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STATEMENT OF THE CASE

A hearing was held in the above styled claim on March 21,

2011, in Springdale, Arkansas.

A pre-hearing order was entered in this case on January 25,

2011.  The pre-hearing order set out the stipulations offered by

the parties and outlined the issue to be litigated and resolved at

the present time. Prior to the commencement of the hearing, the

parties announced that the claimant’s entitlement to the treatment

provided her by Dr. Ogon was now moot and was no longer an issue.

A copy of the pre-hearing order with this amendment noted  was made

Commission’s Exhibit No. 1 to the hearing.

The following stipulations were offered by the parties and are

hereby accepted:

1. On April 6, 2010,  the relationship of employee-employer-

carrier-TPA existed between the parties.

2. The appropriate weekly compensation benefits are $151.00

for total disability and permanent partial disability.
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3. On April 6, 2010, the claimant sustained a compensable

injury to her back.

4. There is no dispute over medical services received except

those provided by a Dr. Ogon and services recommended by

Dr. Morse.

By agreement of the parties, the issue to be litigated and

resolved at the present time was specifically limited to the

following:

1. The claimant’s entitlement to the testing recommended by

Dr. Morse.

In regard to these issues, the claimant contends:
 
“The claimant will contend that she is
entitled to additional medical treatment in
connection with her accepted back injury. The
claimant filed a change of physician to Dr.
Michael Morse and saw him on August 19, 2010
reporting “back pain radiating into the right
buttock and down the right leg to her
foot...numbness and tingling in that
distribution.” Dr. Morse stated that the
claimant “needs a MRI or the lumbar spine to
see if there is any significant pathology such
as a disc herniation or compression fracture.”

The claimant contends that the MRI recommended
by Dr. Morse is reasonable and necessary.”
  
 

In regard to these issues, respondents contend:

“Respondents contend that all benefits to
which claimant is owed have been paid;
Respondents contend that the additional
medical treatment recommended by Dr. Michael
Morse is not related to the claimant’s
compensable injury.”
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 DISCUSSION

   The sole issue, at the present time, is the claimant’s

entitlement to the testing recommended by Dr. Morse, which is in

the form of a lumbar MRI.  The burden rests upon the claimant to

prove that such recommended medical service is “reasonably

necessary” for her admittedly compensable back injury.  

In order to represent “reasonably necessary” medical services,

the medical services must have an intended purpose or goal that is

connected with the compensable injury.  Although it need not be

shown that the medical services actually accomplished the intended

purpose or goal, it must be proven that these services had a

reasonable expectation of doing so, at the time they were rendered.

Finally, such services must be reasonable in light of the potential

benefit the services offer in returning the claimant to as near the

preinjury state as the permanent character of the injury will

allow.

In the present case, the claimant was initially seen and

treated for her compensable injury and resulting difficulties by

various physicians or medical providers.  The claimant appears to

have been seen by Leslie Menchetti, a nurse practitioner at the

emergency room of Mercy Medical Center on April 6, 2010.  At that

time, the claimant was complaining of the sudden onset of low back,

after a fall some 3 to 5 hours prior. A physical examination of the

claimant, at that time, revealed only tenderness to palpitation of

the lower back and decreased range of motion.  No swelling, edema,
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or bruising was noted.  X-rays which were taken at that time, were

interpreted as negative with no significant malalignment, no

reduction of vertebral body heights, no compression fractures, no

osteolytic bone destruction, no fractures of the spinous process or

transverse processes, and no significant disc space narrowing.  The

claimant’s SI joints were also normal in appearance.  The

claimant’s difficulties were diagnosed as being attributable to a

sprain of the sacrum. She was given medications, and discharged. At

that time, the claimant was directed to return to the emergency

room or her private physician, should she continue to experience

difficulties.  

On April 9, 2010, the claimant apparently returned to the

emergency room of Mercy Medical Center, but only to obtain an

extension of her off-work slip from April 9, 2010 through April 12,

2010. No actual record of the claimant’s emergency room visit on

that date has been introduced by either party.  

The claimant was apparently next seen by Dr. Latifat Ogon at

the Community Clinic on April 12, 2010.  Dr. Ogon noted that the

claimant was in for follow up for back pain following a fall at

work, 6 days prior.  Dr. Ogon noted that the claimant’s complaints

of low back pain had continued but that the claimant denied any

numbness, tingling, or other symptoms in her lower extremities and

denied any symptoms involving bowel or bladder dysfunction.  Dr.

Ogon did note that the claimant was complaining of limping to the

left and increased pain on all activities.  
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On physical examination, Dr. Ogon found essentially no

objective findings, including any swelling, edema, deformity, or

bruising, and no evidence of muscle spasms.  The only findings

noted were tenderness in the sacrum and right paraspinal

tenderness.  Dr. Ogon diagnosed back pain and joint pain involving

the pelvis. Oral medications were prescribed for these complaints.

The claimant was also continued off work through April 18,2010.  

On April 14, 2010, the claimant again saw Dr. Ogon but the

purpose of this visit was to complaints unrelated to the

compensable injury. The claimant was seen for a history of

recurrent headaches that occurred close to the menstrual cycle.

Dr. Ogon’s physical examination was again essentially normal. The

claimant’s diagnosis was overweight and menstrual migraines.

Lifestyle modification was advised for the claimant’s overweight

difficulties and the claimant was directed to continue Naprosyn, as

well as the other medications she had been given for her lower back

complaints. The claimant was directed to return in 3 weeks for

follow up of her back pain.

However, the claimant returned to Dr. Ogon in 5 days, rather

than 3 weeks, because her off work slip expired on April 19, 2010.

On April 19, 2010, the claimant was seen by Dr. Ogon with continued

complaints of back pain. Once again, Dr. Ogon again noted that the

claimant denied any weakness in her legs or difficulties with bowel

or bladder control. Once again, the claimant’s physical examination

revealed only sacral and bilateral paralumbosacral tenderness and

inability to lie supine.  No pain on palpitation was observed
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around both of the claimant’s hips or pelvic areas. The claimant’s

diagnosis remained that of “back pain secondary to trauma”.  The

claimant’s medications were continued and additional x-rays of the

claimant’s lower spine was ordered. The claimant was directed to

return in 1 week for follow up and review of the x-rays.

The four view lumbar x-ray series was performed on April 19,

2010.  This study was interpreted as showing no acute lumbar spine

abnormalities, including normal vertebral alignment, normal body

heights of the intervertebral discs with the disc spaces

maintained, no significant spondylosis or osteoarthritis, no

evidence of fractures, or other bony abnormalities.  

X-rays were also taken of the claimant’s hips and pelvis on

April 19, 2010. Again, these x-rays were also interpreted as being

normal with femoral heads well-seated in the acetabulum, no femoral

head flattening or fragmentation, well maintained hip joint spaces,

no evidence of any fractures of the femoral neck or head, no bony

abnormalities of the pelvis, and no abnormalities of the sacroiliac

joints.  

The claimant returned to Dr. Ogon at the Community Clinic on

April 26, 2010. At that time, Dr. Ogon noted that the claimant

continued to complain of pain in her low back and right hip.

Although he noted that the claimant reported this pain

significantly controlled with her present medication, the claimant

still contended that she could not perform her work as a result of

these difficulties. Again, Dr. Ogon recorded that the claimant

denied any weakness in her lower extremities or any bowel or
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bladder dysfunction.  Dr. Ogon’s physical examination was again

essentially normal, except for tenderness in the lower lumbosacral

area in the right paralumbar area. Dr. Ogon’s diagnosis remained

that of “back pain”.  The claimant’s medications were continued and

she was directed to return for follow up in 3 weeks.

On May 4, 2010, the claimant was seen by Dr. Gary Moffitt, the

company physician, at the request of the respondent. Dr. Moffitt

recorded a history of the onset of the claimant’s difficulties and

her previous treatment. He noted that the claimant reported some

improvement but was still complaining of severe pain in the sacral

area that worsened with sitting. A physical examination, which was

performed at that time, was indicated to be essentially normal,

except for tenderness to palpitation in the coccygeal area. Dr.

Moffitt performed repeated lower back x-rays, which he interpreted

as showing a “probable” minimally displaced fracture of the distal

coccyx. He attributed the claimant’s difficulties to this defect

and essentially continued her previous treatment regimen. Dr.

Moffitt released the claimant to return to work at limited or light

duty with restrictions of sitting as needed and no lifting,

pushing, or pulling more than 5 pounds. The claimant was directed

to return for follow up in 2 weeks. 

The claimant returned to follow up with Dr. Moffitt on May 18,

2010. At that time, Dr. Moffitt recorded that the claimant still

complained of “a lot of pain.”  He noted that this pain was mostly

in the coccygeal area, but that some pain was now going down the 
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posterior or lateral aspect of both legs to the knees, with a

little numbness. However, the physical examination performed on

that date revealed normal findings except for tenderness to

palpitation in the coccygeal area and a “little weak in her legs”.

Dr. Moffitt recommended a period of physical therapy in addition to

her continuing medications. He again released the claimant to

return to work with the previous restrictions.  The claimant was

directed to follow up in 3 weeks.

On May 25, 2010, the claimant was initially seen for the

recommended physical therapy. The physical therapist recorded the

history of the onset of the claimant’s difficulties and her

diagnosis of a fractured coccyx.  He further recorded that the

claimant related that her pain in the coccygeal area was now made

worse with prolonged standing and walking. He further recorded that

she denied back pain but complained of pain in the bilateral

posterior thigh and calf with some numbness, which was worse on the

right than the left. On her physical examination, the only

abnormalities noted was slightly limited to flexion and right

rotation due to complaints of pain in the coccygeal area,

complaints of coccygeal pain on full weight bearing on the right

lower extremity, tenderness over the distal sacrum and coccyx, as

well as the piriformis and greater trochanter on the right only. He

also noted that the claimant had “muscle tightness” in the right

hamstrings and piriforis.  The claimant continued under physical

therapy through June 7, 2010. 
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The claimant returned to Dr. Moffitt on June 8, 2010. At that

time, Dr. Moffitt noted that the claimant was complaining of

continuing pain in the coccygeal region that “goes down her legs a

little bit”. However, he indicated that the claimant did not

complain of any numbness or impaired function of bowels or bladder.

On his physical examination, Dr. Moffitt noted essentially normal

findings, except for some tenderness in palpitation in the

coccygeal region. Dr. Moffitt directed the claimant to continue

with home exercises to attempt to be more active at home and to

continue working with the same restrictions.  The claimant was

directed to return for follow up in 1 month.

On July 6, 2010, the claimant was again seen by Dr. Moffitt.

Dr. Moffitt noted that the claimant’s complaints continued to

remain “about the same”. Dr. Moffitt’s physical examination was

essentially normal, except for complaints of tenderness to light

touch throughout the entire coccygeal area.  At this point Dr.

Moffitt released the claimant to full duties and opined that she

had no permanent impairment. 

On August 19, 2010, the claimant was evaluated by Dr. Michael

Morse, a neurologist. Dr. Morse recorded the claimant’s history of

a work-related injury, her diagnosis of a coccyx fracture by Dr.

Moffitt, and the course of treatment that this had received. He

noted the claimant’s current complaints as back pain radiating into

the right buttock and down the right leg to the foot with numbness

and tingling in the same distribution. The claimant was again noted

to have no complaints of weakness or bowel/bladder dysfunction. Her
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left lower extremity was also reported to be “normal” or symptoms

free. On his physical examination, Dr. Morse noted normal

neurological findings, in regard to sensation and reflexes.  There

was also no abnormalities noted in regard to strength or muscle

function.  The only abnormalities observed was a positive straight

leg raising on the right, limited range of motion of the lumbar

spine, and mild tenderness to palpitation of the piriformis muscle,

coccyx, sacroiliac joints, and right ischial tuberosity. Dr. Morse

also recited that he had reviewed the x-rays of the claimant’s

coccyx, but in his opinion, these x-rays were normal. Dr. Morse

diagnosed the claimant’s difficulties as a “possible lumbar

radioculopathy” and recommended an MRI of the claimant’s spine to

see if there was any significant pathology, such as a disc

herniation or compression fracture.  

The record reveals that the claimant has had multiple lumbar

x-rays. None of these x-rays show or in any way indicate the

presence of a compression fracture, a transverse process fracture,

a pedicle fracture, or any other type of fracture involving the

claimant’s lumbar vertebra. Even though Dr. Moffitt apparently

observed what could possibly be a fracture of the claimant’s

coccyx, it was Dr. Morse’s opinion that these x-rays were entirely

normal. 

The claimant’s numerous physical examinations have failed to

noted any objective findings to substantiate the claimant’s

continued significant subjective complaints.  In fact, these

physical examinations for the most part reveal only minor
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subjective findings to substantiate these complaints.  Further, for

the most part, these clinical examinations fail to show any

indication of the presence of the compression fracture, disc

herniation, or lumbar radiculopathy. The initial medical records

from the hospital emergency room and Dr. Ogon note no evidence of

any abnormalities or even any complaints indicative of a

radiculopathy. There is no mention of any abnormalities or

complaints involving the claimant’s lower extremities, or bowel or

bladder dysfunction. In fact, these records show that the claimant

expressly denied any pain, numbness or tingling of the lower

extremities or bowel/bladder dysfunction. The claimant’s lower

extremity reflexes and muscle strength have continuously been

within normal limits. 

The first mention of any complaints involving the claimant’s

lower extremities does not appear until a mention of right hip pain

in Dr. Ogon’s report of April 26, 2010.  Even then the claimant

continued to deny any other symptoms indicative of a radiculopathy,

such as weakness in the lower extremities or bowel/bladder

dysfunction. They also make no mention of any numbness or tingling.

The first mention of any difficulties involving the claimant’s

legs does not appear until the May 8, 2010 report of Dr. Moffitt.

At that time, she was complaining of postlateral pain going down

both legs to her knees with a little bit of numbness. There is no

indication that these complaints followed any dermatonal pattern or

were in any way attributable to a lumbar radiculopathy. The

claimant’s reflexes remain normal and straight leg raising tests
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remain normal. After that date, the claimant continued to complain

of bilateral posterior thigh and calf pain, but again there

remained an absence of objective findings to support these

complaints. Again, there is no indication that these complaints

followed any dermatonal pattern or were in any way indicative of a

radiculopathy. 

Even the clinical examination of Dr. Morse is not particularly

compatible with or indicative of the presence of a lumbar

radiculopathy. The claimant‘s gait and station were observed to be

normal since sensation in the claimant’s lower extremities was

normal to pin prick, temperature, vibration, and the claimant’s

deep tendon reflexes were also within normal limits. Further, there

was no mention of any muscle atrophy or any abnormalities of the

muscles in the claimant’s lower extremities. The only apparent

finding that would be particularly supportive of the possible

presence of a radiculopathy was a positive straight leg raising on

the right, which is a subjective finding.

Not only are the claimant’s objective findings and subjective

complaints not particularly indicative of a presence of a vertebral

fracture or herniated disc in the lumbar spine, the objective

findings that are noted in the medical evidence do not support the

claimant’s continuing extensive subjective complaints. There is no

record of initial bruising of the claimant’s back or buttocks in

the initial emergency room records. None of the various clinical

evaluations have noted the observation of any swelling, edema,

muscle spasms, or even muscle rigidity.
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The lumbar MRI which has been recommended by Dr. Morse, is in

no way invasive or carries any risk to life or limb. It is a rather

common procedure and not particularly expensive. Under the Medical

Fee Schedule, the authorized charge is approximately $760.00.

However, the expense is sufficient to require some likelihood that

it would be of some benefit in determining the nature and extent of

the claimant’s compensable injury. While Dr. Morse obviously feels

that it is necessary or appropriate, two other physicians (Dr. Ogon

and Dr. Moffitt) did not see the necessity for this test.  After

consideration of all the evidence presented, I am inclined to agree

with Dr. Ogon and Dr. Moffitt.

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 a lumbar MRI is reasonably necessary

to ensure an accurate diagnosis of the nature and extent of her

compensable injury.  Thus, the respondents would not be liable for

th expense of such testing, under Ark. Code Ann. §11-9-508. 

FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. The Arkansas Workers' Compensation Commission

has jurisdiction of this claim.

2. On April 6, 2010,the relationship of employee-

employer carrier third party administrator

existed between the parties.

3. On April 6, 2010, the claimant earned wages

sufficient to entitle her to weekly

compensation benefits of $151.00 for both
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total disability and permanent partial

disability.  

4. On April 6, 2010, the claimant sustained a

compensable injury to her back.

5. There is no dispute over the medical services,

except those services recommended by Dr. Morse

in the form of a lumbar MRI. 

6. The claimant has failed to prove by the

greater weight of the credible evidence that a

lumbar MRI is reasonably necessary to ensure

an accurate diagnosis of the nature and extent

of her compensable injury. Pursuant to Ark.

Code Ann. §11-9-508, the respondents would not

be liable for the expense of such a service.

7. The respondents have controverted the

claimant’s entitlement to the testing

recommended by Dr. Morse.

ORDER

Based upon my foregoing findings and conclusions, I have no

alternative but to deny and dismiss the present claim for

additional benefits, in the form of a lumbar MRI, recommended by

Dr. Michael Morse.

IT IS SO ORDERED.   

                                    
                         MICHAEL L. ELLIG
                         ADMINISTRATIVE LAW JUDGE
                                         


