





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX 	CASE:  PD-2017-03198
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20080101


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E6, Human Resources Specialist, medically separated for “lumbosacral strain” and “bilateral [left and right] plantar fasciitis,” rated 10%, 0% and 0%, respectively, with a combined disability rating of 10%.  


CI CONTENTION:  “I have accelerated degenerative disc disease, fibromyalgia, vitamin D deficiency and arthritis in my back which limits my mobility significantly.”  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 - 20070925
VARD - 20080408
Condition
Code
Rating
Condition
Code
Rating
Exam
Lumbosacral Strain
5237
10%
Mechanical Lumbar Instability
5242
20%
20080214
Bilateral Plantar Fasciitis
5399-5310
0%
Bilateral Pes Planus
5276
10%
20080214


0%




COMBINED RATING:  10%
COMBINED RATING OF ALL VA CONDITIONS:  60%


ANALYSIS SUMMARY:  

Lumbosacral Strain.  According to the service treatment record (STR) and MEB narrative summary (NARSUM), the CI’s back condition began in 1998 after falling several times during basic training.  An examination in March 2006 noted tenderness and the range of motion (ROM) study showed slow and slightly painful flexion, but was otherwise normal.    An MRI of the lumbar spine revealed degenerative disk disease at L4-5 and L5-S1 with canal and foraminal (site of nerves traversing the vertebral column) impingement at L4-5.  Electrodiagnostic studies revealed moderately impaired conduction in the right L4 saphenous nerve and mild impaired conduction in the right L5 peroneal nerve.  

The 13 August 2007 MEB NARSUM examination, 5 months prior to separation, noted complaints of low back pain without sciatica or incontinence.  Physical examination showed normal heel-to-toe, but there was tenderness in the lumbosacral area.  The ROM evaluation showed lumbosacral (not thoracolumbar) flexion of 50 degrees (normal 60) and lumbosacral extension of 20 degrees (normal 30).  Thoracolumbar rotation was 45 degrees (normal 30) bilaterally and thoracolumbar lateral flexion was 30 degrees (normal) bilaterally; there was pain in all planes of motion.  The neurologic evaluation was within normal limits and straight leg raising (to determine nerve root irritation) was negative.  During the 20 August 2007 MEB examination (recorded on DD Forms 2807-1 and 2808), 4 months prior to separation, the CI reported chronic lower back pain.  Physical examination revealed thoracic scoliosis and low back pain was listed in the summary of defects and diagnoses.  

At the 14 February 2008 VA Compensation and Pension (C&P) examination, 1 month after separation, the CI reported low back pain, but no incapacitating episodes.  Physical examination showed muscle spasm, but gait was normal.  The ROM study showed pain from 40 to 75 degrees of flexion (normal 90) and combined ROM of 200 degrees (normal 240).  The examiner noted the flexion decreased to 65 degrees after repetition.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the back condition 10%, coded 5237 (lumbosacral strain), citing non-compensable loss of motion with some localized tenderness.  The VA rated the back condition 20%, coded 5242 (degenerative arthritis of the spine), based on the C&P examination, citing forward flexion of the thoracolumbar spine greater than 30 degrees but not greater than 60 degrees.

The panel noted that the ROM measurement at the NARSUM examination for lumbosacral flexion was 50 degrees, which converts to approximately 80 degrees of thoracolumbar flexion.  The panel then agreed that a 10% rating, but no higher, was justified for limitation of flexion (greater than 60 degrees but not greater than 85 degrees) or combined ROM (greater than 120 degrees but not greater than 235 degrees), as reported on the  NARSUM, examination.  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.  The panel noted the VA rating of 20%; however, the reported flexion of 65 degrees after repetition and the combined ROM of 200 degrees is more consistent with a 10% rating.  There was no evidence of intervertebral disc syndrome with incapacitating episodes, which would provide for a higher rating under that formula.  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 back condition.

Bilateral Plantar Fasciitis.  The pre-service MEPS examination on 16 June 1998, noted moderate, asymptomatic pes planus, but according to the STR and MEB narrative summary (NARSUM), the CI’s bilateral foot condition became symptomatic in 2000 during deployment and was treated with orthotics.  A bone scan demonstrated left foot plantar fasciitis at the insertion of the plantar fascia on the calcaneus and mild stress changes about the knees and feet.  Weight bearing X-rays of the left foot showed no evidence of a fracture, but there was pes planus.  After two subsequent deployments, X-rays demonstrated an accessory ossicle on the left posterior talus and a low calcaneal inclination angle bilaterally, but no fracture or dislocation was noted.  A June 2002 MOS Medical Retention Board retained the CI in her current MOS, despite a permanent L3 profile for bilateral plantar fasciitis, which did not preclude worldwide deployment.  

The 13 August 2007 MEB NARSUM examination, 5 months prior to separation, noted complaints of painful feet, right greater than left, and foot discomfort with jumping, walking or standing for prolonged periods of time.  Physical examination showed no erythema, edema or cellulitis bilaterally.  Subtalar joints showed 3 degrees of inversion and 10 degrees of eversion bilaterally without pain.  The commander’s statement, dated 14 August 2007, did not mention any duty-limiting foot condition.  

During the 20 August 2007 MEB examination (recorded on DD Forms 2807-1 and 2808), 4 months prior to separation, the CI reported having bilateral plantar fasciitis and hammer toes of both feet.  Physical examination revealed mild, symptomatic pes planus of the feet.  On 6 September 2007, the CI underwent right foot arthroplasty of the second and fifth hammertoes. 

At the 14 February 2008 VA Compensation and Pension (C&P) examination, 1 month after separation, the CI reported foot pain precipitated by walking greater than a quarter mile, standing longer than 30 minutes or walking around cleaning the house.  The CI hadn’t used inserts since December 2007, because they had worn out.  Physical examination of the right foot showed painful motion, callosities, tenderness, pes planus and the weight bearing line was over or medial to the great toe.  Hammer toes on second and fifth toes were status post-surgery.  The second toe was a mild angle at proximal joint at 5 degrees and the fifth toe was straight.  Right heel valgus was 10 degrees.  There was inward bowing on both non-weight and weight bearing.  No pain or spasm was present on manipulation.  Mild pronation and plantar fasciitis were present.  Physical examination of the left foot showed painful motion, callosities, tenderness, pes planus and the weight bearing line was over or medial to the great toe.  The examiner noted pain with palpation of the plantar surface without weakness or instability.  Hammertoes were present on the left second, third, fourth, and fifth toes without a claw foot.  There was inward bowing of the foot with non-weight bearing, mild pronation and left heel valgus of 10 degrees.  Weight bearing was over the great toe.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the left and right foot conditions 0% each, analogously coded 5399-5310 (group X muscle injuries-plantar aponeurosis), citing slight muscle injury without cardinal signs of muscle injury.  The VA rated the bilateral foot condition 10%, coded 5276 (flatfoot acquired), based on the C&P examination, citing the higher of two ratings with the weight-bearing line over or medial to the great toe with inward bowing of the Achilles tendon and mild pronation with pain on use. 

Panel members noted the PEB assigned a rating of 0% for the bilateral foot condition that reflected a 0% rating for the right foot and left foot separately.  The panel then considered whether there was an alternative code or whether code 5399-5310 could warrant a higher rating.  While the STR had very limited details of treatment for the plantar fasciitis over the years, the CI had moderate, asymptomatic pes planus at enlistment, which in due course became symptomatic.  No foot problem was addressed in the commander’s statement, but the PEB found her unfit for bilateral plantar fasciitis.  The panel determined the bilateral plantar fasciitis at the most was slight because the CI was able to perform her MOS and treatment was limited.   However, the CI did have bilateral symptomatic pes planus, which warrants a 10% rating under code 5299-5276 for moderate symptoms based on the more probative VA examination, which was more in depth and accurate than prior examinations during military service.  After due deliberation, considering all the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 10% for the bilateral plantar fasciitis condition, coded 5299-5276.  


BOARD FINDINGS:  In the matter of the back condition and IAW VASRD §4.71a, the panel recommends no change in the PEB adjudication.  In the matter of the bilateral fasciitis condition, the panel recommends a disability rating of 10%, coded 5299-5276 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, effective the date of medical separation:  

CONDITION
VASRD CODE
PERMANENT RATING
Lumbosacral Strain
5237
10%
Bilateral Plantar Fasciitis
5299-5276
10%
COMBINED
20%


The following documentary evidence was considered:  


AR20180016710, XXXXXXXXXXXXXXXXXX

XXXXXXXXXXXXXXXXXX

Dear  XXXXXXXXXXXXXXXXXX

The Department of Defense Physical Disability Board of Review (DoD PDBR)
reviewed your application and found that your disability rating should be modified but
not to the degree that would justify changing your separation for disability with
severance pay to a permanent retirement with disability. I have reviewed the Board’s
recommendation and record of proceedings (copy enclosed) and I accept its
recommendation. This will not result in any change to your separation document or the
amount of severance pay. A copy of this decision will be filed with your Physical
Evaluation Board records. I regret that the facts of the case did not provide you with the
outcome you may have desired.
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.
A copy of this decision has also been provided to the Department of Veterans
Affairs.


Enclosure






	


