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Decision of Administrative Law Judge:  Affirmed and
Adopted.

OPINION AND ORDER

Claimant appeals from a decision of the

Administrative Law Judge filed February 5, 2015.

The Administrative Law Judge entered the

following findings of fact and conclusions of law: 

1. The Arkansas Workers’ Compensation
Commission has jurisdiction of the within
claim.

2. The employee-self-insured employer
relationship existed at all relevant times,
including on February 27, 2012.

3. I hereby accept the aforementioned
stipulations as fact.

4. The claimant failed to prove her entitlement



Jones-G201877 2

to additional medical treatment, in the form
of a lumbar MRI, as recommended by Dr. Morse,
for her compensable left leg injury of
February 27, 2012.

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.

Thus, we affirm and adopt the 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.

                                   
SCOTTY DALE DOUTHIT, Chairman

                                   
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.
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DISSENTING OPINION

After my de novo review of the record in this

claim, I must dissent from the majority opinion. I would

award the claimant additional medical treatment in the

form of a lumbar MRI for her compensable leg injury on

February 27, 2012. 

Employers must promptly provide medical

services which are reasonably necessary for treatment of

compensable injuries. Ark Code Ann. Sec. 11-9-

508(a)(Supp. 2005). Wal-Mart Stores, Inc. v. Brown, 82

Ark. App. 600, 120 S.W.3d 153 (2003). Reasonable and

necessary medical services may include those necessary

to accurately diagnose the nature and extent of the

compensable injury; to reduce or alleviate symptoms

resulting from the compensable injury; to maintain the

level of healing achieved; or to prevent further

deterioration of the damage produced by the compensable

injury. Jordan v. Tyson Foods, Inc., 51 Ark. App. 100,

911 S.W.2d 593 (1995). Treatment intended to reduce, or

enable a claimant to cope with, chronic pain

attributable to a compensable injury may constitute

reasonably necessary medical treatment within the

meaning of Ark. Code Ann. Sec. 11-9-508. Billy



Jones-G201877 4

Chronister v. Lavaca Vault, Full Commission Opinion

filed June 20, 1991 (D704562). Postsurgical improvement

is a proper consideration in determining whether surgery

was reasonable and necessary. Hill v. Baptist Medical

Center, 74 Ark. App. 250, 48 S.W.3d 544 (2001), citing

Winslow v. D & B Mechanical Contractors, 69 Ark. App.

285, 13 S.W.3d 180 (2000). A claimant does not have to

support a continued need for medical treatment with

objective findings. Chamber Door Industries, Inc. v.

Graham, 59 Ark. App. 224, 956 S.W.2d 196 (1997).

Further, when the primary injury is shown to have arisen

out of and in the course of employment, the employer is

responsible for any natural consequence that flows from

that injury. Wackenhut Corp. v. Jones, 73 Ark. App. 158,

40 S.W.3d 333 (2001). The basic test is whether there is

causal connection between the two episodes. Id. A causal

connection is established when the compensable injury is

found to be “a factor” in the resulting need for medical

treatment, even though the compensable injury is not the

major cause of the disability or need for treatment.

Williams v. L&W Janitorial, Inc., 85 Ark. App. 1, 145

S.W.3d 383 (2004). 

The claimant worked for the respondent
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employer as a housekeeper in the hospital. She had been

employed for five years at the time of her injury. On

February 27, 2012, the claimant was cleaning an

isolation room, which required removal of the curtains.

She was standing on the third or fourth step of a

ladder, removing the curtains. As she descended the

ladder with the curtains in her arms, she fell. She

landed on the floor. She had severe pain in her leg. Her

co-worker, Becky, was in the room with her. She notified

their supervisor, because the claimant was unable to

rise off the floor on her own. The supervisor called two

janitors who assisted her into a wheelchair.

On February 27, 2012, the claimant was seen in

the respondent’s emergency room and admitted to the

hospital with a left proximal tibia fracture. Surgery

was planned and performed on February 28, 2012, by Dr.

Sidani. She underwent external fixation of the left

bicondylar tibial plateau fracture and measurement of

the compartment pressures of the left tibia. She

underwent a second surgery on March 13, 2012, which was

removal of the external fixator and open reduction and

internal fixation of her left bicondylar tibial plateau

fracture. On March 21, 2012, a Vicodin prescription was
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written. On March 28 and May 10, 2012, she received a

prescription for Norco. On May 23, 2012, she was

prescribed Tramadol. She continued to have some pain

with activity, and her pain medication was refilled

again on June 25, 2012. In July 2012, she reported pain

in her left lower leg, with numbness in the plantar

aspect of her foot. There was no new injury. Dr. Sidani

observed tenderness to palpation, pain with light skin

tough, paresthesias, numbness and some weakness. Dr.

Sidani felt she might have reflex sympathetic dystrophy.

In August 2012, she had numbness over the lateral foot

and pain to touch. In September 2012, her left calf was

smaller than her right calf. Dr. Sidani released her at

maximum medical improvement, with no restrictions, and a

8% permanent anatomical impairment to her lower

extremity.

The claimant saw Dr. Sidani in March 2013 with

pain in her leg since her surgeries. She understood that

she had a neuropathy due to the injury, but she had not

been prescribed Lyrica or any other neurological

medication. His impression was that there was some

malunion at the surgical site, possible peripheral

neuropathy and chronic pain. He stated, “This is a



Jones-G201877 7

severe lower extremity injury with some ongoing residual

pain and loss of function.” He injected her knee with a

steroid. He recommended a neurological evaluation. In

April, she returned, reporting that the injection helped

but was wearing off. She received approval from the

respondent carrier to see Dr. Morse, a neurologist. He

stated that she was not at maximum medical improvement

of her “complex, severe injury.”

The claimant saw Dr. Morse in May 2013,

reporting her injury and surgeries and her throbbing

pain and numbness from the knee to the sole of her foot

since then. She reported minimal back pain and a history

of degenerative discs in her back, from an xray in 2000.

On examination, she had decreased pin and temperature

sensation in the left lateral leg, toes and sole of

foot. Her ankle jerk reflex was absent. She had normal

range of spinal motion and negative straight leg raises.

Dr. Morse suspected a peroneal nerve injury, although

there was no weakness detected. He noted sensory loss.

He noted that the absent ankle jerk on the left “takes

this outside the distribution of the peroneal nerve and

puts it more in the S1 distribution which would imply

either a sciatic neuropathy or a S1 radiculopathy.” He



Jones-G201877 8

planned an EMG/NCV and possibly a lumbar MRI. Shortly

thereafter, the EMG/NCV was performed and was normal.

Dr. Morse stated that it ruled out entrapment

neuropathy. He prescribed Gabapentin for pain and

planned an MRI. This was denied, because the adjuster

did “not feel it is related to work injury.”

In January 2014, the claimant returned to Dr.

Sites, after her neurological evaluation. He noted that

Dr. Morse prescribed Gabapentin for nerve pain and ruled

out compression neuropathy to the major neurologic

structures. Localized neurosensory abnormalities from

her injury were not ruled out. She reported grinding,

crepitation, and difficulty with weightbearing and

prolonged walking. Dr. Sites observed crepitation and

tenderness. His impression included a possible intra-

articular anterior cruciate ligament tear and lateral

laxity, and sensory disturbance with dysesthesias.

In July 2014, Dr. Sites noted that the lumbar

MRI ordered by Dr. Morse had been denied. She had an

antalgic gait and tenderness. His impression included

left knee anterior cruciate ligament insufficiency. 

In August 2014, Dr. Morse clarified that his

treatment of the claimant was directly related to her
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work injury, noting that her prior degenerative changes

“would not cause current symptoms and findings.” He

stated that his opinion was based upon objective

findings, and that the absent ankle jerk was an

objective finding.

In October 2014, the claimant returned to Dr.

Sites with sharp pain in her left knee and chronic nerve

pain in her left leg. He felt that her left knee pain

was an acute exacerbation of her injury with a possible

meniscus tear, degenerative change, or chondral injury.

He performed another steroid injection.

In November 2014, the claimant returned to Dr.

Sites with improvement since October. He noted that her

lumbar MRI was still not approved. He stated, “In my

opinion, this [the MRI] is a critical component of

diagnostic testing to help determine the source or

sources of her pain.” She had pain, numbness and

tingling in her left leg from the hip to the knee and

past the knee, with numbness on the bottom of her foot.

She had pain in her knee. She was not a maximum medical

improvement.

The issue here is whether the MRI of the

claimant’s lumbar spine is causally connected to her
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compensable injury. The claimant was able to perform her

work without medical treatment of her back, hips, or

legs prior to her severe broken leg. The medical records

reflect no record of recent back issues. There is scant

evidence that the claimant had a history of back

problems prior to her February 2012 injury. She

testified that in the fifteen years prior to the

hearing, she had problems with her back, approximately

every six months, which left her bedridden for about a

day.

Dr. Sites opined that a neurological

evaluation was medically necessary to determine the

source or sources of her leg pain as a result of the

compensable injury. The respondents agreed to this

testing and approved Dr. Morse’s evaluation. 

Dr. Morse was clear that his purpose was to

evaluate the claimant’s left leg injury and symptoms.

Dr. Morse felt that the EMG/NCV results did not give a

complete answer to her neuropathic pain. Her pain and

absent left ankle jerk required a lumbar MRI  to

identify the nature of her symptoms and to explain the

absent ankle jerk. He also stated that he could not

complete his assessment and treatment of the claimant
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without the MRI. 

Most importantly, Dr. Morse specifically

stated that the claimant’s reported history of

degenerative change “would not cause current symptoms

and findings.” This opinion specifically resolves the

question of whether the claimant’s current leg pain

could be attributed to her vague history of back

problems. The answer is no, it cannot be attributed to

her pre-existing condition. 

Thus, the evidence is unequivocal that the

treatment recommended by Dr. Sites and Dr. Morse is

reasonably necessary medical treatment of the claimant’s

compensable injury. I would award that treatment.

For the foregoing reasons, I dissent from the

majority opinion.

                                   
PHILIP A. HOOD, Commissioner


