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Attorney at Law, Fayetteville, Arkansas.

Respondents represented by the HONORABLE LEE MULDROW,
Attorney at Law, Little Rock, Arkansas.

Decision of Administrative Law Judge:  Affirmed and
Adopted.

OPINION AND ORDER

Claimant appeals an opinion and order of the

Administrative Law Judge filed March 14, 2013.  In said

order, the Administrative Law Judge made the following

findings of fact and conclusions of law:

1. The stipulations agreed to by the parties at
the pre-hearing conference conducted on
November 7, 2012, and contained in a pre-
hearing order filed November 9, 2012, are
hereby accepted as fact.

2. The claimant failed to prove by a
preponderance of the evidence that the
additional medical treatment in the form of
surgical intervention recommended by Dr.
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Arnold is reasonable and necessary medical
treatment for his admitted compensable injury.

We have carefully conducted a de novo review of the

entire record herein and it is our opinion that the

Administrative Law Judge's decision is supported by a

preponderance of the credible evidence, correctly

applies the law, and should be affirmed.  Specifically,

we find from a preponderance of the evidence that the

findings of fact made by the Administrative Law Judge

are correct and they are, therefore, adopted by the Full

Commission. 

Therefore we affirm and adopt the March 14, 2013

decision of the Administrative Law Judge, including all

findings and conclusions therein, as the decision of the

Full Commission on appeal. 

IT IS SO ORDERED.

                               
A. WATSON BELL, Chairman

                               
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.
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DISSENTING OPINION

          After my de novo review of the entire record,

I must respectfully dissent from the majority opinion. 

I would award the claimant additional medical treatment

in the form of surgical intervention by Dr. Arnold,

which is reasonable and necessary medical treatment of

his admittedly compensable injury.  The majority, in

affirming the Administrative Law Judge’s opinion, has

discounted Dr. Arnold’s opinion, which was based upon an

extended period of evaluation and treatment, in favor of

Dr. Sites’ independent medical examination, a one-time

visit, despite Dr. Arnold’s clear explanation of the

reasoning behind his recommendations and the error in

Dr. Sites’ opinion. 

          The claimant sustained the injury which is the

subject of this claim when he accidentally dislocated

his arm at the shoulder while working on October 29,

2010.  On that date, he was evaluated by Dr. Vester, who

noted soft tissue tenderness and swelling at the AC

joint, as well as the scapular, right trapezius, and

rhomboid areas.  He had decreased flexion and strength

and a positive Hawkins sign, which reveals impingement

in the shoulder.  An x-ray of that date showed that the

acromioclavicular joint was “well aligned.”  The
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1The Active Compression Test: A New and Effective Test for
Diagnosing Labral Tears and Acromioclavicular Joint Abnormality,
Stephen J. O’Brien, MD, Michael J. Pagnani, MD, Stephen Fealy,
MD, Scott R. McGlynn and Joseph B. Wilson, AM J SPORTS MED
September 1998 Vol. 26 No. 5, 610-613.  
http://ajs.sagepub.com/content/26/5/610.abstract

findings on Dr. Vester’s physical examination on

November 3, 17, 24 and December 8 and 27, 2010, and

January 25 and 31, 2011 were the same.  An MRI on

November 16, 2010 showed a small partial thickness tear

of the rotator cuff, an intact labrum, and an

acromioclavicular joint “within limits of normal.”  On

November 27, 2010, the claimant reported continued and

increasing pain, and that his shoulder felt unstable. 

His pain was severe enough to require sedating

medication.  He was referred to an orthopedist at the

end of November.

          Dr. Heinzelmann evaluated the claimant on

December 9, 2010.  He noted decreased range of motion

and strength on the right, with pain and positive

impingement signs.  There was no apparent loose body in

the AC joint.  His O’Brien’s test, intended to show

labral tears and acromioclavicular joint abnormalities,

was equivocal.1  The doctor noted an abnormality “where

his humeral head is slightly high riding in relation to

the inferior aspect of the glenoid and his gothic arch
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is disrupted.”  The acromioclavicular joint is the

articulation between the acromion, which is the lateral

extension of the scapula and highest point of the

shoulder and the clavicle, which is the collarbone. 

DORLAND’S ILLUSTRATED MEDICAL DICTIONARY 20 (27th Edition

1988).  The humeral head (the head of the major bone of

the arm) fits into the glenoid cavity of the scapula.

Johns Hopkins Sports Medicine Patient Guide to

Acromioclavicular Joint Problems, 

http://www.hopkinsortho.org/ac_joint.html. 

An MRI on February 15, 2011, showed a focal tear of the

anteroinferior right shoulder glenoid labrum.  The

rotator cuff was intact.  There was a Type 1 acromion

with a small subacromial spur.  The AC joint was normal. 

He underwent surgery for a labral tear on March 8, 2011. 

The claimant complained of weakness in June 2011 and

pain in July.  He continued to have problems and began

seeing Dr. Arnold on January 17, 2012.  Dr. Arnold

observed atrophy in the right shoulder, positive

stability/laxity and strength tests.  His assessment was

shoulder pain, rotator cuff tendinitis/bursitis, and

other joint derangement.  He felt there was

multidirectional instability.
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          An MRI performed in February showed a mild

contour irregularity of the anterior-inferior glenoid

labrum status post-repair.  Dr. Arnold performed a

diagnostic steroid injection of the claimant’s right

shoulder acromioclavicular joint on May 10, 2012 which

afforded 85% relief.  Dr. Arnold stated that if the

injection did not resolve his symptoms “for good,” then

the next step would be a right shoulder scope, DCE.  On

June 12, 2012, the claimant reported to Dr. Arnold that

the injection provided “large improvement.”  His pain

was better, his numbness was 80% resolved, although his

range of motion had reduced.  Dr. Arnold wrote:

Patient comes in today with shoulder pain
secondary to rotator cuff pathology.  He
received an injection one month ago and
received significant relief.  I believe he
would benefit from a subacromial
decompression. He agrees.  Patient elects to
undergo exam under anesthesia, arthroscopy,
acromioplasty, distal clavicle excision and
possible arthroscopic versus mini-open rotator
cuff repair.

          Upon learning of Dr. Sites’ opinion to the

contrary, Dr. Arnold explained that the injury clearly

caused the labral injury which was repaired surgically,

but that it also caused acromioclavicular arthopathy

which remained symptomatic post-surgery.  He based this

opinion upon his clinical evaluation and diagnostic
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testing.  He stated unequivocally that the accident

caused both the labral injury and AC arthropathy and

that with distal clavicle resection, the claimant’s case

could be closed.

          Dr. Sites replied to Dr. Arnold’s explanation,

stating that the injury would be an unusual mechanism

for an injury to the AC joint, that there was no

abnormality on x-ray or his exam, but that the claimant

may be a candidate for distal clavical resection.  Dr.

Arnold responded that there was “no question” that there

was a causal connection between the work injury and the

AC arthropathy.  He explained that the work injury

caused subluxation which can damage the AC joint.  He

stated that the AC joint may be initially asymptomatic

despite the damage.  He felt that the instability caused

by the labral tear masked the trauma to the AC joint. 

Dr. Arnold noted that the claimant was symptomatic over

his AC joint on every examination that Dr. Arnold made. 

He also stated that the AC joint can appear normal on x-

ray, but still be the source of pain.  He restated that

“it is my medical opinion that the majority of his need

for distal clavical resection is directly related to his

work injury.”
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          Dr. Arnold has treated the claimant for over a

year.  Dr. Sites saw the claimant once.  This is one

reason to give Dr. Arnold’s opinion greater weight than

Dr. Sites.  See Guy v. Breeko Corp., 310 Ark. 187, 832

S.W.2d 816 (1992).

          Dr. Arnold responded to every objection that

Dr. Sites raised, with a reasonable, informed, logical

and medically-founded explanation.  Dr. Sites questioned

how the accident could cause an AC joint injury, and Dr.

Arnold explained why this was so.  Dr. Sites stated that

the x-ray was normal, and Dr. Arnold explained that the

x-ray is not definitive.  Dr. Sites stated that he found

no abnormality on examination, and Dr. Arnold replied

that on every examination of the claimant’s shoulder,

there were clinical findings at his AC joint.

          In December 2012, the claimant reported to Dr.

Arnold that he recently had a second dislocation of his

shoulder, which only reinforces the conclusion that the

work injury is not resolved and required further

treatment.

          Dr. Sites opined that the claimant’s current

need for treatment of his acromioclavicular joint was

not related to the incident on October 29, 2010. 

However, Dr. Vester noted soft tissue tenderness and
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swelling at the AC joint, from the date of injury

through January 2011, which is an objective finding of

injury very close in time to the injury.  

          The fact that there was no finding on x-ray or

MRI of an AC joint issue is not determinative.  Dr.

Arnold stated that this was not unusual.  There were

other indications of injury, including the swelling, as

early as the date of injury, and the claimant’s pain and

limited strength and range of motion.  The first MRI

showed a rotator cuff tear and an intact labrum, but it

was eventually determined that the claimant had a labral

tear and an intact rotator cuff.  This forces the

conclusion that more than just MRI evidence is necessary

to know what is happening inside the shoulder.  The

claimant had positive findings at the acromioclavicular

joint and in the areas close to it since the October

2010 injury.  There is a link of symptoms from the date

of injury throughout the record involving the

acromioclavicular joint, establishing a causal

connection.  

          Given the causal connection between the

claimant’s work-related injury and the acromioclavicular

joint symptoms and the success of the steroid injection

in the acromioclavicular joint, Dr. Arnold’s proposed
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arthroscopic surgery is clearly reasonable and necessary

treatment of the work-related injury.  I would award the

claimant the additional medical treatment recommended by

Dr. Arnold.

          For the foregoing reasons, I must respectfully

dissent from the majority opinion.

______________________________
PHILIP A. HOOD, Commissioner


