





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-00554
BRANCH OF SERVICE:  ARMY	SEPARATION DATE:  20050720


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E5, Psychological Operations Specialist, medically separated for “neck pain” and “chronic right knee pain,” rated 10% each, with a combined disability rating of 20%.  


CI CONTENTION:  “Review All Conditions.”  Review of additional conditions not identified by the Medical Evaluation Board (MEB) and Physical Evaluation Board (PEB) was also requested.  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 Medical Evaluation Board (MEB), but determined by the PEB 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.  The panel’s authority is limited to assessing the fairness and accuracy of PEB rating determinations and recommending corrections when appropriate.  The panel’s assessment of the PEB rating determination is based on review of medical records and all available evidence relevant to application of the Veterans Affairs Schedule for Rating Disabilities (VASRD) standards for 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, which operates 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 disability at the time of separation.  


RATING COMPARISON:  

SERVICE PEB - 20050414
VARD - 20051102
Condition
Code
Rating
Condition
Code
Rating
Exam
Chronic Right Knee Pain
5259
10%
Partial Meniscectomy and Arthroscopic Debridement, Right Knee
5260
10%
20050614
Neck Pain
5243
10%
Cervical Strain with Right C6-7 Radiculopathy Status Post 
5237-5243
10%
20050614
Numbness, Tingling, Pain, and Weakness of Upper Extremities
Not Unfitting




COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  50%


ANALYSIS SUMMARY:  

Chronic Right Knee Pain.  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI underwent pre-service right knee medial meniscal repair in November 1988.  He had no problems for 15 years after surgery, but in March 2004, he tore his meniscus while jogging.  A right knee MRI showed tear of the medial meniscus, a large effusion, and anterior cruciate ligament strain.  A partial meniscectomy was performed in October 2004, 9 months before separation.  There was improvement, but some knee pain persisted.  

At the 11 January 2005 MEB examination (recorded on DD Forms 2807-1 and 2808), 6 months prior to separation, the CI reported right knee pain.  Physical examination noted difficulty with a “duck walk.”  The 19 January 2005 MEB NARSUM examination noted complaints of knee pain.  Physical examination cited the DD Form 2808 examination.  At a 2 February 2005 physical therapy (PT) clinic visit, 5 months prior to separation, the CI reported knee popping after prolonged sitting.  Right knee range of motion (ROM) was flexion of 135 degrees (normal 140) and extension of 0 degrees (normal), with pain at end ROM.  

At the 14 June 2005 VA Compensation and Pension (C&P) examination, one month before separation, the CI reported having symptom improvement after surgery, but noticed increased popping and clicking as well as lack of strength.  The symptoms would flare-up three to four times per week, each time lasting for hours, and during a flare-up he had difficulty ambulating.  He did not use a brace at the time of the examination.  He reported difficulty performing squatting, running and kneeling movements.  He had not missed work other than during the recovery period following surgery.  Physical examination showed a normal gait and no evidence of locking pain, heat, redness, swelling, effusion, drainage, abnormal movement, subluxation or instability.  There was crepitus involving the right knee and a “slightly positive McMurray’s test on the right.”  Right knee ROM, following repetitive movement, was flexion of 135 degrees and extension of 0 degrees with painful flexion noted at end ROM.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the right knee condition 10%, coded 5259 (removal of semilunar cartilage, symptomatic).  The VA also rated the right knee condition 10%, coded 5260, (leg, limitation of flexion), based on the C&P examination, citing painful limited motion.  The panel noted there was no limitation of motion which supported a rating under the diagnostic codes for limitation of flexion or extension (5260, 5261).  However, there was evidence of painful motion with functional loss supporting a 10% rating (based on §4.59, §4.40 and §4.45).  A 10% rating under the 5259 code (cartilage, semilunar, removal of symptomatic) was also applicable in this case for persistence of pain after meniscal surgery, but the maximum 10% rating under that code provided no benefit to the CI.  There was no history or evidence of dislocated meniscus or loose body causing frequent locking with recurrent effusions (5258).  There was no fracture, nonunion or malunion of the femur or tibia to support consideration under the respective codes for knee impairment related to long bone conditions (5255, 5262).  After due deliberation, considering all 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 right knee condition.  

Neck Pain.  According to the STR and MEB NARSUM, the CI sought treatment for neck pain and upper extremity (UE) symptoms in 2003 after a bad parachute landing fall.  Cervical MRI showed disc herniation at C4-5 and C5-6 that encroached on the left neural foramina.  At a neurosurgical evaluation in May 2004 the CI reported bilateral hand pain and numbness.  Physical examination was normal and the neurosurgeon indicated the MRI findings were clinically insignificant.  Electrodiagnostic studies (EMG/NCS) on 9 September 2004 were consistent with a right C6-C7 radiculopathy.  However, a repeat MRI on 17 September 2004 did not show the disc protrusions previously identified but there was a bony spur at C3.  There was no cord or exiting nerve root compression on either study.  A repeat MRI performed in January 2005, noted degenerative changes at C2-C3, normal disc height and no evidence of disc herniation.  

At the 11 January 2005 MEB examination (recorded on DD Forms 2807-1 and 2808), 6 months prior to separation, the CI reported chronic neck pain and bilateral numbness and tingling across the shoulders and upper extremities.  Physical examination showed decreased neck ROM, but provided no measurements.  The examination was otherwise unremarkable.  The 19 January 2005 MEB NARSUM examination noted complaints of rigidity and pain in the neck, aggravated by standing longer than 10 minutes, lying prone, or performing upper body weight training.  Physical examination cited the DD Form 2808 examination.  

At a physical medicine evaluation on 23 March 2005, 4 months prior to separation the CI complained of non-radiating neck pain and tightness described as frequent bilateral pain that radiated down to both posterior shoulders and between the shoulder blades, but not down the extremities.  He denied weakness.  Pain was aggravated by activities, prolonged sitting, walking, standing, and partially relieved by rest.  He complained of paresthesia of both hands in all 10 fingers.  Physical examination showed tenderness of the cervical muscles with numerous trigger points appreciated.  Cervical ROM was limited in all planes.  Neck ROM was described as “extension limited to 75%” (approximately 34 degrees) with increased pain and “flexion was limited to 25%” (approximately 11 degrees).  The examiner indicated there was “no clinical evidence of radiculopathy in today’s exam.”  

In a memorandum dated 31 March 2005, the PEB returned the case to the MEB for cervical ROM measurements and also requested clarification on the UE conditions (see contended condition discussion below).  The PT ROM evaluation on 5 April 2005, 3 months prior to separation, showed flexion of 40 degrees (normal 45) and combined ROM of 170 degrees (normal 340) after repetition, with painful motion.    

At the 14 June 2005 VA C&P examination, one month before separation, the CI reported flare-ups of neck pain occurring 7 times per week, each time lasting 5 or 6 hours.  The pain was relieved by resting or taking anti-inflammatory medication; during a flare-up, he sometimes was able to function with medication.  He reported difficulty with carrying, pushing, pulling, heavy lifting, and turning of the head and neck.  Physical examination revealed normal gait and spinal contours.  There was mild tenderness without muscle spasm.  Cervical spine ROM showed flexion of 40 degrees and combined ROM of 240 degrees.  Neck ROM was limited by pain, fatigue, weakness, lack of endurance and incoordination following repetitive use, with pain having the major functional impact.  However, no additional loss of ROM with repetition was documented.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the neck condition 10%, coded 5243 (intervertebral disc syndrome (IVDS)), citing tenderness.  The VA also rated the neck condition 10%, analogously coded 5237-5243, (cervical strain-IVDS), based on the C&P examination, citing tenderness and limitation of motion.  The panel agreed a 10% rating, but no higher, was justified for limitation of flexion (greater than 30 degrees but not greater than 40 degrees) and/or combined ROM (greater than 170 degrees but not greater than 335 degrees), as reported on the VA examination, the most proximate examination to separation.  There was no muscle spasm or guarding severe enough to result in an abnormal gait or spinal contour, thus the next higher 20% rating was not justified on this basis.  Although the CI had IVDS there was no evidence of incapacitating episodes requiring physician-prescribed bed rest to warrant consideration of rating under the alternate VASRD formula for that condition.  After due deliberation, considering all 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 neck pain condition.  

Contended PEB Condition:  Numbness, Tingling, Pain and Weakness of the UEs.  The panel’s main charge is to assess the fairness of the PEB’s determination that the condition not unfitting.  The condition presented a few weeks after the bad parachute landing fall in May 2003.  He was attending a close combat instructor course in September 2003 when he reported significant hand and arm pain with weakness.  Serial cervical MRIs between late 2003 and January 2005 showed some evidence of degenerative disc disease and arthritis, but did not show any evidence of exiting nerve or cord compression and X-rays were normal.  Ulnar neuropathy was suspected, but EMG/NCS in April 2004 was normal. 

At PT, occupational therapy and primary care visits between May and August 2004, the CI reported bilateral arm and hand pain, weakness, numbness and tingling, with numbness of the ulnar digits that would wake him up at night.  All these examinations documented decreased grip strength.  A neurology evaluation was performed in September 2004 and repeat EMG/NCS showed evidence of right C6-C7 radiculopathy.  The neurologist recommended work restrictions of limited repetitive lifting and high impact activities and no pulling or pushing more than 15 pounds.  

At an orthopedic evaluation in October 2004, the CI reported constant ache and pain of his wrists and hands that worsened with activity, but improved numbness and tingling.  The physical examination noted positive carpal compression test and “mildly” positive Tinel’s sign at the elbow (it was unclear if these findings were bilateral).  The orthopedic specialist noted the neurologist did not think radiculopathy was causing the CI’s bilateral hand pain and the orthopedic assessment was that the symptoms suggested carpal tunnel syndrome.  No surgery was recommended.  A PT visit in December 2004, noted manual neck traction decreased the radiating UE symptoms and bilateral grip strength had improved, but was still at the low end of normal range.  

The CI was issued a permanent U3 profile dated 6 January 2005, which listed neuropathy of the bilateral hands.  The 20 January 2005 commander’s statement indicated the CI’s profile prevented him from doing basic soldier tasks.  He noted the CI injured his “arms, hands, wrists through excessive weight training, while attending [the] close combat instructor course and during a season of football.”  The commander indicated limitations including inability to operate or safely climb on and off a vehicle, assist in setting up a tactical unit operating site, carry the minimum field gear (LBE, rucksack, Kevlar) or set up defensive fighting positions.  He also could not conduct airborne operations, a 37F MOS requirement, or protect himself in a hostile environment.  

At the 11 January 2005 MEB examination (recorded on DD Forms 2807-1 and 2808), 6 months prior to separation, the CI reported pain, numbness, and tingling of the arms, hands and shoulders that was worsened by use.  Physical examination noted decreased grip strength bilaterally, graded 4/5.  

The 19 January 2005 MEB NARSUM examination noted complaints of bilateral wrist and hand pain.  Physical examination cited the DD Form 2808 examination.  The MEB NARSUM examiner determined the CI fell below retention standards due to numbness, tingling, pain, and weakness of the UEs.  In a memorandum dated 31 March 2005, the PEB requested clarification regarding the “precise cause of weakness and pain in the upper extremities” and noted that “a good explanation and neurological evaluation of the upper extremities is required in the NARSUM.”  

The 5 April 2005 PT evaluation for the MEB, 3 months before separation, documented mildly decreased bilateral UE strength (graded -4/5 to +4/5).  The 11 April 2005 MEB addendum referenced a March 2005 physical medicine evaluation which found no clinical evidence of radiculopathy, but nonetheless determined the CI fell below retention standards due to right C6 and C7 radiculopathy IAW AR 40-501, 3-30j (any other neurologic conditions, … weakness, …pain, or sensory disturbance, …of such a degree as to significantly interfere with performance of duty).  

At the 14 June 2005 VA C&P examination, one month before separation, the CI reported shooting pain down the arms with numbness, worse on the right.  During the examination, the CI noted numbness and tingling in the wrist and hands, but denied any recent sensory changes in the arms.  He reported three to four flare-ups per week that caused difficulty using his hands and wrists.  The symptoms were aggravated by computer use, lifting, carrying, driving, writing, pushing and pulling.  Physical examination noted the CI was right-hand dominant.  He was able to tie shoelaces, fasten buttons, and pick up a piece of paper and tear it with both hands.  Wrist ROM was decreased with wrist dorsiflexion of 65 degrees (normal 70) and palmar flexion of 75 degrees (normal 80), with painful motion.  All finger ROM was normal, with painful ROM of the thumb noted.  Finger approximation was intact and strength was normal bilaterally.  Thumb and wrist ROM was painful.  There was “slightly” decreased sensation in the palm of the right hand and second and third fingers.  Right hand and wrist X-rays were normal.  The VA examiner rendered diagnoses of bilateral wrist and thumb strain and right C6-7 radiculopathy.  

There was no other diagnosis made of either UE prior to separation.  A right wrist MRI on 15 July 2005, one week before separation, showed “presumed” tear of the triangular fibrocartilage complex (TFCC-fibrocartilage complex on the ulnar aspect of the wrist).  The CI was referred to a hand specialist for further evaluation, however, there was no hand specialist evaluation in the record that confirmed the TFCC diagnosis.

Since the PEB adjudicated the bilateral UE condition as not unfitting, the evidentiary standard for the panel to recommend a change in the PEB’s fitness determination is “a preponderance of the evidence.” The panel acknowledges there was much diagnostic uncertainty in the STR regarding the cause of the CI’s right UE symptoms, mainly of the wrist and hand, proximate to separation.  However, the DA Form 199 specifically noted there were findings of radiculitis and the UE conditions were profiled, implicated by the commander’s statement and determined to fall below retention standards.  The panel concluded there was a preponderance of evidence that the numbness, tingling, pain and weakness of the UE condition was unfitting.  

The panel next deliberated whether each of the right and left UE conditions were unfitting.  The panel deliberated at length whether both UEs should be recommended as unfitting or only the right.  Although the UEs were addressed together in the profile, and commander’s statement and both were initially determined to fail retention standards by the MEB NARSUM, there was electrodiagnostic evidence of right C6-C7 radiculopathy, but not the left.  Additionally, when pressed by the PEB to be precise, the MEB addendum determined only the right UE condition, characterized as right cervical radiculopathy, did not meet retention standards.  Therefore, the panel consensus was there was a preponderance of evidence that the right UE condition was unfitting, but not the left.  

The panel next deliberated a rating for the right UE condition.  The PEB adjudicated the right UE condition as not unfitting.  The VA provided a 10% rating, coded 5243-8615 (cervical IVDS–median nerve neuritis) for hypoesthesia of the right hand associated with cervical strain with right C6-7 radiculopathy, based on the 14 June 2005 QTC C&P examination. 

There was evidence to support a 10% rating for the dominant right UE coded 8699-8615 (analogous to neuritis of the median nerve) for mild neuritis based on right UE pain and numbness, and objective decreased sensation of the palm of the hand.  Grip strength weakness was documented at the MEB NARSUM and MEB PT examinations and painful motion of the wrist and thumb with decreased sensation in the palm of the right hand was noted at the VA examination.  The right UE symptoms did not meet the threshold to be characterized as moderate for higher rating based on the VA examination evidence that the CI had full function of the wrist and hand, other than pain with motion.  After due deliberation, the panel agreed the preponderance of the evidence with regard to the functional impairment of the right UE favors its recommendation as an additionally unfitting condition for disability rating.  It is appropriately coded 8699-8615 and meets the VASRD §4.124a criteria for a 10% rating.  


BOARD FINDINGS:  In the matter of the right knee condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the neck condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the contended right UE condition, the panel recommends a disability rating as follows: an unfitting right upper extremity condition, rated 10%, coded 8699-8615 IAW VASRD §4.124a and a not unfitting left upper extremity condition.  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, that 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
Neck Pain
5243
10%
Chronic Right Knee Pain
5259
10%
Right Upper Extremity Numbness, Tingling, Pain and Weakness
8699-8615
10%
COMBINED
30%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20170208, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record






AR20180006524, XXXXXXXXXXXXXXXXXX



XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX  

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 30% 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), XXXXXXXXXXXXXXXXXX

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







