





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2016-01491
BRANCH OF SERVICE:  army 	SEPARATION DATE:  20041023


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects that this covered individual (CI) was an active duty E4, Motor Transport Operator, medically separated for “bilateral retropatellar pain syndrome” and “plantar fasciitis with normal arch” rated at 0% each, with a combined disability rating of 0%.  


CI CONTENTION:  The CI made no specific contention.  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 - 20040712
VARD - 20050211
Condition
Code
Rating
Condition
Code
Rating
Exam
Bilateral Retropatellar Pain Syndrome
5099-5003
0%
Degenerative Joint Disease of the Bilateral Knees with Retropatellar Pain Syndrome
5260-5003
10%
20040913
[Bilateral] Plantar Fasciitis with Normal Arch
5399-5310
0%
Bilateral Plantar Fasciitis
5299-5020
0%
20040913
COMBINED RATING:  0%
COMBINED RATING OF ALL VA CONDITIONS:  60%


ANALYSIS SUMMARY:  

Bilateral Retropatellar Pain Syndrome (RPPS).  The PEB combined the right and left knee conditions under a single disability rating, coded analogously to 5003 (degenerative arthritis) and rated 0%.  This approach by the PEB not uncommonly reflected its judgment that the constellation of conditions was unfitting, and there was no need for separate fitness adjudications.  The panel noted that “bundling,” the combining of two or more major joints, may be permissible under the VASRD 5003 rating requirements, and that this approach does not compromise the VASRD §4.7 directive to choose the higher of two valid ratings.  The panel’s initial charge in this case was therefore directed at determining if combining conditions under a single rating was justified in lieu of separate ratings.  When considering a separate rating for each condition, 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.  When the panel recommends separate fitness recommendations in this circumstance, its recommendations may not produce a lower combined rating than that adjudicated by the PEB.  The evidence for the right and left knee conditions are presented together, with attendant recommendations regarding separate unfitness and rating presented in the rating discussion.

According to service treatment record (STR) and Medical Evaluation Board (MEB) narrative summary (NARSUM), the bilateral RPPS (symptom complex of anterior knee pain involving the patella) began during basic training.  The 8 July 2003 physical medicine & rehabilitation (PM&R) evaluation documented first symptoms in March 2002 during basic training.  The CI complained of chronic, sharp, 6/10 bilateral (R>L) knee pain with associated popping and numbness.  The bilateral knee examination revealed diffuse patellar tenderness and hypo-mobility with no effusion (fluid collection) or deformity.  There was full active range of motion (ROM).  The valgus/varus stress (assesses medial collateral ligament [MCL]/lateral collateral ligament [LCL]), Lachman (assesses anterior cruciate ligament [ACL]), and McMurray (assesses menisci) tests were negative.  Strength, sensation, and deep tendon reflexes (DTRs) were normal.  The assessment listed bilateral patella femoral syndrome (PFS = RPPS).

The 10 November 2003 PM&R bilateral knee examination revealed grossly increased Q angles (angle between the quadriceps muscles and the patella tendon), diffuse patellar and joint line tenderness, and patellar hypo-mobility with no effusion.  There was full, pain-free, active ROM.  The valgus/varus stress, Lachman, and McMurray tests were negative.  The 14 November 2003 bilateral knee X-rays showed patellar tilt, which could be compatible with an excessive lateral pressure syndrome.  The 20 December 2003 bilateral knee MRI showed mild myxoid degenerative (tissue deterioration to a lower or less functionally active form) changes of the medial/lateral menisci.  

During the 3 February 2004 MEB examination (recorded on DD Forms 2807-1 and 2808), 9 months prior to separation, the CI reported chronic bilateral knee pain.  The bilateral knee examination revealed painful crepitus (grating sensation or sound) and lateral joint line tenderness.  The patellar grind (assesses abnormal patellar movement and painful crepitation) and valgus stress (assesses MCL) tests were positive.  The 3 March 2004 bilateral knee X-rays showed mild medial compartment narrowing. The 3 March 2004 orthopedic surgery MEB consultation reported 1½ to 2 years of bilateral knee pain which was exacerbated by “any sort of activity.”  The bilateral knee exam revealed normal patellar tracking, and diffuse patellar tenderness, with no joint line tenderness, effusion, or deformity.  “She has pain in the knees with any range of motion.  McMurray examination elicits pain in all planes of motion.” The valgus/varus stress test was negative.  

At the 13 September 2004 VA Compensation and Pension (C&P) examination, 1 month before separation, the CI reported chronic daily retropatellar pain, which flared up with any type of increase in activity.  The CI denied swelling, instability, or use of an assistive device.  The bilateral knee examination revealed patellar tenderness with no effusion, instability, or crepitus.  Active ROM was normal with flexion of 140 and extension of 0 degrees.  The ROM was not limited by pain, fatigue, weakness, or lack of endurance, and repetitive ROM did not cause discomfort or decrease ROM.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the RPPS as a single condition at 0%, coded analogously as 5003 (degenerative arthritis), citing bilateral RPPS without loss of ROM and instability; unresponsive to conservative therapy.  The VA also rated the condition singularly but at 10%, coded 5260-5003 (leg limitation of flexion- degenerative arthritis) based on the C&P examination 1 month before separation, citing objective findings of X-ray evidence involving two major joint with full painless ROM bilateral knee.  

The panel first considered if the each knee, having been de-coupled from the combined PEB adjudication, remained separately unfitting as established above.  In this case a bilateral condition was profiled and determined to fail retention standards  Member consensus was therefore that each knee was separately unfitting.  There was no knee ankylosis (5256), recurrent subluxation/lateral instability (5257), dislocated meniscus (5258), symptomatic removed meniscus (5259), tibia and fibula nonunion/malunion (5262), or genu recurvatum (5263) for consideration under the respective codes.  There was no compensable limitation of knee flexion (5260) or extension (5261) for consideration under the respective codes.  The panel agreed the evidence did not support a 10% rating for painful motion IAW VASRD §4.59 (painful motion).  Although there was X-ray evidence of meniscal degeneration, there was no evidence of degenerative joint disease (osteoarthritis) for a 10% rating under 5003.  The panel concluded that the evidence did not support recommending separate disability ratings in this case.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the bilateral knee condition.  

[Bilateral] Plantar Fasciitis with Normal Arch.  The PEB combined the right and left foot conditions under a single disability rating, coded analogously to 5003 (degenerative arthritis) and rated 0%.  The panel’s initial charge in this case was therefore directed at determining if combining conditions under a single rating was justified in lieu of separate ratings.  According to the STR and MEB NARSUM, the bilateral plantar fasciitis (sole connective tissue inflammation) began during basic training.  A 4 November 2002 nuclear medicine bone scan showed a focal area of increased uptake in the left calcaneus consistent with plantar fasciitis.  An 11 March 2003 bone scan showed a stable focal increased uptake in the left calcaneus consistent with plantar fasciitis.

The 8 July 2003 PM&R evaluation documented “She first experienced her symptoms in March 2002 during basic training.”  The CI complained of chronic, sharp, 6/10 bilateral heel pain with associated numbness.  The bilateral foot exam revealed medial arch and plantar fascia tenderness (L>R).  Strength, sensation, and DTRs were normal.  The assessment listed bilateral plantar fasciitis.  The 10 November 2003 PM&R bilateral foot examination revealed plantar fascia, posterior medial calcaneus, and distal Achilles tendon tenderness.  The assessment listed bilateral plantar fasciitis.  The 20 November 2003 bone scan showed a completely resolved abnormality in the left calcaneus.  The 22 January 2004 bilateral weight-bearing foot X-rays showed pes cavus (high-arched foot) and small calcaneal plantar spurs (L>R).  The 23 January 2004 right foot MRI showed mild tibialis posterior tendon tendinopathy (chronic localized tendon thickening).

During the 3 February 2004 MEB examination the CI reported chronic bilateral arch and heel pain.  The bilateral foot examination revealed medial mid plantar surface and calcaneus tenderness.  The 10 March 2004 podiatry MEB consultation reported onset of bilateral foot pain approximately 2 years prior with injury occurring in basic training.  The dull, achy pain was exacerbated by weight-bearing, running, and high impact activities.  The bilateral foot exam revealed a normal stance and arches with no edema (excess tissue fluid swelling), erythema (redness), or ecchymosis (bruising).  There was tenderness of the medial band of the plantar fascia (R>L).  Strength, sensation, and pulses were normal.  The examiner recounted the findings of the X-rays, MRIs, and bone scans.  The assessment listed bilateral plantar fasciitis.  The 27 April 2004 bone scan was unremarkable.  The 3 February 2004 MEB NARSUM examination  documented “…an approximately 1-1/2 to 2-year history of multiple musculoskeletal complaints…all of these pains are worse with any sort of activity, specifically PT and work related.  This all began after starting basic training.  She has been treated by physical therapy as well as with inserts with some relief noted but the pain returns when she returns back to wearing normal foot gear.”  The author documented the findings from the DD Form 2808, orthopedic MEB consultation, podiatry MEB consultation, X-rays, MRIs, and bone scans.  The diagnosis listed bilateral plantar fasciitis.

At the 13 September 2004 VA C&P examination the CI reported onset of arch pain in October 2002 during basic training.  She complained of daily pain, which started in the morning when she first stepped down on her feet.  The CI reported minimal help from arch supports and denied weakness, fatigability, flare-ups, or use of an assistive device.  The bilateral foot examination revealed plantar fascia tenderness with no edema, instability, weakness, or evidence of abnormal weight-bearing.  There were no functional limitations on standing or walking.  The impression listed bilateral plantar fasciitis.

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the plantar fasciitis condition 0%, coded analogously as 5310 (muscle Group X function), citing a normal arch with pain, rated as analogous to Group X muscle injury-slight.  The VA rated the plantar fasciitis condition 0%, coded analogously as 5020 (synovitis), based on the C&P examination 1 month before separation, citing plantar fascia tenderness with no edema, weakness, instability, functional limitations on standing or walking, or evidence of abnormal weight-bearing, rated analogous to a disability of a group of minor joints of the feet.

As previously elaborated, the panel must first consider whether each foot condition remains separately unfitting, having been de-coupled from a combined PEB adjudication.  In this case a bilateral condition was profiled and determined to fail retention standards.  Members agreed that each foot was separately unfitting.  The panel agreed the evidence did not support a 10% rating for painful motion VASRD §4.59 (painful motion).  There is no specific diagnostic code for plantar fasciitis (analogizes to 5020 [synovitis]).  There was no weakness for consideration under 5277 (weak foot).  There was no evidence of sensory pathology for consideration under 5279 (metatarsalgia).  There was no deformity for consideration under 5276 (acquired flatfoot), 5278 (claw foot), 5280 (hallux valgus), 5281 (hallux rigidus), 5282 (hammer toe), or 5283 (metatarsal bones malunion/nonunion of).  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel concluded there was insufficient cause to recommend a change in the PEB adjudication for the bilateral foot condition.  
















BOARD FINDINGS:  In the matter of the bilateral knee condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  In the matter of the bilateral foot condition and IAW VASRD §4.71a, the panel unanimously recommends no change in the PEB adjudication.  There are no other conditions within the panel’s scope of review for consideration.  
Therefore, the panel recommends 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 20161010, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Treatment Record 





AR20180003402, XXXXXXXXXXXXXXXXXX




XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:


	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





