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STATEMENT OF THE CASE

A hearing was held in the above styled claim June 30, 2009,  in Fort Smith,

Arkansas.

A pre-hearing order was entered in this case on April 29, 2009. This pre-

hearing order set out the stipulations offered by the parties and outlined the issues

to be litigated and resolved at the present time.  A copy of this pre-hearing order was

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

The following stipulations were submitted by the parties and are hereby

accepted:

1. On April 25, 2007, the relationship of employee-employer-carrier existed

between parties.

2. The appropriate weekly compensation benefits are $445.00 for total disability

and $334.00 for permanent partial disability.  

3. On April 25, 2007, the claimant sustained a compensable injuries to her low

back.
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4. There is no dispute over the payment of medical services for the claimant’s

compensable back injury through June 20, 2008.

5. There is no dispute over temporary total disability at present.

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 compensable injuries to her left arm in

the employment-related accident after April 25, 2007.

2. The claimant’s entitlement to medical services for the compensable injuries

to her left arm.

3. The claimant’s entitlement to additional medical services for the compensable

low back injury.

In regard to these issues, the claimant contends:
  
  “The claimant sustained a lumbar back injury and a left
upper extremity injury on April 25, 2007 during and within
the scope of her employment.  The claimant reported that
she was lifting “coil boxes” when the onset of pain
occurred on April 25, 2007.  She reported to the doctor the
injury in her work as an insulator, she lifts a lot of parts.
The coil boxes weigh between 80 and 90 pounds and are
lifted by two people. On this particular incident a co-worker
dropped their end of the coil box that caused the
claimant’s lumbar back injury and the left upper extremity
injury, including the ulnar nerve condition that she has
developed as a result of this injury. The claimant has been
recommended surgery, including a left carpal tunnel
release and a left cubital tunnel release with intramuscular
transposition of the ulnar nerve.  Dr. Michael Moore of
Arkansas Specialty Orthopaedics has made this
recommended surgical  intervention. The respondents
have refused this surgery as not being related to the
compensable injury of April 25, 2007.  Further, the
claimant has requested additional medical treatment on
her lumbar spine condition, which has been refused. The
claimant has received a Change of Physician Order from
the Medical Cost Containment Division of the Workers’
Compensation Commission to Dr. Tony Raben on June
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12, 2008. The respondents have refused the medical
treatment at the direction of Dr. Raben.”
 

In regard to these issues, respondents contend:

“Respondents state that claimant sustained a
compensable low back injury on April 25, 2007 which they
accepted.  Respondents deny that claimant sustained an
injury to her left arm, elbow, and hand on April 25, 2007.
Respondents raise  lack of notice in regard to the left
upper extremity portion of the claim.  Respondents have
provided and are providing reasonably necessary medical
treatment for the low back injury.”

 DISCUSSION

I. COMPENSABILITY OF THE CLAIMANT’S LEFT UPPER EXTREMITY

COMPLAINTS

The first issue to be addressed  is whether the claimant’s difficulties with her

left upper extremity constitute a “compensable injury”, as that term is defined by Ark.

Code Ann. §11-9-102(4)(A)(i).  In regard to this issue, the claimant contends that she

sustained a compensable injury to her left upper extremity, as the result of a specific

employment-related incident on April 25, 2007. She describes this incident as

occurring, when she and a fellow employee were lifting a box weighing between 80

and 90 pounds. The co-employee dropped her end of the box and this somehow

jerked her left arm down.  The burden rests upon the claimant to prove all of the facts

necessary to establish this alleged compensable injury.

First, the claimant must prove that her alleged compensable injury satisfies the

statutory requirements of Ark. Code Ann. §11-9-102(4)(D).  This subdivision

mandates that the claimant prove by medical evidence the actual existence of a

physical injury or damage to her left upper extremity.  Further, the existence of this
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physical injury or damage must be supported by “objective findings”, as that term is

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

In the present case, the medical evidence clearly “establishes” the existence

of physical injury or damage to the claimant’s left upper extremity, which has been

diagnosed to be in the form of cubital tunnel syndrome and carpal tunnel syndrome.

The cubital tunnel syndrome involves damage to the ulnar nerve in the area of the

claimant’s elbow (i.e. the cubital tunnel).  The carpal tunnel syndrome involves the

damage to the claimant’s left median nerve in the area of her wrist (i.e. carpal

tunnel).  Both of these diagnosed conditions are supported by purely “objective

findings”.  These findings are in the form of abnormalities noted on nerve conduction

and nerve velocity studies.  Therefore, in regard to these two diagnosed conditions,

the claimant has satisfied the statutory requirements of Ark. Code Ann. §11-9-

102(4)(D). 

The claimant must next prove that these medically established and objectively

documented physical injuries or conditions satisfy the definitional requirements for

a “compensable injury” that are contained in Ark. Code Ann. §11-90-102(4)(A)(i).

These definitional requirements are:

(1) The physical injury or damage must arise out of and
occur in the course of the employment;

(2) The physical injury or damage must be caused by a
specific incident;

(3) The physical injury or damage must be identifiable
by time and place of occurrence;

(4) The physical injury or damage must cause internal
or external physical harm to the claimant’s body;
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(5) The physical injury or damage must be such as to
reasonably require medical services or result in
disability.

In order to satisfy the first three of these definitional requirements, the claimant

must prove the existence of a causal relationship between her medically established

and objectively documented physical injuries or damage to her left upper extremity

and the specific employment-related incident on April 25, 2007.  However, she need

not prove the existence of this causal relationship to an absolute certainty. It is also

unnecessary that she prove that this specific employment-related incident was the

sole or even “major cause” of the medically established and objectively documented

physical injury or damage.  She need only show that the specific employment-related

incident on April 25, 2007, likely or probably played some causal role in the

medically established and objectively documented physical injury or damage to her

left upper extremity.

Expert medical opinion on causation is not an absolute necessity in every

case.  However, it is certainly helpful in any case.  In particular cases,  expert

medical opinion may be required, where the type of injury involved is such that its

likely or probable cause does not lend itself to general knowledge and common logic.

In the present case, none of the claimant’s various treating physicians have

opined that  the described employment-related incident of April 25, 2007, was the

likely or probable cause of either the claimant’s left cubital tunnel syndrome or left

carpal tunnel syndrome.  In his report of December 14, 2007, Dr. Loyd indicated that

the etiology of the claimant’s left cubital tunnel syndrome was unknown. He further

indicated that it was unlikely that it was  related to the incident on April 25, 2007, as

the claimant gave no indication that she sustained any type of blow to the area of her
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elbow in the April 25, 2007  incident.  In his report of February 5, 2008, Dr. Michael

Moore stated that he could not explain how the accident, lifting the coil box could

have caused or precipitated the claimant’s left cubital tunnel syndrome, particularly

since the claimant had noted no popping sensation or acute pain in her elbow at the

time of the accident.  Dr. Moore further indicated that any delay in the initial onset of

symptoms, which would be indicative of cubital tunnel syndrome would even further

lessen the likelihood that the employment-related incident of April 25, 2007 played

any causal role in the claimant’s cubital tunnel syndrome.  Dr. Raben expressed no

opinion on the possible cause of the claimant’s cubital tunnel or carpal tunnel

syndromes, even though the claimant specifically requested him to do so.

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

to establish the existence of a causal relationship between the specific employment-

related incident of April 25, 2007 and her subsequently diagnosed cubital tunnel

syndrome and carpal tunnel syndrome of her left upper extremity. The claimant

testified that, on April 25, 2007, she was helping a co-employee (Gladys Walker) lift

boxes containing “units” from the ground onto a pallet.  She would lift this box by

placing her left hand under the edge of the box and her right hand on the side of he

box to steady it.  When she and Ms. Walker had lifted one of these boxes,

approximately three feet off the ground, Ms. Walker dropped her side of the box and

this somehow jerked the claimant’s left arm down. She testified that she immediately

had a little tingling numbness in her left arm, but her main symptom was pain in her

back.   

Gladys Walker also testified at the request of the claimant, but her description

of the incident was somewhat different. Ms. Walker admitted that she dropped her
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end of the box, but that they had only began to lift the box when it fell.  She stated

that the claimant’s hand was pinned under the box. However, she recalled that it was

the claimant’s right hand that was pinned under the box.  It was Ms. Walker’s further

testimony that they were able to remove the box from the claimant’s hand and she

went to clock out, because it was the end of the shift.  She could only recall the

claimant complaining with her hand.  

Jerry Dye, a co-employee, also testified at the request of the claimant.  It was

his testimony that he was present in the area, when the incident occurred on April

25, 2007.   He testified that he observed the claimant and Ms. Walker lifting a box

with a coil in it from the floor to place on top of a row of boxes already on the pallet.

It was his testimony that, when the box was being held approximately 3 foot off the

ground, Ms. Walker dropped her side of the box and the box “yanked” the claimant.

He stated that the claimant immediately “hollered” that it hurt her back.  It was his

testimony that he recalled the claimant’s left hand being on the bottom of the box,

when the incident occurred.  It was his further testimony that the claimant

immediately told the “group coordinator” or lead man, Robert Whitlock, about the

incident and her difficulties.  He stated that Mr. Whitlock told the claimant to go and

see the company doctor the next day.  It was his testimony that the claimant kept

working during the days following the accident, but that her fellow employees tried

to keep her from having to do any heavy lifting.

Robert Whitlock (the group coordinator) also testified at the request of the

claimant. It was his testimony that on April 25, 2007, he heard a “commotion” or loud

noise.  He stated that when he looked in the claimant’s direction the box was already

on the ground and apparently out of his sight.  Although he testified that he could not
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see any objects below the claimant’s waist, including the box, it appeared from the

claimant’s position that her left hand must be under the edge of the box.  He

described the claimant as holding all of  the weight of the unit with her left hand.

However, this would clearly be a physical impossibility for the claimant to be holding

an 80 to 90 pound box with one hand on one edge of the box.  The majority of the

weight of the unit would obviously be resting on the ground.  He also acknowledged

that he couldn’t see the part of the claimant where the box was.  It was his further

testimony that the claimant was standing upright.  At that point, he stated that he

observed Mr. Dye get off of the forklift and help the claimant lift the box to its

appropriate place on the second row of boxes on the pallet.  Curiously, Mr. Whitlock

testified that the claimant only complained to him of her left shoulder and arm

hurting and told him that she thought she had pulled a muscle in her arm, but made

no mention of any complaint of her difficulties with her back.  It was his testimony

that the following day, the claimant reported for work, but was still complaining with

her arm hurting and he made her go see the plant nurse.  Again, he mentioned no

complaints by her with her back and he testified that he  advised his supervisor,

Steven Lee, about the situation and told he that the claimant had gone to see the

plant nurse. He stated that the claimant continued thereafter to complain of her left

arm hurting, but still mentions no complaints by the claimant with her back.  He

described the box with the coil as measuring 36 by 36 inches and weighing

approximately 85 to 90 pounds.  

Steven Lee was called as a witness by the respondent.  He testified that on the

day of or the day after April 25, 2007, Robert Whitlock reported to him that the

claimant had experienced an on the job injury on April 25, 2007.  At that time, he
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personally contacted the claimant, and the claimant told him that she had hurt her

back in this accident. It was his testimony that the claimant, as of the date of hearing,

had never personally told him that she sustained any injury to her left arm or hand

in the accident on April 25, 2007.  It was also his testimony, on cross examination,

that Mr. Whitlock had told him that the claimant had hurt only her back in the

employment-related accident.

The respondent also called Sarah Jane Smith, the respondent’s plant nurse.

Ms. Smith testified that, on April 26, 2007, the claimant reported a work-related injury

to her, but indicated that the claimant only reported an injury to her low mid back.

She denied that the claimant made any complaints to her that involved the left arm

or upper extremity.  She testified that the first time the claimant made any complaints

to her that involved the left upper extremity, was on June 22, 2007.  At that time the

claimant complained that she  continued to experience  left hand numbness, after

her back pain had improved.   

Further, the claimant’s testimony, concerning the time of the initial onset of her

left upper extremity complaints  is contradicted by other evidence presented.  The

initial medical records of Dr. Greg Loyd (the company physician) fail to note any

complaints involving the claimant’s left upper extremity.  These records are dated

April 26, 2007, May 7, 2007, May 23, 2007, and June 5, 2007.  It is difficult to

conceive that Dr. Loyd could have mistakenly overlooked complaints involving this

portion of the claimant’s body on all of  these numerous visits.  It is also difficult to

conceive that Dr. Loyd would have further failed to observe any abnormalities

exhibited by the claimant with this portion of her body during his examinations at the

time of these numerous visits.  The first mention of any left upper extremity
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complaints is not recorded by Dr. Loyd until his report of June 22, 2007, almost two

months after the accident.  In this report,  Dr. Loyd related that the claimant was

complaining of numbness in only  the fifth and fourth digits of her left hand and in the

ulnar area of her palm.  He further recorded that the claimant advised him that these

difficulties had been present for approximately two months and that she maintained

that she had informed him of these complaints in the past.  However, he stated that

he could not recall her making any prior complaints with this part of her body.  It is

somewhat curious, if the claimant had been complaining of these difficulties for two

months that she would have waited two months to inquire as to why Dr. Loyd was

providing her with any treatment for these complaints.

Essentially the same situation is reflected by the nurse’s records. These

records  also fail to note that the claimant  reported any complaints of difficulties  with

her left upper extremity in the initial nurse’s notes. The first mention of such

complaints is found in a notation by the plant nurse, dated June 22, 2007.  This

notation reflects that the claimant complained of continued left hand numbness after

her back improved (it should be noted that in some of  the records and notations

made by the plant nurse and the notations made by Dr. Loyd, are all placed on the

same form document, which bears the caption Rheem Occupational Medical Clinic

clinical progress notes.  However, the nurse’s notes and Dr. Loyd’s notes can be

distinguished by the obvious change in the hand writing).

Curiously, no complaints were recorded of symptoms that would be indicative

of the presence of left carpal tunnel syndrome (numbness or tingling in the first two

digits of the left hand or the thenar area of the thumb) until after the nerve conduction

study, which was performed by Dr. William Griggs on December 13, 2007.  It was
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this study that was interpreted as showing abnormalities indicative of mild left carpal

tunnel syndrome. 

 When the claimant was evaluated by Dr. Michael Moore on December 17,

2007, the claimant gave Dr. Moore a history of the onset of numbness in the left ring

and small finger following the April 25, 2007 employment-related accident. She also

gave Dr. Moore a history of intermittent pain over the medial aspect of her left elbow,

symptoms she had previously not related to anyone.  Finally, she gave Dr. Moore a

history of intermittent numbness in her thumb, index, and long fingers of her left hand

and also her right hand that had been present for “several years”.  

The initial AR-N, which the claimant completed on May 7, 2007, is also

inconsistent with her testimony concerning the timing of the initial onset of her left

upper extremity complaints. On this AR-N, the only part of the body that the claimant

described as being injured was her “back”. If the claimant had experienced an initial

onset of symptoms with her left upper extremity that occurred contemporaneously

with the accident and were of sufficient magnitude to cause her to report it to her lead

man, her supervisor, and the company physician (as she testified), it is difficult to

conceive that she would have failed to note such complaints on the AR-N that she

subsequently completed.

I have no doubt that the claimant sincerely believes that her left upper

extremity difficulties were somehow  caused by or are related to the  accident of April

25, 2007.  However, such belief, regardless of its sincerity, is not a sufficient

substitute for proof.  Contrary to the claimant’s  testimony and that of Robert

Whitlock, which I do not find to be credible, it is my opinion that the greater weight

of the credible evidence fails to show that the initial onset of symptoms with the
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claimant’s left upper extremity, which would be indicative of the occurrence of either

cubital tunnel syndrome or carpal tunnel syndrome, occurred within a reasonably

close period of time following the employment-related accident of April 25, 2007.

The greater weight of the credible evidence further fails to show that the mechanics

of the incident or accident of April 25, 2007, would be likely or probable to producing

either of these conditions.  The claimant clearly  experienced no direct impact or

trauma to either her left elbow or wrist in the employment-related accident of April

25, 2007.  

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 her

employment-related accident of April 25, 2007, was a likely or probable cause or

contributing factor  of either her left cubital tunnel syndrome or left carpal tunnel

syndrome.  Thus, the claimant has failed to prove that these injuries or conditions

arose out of and occurred in the course of her employment with the respondent, were

caused by a specific incident, and are identifiable by time and place of occurrence.

The claimant’s failure to prove these three necessary definitional requirements of

Ark. Code Ann. §11-9-102(4)(A)(i) prevents these conditions from being considered

“compensable injuries”, under the Act. 

II. ADDITIONAL MEDICAL SERVICES FOR THE CLAIMANT’S COMPENSABLE

BACK INJURY

The claimant’s entitlement to medical services for her left upper extremity

difficulty becomes moot in light of my decision on the compensability of the

conditions involving her left upper extremity.  However, there remains the issue of

the claimant’s entitlement to additional medical services for her admittedly
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compensable low back injury.  The burden rests upon the claimant to prove that the

medical services she seeks constitute reasonably necessary medical services, as

that term is used in the Act.

In order to meet  this burden, the claimant must prove that the medical

services she seeks have a purpose or goal that is connected to her admittedly

compensable back injury.  Further, she must prove that these medical services have

a reasonable expectation of accomplishing their intended beneficial purpose or goal,

at the time the services were rendered.  However, the claimant need not prove that

these medical services were ultimately successful.  

The claimant testified that since the employment-related accident of April 25,

2007, she has continued to experience some degree of pain in her low back, all day

and every day.  She has also continued to experience pain down into her left buttock

and left leg.  She testified that all of these complaints increase with particular

exertion or strenuous activity.  Although she has kept working, the claimant stated

that she had only been able to do so by receiving help from fellow employees that

has kept her from having to perform heavy lifting or using a screw gun.  

The medical records of Dr. Loyd indicate  that the claimant experienced

improvement in her back complaints with conservative treatment by June 5, 2007.

However, his records do not indicate that these complaints completely resolved or

that the claimant’s compensable back injury had healed with no residue effects.  He

did return the claimant to work without restrictions on June 5, 2007.  

The lumbar MRI, which was performed on the claimant at the request of Dr.

Loyd on April 24, 2007, was interpreted by the radiologist as showing only mild

degenerative changes with no evidence of a left-sided focal disc herniation.  The
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degenerative changes were in the form of mild disc dessication of the L1-2 and L4-5

intervertebral discs, disc dessication of the L5-S1 intervertebral disc, a mild broad-

based disc bulge of the L5-S1 intervertebral disc with chronic degenerative or

arthritic changes of the end-plates of the lower L5 and upper S1 vertebral bodies. 

In his report of June 20, 2008, Dr. Raben indicated that he had reviewed the

claimant’s previous lumbar MRI and that in his opinion, it showed dessication of the

L4-5 intervertebral disc and “modic” type changes in both the L4-5 and L5-S1

intervertebral disc that were indicative of an acute (recent) problem superimposed

on a chronic problem.  He further indicated that the claimant had made little progress

with conservative care.  At that time, the claimant was complaining of low back and

left leg pain.  However, his physical examination revealed very little evidence of

abnormalities indicative of continuing problems with the claimant’s low back (i.e.

muscle spasms, swelling, redness, loss of normal lumbar lordosis, abnormal gait or

stance, muscle atrophy, or abnormal muscle tone).  In fact, the only abnormalities

noted on his physical examination, both objective and subjective, were a reduction

of range of motion, and tenderness on extremes of range of motion, pain and

tenderness on palpitation of the left lower extremity, mild foot inverter weakness,

mild decrease in the Achille’s deep tendon reflex on the left, and left leg pain on

sciatic tension testing.  Dr. Raben gave a diagnosis of  degenerative disc disease of

the lumbar spine, a disc herniation in the lumbar spine, and left radiculitis.  Curiously,

the diagnosis of a disc herniation would appear inconsistent with both the radiologist

and his own interpretation of the MRI.    He recommended treatment in the form of

oral medication (anti-inflammatories, muscle relaxers, and pain medication) and

physical therapy.  A normal regimen for physical therapy was specifically ordered by
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Dr. Raben on October 9, 008.  Apparently, the respondents  arranged for the

claimant to receive this ordered program of physical therapy at the Cooper Clinic in

Fort Smith.  For some reasons, which are not entirely clear, the claimant refused to

accept the recommended physical therapy through the Cooper Clinic facility.

The claimant testified that she attempted to return to Dr. Raben, after June 20,

2008, but was unable to do so. However,  the claimant was obviously able to get into

see Dr. Raben on January 6, 2009, when she was attempting to obtain an opinion

from him on the cause of her left upper extremity complaints.  At that time of  this

visit, Dr. Raben also re-evaluated her lower back.  He noted that the claimant

complained of increased back pain after working and lifting all day, left lower

extremity burning, and stiffness of both lower extremities.  On his physical

examination, Dr. Raben noted that the claimant exhibited normal gait and station

with no misalignment, asymmetry, crepitation, defects, tenderness, masses,

effusions, decreased range of motion, instability, atrophy or abnormal strength or

tone in the head, neck, spine, ribs, pelvis, or upper and lower extremities with the

exception of difficulty with range of motion on grasping with the left upper extremity.

The claimant also exhibited normal reflexes in the lower extremities and normal

sensation to pain, touch, and proprioception.  Dr. Raben continued to diagnose the

claimant’s difficulties as disc degeneration in the lumbar spine, disc herniation in the

lumbar spine, and lumbar radiculitis.  At the time of this visit, he also refilled the

claimant’s medications for her lumbar complaints.  

The claimant returned to Dr. Raben’s office  on January 15, 2009.   However,

it is not clear whether she actively saw Dr. Raben on that date.  The first section of

Dr. Raben’s boilerplate report for this date contains exactly the same wording  found
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in his initial report of June 20, 2008, with the exception of a short paragraph dealing

with the claimant’s left upper extremity or left arm.  Apparently, this report may have

been generated by  Dr. Raben’s physical therapist, rather than by Dr. Raben.  The

claimant was obviously  evaluated by the physical therapist in Dr. Raben’s  office at

that time. Physical therapy services were provided on that date and the claimant was

to return for further treatment four times a week thereafter.  However, the next

physical therapy note is dated February 3, 2009.  At that time, the claimant advised

the physical therapist that her back pain was not as bad but her leg symptoms

continued.  These symptoms were in the form of a burning pain, mostly in her left leg,

but with some in her right.  She reported that standing and walking increased her leg

symptoms, as well as the excessive lifting and carrying that she was doing at work.

Physical therapy services again appear to have been  provided, but with no reported

improvement in the claimant’s symptoms.  Arrangements were made for an attempt

of traction therapy on the claimant’s subsequent visit.  However, no subsequent

physical therapy records have been introduced.

It is difficult to determine from the evidence presented the exact nature of the

additional medical services the claimant is seeking after February 3, 2009.  Although

there is references to a discogram in various exchanges from claimant’s counsel and

respondents’ counsel (found in Claimant’s Exhibit No. 3), there is no medical

evidence introduced,  wherein Dr. Raben ever recommended such a procedure.  Nor

is there any direct evidence that such a procedure would be necessitated by or

connected with the claimant’s compensable back injury. 

The claimant has also presented a billing statement, which  shows that she

was charged $90.00 by Dr. Raben’s office for services rendered her on March 5,
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2009.  However, again, there is no associated  medical evidence indicating the type

or nature of services provided by Dr. Raben or the reasons that these services were

rendered without such supporting evidence.  Therefore, it is impossible to say that

these medical services were reasonable for and necessitated by or connected with

the claimant’s compensable lumbar injury of April 25, 2007.  

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

claimant has proven by the greater weight of the credible evidence that the medical

services she obtained from Dr. Raben on January 6, 2009 and the physical therapy

for her lumbar spine that she obtained through Dr. Raben’s physical therapist in

January and February of 2009, constitutes reasonably necessary medical services

for her compensable lumbar injury.  Clearly, all of these services were connected

with her compensable lumbar injury.  The services provided by Dr. Raben and his

physical therapist (oral medication and physical therapy) are of a type, nature, and

duration generally accepted by the medical community as being appropriate to

reduce or alleviate the chronic symptoms resulting  from lumbar injuries such as that

experienced by the claimant in the employment-related accident of April 25, 2007.

Thus, these services would have a reasonable expectation of accomplishing their

intended purpose or goal of alleviating or reducing the claimant’s symptoms from her

compensable injury, at the time these services were rendered.

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

that any other medical services that have been provided or recommended to her by

Dr. Raben satisfy the foregoing criteria.  There is simply not sufficient evidence

presented upon which to determine whether any other medical services by or at the

direction of Dr. Raben are “reasonably necessary”.  The fact that the claimant may
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be, as she testified, experiencing some degree of chronic pain in her back and lower

extremities, is not sufficient to allow a carte blanche award of medical services by

any physician or medical provider. 

FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. The Arkansas Workers’ Compensation Commission has jurisdiction of this

claim.

2. On April 25, 2007, the relationship of employee-employer-carrier existed

between the parties.

3. On April 25, 2007, the claimant earned wages sufficient to entitle her to

weekly compensation benefits of $445.00  for total disability and $334.00 for

permanent partial disability.

4. On April 25, 2007, the claimant sustained a compensable injury to her low

back or lumbar spine.

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

evidence that she also sustained a compensable injury to her left upper

extremity in the employment-related accident of April 25, 2007.  Specifically,

she has failed to prove that the specific employment-related incident or

accident of April 25, 2007, was a likely or probable cause, precipitating event,

or aggravating factor in producing her medically established and objectively

documented left cubital tunnel syndrome and/or left carpal tunnel syndrome.

Thus, she has failed to prove the occurrence of a medically established and

objectively supported physical injury to her left upper extremity that arose out

of and occurred in the course of her employment with this respondent, was

caused by a specific incident, and is identifiable by time and place of

occurrence.
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6. There is no dispute over the payment of medical services for the claimant’s

compensable back or lumbar injury through June 20, 2008.

7. The medical services provided the claimant by and at the direction of Dr. Cyril

Raben, on January 6, 2009, and the medical services provided to the

claimant by Dr. Raben’s physical therapist, in January and February of 2009,

constitute reasonably necessary medical services under Ark. Code Ann. §11-

9-508.  Specifically, the claimant has proven by the greater weight of the

credible evidence that these medical services were necessitated by or

connected with her compensable lumbar injury and had a reasonable

expectation of accomplishing their intended beneficial purpose or goal, at the

time these services were rendered.

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

evidence that she has received or has been recommended any further

medical services by Dr. Raben that would constitute reasonably necessary

medical services for her compensable lumbar injury.  Therefore, no further

medical services can be awarded at this time.

9. The respondents have denied the occurrence of any compensable injuries

to the claimant’s left upper extremity and have controverted her entitlement

to any benefits attributable to these alleged injuries. The respondents have

also controverted the claimant’s entitlement to any additional medical

services for her compensable low back or lumbar injury, which accrued after

June 20, 2008.

ORDER

The respondents shall be liable for the expense of the additional medical

services provided to the claimant by and at the direction of Dr. Cyril Raben, on

January 6, 2009, and by his physical therapist in January and February of 2009, for



McGregor-F801256 -20-

the claimant’s compensable lumbar injury.  This liability is subject to the medical fee

schedule established by this Commission.

For the reasons heretofore set out in this Opinion, any and all claims for

benefits attributable to the claimant’s alleged injury to her left arm or upper extremity

on April 25, 2007, must be and hereby are denied and dismissed in their entirety.

All benefits herein awarded have been heretofore accrued and are payable in

a lump sum without discount.

This award shall bear the maximum rate of interest until paid.

IT IS SO ORDERED.   

                                                                                      
                                       MICHAEL L. ELLIG
                                   ADMINISTRATIVE LAW JUDGE
                                         


