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STATEMENT OF THE CASE

A hearing was held in the above styled claim on December 16, 2008, in Fort

Smith, Arkansas. A pre-hearing order was entered in this case on October 8, 2008.

Immediately prior to the hearing and by agreement of the parties, two additional

issues were added.  A copy of the pre-hearing order with these issues noted thereon

was made Commission’s Exhibit No. 1 to the hearing.

The following stipulations were offered by the parties and are hereby

accepted:

1. On all relevant dates, including October 22, 2007,

October 29, 2007, and January 30, 2008, the

relationship of employee-self insured employer-third

party administrator  existed between parties.

2. On October 22, 2007, the claimant sustained

compensable injuries to her low back and left knee.
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3. On October 29, 2007, the claimant sustained

compensable injuries to her head, cervical spine,

left shoulder, and low back.

4. On January 30, 2008, the claimant sustained a

compensable injury or aggravation to her left knee.

5. The respondent has paid all appropriate benefits

through April 30, 2008.

6. The respondent controverts all further medical

services on and after May 1, 2008, for any of the

above injuries.

By agreement of the parties, the issues to be litigated and resolved at the

present time were limited to the following:

1. Whether the claimant also sustained a

compensable injury to her thoracic spine in the

accident of October 29, 2007.

2. Whether the claimant would be barred from

receiving any benefits for such an injury prior to

December 16, 2008, by the provisions of Ark. Code

Ann. §11-9-701.

3. The claimant’s entitlement to additional medical

services for her cervical spine, left shoulder, and

low back difficulties after May 1, 2008.

In regard to these issues, the claimant contends:
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“The claimant contends that during and within the scope of
her  employment at Sparks Regional Medical Center, she
sustained three injuries.

  
Claim No. 1: On October 22, 2007, the claimant fell on a
newly waxed floor in the Emergency Room in which she
sustained a severe knee injury and an injury to the lumbar
spine. The claimant was working in Environmental
Services at the time of the injury.  The claimant has been
treated by Dr. Duane Allen Lukasek and Dr. Keith Bolyard
for these injuries. The claimant continues to be
symptomatic with regard to the low back injury and is
entitled to continued medical treatment as a result of these
injuries.

 
Claim No. 2: On October 29, 2007, the claimant was
assigned to the Laundry as a result of her injury of October
22, 2007.  During and within the scope of her employment
on October 29, 2007, the claimant fell off a work stool and
hit her head on the concrete floor causing an injury to her
head, neck, left shoulder and reinjury to the lumbar spine.
The claimant has been treated by Dr. Bao Dang, Dr.
Duane Allen Lukasek, and Dr. Salahuddin Kaddoura as a
result of these injuries. The claimant is in need of
continued medical treatment and the respondents have
refused to pay for an MRI for the purposes of diagnostic
care of the cervical and thoracic spine and the medical
care and treatment by Dr. Kaddoura.

  
Claim No. 3: On January 30, 2008, during and within the
scope of her employment, the claimant slipped in water by
trash barrels near  Room No. 7 in the Emergency Room
and reinjured the left knee.

The claimant contends that she is entitled to additional
medical treatment, payment of past medical expenses,
including the treatment and referral by Dr. Bao Dang, Dr.
Duane Allen Lukasek, Dr. Salahuddin Kaddoura, and Dr.
Keith Bolyard.”   
 

In regard to these issues, respondent contends:

“Respondents contend that all appropriate benefits have
been paid.”
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DISCUSSION

I. COMPENSABILITY OF ANY DIFFICULTIES WITH THE CLAIMANT’S

THORACIC SPINE

The first issue to be addressed is the question of whether the claimant also

sustained an injury to her thoracic spine in any of the admitted employment-related

incidents or accidents, particularly the one that occurred on October 29, 2007.  The

burden rests upon the claimant to prove the alleged compensable injury to this

portion of her body.  In order to meet this burden, the claimant must prove all of the

necessary requirements for a “compensable injury,” which are imposed by the Act.

  The first of these statutory requirements is found in Ark. Code Ann. §11-9-

102(4)(D).  This subdivision requires the claimant to prove by medical evidence, the

actual existence of the physical injury or damage, which is alleged to be

compensable.  In addition, the claimant must also show that the actual existence of

this physical injury or damage is supported by “objective findings,” as that term is

defined in Ark. Code Ann. §11-9-102(16)(A)(i).  

The only medical evidence presented that mentions any injury or complaints

involving the claimant’s thoracic spine are the reports and records of Dr. Salahuddin

Kaddoura and Dr. Thomas Cheyne.  In his clinic note of July 31, 2008, Dr. Kaddoura

noted that he was seeing the claimant in “follow up” for continued pain in the area of

the left side of the T3 and T4 vertebra.  However, this is the first report or record from

Dr. Kaddoura that had been introduced.  He recorded a history that the claimant has

experienced this pain since “falling down”.  During his physical examination, he

noted only “significant point tenderness” at the T3 and T4 levels.  An MRI of the

claimant’s thoracic spine which was taken at the request of Dr. Kaddoura on August
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8, 2008, was interpreted as normal.  In his report of August  26, 2008, Dr. Kaddoura

noted that the claimant continued to complain of pain on the left side of her thoracic

spine at the T3 and T4 level.  On his physical examination, he again observed

“trigger points” in this area that were tender to palpitation. Finally, he expressed the

opinion that these thoracic complaints were work-related, but were caused by the

claimant’s frequent use of her hands in her work (not any fall). In his report of

September 25, 2008, Dr. Kaddoura again recorded complaints of pain at the T3 and

T4 level.  On his physical examination, he observed soreness and tenderness to

touch in the area of the T3, T4, and T5 vertebra.  Curiously, he also stated that the

claimant had been recently seen in the emergency room for these same complaints.

However, these emergency room records have not been tendered.  A whole body

scan, which was also performed at the request of Dr. Kaddoura on September 30,

2008, was interpreted as showing only a mild uptake on the left side of the T10

vertebra that was probably the result of degenerative changes.  There had been no

previous medical evidence presented of any complaints of difficulties that involved

this area of the claimant’s thoracic spine. The only medical record of Dr. Cheyne,

which has been introduced, is a notation of September 11, 2008.  Curiously, Dr.

Cheyne recorded that the claimant was now complaining of chronic lower thoracic

pain (there are 12 thoracic vertebra).  During his physical examination, Dr. Cheyne

noted only tenderness in the mid lower thoracic area.  Based upon the history he

received, his review of the claimant’s thoracic MRI, and his physical examination, Dr.

Cheyne diagnosed the claimant as experiencing  chronic thoracic myofascitis.  

Afer consideration of all the medical evidence presented, I find that the

claimant has submitted sufficient medical evidence to “establish” the actual



Hickman-F801358/F801361/F801362 -6-

existence of a physical injury or condition that involves her thoracic spine.  However,

she must further show that the physical injuries or conditions, which were diagnosed

by Dr. Kaddoura and Dr. Cheyne, are supported by the independent observation of

findings  that are beyond the claimant’s voluntary control (i.e. “objective findings”, as

defined by the Act).

The claimant testified that she experienced episodes of pain in her thoracic

spine, whenever it “bulges”.  Billie Ann Daniel, a co-employee and friend of the

claimant, testified that she had “felt” a knot on the claimant’s back between her

shoulder blades and in the area of her bra line.  However, no such “knot” or

abnormality has been noted by any of the claimant’s numerous treating physicians,

during their repeated clinical examinations of the claimant over the past year and a

half. The only observations made of any abnormal findings in the thoracic area of the

spine on physical examinations were the findings of  Dr. Kaddoura and Dr. Cheyne.

These findings consisted only of tenderness to palpitation or touch in the area of the

T3 to T5 vertebra.  These findings would not meet the criteria to be “objective”, under

Ark. Code Ann. §11-9-102(16)(A)(i).  The only “objective” abnormality was that noted

on the bone scan of the claimant’s entire body that showed a mild uptake of

radionuclide of the T10 vertebra on the left side.  This abnormality would be outside

the area of the claimant’s subjective complaints.

After consideration of all the evidence presented, it is my opinion that the

claimant has failed to prove by the greater weight of the credible evidence any

“objective findings” to support the thoracic area of her spine (i.e. to support the

medical diagnosis of the physical injury to this portion of her body, as made by Dr.
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Kaddoura and Dr. Cheyne).  Thus, the claimant has failed to prove a “compensable

injury” to this portion of her body, under Ark. Code Ann. §11-9-102(4)(D).

I would further note that even had the claimant presented sufficient evidence

to satisfy the statutory requirements of Ark. Code Ann. §11-9-102(4)(D), she would

still be required to prove that this injury or condition also satisfies the definitional

requirements of Ark. Code Ann. §11-9-102(4)(A)(i).   To satisfy the first three of these

definitional requirements the claimant must prove existence of a causal relationship

between any of her various employment-related falls and her complaints with her

thoracic spine.  However, she need not prove the existence of such a causal

relationship to an absolute certainty.  Nor, must she prove that these were the sole

or even major cause.  It is only necessary that the greater weight of the evidence

show that it is likely or probable that one or more of these falls played some causal

role in producing the medically established and objectively supported injury or

condition.

The claimant’s own testimony is the only direct evidence she has presented

to prove a causal relationship between her various employment-related falls and her

complaints with her thoracic spine. Although such testimony is to be considered

contradicted, this does not mean that it can be arbitrarily disregarded.  If such

testimony is credible, it may be sufficient in and of itself, to prove any fact that it is

legally competent to address.

At the hearing, the claimant testified that she began experiencing difficulties

with her thoracic spine, between her shoulder blades, contemporaneous with the fall

on October 29, 2007.  Ms. Daniel testified that after the claimant’s “last injury” (which

would have been the fall on January 30, 2008), she observed the claimant
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experiencing visible manifestations of pain in her upper back, between her shoulder

blades, and right above her bra.

However, this testimony is not supported by the more credible medical

evidence.  Although the medical evidence noted complaints involving the claimant’s

shoulder joints (particularly her left shoulder) and her neck or cervical spine, there

is no mention in any of the medical records of any reports prior to July 31, 2008, of

any  pain or other difficulties in the claimant’s mid thoracic spine or the middle of her

back, between her shoulder blades, or slightly above her bra strap. There is also no

mention of the observation of any abnormal findings, either subjective or objective,

in the mid thoracic area of the claimant’s spine on the numerous physical

examinations performed on the claimant by multiple physicians and physical

therapists , prior to July 31, 2008.

  It is difficult to conceive that the claimant could have been experiencing any

difficulties with this portion of her body that she and Ms. Daniel described at the

hearing, but would not have reported these difficulties to her various treating

physicians.  It is even more difficult to accept that all of these physicians and other

medical service providers would have failed to record such complaints.  It is

impossible to accept that the objective abnormalities that were described by the

claimant and Ms. Daniel, (i.e. the knot on the claimant’s mid thoracic spine) would

have escaped observation by all of the various physicians and medical service

providers, including even Dr. Kaddoura and Dr. Cheyne.

At this point, it must also be noted that the only objective finding, which

involved the claimant’s thoracic spine, was an increased uptake on a radionuclide

scan in the area of the T10 vertebra.  Not only is this defect inconsistent with the
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area of the claimant’s subjective complaints but it has been indicated to be

degenerative or arthritic in nature and has not been attributed by any of the medical

evidence as the source of the claimant’s subjective thoracic complaints.

After consideration of all the evidence presented, I find that the claimant has

failed to prove by the greater weight of the credible evidence the existence of any

causal relationship between any of her various employment -related falls (including

the fall on October 29, 2007) and any difficulties which she may be experiencing with

her thoracic spine.  Thus, the claimant has also failed to prove that her thoracic

difficulties meet the definitional requirements for a “compensable injury”, as set out

in Ark. Code Ann. §11-9-102(4)(A)(i).

In summary, the claimant has failed to prove that she sustained a

“compensable injury” to her thoracic spine on October 29, 2007, or any other date

during her employment with the respondent.  Thus, she would not be entitled to any

benefits, which are provided by the Act, for her thoracic complaints.  This

determination renders moot the issue of whether Ark. Code Ann. §11-9-701 would

bar the claimant from receiving any benefits for her thoracic complaints, prior to

December 16, 2008. 

II. THE CLAIMANT’S ENTITLEMENT TO ADDITIONAL MEDICAL SERVICES

FOR THE COMPENSABLE INJURIES TO HER LEFT KNEE, LEFT SHOULDER,

HEAD, CERVICAL SPINE, AND LOWER BACK OR LUMBAR SPINE

The remaining issue concerns the claimant’s entitlement to additional medical

services, after May 1, 2008, for her admittedly compensable injuries to her left knee,

left shoulder, head, cervical spine, and lumbar spine. Even though these injuries are

admittedly compensable, the burden still rests upon the claimant to prove that any
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medical services she has required or continues to require after May 1, 2008,

represent “reasonably necessary medical services” as that term is used in the Act.

In order to be “reasonably necessary”, the medical services must be

necessitated by or connected with a compensable injury. Further, such medical

services must have a reasonable expectation of accomplishing their intended

purpose, at the time the services are rendered. However, the claimant need not

prove that the medical services were actually successful in achieving their intended

purpose.

Apparently, the claimant contends that she has required and continues to

require medical services for all of her admittedly compensable injuries (her left knee,

left shoulder, head, cervical spine, and lower back or lumbar spine) from May 1,

2008 through some date in the future.  However, it is extremely difficult to determine

whether a  medical service is “reasonably necessary”, without knowing the type or

nature of medical services requested.

Clearly, any medical services related to the claimant’s thoracic difficulties

would not be necessitated by or connected with a “compensable injury”.  Thus, any

medical services for these complaints (either provided or recommended) would not

represent “reasonably necessary” medical services, as that term is used in the Act.

The respondent cannot be held liable for the expense of any of these services,

pursuant to the provisions of Ark. Code Ann. §11-9-508.  

In regard to the admittedly compensable injury to the claimant’s head, the

claimant testified, in her deposition, that her head was fine.  At the hearing, the

claimant listed her current complaints in order of severity and made no mention of

any complaints or difficulties with her head.  The medical evidence also fails to show
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that any diagnostic or therapeutic medical services have been provided or even

recommended  for the claimant’s compensable head injury, on or after May 1, 2008.

Thus, I find that the claimant has failed to prove that  any further medical services for

her compensable head injury have been “reasonably necessary”, on and after May

1, 2008.  

In regard to the claimant’s compensable left knee injury, the medical evidence

reveals that, after the claimant’s employment-related falls, she was evaluated and

treated for her left knee difficulties by physicians at Sparks Occupational Medical

Clinic and by and at the direction of Dr. Keith Bolyard, an orthopaedic surgeon.

During this time, various x-rays and an exploratory arthroscopy were performed.  The

x-rays were interpreted as showing no effusion, fracture, subluxation, or dislocation

involving the left knee joint. The only abnormality noted on these x-rays were mild

degenerative changes.  The MRI was interpreted as showing a tear of the posterior

horn of the medial meniscus and a partial tear or strain of the posterior cruciate

ligament. However, when these anatomical structures were visually examined,

during the arthroscopic procedure on December 12, 2007, no tears or abnormalities

of the medial meniscus, the posterior cruciate ligament, or any other anatomical

component of the claimant’s left knee were observed.  The only abnormality

observed at the time of this arthroscopy were synovial changes in the area of the

anterior medial gutter and the patella.  This excess synovium was surgically

removed, at that time.  Although the claimant was in another employment-related fall,

after the arthroscopy, subsequent x-rays still noted only mild degenerative changes

with no fracture or dislocation. The medical records indicate that the claimant was

released from continued treatment for her left knee difficulties on February 8, 2008.
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There is no evidence that any further medical services have been provided or even

recommended for the claimant’s compensable left knee injury after February 8, 2008.

Although the medical record indicates that the claimant was evaluated and

treated for continuing difficulties with other portions of her body, after February 8,

2008, there is no evidence that any further medical treatment was provided or even

recommended for her compensable left knee injury.  In fact, the subsequent medical

evidence even fails to record any continuing  complaints with this portion of the

claimant’s body. The only subsequent mention of the claimant’s left knee is found in

the July 31, 2008 report of Dr. Kaddoura.  In this report, he  simply noted that the

claimant’s left knee is still “doing better”. During  the whole body bone scan, which

was performed on September 30, 2008, a mild uptake of the radionuclide was

observed in the claimant’s left knee.  However, this same abnormality was also

observed in the claimant’s uninjured right knee and all of her other major joints,

including both shoulders and both ankles. This abnormality was interpreted by the

radiologist as indicating only wide spread mild degenerative changes.  These would

not be unexpected in a person of the claimant’s age.

After consideration of all the evidence, I find that the greater weight of the

evidence shows the claimant was provided all reasonably necessary diagnostic and

therapeutic medical services required for her compensable left knee injury by May

1, 2008.  Clearly, she had received sufficient clinical examinations and diagnostic

tests, which would be reasonably necessary to accurately diagnose the nature and

extent of her compensable left knee injury.  By February 8, 2008, she had only

received all generally employed treatment modalities, both conservative and

invasive, necessary to stabilize the type of injuries she sustained to her left knee in
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her various employment-related falls.  There is absolutely no evidence that any

further medical services would have a reasonable expectation of accomplishing any

beneficial purpose that would be related to the claimant’s compensable left knee

injuries.  Thus, the evidence fails to show that any further medical service would be

“reasonably necessary” for her compensable left knee injury, on and after May 1,

2008.

The next compensable injury to be addressed is that involving her low back

or lumbar spine.  Again, the medical evidence presented shows that the claimant has

had numerous clinical examinations and extensive diagnostic testing performed on

this portion of her anatomy, prior to May 1, 2008.  Plain x-rays have all been

negative. The only observed objective findings have consisted of occasional

paravertebral muscle spasms in the lumbar area. Throughout the course of the

claimant’s treatment, her lumbar difficulties have been diagnosed as a

muculoskeletal strain or sprain, with no evidence of disc or bone involvement.

Although the claimant in her testimony indicated that her lower back or lumbar

difficulties were the second least severe of her continued complaints, the medical

evidence presented would indicate that her lower back difficulties had effectively

resolved prior to May 1, 2008.  In the physical therapy report of November 5, 2007,

it was noted that the claimant’s lower back difficulties had resolved, but had, to some

extent, returned after she had “chased her grandchildren.”  In the Sparks

Occupational Medical Center report of that same date, it was noted that the claimant

was experiencing less pain in her low back.  Curiously there is no mention of any

complaints involving the claimant’s low back or lumbar strain in the medical records

between November 5, 2007 and April 16, 2008. This includes the emergency room
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records that were generated by the claimant’s last fall, on January 30, 2008. In fact,

these emergency room records expressly note that a physical examination of the

claimant’s  back was negative.

  In his handwritten notation of April 16, 2008, Dr. Lukasek noted a diagnosis

of lumbosacral spasm.  However, in his clinic record of that same date, he mentioned

only complaints and findings involving the claimant’ cervical spine.  When the

claimant was again seen by Dr. Lukasek, on April 29, 2008, x-rays were taken that

included the  lumbar spine was still interpreted as normal, in regard to the lumbar

area.  

Curiously, when the claimant was seen by Dr. Kaddoura on July 31, 2008, he

recorded complaints of “back” pain but  only in the mid upper thoracic back area.

There was also no mention that he observed any abnormalities involving  the lumbar

spine on his physical  examination of the claimant’s back.  The bone scan, which

was performed at the request of Dr. Kaddoura, showed no particular or unusual

uptake of the radionuclide in the lumbar area of the claimant’s spine.  Dr. Kaddoura

also mentioned a CAT scan, which was apparently performed on the claimant on

April 4, 2008, as being normal in the lumbar spine (this study was not introduced by

either party).  

There was no mention, in the report of Dr. Cheyne, of any complaints or

difficulties involving the claimant’s lower back or lumbar spine. He also noted no

abnormalities that would involve this area of the claimant’s back in his physical

examination. 

Neither Dr. Kaddoura nor Dr. Cheyne has provided or recommended any

medical services for the claimant’s lumbar spine.  In fact, no physician has
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recommended any such services on or after May 1, 2008.  The thoracolumbar x-rays

and the bone scan were recommended diagnostic studies for the claimant’s thoracic

complaint.  Inclusion of the lumbar spine was only an incidental necessity.

After consideration of all the evidence presented, it is my opinion the claimant

has failed to prove that she requires any further medical services for her

compensable lower back or lumbar spine injury.  The medical evidence indicates

that this injury was adequately evaluated, accurately diagnosed, and properly

treated. There is no evidence in the medical record that any physician has provided

or even recommended further medical services for this compensable injury, on or

after May 1, 2008.  Thus, the claimant has failed to prove that any further medical

services for her compensable low back or lumbar injury, on and after May 1, 2008,

would be “reasonably necessary”.

The next compensable injury to be discussed is the compensable injury  to the

claimant’s neck or cervical spine. These difficulties first appear in the physical

therapy records of October 29, 2007.  However, no mention is again made of any

complaints with the claimant’s neck or cervical spine, until the report of Dr. Lukasek,

dated April 16, 2008.  In fact, during the claimant’s physical examination at the

emergency room of Sparks Regional Medical Center, on January 31, 2008, her neck

was observed and noted to be “supple” on physical examination, with no apparent

complaints or abnormalities recorded. 

On April 16, 2007, Dr.  Lukasek recorded that the claimant was complaining

of cervical pain and mild cervical muscle spasms.  On that date, x-rays of the

claimant’s neck or cervical spine were taken at the request of Dr.  Lukasek.  These

x-rays were interpreted as showing a loss of the normal lordic curvature of the spine
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(a finding indicative of muscle spasms) and chronic degenerative changes of the C5

and C6 disc with large posterior osteophytes (i.e. bony arthritic spurs) protruding

from the endplate of the C5 vertebra.  The claimant appears to have been seen again

for her neck or cervical difficulties by Dr.  Lukasek on April 29, 2008.  However, only

a return to work form has been introduced in regard to this visit.  Neither party has

presented any accompanying clinical notation or record.  On this return to work form,

Dr. Lukasek indicated that the claimant was released to return to work effective that

date with no restrictions on her physical activities.  However, a follow up examination

appears to have been made for May 6, 2008.  There is no indication from the medical

evidence  that the claimant ever returned to Dr. Lukasek, as scheduled.

Curiously, when the claimant saw Dr. Kaddoura on July 31, 2008, he did not

record any complaints involving the claimant’s neck or cervical spine.  On his

examination of the claimant’s neck or cervical spine, he noted it to be supple with no

evidence of any visible abnormalities. However, due to the abnormalities that had

been noted on the claimant’s previous cervical x-rays from April 16, 2008, Dr.

Kaddoura apparently ordered an MRI of the claimant’s cervical spine.  This study

was performed on August 8, 2008. This MRI was interpreted as revealing the exact

same findings that had been noted on the cervical x-rays, i.e.  mild degenerative

changes of the disc at C5 and C6, that combined with arthritic bone spurs or

osteophyte formation involving the C5 vertebra to produce mild bilateral recessed

stenosis.  This study further showed the absence of any disc herniation, with the

exception of the MRI study, no further medical services (either diagnostic or

therapeutic) appear to have been either provided or recommended for the claimant’s

cervical difficulties by Dr. Kaddoura.
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The September 11, 2008 report of Dr. Cheyne also fails to record any

complaints involving the claimant’s neck or cervical spine.  He noted that the

claimant did undergo a cervical MRI, but that this test did not show “anything of much

significance”.  He also noted that the claimant expressly denied any radicular

symptoms  involving any of her extremities. On his physical examination, he

observed no abnormalities involving the claimant’s neck or cervical spine. It does not

appear from the report of Dr. Cheyne that he provided or recommended any medical

services, either diagnostic or therapeutic, for any difficulties involving the claimant’s

cervical spine.

Thus, based upon the medical evidence presented, the only medical service,

on and after May 1, 2008, that could possibly be connected with the claimant’s

compensable cervical injury was the diagnostic cervical MRI that was performed  on

August 8, 2008. Clearly, the claimant’s cervical injury or even any cervical

complaints played no role in the claimant seeking the services of Dr. Kaddoura.   No

other medical services have been provided or even recommended for any cervical

problem, on and after May 1, 2008, by Dr. Kaddoura or any other physician.

It appears to have been the opinion of Dr. Kaddoura that the more detailed

MRI study be performed in order to accurately evaluate the exact nature of the

cervical defect that had been observed on the previous x-rays.  However, this does

not automatically entail that this testing was necessitated by or connected with the

claimant’s compensable cervical injury.  Any decision on this necessary connection

is complicated by the fact that the medical evidence does not contain any clear

diagnosis of the nature and extent of the claimant’s admittedly compensable cervical

injury.  
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Although Dr. Lukasek noted the claimant’s cervical complaints and had x-rays

of this area performed on April 16, 2008, he had not made any specific diagnosis of

the cause of these complaints by her last visit with him on April 29, 2008.  He did not

even expressly attribute the claimant’s cervical complaints in April of 2008, to her

prior complaints in October of 2007, or any of her employment-related falls.

Although Dr. Kaddoura ordered the cervical MRI, his record shows that this

action was not taken because of any cervical complaints (employment-related or

otherwise).  His records also fail to link the cervical defect being investigated to any

employment-related injury.

I recognize that the claimant testified that, on December 9, 2008,  she

obtained treatment for her neck.  This treatment was  in the form of injections, from

some unnamed physician at the  River Valley Musculoskeletal Center.   However,

no medical reports or records of this treatment have been tendered. Thus, I have no

idea of the specific nature of the medical services provided, what necessitated these

services  or the intended purpose of these services.

I also recognize that the claimant’s testimony indicated that she has

experienced continuous difficulties in the area of her neck or cervical spine ever

since her compensable injury of October 29, 2007.  However, the more credible

evidence shows only episodic complaints with this portion of the claimant’s body,

which were separated by considerable lapses of time. These substantial

asymptomatic intervals would indicate that any cervical difficulties, which the

claimant may have experienced on and after May 1, 2008, were more likely due to

the natural progression of the claimant’s pre-existing degenerative and arthritic
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defects that involve the C5 and C6 area of the cervical spine, rather than her

admitted compensable cervical injury of October 29, 2007.

After consideration of all the evidence presented, I find that the claimant has

failed to prove by the greater weight of the credible evidence that any medical

services she may have received (either diagnostic or therapeutic) that were directed

toward her cervical spine were necessitated by or connected with her compensable

cervical  injury of October 29, 2007.  Thus, she has not proven that such services

would be “reasonably necessary”, as that term is used by the Act.

 The final medical services to be addressed are additional medical services

for the claimant’s admitted compensable left shoulder injury. The first complaints

with this portion of the claimant’s body are also found in the physical therapy records

of October 29, 2007.  In these records, complaints with both of the claimant’s

shoulders were noted.  Complaints involving both of the claimant’s shoulders

continue to appear through the November 5, 2007 office notation of Dr. Lukasek.

However, these complaints disappear from the medical records, at that point, and

were not recorded in any of the subsequent numerous medical reports and records,

until the July 31, 2008 report of Dr. Kaddoura.  In this report, Dr. Kaddoura

mentioned that the claimant was still having some shoulder pain on the left side and

has received injections for this at “River Valley Orthopaedics” (River Valley

Musculoskeletal Center). Curiously, no medical reports or records from the River

Valley Musculoskeletal Center that deal with the described “injections” of the

claimant’s left shoulder have been introduced.  On his physical examination, Dr.

Kaddoura  noted that the claimant had problems with abduction of the shoulder joint,

but no signs of rotator cuff syndrome. He diagnosed the claimant’s subjective
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complaints as likely being due to  subacromial bursitis. However, Dr. Kaddoura in no

way indicates such a condition was causally related to any fall at work. When the

claimant was seen by Dr. Cheyne, no complaints were noted with either of the

claimant’s shoulders.  The whole body bone scan of September 30, 2008, did show

mild-increased intake of the radionuclide in both shoulders (as well as the knees and

ankles), which was interpreted as being consistent only with degenerative changes.

The current medical record fails to show that any of the numerous physicians,

whose reports or records are contained therein, have provided or recommended any

additional medical services for the claimant’s compensable left shoulder injury or

even any difficulties with her left shoulder, on and after May 1, 2008.  After

consideration of all the evidence presented, it is my opinion that the claimant has

failed to prove by the greater weight of the credible evidence that she has  received

or required any medical services that were necessitated by or connected with her

compensable left shoulder injury, on and after May 1, 2008.  Thus, she has failed to

prove that any medical services she may have received, on and after May 1, 2008,

would be “reasonably necessary” for her compensable left shoulder injury.  

In summary, I find that the claimant has failed to meet her burden of proving

that any medical services that she may have received on and after May 1, 2008, for

her multitude of complaints, on and after May 1, 2008, were necessitated by or

connected with any of her compensable injuries.  Thus, these medical services

would not  represent “reasonably necessary medical services” as that term is used

in Ark. Code Ann. §11-9-508. The respondent cannot be held liable for any such

expense of any such services under the authority of this subsection.  The present

claim for these  additional benefits must be denied and dismissed.  
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FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. The Arkansas Workers' Compensation Commission has

jurisdiction of this claim.

2. On all relevant dates, including October 22, 2007, October 29,

2007, and January 30, 2008, the relationship of employee-self

insured employer-third party administrator between the parties.

3. On October 22, 2007, the claimant sustained compensable

injuries to her low back and left knee.

4. On October 29, 2007, the claimant sustained compensable

injuries to her head, cervical spine, left shoulder, and low back.

5. On January 20, 2008, the claimant sustained a compensable

injury or aggravation of her left knee.

6. The claimant has failed to prove that on October 29, 2007 or any

other date, she sustained a “compensable injury” to her thoracic

spine.  Specifically, the claimant has failed to establish by

medical evidence, which is supported by “objective findings”,  the

actual existence of a physical injury to this portion of her body.

She has further failed to prove by the greater weight of the

credible evidence that, on October 29, 2007 or any other date

during her employment with this respondent, she sustained a

physical injury to her thoracic spine that arose out of and

occurred in the course of her employment with the respondent,

that was caused by a specific incident, and that is identifiable by

time and place of occurrence.
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7. The respondent has paid all appropriate benefits for the

claimant’s compensable injuries through April 30, 2008.

8. The claimant has failed to prove by the greater weight of the

credible evidence that any medical services, which have been

provided or recommended to her on and after May 1, 2008,

represent “reasonably necessary medical services” for any of her

various compensable injuries.  Specifically, the claimant has

failed to prove by the greater weight of the credible evidence that

any medical services, which have been provided or

recommended to her on and after May 1, 2008, were

necessitated by or connected with any of her various

compensable injuries.

9. The respondent has controverted the claimant’s entitlement to

any additional medical services, on and after May 1, 2008. The

respondent has also denied that the claimant sustained a

compensable injury to her thoracic spine, on October 29, 2007 or

any other date during her employment with the respondent, and

have controverted the claimant’s  entitlement to any benefits

attributable to  such an injury.

ORDER

Based upon my foregoing findings and conclusions, I have no alternative but

to deny and dismiss in their entirety, any and all claims for benefits that would be

attributable to an alleged compensable injury to the claimant’s thoracic spine, as the
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result of a specific employment-related incident on October 29, 2007 or any other

date.

Based upon my foregoing  findings and conclusions, I have no alternative but

to deny and dismiss the claim for additional medical benefits, on and after May 1,

2008.

IT IS SO ORDERED.   

                                                                                      
                                       MICHAEL L. ELLIG
                                   ADMINISTRATIVE LAW JUDGE
                                         


