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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 September 15, 2015.

The Administrative Law Judge entered the

following findings of fact and conclusions of law: 

1. The stipulations agreed to by the parties
at the pre-hearing conference conducted
on April 29, 2015, and contained in a
pre-hearing order filed April 29, 2015,
are hereby accepted as fact.
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2. The claimant has failed to prove by a
preponderance of the evidence that she is
entitled to additional medical treatment
regarding her admittedly compensable left
shoulder injury.

3. The claimant has failed to prove by a
preponderance of the evidence that she is
entitled to temporary total disability
benefits from January 31, 2013 to a date yet
to be determined.

4. The claimant has failed to prove by a
preponderance of the evidence that her
attorney is entitled to an attorney’s fee in
this matter.

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.
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IT IS SO ORDERED.

                                   
SCOTTY DALE DOUTHIT, Chairman

                                   
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the record, I

dissent from the majority opinion. I would grant the

claimant additional medical and indemnity benefits for

her compensable left shoulder injury. 

On August 10, 2010, the claimant was seen for

her left shoulder, neck and left arm, after a tire blew

out on her vehicle on August 1, 2010. She strained her

shoulder, arm and neck, while trying to retain control

of the car. Dr. Cheyne observed tenderness to palpation

of the claimant’s posterior neck on the left, radicular

symptoms to her left arm and a 20% range of motion

limitation of the head and neck. X-rays showed

straightening of the normal lordotic curvature of the

cervical spine with thinning of the disk space at C5-6.
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X-rays of her left shoulder were normal. The diagnosis

was cervical radiculopathy with underlying degenerative

disk change at C5-6.

An MRI on August 12, 2010, showed:

There is no significant disc bulge at C2-3.
Mild diffuse disc bulge at C3-4. At C4-5, mild
diffuse disc bulge. At C5-6, there is a
central left paracentral disc protrusion and
spurring indenting the subarachnoid space with
foraminal spurring also on the right. At C6-7,
no significant disc bulge. No significant disc
bulge at C7-T1, T1-2, or T2-3.

The claimant was prescribed Mobic and a

cervical epidural steroid injection.

On November 23, 2011, the claimant reported

headaches, blurred vision and numbness. She had left-

sided muscle weakness. She reported tingling and

numbness on the left side of her face, her left neck and

shoulder, and her left arm to her thumb. She did not

report or indicate pain in those areas. A review of

symptoms mention neck pain in a very long list, but not

shoulder or arm pain. A Duplex Doppler - Real Time study

of her carotid arteries of the neck and her vertebral

arteries was normal. An EEG was normal. A cervical spine

MRI showed disc space narrowing and end plate spurring

with a disc bulge with bilateral foraminal stenosis,

more prominent to the right of midline, at C5-6. There
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was no evidence of disk herniation at the other cervical

levels. An MRI of the brain showed no evidence of

abnormality. She had chronic sinusitis. On February 8,

2012, Dr. Griggs noted the claimant’s test results, all

normal, with osteoarthritis in her neck, and a positive

report from her cardiologist. He assessed anxiety and

diagnosed medication for it.

On April 6, 2012, the claimant was seen in the

emergency room, after a patient threw a recliner at her,

striking the left side of her face and left shoulder.

She had left shoulder pain. The diagnosis was left

shoulder contusion. On that date, the claimant underwent

an MRI of her left shoulder due to left shoulder pain to

her left wrist. There was no pathology seen. She had

some degenerative change to her lower cervical spine.

On April 10, 2012, the claimant was seen in

the Booneville Health Clinic, with left shoulder pain

after an injury on Friday at work. The writing is

illegible. She was off work until her follow-up

appointment.

On April 18, 2012, the claimant saw PA Walton,

after being struck by a patient with a chair and jamming

her shoulder into a wall. She reported that treatment to
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date had not been helpful. She had numbness going from

her shoulder down into her fingers. She had pain

radiating from her shoulder to her four fingers. She had

seen Dr. Cheyne in the past with radicular symptoms, but

she explained that her symptoms were much different and

that she did not have neck pain. PA Walton noted that

she had pain with any range of motion and even to the

touch. She had no neck pain. She had no skin signs of

reflex sympathetic dystrophy, but her pain was very

high. The impression was possible regional pain syndrome

of the left upper extremity. The plan was to treat her

for brachial neuritis or regional pain syndrome, with

Neurontin. She was to continue her pain medication and

the steroid she was taking. Physical therapy to keep her

range of motion was planned. She was off work until her

follow-up appointment.

On May 9, 2012, the claimant returned to PA

Walton. She had upper arm and shoulder pain, radiating

into her fingers. Medication had helped her numbness,

pain and elbow movement, but she still had difficulty

lifting her arm on the left. She had pain with passive

motion. Touching and moving her arm was less painful. PA

Watson assessed brachial neuritis and possible left
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rotator cuff injury. He noted that catching the recliner

could result in a rotator cuff tear and that she had

shoulder pain and improving radicular symptoms.

An MRI of the left shoulder, on May 10, 2012,

showed minimal acromioclavicular degenerative change and

probably very mild supraspinatus tendinopathy, but no

broad tear or retraction.

On May 16, 2012, the claimant returned to PA

Watson. He noted the MRI findings and opined that she

had subacromial impingement with AC joint type arthrosis

of the left shoulder and regional pain syndrome. He

injected her AC joint and subacromial bursa and planned

therapy. She could return to one-armed light duty, for

four weeks.

The claimant underwent therapy, beginning May

18, 2012. On May 29, 2012, the therapist noted the

claimant’s very painful passive range of motion and her

good compliance with the home exercise program. On May

31, 2012, the therapist suggested that she not use her

shoulder sling at home, to give her muscles a chance to

relax. Through June 7, 2012, the claimant had continued

pain with exercises and stretches.

On June 13, 2012, the claimant returned to PA



Williamson - G202939 8

Walton, noting that she had a 50% reduction in pain with

Neurontin and therapy, and that she still had pain and

limited range of motion. He felt that she had regional

pain syndrome/reflex sympathetic dystrophy in the left

upper extremity. On June 21, the claimant underwent a

stellate ganglion block injection at the left

anterolateral margin on C7. She was off work until June

21, 2012.

On June 26, 2012, the claimant saw PA Walton.

The injection increased her pain. Her range of motion

was very limited. PA Walton noted mildly splotchy skin

around her shoulder. Neurontin was helpful but caused

problematic drowsiness. PA Lawton planned to switch her

to Lyrica. He felt another block was ill-advised.

Shoulder pain was ruled out. He felt that a neurologist

needed to evaluate her complex issues. Her work

restrictions were limited to no use of her left arm. She

was to stop therapy until a treatment plan was

established. On July 5, 2012, the claimant had a second

stellate ganglion block.

On July 10, 2012, PA Walton noted that the

second block did not help. He planned to refer her to a

pain management doctor for her regional pain syndrome.
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Her restrictions were light duty with no lifting more

than five pounds and no overhead work.

On July 25, 2012, PA Walton repeated that he

did not believe that the claimant had an orthopedic

problem. He felt that she had a neurologic issue, and

that she needed treatment for RSD. She had developed

some nausea and vomiting. Her limitations were no use of

her left arm and no driving for three weeks. He felt

that being struck by the recliner was the cause of her

need for treatment.

On August 14, 2012, the claimant saw Dr.

Sewell, a pain management specialist. He felt that she

most likely had a brachial plexus injury. RSD was “most

likely” ruled out by the failed stellate ganglion

blocks. He planned an EMG/NCV and an injection of the

tendon in the subscapular area. He took her off work

until her issue is resolved.

On September 12, 2012, Dr. Sewell stated that

he felt her injury was to her brachial plexus. He

prescribed oxcarbazepine due to her atypical face pain.

He planned a brachial plexus block and an EMG.

The claimant returned to Dr. Sewell on October

12, 2012. He noted tenderness to palpation at the lower
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and mid-cervical spine, with pain on motion. He noted

some range of motion and strength limitation of the left

shoulder, tenderness to palpation of the supraspinatus

muscle and trapezius muscle. She was scheduled for a

brachial plexus injection on October 30, 2012. Dr.

Sewell stated that the claimant “most likely has

trigeminal neuralgia based on her excellent response to

oxcarbazepine.”

On December 7, 2012, Dr. Sewell stated that

the claimant’s chronic neck, headache and left arm pain

was due to brachialplexopathy and chronic pain syndrome.

He planned a supraclavicular ultrasound-guided injection

to confirm the brachial plexus injury. If this failed,

he planned an epidural-o-gram and transforaminal lumbar

epidural steroid injection. 

The claimant was scheduled for an independent

medical examination, although it appears that Dr. Heim

took control of her care as well. On January 7, 2013, he

performed his review of the records and evaluation of

the claimant. Her most significant complaint was

numbness in the upper left extremity from face to hand.

She had pain in her left shoulder. His impression was

subjective symptoms of left upper extremity neuropathy
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and severe left shoulder pain with some degree of

symptom magnification. He recommended a nerve conduction

study and therapy. On January 15, 2013, the EMG/NCV

study was performed. The results were normal.  On

January 23, 2013, Dr. Heim wrote that the claimant’s

symptoms were not neurogenic due to these results. He

did not feel that the C5-6 disc bulge seen in 2010 and

2011 was causing “objective findings of radiculopathy.”

On February 1, 2013, Dr. Heim recommended a functional

capacity evaluation and subsequent impairment rating.

The claimant returned to Dr. Sewell on March

27, 2013. He planned a brachial plexus nerve block. On

May 24, 2013, he noted that the block performed on April

13, 2013 successfully eliminated all of her pain for

three weeks. He planned to repeat it as soon as

possible. He mentioned a possible dorsal column

stimulator. On July 31, 2013, the claimant returned to

Dr. Sewell, reporting that the second block resolved her

pain as well. Dr. Sewell stated that this indicated that

her pain was truly of brachial plexus origin. He

reiterated the need for a dorsal column stimulator

trial. On August 29, 2013, a dorsal column stimulator

trial lead was implanted. She had excellent pain relief.
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On September 3, 2013, the trial leads were removed. She

had 60% relief with the trial. On September 27, 2013,

she felt that the relief had been even higher. On

November 1, 2013, Dr. Sewell noted that the claimant had

developed further symptoms. Her left arm pain had been

localized to her left arm and followed dermatomal

distribution very clearly. The stimulator trial was

successful, so he planned a permanent placement.

On November 18, 2013, Dr. Pulliam evaluated

the claimant and stated that prior to stimulator

placement, she needed an EMG/NCV, imaging of her

cervical spine and further work-up. On December 20,

2013, he stated that the normal EMG/NCV results excluded

the possibility of a brachioplexus injury. Her main

issue appeared to lie with the left shoulder and rotator

cuff. After this was addressed, possible cervical

radiculitis needed to be investigated. 

The claimant saw Dr. Bolyard on January 3,

2014, for her left shoulder. She had range of motion

limitation but no shoulder pathology.

Dr. Sewell saw the claimant on January 10,

2014, who noted a variety of diagnoses and testing. He

wanted to see her most recent MRI.
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Dr. Pulliam planned a myelogram/CT on January

16, 2014. On February 20, 2014, he reviewed the results

with the claimant. He stated:

moderate degree of degenerative disc disease
with significant loss of interspace height and
moderate osteophyte formation which results in
at least moderate bilateral foraminal stenosis
and mild canal; ... coronal reconstructions...
are reviewed as well as the sagittal
reconstructions; on comparing all three images
there is noted to be definite decreased degree
of filling of the root sleeves bilaterally at
C5-6 as compared to the other cervical, but no
definitive soft tissue defect consistent with
HNP - however especially on coronal images
there appears to be more clumping of the
exiting nerve rootlets on the left as compared
to the right; radiology report states there
are multiple lung nodules in the bilateral
upper lung fields. 

He planned continued conservative treatment in

light of at least moderate foraminal stenosis and

possible multiple lung nodules. He planned to add Elavil

to her medication protocol.

Dr. Sewell saw the claimant on March 12, 2014,

noting that the brachial plexus diagnosis was upended,

despite the benefits she received from treatment, that

the diagnosis of shoulder derangement was upended, and

that she was back to a neuropathy issue out of cervical

spondylosis. The claimant continued to treat with Dr.

Sewell regularly, for prescriptions and injections,
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through June 2015, at least.

The claimant had left-sided numbness and

tingling after her 2010 injury, along with neck pain.

She had some neck pain but no other pain, and from

November 23, 2011 until her compensable injury. She was

seen sporadically after her 2010 injury, and Dr. Cheyne

determined that the only positive finding was some

osteoarthritis in her neck. He treated the claimant for

anxiety.

After the incident, in which a patient threw a

recliner chair at the claimant, pinning her to a wall at

her left shoulder, the claimant developed pain and

numbness in her left face, neck, shoulder down to her

fingers. This pain and numbness has only been relieved

by stellate ganglion blocks and a dorsal column

stimulator trial.

There is no history of left shoulder and arm

pain, prior to the compensable incident, and the

claimant testified that she had no shoulder pain and

that her symptoms after the recliner incident were very

different from the symptoms she had after the 2010

accident. 

After the incident, the claimant had objective
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findings of injury, including bruising on the date of

injury, thickening of the left supraspinatus tendon the

month after the injury, passive range of motion

limitations from October 2012 to May 2014, and left

shoulder swelling in September 2012. She was prescribed

Flexeril “for muscle spasm” on April 10, 2012, which she

was still taking in May 2012. Dr. Sewell observed

thoracic muscle spasms on December 7, 2012.  She had

mottling on her skin in June 2012. She also had findings

of degenerative change in her neck, bone spurs in her

shoulder, and a bulging disk at C5-6.

The claimant was able to work prior to her

compensable injury, but not after. This is sufficient,

by itself, to show that the claimant’s condition prior

to the accident was significantly altered by the

accident.

The claimant experienced a series of

evaluations by physicians who made conflicting

diagnoses, and the only treatment which was successful

was the injections and dorsal column stimulator. While a

brachioplexus injury was ruled out by the normal EMG/NCV

test, the only treatment that improved her condition was

treatment for a brachioplexus injury. This need
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continued long after Dr. Heim and Dr. Pulliam drew their

conclusions about her condition. The claimant is not

responsible for the diagnosis or the fact that her

physicians had a difficult time agreeing. Importantly,

the medical evaluations resulted in pharmaceutical

therapy, physical therapy, injection therapy and the

dorsal column stimulator, which all generated some

degree of improvement. The injections and stimulator

achieved the best results. Post-surgical 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).

The claimant had some prior difficulty with

numbness prior to her compensable injury which was

determined to be related to a heart-issue. This was

resolved. The numbness was left-sided as her post-

compensable-injury numbness was, but it did not follow a

dermatomal pattern, as her post-compensable injury did.

They are two different issues.

The claimant’s treatment of record is clearly

causally connected to her compensable injury and is
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reasonably necessary for it. Certainly, the claimant’s

ongoing limitations and pain are in need of continued

treatment, and in the absence of a definite diagnosis

and treatment plan, she has not reached maximum medical

improvement. Further treatment has been recommended

which would improve her condition including conservative

care of the changes in her neck, while awaiting

resolution of the outstanding lung nodule issue.

The claimant has been unable to work since the

injury, due to the symptoms and limitations caused by

it, and by the extended and sometimes conflicting

medical opinions, evaluations and treatment of her

various providers. I would likewise award temporary

total disability benefits.

For the foregoing reasons, I dissent from the

majority opinion.

                                   
PHILIP A. HOOD, Commissioner


