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Dear XXXXXXXXXX:

	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.





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME: XXXXXXXXXX.  	CASE:  PD-2017-03487
BRANCH OF SERVICE:  Army 	SEPARATION DATE:  20060609


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was a National Guard E3, Unit Supply Specialist, medically separated for “left anterior metatarsalgia” with a disability rating of 10%.  


CI CONTENTION:  “My foot condition is progressively getting worse.  I have had three surgeries.” 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 - 20060424
VARD - 20070305
Condition
Code
Rating
Condition
Code
Rating
Exam
Left Anterior Metatarsalgia 
5279
10%
Morton’s Neuroma and Tarsal Tunnel Syndrome, Left Foot 
8521-5279
10%
20070123


ANALYSIS SUMMARY:  

Left Anterior Metatarsalgia.  According to the service treatment record and MEB narrative summary (NARSUM), the CI underwent excision of two neuromas on 28 September 2004.  The continued to complain of intractable left foot pain and swelling.  On 8 July 2005 she underwent excision of scar tissue and neuromas of the second and third interspaces of the left foot.  Electrodiagnostic studies of the left lower extremity were performed on 15 November 2005 and were reported to be normal with no evidence of a focal lower extremity nerve lesion, but did not exclude a digital nerve lesion.  

During the 8 March 2006 MEB examination (recorded on DD Forms 2807-1 and 2808), 12 months prior to separation, the CI reported numbness in three toes of the left foot.  Physical examination revealed scarring of the dorsal aspect of the left foot at the third and fourth metacarpals and a normal arch.  The 8 March 2006 MEB NARSUM examination, 3 months prior to separation, noted complaints of persistent left foot pain and an inability to wear military foot gear.  No physical examination was performed.  The NARSUM diagnoses were pes planus with pronation and Morton’s metatarsalgia.  A podiatry note dated 20 April 2006 indicated the CI continued to experience pain and swelling with permanent numbness in the second, third and fourth digits as well as the ball of the left foot.  

At the 7 February 2007 VA Compensation and Pension (C&P) examination, 8 months after separation, the CI reported that walking longer than 2 hours increased pain and swelling in the second and third metatarsal bones.  She complained of paresthesias over the distal phalanges of the second and third metatarsophalangeal joints of the left foot as well as paresthesias over the most anterior portion of the volar surface of the left foot.  She wore a shoe insert that did not help very much.  Physical examination showed tenderness over the scars.  Range of motion (ROM) testing, after repetition, of the toes on the left foot was full without complaints of pain.  There was no evidence of pes planus, but the CI had tenderness over what appeared to be a callus on the base of the third metatarsal bone on the left foot.  She had a normal gait and walked without a cane or walking device and had decreased sensation to vibration and temperature on the distal phalanges of the second and third digits of the left foot with intact sensation throughout the remainder of the foot.  

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the left foot condition 10%, coded 5279 (metatarsalgia).  The VA also rated the left foot condition 10%, dual coded 8521-5279 (paralysis of the external popliteal nerve-metatarsalgia), based on the C&P examination, citing mild symptoms of decreased sensation of the distal phalanges.  

Panel members noted the CI had a normal gait and normal ROMs of the toes, but had pain with activity.  While pes planus was noted at the NARSUM examination and the CI did use inserts, there was no evidence of pes planus at the VA C&P examination.   Panel members agreed that code 5279 at 10% was appropriately applied by the PEB.  An additional rating using a nerve code would be pyramiding IAW VASRD §4.14 and is not applicable in the presence of normal motor function of the toes and a normal gait, albeit the CI had numbness in several toes.  A higher rating using code 5284 (foot injuries, other) was considered, but at the time of separation, despite two surgical procedures, there was insufficient evidence to support a 20% rating for a moderately severe injury.  Furthermore, the PEB noted the CI’s disability as left anterior metatarsalgia with pes planus.  The panel unbundled the pes planus from the left anterior metatarsalgia and determined that it was not separately unfitting, and even it were, at the most it would be rated 0% using code 5276 (flatfoot, acquired mild; symptoms relieved by built-up shoe or arch support) especially since at the MEB examination the arch was normal and at the C&P examination, 8 months after separation, there was no evidence of pes planus.  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 foot condition.  


BOARD FINDINGS:  In the matter of the left foot condition and IAW VASRD §4.71a, the panel 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 no modification or re-characterization of the CI’s disability and separation determination.  





