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STATEMENT OF THE CASE

A hearing was conducted in the above-styled claim to determine the claimant’s

entitlement to additional workers’ compensation benefits.

On November 30, 2004, a pre-hearing conference was conducted in this claim, from

which a Pre-hearing Order of the same date was filed.  The Pre-hearing Order reflects

stipulations entered by the parties, the issues to be addressed during the course of the hearing,

and the parties’ contentions relative to the issues.  The Pre-hearing Order is herein designated a

part of the record as Commission Exhibit #1.

The testimony of Shonna Davis, the claimant; Jeannie Weisenbach; Leigh Ann Schmidt;

and Sam Mnness; coupled with medical reports and other documents comprise the record in this

claim.  The parties submitted post hearing briefs, which are also included in the record.
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DISCUSSION

Ms. Shonna Lorena (Davis) Allen, the claimant, with a date of birth of May 24, 1977,

commenced her employment with respondent as a certified nursing assistant on October 14,

1996.  Claimant is a high school graduate who attended Black River Technical College where

she attended classes in CNA and EMT.  Claimant completed the CNA class.

The testimony of the claimant reflects that she took the test for EMT, however missed the

passing grade by six point, and never went back to take it again.  Claimant’s testimony further

reflects that she worked at Mid-South Mental Health for approximately one year, has taken

classes which qualifies her as a paraprofessional and enables her to work in that group.  Claimant

acknowledged that she does not have a license or a certification.

Since October 2004, claimant has been employed at Pocahontas Family Center.  In

describing her current job duties, claimant’s testimony reflects that she works as a Medicaid

worker which also includes an indigent program with medicines and outpatient scheduling. 

Claimant acknowledged that her job is basically an office-type position.  Prior to the afore

employment, claimant worked for approximately one year at Mid-South Mental Health.  

At the time injury which serves as the basis for the present claim, claimant was employed

at Eastern Ozark Regional Health as a CNA.  In describing her injury of October 31, 2001,

claimant’s testimony reflects:

I worked for Eastern Ozark Home Health, which is a home
health and they go in and take care of the elderly.  You do bathing, 
you do light housework, you pick their meds up, grocery shop.  I went
to this patient’s house that morning.  There was a washcloth stuck in the
garbage disposal, so, I proceeded to put my hand in there and take it
out. (T. 12).
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Claimant explained that she reached her left hand into the disposal to retrieve the washcloth.

Well, I couldn’t get it out, so I told the patient to bring me some
oil or something, which she was kind of slow and elderly, and she gave me,
but there was nothing - I couldn’t get it out, so, we had tried oil, and 
we had tried butter, and by that time, me pulling my arm, it had 
swelled to where it wasn’t coming out, you know, I had to do something.(T.13).

Claimant explained that at the time she was trying to get her hand out of the garbage disposal she

was doing everything she could to get it out.  Claimant testified that after approximately thirty

(30) minutes she called the office of respondent and was directed to call 9-1-1.  Thereafter

claimant called the sheriff’s office, who in turn dispatched fire department personnel.  Claimant

maintains that the sink portion in order to dislodge her hand.  Claimant estimates that her hand

was lodged in the disposal for one and a half (1 ½ ) hours.  Claimant acknowledged that the

garbage disposal was not in operation at any time that her hand was in it.

The testimony of the claimant reflects that after being released from the garbage disposal

she returned to the office of respondent.  Claimant noted in displaying her hand to her supervisor,

that while it was bruised and sore, it was not hurting.  Claimant further noted that at the time her

hand was straight and everything was normal, positional-wise.  Claimant’s testimony reflects:

The hand was swelled, but, like I said, it didn’t bother me.
I mean, it was, you know, I went ahead and worked the rest of the 
day. (T. 15).

Claimant is right-handed, and completed her work day performing her regular duties at other

client’s/patient’s homes.

Regarding the onset of symptoms which she attributed to the October 31, 2001, accident,

claimant’s testimony reflects:

I woke up at two o’clock the next morning, and my hand
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was swelled from where it was caught all the way down.

I put ice on it, trying to get the swelling down, and it wouldn’t
go down, and I had called my employer that morning.  She had told me
to wait and come by the office.  Well, apparently, she had called our
main boss, which is in Cherokee Village, and told her.  She had called
me at my house before I left and told me to go to the ER.  So, I went to
the ER.  They x-rayed it, put a brace on it, and I went from there.(T. 16).

The testimony of the claimant reflects that she was furnished a brace by the attending emergency

room physician, and wore it per direction, two (2) weeks.  Claimant testified that once she

remove and ceased wearing  the brace, her hand began drawing up.  Claimant explained that at

the time the left hand was partially drawing, however was not fully closed at the time.  Claimant

added that she could move and control the finger of her left hand.

Claimant’s testimony reflects that she notified supervisory personnel of her problems

with her left hand, and that physical therapy was arranged by same.  The testimony of the

claimant reflects that after two (2) weeks of physical therapy her hand continued to draw to the

point that it is presently.  In describing the physical therapy that was furnished in the treatment of

her left hand complaint, the testimony of the claimant reflects:

She did - it’s called - a type of whirlpool, where she would put
my hand down in a - like a - it’s hot water-type thing, and then she 
actually would try to move each digit, you know, manually move them.
The first session, well, maybe the first or second session, I can’t remember,
at the office, cause they would come down from Cherokee Village, it was
contracted bad to where when she pulled them out, I had passed out at the
office.  The physical therapist refused to do any more until I had saw a 
orthopedic surgeon of some type. (T. 19).

Claimant maintains that she passed out a total of two times during physical therapy as a result of

her fingers being pulled back.  On one occasion as her roommate was clipping her finger nails

she experienced an episode of severe sweating when her finger were pulled back.
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Claimant reported the incidents to her treating physicians.  Claimant also receive

treatment in St. Louis in the form of Botox injections in her left arm  under the care of Dr.

Goldfarb.  Claimant’s testimony reflects that for a period of two to three weeks following the

injections, the fingers of her left hand were straight, however she had no movement because her

hand was in a half-cap brace.  Claimant added that her fingers worked great.  Claimant noted that

within two weeks of the removal of the hand brace she again begin experiencing problems with

the last three (3) fingers of her left hand gradually drawing.  Claimant again underwent physical

therapy relative to the left hand..

After the treatment by Dr. Goldfarb, claimant was evaluated by a licensed counselor,

Patricia Goldey, at the Ash Flat Behavioral clinic.  Claimant was also seen by a physician in

Memphis, Tennessee, relative to her left hand, however surgery was not performed.

The testimony of the claimant reflects that she underwent a psychological evaluation in

Little Rock under the directions of Dr. Judy Johnson.  Claimant denies that during the time of the

evaluation she had any problems in her life, depression, or thought of suicide.  The testimony of

the claimant reflects that at the time she was continuing to work at Eastern Ozark.  Claimant

noted that she continued to work for respondent-employer until they closed due to Medicaid and

Medicare regulations.  Further, claimant noted that after her employment with respondent ceased

she worked for another home health agency that was with the Department of Health. 

Claimant’s testimony reflects respect to her ability to perform the job duties of a CNA

with home health subsequent to her injury:

There were things that I couldn’t do.  I couldn’t mop.  I couldn’t 
do no lifting, because there was, you know, always I had a brace on my 
hand.  There was no lifting, wringing out the mop I couldn’t do, I was 
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limited in that.  Lifting, I was limited in, you know, lifting. (T. 26).

Claimant’s employers accommodated her and she continued working.

The testimony of the claimant reflects that she was seen by Dr. Kelly in Ft. Smith, who

performed a procedure on her shoulder to address her symptoms in her left hand.  Regarding the

procedure, the claimant testified:

He did a shoulder block on me, and actually straightened
the three finger out with manipulation, I believe, and eventually
got them opened and he did cast it then.  I did wear the cast for two
weeks, maybe.  I went and took it off, and then I come back - went
back to him.  I was having muscle spasms in my arm and shoulder.
I did contact him on the date - meanwhile, I was having physical 
therapy in Jonesboro, with Cooper Rehab. (T. 27).

Claimant asserts that when she reported to Cooper Rehabilitation for physical therapy, she was

experiencing muscle spasms in her arm so severe that it hurt and she was unable to get

treatments.  The testimony of the claimant reflects that she had previously experienced spasms in

her hand when it was extended during physical therapy.  The afore occurred prior to the

procedure performed by Dr. Kelly.  

Claimant asserts that the most successful treatment that she has had to date relative to her

left hand complaints was the physical therapy received at Cooper Rehabilitation up to the point in

time she experienced the muscle spasms.  In describing the physical therapy, claimant testified:

He had put my hand in - actually it was paraphin that was 
chopped up in some type of heading thing.  He did that - he did the
ball relief - squeezing the ball, you know.  He would to extend the 
fingers, you know, and when I started having the muscle spasms, I
mean, there was no - the physical therapy was doing no good - I would
say, that it was not - the physical therapy that I was getting there. (T. 30).

Claimant noted that since the muscle spasms she has not had any type of physical therapy.  The
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testimony of the claimant reflects that she only received short-term relief with the Botox

treatment.

Claimant maintains that she telephoned Dr. Kelly to report her symptoms, and later

attended counseling at Better Life Counseling in Jonesboro.   Claimant asserts that Dr. Kelly did

not perform a nerve conduction study as he had previously indicated that he would.  Claimant

acknowledged that the nerve conduction studies conducted at the onset of her injury had resulted

in negative result, due to the fact that her hand was clinched at the time.  

Claimant’s testimony reflects that she was prescribed Amitriptyline, however experienced

an adverse reaction of sleepiness.  After relaying the afore to her physician claimant testified that

she was prescribed Paxil, however the same caused her to have chest pains.  Claimant’s medicine

was later changed to Zoloft.  Claimant noted that after taking a three (3) month supply she did

not realize any beneficial effect relative to her hand.  

Claimant also underwent hypnosis treatment session under the care of Dr. Jurkowski at

Cherokee Village hospital.  Claimant maintains that the session lasted for forty-five (45) minutes;

that she was not hypnotized; and she was not given a return appointment.

The testimony of the claimant reflects that other than the three (3) weeks that she was off

work following the Botox treatment and four (4) days following the procedure by Dr. Kelly, she

has not loss any further time from work relative to the October 31, 2001, injury.  Claimant

testified that she has not been unemployed, denied employment or unable to obtain employment

as a result of her hand injury.  

The claimant testified that she had not received treatment for “somatiform disorder with

conversion symptoms and histrionic personality disorder” prior to the October 31, 2001, injury to
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her left hand.  The testimony of the claimant reflects that in her opinion she does not believe that

she has a psychological disorder that is causing her current problem.  Claimant explained:

I never have in the past.   I mean, this is something that’s
happened that I’ve never had any psychological, you know, depression,
or suicidal, I’ve never had anything like that. (T. 33).

Claimant denied having such thoughts either before or after her October 31, 2001, accident.

In terms of the type of medical treatment she desires relative to her October 31, 2001,

compensable injury, claimant testified that she would like to be seen by an orthopedic specialist

for her left hand, and to have a psychiatric evaluation.  Claimant denies that she is irritable or

angry when she wakes in the morning, and notes that she is still able to continue working despite

the status of her hand.   Claimant denies that she uses illegal drugs or that she has ever been

addicted to prescription medication.

The testimony of the claimant reflects that she formerly lived with a roommate, Jeannie

Weisenbach, with three (3) children, however added that there was more that enough room in the

house.  Claimant denies that the children or living arrangements caused any stress or problems. 

During cross-examination, claimant acknowledged that she was seen by Dr. Michael

Moor, a Little Rock orthopedic surgeon and hand specialist, at the request of respondents. 

Pursuant to a referral of Dr. Moore, claimant was treated by Dr. Rutherford, a Little Rock

neurologist, for a period of time.  During the same time period, claimant was evaluated by Dr.

Judy White Johnson, a Little Rock psychologist.  Claimant acknowledge being administered

several tests by Dr. Johnson and discussing the results with her.  

Dr. Johnson diagnosed the claimant as having somatiform disorder with conversion

symptoms and histrionic personality disorder.  Claimant testified that the only counseling that she
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has undergone since being seen by Dr. Johnson was that provided by respondents through Better

Life Counseling Center in Jonesboro.  Claimant also noted the attempted effort as hypnosis. 

Claimant’s testimony reflects that she was seen by three other psychologists/psychiatrists after

Dr. Johnson.

Claimant acknowledge that early on following her October 31, 2001, injury, she saw an

orthopedic physician in Memphis who was unable to identify anything from a physical standpoint

that relative to her hand, which was also the conclusion of Dr. Moore and Dr. Rutherford. 

Claimant received the Botox treatment in St. Louis following her treatment by the afore

physicians.

Claimant acknowledged that she treated with Dr. Kelly in Ft. Smith for a lengthy period

of time.  Dr. Kelly administered the blocks in his treatment of claimant’s left hand complaint. 

Claimant was discharged from the care of Dr. Kelly in December 2003.  Further, claimant

acknowledged that Dr. Kelly concluded that there was nothing from a physical standpoint that he

could treat, and assessed her complaint as psychiatric or psychological in nature.

The testimony of the claimant reflects that all of the treatment that she has had to date

relative to her left hand complaint has been paid for by respondents.  Further, claimant concedes

that the clenching of her left hand has not changed since four weeks after the garbage disposal

incident of October 31, 2001.

Claimant’s testimony reflects that, as a junior in high school, she fell down some steps at

school and hit her head.  As a consequence of the afore, claimant received treatment at Arkansas

Children’s Hospital, and later at Baptist Hospital, for seizures.   Claimant noted that she was

never diagnosed with epilepsy and she does not suffer from seizures.
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Regarding her muscle spasms, the testimony of the claimant reflects that they begin on a

Thursday; that as a result of same, she was unable to participate in physical therapy at Cooper

Rehabilitation; that she contacted Dr. Kelly to relay her symptoms - muscle spasm- and was

directed to present in his office on Monday; that due to the four to five hour from her residence to

Ft. Smith, she was unable to make it to the appointment; that on Tuesdays Dr. Kelly is in surgery;

that it was Wednesday when she was actually seen by Dr. Kelly; and that before she was seen by

Dr. Kelly she was seen by a Dr. Guntharp who provided her with medication which had

enormously controlled her muscle spasm by the time she was seen by Dr. Kelly.  Claimant denies

that she was deliberately moving her shoulder during the December 10, 2003, visit to Dr. Kelly.

Claimant’s testimony reflects with respect to residual problems she experiences relative

to the clenching of her left hand:

Well, the sweating and everything - that’s the main thing 
about the hand.  I get sores when it sweats.  I will get sores in 
between here and, I mean, I can’t . . .

In between these two.

Yes.  I have none now, because I’ve been putting Vaseline
and stuff like that in it, but the cleanness of the hand, I mean, you
know, when I worked in home health, that was every time - I had to
wash my hand every time I entered a house and every time I left.  
That’s the main thing with the hand.  If it was straight, you know, I
wouldn’t have to worry about it - the being - sweating in the palm, 
and causing the sores. (T. 47-48).

Claimant acknowledged that she had seen the December 10, 2003, office note of Dr. Kelly which

assessed her complaint as “spontaneous left shoulder contractures” not muscle spasms.  Claimant

has not taken medication for her shoulder or left hand since December 2003.  Claimant has not

seen a physician relative to her left hand complaint since her final visit with Dr. Kelly of
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December 2003. 

Ms. Jeannie Louellen Weisenbach testified that she became acquainted with the claimant

while the two of them worked for respondents.  Ms. Weisenbach has been a LPN since 1994, and

discharged duties as such in the employment of respondents.  Ms. Weisenbach’s testimony

reflects that she worked for respondent-employer for three (3) years before it was closed. 

Ms. Weisenbach is currently employed as a case manager for Mid-South Mental Health. 

Ms. Wesinbach testimony reflects that in her current employment she maintains a case load of 37

clients with mental disorders; that she goes into their homes and help them to live independently

- to maintain stability.  Ms. Weisenbach testified that she received off-site training as a mental

health paraprofessional.  Further Ms. Weisenbach observed that she receives thirty-two hours

annually relative to mental health.   

Ms. Weisenbach and the claimant leased a house together for four years as roommates. 

During the afore period Ms. Weisenbach’s three children also resided at the resident.  Ms.

Weisenbach live with the claimant at the time of the claimant’s October 31, 2001, injury.  Ms.

Weisenbach denies that the claimant exhibited any problem, physically or otherwise, prior to the

October 31, 2001, accident.  

Ms. Weisenbach testified that when she saw the claimant’s left hand following the

October 31, 2001, accident it was swollen and a brace had been placed on it.  Ms. Weisenbach

added that there was bruising on the top of the left forearm as well.  Ms. Weisenbach’s testimony

reflects that the claimant’s left hand begin drawing about three weeks following the October 31,

2001, accident.  Ms. Weisenbach testified regarding her observation of the claimant’s handling of

her left hand complaints:
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Well, she was having a lot of pain.  She got to where she was
having spasms, and she got a sore in there, too.  We’d try to open it up
to doctor the sore, and we couldn’t get it open. (T. 54).

Ms. Weisenbach asserts that the claimant’s spasms started down in her left hand.  Ms.

Weisenbach testified that when she was assisting the claimant and trying to open the left hand,

claimant  “about passed out with pain”.  Ms. Weisenbach added that she would try to clip the

claimant’s finger nails because they were digging into the claimant’s skin.  Ms. Weisenbach

observed that the claimant did pass out one time.  Further, Ms. Weisenbach testified that the

spasms in the claimant’s left hand gradually worked up to her left shoulder.

Ms. Weisenbach testified that she was still roommates with the claimant at the time

claimant received the Botox treatment in St. Louis relative to her left hand complaints.  

Following the Botox treatment, Ms. Weisenbach testified that the claimant’s left hand was

straightened out, however approximately two months thereafter it started drawing back.

Ms. Weisenbach testified that at no point during the time that she lived with the claimant

did she observe the claimant acting irrational; that on occasions when she had to work late

claimant took care of her children, something that would not have occurred if she felt the

claimant was irrational.  Regarding the ages of her children, Ms. Weisenbach testified that her

daughter was twelve years old, her son was six years, and her youngest, who is now three years

old, was born on December 7, 2001, while they lived together.

Ms. Weisenbach testified that she did not seen the claimant slacking off any medical

treatment relative to her left hand complaint, but rather observed her go through a lot of pain

going to physical therapy.   Ms. Weisenbach testified that she did accompany the claimant on

some of claimant’s doctor visits, to include one to Dr. Rutherford in Little Rock.
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Mr. Sam Manness, Pocahontas Assistant Fire Chief, testified that he has worked for the

Pocahontas Fire Department for twenty-six years.  Assistant Fire Chief Manness’ testimony

reflects regarding his contact with the claimant on October 31, 2001:

Okay, what we did when we received the call - it’s kind
of an unusual - that’s why I remember it.  She had her hand in the
garbage disposal and we go to check to see what we have, which, in
our business, we never know what we’ve got until we get there, but
we could just visualize her hand cut all to pieces, but it wasn’t, and
we were fortunate.  We proceeded to check everything out, which, we
make sure the circuit breaker was throwed so as it would not come on,
and then we called the maintenance people and they come in and
disassembled the garbage disposal and, we got her hand out.  (T. 63).

Assistant Chief Manness testified that he observed the claimant’s hand once it came out of the

disposal, and that while it appeared cramped, it did not have any cuts on it.  Regarding whether

there was any swelling observed on the claimant’s left hand, Assistant Chief Manness testified:

Now, that would be debatable.  I’m not sure.  We had a chemical
that we poured in there - it’s a liquid soap-type thing, and then we were
trying to get her hand out with that, and then her hand could have been 
swollen.  I don’t know. (T. 64).

Assistant Chief Manness testimony reflects that when the disposal was disassembled the

claimant’s hand did not come out freely, but rather the fire chief took the claimant’s “fingers and

straightened them good”, at which time they slid out. (T. 64).  The testimony of Assistant Chief

Manness reflects:

We already had it lubricated and once we got - course she
was in a terrible bind, you know what I’m saying, with her hand
in the thing, and once we got her relieved from that, it came off
fairly easy. (T. 65).

Assistant Chief Manness testified that while he would not say that the claimant was disoriented,

she was scared. (T. 65).
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Ms. Leigh Ann Schmidt, a registered nurse of twelve years, testified that while employed

as a workers’ compensation case manger by Systemedic she had contact with the claimant.  Ms.

Schmidt’s testimony reflects that her job duties entailed she typically meeting  with the clients

and helping coordinate any of the medical care that they needed.  Another facet of her job duties,

Ms. Schmidt testified, included reading the medical reports of the treating physicians regarding

the results of examination, assessments, and recommendations.  Ms.  Schmidt also attended the

medical appointments clients.  

Respect to the claimant, Ms. Schmidt’s testimony reflects that she came in mid-stream on

her.   Ms. Schmidt did not attend the claimant scheduled visit with Dr. Kelly of September 22,

2003, however did read the report generated as a result of same.  Ms. Schmidt’s testimony

reflects that to the best of her knowledge Dr. Kelly did perform the procedures outlined in his

September 22, 2003, report relative to the claimant, to include performing a proper EMG/NCV

study.  When informed that the mentioned studies had not in fact been conducted, Ms. Schmidt

had no explanation for the failure to do so.  Further, Ms. Schmidt conceded that it would have

been proper to follow that up and make sure that the studies had been performed before the

claimant was discharged.

The medical in the record reflects that the claimant was seen by Dr. Brian G. Dickson, a

Jonesboro orthopedic surgeon, on November 29, 2001, relative to left hand complaints

attributable to the October 31, 2001, accident.  After noting a history of the October 31, 2001,

accident, and medical treatment relative to same, Dr. Dickson performed an examination of the

claimant.  The November 29, 2001, office note reflects, in pertinent part:

PE: On exam she holds her left hand long, ring and 
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small fingers flexed at the MP, PIP and DIP joint
with her skin on the flexor surface of these fingers
macerated a slight amount.

She has normal sensation in her ulnar, radial and median nerve
distributions of her hand.  She has no active extension of these
fingers.  With passive extension she complains of pain in the 
fingers themselves and in the extensor region of the forearm and
some flexor as well.  She has normal motor and sensory to the 
index and thumb.  There is a mild amount of soft tissue swelling
in her dorsal hand and a mild amount of tenderness in her more
proximal mid forearm area.  She cannot abduct her fingers.

Dr. Dickson assessed the claimant’s complaint as claw type deformity of the left hand.  The 

November 29, 2001, office note further reflects:

I wand to get and EMG/NCV of this hand and have her see a 
physical therapist and get started on actively and passively 
extending her fingers.  She needs to be in a splint when she
is not doing therapy to keep her fingers out extended or she will
have a fixed contracture.  This does not exactly fit a claw hand
type Intrinsic minus deformity.  We will see what the EMG says
and go from there. (CX. #2, p. 2).

In furtherance of the above, claimant was referred by Dr. Dickson to Dr. Terence P. Braden, DO,

for the electrodiagnostic studies.  The tests were conducted on December 5, 2001.  The report

concluded:

Technically suboptimal study.  Could not straighten out 3rd - 5th digits.
From flexion and duc difficult to record secondary to underlying
marked muscle contraction of interossei.

With slowing of median sensory across the forearm and absence of duc
may be evidence of demyelination of these sensory nerves.

Otherwise I can find no other injury based on current study. (CX. #2, p. 5).

Claimant was seen in followup by Dr. Dickson on December 13, 2002.  After noting the

results of the EMG/NCV studies of Dr. Braden and conducting an examination, the December
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13, 2001, report of Dr. Dickson concluded:

I have explained to the patient that her flexion of the fingers is a 
voluntary action and this can be overcome simply by working on
her own.  She simply does not need a splint but need to work on 
stretching the fingers out.  I have explained to her that if she cannot
get her fingers bact to full function within 48 hours, then a psychiatric
evaluation would be necessary.  She understands that she is to work
on her hand.  I would be happy to see her if she has further problems
but other than that, I believe that needs to work on an exercise 
program and be seen by psychiatry if she has continued problems. 
(CX. #2, p.7). 

Claimant was evaluated by Dr. Michael M. Moore, a Little Rock orthopedic surgeon and

hand specialist, pursuant to arrangement by respondents.  After examining the claimant, Dr.

Moore referred her to Dr. Reginald J. Rutherford, a Little Rock neurologist.  In his January 14,

2002, report, Dr. Moore recites the history of the claimant’s injury and treatment received

relative to same, to include that had under the care of Dr. Dickson and Dr. Bourland, a Memphis

orthopedic physician.  The January 14, 2002, report of Dr. Moore concludes:

It is my opinion Ms. Davis’ clinical history and physical examination
are consistent with a clenched fist syndrome.  Unfortunately, this is an
extremely difficult problem to treat.  Surgical treatment is not indicated.
It is my opinion Ms. Davis should undergo psychiatric evaluation.
Furthermore, I have recommended that she be evaluated by Dr. Reginald
Rutherford who is a neurologist specializing in pain management syndrome.
I would appreciate his opinion regarding Ms. Davis’ diagnosis and any 
treatment options he feels are indicated.  I would be happy to see Ms. 
Davis in the future if she feels my participation in her care is indicated.
(RX. #1, p. 4).

Pursuant to the recommendation of Dr. Moore, on January 14, 2002, claimant was

evaluated by Dr. Reginald Rutherford.  The report reflects that Dr. Rutherford concurred in the

assessment and recommendations of Dr. Moore regarding the claimant.  Accordingly, claimant

was referred to Dr. Judy White Johnson, a Little Rock psychologist, for a psychological
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evaluation. (RX. #1, p. 2).

On January 31, 2002, claimant underwent the psychological evaluation by Dr. Judy White

Johnson, a Little Rock psychologist, pursuant to the referral of Dr. Rutherford.  After relaying the

results of the various tests administered, the January 31, 2002, report of Dr. Johnson reflects, in

pertinent part:

The clinical profile reflects the type of functioning predicted by her
during the examination.  She does not report symptoms of anxiety or
depression.  She reports being happy most of the time.  She is prone
to episodic attacks of acute distress with somatic complaints that are
dramatic, medically atypical or even impossible.

Other may view her as verbally aggressive, opinionated, emotionally
labile, irritable and angry; however, this is in conflict with her self-
perception.  Although other may view her as egocentric and narcissistic,
she views herself as stable, in control, and without flaws and human 
frailties.  This type of personality style is prone to substance abuse and
family conflicts typically arise over dependency issues.

As noted above, the prognosis for psychological intervention is very poor
and her pattern is to seek medical attention to alleviate acute distress but
once a crisis passes or symptoms subside she fails to follow through with
treatment regimen until she encounters another situation.

The overall pattern of functioning is consistent with a Somatiform Disorder
with Conversion Symptoms and a Histrionic Personality Disorder. 
(CX. #2, p. 13).

Following the psychological evaluation, claimant returned the care and treatment of Dr.

Rutherford.  During the afore period, she was prescribed Paxil, and, later Amitriptyline.  A

March 29, 2002, clinic note of Dr. Rutherford, relative to the claimant concludes:

Ms. Davis was advised that I have no further treatment to recommend
in her case.  Clinical follow up with myself is left to a prn basis.  It
is not possible to specify if and when her clenched fist syndrome will
resolve.  This entity typically embodies a poor prognosis and it is 
definitely possible that her current clinical picture will prove long-
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standing. (CX. #2, p. 16).

On April 15, 2002, claimant was seen by Dr. Charles D. Varela.  After reciting a history

of her injury and medical treatment received relative to same, the April 15, 2002, clinic note

reflects the results of the examination of the claimant’s left hand, to include “slight decreased

swelling over the dorsum”.  Dr. Varela’s impression of the claimant’s complaint was that of

“probable conversion disorder”.  The clinic note concludes:

This condition has been described as psychoflexed hand in which
the ulnar three digits are severely flexion contractured often causing
maceration in the palm.  Unfortunately it is almost impossible to 
correct.  There is no anatomical or physiologic reason for contractures
as this appears to be primarily a subconscious disorder.  There have 
been some reports in the literature that some correction has been seen
with hypnosis or self-hypnosis.  This method emphasizes and enhances
the patient’s control over the disability rather than the patient questioning
its cause.  I recommend that the patient be seen by a psychiatrist who is
familiar with techniques of hypnosis.  However, in spite of everything
that may be tried, as stated above, this long term improvement may be 
hard to obtain.  I am referring the patient back to her primary care physician
and we will discuss the case more with him in person.  The patient is not
a candidate for any surgical intervention and this would be absolutely the
wrong thing to do.  In addition, I am not sure that continued normal physical
therapy in the patient’s current condition would be very helpful.  I did
however prescribe some Zoloft to see if this shows any improvement as
sometimes Zoloft is helpful in panic disorders which this has some similarity
to. (RX. #1, p. 7)

On June 4, 2002, claimant was evaluated by Dr. Thomas M. Zurkowski, a Batesville

psychiatrist.  A review of the office notes of Dr. Zurkowski reflects that he attempted the

hypnosis as suggested by Dr. Varela, however was unsuccessful.  In a June 12, 2002, notation,

Dr. Zurkowski relayed, relative to the claimant’s left hand complaint, “I don’t believe this is a

psychological etiology although it may be.” (CX. #2, p. 20).

Claimant was seen at Ash Flat Behavioral Health for evaluation and/or treatment by
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Patrecia M. Goldey, a licened counselor, on August 27, 2002.  In a September 5, 2002,

correspondence, Ms. Goldey noted that she found no sign of mental illness in the claimant.  The

September 5, 2002, correspondence concludes:

I am the 3rd Mental Health Professional to be contacted for an 
evaluation of her mental condition. It is my professional opinion
that Ms. Davis has no symptoms of mental illness as described in
the Diagnostic and Statistical Manual of Mental Disorder. (CX. #2, p. 21).

On October 4, 2002, claimant was evaluated by Dr. Thomas Joseph, a Pocahontas 

orthopedic physician, relative to her left hand complaint.  While under Dr. Joseph’s care and

treatment claimant underwent additional diagnostic studies, to include a MRI of her upper

extremity.  During a January 17, 2003, visit, Dr. Joseph noted of the claimant:

I think the option at the moment would be to exam her under anesthesia
to see if the finger can be straightened or if the contracture is a fixed
contracture.  If it is a fixed contracture, we may have to refer her to a
hand surgeon. (RX. #1, p. 10).

Thereafter, the claimant was evaluated by Dr. Charles Goldfarb, Assistant Professor at

Washington University Medical Center at St. Louis, Mo.  

    In his Mach 3, 2003, report, Dr. Goldfarb outlined the history of the claimant’s injury,

medical treatment received relative to same, the results of his evaluation, and recommendations. 

Dr. Goldfarb’s impression of the claimant’s complaint was that of psychogenic flexed posture of

the long, ring, and small fingers.  The March 3, 2003, evaluation report concludes:

This is not an uncommon presentation, but it remains a difficult
problem to treat.  Easily psychiatric or psychological intervention can
be helpful for the patient, but not always. [S]he has been dealing with
this for quite a long time.  Surgical intervention is less than optimal.
The only surgical intervention which can help is to perform a flexor
digitorum profundus to flexor digitorum superficialis transfer which
essentially lengthens the flexors of the fingers and makes it impossible
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for her to maintain in a flexed posture.  However, the negatives of the
procedure are this significantly weakens her grip.  She presents with a
classic case of the index finger and the thumb are free, which allows her
to use them.  I wold be happy to help, however, both the patient and
her caregiver think it is best, but I would hope that this clarifies her
diagnosis and perhaps psychiatric intervention may be more beneficial.
Nonetheless, I remain willing to help if I can be of anymore assistance.
(RX. #1, p. 13).

Following her evaluation with Dr. Goldfarb, claimant was next seen by him on April 18,

2003, when she returned for medical treatment, and elected to go forward with the surgical

procedure described during the initial evaluation.(RX. #1, p. 16).  The medical records reflects

that Dr. Goldfarb did not perform the surgical procedure on May 12, 2003, but rather four (4)

injections of Botulinum toxin each in the flexor digitorum superficialis and flexor digitorum

profundus muscles. (RX. #1, p. 17-19).  

When seen in followup on May 19, 2003, Dr. Goldfarb noted that the claimant’s fingers

were straight, and that each joint could be completely straightened out.  The May 19, 2003, note

concluded:

Doing well, wounds are without signs of infection and her fingers
are straight.  She is very pleased with her outcome.  She will go to 
occupational therapy for range of motion son she does not get stiff.
She has no active flexion of the flexor digitorum profundus or flexor
digitorum sublimis at this time.  She will return for followup examination
with me in approximately six weeks after some therapy.  Work wise,
work will be difficult given limitations with her hand. (RX. #1, p. 20).

By the time claimant was again seen by Dr. Goldfarb on June 13, 2003, he noted that within

weeks following the Botox injections of May 12, 2003, her fingers started “drawing back up”. 

The June 13, 2003, report reflects, in pertinent part:

On physical examination I am able to straighten her fingers to a proximal
interphalangeal  - 70 degrees and distal interphalangeal is completely 
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straight and metatarsophalangeal is completely straight but this causes
her discomfort.  She is indeed starting to macerate again.  She has
flexor digitorum superficialis and flexor digitorum profundus strength
throughout.

*                *                *

I am unable to explain why the patient would have two weeks of complete
relief of her ability go flex her fingers and then recurrence at this short 
interval.  I have given her two options.  I recommend that she see Brad
Racette in Neurology Disorders Clinic for potential reinjection.  I told her
it is unlikely that he would reinject her before three months.  The second
option will be profundus to superficialis transfer. (RX. #l, p. 21).

The medical in the record reflects that claimant underwent physical therapy, pursuant to

the directions of Dr. Goldfarb at Ozark Regional Health in Cherokee Village through June 20,

2003. (CX. #2. p. 22-27).  A June 20, 2003, Discharge Summary relative to the physical therapy

reflects:

pt never could accomplish full PROM & pt hand would shake 
uncontrolably when trying active ROM. . . (CX. #2, p. 28).

The evidence in the record reflects following the claimant’s June 19, 2003, visit to Dr.

Goldfarb an appointment was scheduled for her to be seen by Dr. James E. Kelly, a Ft. Smith

hand surgeon, after it was determined that Dr. Brad Racett, the physician recommended by Dr.

Goldfarb, did not accept Arkansas workers’ compensation clients.  Dr. Kelly was provided a

summary of the claimant’s medical history by the medical management entity at the time of

referral.  The September 22, 2003, correspondence of Ms. Leigh Ann Schmidt, the case manager,

clearly reflects that the medical treatment received by the claimant to date, relative to the October

31, 2001, injury had been had pursuant to the direction of physicians selected by respondents.

(RX. #1, p. 22-23).  
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In his September 22, 2003, correspondence to the medical case manager, Dr. Kelly, after

reciting the claimant’s history and reviewing the medical records relative to treatment received,

wrote:

The only question that I have after reviewing her chart, is that there
was not a very good EMG/NCV study being conducted as far as ulnar
nerve due to the fact that the fingers are clenched into the palm.  I
therefore am recommending two things.  The first is that we start with
having an axillar block completed on the left upper extremity and then
manipulate the third, fourth, and fifth MCP, PIP, and DIP joints.  At the
time after the manipulation, I will cast her with her MCPs and IP joints
in full extension.  I then will be able to, after the hand has relaxed some-
what, to proceed with a proper EMG/NCV study to rule out the possibility
of her having an ulnar nerve neuropathy at the wrist or distal forearm
which would be giving her a quasy ulnar clenched hand syndrome picture.
In all likelihood, however, this will not be the case and her ulnar nerve 
will be normal and that we will be left with again the diagnosis of left
clenched fist syndrome, and then I would want to proceed by releasing her
third finger only to see if then she can control the third finger, otherwise 
she will have a totally non-functional hand and if that is the case and she is
not able to use the third finger, I think there is little else to do other than
possibly FDP to FDS tendon lengthenings to reduce the tension she can 
generate onto the fingers and prevent her from being able to flex the third, 
fourth, and fifth fingers fully into the palm. (CX. #2, p. 29).

On October 7, 2003, claimant underwent the recommended procedure, axillar block on the left

upper extremity and manipulation of the fingers, at Sparks Regional Medical Center, under the

care of Dr. Kelly. (CX. #2, p. 30-33). Claimant was seen in followup by Dr. Kelly on October 20,

2003, and a treatment program outlined, to include counseling, range of motion therapy, use of a

resting splint to keep the fingers from clenching back down, and restrictions to one-hand work

duty. (CX. #2, p. 34).  Physical therapy pursuant to the recommendations of Dr. Kelly was had at

Cooper Rehabilitation Center in Jonesboro. (CX. #2, p. 35-42).

Claimant was seen in followup by Dr. Kelly on November 17, 2003.  The progress note
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relative to the visit reflects, in pertinent part:

. . . .  Under a lot of coaxing and firm instruction, she was able to
flex her fingers and extend the muscle.  She really has a functional
disorder and based on the clinical psychologist that saw her back 
in January 31st , 2002, she was diagnosed as an overall pattern of
function consistent with somatoform disorder with conversion symptoms
with a history of a personality disorder.  These people really do very
poorly at being able to overcome their psychological disorders.  She 
obviously is focusing on her hand as a means to gather attention and
I really don’t think that this girl is going to do very well in the long
term.  I instructed her with her father in place that she needs to be more
aggressive with the therapy and that ultimately if she gets her motion
back, it will be strictly up to her.  I will see her back therefore in about
six weeks time and I want to see her back when she has been assessed 
by her psychologist. (CX. #2, p. 43).

The records of Cooper Rehabilitation Center reflects that when claimant was seen during

a December 5, 2003, visit, she relayed a significant increase of spasms in her left shoulder, for

which she wished to seem a physician.  The December 5, 2003, therapy record reflects:

Prior to treatment, during fluidotherapy, and post-tx patients left
shoulder noted to have non-volitional muscle spasms.  Cht attempted
codman’s exercises which patient was unable to complete due to an
inability to control the arom.  No other ther. ex. performed due to 
spasms interfering with arom to left wrist/hand. (CX. #2, p. 48).

Claimant was seen by Dr. Kelly on December 10, 2003.  During the December 10, 2003,

visit, Dr. Kelly not only dismissed the claimant’s symptoms of left upper extremity spasms, he

dismissed any complaints as work-related, or the occurrence of work-related injury.  Claimant

was discharged from the care of Dr. Kelly at the conclusion of the December 10, 2003, visit.

(CX. #2, p. 49).

Claimant under went counseling sessions at Better Life Counseling Center in Jonesboro,

Arkansas, in accordance with the September 22, 2003, treatment recommendations of Dr. Kelly. 
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A December 17, 2003, report of Mr. Greg Brooks, MS, recite the nature and extent of the

claimant’s counseling sessions.  The report reflects, in pertinent part:

Based on my sessions with Ms. Davis I have made a diagnosis of
Adjustment Disorder Unspecified, Chronic, with identifiable stressors
being her continued physical complaints and the failure of treatment
for those complaints up to this point. (CX #2, p. 50).

Respondents refused to provide further medical treatment to the claimant subsequent to

the December 10, 2003, visit to Dr. Kelly.    Claimant has continued to discharge gainful

employment duties, however continued to difficulty with her left hand.  Claimant has furnished a

list of physicians who have indicated a willingness to provide medical treatment to her relative to

her work-related injury. (CX. #1).

After a thorough consideration of all of the evidence in this record, to include the

testimony of the witnesses, review of the medical reports and other documentary evidence, and

application of the appropriate statutory provisions and case law, I make the following:

FINDINGS

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

2. On October 31, 2001, the relationship of employee-employer-carrier existed

among the parties.

3. On October 31, 2001, the claimant earned wages sufficient to entitle her to weekly

compensation benefits of $165.00/$154.00, for temporary total/permanent partial disability. 

4. On October 31, 2001, the claimant sustained an injury arising out of and in the 

course of her employment.  

5. Pursuant to Ark. Code Ann. §11-9-514, and in accordance with Collins v. Lennox
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Industries, Inc.,77 Ark App. 303, 75 S.W.3d 204 (2002), claimant is entitled to a one time

change of treating physician, relative to her October 31, 2001, compensable injury.

6. The claimant has sustained her burden of proof by a preponderance of the 

evidence that further medical treatment is reasonably necessary relative to her October 31, 2001,

compensable injury, pursuant to Ark. Code Ann.§11-9-508.

7. The respondent shall pay all reasonable hospital and medical expenses, to include 

counseling, arising out of the injury of October 31, 2001.  

8. The respondents have controverted the claimant’s entitlement to a change of 

treating physician as well as the payment of all medical benefits subsequent to December 10,

2003.

CONCLUSIONS

In the instant claim, claimant was discharging employment duties within the course and

scope of her employment on October 31, 2001, when her left hand was lodged in a garbage

disposal and remained so for approximately one and one-half (1 ½ ) hours.  Claimant suffered

bruising and swelling to her left hand and forearm in the October 31, 2001, incident.  The

incident reported to appropriated supervisory personnel of respondents.  Within a two week

period following the October 31, 2001, accident, the third, fourth and fifth fingers of the

claimant’s left hand began drawing close.  Respondents paid for the cost of claimant’s medical

treatment through December 10, 2003.  

Claimant asserts entitlement to a change of treating physician and additional medical

treatment relative to her compensable injury.  Respondents dispute the compensability of the

claimant’s need for additional medical treatment.  The present claim is one governed by the
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provisions of Act 796 of 1993, in that the claimant asserts entitlement to additional medical

benefits as a result of an injury having been sustained subsequent to the effective date of the

afore provision.

Claimant was employed by respondents from 1996 until the facility closed, which was in

2003, as a CNA.  Claimant discharged her job duties without physical limitations or restrictions

prior to October 31, 2001.  There is not a dispute regarding the October 31, 2001, incident

involving the claimant getting her left hand lodged in a garbage disposal at the residence of a

client.  Further, there is not a disputed regarding the physical injuries suffered by the claimant to

her left hand in the incident.  The credible testimony of Assistant Fire Chief Manness reflects a

description of the claimant’s demeanor (scared), the efforts in getting the hand out of the

disposal, and observation of the left hand and forearm of the claimant once she was freed.

It is undisputed that each of the medical providers in the record to render treatment to the

claimant relative to complaints attributable to the October 31, 2001, accidental injury have been

by selected by respondents or as a results of referrals therefrom.  Respondents paid for the cost of

claimant’s medical treatment relative to the October 31, 2001, compensable injury through the

December 10, 2003, when the claimant was discharged from the care and treatment of Dr. James

E. Kelly, III, Ft. Smith plastic and reconstructive surgeon.

Respondents’ assertion that the claimant has been provided all appropriate benefits to

which she is entitled is not persuasive, nor their argument that additional treatment subsequent to

October 12, 2004, is not reasonably necessary or casually related to the compensable claim when

viewed in the context of a change of physician request pursuant to Ark. Code Ann. §11-9-514

(a)(ii).  In the instant claim, claimant suffered a compensable injury on October 31, 2001. 
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Claimant has not previously had a change of physician, sanctioned by the Arkansas Workers’

Compensation Commission, of her own selection relative to her compensable injury. 

A claimant’s right to a one-time change of treating physician relative to her compensable

injury, upon request/petition, is absolute with no discretion left to the Arkansas Workers’

Compensation Commission.  Collins v. Lennox Industries, Inc., 77 Ark. App. 303, 75 S.W.3d

204 (2002).  Claimant has identified several physicians who have indicated a willingness to

undertake evaluation and/or provide medical treatment relative to her compensable injury. 

Accordingly claimant is free to select a physician from the list and to initiate treatment under the

care of same as her authorized treating physician.  Respondents have controverted the claimant’s

entitlement to a one-time change of treating physician.

Respondents further deny the compensability of the claimant’s entitlement to additional

benefits relative to the October 31, 2001, accident.  Aside from the one-time change of treating

physician, which is addressed above, Ark. Code Ann. § 11-9-508, mandates that employers

provide such medical services as may be reasonably necessary in connection with the employee’s

injury.  In the instant claim, it is undisputed that the claimant suffered a compensable injury on

October 31, 2001, in the employment of respondents.

There is no showing that the claimant has suffered an independent intervening event

which would sever the liability or responsibility of respondent to provide medical benefits to the

claimant pursuant to Ark. Code Ann. § 11-9-508.   The evidence preponderates that the claimant

has been compliant with the instructions and directions of her medical providers.  Nonetheless,

claimant continues to experience difficulties with her left hand which warrants further medical

treatment.  It is clear that prior to her October 31, 2001, compensable injury claimant did not
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experience any restrictions or limitations relative to her left hand.

It is significant that subsequent to the claimant’s December 10, 2003, visit to Dr. Kelly,

respondents terminated sanctioned access to medical treatment for the claimant.  In his December

10, 2003, report regarding the claimant, Dr. Kelly made a number of assertions and allegations

toward the claimant, to include accusations regarding “secondary gains”.  At most, based on his

stationary Dr. Kelly is a plastic surgeon.  There is no evidence of his qualification regarding

either psychology or psychiatry.  Indeed, whether the claimant suffers a diagnosis of conversion

disorder is debatable based on the totality of the evidence in the record.  It is further noted at the

time of his September 22, 2003, review of the medical records of the claimant Dr. Kelly indicate

plans to obtain a EMG/NCV study of the claimant in the event of the failure of the proposed

block.  The afore was never had.    

Claimant has been continuous gainfully employed since 1996, to include that period

subsequent to her October 31, 2001, compensable injury.  The evidence in the record

preponderates that further medical treatment is reasonable and necessary relative to the claimant

October 31, 2001, compensable injury.  Respondents have controverted the claimant’s

entitlement to all additional workers’ compensation benefits subsequent to December 10, 2003.

AWARD

A one-time change of treating physician is herein ordered relative to the claimant’s

October 31, 2001, compensable injury suffered in the her employment with respondents,

pursuant to Ark. Code Ann. § 11-9-514, and in accordance with Collins v. Lennox Industries,

Inc., 77 Ark. App. 303, 75 S.W.3d 204.  Claimant shall select a physician from the names

provided on Claimant #2, and respondents shall be liable for the cost of the initial visit, and all
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reasonable, necessary and related treatment thereafter.

Respondents are further ordered and directed to pay all reasonable necessary hospital,

medical, nursing, and other apparatus expenses growing out of the claimant’s compensable injury

of October 31, 2001, to include medical related travel.

An attorney fee in the amount of $200.00, is herein awarded to the claimant’s attorney on

the change of treating physician award, to be paid by respondents pursuant to Ark. Code Ann. §

11-9-715 (c)(1).            

This award shall bear interest at the legal rate, pursuant to Ark. Code Ann. § 11-9-809,

until paid.

Matters not addressed herein are expressly reserved.

TI IS SO ORDERED.

__________________________________________
Andrew L. Blood, Administrative Law Judge 

  


