





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXXX	CASE:  PD-2016-00987
BRANCH OF SERVICE:  ARMY 	SEPARATION DATE:  20040928


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was a Reserve E4, Personnel Service Specialist, medically separated for “asthma, with normal spirometry, on intermittent inhalational bronchodilator therapy” with a disability rating of 10%.  “Symptomatic pes planus” was determined to have existed prior to service (EPTS) and was not rated.   


CI CONTENTION:  “All of the conditions which rendered me ‘unfit’ have increasingly gotten worse with age.”  Conditions not identified by either the MEB or PEB were further requested for review.  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 - 20040816
VARD - 20050322
Condition
Code
Rating
Condition
Code
Rating
Exam
Asthma…
6602
10%
Asthma
6602
30%
20050106
Symptomatic Pes Planus
5299-5276
EPTS
Pes Planus of the Left Foot
5276
10%
20050106



Pes Planus of the Right Foot
5276
10%

COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  70% 


ANALYSIS SUMMARY:  

Asthma.  According to the service treatment record (STR) and Medical Evaluation Board (MEB) narrative summary (NARSUM), the CI was diagnosed with asthma in approximately 2001.  He was treated with an oral bronchodilator medication (Singulair), allergy medication (Zyrtec), a nasal inhaler for allergic rhinitis (Flonase), and used a bronchodilator inhaler (albuterol) about once per month.  While deployed In May 2003, the CI experienced an exacerbation of symptoms and was treated with oral and inhaled steroids (prednisone and Vanceril inhaler) and medically evacuated.  Initial pulmonary function tests (PFTs) showed a mild obstructive pattern with no significant response to bronchodilator medication.  

On June 2003, the CI was treated in the emergency room for an asthma attack and again placed on oral steroids (Medrol dosepak).  At a 12 August 2003 pulmonary evaluation, post-bronchodilator spirometry was normal, but with a significant response to bronchodilator medication, and he was diagnosed with moderate persistent asthma.  A combination anti-inflammatory and long-acting bronchodilator inhaler (Advair) was prescribed for daily use and the oral bronchodilator medication was continued.  

At a 17 November 2003 allergy evaluation, the CI reported improvement on his current medications, but noted persistent runny nose, itchy eyes, and congestion.  Skin testing was positive for multiple allergens including grasses, weeds, and dust mites, but the allergist determined the CI was not a good candidate for immunotherapy due to the severity of his asthma and allergy symptoms.  A 25 February 2004 PFT showed a forced expiratory volume in one second (FEV1) of 101% predicted, and a FEV1/forced vital capacity (FVC) ratio of 77%, with a significant response to bronchodilator medication.  In the 12 months before separation, the CI’s asthma medications were adjusted frequently with the STR showing treatment with an anti-inflammatory inhaler and/or daily treatment with inhaled or oral bronchodilator medication.  The last primary care visit in the STR was on 20 April 2004 and listed two anti-inflammatory medications containing inhalers (Flovent, Advair) and both oral and inhaled bronchodilator medications.  A medication profile from 9 March 2004 to 29 July 2004 showed asthma-related prescriptions for a bronchodilator inhaler, with 2 inhalers dispensed on 7 April 2004; and a pre-mixed 2-month supply of bronchodilator medication for nebulization, dispensed on 16 March 2004.  

The 8 June 2004 MEB NARSUM examination, 3 months prior to separation, noted CI complaints of severe persistent asthma and multiple respiratory allergies.  He reported improved symptoms on medication but with continued runny nose, itchy eyes and congestion.  Listed medications showed an anti-inflammatory inhaler and oral bronchodilator.  Physical examination showed no acute distress and a normal heart and lung examination with good air movement and no wheezing.  

At a 28 December 2004 VA outpatient primary care (PC) visit, the CI reported being out of all of his medications for a month.  These included a daily anti-inflammatory inhaler (Advair), daily oral bronchodilator, bronchodilator inhaler as needed, and allergy medications.  Physical examination showed no distress and normal ears, nose, throat and heart, but coarse wheezing throughout the lungs.  The CI did not want to take the daily anti-inflammatory inhaler daily, stating it did not seem to help.   The examiner prescribed a bronchodilator (albuterol) inhaler and daily oral bronchodilator as well as a short course of oral steroids, indicating the possibility of continued inhaled steroid use after a period of monitoring. Allergy and gastroesophageal reflux disease (GERD) medications were also prescribed.  At two additional PC visits in March and June 2005, treatment notes documented the CI was using both the bronchodilator inhaler and the oral bronchodilator medication daily.  

At the 6 January 2005 VA Compensation and Pension (C&P) evaluation, 3 months after separation, the CI reported daily bronchodilator inhaler and oral bronchodilator medication use since deploying to the Middle East.  He had recently finished a course of oral steroids and said he required three to four courses of oral steroids, as well as antibiotics, per year.  He had not been hospitalized for his asthma and noted symptoms were aggravated by fumes and weather extremes.  He also reported night-time asthma symptoms (which he was told were due to GERD) and treated these with a nebulizer.  Physical examination showed less than 25 percent left nostril obstruction with none on the right; lungs were clear to auscultation.  
The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the asthma condition 10%, coded 6602 (asthma), citing normal spirometry and intermittent inhalational BRONCHODILATOR therapy.  The VA rated the asthma condition 30%, coded 6602, based on the C&P examination 3 months after separation, citing daily medication and inhaler treatment and three to four courses of oral steroids per year.  

The PEB’s determination of medication use was presumably based upon the medication profile from March to July 2004.  However, the panel did not find this to be sufficient justification to reach that conclusion since it may have been incomplete or medications obtained elsewhere.  The panel also noted the medication profile did not list the CI’s other prescriptions such as Singulair and Flonase.  All STR entries, including pulmonary and allergy notes and the MEB NARSUM and C&P examinations, indicated the CI was prescribed anti-inflammatory inhalers and/or an oral bronchodilator daily.  While there was some variability in documented medications, all  STR notes showed daily oral bronchodilator use and most indicated daily inhalant anti-inflammatory medication and either oral or inhaler bronchodilator use, or both.  The VA examiner noted the CI had wheezing after being off asthma medications for a month and prescribed a course of oral steroids in addition to oral bronchodilator medication and a bronchodilator inhaler to be used up to 4 times daily as needed.  Additionally, at the follow-up VA outpatient PC visits and C&P examination, daily use of a bronchodilator inhaler and oral bronchodilator medication was documented.    

Panel members agreed that the VASRD §4.97 threshold for a 30% rating was reasonably satisfied in this case on the basis of daily bronchodilator and/or inhalational anti-inflammatory medication use.  There was no PFT evidence to support the next higher 60% rating.  Although an allergist noted seeing the CI monthly in February 2004, this was not for asthma exacerbations, but to optimize his allergy and asthma treatment.  At the VA examination, he reported needing three to four courses of oral steroids per year, but the record documented oral steroids less frequently with three courses of oral steroids over a 16-month period (18 May 2003 to 28 September 2004), and only one course in the 12 months before separation.  The CI had required more frequent oral steroids between May and October 2003 until breathing symptom management was optimized by pulmonary and allergy specialists.  Therefore the panel concluded that a 60% rating was not justified in the absence of at least monthly visits to a physician for required care of exacerbations, or intermittent (at least three per year) courses of systemic corticosteroids proximate to separation.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 30% for the asthma condition, coded 6602.  

Contended PEB Condition: Symptomatic Pes Planus.  According to the STR and MEB NARSUM, the CI’s bilateral pes planus existed prior to service.  During the MEB process for the asthma condition, he was evaluated by orthopedics and podiatry and was diagnosed with bilateral symptomatic pes planus.  Orthotics provided no improvement, and he could only run half a mile and stand no more than 30 minutes due to foot pain.  At a 16 April 2004 podiatry visit, physical examination showed bilateral mild to moderate varus deformity (forefoot abduction).  There was bilateral mid-arch, but no plantar fascia, tenderness and a P3 profile was recommended.

The 23 September 2003 commander’s statement, 12 months before separation, implicated asthma as impairing the CI’s ability to successfully perform his military duties.  The 20 April 2004 permanent profile, 5 months before separation, listed asthma and flat feet.  Restrictions included no prolonged standing, with running, jumping, marching, and ruck marching limitations at least partially attributable to flat feet.  No alternate aerobic physical fitness event was approved for the Army physical fitness test.  

The 8 June 2004 MEB NARSUM examination, 3 months prior to separation, noted CI complaints of symptomatic flat feet.  Physical examination showed bilateral pes planus with tenderness along the medial arches and ligaments on the bottom of the feet.  Ankle/foot dorsiflexion was 10 degrees (normal 20) on the right and 20 degrees on the left; plantar flexion was 25 degrees (normal 45) on the right and 35 degrees on the left.  The remainder of the physical examination was normal.  The examiner indicated the CI failed to meet retention standards due to bilateral symptomatic pes planus and opined that “the pes planus existed prior to service and was service aggravated.”  The 15 June 2004 MEB examination (recorded on DD Forms 2807-1 and 2808), showed moderate symptomatic PP.

At the 6 January 2005 C&P evaluation, 4 months after separation, the CI reported that military boots aggravated his flat feet and that they felt “sore.”  When his feet hurt, he elevated them and did stretches.  He had orthotics to wear with “lace-up” shoes and could not stand for prolonged periods or run due to foot pain; he did not have any foot surgeries.  Physical examination showed normal, bilateral foot ROM with good pulses and no calluses.  The VA examiner noted “overpronation” of both feet with walking.  

The panel first considered the PEB EPTS determination of the bilateral pes planus condition and found no evidence to indicate this was not correct.  The panel next considered whether the evidence above supports that the pes planus condition was service aggravated, noting that IAW DoDI 1332.38, a presumption of service aggravation 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 as distinguished from personal medical opinion alone.  The panel agreed there was no evidence showing the CI’s military service, which included strenuous physical training, had no permanent impact on the pes planus condition, and therefore concluded it was service aggravated and eligible for rating.  

While providing a single rating for the right and left pes planus conditions as a bilateral condition is VASRD-compliant under code 5276 (acquired flatfoot), the panel also considered whether the right and left pes planus conditions, having been de-coupled from the combined PEB adjudication, each remained separately unfitting as established above.  When doing so, the panel considers each bundled condition to be reasonably justified as separately unfitting unless a preponderance of evidence indicates the condition would not cause the member to be referred into the DES or be found unfit because of physical disability.  The MEB NARSUM examiner indicated the CI fell below retention standards due to bilateral pes planus and the permanent profile listed “flat feet.”  The commander’s statement only implicated the asthma condition, but was written before the pes planus condition was addressed in the MEB process.  Other STR evidence did not provide any information permitting the panel to discriminate the performance limitations attributable to either foot over the other.  Since undue speculation would be required to conclude that impairment from either foot would not have unacceptably interfered with performance, members agreed there was not a preponderance of evidence which overcame the presumption that each of the bundled pes planus conditions was reasonably considered separately unfitting.  

The rating evidence for each foot was identical and therefore the panel next considered its rating recommendation for the unfitting PP conditions together at the time of separation.  The PEB determined the pes planus condition was EPTS.   The VA rated the right and left foot pes planus conditions 10% each, both coded 5276, based on the C&P examination 4 months after separation citing weight-bearing indications and pain on manipulation. The panel agreed that the evidence supports a 10% rating coded as 5276 (acquired flatfoot) for “moderate; weight-bearing line over or medial to great toe…pain on manipulation and use of the feet, bilateral or unilateral.”  There were no “severe” pes planus findings such as marked deformity, swelling on use, or characteristic callosities of either foot for a higher rating using code 5276.  The panel next deliberated whether there was sufficient evidence to rate each foot separately under code 5284 (other foot injury) or 5271 (limitation of ankle motion) with both requiring a “moderate” level of impairment for a 10% rating.  Members agreed that there was no evidence of any “other foot injury” that warranted rating under 5284.  The MEB NARSUM examination noted limited right (but not left) foot dorsiflexion that the panel agreed met the threshold for 10% rating under code 5271, but at the VA examination, foot ROM was normal bilaterally.  Therefore, the panel deliberations arrived at no higher than a combined 10% for the foot conditions with any applicable code.  Although the panel recommends that right and left PP conditions were each unfitting, code 5276 was the most appropriate and supports a 10% rating for the combined bilateral pes planus condition and no higher.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded the bilateral pes planus condition was permanently aggravated by service and recommends a disability rating of 10%, coded 5276


BOARD FINDINGS:  In the matter of the asthma condition, the panel unanimously recommends a disability rating of 30%, coded 6602 IAW VASRD §4.97.  In the matter of the bilateral pes planus condition, the panel unanimously recommends it was permanently aggravated by service and recommends a disability rating of 10%, coded 5276 IAW VASRD §4.71a.  There are no other conditions within the panel’s scope of review for consideration.

The panel recommends the CI’s prior determination be modified as follows; and, the discharge with severance pay be re-characterized to reflect permanent disability retirement, effective as of the date of the prior medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Asthma
6602
30%
Symptomatic Pes Planus
5276
10%
COMBINED
40%



The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20160918, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record 



AR20170019689, XXXXXXXXXXXXXXXXXXX




XXXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXXX:

	I accept the recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) to re-characterize your separation as a disability retirement with the combined disability rating of 40% effective the date of your medical separation for disability with severance pay.  Enclosed is a copy of the Board’s recommendation and record of proceedings for your information.

	The re-characterization of your separation as a disability retirement will result in an adjustment to your pay providing retirement pay from the date of your original medical separation minus the amount of severance pay you were previously paid at separation.
 
	The accepted DoD PDBR recommendation has been forwarded to the Army Physical Disability Agency for required correction of records and then to the U.S. Defense Finance and Accounting Service to make the necessary adjustment to your pay and allowances.  These agencies will provide you with official notification by mail as soon as the directed corrections have been made and will provide information on your retirement benefits.  Due to the large number of cases in process, please be advised that it may be several months before you receive notification that the corrections are completed and pay adjusted.  Inquiry concerning your correction of records should be addressed to the U.S. Army Physical Disability Agency, (AHRC-DO), 2900 Crystal Drive, Suite 300, Arlington, VA  22202-3557.

	A copy of this decision has also been provided to the Department of Veterans Affairs.

Sincerely,					      
Enclosure












