





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-01428
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20060201


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E5, M1 Armor Crewman, medically separated for “left (non-dominant) shoulder pain” and “chronic right foot pain,” rated 10% each, with a combined disability rating of 20%.  


CI CONTENTION:  Review all conditions.  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 - 20051219
VARD - 20060302
Condition
Code
Rating
Condition
Code
Rating
Exam
Left Shoulder Pain
5099-5003
10%
Left Shoulder Synovitis
5203-5020
10%
20051115
Chronic Right Foot Pain
5279
10%
Capsulitis of Right Foot
5299-5283
20%
20051115
Major Depressive Disorder
Not Unfitting
Major Depressive Disorder
9434
0%
20051202
Attention Deficit Disorder
Not Unfitting
No VA Placement
Left Cubital Tunnel Syndrome
Not Unfitting
Cubital Tunnel Syndrome, Left Arm
8599-8515
10%
20051115
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  40% 


ANALYSIS SUMMARY:  

Left Shoulder Pain.  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the right-handed CI underwent surgery consisting of a left shoulder subacromial decompression in November 2004 and a Mumford procedure (excision of the distal clavicle) in February 2005.  During the 14 July 2005 MEB examination (recorded on DD Forms 2807-1 and 2808), 7 months prior to separation, the CI reported pain in the left shoulder.  Physical examination revealed painful range of motion (ROM) and crepitus (grinding sensation) with weakness.  

The 30 September 2005 MEB NARSUM examination, 4 months prior to separation, noted the complaint of constant left shoulder pain, which was worst at the end of the day despite injections of local anesthetics, physical therapy, and two surgical procedures.  Reference was initially made to an examination of the left shoulder in June 2004, which showed full left shoulder motion with a palpable and audible click over the acromioclavicular joint with circumduction.  A second reference was made to an examination on 6 July 2005 where there was a painful click at 38 degrees of abduction over the left acromioclavicular joint.  Abduction was 152/153 degrees (normal 180) with pain and flexion 134/136 degrees (normal 180) with full external and internal rotations, which were painful.  The examiner’s diagnoses were left shoulder impingement and acromioclavicular degenerative joint disease unresponsive to conservative and surgical care.  

At the 15 November 2005 VA Compensation and Pension (C&P) examination, 3 months before separation, the CI reported left shoulder pain and flare-ups with lifting.  Physical examination showed full ROM of the left shoulder with abduction of 180 degrees, flexion of 180 degrees, and internal and external rotation of 90 degrees (normal 90) each.  There was pain with abduction over 90 degrees and a palpable pop over the acromion with pain.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the left shoulder condition 10%, analogously coded 5099-5003 (arthritis, degenerative), citing application of the US Army Physical Disability pain policy.  The VA also rated the left shoulder condition 10%, dual coded 5203-5020 (clavicle or scapula, impairment of-synovitis), based on the C&P examination, citing painful or limited motion of a major joint or group of minor joints.  

The VASRD §4.71a threshold for rating for ROM impairment (code 5201, arm limitation of motion) is “at shoulder level” (approximately 90 degrees from the side), and the examinations in evidence demonstrated motion above this level.  However, panel members agreed that a 10% rating was justified with application of VASRD §4.59 (painful motion).  There was no malunion or recurrent dislocation of the humerus and no dislocation or nonunion of the clavicle or scapula to justify a higher rating under the 5202 (humerus, other impairment of) or 5203 (clavicle or scapula, impairment of) codes.  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 left shoulder pain condition.  

Chronic Right Foot Pain.  According to the STR and MEB NARSUM, the CI initially presented with pain in the right foot at the second metatarsophalangeal (MTP) joint with an enlarged plantar callus.  He subsequently underwent an osteotomy of the second metatarsal head of the right foot in May 2005 for pain at the second MTP joint.  Because of continued pain with ambulation and boot wear, he underwent a condylectomy (removal) of the second metatarsal head with syndactylization (joining) of the second and third toes in August 2005.  Postoperatively, the CI had an infection of the right foot that was treated with antibiotics and casting with subsequent healing.  Thereafter, he was able to ambulate in soft shoes with mild to minimal pain in the right foot.  

During the MEB examination the CI reported pain in the right foot.  Physical examination revealed capsulitis (inflamed ligaments around a joint) of the right foot.  The 23 September 2005 MEB NARSUM addendum, 4 months prior to separation, noted complaints of a painful right foot status post two surgical procedures since September 2004.  Physical examination showed no edema, erythema, or cellulitis of the right or left foot.  ROM measurements of the right ankle were dorsiflexion 25 degrees (normal 20) and plantar flexion 30 degrees (normal 40).  Subtalar joint inversion was 30 degrees (normal) and eversion 10 degrees (normal 18).  MTP joint dorsiflexion was 4 degrees and plantar flexion 35 degrees.  Radiographs demonstrated a well-positioned digital remnant and an elevated second metatarsal on the right foot.  

At the C&P examination the CI reported pain with walking and he felt like there was a marble underneath the right foot.  Physical examination showed a normal gait without a limp and without use of a cane.  There was a surgical scar between the second and third digits, which were joined, and some pain on movement of the digits.  He did not have good sensation distal to the surgical scar and could not rise on his toes without an increase in pain.  He could walk on his heels to pronate and supinate the ankle fully without any problems.  The examiner’s diagnosis was capsulitis of the right foot status post-surgery.  

On 8 August 2006, 6 months after separation, the CI complained of a feeling of a stone in his shoe in the area of the right plantar second MTP joint.  Examination revealed a hyperkeratotic tissue at the plantar aspect of the right first MTP joint and hyperkeratosis of the right first interphalangeal joint of the hallux.  The second and third digits were syndactalyzed.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the chronic right foot condition 10%, coded 5279 (metatarsalgia, anterior (Morton's disease), citing metatarsal pain with weight bearing.  The VA rated the right foot condition 20%, analogously coded 5299-5283 (tarsal, or metatarsal bones, malunion of, or nonunion of), based on the C&P examination, citing malunion or nonunion of the tarsal or metatarsal bones with moderately severe symptoms.  

The panel noted the 10% and 20% ratings of the PEB and the VA, respectively.  While the CI underwent removal of the head of the metatarsal and joining of the second and third toes, he was able to walk without an assistive device even though he had decreased ROM of the MTP joint and had pain and felt as if he had a marble on the plantar surface of the foot.  Therefore, panel members felt the CI’s condition did not rise to a moderately severe level as noted by the VA with the use of code 5299-5283, but was more consistent with a moderate disability, with use of code 5283 or code 5284 (foot injuries, other).  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 chronic right foot condition.  

Contended PEB Conditions:  Major Depressive Disorder, Attention Deficit Disorder, and Left Cubital Tunnel Syndrome.  The panel’s main charge is to assess the fairness of the PEB determination that the contended conditions were not unfitting.  None of the conditions were profiled, implicated in the commander’s statement, or judged to fail retention standards.  There was no performance-based evidence from the record that any of the conditions significantly interfered with satisfactory duty performance at separation.  After due deliberation, the panel concluded there was insufficient cause to recommend a change in the PEB fitness determination for any of the contended conditions, so no additional disability ratings are recommended.  


BOARD FINDINGS:  In the matter of the left shoulder pain condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the chronic right foot pain condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the contended major depressive disorder, attention deficit disorder, and left cubital tunnel syndrome, the panel recommends no change from the PEB determinations as not unfitting.  There are no other conditions within the panel’s scope of review for consideration.  Therefore, the panel recommends no modification or re-characterization of the CI’s disability and separation determination.  





AR20180014703, 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.








