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Claimant represented by EDDIE H. WALKER, JR., Attorney, Fort Smith,
Arkansas.

Respondents represented by RANDY MURPHY, Attorney, Little Rock,
Arkansas.

STATEMENT OF THE CASE

On June 30, 2011, the above captioned claim came on for a

hearing at Fort Smith, Arkansas.   A pre-hearing conference was

conducted on April 27, 2011, and a pre-hearing order was filed on

April 29, 2011.   A copy of the pre-hearing order has been marked

Commission's Exhibit No. 1 and made a part of the record without

objection.

At the pre-hearing conference the parties agreed to the

following stipulations:

1. The Arkansas Workers' Compensation Commission has

jurisdiction of this claim.

2. On all relevant dates, the relationship of employee-

employer-carrier existed between the parties.

3. The claimant sustained compensable injuries to her neck and

back on December 29, 2009.
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4. The claimant is entitled to a weekly compensation rate of

$251 for temporary total disability and $188 for permanent partial

disability.

By agreement of the parties the issues to litigate are limited

to the following:

1. Additional medical treatment for the claimant’s cervical

spine.

2. Temporary total disability from March 4, 2010, to November

18, 2010.

3. Attorney’s fees.

Claimant’s contentions are:

“The Claimant contends that treatment that she
received after Dr. Goodman released her
regarding her cervical spine is reasonable and
necessary treatment arising out of her
December 29, 2009 injury.  The Claimant
contends that she is entitled to temporary
total disability benefits from March 4, 2010
until November 18, 2010.  The Claimant
contends that she is entitled to permanent
disability but that that issue should be held
in abeyance.  The Claimant contends that her
attorney is entitled to an appropriate
attorney’s fees.”

Respondents’ contentions are:

“Respondents contend that all benefits to
which Claimant is owed have been paid;
Respondents contend that Claimant’s current
problems are not related to the compensable
injury at work and that Claimant had
preexisting neck and back problems at the time
of her December 29, 2009, injury.”

The claimant in this matter is a forty-one-year-old female who

was employed by the respondent as a CNA on December 29, 2009, when

she sustained compensable injuries to her neck and back.  At the
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hearing in this matter, the claimant gave the following testimony

about her injuries and their effects:

“A. I was helping a patient to use the
restroom.  And when we - she went to get up,
she passed out.  And I was holding onto her
trying to not let her fall and trying to get
her back into the bed.  I hit the call light
and I twisted.  I hit the call light and
nobody would come.  And eventually somebody
come to help me get her back into bed.

Q. Was this an adult patient?

A. Yes, it was.

Q. And how did you realize that you had
sustained some kind of injury?

A. I was walking out of the room and my neck
hurt.  I was having, like, pain.  Numbness was
shooting down into my fingers.  And it was -
my right hip or leg was hurting.  I was kind
of dragging my leg a little bit.

Q. How long after the incident did you start
having some kind of symptoms?  I mean, how
long -

A. Immediately.”

The claimant began treatment with Dr. R. Cole Goodman on

January 4, 2010.  The medical record indicates that the claimant

complained of “pain in her neck and upper back.  And said that she

had tingling in the right hand, and also some tingling in her left

groin.”  Dr. Goodman gave an assessment of “Back and neck strain.”

He prescribed medication, placed the claimant on light duty, and

ordered physical therapy.

On January 18, 2010, the claimant was again seen by Dr.

Goodman.  In the history of present illness portion, Dr. Goodman

states, “She is no longer having any pain in the low back, but we
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have not been able to help her neck or her upper extremity.  She

states that the upper extremity is actually worse now than it was

and has tingling in the ring and little fingers of the right hand.”

Dr. Goodman also gave the following assessment and plan:

“ASSESSMENT:
1. Low back strain, resolving.
2. Neck strain.

PLAN: We are going to continue her medications
and then stop her physical therapy and I am
going to ask for permission to obtain an MRI
of her neck to rule out any possible acute
neck problems.”

On January 21, 2010, the claimant was again seen by Dr.

Goodman.  The medical record indicates that the claimant continues

to have lateral neck and shoulder difficulties.  The following is

the plan portion of Dr. Goodman’s medical record from that visit:

“I made two calls to St. Louis and sent an e-
mail about trying to obtain an MRI of her neck
to rule out possibility of any acute problems.
I have not gotten permission for that yet.

Today, I have continued her at light duty with
the same restrictions she has had, and I have
stared (sic) her on physical therapy with a
TENS unit only in therapy and cervical
traction.  We will do that Monday, Wednesday,
and Friday for two weeks.  I have also added
Ultram 50 milligrams one p.o. every four hours
p.r.n. pain, #40, with two refills today.”

On February 4, 2010, the claimant was seen by Dr. Goodman.

The following is a portion of the medical record from that visit:

“SUBJECTIVE: Ms. Chrisman is in today and I
have been treating her for a back strain since
the 4th of January, when she hurt herself
approximately a week before trying to hold a
patient who had passed out.  Today, she is
doing better, but still complains of
discomfort in her shoulder and right arm.  I
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have been treating her conservatively for
this.  She has gotten somewhat better.

Past medical history, allergies, social
history, family history are all unchanged.

ASSESSMENT: Neck strain.

DISCUSSION: Since she signed a release of
information following this injury, I was given
a copy of an MRI performed in August 2006.
That MRI shows problems at the C4-5 level and
C5-6 level with posterolateral disc herniation
of moderate size, associated spurring with
this, and canal stenosis.  That is three and a
half years ago.  I have explained to Ms.
Chrisman that with these findings on MRI, I
think that her problem is more related to her
neck and the problems she has in her neck that
it is related to her injury, and that her work
injury is not related at all to her neck
problem.

I have discussed this with her and I feel she
needs to see a neurosurgeon or Dr. Swicegood
or Dr. Miller for follow up of her cervical
spine.”

At the hearing in this matter, the claimant gave the credible

testimony that the respondents no longer made treatment available

to her after the February 4, 2010, visit with Dr. Goodman.  The

claimant gave the following testimony at the hearing regarding

medical treatment and the availability of light duty work from the

respondent after her February 4, 2010, visit with Dr. Goodman:

“Q.A AWhy didn't you go back to Dr. Goodman
instead of going somewhere else?

AA.A ADr. Goodman is the workmen's comp
doctor and he turned me loose.

Q.A ASo they no longer made treatment
available for you, is that right?

AA.A ARight.
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Q.A AAnd while your condition was covered
under workers' comp, St. Edward made
light-duty work available for you, is that
right?

A.A AYes.

Q.A ABut once it was no longer covered,
they would not provide light-duty work for
you, is that right?

AA.A AYes.

AQ.A AAnd how do you know that they would
not provide light-duty work for you?

A.A AI went  back to work and give them the
return-to-work slip, and they said because
it was not Aworkmen's comp, they did not
have to provide light-duty work for me.

Q.A AHow long did you work for St. Edward?

A.A AI believe I went to work for them in
'98.AAI took Asix months off in 2000.AAI had
a leave of absence and came back in
2001.AAAnd I worked for them until March
3rd, 2010.

Q.A AAs far as you know, at the time of
your accident in December of 2009, were
you in any jeopardy of losing your job at
St. Edward?

A.A ANo.”

A medical report from John Weddle, D.O., at River Valley

Urgent Care dated March 10, 2010, states “MRI reveals C5-c6 disc

bulge.”

On March 25, 2010, the claimant was seen by Dr. Arthur Johnson

at River Valley Musculoskeletal Center.  The report from that visit

states, in part:
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“IMAGING: MRI scan of the cervical spine shows
she has a large cervical disc herniation on
the right at C5-6 causing nerve root and
thecal sac compression.

IMPRESSION: Large cervical disc herniation at
C5-6 on the right with right upper extremity
radiculopathy.”

At that time, Dr. Johnson recommended the scheduling of an anterior

cervical diskectomy and fusion at C5-6.

On March 26, 2010, the claimant underwent an anterior cervical

diskectomy with fusion C5-6 with arthrodesis times one cage, times

one autograft bone marrow aspirate and spinal monitoring surgical

procedure was performed by Dr. Johnson at St. Edward Mercy Medical

Center.

The claimant saw Dr. Johnson on May 20, 2010, and on November

18, 2010.  On both visits, Dr. Johnson indicated the claimant was

“doing reasonably well.”  At the November 18, 2010, visit, the

claimant was “returned to work with no lifting greater than 20 to

30 pounds with a moderate work with hands above the head and

looking up.”

The central question in this matter is the claimant’s

entitlement to additional medical treatment for her admittedly

compensable cervical spine injury of December 29, 2009.  It is

undisputed that the respondents denied the claimant’s medical

treatment through workers’ compensation after her February 4, 2010,

visit with Dr. Goodman.  It is the treatment after that point,

including the surgical intervention, performed by Dr. Johnson and

after care that the claimant now seeks.
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On April 26, 2011, Dr. Johnson authorized the following

Medical Opinion Form regarding the claimant and her cervical spine

difficulties:

“1. I have reviewed radiology reports from
St. Edward Mercy Medical Center regarding
reports in connection with MRIs performed
on Ms. Chrisman at St. Edward mercy
Medical Center on August 31, 2006 and
September 1, 2006.

2. If Ms. Chrisman had not had any medical
treatment for her cervical spine for
several months prior to December 29, 2009
and if she had the onset of symptoms
within a short time after trying to hold
a patient who passed out, it is likely
that the treatment that I provided her in
regard to her cervical spine was
necessitated as a result of the December
29, 2009 job related incident.

3. The cervical disc herniation as C5-6 that
I observed during the surgery that I
performed on March 26, 2010 was a large
disc herniation.

4. It is more probable than not that the job
related event during which Ms. Chrisman
was trying to hold a patient who passed
out was likely the major cause for her
need for the surgery that I performed on
March 26, 2010.

5. These opinions are stated within a
reasonable degree of medical certainty.”

On June 13, 2011, Dr. Cole Goodman authored a letter to the

respondents’ attorney after receiving a letter from the

respondents’ attorney dated June 3, 2011.  The following are

portions of that letter:

“She came back on the 21st of January
continuing to have no complaints of hurting in
her low back, but continuing to have tingling
in the right and little fingers of the right
hand and what she felt were “knots” around the
base of her neck up in the upper portion of
the right trapezius, and also up underneath
the right arm.  Her exam continued to show
what I had seen all along.  I again could not
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palpate any knots that she thought she had.  I
did not palpate knots under the arm or along
the lateral chest.  She continued to have full
range of motion, but by this time, 3 weeks
after her injury, she was developing some
limitation of motion because of discomfort.
The assessment at that time was low back
strain, resolved; neck strain; myofasciitis
ongoing.  I made at that point in time, 2
calls, and e-mailed to St. Louis to try to
obtain an MRI of her neck to rule out the
possibility of any acute problems.  On the 21st

of January, I had not been allowed to do that.

I saw her back on the 4th of February.  She was
doing better, but still complained of
discomfort in her shoulder and right arm.  I
was allowed to see a copy of an MRI performed
in August 2006, which showed problems at C4-C5
and C5-C6 with posterolateral disc herniation
of moderate size, associated spurring, and
some canal stenosis.  That was 3-1/2 years
ago, and I explained to Ms. Chrisman at that
time that with the findings on MRI, I think
her problems are more related to her neck and
the problems she has in her neck than it was
related to her injury.  I also discussed that
I felt that she needed to see a neurosurgeon,
Dr. Swicegood or Dr. Miller, for follow up of
her cervical spine.  That is the last note I
have on the chart concerning Ms. Chrisman;
however, she did have an MRI done which showed
a large cervical disc rupture and she was seen
by Dr. Arthur Johnston, and Dr. Johnston
performed surgery on her at C5-C6 removing the
large disc herniation and also did a anterior
cervical fusion with instrumentation at that
time.  Postoperative x-rays show satisfactory
fusion construct at C5-C6 with cervical
uniplate and Bengal cage.  It is my
understanding that she is back at work.

My comment to this would be that the MRI of
2006 showed a moderate disc bulge.  The MRI
done in 1010 showed a large herniation and she
remained symptomatic at the C5-C6 level until
after Dr. Johnston’s surgery, so she did have
preexisting disease.  I believe this was
aggravated by her injury and this was
documented by the change in the MRI findings
and the fact that her symptomatology went away



10

following decompressive laminectomy and
cervical fusion.”

On June 8, 2011, Dr. Earl Peeples of Peeples Medical Legal

Consulting, LLC authored a letter to the respondents’ attorney.

This letter was composed due to the respondents’ request that Dr.

Peeples review “medical records of Leanna Chrisman for the purpose

of correlating them with a claim of a work-related injury and

subsequent surgery.”  The following is Dr. Peeples’ summary found

in the above referenced letter:

“SUMMARY:

Ms. Chrisman had a disc abnormality at C5-6
reported on a 2006 MRI as showing a disc
herniation or extrusion.  This was
specifically commented upon in 2010 by her
examining physician, Dr. Goodman, as being
related, not to her injury of January, but to
a previous situation of 2006.  Dr. Johnson
clearly entered in his record that her
symptoms dated to 2006.  I agree with Dr.
Goodman that the disc extrusion preexisted the
incident at work.

The subjective and objective medical data in
this report indicate that Ms. Chrisman had, by
2006, an extruded disc, or herniation of
cervical disc, at C5-6.  I agree with Dr.
Goodman’s summary, as this pre-existed the
incident on January 2010.  Since there was a
large defect present four years earlier and
since there were accompanying osteophytes
indicative of degeneration, the abnormality of
Ms. Chrisman is not, in my opinion, related to
the work incident of January 2010, but to some
earlier factors with natural degenerative
progression since its identification in 2006
by MRI and 2006 upper extremity symptoms.

Dr. Johnson in his dictation related her
difficulties to 2006 and not to a recent
incident.  His findings at surgery were
consistent with longstanding disc extrusion in
the presence of large osteophytes.
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Ms. Chrisman’s difficulties were electively
corrected by Dr. Johnson and should be covered
on her general health insurance.  This medical
record is not consistent with anatomic trauma
due to a work injury.

The fact that she had complaints of pain after
lifting in January 2010 does not indicate that
the disc extrusion was any worse.  The
presence of a large disc extrusion from 2006,
which was compromising nerve root even then,
would naturally cause some symptoms in a
variety of circumstances.

The opinions stated in this report are based
on the medical information in the form of
medical records provided to me.  Should
additional medical information or records be
provided, it is possible my opinions might be
modified or changed.  Medicine is an inexact
science; however, the opinions stated above
are based on a reasonable degree of medical
certainty.”

Both Dr. Johnson and Dr. Goodman are of the opinion that the

claimant’s treatment provided by Dr. Johnson was due to her

compensable cervical spine injury.  I agree with Dr. Johnson and

Dr. Goodman.  Although Dr. Peoples disagrees with their opinion, I

give his opinion little weight, as both Dr. Johnson and Dr. Goodman

have actually seen and treated the claimant.  Dr. Peoples only

reviewed medical records provided to him by the respondents.

The claimant has also requested temporary total disability

from March 4, 2010, to November 18, 2010.  The claimant gave the

following credible testimony regarding her ability to work from

March 4, 2010, until November 18, 2010:

“Q. Between March the 3rd of 2010, when you
left work because of your symptoms, and when
Dr. Johnson indicated that you could go back
to work with permanent restrictions, during
that period of time, did you work anywhere?
Were you employed?  Did you work anywhere?
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A. No.

Q. Were you physically able to work in your
opinion?

A. I don't think so.”

Given the medical records and the claimant’s testimony, I find

that she is entitled to temporary total disability benefits from

March 4, 2010, until November 18, 2010.

From a review of the record as a whole, to include medical

reports, documents, and other matters properly before the

Commission, and having had an opportunity to hear the testimony of

the witness and to observe her demeanor, the following findings of

fact and conclusions of law are made in accordance with A.C.A. §11-

9-704:

FINDINGS OF FACT & CONCLUSIONS OF LAW

1. The stipulations agreed to by the parties at the pre-

hearing conference conducted on April 27, 2011, and contained in a

pre-hearing order filed April 29, 2011, are hereby accepted as

fact.

2. The claimant is entitled to the additional medical

treatment performed by Dr. Johnson including surgical intervention

and after care as that treatment was reasonable and necessary

treatment for her compensable cervical spine injury.

3. The claimant has proven by a preponderance of the evidence

her entitlement to temporary total disability benefits from March

4, 2010, until November 18, 2010.
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4. The claimant’s attorney is entitled to an attorney’s fee

commiserate with the benefits awarded herein and the Arkansas

Workers’ Compensation Act.

ORDER

The respondents shall bear the cost of the claimant’s

additional medical treatment from Dr. Johnson including surgical

intervention and after care.  The respondents shall also pay the

claimant temporary total disability benefits from march 4, 2010, to

November 18, 2010.

The respondents shall pay to the claimant's attorney the

maximum statutory attorney's fee on the additional benefits awarded

herein, with one half of said attorney's fee to be paid by the

respondents in addition to such benefits and one half of said

attorney's fee to be withheld by the respondents from such

benefits.

All benefits herein awarded which have heretofore accrued are

payable in a lump sum without discount.

This award shall bear the maximum legal rate of interest until

paid.

IT IS SO ORDERED.

_________________________
     ERIC PAUL WELLS
 ADMINISTRATIVE LAW JUDGE


