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Claimant represented by the HONORABLE KENNETH A. OLSEN, Attorney at Law, Little
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Respondents #1 represented by the HONORABLE R. SCOTT ZUERKER, Attorney at Law, Ft.
Smith, Arkansas.

Respondent #2 represented by the HONORABLE ROBERT RODDY, Attorney at Law, Littler
Rock, Arkansas.

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 May 5, 2009, a pre-haring conference was

conducted in this claim, from which a Pre-Order of May 7, 2009, 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 contentions of the parties regarding the afore.  The Pre-hearing Order is

herein designated a part of the record as Commission Exhibit #1.
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The testimony of Janice Seehaver, coupled with medial reports and other

documents comprise the record in this claim.

DISCUSSION

Janice Seehaver, the claimant, with a date of birth of December 10, 1952, is a 1970 high

school graduate with one semester of college at Black River Vo-Tech.  The claimant is 5'6" tall

and weights 175 pounds.  Claimant is a thirty (30) year smoker, however smokes less than one (1)

pack per day.  The claimant’s prior health history discloses back surgery in 1982, and later carpal

tunnel release surgery.  The claimant’s back surgery was the product of a work-related injury. 

Claimant testified that since her 1982 surgery she had been able to do normal functions at home

and work without any difficulty until the May 15, 2007 injury in the employment of respondent. 

The claimant commenced her employment with respondent as a cashier in November 2004.

The claimant has a long and varied employment history, which includes factory work and

work as a server in a Shoney’s Restaurant.  Claimant denies that she has ever been fired from a

job or been denied employment for health reasons.  

The claimant sustained an injury to her back on May 15, 2007, within the course and

scope of her employment with respondent, when while stocking a case of sodas on a top shelf she

experienced severe pain in her back.  Claimant reported the injury to appropriate supervisory

personnel of respondent on the date of its occurrence, and sought medical treatment the following

day.  Claimant initially thought that she had pulled a muscle, however the following day she was

unable to “straighten up”.  The claimant was seen by her family physician, Dr. Julie Dow, who

then referred her to Dr. Jeffrey Kornblum, a Jonesboro neurosurgeon.

The testimony of the claimant reflects that she underwent a conservative course of
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treatment under the care of Dr.Kornblum.  Claimant continued working throughout her treatment

under the care of Dr. Kornblum.  The testimony of the claimant reflects that when Dr. Kornblum

took an extended family medical leave he turned her medical care over to Dr. Kenneth Tonymon.  

 

 Following diagnostic studies, to include an MRI in October 2007, the claimant was seen

by Dr. Tonymon in November 2007.  The testimony of the claimant reflects that she postponed

the recommended surgery for a period because of her status as a single parent.  The claimant

continued to work during the time the surgery was pending.  On December 14, 2007, the claimant

underwent surgery under the care of Dr. Tonymon.  The testimony of the claimant reflects that

prior to the surgery she was developing radiating pain and numbness in her left leg and foot 

The testimony of the claimant reflects that she was in the hospital for one day following

the surgery.  Further, the claimant testified that after the surgery she received immediate relief

from the pain down her leg and the numbness.  Claimant testified regarding symptoms which were

not resolved by the surgery:

Well, before I had my surgery, you know, I could do everything;
but, for some reason, I still can’t bend over to pick up stuff, and when I do,
I have pains down both legs, now. 

That would be just the pain that  - I couldn’t bend or I can’t sit for a
long period of time. (T. 12).

Claimant maintains that while the leg pain resolved with the surgery the back pain had not. 

Claimant explained that prior to the surgery she would experience a sharp pain in her back, which

was not constant, if she moved in a certain position.  Following the surgery, claimant testified that

the back pain was worse.  Claimant followed up with Dr. Tonymon six (6) weeks after the
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surgery.  At the time of the follow-up visit, claimant testified:

I explained to him that I couldn’t bend over; that, when I would
bend over, it would hurt; and I still was having trouble walking.

Well, I couldn’t climb steps very well, and I couldn’t walk for a
very long period of time - just a short distance, you know, I could walk. (T. 13).

Claimant was off work for  a period of nine (9) months following the December 2007,

lumbar disc surgery.  The claimant testified that she underwent therapy during the nine (9) month

recovery period.  During follow-up visits, the testimony of the claimant reflects that Dr. Tonymon

recommended some additional treatment in the form of a lumbar discogram and CT and bone

density studies, as reflected in a February 14, 2008, office note.   The tests have not been

performed.

Claimant testified that her case worker recommended that she get a second opinion. 

Claimant explained that she did not have a problem with getting a second opinion, however she

was under the impression that once it had been accomplished she would be return to the care of

Dr. Tonymon.  The claimant’s testimony reflects that respondents referred her to Dr. Parsioon, in

Memphis, for the second opinion.

On March 31, 2008, the claimant was seen by Dr. Fereidoon Parsioon.  While Dr.

Parsioon disagreed with the tests recommended by Dr. Tonymon, the testimony of the claimant

reflects that he continued to see her and to act as her treating physician.  The claimant testified

that it was not her understanding when agreeing to the second opinion that Dr. Parsioon would

become her treating physician.  The testimony of the claimant reflects, with respect to her request

of the case manager, Monica, to return to Dr. Toneymon:

She said that they had turned me over to Dr. Parsioon, cause



5

he was the workman’s comp doctor. (T. 15).

Dr. Parisoon referred the claimant to Dr. Autrey Parker for the injections. The claimant

testified that she received three (3) injections under the care of Dr. Parker as a part of the pain

management program.  The claimant testified that she was five (5) to six (6) months post surgery

at the time she started seeing Dr. Parker and that she was still having a lot pain in her back and

going down her leg.  The testimony of the claimant reflects regarding the benefit gained from the

injections of Dr. Parker:

The first one seemed like it helped for, maybe, two (2) weeks,
and then the next one, it would help, like, maybe, a week, and then the 
pain would start to come back. (T. 16).

Claimant noted that with the relief from her symptoms bought on by the injection she was able to

increase her physical activities.  

The claimant did not return to Dr. Parker following the last injection, but instead returned

to Dr. Parsioon for an office visit on September 28, 2008.  Claimant maintains that the afore visit

was of three (3) to four (4) minutes duration, and did not involve a physical examination.    The

claimant was released by Dr. Parisoon to return to work without restrictions.  Claimant noted that

Dr.Parisoon assigned an impairment rating of 10% for the back at the time of the release.  The

claimant testified it was not her impression that she was to return to Dr. Parsioon for any further

treatment.  With respect to the status of her back injury at the time of her last visit with Dr.

Parsioon, claimant testified she was not any better, and that while the injections provided some

pain relief, there is still a problem.

Claimant testified that she has not had an MRI since January 2008.  Claimant disagrees

with Dr. Parsioon’s assessment that smoking and obesity are part of her continuing problems. 
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Claimant offered, regarding the afore:

I’m the same size I’ve been for the last twenty (20) years, and I
have smoked for probably thirty (30) years.  You know, I could do anything
that I wanted to do up until my injury. (T. 18).

The claimant’s 1982 back surgery by Dr. Shapiro was at the L5-S1 level, which is at a different

level than the most recent surgery.    

The claimant returned to work for respondent in October 2008, following her release by

Dr. Parsioon, and resumed her normal hours, though not her normal employment duties. 

Claimant’s testimony reflects, regarding the employment duties she performed upon her return to

work:

I could run the cash register, and I cooked.  Of course, the heavy
lifting, my manager, you know, told me not to do no lifting, you know,
cause, you know, afraid of re-injuring the back.  And I couldn’t climb 
ladders like, you know, like I was doing. (T. 20).

Claimant testified that after work two (2) or three (3) hours the pain would gradually worsen

during the day.

The claimant is not working due to a subsequent work-related injury.   On January 31,

2009, claimant fell over a mop bucket and broke her left arm.  The claimant received medical

treatment under the care of Dr. John Ball, a Jonesboro orthopedic surgeon, for the left arm injury. 

Claimant denies that the January 31, 2009, accidental fall caused any injury to any other parts of

her body.  With regards to her back problems, claimant’s testimony reflect:

Well, my back hurts worse, but I don’t know if it’s from 
that fall or it’s just, you know, from before. (RX.#2, p. 40).

At the time of her June 3, 2009, deposition the claimant had not sought treatment for her

back in connection with the January 31, 2009, fall.  Claimant explained her desire to undergo the
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diagnostic studies recommended by Dr. Tonymon:

Because I want to be able to do the things I was doing before 
my injury.

Well, I can’t bend over to pick things up out of the floor; if I 
walk very much distance, my back hurts; the pain in my leg, sometimes, 
it’s so unbearable that, you know, I have to go sit down or lay down; I
have trouble just walking up and down steps. (T. 22).

During cross-examination, the claimant acknowledged that she had not been seen by Dr.

Tonymon since he recommended the diagnostic studies of a discogram and a bone density study in

February 2008.  The testimony in the record reflects that the claimant was seen by Dr. Kornblum

on April 24, 2008, subsequent to her initial March 31, 2008, visit to Dr. Parsioon.  Claimant

acknowledged that she had a discussion with Dr. Kornblum regarding the treatment recommended

by Dr. Parsioon.  The claimant testified that she has not been seen by either Dr. Tonymon or Dr.

Kornblum since receiving the final injection under the care of Dr. Parker at the end of August

2008.

The claimant last saw Dr. Parsioon on September 28, 2008, at which time he released her

and assigned the 10% whole person impairment.  Claimant acknowledged she has not told either

Dr. Tonymon or Dr. Kornblum about the results of the injections by Dr. Parker.   Claimant

maintains that she relayed to Dr. Parker the limited relief she received from the injections. 

Claimant asserts that at the time of the August 21, 2008, visit to Dr. Parker she relayed that while

her symptoms were better, she still had pain.  Claimant acknowledged that she informed Dr.

Parker at the time of the August 29, 2008, visit that she had relief from her symptoms , however it

was only temporary.

The medical in the record reflects that the claimant was initially seen by Dr. Jeffrey
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Kornblum, a Jonesboro neurosurgeon, pursuant to a request of Dr. Julie Dow on August 21,

2007.  The August 22, 2007, consultation report of the afore visit reflects, in pertinent part:

DIAGNOSTIC IMAGING: She has had a CT of the lumbar spine, 
though it is not available for review.   It was performed at St. Bernards 
in June.  The report describes several levels of degenerative change, 
particularly facet arthropathy at L5-S1 and mild stenosis of L2 thru L5
with foraminal stenosis on the left exacerbated by a lateral disk protrusion.        

*       *       *

RECOMMENDATION: At this Junction, I have advised her to maintain
her exercises and have asked her to obtain her CT for my review.  On the
basis of the report, noting several levels of change and arthritic disease, I 
have advised MR imaging to get a better imaging with regard to the disks 
and nerve roots exiting the spine.   Additionally, I have reviewed with her 
the option of at this time undergoing an epidural injection. .   . .  She would
like to proceed and arrangements for a left L4 transforaminal epidural to be
formalized.  MR imaging of the lumbar spine and follow-up after the above.
(CX. #1, p. 2).

On September 7, 2007, and October 15, 2007, the claimant underwent the above procedure at the 

Surgical Hospital of Jonesboro by Dr. Kornblum. (CX. #1, p. 4-5; 7-8).  The medical in the

record reflects that the claimant under an MRI of the lumbar spine on October 17, 2007, which

disclosed:

1. Mild central stenosis at L2-3.  There is a large broad-based right
far lateral disc protrusion which may affect the L2 root.

2. Severe central canal stenosis at L3-4 secondary to combination 
of annular bulge/spurring, a superimposed moderate size central
disc extrusion, and facet arthritis.

3. Mild to moderate predominantly left-sided canal stenosis at L4-5
with moderate left foraminal stenosis.

4. Postoperative change at L5-S1 without a recurrent disc herniation
or significant epidural fibrosis.  There is moderate bilateral foraminal
stenosis.
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5. Cholelithiasis. (CX. #1, p.12).

A November 5, 2007, Neurosurgery Office Note of Dr. Kornblum regarding the claimant, 

reflects, in pertinent part:

Mrs. Seehaver was seen at the Surgical Hospital of Jonesboro on November
5th .  She was set up for a repeat block.  When I saw Mrs. Seehaver prior to
the block, reviewing her current status, she notes that she had called the office
wanting to proceed with surgical intervention.  There appears to have been 
some confusion and a block was organized.  She notably did not have a good
response to the last block and in reality did not want to proceed with another
block.  Surgical intervention had been previously discussed with her and for
her personal reasons and needs, she has been trying to continue care without
surgery.  She does note, however, that it has reached a point of discomfort
that the pain is interfering in her daily activities.  She now would like to 
proceed with surgery.  For personal scheduling, she would like to put this
off until after the holidays.  I have discussed with Mrs. Seehave that I 
personally will be taking some personal family time after the end of the
month for an extended period.  I have advised to transfer care to my colleague,
Dr. Ken Tonymon. .   .  (CX. #1, p. 16).

On December 14, 2007, the claimant underwent left L3 hemilaminotomy, left L4

hemilaminectomy, left L3-4 lateral recess decompression and discectomy at the Surgical Hospital

of Jonesboro under the care of Dr. Kenneth Tonymon. (CX. #1, p. 20-22).  When seen by Dr.

Tonymon postoperatively on January 25, 2008, claimant reported that the surgery had resolved

her preop left leg pain. (CX. #1, p. 23).

The claimant was again seen by Dr. Tonymon on February 14, 2008.  The office note

relative to the February 14, 2008, visit reflects, in pertinent part:

HIP
Ms. Seehaver states her low back pain persists, left lower extremity 
pain has improved postop.  She is post menopausal for one year.  She 
has had three c-sections.

Tests
Lumbar MRI on 1-30-08 at SHJ reviewed on CD .   .
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Assessment
1. Mulitlevel degenerative disc disease; worst at L5-S1 and L3-4.
2. Mild-moderate L2-3 canal stenosis and bilateral facet and 

ligamentum flavum hypertrophy, symptomatic.

Plan
1. Lumbar discogram and CT per Dr. Greaser (fast track)
2. PT to strengthen multifidus muscles
3. Bone density study- - NEABHM. (CX #1, p. 25).

On March 31, 2008, the claimant was seen at Phoenix Neurosurgery by Dr. Fereidoon 

Parsioon.   After reciting the history of the May 15, 2007, compensable injury and medical 

treatment in connection with same, to include the December 14, 2007, by Dr. Toneymon, the 

March 31, 2008, report reflects, in pertinent part:

However, she continued having back pain.  He back pain is constant, 
even at rest or lying down or sitting she has severe back pain.  She states
she cannot bend, sit, or walk for a long period of time.  Activity increase 
the pain.  When she stands for a long period of time she feels like the leg
wants to give way.  She has not fallen or had any new injuries since her
surgery.  She is not working at the present time.  After surgery she was 
treated with physical therapy, but it did not help her pain. 

*       *       *

IMPRESSION: 1. Back pain.
2. Status post left L3/L4 partial hemilaminectomy

and left L4/L5 partial hemilaminectomy.
3. Remote history of right L5/S1 discectomy.
4. Multilevel disc degeneration, facet arthropathy,

and degenerative joint processes in throughout
the lumbar spine.

PLAN:   I had a long discussion with this patient and Monica Frasier, her
caseworker.  Apparently Dr. Toneymon has recommended a discogram
and then using the artificial disc at L3/L4 and L5/S1 levels.  I told
her that I disagree with approach.  This lady’s problem is multilevel
facet problems and multilevel degenerative joint disease from basically
the top of the lumbar spine to the bottom to the L5/S1 region.  The L5/S1
level is not even a level where the work injury occurred.



11

This lady’s problem with back pain is a combination of multilevel 
degenerative joint disease and facet arthropathy.  She is also a heavy 
smoker and is overweight.  Continuation of these with having a recent
two-level surgery is the cause of her back pain.  I believe that her back
pain with further time, weight loss, and quitting smoking will subside.
She needs to have more physical therapy and I believe that she may benefit
from facet blocks and a lumbar epidural block and we are going to schedule
her for this if Workers’ Compensation approves this.

She is also taking Valium and I told her to discontinue this.  I gave her 
prescriptions for Lortab, Flexeril, Elavil, and Neurontin.  Side effects of
medications were discussed in detail with the patient.  I am going to schedule
her for four weeks of physical therapy, three times a week.  I kept her off 
work till she comes back to see me.

She asked a few times if this back pain is related to preexisting conditions
of arthritis of the spine why did she not have pain before she got injured
and how come she was doing everything she desired at that time?  I explained
to her that things such as smoking and being obese have a cumulative 
affect over time and they start showing their effects.  She has also had 
two back surgeries and that also causes muscular back pain for her and she
needs to build up her strength in her back muscles again to hopefully get
over this back pain.

Dr. Tonymon has done an excellent job on her and her radiculopathy is
completely gone away.  Her paresthesias have also gone away.

*       *       *

TEST-SERVICES-PROCEDURES ORDERED: 1.  Physical therapy X 4
 weeks, 3X a week.
2.  Facet blocks and 
lumbar epidural block if
Workers’ Compensation
approves. 

RETURN VISIT:    After her physical therapy is complete.  
(RX #1, p. 1-4).

The claimant was seen by Dr. Kornblum on April 24, 2008.  The report relative to the

afore visit reflects, in pertinent:
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HPI
Mrs. Seehaver is seen in re-evaluation on April 24th.  Her case manager
is here, and I have also spoken with her case manager.  She notably 
underwent a decompression and diskectomy in December by Dr. Ken 
Tonymon.  There is radiating leg pain and sensory symptoms are noted
to have resolved.  She has continued to have complaints of low back
pain, difficulty bending and standing erect.  She has not returned to
work because of these problems.  She, in follow-up with Dr. Tonymon,
had been ordered further diagnostic intervention.  Those studies as well
as her follow-up with Dr. Tonymon were cancelled by her comp carrier.
She was then sent to Dr. Parsioon in Memphis for an independent 
evaluation who recommended therapy as well as blocks to be trialed. 
She is notably in therapy, though has not been to the pain clinic for any
blocks.  At this time she is noting solely the complaint of back pain, no
complaints of radicular pain or paresthesia.  
She notes that currently she is taking some Motrin and Valium left from 
Dr. Tonymon’s prescription.  She is out of hydrocodone.  She was 
prescribed some Neurotin, though has not taken that medication for
fear of side effects.
Physical Exam
On examination when standing she leans forward approximately 5 degrees.
Similarly, when she is ambulating she has a slight lean.  There is no antalgia.
Straight leg raising did not produce leg pain.  She was tender to palpation
around the incisional area on her low back.  There is no erythema or swelling.
Motor examination was 5/5, though she had difficulty with pain while 
testing her left leg I did not perceive any focal weakness.   There are no new
diagnostic studies since her last appointment with Dr. Tonymon, her postop
MR study showing adequate decompression.
Assement
Mrs. Seehaver has an ongoing complaint fo back pain that limits her 
activity.  The evaluation of this problem continues to be hindered by her
comp carrier.
Plan
I have recommended to her at this time to trial the pain clinic for some 
therapeutic blocks to see if that gives some benefit.  If not, she should 
again pursue, in my opinion, the evaluation recommended by Dr. Tonymon
and undergo the discography and bone density testing.  I have reviewed
this with her comp case manager as well I have advised following
the above that she return to Dr. Tonymon for re-evaluation.  (CX. #1,p. 26).

The claimant underwent injections at the Parker Pain & Rehab Center under the care of 

Dr. Autrey Parker, pursuant to the referral of Dr. Parsioon.  The claimant was initially seen by Dr.
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Parker on June 5, 2008, and following review of prior diagnostic studies and physical examination

was assessed with postlaminectomy syndrome in the lumbar region and lumbosacral spondylosis

with myelopathy. Dr. Parker recommended a facet joint injection, facet joint rhizolysis at the

lumbar level. (CX. #1, p. 29-30).  The claimant underwent diagnostic lumbar facet blocks at L3-4,

L4-5, and L5-S1, bilateral on July 16, 2008, by Dr. Parker. (CX. #1, p. 31).

The claimant was seen by Dr. Parker on July 25, 2008, at which time she reported

experiencing no relief of symptoms from the last treatment.  During the July 25, 2008, visit the

claimant underwent a fluoroscopically guided lumbar epidural steroid injection at L3-4. (CX. #1,

p. 32).  The claimant was seen in followup by Dr. Parker on August 7, 2008, at which time she

reported experiencing relief of symptoms from the last treatment initially, however a later return

of the symptoms.  The August 7, 2008, office note of Dr. Parker reflects plans to repeat the

claimant’s lumbar epidural steroid injection once approval was received. (CX #1, p. 33).

The claimant was seen by Dr. Parker on August 21, 2008.  The report reflects that the

claimant received a 20% improvement of the condition and experiencing relief of symptoms from

the last treatment.  During the August 21, 2008, visit the claimant underwent a fluoroscopically

guided lumbar epidual steroid injection at L3-4. (CX. #1, p. 34).  The claimant was again seen by

Dr. Parker on August 29, 2008.  The report reflects a 50% improvement and experiencing relief

of symptoms from the last treatment.  During the August 29, 2008, visit the claimant underwent a

fluoroscopically guided lumbar epidural steroid injection at L3-4. (CX. #1,p. 35).

The record reflects the presence of a September 28, 2008, Worker’s Compensation

Impairment Rating relative to the claimant which was authored by Dr. Parsioon.  The report

reflects that the claimant was able to return to work on August 28, 2008.  The report also reflect
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the August 28, 2008, date at the claimant’s maximum medical improvement date, and assessed the

claimant’s impairment at 10% to the whole person base on the 4th edition on the AMA Guides.

(RX. #1, p. 5).

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

testimony of the witness, review of the medical records and other documentary evidence,

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

FINDINGS

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

2. On May 17, 2007, the employment relationship existed among the parties when 

the claimant sustained a compensable injury to her back while earning wages sufficient to entitle

her to weekly compensation benefits at the rate of $223.00/$167.00, for temporary

total/permanent partial disability.

3. The evidence preponderated that the treatment/diagnostic recommendations of Dr.

Kenneth Tonymon and Dr. Jeffrey Kornblum are reasonably necessary in connection with the

treatment of the claimant’s May 17, 2007, compensable back injury.

4. The respondents shall pay all reasonable hospital and medical expenses arising out

of the injury of May 17, 2007.

5. The respondents have controverted the claimant’s entitlement to diagnostic 

studies recommended by Dr. Tonymon and Dr. Kornblum.

CONCLUSIONS

There is not a dispute that the claimant sustained a compensable back injury on May 17,

2007, which required medical treatment, to include surgery, resulted in a period of temporary
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total disability, and a 10% whole person impairment rating.  Claimant asserts that she remains

symptomatic as a result of the compensable injury and entitle to medical treatment, to include the

diagnostic recommendations of a lumbar discogram and CT and bone density study.  Respondents

take the position that all appropriate benefits have been paid and that additional treatment is

unrelated to the compensable injury.

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

claimant asserts entitlement to additional workers’ compensation benefits as a result of an injury

having been sustained subsequent to the effective date of the afore provision.

Reasonably Necessary Medical Treatment

Ark. Code Ann. §11-9-508 (a) (Repl. 2002), mandates that the employer provide such

medical services as may be reasonably necessary in connection with an employee’s injury.  Cox v.

Klipsch & Associates, 71 Ark. App. 433, 30 S.W.3d 764 (2000).  Whether a medical procedure

or device is reasonable and necessary medical treatment is a question of fact to be decided by the

Commission. Id.

In the instant claim, the compensability of the claimant’s May 17, 2007, back injury is not

disputed.  The evidence discloses that the claimant timely reported her injury to appropriate

supervisory personnel of respondents and that she was afforded access to medical treatment by

same.  

Following initial treatment for the May 17, 2007, compensable injury under the care of Dr.

Julie Dow, the claimant was ultimately referred by same to Dr. Jeffrey Kornblum, a Jonesboro

neurosurgeon.  The evidence reflects that after undergoing a conservative course of treatment - 

which included medication, physical therapy, and two (2) epidural steroid injections - without
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sustained relief of symptoms the claimant elected to pursue surgical treatment.

On December 14, 2007, the claimant underwent a left L3 hemilaminotomy, left L4

hemilaminectomy, left L3-4 lateral recess decompression and discectomy under the care of Dr.

Kenneth Tonymon, a Jonesboro neurosurgeon, to whom she was referred by Dr. Kornblum.  The

evidence discloses that the claimant realized relief of her left leg pain symptom following the

surgery.  The claimant’s low back pain persisted following the surgery.  During her second

postoperative follow-up visit with Dr. Tonymon, additional treatment measures were

recommended, to include a lumbar discogram and CT and a bone density study.  The medical

records reflect that the recommended Lumbar discogram and CT was per Dr. Greaser, a

Jonesboro pain management specialist.  Dr. Tonymon scheduled the diagnostic procedure for the

claimant, however respondent later canceled them.

The claimant agreed to obtain a “second opinion” before proceeding with the diagnostic

studies recommended by Dr. Tonymon.   The credible testimony of the claimant reflects that she

was under the impression that once the second opinion had been obtained she would be returned

to the care of her treating physicians, Dr. Tonymon and Dr. Kornblum.  

On March 31, 2008, the claimant was evaluated by Dr. Fereidoom Parsioon, a Memphis

neurosurgeon, pursuant to the directions of respondents.  Dr. Parsioon disagreed with the

diagnostic studies recommended by Dr. Tonymon, and recommended an alternate treatment plan

which included facet blocks and lumbar epidural block as well as physical therapy.  The evidence

preponderates that pursuant to the directions of respondents, Dr. Parsioon assumed and directed

the medical  treatment of the claimant relative to the May 17, 2007, compensable injury.  

Nevertheless, the evidence dose reflect that the claimant was seen by Dr. Kornblum on
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April 24, 2008, who after noting the claimant’s continuing complaints and the hindrance by

respondent in the evaluation of the claimant’s problems, recommended following through with the

recommendations of Dr. Parsioon to see if any benefits would be realized.  Dr. Kornblum clearly

recommended that the claimant pursue the plan recommended by Dr. Tonymon in the event the

claimant did not benefit from the program recommended by Dr. Parsioon.  

While the claimant pursued the treatment program as recommended by Dr. Parsioon, to

include injections by Dr. Autrey Parker, physical therapy, and medication, her symptoms have not

completely abated.  Dr. Parsioon opined that the claimant reached maximum medical

improvement as of August 28, 2008, with a 10% permanent physical impairment as a result of the

May 17, 2007, compensable injury.  

The evidence in the record reflects that the claimant remains symptomatic.  Dr. Tonymon

performed the claimant’s December 14, 2007, lumbar surgery and saw the claimant in two (2)

postoperative follow-up visits.  The evidence discloses that Dr. Tonymon had access not only to

the claimant, but to all of her prior pertinent medical records during the time she was under her

care and treatment.  Further, after having performed the December 14, 2007, surgery and

monitoring her progress, the evidence preponderated that Dr. Tonymon was in the better position

to evaluate the claimant’s continuing symptoms and recommend appropriate diagnostic studies

geared to ascertain the basis for the symptoms.  Dr. Kornblum, who referred the claimant to Dr.

Tonymon, concurred in the recommendations of Dr. Tonymon.  The evidence preponderated that

the diagnostic studies recommended by Dr. Tonymon are reasonably necessary in connection with

the treatment of the claimant’s compensable injury of May 17, 2007.  Respondents have

controverted the claimant’s entitlement to the diagnostic studies recommended by Dr. Tonymon.
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AWARD

Respondents are herein order and directed to pay all reasonably necessary medical 

treatment in connection with the treatment of the claimant’s May 17, 2007, compensable injury,

to include the lumbar discogram and CT and bone density study, as recommended by Dr. Kenneth

Tonymon.

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

until paid.

IT IS SO ORDERED.

________________________________________________
Andrew L. Blood, ADMINISTRATIVE LAW JUDGE    

 


