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Respondent represented by the HONORABLE LEE J. MULDROW, Attorney at Law, Little
Rock, Arkansas.

STATEMENT OF THE CASE

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

entitlement to workers’ compensation benefits.

On April 16, 2005, a pre-hearing conference was conducted in this claim, from which a

Pre-hearing Order 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 Glenda Person, Fredna Nichols, Tracy Lawson, Marvin Person and
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Moses Jerome Ellis, coupled with medical reports and other documents comprise the record in

this claim.  Medical reports of Harris Hospital and Clinic were received subsequent to the June 3,

2005, hearing in this claim, and are included as a part of the hearing transcript record as

Respondent Exhibit #1 as a package.

DISCUSSION

Glenda Person, the claimant, with a date of birth of June 17, l954, had been employed by

respondent for a period of approximately five (5) years at the time of the February 21, 2004,

claimed injury.  Claimant lives in Newport, Arkansas.  Respondent-employer is located in

Jonesboro, Arkansas. 

At the time of the accident which gives rise to this claim, claimant worked the 12:00 a.m

to 8:00 a.m. shift.  Claimant performed the duties of a Processing operator.  In describing her

assigned job duties and the accident on February 21, 2004, claimant’s testimony reflects:

I was running a product called Twist and I had to take the 
line down to clean the die out and I was washing the die.

I had washed the bottom of the die and then I wend around to
wipe the bottom side and when I went to go around to wash the bottom
side using the high pressure water hose, and when I went around to
wash the bottom side that’s when I fell.

When I fell I fell face down flat.  And my head hit the floor,
my shoulder - - my whole body hit the floor.  It’s a concrete floor.
And my head was bleeding. (T. 10-11).

Claimant explained the that the site where she was bleeding was an area under her right eye

brow.  

After the accident claimant was attended by a first responder, David Todd, relative to her

injuries.  Claimant testified that she was provided an ice pack and bandage for her eye. 



3

Claimant’s testimony reflects, with respect to the events following her accidental fall:

The first - - when I first fell the put me in the chair and
rolled me out of the path, out of the floor into the cafeteria, the 
break room.  And I set there with the ice pack on my eye waiting
on the safety manager to get there. (T. 12).

Claimant noted that the accident occurred at approximately 4:35 a.m.  The testimony of the

claimant reflects that she did talk to the safety manager.  Claimant left the premises of respondent

before the conclusion of her scheduled shift.

Claimant testified that her sister, who also lives in Newport, came and picked her up at

the Jonesboro plant of respondent due to condition following the accident.  Regarding the vehicle

ride from Jonesboro to Newport, claimant’s testimony reflects:

On my way home I was holding the ice pack over my head
and my eye started back bleeding.  And I was closer to Newport than
I was to Jonesboro so I took myself on and called back and spoke
with the supervisor that was working that night.  And I told him that
my eye started back bleeding and I was going to go to the emergency
room and get it taken care of.  And he told me that he would let Fredna
know. (T. 13).

Claimant did go to the emergency room of Harris Hospital and Clinic.  Claimant asserts that by

the time she arrived home her “whole body” was hurting.  Claimant maintains that her medical

treatment at the emergency room relative to her eye included bonding her eye back together with

glue.  Claimant’s accidental injury occurred on Friday night/Saturday morning.

The testimony of the claimant reflects that she was scheduled to work the weekend of her

injury.  Claimant was next scheduled to work commencing Sunday night and concluding at 8:00

a.m. Monday morning.  Claimant testified that due to residuals of her injury she was not

physically capable of working her next scheduled shift, noting that she was hurting all over, sore,
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and could barely move.  Claimant notified respondent that she would not be at work.

Claimant next reported to work on Monday/Tuesday.  Claimant noted that while she was

still hurting due to the accidental fall, she was placed on light duty, which was throwing away

bad product.  Claimant maintains that although she was assigned to light duty she continued to

have physical problems attributable to her injury.  Specifically, claimant’s testimony reflects that

she experienced complaints of pain in her head, shoulder, neck and right side.  Claimant testified

regarding the duration of her light duty job assignment:

I stayed on light duty probably the rest of that week.  I was
on light duty doing, throwing away products.  And then the next week
I went back to the floor and worked on my job with somebody, but
I had to stay on the floor. (T. 17).

Claimant was seen by respondent’s designated medical provider, Dr. Michael Lack,

following the February 21, 2004, emergency room visit.  Dr. Lack was responsible for the

claimant’s light duty job assignment.    Regarding her medical treatment under the care of Dr.

Lack, claimant testified that she was seen by him on four (4) occasions, during which time she

maintains no additional diagnostic studies were performed, nor was physical therapy or medicine

prescribed.  Claimant testified that she last discharged employment duties for respondent on

March 16, 2004.

Claimant’s testimony reflects that she was still having headaches and pain and that she

was hurting and in pain in the upper part of her body and on her right side through March 16,

2004.  Claimant testified that she ceased working on March 16, 2004, pursuant to the directions

of her attending physician, Dr. Diwaker Pulisetty, an orthopedic physician.  Claimant’s testimony

reflects that the physical problem which prevented her from continuing to discharge her assigned
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job duties as of March 16, 2004, was her shoulder complaint.  

Claimant was referred to Dr. Pulisetty by her family physician, Dr. Wade Falwell, for her

shoulder complaint.  Claimant’s testimony reflects that Dr. Pulisetty was not providing medical

treatment relative to her headaches or her neck complaint.

Regarding her prior health history before February 21, 2004, claimant testified that she

suffered a work related injury to her low back while shelving corn in her employment with

respondent from which she fully recovered.  Claimant denies that her low back was injured in the

February 21, 2004, accident.  

Claimant acknowledged complaining of a crick in her neck in 2002 for which she

received medical treatment.  Regarding the afore, claimant testified:

I went to the doctor - - I wen to the emergency room because
I couldn’t turn my neck.  I thought I had a crick in my neck.  And 
they did scans and everything was okay.  It had got well and I ain’t 
had no more problems. (T. 22).

Claimant was seen in follow up by a physician relative crick after the emergency room visit. 

Claimant estimates that the duration of the crick was two weeks, at the most.  Claimant denies

that the crick in her neck caused her any additional problems from the latter part of 2002 into

2003.

Claimant acknowledged that she had problems with her left shoulder prior to her

February 21, 2004, at work.  Claimant’s testimony reflects, regarding her left shoulder complaint:

It was, it felt like every time I tried to move it that
it was like it was somebody cutting it with a knife.  And it
was a real sharp pain and I couldn’t lift my arm up. (T. 23).

Claimant received medical treatment for her left shoulder prior to her February 21, 2004,
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accident.  Claimant testified regarding the impact of the February 21, 2004, fall on her shoulders:

After the fall my left shoulder continued to hurt.  It was
more so than my right.  And the pain was the same or worse and 
I went to therapy and it didn’t work. (T. 23).

Claimant’s testimony reflects that her shoulder and upper body complaints continued to bother

her the balance of 2004.  The testimony of the claimant also reflects that there was no period

following March 16, 2004, where she felt like she was physically able to return to work at

respondent.

Claimant testified that after she had the April 27, 2004, surgery on her left shoulder,

within a month or two afterward she begin to experience symptoms of numbness in her fingers

and swelling.  In July 2004, claimant underwent manipulation under anesthesia relative to her left

shoulder.  Claimant denies experiencing numbness and or tingling in her arm prior to the

February 21, 2004, accident.

In describing the condition of her neck following the February 21, 2004, accident,

claimant testified:

It would hurt and I couldn’t turn my head.  And when I did 
turn my head I would get pain that would go up the back of my head 
all the way around to the front of it. (T. 25).

Claimant testified that during 2004 she was suffering from severe headaches for which sought

medical treatment under the care of a neurologist, Dr. Ron South.  Claimant noted that Dr. South

prescribed medication for her headaches and recommended a MRI scan.  In describing the

character of her headaches following the February 21, 2004, accident, claimant noted that they

were severe, increased with movement of her head, and that if she sit and closed her eyes for 10

to 15 minutes it would ease up.  Claimant observed that over time her headaches did get better.
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Claimant’s testimony reflects that the problems with her neck and numbness her hand did

not improve following the procedures performed by Dr. Pulisetty relative to her shoulder.  As a

result of her continuing problems an MRI scan was order relative to her neck, and as a result of

same she was referred by Dr. Pulisetty to a neurosurgeon, Dr. Eric Akin.

Claimant testified that Dr. Akin obtained a history of her neck complaint and later

performed surgery.  Claimant noted that she improved following the surgery, and acknowledged

reaching maximum medical improvement as of March 11, 2005.   Clamant’s testimony reflects

that since March 2005, her neck hurts and the numbness has started to return.

Claimant acknowledged that at the time of her May 2005, deposition she denied having a

prior work-related injury or any prior problems of a type that sent her for medical care associated

with her neck or headaches.  Claimant concedes that the afore was not correct.  Claimant does

not dispute the medical records which reflect a February 15, 1996, entry of treatment for cluster

headaches of two weeks duration; January 1999, headaches of three to four months duration; and

October 14, 2002, bi-temporal headaches of two months duration.  

In November 2002, claimant was admitted to Harris Hospital and Clinic for complaints of

left sided neck pain.  The medical records also reflect that on April 16, 2001, claimant relayed to

her doctor having pain in her neck for two weeks, and feeling lightheaded and dizzy at times. 

The examination during the visit disclosed left posterior, left back of the neck was tense in the

musculature.

Regarding the February 21, 2004, accident, claimant acknowledged that she hit her eye

and the same resulted in a third of an inch laceration in the eyelid, below the brow and above the

eyeball.  Claimant was questioned whether the cut was the product of the safety glasses she was
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wearing at the time of the fall.  Claimant acknowledge that a Steri-strip was placed on the

laceration by Fredna Nichols at the facility following the accident.  Claimant denies declining

access to medical treatment following the accident.  Regarding the entry in the records of Harris

Hospital on February 21, 2004, reflecting that there was no bleeding in the eye, claimant testified

that she does not know if the eye had stopped bleeding by the time she was seen by emergency

medical personnel.  

Claimant acknowledged that the emergency physician examined her head and neck during

the February 21, 2004, Harris Hospital and Clinic visit.  Claimant was complaining of pain

across both shoulders .  The emergency room records reflect that a Steri-strip was on the

claimant’s right lateral brow and no bleeding.

Claimant received a telephone call at home was informed that she would have to be seen

by respondent’s designated medical provider, Dr. Michael Lack.  Claimant was seen by Dr. Lack

on Monday, February 23, 2004, and registered complaints of headaches, pain in both shoulders

and in her right eye area..  Claimant was seen in follow-up by Dr. Lack on two other occasions,

to include March 1, 2004, for complaints of headaches, right eye cut, and bilateral shoulder

problems.  Claimant’s neck was examined by Dr. Lack during the March 1, 2004, visit.  Due to

the claimant’s complaints regarding throbbing headaches she was referred by Dr. Lack to Dr.

Ron South, a neurologist.

Claimant acknowledged that at the time she came under the care of Dr. Pulisetty, the

orthopedic surgeon, she was taken off work and underwent surgery relative to her left shoulder

on April 27, 2004.  Claimant underwent the second procedure, manipulation under anesthesia,

relative to her left shoulder in July 2004.
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Claimant acknowledged that the November 22, 2004, entry in the medical records was the

first not that she was experiencing neck pain and accompanying pins and needle pain in her left

upper extremity.  At the time of the afore symptoms claimant was under the care of Dr. Eric

Akin, a neurosurgeon.  A MRI scan of claimant’s neck was performed on November 23, 2004. 

The testimony of the claimant reflects that Dr. Akin ordered another MRI on January 5, 2005. 

On January 11, 2005, claimant underwent cervical surgery under the care of Dr. Akin.

Claimant was off work from March 2004 until November 2004 pursuant to the directions

of Dr. Pulisetty relative to her left shoulder complaints and surgery.  In November 2004, claimant

was taken off by Dr. Akin while undergoing treatment relative to her neck.  Claimant

acknowledge that she informed Dr. Akin during her initial visit that her neck symptoms began

after the February 21, 2004, fall at work, and that her symptoms were “immediately subsequent”

to that event, and continued from that date forward.

Marvin Person, the claimant’s husband of approximately twenty years, testified that when

he first saw the claimant following the February 21, 2004, accident, she was stiff and complained

of shoulder and neck pain, headaches and the cut over her right eye, all of which she attributed to

the accident.  Mr. Person noted that the claimant’s symptoms continued over the following week. 

At the time claimant stopped working in March 2004, Mr. Person described her physical

condition:

She was complaining about how much pain she was in,
not being able to rest at night time, couldn’t get in a comfortable
position.  She was complaining about the pain and headaches in 
her upper body. (T. 41).

Mr. Person testified the following the claimant’s April 2004, left shoulder surgery and July 2004,
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manipulation, her condition did not improve greatly.  Mr. Person’s testimony reflects that

claimant continued to complain of pain in her shoulder, neck, and headaches.  Despite having

undergone several procedures, to include surgery on her left shoulder and neck, Mr. Person

testified that in his opinion claimant has not been able to go back to work for respondent since

she stopped working in March 2004.    Mr. Person’s testimony reflects with respect to the

claimant’s condition since her cervical surgery and follow-up visits:

Same.  She still has the pains you know in her arm and
can hold it up so high.  She doesn’t complain so much about the
headaches as much now in the past couple of months but the pain
as far as the neck and shoulder is still there. (T. 43).

Moses Jerome Ellis was a supervisor in the corn processing resource of respondent in

February 2004, which entailed supervising the claimant.  Mr. Ellis was not present at the time of

the claimant’s February 21, 2004, at work.  Mr. Ellis first had contact with the claimant

following the February 21, 2004, accident on Monday morning, February 23, 2004.  Mr. Ellis,

along with Fredna Nichols and Tracy Larson, conducted an investigation of the claimant’s

February 21, 2004, accident.  

Mr. Ellis testified regarding a March 9, 2004, conversation he had with the claimant:

I believe it was around March 9th, approximately 4:30 in the
afternoon, it’s kind of protocol for us to check on our team members.
Ms. Person and I had a conversation.  She talked about her blood 
pressure being high and some other conversation we had about her
having pains with her shoulder.(T. 47).

Mr. Ellis added that during the conversation claimant relayed that her shoulder complaints did 

not grow out of the February 21, 2004, accident.  Mr. Ellis testified regarding the nature of the

claimant’s modified duty, to which she was assigned following her return to work after the
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February 21, 2004, accident:

I believe she, if I recall, she couldn’t climb on high ladders
or climb up on things higher so because of that I put another team 
member with her to do the things she wouldn’t be able to do as part
of her job responsibilities. (T. 48).

Mr. Ellis’ testimony reflects that the modified duty of the claimant was of short duration and

before she left respondent she had been returned to full unrestricted duty.  While the testimony of

Mr. Ellis reflects that he became aware of the claimant’s complaints relative to her shoulder,

blood pressure, and headaches, claimant never mentioned having problems with her neck.

Mr. Ellis acknowledged that prior to the February 21, 2004, accident, he was not aware

that the claimant had shoulder problems.  Further, Mr. Ellis’ testimony reflects that claimant was

discharging her regular employment duties without restrictions prior to February 21, 2004.

Tracy Lawson, a registered nurse, was employed by respondent in February 2004, as the

medical administrator or nurse.  In the afore capacity, Ms. Lawson had dealing with the claimant

on Monday, February 23, 2004, following the February 21, 2004, accident.  Ms. Lawson attended

the February 23, 2004, visit of the claimant with Dr. Lack relative to the injuries that the claimant

suffered in the February 21, 2004, accident.  

At the time of the visit with Dr. Lack claimant complained of headaches, pain with her

right eye and both shoulders.  Ms. Lawson testified that Dr. Lack imposed restrictions on the

claimant’s employment activities due to the headache complaints, which confined her to ground

level work and no operation of machinery.  Ms. Lawson testified that she did not recall the

claimant relaying complaint relative to her neck during the initial visit with Dr. Lack.  

Ms. Lawson accompanied the claimant to her March 1, 2004, follow-up appointment with
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Dr. Lack. Ms. Lawson confirmed that Dr. Lack examined the claimant’s neck during the March

1, 2004, visit, and that the examination disclosed that her neck was supple with good range of

motion.  Ms. Lawson noted that the claimant continued to complain about headaches from the

very first visit.  Claimant was subsequent referred by Dr. Lack to a neurologist for her headaches:

Yes, sir.  At the second visit, I believe he made a followup
appointment for two weeks.  So, we went back at the two week visit
so this would have been our third visit with Dr. Lack and her complaint
at that time was the continued headaches.  And so he asked for a 
neurologist referral. (T. 57)      

Ms. Lawson noted that an appointment was made for the claimant to be seen by Dr. Ron 

South, the neurologist, pursuant to the recommendation of Dr. Lack.  Ms. Lawson attended the

claimant’s March 30, 2004, appointment with Dr. South.  Dr. South evaluated the claimant’s

headache complaints.  Ms. Lawson denied that the claimant registered complaints relative to her

neck during the visit to Dr. South.  Ms. Lawson acknowledged that during the time that he

treated the claimant following the February 21, 2004, accident, Dr. Lack did not order any type of

diagnostic tests.   

Ms. Fredna Nichols, safety manager for the Jonesboro facility of respondent, testified that

she first learned of the claimant’s February 21, 2004, accident at approximately 5:00 a.m. on the

morning of its occurrence.  Ms. Nichols was at home at the time, however arrived at the facility

before the claimant left.  At the time Ms. Nichols arrived the claimant was sitting in the cafeteria 

and had an ice pack over her eye.  Ms. Nichols made the determination as to whether the

claimant needed to go for medical care:

I determined the laceration had closed; was not bleeding, there
was no swelling and that it should be closed by Steri-strip which should
be fine until we could get to Dr. Lack within the next 48, 24 hours. (T63).
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Ms. Nichols applied two Steri-strips to the claimant’s laceration.  Ms. Nichols concluded that the

likely mechanism of the laceration was the claimant’s safety glasses.

The testimony of Ms. Nichols reflects that the duration of her contact with the claimant

on the morning of February 21, 2004, was approximately forty-five minutes.  Ms. Nichols

testified:

I asked her if any impact was made anywhere else on her head
and looked for any bruises or swelling or bump knots.  I asked if she
was dizzy, had headache other than the local pain from where the laceration
was.  I assessed that there was no bleeding from the nose, there was no
bleeding from the ears and that she was alert and had all her faculties.

She said no to the, any impact anywhere on the head or she didn’t
know, but there was no physical findings to support that there had been.
She said she was fine but she did express pain throughout the eye area.
And she did express that, I believe she was a little shook up, and that’s
not her words but certainly I would say shook up by the event.

I did.  To make sure that she was comfortable with the care that
I was giving her, I asked her if she wanted to seek any further medical 
treatment.  And she said no. (T. 65-66).

Ms. Nichols testified that she later learned that claimant’s sister had come to the plant and picked

her up.  Additionally, Ms. Nichols learned that the claimant did telephone respondent upon

arriving home.  

On Monday, February 23, 2004, Ms. Nichols learned that the claimant had been seen at

Harris Hospital and Clinic in Newport for complaints growing out of the February 21, 2004,

accident.  Ms. Nichols’ testimony reflect that the claimant never registered complaints regarding

her neck during her interaction with her on the morning of February 21, 2004, or at any time

prior to claimant’s March 16, 2004, departure from respondent. 

Ms. Nichols acknowledged that she had no role as a nurse or medical person for
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respondent, but rather as safety manager to prevent any injuries.  Further, Ms. Nichols

acknowledged that the claimant fell forward on her right side on the concrete surface in the

February 21, 2004, accident.  Ms. Nichols concedes that any complaints of neck pain or shoulder

pain later registered by the claimant would not have been made to her.

The medical in the record reflects that on November 14, 2002, claimant was admitted to

Harris Hospital for complains of neck pain which was of three days duration.  Cervical spine x-

rays obtained during the visit, while reflecting straightening of the cervical lordotic curve,

concluded with the impression of a “normal cervical spine”.  The claimant’s neck complaint was

diagnosed as acute cervical strain. (JX. #1, p. 38-45).  Claimant was seen by her primary care

physician, Dr. Wade Falwell, on November 18 & 19, 2002, in followup of the November 14,

2002, emergency room visit.  Claimant was also seen by Dr. Michael Lack, respondent’s

designated medical provider on November 20, 2002, relative to the neck pain which produced the

November 14, 2002, emergency room visit.  The medical records reflects that claimant was last

seen for complaints relative to her neck pain on December 2, 2002, by Dr. Falwell. (JX. #1, p.

54).

Claimant registered complaints of headaches to her primary care physician in April 2003. 

As a consequence of the afore, claimant underwent diagnostic studies to include MRI brain scan

on June 4, 2003, at Newport Hospital.  Claimant also relayed complaints of dizziness along with

her headaches. (JX. #1, p. 55-59).

Claimant sought and obtained medical treatment relative to her left shoulder under the

care of her primary care physician, Dr. Falwell, on January 22, 2004.  Claimant relayed a history

of the left shoulder pain for over a month, however denied that she had injured it.  The left
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shoulder complaint was diagnosed as degenerative joint disease by Dr. Wade following x-rays

and examination.  Claimant last received medical treatment relative to her left shoulder

complaint prior to the February 21, 2004, accident on February 3, 2004. (JX. #1, p. 68).

Following the February 21, 2004, work accident, claimant received medical treatment at

the emergency room of Harris Hospital and Clinic in Newport, at 7:24 a.m. with a chief

complaint of eye pain.  The emergency room report reflects that the claimant fell forward and cut

her right eye.  At the time of the ER visit, claimant relayed, in addition to her right eye injury,

“soreness all over since she fell forward on the wet floor” at work earlier that morning. 

Claimant’s complaints was diagnosed by the attending emergency room medical personnel as

“muscle aches (strain)” in addition to the right eye upper lid shallow cut. (JX. #1, p. 69)

Claimant first received medical treatment from respondent’s designated medical provider

relative to the February 21, 2004, accident on February 23, 2004.  The Patient Information sheet

completed by the claimant reflects, “head, right eye, shoulders” as the parts of her body injured in

the accident.  Further, in describing the mechanics of the accident, the February 23, 2004, patient

information sheet reflects, “washing out twist dye, slip on wet floor and fell cutting right eye and

hitting head and body on floor”. (JX. #1, p. 75).

The February 23, 2004, clinic note of Dr. Michael Lack, respondent’s designated medical

provider, reflects, regarding the history provide by the claimant:

Explanation of injury in patient’s own words:
Pt states that she slipped at work and her whole body hit the concrete
floor.  She is having pain in her head, R eye, and both shoulders.  She
is having head aches.  She has a dull ache in the R eye.  She states
that her eye was draining some this morning.  She states that she is having
some stiffness and soreness in her shoulders due to the fall. . . . (JX. #1, p. 77).
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Following his examination of the claimant during the February 23, 2004, visit, Dr. Lack assessed

her complaint as post traumatic headache, prescribed Darvocet-N, directed her to continue taking

the vioxx and tylenol and restricted her work activity to ground level and away from hazardous

equipment operation or driving.(JX. #1, p. 78-80).  Claimant was next scheduled to see Dr. Lack

on March 1, 2004.

Claimant was seen by her primary care physician, Dr. Falwell, on February 26, 2004, and

relayed a history of the February 21, 2004, accident.  Dr. Falwell assessed the claimant’s

complaints as strain right rib and shoulders, and left shoulder DJD. (JX. #1, p. 81-82)

Claimant was seen in follow-up by Dr. Lack on March 1, 2004, and again on March 15,

2004.  Claimant was released to return to her regular job duties by Dr. Lack during the March 15,

2004, visit.  Dr. Lack also referred to the claimant to a neurologist during the March 15, 2004,

visit to evaluate her headaches.(JX. #1, p. 83-88).

On March 12, 2004, prior to her March 15, 2004, visit with Dr. Lack, claimant was

evaluated by an orthopedic physician, Dr. Diwakar Pulisetty, pursuant to a referral of her primary

care physician, Dr. Falwell.  Claimant had previous been seen and treated by Dr. Pulisetty for

bunion surgery.   The March 12, 2004, report of Dr. Pulisetty, reflects, in pertinent part:

HPI: She resumed her work following bunion surgery.  But her shoulder
is hurting past few weeks significantly.  Onset was gradual, can not recall
specific injury, work demands use of both her hands all the time.  Her
overhead activity is restricted secondary to pain.  Sleep is occasionally
disturbed.  No paraesthesias in the upper extremity no neck pain.  She
was treated by her PCP with vioxx, had partial relief. (JX. #2).

Dr. Pulisetty ordered x-rays, physical therapy and medication for pain as a result of the 

claimant’s March 12, 2004, visit.
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The medical in the record reflects that claimant was next seen by a physician following

her March 15, 2004, visit to Dr. Lack, on March 16, 2004, and March 22, 2004, by Dr. Falwell. 

Claimant last discharged employment duties on March 16, 2004.  

On March 30, 2004, claimant was evaluated by Dr. Ron South, a Jonesboro neurologist,

pursuant to the referral of Dr. Lack, relative to her headaches.  The March 30, 2004, report of Dr.

South relative to the claimant reflects, in pertinent part:

The patient presents today for consultation at the request of Dr. Lack.
The patient is suffering from headaches.  The patient reports she first
developed headaches last month.  She denies any previous history of
headaches.  Glenda states at that time she fell face forward hitting the
right side of her face and body.  She has been previously diagnosed 
with simple headaches.  Ms. Person says that the headaches have worsened
over the last few weeks.  She has experienced increased severity.

*               *              *

Assessment

The patient has more than one problem.  The most likely diagnoses include
    headache (IHS 13), neuralgia.  I am concerned about the possibility that the

patient’s headache is a secondary headache rather than a primary headache.
I really doubt that there is a link between her fall & the headaches.  The 
patient was definite about striking her face.  I then discussed with her the 
possibility of occipital neuralgia but could not explain how her striking her
face could affect the occipital nerve.  Her friend then said, “You hit the back
of your head too didn’t you?  She can’t really remember what she hit when
she fell.  She just hit her head.”  This makes me a little suspicious of 
secondary gain.  Nonetheless, the patient attributes the headaches to the fall
so a MRI of the brain would be wise. (JX. #1, p. 93-96).

Claimant was seen in follow-up by Dr. Pulisetty on March 31, 2004, relative to her

shoulder complaint.  Further treatment was provided, to include an injection in the left shoulder. 

Claimant was released to one-handed work by Dr. Pulisetty, and directed to continue physical

therapy and rest.  A MRI was also ordered by Dr. Pulisetty. (JX. #1, p. 98).  
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A clinic note of April 16, 2004, of Dr. Pulisetty reflected that the claimant’s symptoms

had persisted, the MRI of the shoulder confirmed a partial tear in the supraspinatus, and DJD of

the AC joint. (JX. #1, p. 103).  On April 27, 2004, claimant underwent a left shoulder

arthroscopy, rotator cuff repair, and acromioplasty under the care of Dr. Pulisetty. (JX. #1, p.

104-106).  After several follow-up visits, on July 14, 2004, claimant underwent manipulation

under anesthesia of the left shoulder under the care of Dr. Pulisetty. (JX. #1, p.115)   

Claimant continued to received physical therapy relative to her left shoulder following the

procedures performed by Dr. Pulisetty.  A October 18, 2004, clinic note of Dr. Pulisetty relative

to the claimant reflects:

Glenda has improved significantly with the shoulder ROM, however,
she still has some discomfort and weakness in the upper extremity.
She has had several physical therapy sessions.  Even though there is 
improvement, I think she has reached a plateau in her ROM, etc., with
therapy.  However, the therapist and the patient feel that the therapy is 
helping her, each month improvising the situation; hence, I would like
to continue if otherwise is okay with the insurance company. (JX. #1, p. 121).

When seen again in follow-up by Dr. Pulisetty on November 22, 2004, the clinic note reflected, 

relative to the claimant:

Glenda has been experiencing more of neck pain with accompanying 
pins and needles in the left upper extremity.  At this point, her symptoms
are more from the possible cervical spondylosis.  Her shoulder itself is 
much improved and she is able to do work at home without any difficulty.
(JX. #1, p. 122).

Dr. Pulisetty recommended that the claimant have her cervical spine x-ray.  As a result of the

November 23, 2004, cervical spine x-rays, a MRI of the cervical spine was recommended by the

radiologist. (JX. #1, p. 123).  Dr. Pulisetty’s assessment of the claimant after reviewing the x-rays

was that she had “highly degenerative cervical spine disease”.  Claimant was referred by Dr.
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Pulisetty to Dr. Eric Akin, a neurosurgeon, for further evaluation in his December 20, 2004,

clinic note. (JX. #1, p. 124).

On December 30, 2004, claimant was evaluated by Dr. Eric Akin pursuant to the above

referral.  The December 30, 2004, report of Dr. Akin reflects, regarding the claimant:

HISTORY OF PRESENT ILLNESS:   This is a 50 year old female 
who states she fell at work in February 2004, and hit her head on the 
floor.  She has had neck pain radiating into the left shoulder, traveling
down the arm and into the hand.  She has sharp shooting pain like 
someone is using a hammer to her shoulder and pain races to the hand
as a dull pain with numbness and tingling. . . (JX. #1, p. 125).

Following his examination Dr. Akin’s diagnosis of the claimant’s complaint was suspected C6-7 

disc herniation.  A January 6, 2005, MRI of the claimant’s cervical spine performed at Baptist 

Health Medical Center - Little Rock, pursuant to the directions of Dr. Akin disclosed a left C4-5 

extruded disc fragment impinging on the left C5 nerve root.  (JX. #1, p. 127).

On January 5, 2005, Dr. Akin authored an off work slip directing the claimant to remain

off work until released after surgery.  On January 11, 2005, claimant underwent an anterior

cervical diskectomy and fusion at C4-5 under care of Dr. Akin.(JX. #1, p. 128-135).  A February

2, 2005, radiology report of Dr. Joseph Murphy relative to claimant’s cervical fusion pursuant to

a referral of Dr. Akin noted a “slight narrowing of the C5-6 disc space suggesting underlying

chronic disc degeneration”. (JX. #1, p. 136).

Claimant was seen by Dr. Akin on February 2, 2005.  The interval note relative to the

visit reflects, in pertinent part:

. .. . .  She says that she still has moderate neck pain.  The fourth and
fifth digits of the right hand go numb occasionally as well.   She is 
complaining of low back pain, which is new.  Over all, she says her
pain is improved since the preoperative period and she is not experiencing
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as much pain in the shoulders over all. (JX. #1, p. 137).

A March 1, 2005, chart note of Dr. Akin relative to the claimant noted that the same was in 

response to an inquiry from claimant’s attorney.  The chart note reflects, relative to the claimant:

. . . . the patient stated that specifically her symptoms began after
she fell at work on 2/21/04 on our initial visit, and that the problems
with her neck were immediately subsequent to this event.  I therefore
conclude that the injury at work was the major cause of the cervical 
disc herniation at C4-5.  At this time, she has a permanent impairment
of 9% as she continued to have neck pain and numbness in the right
hand. (JX. #1, p. 138).

In subsequent correspondence of March 24, 2005, Dr. Akin noted that the claimant reached 

maximum medical improvement ninety (90) days from the date of her surgery or as of March 11, 

2005.(JX. #1, p. 140).  

The last medical report evidencing a visit by the claimant to Dr. Akin reflects that same 

occurred on April 6, 2004.  The report reflects, in pertinent part:

The patient returns today for further evaluation of hr neck pain, status
post C4-5 ACF on January 11, 2005.  She continues to complain of some
neck pain, although she says that it has gotten better.  She also says that 
some of the numbness in her left hand has returned.  She complains of 
shoulder pain which has been chronic.  She had a rotator cuff surgery a
year ago.

I would like to start her on some physical therapy for the neck and
the left shoulder.  We will eventually need to get a Functional Capacity
Evaluation to determine her limitations at work. . .  (JX. #1, p. 141).

Claimant was seen by Dr. Pulisetty on March 4, 2005.  The clinic note relative to the visit, 

reflects in pertinent part:

She has had her neck surgery done recently.  She had some relief of
paresthesias.  Her shoulder is still hurting before it 10/10 and now it 
is 5/10 on visual analog scale.. . . . (JX. #1, p. 139).



21

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

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

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

FINDINGS

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

2. On February 21, 2004, the relationship of employee-employer existed between the

parties.

3. On February 21, 2004, the claimant earned wages sufficient to entitle her to 

weekly compensation benefits of $402.00/302.00, for temporary total/permanent partial

disability.     

4. On February 21, 2004, the claimant did not sustain an injury to her cervical spine

arising out of and in the course of her employment.

CONCLUSIONS

It is not disputed that the claimant suffered a fall on February 21, 2004, within the course

and scope of her employment which resulted in a laceration in the area of her right eye.  In

addition to the injury to her right eye area, claimant asserts that she suffered an injury to her

cervical spine in the February 21, 2004, accident which required medical treatment and rendered

her totally incapacitated from engaging in gainful employment for the period March 16, 2004,

through March 11, 2005.  Respondent denies that claimant sustained an injury to her cervical

spine in the February 21, 2004, accident.

The present claim is one governed by the provisions of Act 796 of 1993, in that claimant

asserts entitlement to workers’ compensation benefits as a result of an injury having been
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sustained subsequent to the effective date of the afore provision.  Claimant asserts a specific

incident injury to the neck in the February 21, 2004, fall at work while discharging employment

activities.

To prove a compensable injury as a result of a specific incident which is identifiable by

time and place of occurrence, claimant must establish by a preponderance of the evidence: an

injury arising out of and in the course of her employment; that the injury caused internal or

external harm to the body which required medical services or resulted in disability or death;

medical evidence supported by objective findings, as defined in Ark. Code Ann. § 11-9-102 (16),

establishing the injury; and that the injury was caused by a specific incident and identifiable by

time and place of occurrence.  Ark. Code Ann. § 11-9-102 (4) (A) (i).  Should the claimant fail to

establish by a preponderance of the evidence any of the requirements for establishing the

compensability of the claim, compensation must be denied.  Mikel v. Engineered Specialty

Plastics, 56 Ark. App. 126, 938 S.W.2d 876 (l997).

Claimant initially sought workers’ compensation benefits relative to her shoulder

complaints and headache in addition to the laceration to the area above her right eye in the

February 21, 2004, compensable accident.  The medical in the record reflects that claimant had

received active medical treatment relative to her left shoulder complaint prior to the February 21,

2004, accident.  Claimant had last been seen by her primary care physician on February 3, 2004.

The evidence further reflects that claimant had receive active medical treatment relative to her

headaches prior to the February 21, 2004, accident.  Indeed, on June 4, 2003, claimant underwent

a MRI scan of her brain at Newport Hospital and Clinic pursuant to the care of her primary care

physician in an effort to determine the basis for her headaches.  
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Nonetheless, following her February 21, 2004, accident, claimant received medical

treatment under the care of respondent’s designate medical provider for complaints of headaches

and shoulder pain.  Respondent authorized the referral of the claimant to neurologist for

assessment of the headaches which she was attributing to the February 21, 2004, accident.

Because claimant has received active medical treatment under the care of her primary

care physician for diagnosed degenerative joint disease in the left shoulder prior to the February

21, 2004, accident, she was subsequently referred by same to an orthopedic surgeon for further

evaluation.  Claimant ultimately underwent two (2) procedures relative to her left shoulder under

the care of the orthopedic surgeon.  Claimant was taken off work by her treating physician

relative to her left shoulder complaint on or about March 16, 2004.  Claimant does not assert that

the left shoulder complaint and medical treatment are products of the February 21, 2004, work

related fall.

Claimant received medical treatment relative to her neck prior to the February 21, 2004,

accident.  In November 2002, claimant was admitted to Harris Hospital and Clinic with a chief

complaint of neck pain.  Claimant underwent diagnostic studies.  Claimant last receive medical

treatment regarding her neck during a December 2, 2002, visit to her primary care physician. 

While the claimant suffered the compensable fall at work on February 21, 2004, no reference to

neck complaint in reflected in the medical until a November 22, 2004, visit to her orthopedic

physician.   

The evidence reflects that by the time of the November 22, 2004, entry in the records of

Dr. Pulisetty regarding claimant’s cervical complaints, claimant had undergone two procedures

relative to her left shoulder, as well as extensive physical therapy and had not discharged
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employment duties for respondent since March 16, 2004.  Claimant was referred to a

neurosurgeon, Dr. Eric D. Akin, by Dr. Pulisetty to address the cervical complaints.

While the objective finding relative to the claimant’s cervical spine which resulted in

surgery under the care of Dr. Akin are not disputed, the only nexus establishing same to the

February 21, 2004, accident in the employment of respondent in the history relayed by the

claimant to Dr. Akin.  The history as relayed by the claimant to Dr. Akin regarding the onset of

symptoms attributable to the herniated cervical disc lacks credibility.  Clearly, claimant had

experienced complaint relative to her neck prior to the February 21, 2004, accident.  The medical

in the record subsequent to the February 21, 2004, accident is devoid of complaints relative to the

claimant’s cervical spine prior to November 22, 2004.

There is no evidence in the record establishing the complaints relayed by the claimant

regarding her shoulder complaints as actually emanating from the cervical disc which was

subsequently diagnosed as herinated.  Even so, the medical reflects that the claimant’s

complaints regarding her left shoulder pre-dated the February 21, 2004, accident and remained

consistent subsequent to the accident.

The claimant has failed to sustain her burden of proof by a preponderance of the evidence

that she suffered an injury to her cervical spine arising out of and in the course of her

employment with respondent on February 21, 2004.  This claim is respectfully denied and

dismissed.

IT IS SO ORDERED.

________________________________________________
 Andrew L. Blood, Administrative Law Judge


