





RECORD OF PROCEEDINGS PHYSICAL DISABILITY BOARD OF REVIEW

NAME: XXXXXXXXXXXXXXXXXXXXXX		CASE: PD-2017-02878 BRANCH OF SERVICE: MARINE CORPS	SEPARATION DATE: 20091030


SUMMARY OF CASE: Data extracted from the available evidence of record reflects this covered individual (CI) was active duty E6, Low Altitude Air Defense Gunner, medically separated for “complex regional pain syndrome [CRPS] or sympathetic dystrophy [RSD] secondary to psoriasis,” with a disability rating of 20%.


CI CONTENTION: The condition has continued to worsen and review of additional conditions not identified by the Medical Evaluation Board (MEB) and Physical Evaluation Board (PEB) is 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 PEB to be unfitting for continued military service, and when specifically requested by the CI, those conditions identified by the 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 - 20090528
VARD - 20091230
Condition
Code
Rating
Condition
Code
Rating
Exam
CRPS or Sympathetic
8799-
20%
Status Post (S/P) Peroneal Tendon
5099-
10%




20090217
Dystrophy due to Psoriasis
8723

Rupture and CRPS with Left Ankle Strain
5019




Left Side Peroneal Nerve Neuropathy



Left Foot Drop
Cat II
(also Claimed as Foot Drop) Associated
with S/P Peroneal Tendon Rupture and
8721
10%



CRPS with Left Ankle Strain





Plantar Fasciitis and Pes Planus with



Subtalar Arthropathy

Cat III
Left Foot Calcaneal Spur Associated with S/P Peroneal Tendon Rupture and
CRPS with Left Ankle Strain
5276
10%

Ganglion Left Mid/Forefoot

Psoriasiform Spongiform Dermatitis
7899-
0%




7806


COMBINED RATING: 20%
COMBINED RATING OF ALL VA CONDITIONS: 90%


ANALYSIS SUMMARY:

CRPS. According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI’s CRPS condition (RSD is an alternative name for the same condition) began in May 2008. In approximately 2004 the CI developed a rash following a bug bite while deployed; it was treated with topical medications but the rash became chronic. Also during this time, the CI reported weeks of foot and ankle pain that waxed and waned, without specific trauma noted. The left lateral leg pain and the rash worsened and became violaceous (discolored purple). A diagnosis of CRPS was suspected. The CI was medically evacuated and the rash was fully evaluated by infectious disease and dermatology with biopsies and special studies to rule out parasites. The biopsy pathology noted skin changes consistent with chronic contact/nummular or atopic dermatitis.

A podiatry examination on 20 June 2008 showed no ankle swelling, but there was a 4 cm square lesion that was red and indurated on the lateral ankle. Sensation was intact, but dysesthesia (unpleasant, abnormal sensation) of the lateral ankle was noted. There was tenderness of the peroneal tendons. Ankle MRI that same month showed a tear of the peroneal tendons inferior to the lateral malleolus. A second ankle MRI in late July 2008 noted possible tenosynovitis of the peroneal tendons without a significant tear. The CI was evaluated by dermatology, podiatry, neurology, orthopedics, infectious disease, and physical medicine due his complaints of left ankle rash, pain, swelling, and numbness. In addition to the ankle MRIs noted above, lumbar spine MRI in September 2008 showed degenerative changes at L4-5 and L5-S1 without significant spinal canal stenosis or neuroforaminal stenosis. Electrodiagnostic studies performed on 15 October 2008 showed “soft findings” of left L4-5 radiculopathy. Five days later, a physical medicine specialist’s assessment was CRPS secondary to trauma (overuse injury) given the CI’s pain pattern, and the absence of objective evidence of other pathology.

The 20 October 2008 MEB NARSUM examination, 12 months prior to separation, noted complaints of weakness in pushing off and standing on his toes, especially with the left foot. The CI also reported the chronic rash of the lateral aspect of the left calf and foot which was painful and pruritic. It was improved with loose clothing and salt water baths, and aggravated by heat, moisture, and wearing boots or socks. Physical examination showed normal strength throughout. There were subjective sensation changes to light touch of the lateral aspect of the ankle and calf and lateral aspect and dorsum of the foot. Gait was normal. The CI was able to walk on his heels and toes. Reflexes were normal and there were no changes in the left foot nails or hair.  There was a red, flat rash on the lateral aspect of the calf and ankle.

At a podiatry visit on 11 December 2008, 10 months prior to separation the CI reported severe tingling and numbness in the left foot and severe pain when he walked. Physical examination noted decreased pulses of the left foot with delayed capillary refill. The skin of the left foot, ankle and leg was cool compared to the right. The left toes had decreased sensation from to sharp and dull. There was redness and dry scaling along the posterolateral aspect of the ankle and no open lesions. Strength was decreased with dorsiflexion graded 3/5 (movement against gravity, but not against resistance); plantar flexion was normal. Straight leg raise testing increased left foot pain and tingling. The assessment was a drop foot deformity (significant weakness or inability to dorsiflex the foot) and the CI was casted for a custom ankle-foot orthotic (brace fabricated to hold the foot at 90 degrees to the leg or in a neutral position) to help him ambulate with the drop foot.

The 23 January 2009 orthopedic follow-up visit, 9 months before separation, noted the CI had an epidural steroid injection which was not helpful and his second one was just one day earlier without benefit yet. The orthopedic examiner noted that the CI was having progressive difficulty and now had pain and foot drop on the left. The orthopedic specialist did not think spinal surgery was indicated. He recommended a repeat ankle MRI to help clarify the diagnosis since the CI was
developing clear deficits with no real change in his foot condition despite many months of rest. In February 2009 an ankle MRI was repeated and the orthopedic specialist noted continued inflammatory changes despite an almost 8-month period of rest and agreed the CI “probably does have an underlying condition such as RSD.”

At the 17 February 2009 VA Compensation and Pension (C&P) examination, 8 months before separation, the CI reported CRPS in the left ankle caused by a bug bite and overuse. He reported pain, heat, redness, weakness, stiffness, swelling, giving way, locking, fatigability, and lack of endurance in the ankle. The pain was exacerbated by activity and came on spontaneously at rest. The CI reported intermittent calf pain with loss of strength, easy fatigability, weakness, pain, and impairment of coordination. He had foot drop due to the condition and had a brace for the foot drop. He reported he could function with the pain with or without medication. The CI reported he could drive but could not walk much or climb stairs.

Physical examination showed a rash of the left ankle that was 18 cm long and 10 cm wide, indurated and red with exfoliation and crusting. The rash covered 5% of the whole body but did not limit ROM. There was no ulceration or tissue loss. The CI did not have a normal gait. He was using a cane because of weakness of the left foot and ankle. Muscle Group XI of the left calf showed loss of muscle substance, with strength graded 4/5 compared to the right side. Left ankle dorsiflexion was 10 degrees and plantar flexion was 30 degrees. After repetitive movement there was increased pain and fatigue, weakness, lack of endurance, without additional limitation of motion. The VA examiner noted the left ankle was weaker than the right. There was left ankle numbness which started above the malleolus and went into the dorsum of the foot and third, fourth and fifth toes as well as the anterior portion of the plantar surface. Reflexes of the knees and ankles were symmetrical.

The 20 February 2009 MEB NARSUM addendum noted new complaints of left foot drop and added the findings of the February 2009 ankle MRI (subtalar arthropathy and ganglion cyst of the left foot) and left foot drop to the CI’s medical board. At a podiatry follow-up visit on 30 April 2009, 6 months prior to separation, the CI was using his foot brace and a cane. Physical examination showed significant atrophy of the left leg and calf. The podiatrist indicated the CI’s RSD appeared to be the direct cause of the drop foot deformity, muscle atrophy and early degenerative changes of the ankle due to compensatory gait.

The panel directed attention to its rating recommendation based on the above evidence. The PEB rated the CRPS condition 20%, analogously coded 8723 (anterior tibial/deep peroneal neuralgia). The PEB’s Category II diagnosis of left foot drop is intrinsic to the rated condition and a separate rating cannot be supported without pyramiding (VASRD §4.14); thus, it is appropriately subsumed under the same rating. The VA rated the s/p peroneal tendon rupture and CRPS with left ankle strain condition 10%, analogously coded 5019 (bursitis), based on the C&P examination, citing painful limited motion of a major joint. The VA also assigned a 10% rating for left side peroneal neuropathy (also claimed as foot drop) secondary to peroneal tendon rupture and CRPS, citing “mild incomplete paralysis of foot movements” The VA also assigned a 0% rating for left calf strain and atrophy secondary to the same, citing “slight muscle disability.”

The panel noted that proximate to separation the CI reported calf and foot pain, and physical examination showed foot drop (deep peroneal nerve), and sensory decrease of the lateral calf and top of the foot and toes (superficial peroneal and/or common peroneal) and calf muscle atrophy. The nerve level that subsumes all of this impairment is the common peroneal nerve based on clearly documented evidence of involvement of both nerve branches. After lengthy discussion, the panel majority agreed that the disability due to the CRPS condition was appropriately rated 30% coded 8699-8621 (analogous to neuritis of the common peroneal nerve), an analogous code for CRPS, for severe neuritis not moderate, based on neuritis with left leg pain and documented organic changes including sensory deficit, significant weakness, and
muscle atrophy. There was also evidence in the STR proximate to separation of progressive impairment leading to the CI’s use of a prescribed cane and requirement for a custom foot brace to ambulate with foot drop.

The panel minority opinion was that the CI’s disability more nearly approximated the moderate criteria and noted the weakness of dorsiflexion was inconsistent and improved at the VA examination as compared to the earlier podiatry examination. There was no evidence of complete paralysis of the common peroneal nerve for a higher rating under 8621. The panel had also considered the sciatic code. The CI was noted to have muscle atrophy of the calf which could implicate the sciatic code by involving the tibial nerve, one of the two major branches of the sciatic; the other being the common peroneal, but muscle atrophy can also occur due to disuse, rather than being directly affected by CRPS and there was no other clear evidence of sciatic nerve involvement in the CRPS condition. The left leg sensory loss and pain were located below the level of the knee. After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel majority recommends a disability rating of 30% for the condition, coded 8699-8621.

Contended PEB Conditions: Subtalar Arthropathy, Ganglion Left Midfoot or Forefoot. The panel’s main charge is to assess the fairness of the PEB determination that the contended conditions were not unfitting. The contended conditions were not profiled or implicated in the commander’s statement, and did not fail retention standards. There was no performance-based evidence from the record that either 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 complex regional pain syndrome or sympathetic dystrophy secondary to psoriasis condition, the panel majority recommends a disability rating of 30%, coded 8699-8621 IAW VASRD §4.124a. The single voter for dissent recommends no change and did not elect to submit a minority opinion. In the matter of the contended subtalar arthropathy and ganglion left midfoot or forefoot conditions, 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.

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 the date of medical separation:

CONDITION
VASRD CODE
PERMANENT RATING
CRPS or Sympathetic Dystrophy Secondary to Psoriasis
8799-8621
30%
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IN REPLY REFER TO
6040
CORB:003 14 May 21

From: Director, Secretary of the Navy Council of Review Boards To:	XXXXXXXXXXXXXXXXXXX

Subj:	Physical Disability Board of Review Determination Ref:	(a) 6040.44(Series)
	The Physical Disability Board of Review (PBDR) reviewed your case in accordance with reference

(a) and forwarded their recommendation for action.

	On 23 April 2021 the Assistant Secretary of the Navy (Manpower and Reserve Affairs) accepted the PDBR’s recommendation of an increase in disability rating to 30% and placement on the Permanent Disability Retired List effective the date of your discharge. This decision was then sent to Navy Personnel Command for appropriate action.


	The PDBR determination is final and not subject to appeal or review. 


