
BEFORE THE ARKANSAS WORKERS' COMPENSATION COMMISSION
CLAIM NO. G501592

ANGELA MCGHEE     CLAIMANT

ARK. DEPT. OF HUMAN SERVICES
EMPLOYER         RESPONDENT

PUBLIC EMPLOYEE CLAIMS DIVISION, TPA         RESPONDENT

ORDER FILED MARCH 21, 2016

Upon review before the FULL COMMISSION, Little Rock, Pulaski
County, Arkansas.

Claimant appeared pro se.

Respondents represented by the HONORABLE ROBERT H.
MONTGOMERY, Attorney at Law, Little Rock, Arkansas.

Decision of the Administrative Law Judge: Reversed.

OPINION AND ORDER

The respondents appeal an administrative law

judge’s opinion filed August 13, 2015, finding that the

claimant proved that she sustained a compensable neck injury

on June 1, 2014, during the course and scope of her

employment with the respondent-employer.  Pursuant to this

opinion, the respondents were ordered and directed to pay

all reasonable and necessary medical treatment received by

the claimant in connection with her compensable neck injury,

to include medical related travel.  In addition, the

respondents were ordered to reimburse the claimant for out-

of-pocket medical expenses related to her June 2014
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compensable injury.  After reviewing the entire record de

novo, the Full Commission finds that the claimant failed to

prove by a preponderance of the evidence that she sustained

a compensable neck injury as a result of her work-related

activities in that the record is devoid of medical evidence

supported by objective findings that she sustained a

cervical injury.  In addition, the claimant has failed to

prove that she sustained a compensable cervical injury that

arose out of or in the course of her employment with the

respondent-employer.  Therefore, each of the elements

required to prove compensability are not met in this claim,

and the opinion of the administrative law judge is hereby

reversed.

The claimant testified that she commenced her

employment with the respondent-employer on December 26,

2012.  According to the claimant, she was a Program

Eligibility Specialist for the respondent-employer at all

relevant times concerning this claim.  As such, the claimant

testified that her duties included interviewing clients,

processing claims, conducting investigations to determine

applicant eligibility, and “narrating documentation for the

finding.”  
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The claimant testified that in October of 2013,

she was “removed from her normal duties” and placed on a

“special project” due to a backlog of claims.  The claimant

stated that this transition in work duties required that she

use her computer “mouse a lot.”  The claimant further stated

that she began to experience numbness in her right wrist and

arm as a result of this increased activity.  The claimant

testified that she had never experienced these symptoms

prior to that time, and that these symptoms would dissipate

over the weekends.  The claimant further testified that she

ceased having right arm and wrist pain when she returned to

her regular duties.  

The claimant stated that after she was “abruptly”

placed back on the special project, “that’s whenever the

pain started hurting real bad.”  The claimant stated that it

was at that point she notified “a couple of supervisors” of

her symptoms and began questioning the source of her

symptoms.  The claimant verified that on June 1, 2014, she

reported her symptoms to her regular supervisor, Alisa

Anderson, who suggested that she file a workers’

compensation claim and “insisted” that she seek medical

treatment.
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The claimant testified that she was not directed

to seek medical treatment with a specific doctor; therefore,

she initially presented to her primary care physician, Dr.

Michael Ford.  According to the claimant, Dr. Ford

prescribed her muscle relaxers which were “too strong.”1

Thereafter she sought treatment with orthopedic specialist,

Dr. William Blankenship, with whom she had previously

treated for a knee problem.  After her initial evaluation on

October 21, 2014, the claimant elected not to return to Dr.

Blankenship as scheduled.  Rather, upon the advice of a co-

worker, the claimant sought treatment with orthopedic

specialist, Dr. Michael Moore.

The medical record in this claim as provided by

the respondents begins with an EMG report dated January 8,

2014, from Dr. Gordon Gibson.  This report reflects that the

claimant presented for this study with complaints of “pain

and paresthesias in the right upper extremity.”  The results

of this study showed no evidence of carpal tunnel, thoracic

outlet, or cubital tunnel syndromes.  In addition, there was

no evidence of cervical motor nerve root pathology.

1

  I note that the record is devoid of documentation to
verify the claimant’s alleged treatment with Dr. Ford. 
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A clinic report from Dr. Blankenship dated October

21, 2014, shows that the claimant presented with complaints

of pain on the dorsum of the right hand in the second, third

and fourth digits, which she had reportedly had for “about

3-4 weeks.”  The claimant denied night pain, but stated that

her hands had felt “cold in the past and that the coldness

is not anything new.”  Dr. Blankenship’s physical

examination of the claimant revealed the following:

...biceps, triceps and brachioradialis
reflexes are normoactive and equal.
There is a good radial pulse in the
right hand. The right hand does appear
cooler than the left hand. She has a
negative Allen’s test on the right.
There is no tenderness to palpation or
percussion over the median nerve, ulnar
nerve at the wrist, or ulnar nerve at
the right elbow.

When x-rays of the claimant’s cervical spine and

right hand showed no abnormalities, Dr. Blankenship referred

the claimant for an Arterial Doppler study of her right

upper extremity.  This study, which was conducted on October

22, 2014, identified no significant upper extremity arterial

occlusive disease. 

The claimant testified that she treated with Dr.

Moore on five (5) to seven (7) occasions, which is

consistent with the record.  Dr. Moore’s initial evaluation
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of the claimant occurred on December 16, 2014.  In his

report of that evaluation, Dr. Moore stated that the

claimant reported a history of pain in her right hand and

arm for a period of six (6) months.  Dr. Moore added that

the claimant described occasional numbness in the fingers of

her right hand, and she stated that her symptoms were

aggravated “when she is working on a computer at work.”  The

claimant reported that her symptoms occasionally interrupted

her sleep, but she denied experiencing weakness in her right

hand or a recent history of trauma.  Dr. Moore’s physical

examination of the claimant’s right wrist showed full range

of motion with negative Watson, Kleinman, Unscheid, and

Reagan tests, negative radioulnar joint and pivot tests,

non-tender “TFCC,” and no tenderness in the anatomic

snuffbox.  Dr. Moore’s examination of the claimant’s right

hand showed no deformities or abnormalities, with no

evidence of swelling, inflammation, erythema, or edema in

the hand or wrist.  In addition, Tinel’s, Phalen, Durkan,

Grind, and Finkelstein’s tests were negative, and the

claimant had full range of motion of all of her right

fingers and thumb.  Furthermore, the claimant’s neurologic

and motor strength were intact, and her grip and strength



McGhee-G404703 7

testing showed findings in the average range.  Finally, x-

rays of the claimant’s right hand, wrist, and elbow revealed

no degenerative changes, fractures, or other osseous

abnormalities.  Dr. Moore’s assessment of the claimant’s

condition was as follows: “The patient’s clinical history

and physical examination may be consistent with right

cubital tunnel syndrome and/or carpal tunnel syndrome.”  Dr.

Moore prescribed the claimant an elbow pad to be “worn as

much as possible,” and he stated that the claimant would be

seen in therapy for a work station ergonomic evaluation.  In

addition, Dr. Moore referred the claimant for an EMG/NCV

study of her right arm.

In a clinic report dated January 13, 2015, Dr.

Moore noted that the claimant’s EMG/NCV study taken a year

prior had shown normal findings.  Furthermore, the

claimant’s reported symptoms had remained unchanged, as did

Dr. Moore’s assessment.  Dr. Moore prescribed the claimant a

cock-up splint for her right hand and elbow to be worn

“during the day,” and he referred the claimant for a right

elbow MRI.  That MRI study, which was conducted on that same

date, was “suspicious for a very small accessory anconeous

muscle without abnormal size or signal of the ulnar nerve.” 
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Otherwise, there were no findings of ulnar nerve enlargement

or abnormal ulnar nerve signal. 

Based upon the results of these diagnostic

studies, in his clinic report dated February 12, 2015, Dr.

Moore revised his assessment of the claimant’s condition as

follows: “The patient’s clinical history and physical

examination are consistent with right arm pain[.] The

patient’s clinical history, physical examination, and

NCV/EMG study are not consistent with a compression

neuropathy.”  Accordingly, Dr. Moore stated that the

claimant would be seen in therapy to undergo an ergonomic

evaluation of her work station, and he referred her to Dr.

Brent Sprinkle for an evaluation of her right arm pain.

The only record of the claimant’s treatment with  

Dr. Sprinkle was on April 6, 2015, when she presented to Dr.

Sprinkle with complaints of moderate “neck pain.”  The

claimant specifically described this pain as “achy,

shooting, stiff, tightness, neck pain,” that radiated to her

right arm.  The claimant also reported “right upper

extremity paresthesias with “right upper extremity weakness

or heaviness.”  The claimant denied having been previously

evaluated by another health care provider for these
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symptoms, and she reported that these symptoms improved with

injections, but worsened with activity.  Dr. Sprinkle

further stated that a prior trigger point injection had

resulted in moderate improvement and that Robaxin had been

“mildly helpful.” 

Upon physical examination of the claimant’s

cervical spine, Dr. Sprinkle noted as follows:

Cervical Spine
On inspection and palpation of the
cervical spine there is no erythema,
edema or deformity. Spinal curves are
normal except some head forward posture.
There is no gross evidence of
instability. Range of Motion is
decreased in all planes. Muscle strength
is within normal limits.
Abnormal: There is trigger points
palpated in the following muscles:
Paraspinals, Trapezious Bilaterally.

Dr. Sprinkle diagnosed the claimant with myalgia,

and, after administering a trigger point injection, he

stated as follows:

Notes: Apparently her worker’s (sic)
comp claim has been denied after March
6. It was initially thought that she
might have carpal tunnel but the workup
for that was negative. I have found some
cervical myofascial pain and treated
that with trigger point injections and
muscle relaxers and [she] has responded.
There would be no impairment rating for
myofascial pain, without an MRI of the
cervical spine we would have nothing



McGhee-G404703 10

objective to base an impairment rating
on, the myofascial trigger points or
objective findings but the nail (sic)
alone do not justify an impairment
rating in my opinion.

Physical Therapy notes provided by the claimant

from the Harris and Renshaw Physical Therapy clinic reflect

that the claimant underwent physical therapy there beginning

April 17, 2015 through June 12, 2015.  The claimant’s

physical therapist diagnosed her with cervacalgia with an

alleged onset date of June 18, 2014.  While the claimant’s

initial physical therapy notes reflect that she reported a

history of muscle spasms, none were ever reportedly observed

by her therapist.  Rather, “muscle tightness” was clinically

observed and addressed throughout the course of the

claimant’s physical therapy treatment.  

The claimant testified that the treatment she

received from Dr. Sprinkle, which allegedly included popping

her neck and back, provided her with “some” relief.  The

claimant further testified that her private health insurance

paid for her medical treatment with Drs. Blankenship, Moore,

and Sprinkle minus her deductible.  The claimant further

testified that she was notified during the first week of

March, 2015, that her claim for neck injury was being
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denied, but that the respondent-carrier would pay for her

medical expenses from September 30, 2014 through March 6,

2015.  

The claimant agreed that as of the hearing before

the commission on June 24, 2015, she had been released by

Dr. Sprinkle and that she was not having any physical

problems or complaints attributable to her condition.  The

claimant stated that she is now performing her regular work

duties.  Finally, the claimant admitted that her deposition

testimony reflects that she denied having sustained any

injury to her neck while working for the respondent-

employer.  Furthermore, the claimant reiterated this denial

of any cervical injury during the hearing before the

commission.  More specifically, the claimant stated: “No,

I’m not - - I didn’t - - I don’t know. I mean the pain

didn’t start until, like, when my work load, like, picked

up. That’s when I first noticed it. I’ve never had this or

felt this before, before this.”  The claimant testified that

she takes online classes at home towards earning her second

Master’s degree, but she denied that this activity

aggravates her symptoms.

II. Adjudication
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The claimant has the burden of proving by a

preponderance of the evidence the compensability of her

claim. Jordan v. Tyson Foods, 51 Ark. App. 911 S.W.2d 593

(1995); Kuhn v. Majestic Hotel, 50 Ark. App. 23, 899 S.W.2d

845 (1995).  For the claimant to establish a compensable

injury as a result of a specific incident which is

identifiable by time and place of occurrence, the following

requirements of Ark. Code. Ann. § 11-9-102(4)(A)(Supp.

2005), must be established: (1) proof by a preponderance of

the evidence of an injury arising out of and in the course

of employment; (2) proof by a preponderance of the evidence

that the injury caused internal or external physical harm to

the body which required medical services or resulted in a

disability or death; (3) medical evidence supported by

objective findings, as defined in Ark. Code. Ann. § 11-9-

102(16), establishing the injury; and (4) proof by a

preponderance of the evidence that the injury was caused by

a specific incident and is identifiable by time and place of

occurrence. See also, Ark. Code. Ann. § 11-9-

103(4)(E)(i)(Supp. 2005); Freeman v. ConAgra Frozen Foods,

344 Ark. 296, 40 S.W.3d 760 (2001); Wal-Mart Stores, Inc. v.

Westbrook, 77 Ark. App. 167, 72 S.W.3d 889 (2002).  If the
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claimant fails to establish by a preponderance of the

evidence any of the requirements for establishing the

compensability of a claim, compensation must be denied.

Mikel v. Engineered Specialty Plastics, 56 Ark. App. 126,

938 S.W.2d 876 (1997), see also, Reed v. ConAgra Frozen

Foods, Full Commission Opinion, February 2, 1995 (Claim No.

E317744).  

A compensable injury must be established by

medical evidence supported by objective findings. Ark. Code.

Ann. § 11-9-102(4)(D). “Objective findings” are those

findings which cannot come under the voluntary control of

the claimant.  Ark. Code. Ann. § 11-9-102(16).  Moreover,

medical opinions addressing compensability must be stated

within a reasonable degree of medical certainty. Crudup v.

Regal Ware, Inc., 341 Ark. 804, 20 S.W.3d 900 (2000).  

The claimant originally contended that she

sustained an injury to her right wrist and arm as a result

of her employment activities after she was taken off her

regular duties in October of 2013 and placed on a special

project.  The claimant further contended that her symptoms

of injury included pain and numbness in her right hand and

wrist.  The claimant underwent various objective diagnostic
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studies in response to her complaints, to include an EMG

study in January of 2014, a Doppler study in October of

2014, and x-rays in December of 2014.  These studies

ultimately confirmed that the claimant did not suffer from

carpal tunnel, thoracic outlet, or cubital tunnel syndromes,

fractures, degeneration, deformities, or osseous

abnormalities in the claimant’s right hand, wrist, elbow, or

forearm.  With no objective basis for the claimant’s

subjective complaints to link them to some type of wrist or

hand injury, the claimant’s treating physician evaluated the

claimant’s cervical spine in order to determine whether her

complaints might originate from some type of cervical

pathology.  When x-rays of the claimant’s cervical spine

taken on October 21, 2014, failed to show objective findings

of pathology or disease in the claimant’s cervical spine,

Dr. Sprinkle ultimately determined that the claimant

suffered from cervical myalgia or, more simply put, muscle

pain.  

Notwithstanding the fact that Dr. Sprinkle treated

the claimant with a short series of trigger point injections

for her reported symptoms, even he indicated that there was

no objective basis for the claimant’s alleged symptoms when
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he found on inspection and palpation of the cervical spine

that there was no erythema, edema, or deformity; spinal

curves were normal except for some head forward posture;

there was no gross evidence of instability, and; muscle

strength was within normal limits.  The only notable

abnormality that Dr. Sprinkle observed was decreased range

of motion, which we note is not an objective finding.  See,

Ark. Code. Ann. § 11-9-102(16).

In Carmen v. Haworth, Inc., 74 Ark. App. 55, 45

S.W.3d 408 (2001), the Court affirmed the Commission’s

finding that the appellant had failed to prove by medical

evidence supported by objective findings that she had

sustained an alleged compensable shoulder injury.  In its

Opinion filed on May 30, 2001, the Court stated, “Appellant

suggests that the Commission has overlooked objective

medical findings contained in the rehabilitation report”

prepared by a physical therapist, wherein he described

having clinically observed severe muscle tightness in the

appellant’s shoulder area, with mild forward head and

elevated shoulder posture.  In rejecting the appellant’s

argument that the therapist’s finding of muscle tightness

was evidence of muscle spasm, the Court stated: 
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The court has held that muscle spasms
constitute objective findings. Kimbrell
v. Arkansas Dep’t of Health, 66 Ark.
App. 245, 989 S.W.2d 570 (1999). The
definition of muscle spasm approved by
this court in University of Ark. Med.
Sciences v. Hart, 60 Ark. App. 13, 19
S.W.2d 546, 549 (1997) is as follows:
“1. An involuntary muscular condition .
. . 2. Increased muscular tension and
shortness which cannot be released
voluntarily and which prevent
lengthening of the muscles involved;
[spasm] is due to pain stimuli to the
lower motor neuron.” See also Kimbrell,
supra. Appellant citing Continental
Express v. Freeman, 339 Ark. 142, 4
S.W.3d 124 (1999), correctly asserts
that a physical therapist can make
objective findings. However, appellant
has not presented a convincing argument
or authority that “muscle tightness” can
be equated with “muscle spasms” in this
situation. There is no evidence to
suggest that the physical therapist’s
findings of muscle tightness were
actually muscle spasms or that the
tightness was involuntary. Certainly,
muscle tightness can come under the
voluntary control of the patient.
Without evidence of objective medical
findings, the Commission had a
substantial basis for denying
appellant’s claim, and we affirm that
denial. 
Carmen v. Haworth, Inc., supra.

In this claim, as in Carmen v. Haworth, Inc.,

supra, the claimant has failed to present evidence that any

of her treatment providers, to include her physical

therapist, observed muscle spasms in the claimant’s cervical
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spine or even in that general area.  And, while I note that

Dr. Sprinkle prescribed the claimant the muscle relaxer

Robaxin, which he initially indicated was “for spasms,” we

specifically point to the fact that in Dr. Sprinkle’s

concluding remarks he stated, “I have found some cervical

myofascial pain and treated that with trigger point

injections and muscle relaxers....”  Clearly, this statement

demonstrates that the muscle relaxers prescribed by Dr.

Sprinkle were for the treatment of the claimant’s cervical

myofascial pain as opposed to actual muscle spasms, which,

according to his report he never observed.  Furthermore, the

claimant’s physical therapy notes reflect that among her

most persistent complaints was pain in her upper thoracic

spine.  Although the claimant consistently complained to her

physical therapist of decreased functional strength and

mobility and difficulty performing her work related

activities, her physical therapist commonly reported

observing primarily muscle tightness, poor posture, and

pain: but never once did he observe muscle spasms.   

While it has been held that a prescription for a

muscle relaxer can constitute objective evidence of muscle

spasms when none were clinically observed, see, Estridge v.
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Waste Management, 343 Ark. 276, 33 S.W.3d 167 (2000), we do

not view this as a bright line rule meaning that every

prescription for a muscle relaxer automatically implies that

muscle spasms are present or that the medication prescribed

is for the treatment of spasms.  This claim is a perfect

example of this in that, whereas Dr. Sprinkle indicated

under the Medication List portion of his clinic report as

found on the first page of that report that Robaxin had been

prescribed “for spasms,” in his concluding remarks as

contained in the Follow Up portion of his clinic report

found on the last page of that report, Dr. Sprinkle

explicitly clarified that he had prescribed the claimant

Robaxin specifically for the treatment of her cervical

muscle pain.  It is well established that pain is a

subjective finding.  Therefore, the record is devoid of

evidence, either clinically observed or indirectly implied

via prescription medication, that the claimant experienced

or was treated for muscle spasms at any point during this

claim.

Moreover, while we recognize that the court has

held that a change in the lordotic curvature of the spine is

a sign that is “normally associated with muscle spasm in the
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straightened area,” see, Estridge v, Waste Management,

supra, we do not find that Dr. Sprinkle’s clinical

observation of “forward head posture” as noted in his clinic

report constitutes an abnormal curvature of the claimant’s

cervical spine, especially in view of the fact that upon

examination of her cervical spine this was the only

abnormality he observed.  Rather, it is clear from the

physical therapy notes contained within the record that any

change in the lordotic curvature of the claimant’s cervical

spine clinically observed or otherwise noted resulted from

poor posture.  Therefore, we do not find that “forward head

posture” as noted in Dr. Sprinkle’s clinic report represents

an objective finding in this claim, by any stretch of the

imagination.

Having eliminated any clear and objective evidence

of muscle spasms, or of any other objective medical findings

in this claim, for that matter, we find that Dr. Sprinkle’s

notation of trigger points upon palpation, standing alone,

does not constitute sufficient objective medical findings to

establish compensability.  Therefore, we find that the

claimant has failed to present medical evidence supported by

objective findings showing that she sustained a specific-
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incident, compensable cervical injury as a result of her

work activities for the respondent-employer.

Moreover, the claimant has failed to prove that

her alleged cervical injury arose out of or in the course of

her employment with the respondent-employer.

In order for an accidental injury to be

compensable, it must arise out of and in the course of

employment. Ark. Code Ann. § 11-9-102(4)(A)(i) (Supp. 2009).

A compensable injury does not include an injury that is

inflicted upon the employee at a time when employment

services are not being performed.  Ark. Code Ann. § 11-9-

102(4)(B)(iii)(Supp. 2009).  The phrase “in the course of

employment” and the term “employment services” are not

defined in the Workers’ Compensation Act.  Texarkana Sch.

Dist. v. Conner, 373 Ark. 372, 284 S.W.3d 57 (2008).  The

Court has stated that an employee is performing employment

services when he or she is doing something that is generally

required by his or her employer. Id.; Pifer v. Single Source

Transp., 347 Ark. 851, 69 S.W.3d 1 (2002).  Moreover, the

Commission uses the same test to determine whether an

employee is performing employment services as we do when

determining whether an employee is acting within the course
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and scope of employment.  Jivan v. Econ. Inn & Suites, 370

Ark. 414, 260 S.W.3d 281 (2007).  The test is whether the

injury occurred within the time and space boundaries of the

employment, when the employee was carrying out the

employer’s purpose or advancing the employers interest,

directly or indirectly. Id. 

The claimant originally and specifically contended

that she sustained a right wrist and arm injury as a result

of her 2013 work activities.  Symptoms of this injury

allegedly included pain and paresthesias (burning or

tickling sensation) in her right upper extremity; pain on

the dorsum of the right hand in the second, third and fourth

digits, and; occasional cold and numbness in the fingers of

her right hand.  Furthermore the claimant stated that her

symptoms were aggravated “when she is working on a computer

at work.”  However, diagnostic studies eventually ruled out

carpal, thoracic outlet, or cubital tunnel syndromes,

fractures, degeneration, deformities, or osseous

abnormalities in the claimant’s right hand, wrist, elbow, or

forearm.  It was after these conditions were ruled out that

the claimant’s physician questioned whether the claimant

could be suffering from some sort of cervical condition that
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could be the root of her reported problems.  We note that it

was after the claimant’s physician questioned the etiology

of the claimant’s reported symptoms that she began to

complain of cervical symptoms.  These symptoms included

moderate neck pain which she described as an achy, shooting,

stiff, tightness that radiated to her right arm.  The

claimant also reported right upper extremity paresthesias

and right upper extremity weakness and heaviness.  We

further note that the claimant’s cervical complaints were

reported approximately one year after her alleged right

wrist and arm pain commenced.  

While the administrative law judge found that the

claimant proved the compensability of her alleged cervical

injury, we note that the claimant specifically denied both

during her deposition and at the hearing before the

commission that she sustained an injury to her neck while

working for the respondent-employer.  Although the claimant

attempted to later recant this testimony by alleging that

she first noticed cervical pain “...like, when my work load,

like, picked up,” the record simply fails to bear this

testimony out.  Rather, the preponderance of the evidence

shows that the claimant alleged an arm and wrist injury that
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she failed to prove, and she specifically denied having

injured her neck at work.  Furthermore, the claimant

admitted that she was working on her second Master’s degree

at all relevant times during this claim, which she stated is

an online degree program.  The claimant agreed that this

online degree program, which she anticipates completing in

2016, requires her to use her computer, and it involves

typing in order for her to take tests and “do papers and

stuff.”  

Because the claimant denied having sustained a

work-related cervical injury, and she admitted that she is

completing an online Master’s degree program that requires

she use her computer to type outside of work, reasonable

minds can conclude that the claimant’s cervical complaints

are not the result of her work activities.  Furthermore, as

stated above, the claimant has failed to prove an injury to

her cervical spine by medical evidence supported by

objective and measurable findings.    

Because the claimant has failed to prove by a

preponderance of the medical evidence supported by objective

findings necessary to establish the compensability of her

alleged cervical injury claim, and the claimant has failed
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to prove that she sustained a compensable neck injury

arising out of and in the course of her employment with the

respondent-employer, compensation in this claim must be

denied.  See, Mikel v. Engineered Specialty Plastics, supra;

see also, Texarkana Sch. Dist. v. Conner, supra.  Therefore,

we reverse the administrative law judge’s finding of

compensability in this claim. 

IT IS SO ORDERED.   

                                  
S. DALE DOUTHIT, Chairman

                                   
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the entire record, I

must dissent from the majority opinion. The majority has

denied the compensability of this claim, stating that there

are no objective findings of injury. Yet, the record

contains ample evidence of objective findings.
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The claimant worked for the respondent-employer

for almost a year without difficulty. However, between

October 2013 and August 2014, the claimant was assigned to

duties requiring her to sit and use a computer exclusively

for her entire eight-hour shift. She developed symptoms in

October 2013, primarily in her right arm and hand, which she

reported to her supervisor. She was directed to seek

treatment, but was not sent to a particular physician. She

was evaluated and treated for carpal tunnel syndrome until

February 2015, when that diagnosis was eliminated through

testing. She was sent to Dr. Sprinkle, who identified

multiple trigger points in her upper back and neck, forward

neck posture, as well as her right arm pain. He performed

injections of her trigger points and prescribed a muscle

relaxer for muscle spasms. She saw him again in April with

the same observations and treatment. She went through

physical therapy with improvement.

In order to prevail upon a claim for a compensable

injury to the neck, which is not a specific incident

identifiable by place and time of occurrence, the claimant

must prove by a preponderance of the evidence that she

sustained an injury causing internal or external harm to the
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body which arose of out of and in the course of their

employment and which required medical services or resulted

in disability or death. Ark. Code Ann. Sec. 11-9-

102(4)(A)(ii)(b). In addition, the claimant must prove by a

preponderance of the evidence that the injury was the major

cause of the disability or need for treatment. Ark. Code

Ann. Sec. 11-9-102(4)(E)(ii). Finally, the claimant must

establish a compensable injury by medical evidence supported

by objective findings. Ark. Code Ann. Sec. 11-9-102(4)(D).  

The majority denied this claim on the basis of the

objective findings requirement. Dr. Sprinkle noted on his

examination of the claimant on February 12, 2015, that she

had normal curvature of her spine “except some forward head

posture,” and that he observed the abnormal finding of

“trigger points palpated” in her cervical spine paraspinal

muscles, bilaterally. His diagnosis was of cervical and

thoracic issues. He performed osteopathic treatment, and

during this treatment, he observed “somatic dysfunction with

a 9 neutral left left [sic] C2, and C5-6-7 and T5-9.” He

performed trigger point injections of a pain reliever and

steroid medication to those trigger points. He stated that

to perform the injections, he identified with “careful
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palpation” the myofascial trigger points. He prescribed a

muscle relaxer for “spasms.” Dr. Sprinkle also diagnosed

cervical degenerative disc disease. He mentioned his review

of an imaging study with the claimant. The medical evidence

shows clearly that the claimant was treated for more than

voluntary positioning and flexing of her muscles. She was

treated for trigger points and muscle spasms. 

Dr. Sprinkle observed that the claimant had an

abnormal curvature of her cervical spine. The lordotic curve

is found in the cervical spine in the same manner that it is

seen in the lumbar spine2, and changes in the lordotic curve

have been recognized by the courts as evidence of muscle

spasms. See Estridge v. Waste Management, 343 Ark. 276, 33

S.W.3d 167 (2000)(change in the normal lordotic curvature of

the spine “is a sign that is normally associated with muscle

spasm in the straightened area. This finding is objective

evidence of injury with no evidence to the contrary.”) 

At the same visit, cervical paraspinal muscle

trigger points were palpated, and a muscle relaxer was

prescribed “for spasms.” Muscle spasms are objective

2 Spine Anatomy, ORTHOPAEDICSONE: THE ORTHOPAEDIC KNOWLEDGE NETWORK,
(2012, 2016), Retrieved February 2, 2016 from
http://orthopaedicsone.com/display/Main/Spine+anatomy
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findings. Estridge, 343 Ark. at 280, citing Continental

Express, Inc. v. Freeman, 66 Ark. App. 102, 989 S.W.2d 538

(1999); University of Arkansas for Medical Sciences v. Hart,

60 Ark. App. 13, 958 S.W.2d 546 (1997). As noted by the

Arkansas Supreme Court in Estridge, it is absurd for the

majority to conclude that a prescription for a muscle

relaxer medication “for spasms” is not evidence that spasms

were observed: “A doctor would not prescribe medication

directed to be taken ‘as needed for muscle spasm’ if he did

not believe muscle spasms were existent.” Estridge, 343 Ark.

at 281. The change in the curvature of her spine, the

trigger points and the prescription “for spasms” combine to

demonstrate, inescapably, that objective findings in the

form of muscle spasms were present and observed in February

2015.

The majority has concluded that Dr. Sprinkle did

not prescribe the muscle relaxer for spasms, despite his

statement that this was exactly the purpose of his

prescription. In February 2012, Dr. Sprinkle specifically

prescribed Robaxin, a muscle relaxer, “for spasms.” He in no

way qualified that statement at all. Thus, there is no

justification for ignoring Dr. Sprinkle’s statement that the
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prescription on February 12, 2012 was “for spasms.”

Dr. Sprinkle’s record from the April 2012 visit

also repeats the fact that the Robaxin was prescribed “for

spasms.” Later in the record, he states that he treated the

claimant’s myofascial pain with injections and muscle

relaxers. “Myofascial” means that which pertains to muscles

and their surrounding connective tissue called fascia.3

Spasms are painful. There is nothing about Dr. Sprinkle’s

statement to suggest that his use of muscle relaxers to

treat the claimant’s painful muscles is inconsistent with

his statement that the muscle relaxer was prescribed for

spasms, or that spasms were not present. Further, his

statement reflects that the trigger points, which were the

target of his injections, were a component of the myofascial

pain. Even if one was willing to ignore Dr. Sprinkle’s clear

and unqualified statement that he prescribed the muscle

relaxer specifically for spasms, then the only other purpose

in prescribing a muscle relaxer would have been to treat the

trigger points, which are necessary to Dr. Sprinkle’s

diagnosis of myofascial pain syndrome (see below), and which

3 myofascial. (n.d.) Mosby's Medical Dictionary, 8th
edition. (2009). Retrieved February 10 2016 from http://medical-
dictionary.thefreedictionary.com/myofascial
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are objective findings.

The claimant has also demonstrated the presence of

trigger points, which satisfy the definition of objective

findings, because they are certainly outside the claimant’s

control. One case from the Arkansas Court of Appeals found

that moderate spasms with "large palpable triggers"

satisfied the objective findings standard. High Capacity

Products v. Moore, 962 S.W.2d 831, 834, 61 Ark. App. 1

(1998). However, there is no reported Arkansas case stating

that trigger points alone satisfy the objective findings

standard. 

In Kimbrell v. Ark. Dept. of Health, 989 S.W.2d

570, 66 Ark. App. 245 (1999), the question was whether

findings of muscle tenderness satisfied the objective

findings definition. The court noted that while muscle

spasms constitute an objective finding, the definition of

muscle spasms, according to medical dictionaries, includes

an involuntary contraction. In Kimbrell, the doctor stated

that he observed muscle tenderness. He did not mention

muscle spasms. While muscle spasms are by definition

involuntary, muscle tenderness is not. The court noted that

the medical dictionary definitions show that tenderness is
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measured by the patient's subjective reaction to stimuli,

and can be controlled by the patient.

I submit that trigger points are outside the

control of the claimant and satisfy the definition of

objective findings. The claimant was diagnosed with

myofascial pain4, which is characterized by trigger points.

Trigger points are taut bands within a muscle. More

specifically, a trigger point is a discrete, focal, hyper-

irritable spot in skeletal muscle that is associated with a

hypersensitive palpable nodule in a taut band.5 An area of

tenderness that does not have taut bands may be considered a

“tender point,” but trigger points must have a hard band or

nodule. Tender points are seen in fibromyalgia, while

trigger points are seen in myofascial pain.6 “Palpation of a

hypersensitive bundle or nodule of muscle fiber of harder

4The majority’s dismissive characterization of Dr.
Sprinkle’s diagnosis as merely muscle pain is a failure to
adequately attempt to understand the medical terms in use.

5 Myofascial Pain Syndrome, OrthopaedicsOne: The Orthopaedic
Knowledge Network (2012, 2016), Retrieved on February 2, 2016
from
http://orthopaedicsone.com/display/Main/Myofascial+pain+syndrome

6Alvarez, David, D.O., and Rockwell, Pamela D.O., Trigger
Points: Diagnosis and Management, Am Fam Physician. 2002 Feb
15;65(4):653-661, Retrieved on February 2, 2016 from
http://www.aafp.org/afp/2002/0215/p653.html
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than normal consistency is the physical finding typically

associated with a trigger point.”7 The procedure for

injection is explained as follows:

Once a trigger point has been located and the
overlying skin has been cleansed with alcohol, the
clinician isolates that point with a pinch between
the thumb and index finger or between the index
and middle finger, whichever is most comfortable.
Using sterile technique, the needle is then
inserted 1 to 2 cm away from the trigger point so
that the needle may be advanced into the trigger
point at an acute angle of 30 degrees to the skin.
The stabilizing fingers apply pressure on either
side of the injection site, ensuring adequate
tension of the muscle fibers to allow penetration
of the trigger point but preventing it from
rolling away from the advancing needle...

Before advancing the needle into the trigger
point, the physician should warn the patient of
the possibility of sharp pain, muscle twitching,
or an unpleasant sensation as the needle contacts
the taut muscular band... [Upon injection, the]
needle is then ... redirected superiorly,
inferiorly, laterally and medially, repeating the
needling and injection process in each direction
until the local twitch response is no longer
elicited or resisting muscle tautness is no longer
perceived.

The trigger point causes pain, and pain of course

is subjective. However, the characterizing feature of a

trigger point is the hard knot or band of tissue within a

muscle. Absent the palpable knot, a painful spot in a muscle

7Id.
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is considered tenderness. The knot is within the muscle. The

muscle itself is not flexed, which could be under the

control of the patient. The knot is only in a part of the

muscle, and a human cannot selectively control only a part

of a muscle. As described in the instructions for injection

of the trigger point, the knot must be felt and isolated by

the physician. Therefore, the trigger point is observable by

the physician, and the diagnosis of trigger points is fully

dependent upon the observation of a knot or taut band of

muscle, which the claimant cannot control. The observation

of a trigger point satisfies the standard for an objective

finding of injury under High Capacity Products, supra, and

Kimbrell, supra.

The majority dismissed Dr. Sprinkle’s observation

of trigger points and his “short series” of trigger point

injections as somehow not relevant or useful to the analysis

of the claimant’s injury. Dr. Sprinkle palpated multiple

trigger points on February 12, 2015 and on April 6, 2015. He

performed injections of those trigger points in eight

separate muscles in February and six separate muscles in

April. This was a continued series of trigger point

injections, not a “short series” which suggests that it was
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terminated. The trigger point injections helped the

claimant, and he repeated them. The injections are a

fundamental part of Dr. Sprinkle’s treatment of the

claimant’s symptoms. Reasonable minds could not agree with

the majority’s statement, that the trigger points were not

objective findings, or its suggestion, that the trigger

points are not evidence of the claimant’s injury.

The muscles involved were specifically her

cervical paraspinal muscles. Dr. Sprinkle was specific that

he observed cervical paraspinal muscle trigger points. He

specifically injected the trigger points found in both the

left and right trapezius muscles, the left and right levator

scapulae, the left and right rhomboids, and the left and

right cervical paraspinals. The trapezius muscle is part of

the musculature of the thoracic and cervical spine, which

originates from the supraspinous ligament in the thoracic

spine and the ligamentum nuchae and spinous processes in the

cervical spine and inserts onto the clavicle, acromion, and

the spine of the scapula. The rhomboids are also part of the

thoracic spine, originating on the transverse processes in

the lower cervical and upper thoracic spine, and inserting

on the medial border of the scapula. The levator scapulae is
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also part of the musculature of the cervical spine, lateral

to the splenius capitus, which originates from the spinous

processes of the upper thoracic and lower cervical

vertebrae, and inserts onto the occiput. Lastly, the

cervical paraspinal muscles are the deep layer of

musculature of the cervical spine, originating from the

cervical vertebrae transverse processes and inserting onto

the occiput.8 Dr. Sprinkle observed trigger points in and

performed injections of the musculature of the claimant’s

cervical and thoracic spine in February 2015 and April 2015. 

The physical therapist notes reflect that the

claimant’s primary diagnosis was cervicalgia. She was

initially seen on April 17, 2015, on Dr. Sprinkle’s order.

She reported pain in her entire right arm, both sides of her

neck, her right shoulder, her left and right back muscles,

and her upper middle back. She reported pain in her cervical

spine, thoracic spine and right arm. She reported cervical

and thoracic spine since June 2014, which had worsened. She

stated that she had muscle spasms in her cervical spine, and

that her pain was worse in her thoracic spine. The

8Spine Anatomy, ORTHOPAEDICSONE: THE ORTHOPAEDIC KNOWLEDGE NETWORK,
(2012, 2016), Retrieved February 2, 2016 from
http://orthopaedicsone.com/display/Main/Spine+anatomy
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therapist’s physical findings included cervical and thoracic

back pain and reduced sensation on the right for the C4-C6

distributions. The therapist also stated that the claimant

presented with poor posture and posterolateral derangement

in the thoracic spine. The claimant had twelve sessions, and

in the majority of sessions, she reported upper thoracic and

cervical symptoms (pain, tightness) as well as right arm

symptoms (numbness, pain), and sometimes periscapular pain. 

On discharge from the therapy, the claimant continued to

have upper thoracic tightness, and the therapist’s physical

findings were back pain in the thoracic and cervical area.

The therapist noted that the claimant continued to report

soreness, tightness, and pain in her upper thoracic spine

and upper back with prolonged sitting. Therapy that day

included treatment to the upper extremity and cervical spine

to improve muscle tightness and range of motion. Her range

of motion, pain level, postural control, and other areas had

improved somewhat with therapy. The claimant’s reports and

the therapist’s observations included the claimant’s

cervical and thoracic spine, with right arm and periscapular

issues. 

The records do not reflect that the physical
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therapist did a physical examination for trigger points, nor

was this necessary given Dr. Sprinkle’s examination and

report and his injection treatment of them. The physical

therapy instructions were to teach an anti-kyphotic

(abnormal curvature of thoracic spine) home exercise and

stretching program and to provide the claimant a TENS unit,

not to treat the trigger points themselves.

Clearly, when attention is given to the records of

Dr. Sprinkle and the physical therapist, the claimant

presented with findings and complaints which involved her

cervical spine, her thoracic spine, and her right arm. The

musculature which Dr. Sprinkle injected and the musculature

which the physical therapist observed and treated were the

same or closely related. No true distinction can be drawn

between her complaints and her treatment with the two

providers. The majority erred in finding that the location

of the trigger points observed by Dr. Sprinkle is

inconsistent with the claimant’s reports and with the

physical therapist’s observations.

The majority has misstated Dr. Sprinkle’s

statements in regard to objective findings of injury. The

majority stated that Dr. Sprinkle “indicated there was no
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objective basis for the claimant’s alleged symptoms.” This

is a gross misrepresentation of the record. In February

2015, Dr. Sprinkle observed a change in her the claimant’s

neck posture and multiple cervical paraspinal muscle trigger

points which he treated with injections, and he prescribed a

muscle relaxer “for spasms.” In April 2015, he observed the

same postural changes and trigger points. He maintained her

use of muscle relaxers and performed trigger point

injections. He stated:

It was initially thought she might have carpal
tunnel but the workup for that was negative. I
have found some cervical myofascial pain and
treated that with trigger point injections and
muscle relaxers and [she] has responded. There
would be no impairment rating for myofascial pain,
without an MRI of the cervical spine we would have
nothing objective to base an impairment rating on,
the myofascial trigger points or objective
findings but the nail [sic] alone do not justify
an impairment rating in my opinion.

That statement does not reflect the absence of any

objective findings. It does reflect that a permanent

anatomical impairment rating requires evidence which can

only be seen on an MRI. In fact, he reiterates that the

claimant had trigger points and required muscle relaxers.

Unfortunately, there is a typographical error in his last

sentence, but it is clear that he intended to state that the
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trigger points and objective findings are insufficient upon

which to base a rating. Dr. Sprinkle in no way stated that

there was no objective basis for her “alleged” symptoms. In

fact, he treated the symptoms, which he observed.

I also note that the majority appears to conclude

that the x-rays taken in October 2015 are conclusive

evidence that the claimant has no cervical injury. Of

course, the claimant has had a long course of treatment to

determine the cause of her upper extremity symptoms, which

diverted from the initial supposition of for potential

carpal tunnel syndrome to an investigation of a possible

cervical injury in October 2015. Subjective evidence of a

cervical injury includes the claimant’s symptoms, consistent

with the pain in the cervical dermatomes, and the

elimination of carpal tunnel syndrome. Dr. Sprinkle observed

multiple trigger points and lordosis change, and prescribed

muscle relaxers for spasms. Those are all objective evidence

of cervical injury. Dr. Sprinkle stated clearly that an MRI

would be required to support an impairment rating, meaning

that the x-ray was not in any way conclusive evidence of the

absence of an injury. 

The majority discusses the physical therapist
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notes reflecting muscle tightness and the case law stating

that a notation of muscle tightness is insufficient to

satisfy the standard of objective findings. A discussion of

whether the physical therapist notes constitute objective

findings is unnecessary here. There are other objective

findings. The therapist notes support the claimant’s other

objective evidence.

The claimant testified and the record shows that

the claimant was able to work without symptoms or treatment

until her duties forced her to work at a computer for eight

hours a day, at which time she developed significant

symptoms requiring medical attention. She has not

demonstrated a specific incident identifiable by place and

time of occurrence. She has established that it was her

work, using the computer, which caused her myofascial pain.

This first manifested itself in right arm pain, which is

consistent with cervical issues, and over time worsened to

include her upper back and neck. Dr. Sprinkle and the

therapist both noted postural issues, and the therapy was

aimed in part at improving the claimant’s posture.

Repetitive work and improper posture are related to trigger
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points and myofascial pain.9 

I note the majority’s attempt to place the burden

of diagnosis upon the claimant, and its determination that,

because she did not recognize that her injury was to her

neck and not her arm, she could not have a compensable

injury to her neck. The majority has required the claimant

to know that, in the absence of a specific incident, her

injury was cervical and not in her arm, even though her

symptoms began in her arm, even though cervical injuries

present with arm symptoms, and even though her physicians

mistakenly assumed her arm symptoms represented an arm

injury. There is nothing in the Arkansas Workers’

Compensation Act to require the claimant to be able to

diagnose her own injury. A gradual onset neck injury would

not necessarily present as an event involving her neck,

although it is clear that the claimant’s neck was involved

in her activities at the computer, and that her symptoms are

consistent with the activities she reported. Even her

physicians fell into the assumption that if her arm hurt,

9Alvarez, David, D.O., and Rockwell, Pamela D.O., Trigger
Points: Diagnosis and Management, Am Fam Physician. 2002 Feb
15;65(4):653-661, Retrieved on February 2, 2016 from
http://www.aafp.org/afp/2002/0215/p653.html
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her arm was the location of the injury. After Dr. Sprinkle’s

treatment and physical therapy, the claimant has

successfully returned to her regular duties, which do not

include sitting and using a computer for eight hours a day.

Thus the claimant has proven that she sustained an injury

causing internal harm to the body which arose of out of and

in the course of her employment and which required medical

services. Ark. Code Ann. Sec. 11-9-102(4)(A)(ii)(b).

Lastly, the claimant has established that the

injury was the major cause of her need for treatment. Ark.

Code Ann. Sec. 11-9-102(4)(E)(ii). The claimant had no prior

symptoms or history of treatment for neck, upper back or arm

problems. She was able to perform her work successfully

until her duties changed. No other activity, illness or

condition was identified or established which could have

caused her symptoms, and the claimant has successfully

returned to her normal work duties, which do not require

constant use of a computer. The claimant has established

that the excessive use of the computer caused her neck

condition, that there was no other cause of that condition,

and that there was no other reason for her need for

treatment other than the excessive use of the computer and
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the resulting trigger points, spasms and pain.

The claimant has established all of the elements

of compensability, and I would award the claimant medical

benefits, including all medical treatment of record and all

out-of-pocket expenses incurred.

I encourage the claimant to consult an attorney or

one of the Commission’s legal advisors in her pursuit of an

appeal of this decision to the Arkansas Court of Appeals and

to be mindful of the thirty-day time limit for lodging an

appeal.

For the foregoing reasons, I dissent from the

majority opinion.

                                   
PHILIP A. HOOD, Commissioner        

              


