





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-03948
BRANCH OF SERVICE:  Army	SEPARATION DATE:  20071227


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E4, Food Service Operations Specialist, medically separated from the Temporary Duty Retirement List (TDRL) for “polyarthropathy” with a disability rating of 20%.  


CI CONTENTION:  No specific contention was made.  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 - 20071022
VARD - 20080613
Condition
Code
Rating
Condition
Code
Rating
Exam
Polyarthropathy
5099-5002
20%
Spondyloarthritis 
5003
0%
20080502
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  0%


ANALYSIS SUMMARY:  

Polyarthropathy.  According to the service treatment record and MEB narrative summary (NARSUM), the CI’s joint pain began in February 2005, when she spontaneously developed a left knee effusion, confirmed by MRI, with no history of trauma.  She also developed bilateral wrist and hand swelling with pain, as well as bilateral ankle and foot edema.  She persistently tested negative for rheumatoid arthritis but showed marked elevations of inflammatory markers.  She was referred to the rheumatologist who confirmed a diagnosis of seronegative rheumatoid arthritis (RA).  Her joint pain resolved with treatment with Enbrel (medication for moderate-severe RA) and steroids.  The CI was then separated and placed on TDRL with a diagnosis of rheumatoid arthritis at 40% on 13 February 2006.  

During the 27 August 2007 rheumatology TDRL re-evaluation, 4 months prior to TDRL removal, the CI reported recurrences of “pink eye” but she never had inflammation sufficient to seek specialty care or to receive a diagnosis of iritis/uveitis (inflammations of the eye).  In late 2006 the CI developed rather severe and persistent low back pain which was referred into the buttocks.  The symptoms were exacerbated by rest and lying down.  She then developed pain in the right shoulder which was well controlled with weekly medications.  Physical examination showed limitation in flexion in the right shoulder but no residual synovitis, loss of mobility, or deformity in the large or small appendicular joints.  Motion of other joints, except the right shoulder, was normal.   Right shoulder tenderness was elicited by stress and resistance and forward flexion was decreased to 140 degrees (normal 180).  No other joint abnormalities were noted.  Based on the history and presentation of symptoms, the examiner reconsidered the diagnosis. Findings suggested a diagnosis of HLA B27 associated with undifferentiated spondyloarthropathy.  HLA B27 and repeat rheumatology studies were ordered.  Testing was positive and the diagnosis was supported.  The 16 January 2008 rheumatology visit, one month after TDRL removal, revealed recent trauma to the right shoulder and right ankle.  She was working at a job taping and lifting empty boxes.  Physical examination noted a diagnosis of Achilles tendonitis.  

At the 2 May 2008 VA Compensation and Pension (C&P) examination, 5 months after TDRL removal, the CI reported taking non-steroidal medication which helped tremendously.  Flare-ups occurred two or three times per year.  The last one occurred on 14 April 2008 with left knee pain and swelling resolved by use of Enbrel.  Most flare-ups involved the bilateral knees, left greater than right, as well as the right shoulder.  The CI reported no current joint pains or swelling but she used a brace on her left knee only with flare-ups and stiffness.  Physical examination showed no deformity, swelling or tenderness of the shoulders or knees, and there was no evidence of pain limited motion.  The August 2008 emergency room visit noted the CI worked in a plastics manufacturing company that required prolonged standing, walking, kneeling, and crouching that aggravated her knee pain symptoms.  

The panel directed attention to its rating recommendation based on the above evidence.   The CI was removed from TDRL with a permanent disability disposition of separation with severance pay at 20%.  The PEB cited, polyarthropathy with suspected HLA B27 associated undifferentiated spondyloarthropathy with one or two exacerbations a year.  The VA rated the polyarthropathy 0%, coded 5003 (degenerative arthritis), based on the C&P examination, citing “a non-compensable evaluation.”  At rheumatology visits prior to TDRL removal, the CI reported doing well since TDRL placement, that she had few symptoms and had continued treatment for her illness.  Physical examination showed no evidence of arthropathy. Panel members agreed there was no evidence of incapacitating exacerbations occurring three or more times per year to meet the criteria for a 40% disability rating under code 5002.  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 polyarthropathy at TDRL removal.  


BOARD FINDINGS:  In the matter of the polyarthropathy condition and IAW VASRD §4.71, the panel recommends no change in the PEB adjudication at the time of TDRL removal.  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.  






AR20190010917, XXXXXXXXXXXXXXXXXX 



Dear XXXXXXXXXXXX:


	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.










