankle X-rays 16 July 2003 showed an old avulsion fx with the ankle joint maintained.  Despite treatment, the CI’s ankle condition could not be adequately rehabilitated to meet the physical requirements of his military specialty and he was referred for a MEB.  

The 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.

Left Ankle ROM
(Degrees)
MEB ~8 Mo. Pre-Sep

PT ~1 Mo. Pre-Sep

VA C&P ~13 Days. Pre-Sep

VA C&P ~10 Mo. Post-Sep

Dorsiflexion (20 Normal)
12
20 (5 reps)
“FULL”
20
Plantar Flexion (45)
44
45 (5 reps)
“FULL”
45
Comments
Tenderness 
Painful motion

Abnormal gait
Unable to stand on toes, heels, or support all weight on foot




Painful motion
§4.71a Rating
*10%
**10%
**10%
10%

At the MEB NARSUM examination on 17 December 2003, performed 8 months before separation, the CI reported some improvement since injury, but ankle pain with first steps in the morning, running, stairs, and jumping.  The MEB physical examination noted TTP of the medial malleolus.  The ROM was as recorded in the chart.  There was no swelling or evidence of instability.  Lower extremity strength, sensation, and reflexes were normal.  At the PT ROM evaluation on 2 August 2004, a month before separation, the examination showed full ROM with no change with repetitive movement, and painful eversion was noted..  

The VA Compensation and Pension (C&P) examination on 14 August 2004, performed 2 weeks before separation, relied heavily on the STR and the MEB NARSUM exam, as noted above.  The physical examination noted an abnormal gait which the CI attributed to both ankles and knees.  He was unable to stand on his toes, heels, or support his full weight on one foot due to pain.  The ROM was as recorded in the chart.  

At a VA C&P examination performed on 21 June 2005, 10 months after separation, the CI reported persistent left ankle pain.  At the beginning of the interview an antalgic gait was noted, but at the end of the interview the examiner indicated the CI walked with a normal gait.  The examination noted TTP of the medial malleolus and posterior ankle without swelling and no evidence of instability.  The ROM was as recorded in the chart, with painful motion.  

The Board directed attention to its rating recommendation based on the above evidence.  The PEB rated the left ankle condition 0% (coded 5099-5003), citing painful motion and limitation of motion.  The VA initially rated the left ankle condition 10%, coded 5271 (limited motion of ankle), citing painful motion, and the VARD 10 November 2005 continued the 10% rating.

There was no limitation of dorsiflexion or plantar flexion that supported a minimum rating under the VASRD diagnostic code for limitation of motion (5271) from the two exams closest to the date of separation (physical therapy and VA exams) or evidence of ankylosis.  However there was evidence of painful motion supporting the 10% rating (based on §4.59, §4.40 and §4.45).  The Board noted the evidence also supports a 10% rating coded according to 5003 rating criteria for imaging evidence of pathology of a single major joint with limited motion (painful motion).  After due deliberation, considering all of the evidence and mindful of VASRD §4.59 (painful motion) and VASRD §4.3 (reasonable doubt), the Board recommends a disability rating of 10% for the right ankle condition coded 5099-5003.

Contended PEB Conditions.  The Board’s main charge with regard to the bilateral knee pain condition is to assess the fairness of the PEB’s determination that it existed prior to service (EPTS0 and not service aggravated.  The Board’s main charge with regard to the left thumb condition is to assess the fairness of the PEB’s determination that the thumb conditions (as noted above in the analysis section) were not unfitting, either individually or in combination.  The Board’s threshold for countering fitness determinations requires a preponderance of evidence, but remains adherent to the DoDI 6040.44 “fair and equitable” standard.  The EPTS bilateral knee condition is addressed first below, followed by the not unfitting left thumb conditions.

Bilateral Knee Pain:  According to service treatment records and the MEB NARSUM, bilateral knee pain began at the time of service entry in 1997, approximately 7 years prior to referral for MEB.  At the CI’s military enlistment physical (MEPS) on 1 August 1996, there was no mention of symptoms of either knee on the history form; there were no knee/lower leg abnormalities noted on the physical examination; and, there were no knee/lower leg abnormalities noted on an examination for airborne school clearance dated 30 December 1997.  Evaluation of the knees in the primary care (PC) clinic on 16 December 2002 indicated patellofemoral (PF) compression pain and crepitus.  There was tenderness of the tibial tuberosities.  The physician’s assistant concluded with diagnoses of bilateral PF joint syndrome/residual of Osgood-Schlitter’s disease (inflammation of the tibia where the patellar tendon attaches-usually occurs in adolescence) of both knees.  Computed tomography scan (CT) of the right knee on 30 May 2001 was normal and bilateral X-rays on 16 December 2002 indicated degenerative changes (osteophytosis).  The CI was treated with duty limitations, medications, and PT with some benefit.  Despite treatment, the CI’s bilateral knee condition could not be adequately rehabilitated to meet the physical requirements of his military specialty and he was referred for MEB.

The permanent profile dated 14 October 2003 did not list a condition of one or both knees.  The commander’s statement noted conditions of the shoulders and “left lower leg” impaired the CI’s duty performance.

The goniometric 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.


Knee ROM
(Degrees)
MEB ~8 Mo. Pre-Sep

PT ~1 Mo. Pre-Sep

VA C&P ~13 Days. Pre-Sep


VA C&P ~10 Mo. Post-Sep


Left
Right
Left
Right
Left
Right

Left

Right
Flexion (140 Normal)
132
132
135 (5 reps)
130 (5 reps)
“FULL”



Not addressed
Extension (0 Normal)
0
0
0 (5 reps)
0 (5 reps )


Comment

Patellar pain with compression 
Crepitus

No painful motion
Tenderness bil. tibiae
No crepitus

§4.71a Rating
10%
10%
0%
0%
0%
0%
-

10% bilateral
10% bilateral




At the MEB NARSUM examination, the CI reported bilateral knee pain, increased by weight bearing activities.  The MEB physical examination of the right and left knees were identically reported.  Bilaterally, there was pain with PF compression and crepitus.  There was tenderness to palpation of the anterior tibia.  There was no joint effusion or joint line tenderness.  ROM was as indicated in the chart above.  There was no evidence of ligamentous laxity or meniscal pathology and muscle bulk was symmetrical bilaterally.  The MEB examiner listed diagnoses of “patellofemoral joint syndrome and residual of Osgood-Schlatter Disease, bilateral knees.”  The PT ROM evaluation performed on 2 August 2004 showed ROM as indicated in the chart above, without painful motion.

The VA Compensation and Pension (C&P) examination on 14 August 2004, performed 2 weeks before separation, referenced the service medical record and the medical board.  The examination noted an antalgic gait as noted under the ankle discussion.  The ROM of the knees was as noted in the chart above.  There was tenderness to palpation of the tibiae.  There was no swelling, crepitus, or evidence of ligamentous laxity or meniscal pathology 

At a VA C&P examination performed on 21 June 2005, 10 months after separation, the CI did not specifically report knee symptoms.  The VA examiner noted (in addition to other specific joints) that the CI reported “pain and stiffness of the joints” and use of multiple medications for “joint pains”.  There was no physical examination of either knee performed.

The PEB determined that the bilateral knee condition was EPTS and the Board first considered whether or not there was evidence of SA.  A presumption of SA may only be overcome by a preponderance of competent medical evidence and accepted medical principles that the natural progression of a pre-existing condition was clearly unaltered by any consequence of military service.  Although the CI had radiographic evidence of Osgood-Schlatter’s Disease, which was likely present prior to enlistment, there was no evidence documented in record that either of the knees was symptomatic at the time of service entry.  Additionally, the CI was also diagnosed during AD with bilateral PF joint syndrome.  The Board concluded that presumption of SA of the bilateral knee condition was not overcome by the evidence in record and the bilateral knee condition was therefore eligible for Service rating.  

The Board next considered if each knee remained reasonably considered as separately unfitting when separated from the PEB’s combined adjudication as described above.  No knee condition was specifically listed on the permanent profile and no knee condition was implicated by the commander’s statement.  (The “left lower leg” was implicated by the commander’s statement, however, the CI also had a left ankle condition.)  The scant service records addressing the knees addressed the right and left knee equally and provided them the same diagnoses, as did the MEB NARSUM, and there was radiographic evidence of degenerative changes of the tibia bilaterally.  The Board concluded that there was not a preponderance of evidence that overcame the Board’s presumption that each bundled knee condition is reasonably considered separately unfitting.  The coding and rating features for the right and left knees were essentially the same in this case and therefore, the Board considered the rating of the knees together below.  

The Board directed attention to its rating recommendation for the right and left knees based on the above evidence.  The PEB adjudicated the bilateral knee condition as elaborated above.  The VA denied service connection for either the right or left knee conditions.  As noted above, there are no distinctions with regards to clinical features or fitness considerations between the right and left knees.  The bilateral diagnosis supported a single 5099-5003 (analogous to degenerative arthritis), an analogous code for PF syndrome based on rating for “2 or more major joints”.  There was no evidence of sufficiently limited ROM of either knee to meet the threshold for 10% ratings or satisfactory evidence of painful motion or other functional loss concerns for either knee to justify a 10% rating with consideration of VASRD §4.59, §4.40, or §4.45; thus there is VASRD §4.71a latitude for a bilateral rating.  Members agreed, therefore, although recommending the right and left knees as separately unfitting, the evidence did not support recommending separate disability ratings for each knee.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the Board recommends a disability rating for the bilateral knee condition of 10%, coded 5099-5003 

The Board’s main charge with regard to the left thumb condition is to assess the fairness of the PEB’s determination that the thumb conditions (as noted above in the analysis section) were not unfitting, either individually or in combination.  The Board’s threshold for countering fitness determinations requires a preponderance of evidence, but remains adherent to the DoDI 6040.44 “fair and equitable” standard.  

Left Thumb.  According to the STR and the MEB NARSUM, the CI dislocated his left non-dominant thumb during a parachute jump in 1997 and re-injured the left thumb in an MVA in March 2003.  An orthopedic evaluation in July 2003 noted pain, swelling and deformity of the thumb and indicated the carpometacarpal joint (CMC – joint between thumb and hand) was dislocated.  Thumb X-rays noted a dislocated CMC joint and a subluxated metacarpal joint (MCP - joint between the thumb metacarpal and proximal phalanx bones) and the CI was referred to a hand surgeon for surgical consideration.  There was no evidence in the STR that the CI ever had an evaluation with the hand surgeon and later notes indicated he did not have surgery during AD (though he did have thumb surgery 19 months post-separation).  An orthopedic clinic note 23 September 2003, which chronicled the CI’s conditions of the left shoulder, ankle and thumb, noted that the CI did not wish to have any surgery at present and “wants to proceed with a medical board.”  At the MEB NARSUM, the CI reported he had dislocated his thumb approximately 10 times.  The examination showed tenderness and thickening of the MCP joint, with limited motion until the joint was “reduced” (refers to relocation of a subluxated or dislocated joint).  A PT ROM evaluation 2 August 2004 showed restricted CMC joint flexion without pain noted, and the thumb was able to fully oppose all fingers.  Left grip strength was less than 30% of right grip strength.  The MEB referred the thumb condition to the PEB as medically unacceptable and the permanent profile listed the left thumb condition.  The commander’s statement did not implicate the thumb conditions as impairing the CI’s duty performance.  A performance evaluation report (NCOER) for the period September 2002 to August 2003 indicated the CI was able to successfully perform his physical duties as a health care specialist (including CI’s own training, medical training and medical screening of soldiers by the CI, and administrative responsibilities of managing budget and equipment needs).  The NCOER noted the CI had not taken a recent APFT due to his temporary profiles.  

The left thumb condition was permanently profiled, but not implicated in the commander’s statement.  The commander indicated that the CI was able to perform all duties “presently required of him,” but was unable to take an APFT due to his shoulder and left lower leg problems, and that if necessary the CI may have difficulty performing some soldier duties including lifting, walking, carrying a weapon, wearing a helmet and flak vest or complete a several mile march with equipment.  The NCOER in the year leading to the MEB indicated the CI was able to successfully complete his duties other than APFT.  There was no performance-based evidence from the record that either of the thumb conditions significantly interfered with satisfactory duty performance.  After due deliberation, and in consideration of the preponderance of the evidence, the Board concluded that there was insufficient cause to recommend a change in the PEB fitness determination for the left thumb conditions and so no additional disability ratings are recommended.


BOARD FINDINGS:  In the matter of the left shoulder condition, the Board unanimously recommends a disability rating of 20%, coded 5202 IAW VASRD §4.71a.  In the matter of the right (dominant) shoulder pain condition and IAW VASRD §4.71a, the Board unanimously recommends a disability rating of 10%, coded 5099-5003 IAW VASRD §4.71a.  In the matter of the left ankle pain condition, the Board unanimously recommends a disability rating of 10%, coded 5099-5003 IAW VASRD §4.71a.  In the matter of the bilateral knee condition, the Board unanimously recommends a disability rating as follows: an unfitting right knee condition and an unfitting left knee condition rated 10% as a bilateral joint condition, coded 5099-5003 IAW VASRD §4.71a.  In the matter of the contended left thumb condition conditions, the Board unanimously recommends no change from the PEB determinations as not unfitting.  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; and, that the discharge with severance pay be re-characterized to reflect permanent disability retirement, effective as of the date prior to medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Left (Non-Dominant) Reveals a History of Dislocations Condition
5202
20%
Right (Dominant) Shoulder Pain
5099-5003
10%
Left Ankle Pain…
5099-5003
10%
Bilateral Knee Pain
5099-5003
10%
COMBINED W/BLF
40%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20140628, 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

SUBJECT:  Department of Defense Physical Disability Board of Review Recommendation for XXXXXXXXXXXXXXXXXXXXX, AR20160007960  (PD201403111)

	Under the authority of Title 10, United States Code, section 1554(a), I approve the enclosed recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) pertaining to the individual named in the subject line above to re characterize the individual's separation as a permanent disability retirement with the combined disability rating of 40% effective the date of the individual's original medical separation for disability with severance pay.


	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:


	Providing a correction to the individual's separation document showing that the individual was separated by reason of permanent disability retirement effective the date of the original medical separation for disability with severance pay.


	Providing orders showing that the individual was retired with permanent disability effective the date of the original medical separation for disability with severance pay.


	Adjusting pay and allowances accordingly.   Pay and allowance adjustment will account for recoupment of severance pay, and payment of permanent retired pay at 40% effective the date of the original medical separation for disability with severance pay.


	Affording the individual the opportunity to elect Survivor Benefit Plan (SBP) and medical TRICARE retiree options.


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:


