





RECORD OF PROCEEDINGS
PHYSICAL DISABILITY BOARD OF REVIEW

NAME:  XXXXXXXXXXXXXXXXXX	CASE:  PD-2017-04452
BRANCH OF SERVICE:  ARMY	SEPARATION DATE:  20080223


SUMMARY OF CASE:  Data extracted from the available evidence of record reflects this covered individual (CI) was an active duty E4 Multiple Launch Rocket System Crewmember, medically separated for “reflex sympathetic dystrophy of the left ankle” with a disability rating of 20%.


CI CONTENTION:  “Please consider 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 - 20090223
VARD - 20080229
Condition
Code
Rating
Condition
Code
Rating
Exam
Reflex Sympathetic Dystrophy (RSD) of the Left Ankle
8799-8721
20%
Left Ankle Osteoarthritis 
5271
20%
20071217



Left Foot RSD
8520
10%
20071217
Major Depressive Disorder
Not Unfitting
Major Depressive Disorder 
9434
30%
20080107
COMBINED RATING:  20%
COMBINED RATING OF ALL VA CONDITIONS:  60%



ANALYSIS SUMMARY:

RSD of the Left Ankle.  According to the service treatment record and MEB narrative summary (NARSUM), the CI underwent left ankle surgery with debridement, removal of loose bodies and Brostrom procedure (repair of ligaments on the outer side of the ankle to correct ankle instability) in March 2007.  On 5 June 2007 the CI reported his rehabilitation was going well until he began to note left foot and ankle hypersensitivity.  The CI continued to need a CAM (controlled ankle movement) walker due to hypersensitivity symptoms and ankle pain.  He was started on desensitization for early RSD (therapy used to modify how sensitive an area is to a particular stimuli).  A post-surgical left ankle MRI, dated 26 September 2007, demonstrated a left lateral talar dome depression which was probably a previous treated osteochondral fracture that showed regrowth of overlying cartilage.  Osteoarthritis affected the left tibiotalar and lateral joints, and there was a tear versus scarring of the antero-inferior tibiofibular ligament.  On 28 September 2007, left ankle range of motion (ROM) was dorsiflexion of 5 degrees (normal 20) and plantar flexion of 25 degrees (normal 45); painful motion was not addressed.  During the 2 October 2007 MEB examination (recorded on DD Forms 2807-1 and 2808), 4 months prior to separation, the CI reported left foot tingling and left ankle limitation of motion which affected his ability to stand for prolonged periods, run or jump.  Physical examination revealed decreased ROM and strength.  

At a physical medicine and rehabilitation visit, dated 13 November 2007, the CI reported persistent left ankle pain and the inability to resume normal weight bearing activities.  Any stimulation or mobility around the left ankle joint exacerbated the pain.  Physical examination revealed disuse atrophy in the major musculature in the left lower extremity.  The foot was cool, but normally colored with beads of perspiration over the foot suggesting some level of hyperhidrosis (excessive sweating).  A healed scar was beneath the malleolus.  There was limited tolerance of ROM.  Slight palpation and any tactile stimulation to the foot resulted in a reaction.  The examiner’s assessment was left lower extremity chronic regional pain syndrome (CRPS) resulting from sympathetic nerve damage with features of allodynia (pain due to a stimulus that usually does not evoke pain) and overlapping musculoskeletal pain resulting from the bony trauma the CI suffered.  A trial of Lidoderm (lidocaine, an anesthetic) was prescribed.  X-rays of the left ankle dated 4 December 2007 showed no change from a prior study.  The physical therapy evaluation on 7 December 2007 showed left ankle dorsiflexion of 5 degrees (normal 20) and plantar flexion of 25 degrees (normal 45), after repetition.  Painful motion was not addressed.

At the 17 December 2007 VA Compensation and Pension (C&P) general evaluation, 2 months before separation, the CI reported left ankle weakness, stiffness, constant swelling, tingling, numbness and abnormal sensation.  He also reported ankle give-way, lack of endurance and abnormal sensation (foot felt like it was asleep and as if he were stepping on glass) with walking and fatigue with prolonged standing.  He required use of a left ankle brace and a cane for ambulation.  Physical examination showed left ankle weakness, tenderness and guarding of movement.  There was no edema, effusion, redness, heat or subluxation.  Left ankle ROM was dorsiflexion to 10 degrees and plantar flexion to 5 degrees; painful motion was present.  There was no additional loss of motion with repetition.

During the 18 December 2007 MEB NARSUM examination, 2 months prior to separation, noted complaints of left ankle pain and the CI still wore a CAM walker.  Physical examination showed considerable left foot and ankle dysesthesias, hypersensitivity and point tenderness everywhere along the joint line.  He had mild left ankle global swelling with loss of skin wrinkles over the dorsum of the ankle.  He did not have any hair loss over the foot or ankle.  Dorsally his foot was moist and consistent with an increased sweating response.  He had normal sensation to the deep peroneal and superficial peroneal nerves as well as the sural, saphenous and tibial nerve distributions.  He was stable to subtalar motion and had no tenderness over his forefoot, midfoot, hindfoot or proximal leg or knee.  All muscle groups functioned at normal strength.  Left ankle dorsiflexion was approximately 15 degrees and plantar flexion was approximately 30 degrees; painful motion was not addressed.  

At a pain management visit on 17 March 2008, 1 month after separation, the CI reported desensitization therapy was helpful, but the plantar surface of the foot remained painful.  Physical examination revealed an antalgic gait and a well-healed left lateral ankle surgical scar with hypersensitivity along the scar and on the plantar surface of the foot with increased sweating.  There was no erythema, edema, nail changes or abnormal hair growth.  ROM of the left ankle was limited by 50%.  
The Massachusetts Rehabilitation Commission Disability examination on 28 May 2008, 3 months after separation, revealed left ankle tenderness.  The left ankle was immobile and flexion, extension and rotation were limited to only a few degrees.  There was a good deal of muscle atrophy below the left knee.  He ambulated slowly with a very significant left ankle limp encased in a complex brace and without an assistive device.  Left ankle X-rays demonstrated a left talar dome abnormality raising the question of an osteochondral fracture versus osteochondritis dissecans. 

The panel directed attention to its rating recommendation based on the above evidence.  The PEB rated the left ankle RSD 20%, analogously coded 8799-8721 (neuralgia, external popliteal nerve), citing moderate, incomplete paralysis.  The VA rated the left ankle RSD 10%, coded 8520 (sciatic nerve, paralysis of, incomplete, mild), based on the VA examination, citing mild incomplete paralysis below the knee.

The panel deliberated the severity of the CI’s RSD symptoms to determine if the CI had a “severe” 30% disability or a “moderate” 20% disability as adjudicated by the PEB.  The panel noted that despite orthopedic, physical therapy, or pain management care, the CI’s left ankle condition was exacerbated by left ankle movement, weight bearing, impact loading or wear of the standard military boot.  STR and VA evidence documented the CI's left ankle became fatigued when standing or walking for any length of time.  The CI's left ankle had "marked" limitation of dorsiflexion (toes up).  The commander's statement recorded the CI’s inability to perform any portion of his MOS, even in garrison.  The MEB NARSUM documented the CI's left ankle with considerable dysesthesias (abnormal sensations), hypersensitivity and global swelling.  The CI wore either a CAM boot or left ankle brace, and used a cane for ambulation.  Furthermore, the STR and VA evidence showed the CI's nerve pain from the left ankle condition was refractory to narcotic medication and lumbar sympathetic blocks.  Therefore, members determined the CI’s left ankle condition most approximated a “severe” level of impairment at separation to support a 30% rating.  After due deliberation, considering all of the evidence and mindful of VASRD §4.3 (reasonable doubt), the panel recommends a disability rating of 30% for the left ankle RSD, coded 8799-8721.

Contended PEB Condition:  Major Depressive Disorder.  The panel’s main charge is to assess the fairness of the PEB’s determination that the contended condition was not unfitting.  The contended condition was not profiled, implicated in the commander’s statement nor judged to fail retention standards.  During the 5 October 2007 MEB NARSUM mental health examination, the examiner noted the CI’s major depressive disorder was not medically disqualifying and the CI appeared to be fit for military duty from a mental health standpoint.  There was no performance-based evidence from the record that the condition 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 the contended condition, so no additional disability rating is recommended.  


BOARD FINDINGS:  In the matter of the left ankle RSD, the panel recommends a disability rating of 30%, coded 8799-8721 IAW VASRD §4.124a.  In the matter of the contended major depressive disorder, the panel recommends no change from the PEB determination 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 as of the date of the prior medical separation:

CONDITION
VASRD CODE
PERMANENT RATING
Reflex Sympathetic Dystrophy of the Left Ankle 
8799-8721
30%


The following documentary evidence was considered:

Exhibit A.  DD Form 294, dated 20170510, w/atchs
Exhibit B.  Service Treatment Record
Exhibit C.  Department of Veterans Affairs Record


AR20180006285, XXXXXXXXXXXXXXXXXX



XXXXXXXXXXXXXXXXXX

Dear XXXXXXXXXXXXXXXXXX:

I accept the recommendation of the Department of Defense Physical Disability Board of Review (DoD PDBR) to re-characterize your separation as a disability retirement with the combined disability rating of 30% effective the date of your medical separation for disability with severance pay.  Enclosed is a copy of the Board’s recommendation and record of proceedings for your information.

	The re-characterization of your separation as a disability retirement will result in an adjustment to your pay providing retirement pay from the date of your original medical separation minus the amount of severance pay you were previously paid at separation.
 
	The accepted DoD PDBR recommendation has been forwarded to the Army Physical Disability Agency for required correction of records and then to the U.S. Defense Finance and Accounting Service to make the necessary adjustment to your pay and allowances.  These agencies will provide you with official notification by mail as soon as the directed corrections have been made and will provide information on your retirement benefits.  Due to the large number of cases in process, please be advised that it may be several months before you receive notification that the corrections are completed and pay adjusted.  Inquiry concerning your correction of records should be addressed to the U.S. Army Physical Disability Agency, (AHRC-DO), XXXXXXXXXXXXXXXXXX.

	A copy of this decision has also been provided to the Department of Veterans Affairs 

Sincerely,					      
Enclosure









