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Decision of Administrative Law Judge: Affirmed.

OPINION AND ORDER

The respondents appeal an administrative law

judge’s opinion filed October 13, 2016.  The

administrative law judge found that the claimant proved

he was entitled to additional medical treatment.  After

reviewing the entire record de novo, the Full Commission

affirms the administrative law judge’s finding that the
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claimant proved he was entitled to additional medical

treatment.  

I.  HISTORY

The claimant, now age 42, was formerly employed as

a police officer for the respondents.  The parties

stipulated that the claimant “sustained a compensable

injury to his right hip and groin” on April 17, 2007. 

The claimant testified that while participating in a

training exercise, “I pushed off of another officer. 

And when I did I felt a sharp pain and pull in this

right hip socket and down my thigh.”    

According to the record, an x-ray of the claimant’s

right hip was taken on April 17, 2007: “Examination

reveals no evidence of fracture or dislocation....No

significant arthritic/degenerative change is identified. 

IMPRESSION - I see no significant abnormality.”  

Dr. Cynthia Almond treated the claimant at

Concentra beginning April 18, 2007 and reported, “On 04-

17-07, pt was working with defense tactics, fell onto

his Rt knee and twisted his Rt hip.  Pt had ‘pop’ in hit

(sic) and immediate pain and unable to bear weight on Rt

leg.  No hx of previous injury/trauma Rt hip.”  Dr.

Almond assessed “1.  Hip/pelvic pain.  2.  Sprains and
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strains of hip and thigh.  3.  Groin strain.”  

Dr. Almond noted on May 10, 2007, “Patient has had

physical therapy and feels better....Much improved. 

Still with stiff leg and ‘knot’ in Rt groin.”  Dr.

Almond noted on May 14, 2007, “Patient has had physical

therapy and feels better....All else is good.  Ready for

release.”  Dr. Almond assessed “1.  Hip/pelvic pain.  2. 

Sprains and strains of hip and thigh.  3.  Rt groin

strain.”  Dr. Almond planned “Discontinue all previous

medications.  Home Exercise program as instructed....The

patient was instructed to return to the clinic as

needed.”  

Dr. Michelle Ibsen saw the claimant at Concentra on

July 5, 2007: “He feels the pattern of symptoms is

worsening.  Pt presents for reopen of Right groin

strain/right thigh strain after several months of

regular duty.  He states he has never reached full

strength, symptom free and remains unable to do full

duty.  He c/o pain in the right groin, upper thigh

associated with an initial severe twisting injury to the

leg.”  Dr. Ibsen noted, “Patient has a normal gait.” 

Dr. Ibsen diagnosed “Right adductor magnus strain” and

planned additional diagnostic testing.  
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An MRI of the claimant’s right hip was taken on

July 16, 2007, with the impression, “Tear of the right

rectus femoris muscle with tendon retraction.”  

Dr. Kenneth M. Rosenzweig examined the claimant on

July 19, 2007:

Mr. O’Connell is a 32-year-old gentleman seen
at the request of Concentra to evaluate right
hip pain....He was participating in an
exercise program and learning a defensive
tactic, in a push-push, and in doing so his
right leg got twisted.  He fell, torquing on
his hip, and had immediate pain....He was
placed on crutches and referred to physical
therapy.  He had no improvement and had an MRI
last week.

His chief complaint is right groin and
anterior thigh pain it is ongoing now for
three months....The therapy has not helped him
overall....

He is approximately 325 pounds and in a 6'1"
frame.  He has slight antalgia in his gait.  
He is exquisitely tender in his groin and
thigh area.  He has an antalgic gait with
trunk shift due to painful weightbearing....

MRI revealed a complete rectus femoris tear
from the proximal origin with retraction as
the source of his ongoing pain.  

Impression: It is unclear if this is a
repairable injury, and one’s initial
impression is that this could scar down and
he could have a satisfactory recovery.  There
are certain muscles in the thigh that require
repair and other muscles that can get by with
healing in the injured state.  The rectus
femoris is a small muscle proximally, and it
may or may not be one of those muscles that
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can be allowed to heal without repair.  

Dr. Rosenzweig noted on July 27, 2007, “He has been

in physical therapy for six weeks without any

significant improvement.”  Dr. Rosenzweig’s impression

was “Persistent pain after muscle tear in the anterior

thigh near the hip.”  Dr. Rosenzweig planned “Evaluation

by Dr. Jason Stewart for his consideration for surgical

repair.”  

Dr. Jason G. Stewart provided an assessment on

August 1, 2007:

David is here in followup after seeing
Dr. Rosenzweig with a rupture of the rectus
femoris on April 17, 2007.  He has been
treated nonoperatively until now.  He
continues to have pain in the anterior
aspect of the groin with activity....

I have actually known about him coming in
and had already done some research on this
and could find no report of repair of the
rectus femoris at its origin.  Also, with
this being an almost three month old injury,
I would not give it much of a chance at
success because of the contracture that has
already occurred of the rectus femoris in the
three month interval....

One alternative solution that I would suggest
is to see if Dr. Rosenzweig would consider a
corticosteroid injection fluoroscopically
guided into the rectus origin to see if some
diminishing the inflammation would not relieve
the discomfort.  Otherwise, I cannot suggest
any surgical interventions at this point and
no other treatment at this time.  I am
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releasing him back to Dr. Rosenzweig’s care.

Dr. Rosenzweig performed a procedure on August 17,

2007: “Fluoroscopic-guided anterior hip injection.”  The

post-operative diagnosis was “Rectus femoris tear with

persistent anterior hip bursitis, tendonitis.”  Dr.

Rosenzweig reported on August 24, 2007, “Mr. O’Connor

(sic) returns for followup of his right hip and thigh

pain.  He underwent a fluoroscopic-guided injection one

week ago to reduce his inflammatory changes in his

anterior hip capsule and rectus femoris tendon injury. 

He reports the injection never worked.  He had no

benefit from the anesthetic.  He had no benefit from the

steroid.  If anything his pain has gotten worse....His

tendon tear surely has resolved at this point....It is

possible that his hip pain may be a referred from an

upper lumbar injury that has yet to be discovered.  I

have recommended we get an MRI of the lumbar spine to

complete his workup.”  

Dr. Rosenzweig’s impression was “Persistent hip and

groin pain, unsuccessful treatment to date, that has

included medications, injection, physical therapy, and

in time.”  Dr. Rosenzweig planned an MRI of the lumbar

spine.  An MRI of the claimant’s lumbar spine was taken
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on September 6, 2007, with the following impression:  

1.  Hyperdynamic curvature of the lumbar spine
resulting in concentric disc displacement and
facet hypertrophy of the lower two lumbar
levels without high-grade disc protrusion,
critical canal stenosis, neural effacement or
markedly asymmetric rightward findings to
correlate with the patient’s current hip
symptoms.
2.  Please see above report for additional and
pertinent negative findings as well as level
by level analysis.  

Dr. J. Michael Stair noted on October 2, 2007,

“Returns today with a CT scan which is normal basically. 

No evidence of groin hernia or femoral hernia.  I really

do not know why he has pain unless it is due to the

known rectus femoris tendon tear.  PLAN: I have asked

him to ask Dr. Rosenzweig about this.  I really do not

have anything further to add at present.  He is free to

RTC p.r.n.”  

An arthrogram of the claimant’s right hip was done

on November 12, 2007, with the impression, “1.  Normal

hip arthrogram.  Please see MRI examination of the same

date for completion of this evaluation.”  However, Dr.

Rosenzweig noted on November 15, 2017, “I have

recommended we get an MR arthrogram to make sure he does

not have a labral tear as a source of pain....The MR

arthrogram has been performed and does reveal an
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anterior labral tear, which most likely is a result of

his injury.  The magnitude of the injury resulting in a

ruptured muscle and therefore the suspicion that he has

a labral tear as part of his injury complex as the

source of the persistent hip pain and groin pain has

been confirmed....I have recommended consideration for a

hip arthroscopy.  The surgeons in this group do not

perform this procedure....it is recommended that Mr.

O’Connell see Dr. Jimmy Tucker for consultation for an

arthroscopic debridement of his anterior labral tear.” 

Dr. Rosenzweig’s impression was “1.  Rectus femoris

muscle tear healed.  2.  Labral tear right hip.”  

Dr. James C. Tucker stated in part on December 19,

2007, “He does have a labral tear and is symptomatic

from this.  In addition, he does have some symptoms of

weakness and some neuropraxia type symptoms of the

superficial femoral cutaneous nerve....So we are going

to go ahead and proceed with a diagnostic arthroscopy in

the hip with resection versus repair of torn labrum.”  

The claimant followed up with Dr. Tucker on

January 23, 2008: “He is now a week out from right hip

arthroscopy with labral resection.  He is still having

some pain anteriorly in the groin but the catching has
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definitely improved and pain decreased.”  Dr. Tucker

provided follow-up treatment after surgery, which

treatment included physical therapy.   

An MR of the claimant’s right hip was taken on

March 27, 2008, with the impression, “Evidence for

atrophy involving the proximal rectus femoris muscle on

the right.  There is marked thinning and atrophic change

of the rectus femoris tendon proximally on the right,

although I do not see evidence for disruption of this

tendon on the current study.”  

Dr. Tucker saw the claimant on April 2, 2008 and

recommended more physical therapy.  Dr. Tucker

subsequently referred the claimant to Dr. D. Gordon

Newbern for an evaluation.  Dr. Newbern reported on

July 18, 2008:

I reviewed the arthroscopic images of the hip
joint on the right and the surfaces appear to
be healthy.  I cannot identify obvious
pathology of the hip that would warrant any
kind of intervention.  We know from outside
the hip joint that the rectus femoris muscle
tear has long since healed from his injury. 
It still has an abnormal appearance on the
MRI, and it may well be a portion of his
symptoms.  However, there is not an obvious
intervention that would make this any better.

PLAN: I have explained to Mr. O’Connell that I
am not aware of additional intervention that
would help.  Anything surgical would be
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difficult to improve his symptoms, and it
could very possibly aggravate his symptoms.  I
do think that if he can get into a program
where he could do some conditioning without
aggravating his symptoms, it would help with
his improvement and weight loss and help to
reverse the weight gain that he has had since
being so inactive with this painful problem
over the past 15 months....The hip joint
really looks good radiographically and
arthroscopically.   

The claimant participated in a Functional Capacity

Evaluation on August 26, 2008, with the following

conclusions: “Mr. O’Connell completed functional testing

on this date with reliable results.  Overall, Mr.

O’Connell demonstrated the ability to perform work at

the LIGHT Physical Demand Classification as defined by

the US Dept. of Labor’s guidelines over the course of a

normal workday with the limitations noted above.”  

Dr. Tucker reported on September 3, 2008,  “At this

point in time, I think he has reached maximum medical

improvement from his work injury on 4/17/07.  We

obtained an FCE.  His permanent restrictions will be

based on the FCE.  ASSESSMENT/PLAN: His whole person

impairment based on the injury to the rectus and injury

to the joint is 4% whole person, 10% lower extremity

based on Table 40 of page 378 of the Fourth Edition of

the AMA, The Guides To The Evaluation of Permanent
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Impairment.  This is within a reasonable degree of

medical certainty.  I do think that this patient is

going to require long term pain management.”  The

parties stipulated that Respondent No. 1 accepted “a 10%

impairment rating to the right lower extremity.”

Dr. Tucker referred the claimant to Dr. William E.

Ackerman, III.  Dr. Ackerman began treating the claimant

on September 11, 2008 and assessed “1.  Status post

trauma to right lower extremity muscular origin.  2. 

Frequent muscle spasms related to same.  3.  Severe

pain.  4.  Pain related depression....It is my medical

opinion that the patient’s pain is to be under

controlled (sic).  Once it is under control, he may

benefit from a rehabilitation program as he does wish to

be able to return back to some gainful employment.”  

The parties stipulated that Respondent No. 1

accepted temporary total disability benefits “until the

end of the healing period on September 22, 2008.”

The claimant resumed follow-up visits with Dr.

Ackerman beginning September 25, 2008.  

Dr. Tucker arranged for an MRI of the claimant’s

pelvis, which was done on September 10, 2010 with the

findings, “The marrow signal is normal without evidence
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of fracture, AVN, or bone marrow edema.  No joint

effusion is seen.  The muscles and tendons about the

pelvis are normal in appearance.  No soft tissue

ganglion or mass is identified.  IMPRESSION: Negative.”  

 The claimant returned to Dr. Tucker on

September 14, 2010:

We obtained an MRI of the pelvis.  It shows
the hip to be normal.  There is no effusion.
No signs of any degenerative changes.  The
rectus has healed.  There are no signs of any
inflammation or laxity of the muscle.  No
signs of muscle atrophy.  We checked to ensure
there was not an injury to the adductor
muscles or pelvic floor.  I see no signs of
any abnormality.  

ASSESSMENT/PLAN: At this point, I am unsure
as to the etiology of Mr. O’Connell’s pain.
It does not appear to be coming from his hip.
There is a possibility that this [is] some
type of hernia or could possibly be coming
from his back.  We are going to refer him to
Dr. Sprinkle for evaluation of his back.

Dr. Tucker’s treatment plan included additional

physical therapy.  The claimant also continued follow-up

visits with Dr. Ackerman.  

Dr. W. Brent Sprinkle evaluated the claimant on

October 4, 2010 and noted, “X-rays of his thoracic

lumbar spine show mild thoracic curvature and disc space

narrowing at L5 with some mild anterior spurring in the

mid thoracic spine.”  Dr. Sprinkle assessed “Lumbar



O’CONNELL - F704081 13

degenerative disease.  Lumbar myofascial pain.  Lumbar

facet mediated pain lumbar strain.”  Dr. Sprinkle

planned additional diagnostic testing.  

An MRI of the claimant’s lumbar spine was taken on

October 21, 2010, with the following impression:

1.  Slight exaggeration of the normal lumbar
lordosis may be positional or related to
muscular spasm versus chronic.
2.  Degenerative disc disease and facet
degenerative change with short pedicles at
L4-L5 and L5-S1 producing mild central canal
stenosis and mild bilateral foraminal
stenosis.

The claimant followed up with Dr. Sprinkle on

October 22, 2010: “The EMG of the right lower extremity

was normal.  His MRI shows degenerative disease at L4-L5

and L5 one with mild stenosis and foraminal narrowing.” 

Dr. Sprinkle assessed “Lumbar degenerative disease. 

Lumbar myofascial pain.  Lumbar facet mediated pain....I

think the pain in his groin region is not likely

referred from his lumbar spine.  He can continue to

follow with Dr. Jimmy Tucker regarding his hip, and Dr.

Ackerman for maintain (sic) his pain medicine.  No

further treatment is recommended his lumbar spine.” 

Dr. Ackerman noted on October 28, 2010:

The patient has difficulty lifting a scooter
that was finally approved by Workers’
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Compensation, but they did not provide a lift
for him.  Physical therapy was stopped.  He
did have an MRI ordered by Dr. Sprinkle.  The
patient has an annular tear at L4/5 and a left
central annular tear at L5/S1.  This is a
result of the way he is walking as it is
providing chronic trauma to his knee.  
Workers’ Compensation has stopped physical
therapy.  Physical therapy was ordered by
Dr. Tucker.  His back is now causing him pain
as well as pain in his right hip.  

Dr. Ackerman noted that the claimant weighed 356

pounds.  Dr. Ackerman assessed the following: “1. 

Status post trauma to the anterior thigh.  2. 

Degeneration of his right knee due to faulty ambulation

related to his injury.  3.  Knee pain for which Dr.

Tucker is addressing.  4.  Annular tears of the lumbar

spine, which in my medical opinion is a result of his

injury, faulty ambulation and failure to provide

treatment for him....I would recommend consultation with

Dr. Calhoun with respect to his back as it is my medical

opinion that his total injury and lack of treatment

rendered to him have resulted in his back pathology.”

Dr. Sprinkle stated on January 7, 2011:

Have been asked by the adjustor to give an
opinion whether his annular tears are result
of his work injury.  Annular tears are common
finding in patients who have degenerative disc
disease, they are commonly asymptomatic, with
certain injury types can cause pain
temporarily.  My last note indicated I do not
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feel as though this patient symptoms were
likely related to his lumbar spine, therefore
I think the MRI findings are most consistent
with pre-existing degenerative disc disease
changes, that could have been temporarily
aggravated by his work injury.  I do not think
the annular tears are making any significant
contribution to his gait pattern, nor do I
think his gait pattern is the primary cause of
his annular tears.  

Dr. Ackerman noted on December 2, 2013 that the

claimant complained of “Pain in the right lower

extremity, especially about the right anterior

thigh....It is my medical opinion that the patient has

sufficient pathology to warrant continuation of

pharmacologic management.  It is furthermore my medical

opinion that the way he ambulates is stressing his facet

joints on the right side.  This is not arthritis as if

he had degenerative joint disease he would have

bilateral pain.  His pain is on the side of the injured

leg.  For this reason, I recommend right-sided facet

joint injection therapy as ordered with image needle

guidance.”  

Dr. Ackerman performed “Right-sided medial branch

nerve blocks using fluoroscopic needle tip guidance at

L3/4, L4/5, and L5/S1" on January 2, 2014.  The

diagnosis was “Spondylosis lumbar spine with a lumbar
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facet syndrome.”  Dr. Ackerman performed additional

nerve blocks on January 16, 2014, August 14, 2015, and

August 27, 2015.  The claimant testified that he

benefitted from these procedures performed by Dr.

Ackerman.  

A pre-hearing order was filed on June 24, 2016. 

The claimant contended, “Admitted compensable injuries

were sustained on April 17, 2017.  The claimant contends

that therapies have been recommended by his principal

treating physician, Dr. William Ackerman.  The

respondents have failed or refused to authorize same. 

The claimant reserves the right to pursue other benefits

to which he may become entitled in the future.”  The

pre-hearing order also included the contentions, “The

claimant wishes to pursue injection therapy as

recommended by Dr. Ackerman.  The claimant’s altered

gait has affected both his hip and back.”    

Respondent No. 1 contended that it “has paid all

appropriate medical benefits and that any treatment for

the claimant’s lumbar spine is not reasonably necessary,

as any injury to the lumbar spine is not compensable.”  

According to the pre-hearing order, the parties

agreed to litigate the following issues: “Additional
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medical treatment, Ark. Code Ann. §11-9-102 (causal

connection).  All other issues are reserved.”  

After a hearing, an administrative law judge filed

an opinion on October 13, 2016.  The administrative law

judge found that the claimant proved he was entitled to

“lumbar facet injections” recommended by Dr. Ackerman. 

The respondents appeal to the Full Commission.  

II.  ADJUDICATION

The employer shall promptly provide for an injured

employee such medical treatment as may be reasonably

necessary in connection with the injury received by the

employee.  Ark. Code Ann. §11-9-508(a)(Repl. 2012).  The

employee has the burden of proving by a preponderance of

the evidence that medical treatment is reasonably

necessary.  Stone v. Dollar General Stores, 91 Ark. App.

260, 209 S.W.3d 445 (2005).  Preponderance of the

evidence means the evidence having greater weight or

convincing force.  Metropolitan Nat’l Bank v. La Sher

Oil Co., 81 Ark. App. 269, 101 S.W.3d 252 (2003).  What

constitutes reasonably necessary medical treatment is a

question of fact for the Commission.  Wright Contracting

Co. v. Randall, 12 Ark. App. 358, 676 S.W.2d 750 (1984). 

An administrative law judge found in the present



O’CONNELL - F704081 18

matter, “2.  The claimant has proven a causal connection

between his hip injury, altered gait, and need for

lumbar facet injections by a preponderance of the

evidence based on Dr. Ackerman’s opinion.”  The Full

Commission reviews an administrative law judge’s

decision de novo, and it is the duty of the Full

Commission to conduct its own fact-finding independent

of that done by the administrative law judge.  Crawford

v. Pace Indus., 55 Ark. App. 60, 929 S.W.2d 727 (1996). 

The Full Commission makes its own findings in accordance

with the preponderance of the evidence.  Tyson Foods,

Inc. v. Watkins, 31 Ark. App. 230, 792 S.W.2d 348

(1990). 

In the present matter, the Full Commission finds

that the claimant proved the additional treatment

recommended by Dr. Ackerman was reasonably necessary in

connection with the compensable injury.  The parties

stipulated that the claimant sustained a compensable

injury to his right hip and groin on April 17, 2007. 

The claimant testified that he felt a “sharp pain” in

his hip during a training exercise.  An MRI of the

claimant’s hip in July 2007 showed a “Tear of the right

femoris muscle with tendon retraction.”  Dr. Rosenzweig
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noted in July 2007, “He has an antalgic gait with trunk

shift due to painful weightbearing.”  

Dr. Tucker reported in December 2007, “He does have

a labral tear and is symptomatic from this....So we are

going to go ahead and proceed with a diagnostic

arthroscopy in the hip with resection versus repair of

torn labrum.”  Dr. Tucker reported that surgery

effectively reduced the claimant’s pain symptoms.  Dr.

Tucker reported in September 2008 that the claimant had

reached maximum medical improvement for his compensable

injury.  Dr. Tucker assigned a 4% anatomical impairment

rating for his compensable injury, which rating the

respondents accepted.  Permanent impairment, which is

usually a medical condition, is any permanent functional

or anatomical loss remaining after the healing period

has been reached.  Ouachita Marine v. Morrison, 246 Ark.

882, 440 S.W.2d 216 (1969).  The parties stipulated that

the claimant reached the end of his healing period on

September 22, 2008.  Therefore, the Full Commission

finds that the claimant reached the end of his healing

period for the April 17, 2007 compensable injury no

later than September 22, 2008.  

Nevertheless, it is well-settled that a claimant
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may be entitled to ongoing medical treatment after the

healing period has ended, if the medical treatment is

geared toward management of the claimant’s injury. 

Patchell v. Wal-Mart Stores, Inc., 86 Ark. App. 230, 184

S.W.3d 31 (2004).  Dr. Sprinkle stated in October 2010

that the claimant should continue pain management with

Dr. Ackerman.  Dr. Ackerman opined in October 2010 that

“faulty ambulation” resulting from the compensable

injury had resulted in chronic back pain.  Dr.

Ackerman’s statement in this regard was consistent with

Dr. Rosenzweig’s earlier finding that the claimant had

“an antalgic gait with trunk shift due to painful

weightbearing.”  Dr. Ackerman reported in December 2013,

“It is furthermore my medical opinion that the way he

ambulates is stressing his facet joints on the right

side....For this reason, I recommend right-sided facet

joint injection therapy as ordered with image needle

guidance.”

Dr. Ackerman performed injections on January 2,

2014, January 16, 2014, August 14, 2015, and August 27,

2015.  As the Full Commission has noted, the claimant

testified that he benefitted from this treatment.  

If an injury is compensable, then every natural
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consequence of that injury is also compensable.  Hubley

v. Best Western Governor’s Inn, 52 Ark. App. 226, 916

S.W.2d 143 (1996).  The Full Commission finds in the

present matter that the injections recommended by Dr.

Ackerman resulted from a natural consequence of the

compensable injury, included documented altered gait. 

We therefore find that the current injection treatment

recommended by Dr. Ackerman and testified to by the

claimant was reasonably necessary in connection with the

compensable injury.  It is within the Commission’s

province to weigh all of the medical evidence and to

determine what is most credible.  Minnesota Mining &

Mfg. v. Baker, 337 Ark. 94, 989 S.W.2d 151 (1999). 

There are currently no medical opinions of record

contradicting Dr. Ackerman’s determination that

injection treatment is reasonably necessary in

connection with the compensable injury.  

Based on our de novo review of the entire record

currently before us, the Full Commission finds that the

claimant proved injection therapy recommended by Dr.

Ackerman was reasonably necessary in connection with the

compensable injury.  The administrative law judge’s

decision is affirmed.  For prevailing on appeal to the
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Full Commission, the claimant’s attorney is entitled to

a fee of five hundred dollars ($500), pursuant to Ark.

Code Ann. §11-9-715(b)(Repl. 2012).

IT IS SO ORDERED.      

SCOTTY DALE DOUTHIT, Chairman

PHILIP A. HOOD, Commissioner

CHRISTOPHER L. PALMER, Commissioner


