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 BEFORE THE ARKANSAS WORKERS’ COMPENSATION COMMISSION

CLAIM NO. G207040

MONIQUE DEAL, EMPLOYEE CLAIMANT

DARDANELLE NURSING & REHB CENTER, EMPLOYER RESPONDENT

WESCO INSURANCE COMPANY,
INSURANCE CARRIER/TPA RESPONDENT

                  OPINION FILED DECEMBER 27, 2013

A hearing was held before ADMINISTRATIVE LAW JUDGE CHANDRA L.
BLACK, in Russellville, Pope County, Arkansas.

The claimant was represented by The Honorable Kristopher A.
Ramsfield(the McKinnon Law Firm), Attorney at Law, Fayetteville,
Arkansas.  

The respondents were represented by The Honorable William Frye,
Attorney at Law, North Little Rock, Arkansas.
   
                            STATEMENT OF THE CASE

     A hearing was held in the above-styled claim on October 23,

2013, in Russellvile, Arkansas.  A Prehearing Order was

previously entered in this case on October 22, 2013. 

     The following stipulations were submitted by the parties,

either pursuant to the Prehearing Order, or at the start of the

hearing.  The following stipulations are hereby accepted: 

1.  The Arkansas Workers’ Compensation Commission has

jurisdiction of the within claim.

2.  The employee-employer relationship existed at all

relevant times, including March 26, 2012.

3.  This claim has been controverted in its entirety.
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4.  The claimant is entitled to compensation rates of

$279/$209, based on an average weekly wage of $417.60.

5.  All issues not litigated herein are reserved under the

Arkansas Workers’ Compensation Act. 

By agreement of the parties, the issues to be litigated at the

hearing were as follows:

1.  Compensability of claimant’s alleged neck/cervical spine

and back.

2.  Medical treatment.

3.  Temporary total disability from March 27, 2012, to a date

yet to be determined.

4.  Attorney’s fee.

The claimant’s and respondents’ contentions are set out 

in their respective Responsive Filings and the Prehearing Order.

These are hereby incorporated herein by reference. 

     The documentary evidence submitted in this case consists of

the hearing transcript of October 23, 2013, and the documents

contained therein.

  The following witness testified at the hearing: the claimant.

                            DISCUSSION

          The claimant, age 49, worked for the Dardanelle Nursing Home

as a CNA, at the time of her alleged injury.  According to the

claimant, her injury occurred as she and another coworker attempted

to lift a patient from a sitting position in the bed to his
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wheelchair.  The claimant testified that she completed a report for

her injury.  

     Upon further questioning, the claimant testified that she did

not seek medical treatment for her injury until a week later.  At

that time, the claimant and a coworker were lifting a male patient

up in the bed with a draw sheet.  According to the claimant, the

patient’s knees fell her way and it pulled from her neck to her

shoulder and down the back of her shoulder.  She testified that she

completed an accident report that day.  The claimant further

testified that she believes that she sought treatment that day from

Dr. Self, her family doctor.  She testified that she previously

treated with Dr. Self for her prior back pain, which was located

between her shoulder blades and lower back.  The claimant testified

that she injured her lower back around five years ago.  She

verified that this prior injury happened while lifting a patient

from the wheelchair to the bed.                    

     The claimant testified that she injured her upper back while

working at the DardanellE Hospital, in housekeeping.  According to

the claimant, she lifted a mop bucket and twisted and pulled her

upper back.  The claimant testified that this took place probably

in 2004 or 2005.  She verified that this was a workers’ comp

injury, for which she treated with Dr. Russell Pearson.  However,

the claimant denied any previous back surgeries. 

     The claimant testified that she worked a few days after March
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27, 2012.  She believes she last worked in April for the

respondent-employer.  According to the claimant, Dr. Self took her

off work, but the other doctors(Drs. Kelly Tucker and Sprinkle)

placed her on light duty with certain restrictions.  The claimant

essentially testified that she tried working with these

restrictions, but was unable to do so.  She gave a description of

her light duties, which included Kiosk, wherein she put entries

into the computer system of how many times a patient was turned and

things of that nature.  However, next the claimant testified that

her last day of work was August 21.  

     She denied any prior problems with her neck.  As of the date

of the hearing, the claimant verified that she continues to see

doctors for her neck condition.  In addition to treating with Dr.

Self, the claimant has treated with Dr. Daniel and Dr. Hodges, in

the form of a medication regimen.  She denied that any surgical

treatment has been recommended for neck.  

      The claimant testified that prior to her alleged neck injury,

she performed yard work and kept a clean house.  She testified that

now her house is a pig pen.  The claimant further testified that a

normal day for her is lying in bed or sitting on the couch for a

little while.  She stated that her neck is always hurting.  The

claimant verified that she is requesting continued pain management

treatment for her neck.  She testified that she is going to try to

find a pain clinic and get back on her other medicine that helped
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with all of her pain.

    On cross-examination, the claimant testified that she takes

Tramadol and Naproxen.  She verified that she takes these medicines

for her neck, low back, and middle back.  The claimant verified

that the last time she recalls in her life of not being on any

narcotic medicine for pain is probably around 2003 or 2004.  She

admitted that she has been on Hydrocodone for probably six years.

The claimant took these every six hours.  She admitted to

previously stating that her low back is awful and throbs, and it

hurts when she is sitting or standing.   

     Upon being presented with a copy of Dr. Self’s report dated

May 22, 2013, wherein he reported that the claimant suffered neck

and back pain for years, the claimant explained that its her upper

back that he is referring to.  The claimant admitted that she had

no explanation for why the doctor would put in his report “neck,”

and not  middle back.  Specifically, the claimant stated, “I don’t

recall.  I mean, I’m sure if he said that, I must have, I just

don’t recall.”

     With respect to the type of symptoms that she developed 

because of her injury alleged at Dardanelle Nursing Home, the

claimant agreed that she has left arm numbness, and her fingers

would go numb.  She denied ever having any of these symptoms before

her alleged incident.  Upon being presented with a copy of an

August 30, 2011 medical report, wherein the claimant complained of
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pain through the shoulder blades, and her left hand was going to

sleep, she replied. “Well, I don’t remember that.”  The claimant

admitted that those are essentially some of the same symptoms

currently being discussed.      

     Specifically, the claimant testified:

Q    Okay.  So why would you tell –- wait, let me finish –-
the Commission here today, tell me in a deposition, and tell
Dr. Cathey and the other doctors that you’ve never had these
problems before?

A    Well, I don’t’ recall that.  If I did, I would have said.
You know, I’m trying to tell the truth the best of my
knowledge.

     The claimant admitted that she stated during her deposition,

her alleged injury caused her to suffer from depression.   The

claimant did recall whether she testified during her deposition

that she had not been treated for or complained of depression in

the past.  

     However, the claimant explained:

Q    Well, let me direct your attention to February 6, 2012,
where you told them that you were continuing –- needed your
medications and that you felt depressed.

A    Well, I was never taking any depression medicine until
just in the last year.  All I’ve took is Xanax for stress.

Q    How long have you been on Xanax?

A    For years.  I took it when I worked at the hospital.
I’ve had five different doctors, I think it is, prescribe it
to me.  So it would have been anywhere from 2001 to the
current time.  I may have been off a year or two and would go
back on.

Q    Well, a matter of fact, when you – - my records start in
January of 2011, and you were on the Xanax for anxiety; is
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that correct?

A    Un-huh.  Yes.

     The claimant admitted that just before she got injured, she

was taking Hydrocodone and Flexeril, for a continuing problem with

muscle spasms.  The claimant admitted that she was also given

medication for sleep because of muscle spasms, which occurred

before her injury.

     Regarding her current claim for a neck injury, the claimant

admitted an MRI showed stenosis and arthritis in her neck.  She

admitted that if Dr. Self states in a medical report of February 6,

2012, she was back in wanting pain medicine for her neck, as well

as her back, she does not recall that, but she believes the report

if he put it in there.  The claimant admitted that as of the date

of the hearing, she is probably on less pain medicine, than she was

on March 25,(2012) which would have been the day before her alleged

injury.  

     The claimant admitted that she has applied for Social 

Security Disability benefits, and has listed her neck problems as

causing her inability to work.  She further admitted she listed her

low back as another cause for her inability to work, along with

nervousness.      

     She admitted that she stated during her deposition that her

employer knew all about the fact that she took Flexeril and

Hydrocodone before her injury.  The claimant verified that the
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things prior to her injury, that caused her difficulty, included

sitting, standing, and lifting.

     Under further questioning, the claimant testified:

Q    How is that different from today?  Tell me.

A    Because I’ll go home and I’ll take another pain pill and
I’ll lay down on the heating pad and - - I am hurting, so – -

Q    Well, ma’am, you’ve been hurting for nine years.

A    Well, it’s gotten worse.

Q    And, I guess, again, what you’re telling me – because you
told me in the deposition, that the month before this injury
you did not have any problems with your neck or depression,
and you’re just telling me you forgot all about going to the
doctor a month before this happened?

A    Yeah.

Q    Okay.

A    Yes.

    The claimant first sought treatment from Dr. Self for her

alleged injury.  She denied having reported pain down the right

leg.  According to the claimant, the nurse wrote that incorrectly.

She admitted that at this point, her medication was not changed.

With respect to a report from Dr. Self dated April 16, 2012, the

claimant did not recall having reported to him that she was having

pain in the right shoulder, without mentioning anything about her

neck, low back or left shoulder.

     She admitted to seeing Dr. Self on April 17, 2012, not 

because of her neck, but because she had low back pain that was

making her nauseous.  The claimant admitted that on May 1,(2012)
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when she saw Dr. Self, she requested that he take her off light

duty because of her back, and not due to her neck.  When asked to

explain why she would ask Dr. Self to write a report that she

suffers from chronic back pain and that she had an injury to her

left shoulder, instead of her neck, the claimant’s response was,

“Am I supposed to be looking at these, going along?  Maybe that

would me [sic], I don’t know.”  Upon being asked a number of

questions about her return to work, the claimant replied that she

did not recall.  

     The claimant did recall seeking treatment from Dr. Owen, the

orthopaedic surgeon, for her left shoulder.  She also remembered

treating with Dr. Sprinkle, on June 28, 2012.  The claimant

verified that he placed restrictions on her of no lifting over 15

pounds.  The claimant was also given a light duty restriction by

Dr. Owen.  She denied, on either occasion, attempting to return to

work under these restrictions because these specialists were not

familiar with the back problems.  

     She admitted that on June 28, 2012, Dr. Sprinkle gave her 

Hydrocodone, a medication that she has been on for years.  Dr.

Sprinkle also gave the claimant prescriptions for Robaxin and

Voltaren.  She admitted that the next day, she saw Dr. Self and he

gave her Flexeril and Hydrocodone.  

     Upon being asked to explained why she would get prescriptions

from one doctor on one day, and then go to another doctor the next



10

day and get prescriptions, the claimant testified:

A    Because I had been taking the Hydrocodones.  I cannot – -
couldn’t just quit and use a gel.  And that’s why they put me
down to Tylenol 3, because he said that as long as I had been
taking them, that I couldn’t just quit cold turkey, you know.
I would have to have something to step down.

Q    Okay.  Did you on June 29th bother to mention to Dr. Self
that, “Hey, Dr. Sprinkle took me off this medication and gave
me another medication”?

A    I think he knew what they was giving me.  Yes, I think I
I told him, but I –- there are so – - there’s so many pages of
doctor’s visits, I can’t tell, I mean, one date from the next.
I don’t know.

Q    Well, one of the things that I asked you was about why
you were not telling these doctors – - and let me get to what
you said.  I think you told me that you told them what you
wanted to because you, basically, wanted to do what Dr. Self
prescribed.

A    Yes that’s probably true.  I mean, I’ve went to him for
years so I do – - I don’t feel like these other doctors was
even trying to help me, really.

     Although the claimant did recall seeing  Dr. Sprinkle on 

August 14, 2012, and him having prescribed Hydrocodone and the

Celebrex and Zanafelx for muscle spasms, she did not recall if at

that point, she had those prescriptions filled.  The claimant

further replied. “I’d have to see at Berry Drug - - she won’t let

you fill them unless it’s time for you to fill them.  That’s the

only pharmacy I use.”

   The claimant denied that she went back to Dr. Self to get a

prescription for Flexeril, and was taking Robaxin for spasms,

Voltaren, and Hydrocodone from Dr. Sprinkle, and was taking the

Robaxin and Votaren from two different doctors.  However, the
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claimant next admitted that she tried them for a while but they did

not work.

     She verified that Dr. Sprinkle sent her for a nerve conduction

study and that was normal.  The claimant admitted that Dr. Sprinkle

released her to return to work with restrictions of no lifting over

25 pounds and she did absolutely nothing about returning to work.

Regarding her October 31, 2012, visit with Dr. Self, wherein she

had new complaints of thoracic or mid-back area as a ball of fire

radiating into her right arm, the claimant stated that she does not

know what that it is related to.  The claimant maintained that she

is having problems in the neck, shoulder, middle of the back, low

back and legs.  

     Under further cross-examination, the claimant testified:

Q    Is there a part of your body that doesn’t hurt?

A    My legs have not been bothering me.

     The claimant admitted that although her employer was sending

her to three or four different specialists trying to find out what

was wrong with her, she sought treatment from Dr. Self on her own

and paid for the visits with him.  She further admitted that she

testified during her deposition, that she actually is in bed 22 out

of 24 hours.                        

    She verified that the respondents sent her to see Dr. Judy

Johnson, a neuropsychologist.  The claimant admitted that Dr.

Johnson indicated that from her testing, she thought the claimant
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would not be satisfied with the medical care she was receiving.

According to the claimant, this is what she is stating through her

testimony.  The claimant did not recall having stated that Dr.

Sprinkle was rude and that is why she did to tell him a whole lot

because it was none of his business.  She next stated that they

were rude, so she probably did say it.  The claimant admitted that

although she has been released to light duty by her doctors, it has

been her choice not to return to work.               

     A review of the medical evidence of record demonstrates that

the claimant sought treatment from Dr. Matthew Self on August 30,

2011 due, to among other things, complaints of pain between her

shoulder blades and low back pain.

     On February 8, 2012, the claimant returned to Dr. Self due to

complaints of neck and back pain/medications refills. 

     The claimant sought treatment from Dr. Self on March 29, due

to back and neck pain, as a result of a work incident on March 26,

2012 while lifting a patient out of bed.  According to these notes,

the claimant experienced an instant pain starting in her neck and

running down her legs.  The claimant stated that she was now having

pain running down her right leg, which she described as sore

burning.

     On April 10, 2012, the claimant complained to Dr. Self of 

right shoulder pain from lifting at work.     

      The claimant saw Dr. Self again on April 17, 2012, due to 
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back pain.  She returned to him on April 25, 2012, due to chronic

back pain.  

     Next, on May 1, 2012, Dr. Self reported in a clinic note that

the claimant presented with a complaint of back pain.  At that

time, the claimant stated that she continued to have baseline low

back pain, but her shoulder was better.  She continued to treat

with Dr. Self for her low back pain.     

    On May 9, 2012, the claimant underwent evaluation by Dr.

Russell Pearson on referral by Dr. Self.  The claimant reported

that the reason for her visit was neck and shoulder pain.  She

further reported that this was accident related, and occurred on

March 26(I think), while transferring a patient.

    Per a patient message, Dr. Self prescribed Hydrocodone and

acetaminophen on May 17, 2012. 

    On May 21, 2012, the claimant presented to Dr. Self with

complaining of left shoulder pain.

     Dr. Owen Kelly evaluated the claimant on May 24, 2012, for

left shoulder pain.  The claimant reported having injured her

shoulder on March 25, 2012, while transferring a patient.

According to these notes, at the time of her alleged injury, the

claimant felt a pull from her neck to her shoulder.  Dr. Kelly

reported that the claimant had some neck and shoulder problems.  He

instructed the claimant not to allow her chiropractor to manipulate

her neck without knowing what is going on.  
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     It appears that Dr. Kelly referred the claimant for physical

therapy treatment at River Valley Medical Center due to neck and

left shoulder pain.                     

     On May 31, 2012, the claimant saw Dr. Self for follow-up care

of her chronic low back pain.       

     The claimant underwent initial evaluation by Dr. James Tucker

on June 6, 2012, due to an alleged injury at work on March 26,

2012, while transferring a patient.  The claimant gave a history of

having felt a pop with immediate pain in the neck.  According to

these notes, subsequently the claimant had a second injury while

transferring a patient.  The pain was similar, but she did feel

like it radiated down to the shoulder.  Dr. Tucker’s

impression\plan was: 

At this point, I think her neck needs to be worked up first,
so we are going to schedule her for an MRI, and then I want to
see her back after that is completed.  We will continue her
work status.  We are going to need an MRI done on a 1.5 telsa
magnet for adequate detail to try and differentiate the
problem.  We will see her back after the MRI is completed.

On her return to work, she is sedentary duty with no use of
the left upper extremity.

     An MRI of the claimant’s cervical spine without contrast was

performed on June 6, 2012, with the following impression:

Multilevel degenerative disc disease and facet degenerative
changes producing foraminal stenosis bilaterally at the C5-C6
without significant central canal stenosis.  

     On June 19, 2012 the claimant saw Dr. Tucker for a follow-up

visit.  Dr. Tucker reported, in relevant part: 
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HISTORY OF PRESENT ILLNESS:
She present back today.  We obtained an MRI of her neck, which
shows no fairly significant foraminal stenosis as C4-5.  There
is a question about whether this is acute, but at this point,
I think we need to get her in to see one of the neck
specialist in the group.  This is consistent with area of
pain.

  
     The claimant underwent assessment by Dr. W. Brent Sprinkle due

to left cervical spine pain on June 28, 2012.  He reported in 

relevant part:  

Assessment
Cervical degenerative disc disease
Cervical myofascial pain
Cervical facet mediated pain
Cervical Strain

Plan
I think her clinical presentation and symptoms today of left-
sided neck and parascapular pain is more consistent with
aggravation of facet arthritis she does not present clinically
with symptoms of nerve impingement.

She declined to try trigger point injection

We will continue more visits of physical therapy for cervical
stabilization

Stop Flexeril and Mobic try Voltaren Gel and Robaxin

Return to work no lifting over 15 pounds

Return to clinic in 4 weeks
   
     On that same date, Dr. Sprinkle rendered the following 

opinion:

     X-ray Interpretation
Cervical MRI shows multilevel degenerative changes with
foraminal stenosis bilaterally at C4-C5-C6 with no significant
cental canal stenosis there is a bit more severe foraminal
stenosis on the left at C5-65.

     The following day, the claimant returned to Dr. Self with



16

complaints of chronic low back pain, among other things, for which

he prescribed hydrocodone and acetaminophen.  

    The claimant underwent physical therapy evaluation July 2,

2012, at Dardanelle Nursing and Rehab due to sprains of the neck

and back.  The discharge summary report indicates that the claimant

was not very compliant with therapy.  The claimant refused most

exercises and did perform exercises at home as instructed by

therapist.

     The claimant saw Dr. Self for a follow-up visit on July 9, 

2012 due back and neck pain.  He assessed the claimant with “pain-

neck, pain in joint involving shoulder region, and backache

unspecified.”  She continued to treat with Dr. Self due to neck and

back pain.

     Dr. Sprinkle saw the claimant for a follow-up visit on August

14, 2012.  At that time, the claimant presented with bilateral

cervical pain.  She reported onset of sudden cervical pain.  On

physical examination, Dr. Sprinkle noted the claimant to have

diffuse paraspoinal trigger points. 

     On August 21, 2012, the claimant underwent cervical epidural

steroid injection at C5- with fluoroscopy and sedation, due to

“cervical radiculopathy.”  This was performed by Dr. Michael Stone.

    The claimant presented to Dr. Sprinkle again on September 5,

2012 for follow-up of her bilateral cervical spine pain.  The

claimant reported that the epidurals seem to make her symptoms
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worse.

     However, on the next day, the claimant returned to Dr. Self 

for check up on neck and back pain.    

     On October 4, 2012, the claimant presented to Dr. Sprinkle 

due to left cervical spine pain.  At that time, the claimant

reported that the severity level of her pain was severe.  The

claimant also stated that the pain was located on the left side of

her neck, radiated to the left arm and was aching and burning.  His

assessment was “cervical degenerative disc disease, cervical

myofascial pain, and cervical facet medicated pain.”  Dr. Tucker

noted among other things, “that the claimant’s trigger point

injection was very helpful as well, that the upper extremity EMG

was normal, and that the claimant was at maximum medical

improvement, not ready to commit to trying surgery or cervical

facet injection, and that the claimant has a 0% impairment rating

as I think most likely her injury is a [sic] aggravation of her

pre-existing cervical degenerative disease.”

On November 15, 2012, she underwent a psychological evaluation

by Dr. Judy White Johnson.  She reported in a November 28, 2012 

reported the following, in relevant part: 

In summary, the overall pattern of findings with Ms. Deal
suggests significant symptom magnification as well as an
extremely high level of functional complaints.  Depressive
symptoms appear to be  significantly greater than anxiety
symptoms.  Her belief she is completely and totally disabled,
belief she cannot work, belief somebody owes her for pain and
suffering, and a reported level of pain that never changes,
are all factors associated with poor prognosis.  It is also a
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poor prognostic sign that she states she is not satisfied with
the medical care she is receiving. Medical management and
treatment for Ms. Deal is significantly complicated not only
by her psychosocial functioning but by her long term use of
narcotic medications and benzodiazepines. The overall
evaluation strongly suggests these medications are used not
only for reasons prescribed but also for her emotional issues.

The following letter was written by Dr. Steven Cathey on 

January 24, 2013, to the nurse case manager:  

Thank you for your introductory letter, as well as the medical
records regarding Ms. Deal.  As you know, she was seen today
for an independent medical evaluation.  The patient presents
with chronic left-sided neck and shoulder pain that she
relates to an occupational injury suffered on March 26, 2012,
while she was working as a CNA at a Dardanelle nursing home.
She was apparently transferring a patient when she noted the
onset of current symptoms.  She has not worked since.  She was
evaluated by her family physician Dr. Matthew Self and
subsequently referred to Dr. Brent Sprinkle, a Little Rock
physiatrist, to treat her neck ad shoulder pain.  Her current
symptoms have been refractory to medication, physical therapy,
epidural steroid injections, etc. Dr. Sprinkle ultimately
released the patient at maximal medical improvement with a 0%
impairment rating to the whole person. She also saw Dr. James
Tucker, a Little Rock orthopaedic surgeon to address the
chronic left shoulder pain. Dr. Tucker could not identify a
surgical indication and also released Ms. Deal at maximal
medical improvement. 

The patient denies any previous history of neck pain and
injury. She concedes, however, that she has been on a
worrisome amount of hydrocodone long-term for chronic lower
back pain. 

Her neurological examination is negative.  She specifically
has no sign of cervical myeloradiculopathy. The patient
demonstrates full  range of motion of the cervical spine
without paraspinous muscle spasm. This is consistent with the
negative electrodiagnostic testing.

The patient, you and I reviewed a June 6, 2012, MRI scan of
her cervical spine.  The study is negative without any
evidence of significant disc herniation, nerve root
compression, etc.  Ms. Cox, unfortunately, Ms. Deal is not a
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candidate for spinal surgery or other neurosurgical
intervention. I believe she has reached maximal medical
improvement with regard to the occupational injury of March
26, 2012.  I agree with Dr. Sprinkle in that there is no
impairment rating referable to this event.

At this point, I would release her to return to work without
restrictions. I suspect she will file for long-term disability
benefits through Social Security based on today’s examination.
A psychological evaluation from November 15, 2012, suggested
that the patient “perceives herself to be totally disabled
with regard to most functions and activities.  She appears to
be strongly motivated to assume a disabled role.”

I hope this report is satisfactory for your purposes and
addresses the questions you raised in your January 5, 2013,
correspondence. Please feel free to contact me if I can
provide additional information concerning the patient’s
independent medical evaluation.

     Dr. Self wrote the following letter on May 22, 2013:

Mrs. Deal is a patient of mine at RVMC Family Clinic. She has
suffered from back and neck pain for years.  She has endured
mid and upper back pain for approx 9 years and low back pain
for 6 years. She had been able to continue to work with
medication during this time.  However, for more than one year
she has had worsening neck pain with increasing muscle spasms.
MRI of the cervical spine showed multilevel degenerative
changes.  She has had evaluation and treatment by physical med
and rehabilitation (PMR).

During this time she has needed more medication to control her
pain.  She cannot sit or remain supine in any one position for
a significant amount time because of pain. She stays in bed
most of the day now.  She has become very depressed because of
chronic pain.

                          ADJUDICATION

Compensability   

     Arkansas Code Ann. §11-9-102(4)(A) defines "compensable

injury" as:

     (i) An accidental injury causing internal or external
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      physical harm to the body or accidental injury to
      prosthetic appliances, including eyeglasses, contact
      lenses, or hearing aids, arising out of and in the
      course of employment and which requires medical
      services or results in disability or death.  An injury
      is "accidental" only if it is caused by a specific
      incident and is identifiable by time and place of
      occurrence[.]     

     A compensable injury must be established by medical 

evidence supported by objective findings.  Ark. Code Ann. §11-9-

102(4)(D).  “Objective findings” are those findings which cannot

come under the voluntary control of the patient.  Ark. Code Ann. 

§11-9-102(16)(A)(i).

     The claimant must prove by a preponderance of the evidence 

that he sustained a compensable injury. Ark. Code Ann.§

11-9-102(4)(E)(i).  Preponderance of the evidence means the 

evidence having greater weight or convincing force.  Smith v.

Magnet Cove Barium Corp., 212 Ark. 491, 206 S.W.2d 442 (1947).

     In the present matter, the claimant contends that she 

sustained a compensable injury to her neck while performing her job

duties for the respondent-employer. Specifically, the claimant

maintains that she injured her neck on March 26, 2012, while

transferring a patient from his bed to his wheelchair.   

     I find that the claimant was not a credible witness.  Despite

the claimant’s assertion on direct examination that she had no
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problems with her neck prior to the alleged work-related incident

of March 26, 2012, a medical report authored by Dr. Self on May 22,

2013 clearly demonstrates that the claimant had suffered from neck

pain for years.  There is also clinic note authored by Dr. Self

just some seven weeks (February of 2012) prior to the claimant’s

alleged incident which demonstrates that the claimant requested

refills of her medications due to neck pain.  On cross-examination,

the claimant verified that she developed left arm numbness and that

her fingers would go number after her work incident of March 26,

2012.  She denied ever having any of these symptoms prior to her

work incident.  However, a report from Dr. Self dated August 30,

2011 demonstrates that the claimant complained of pain through her

shoulder blades and that her left hand was going to sleep.

Although the claimant did recall having previously made these

complaints, she admitted that these symptoms are identical to the

symptoms described by her following her alleged work incident.   

     The claimant has also given conflicting and confusing 

accounts as to how and when her alleged neck injury occurred.  At

one point, she testified that she hurt her neck on March 26, 2012.

However, at another point in her testimony, the claimant testified

that her neck was injured in an incident at work a week after the

March 26, 2012, incident.  Although the claimant testified during
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her deposition that her alleged injury caused her to suffer from

depression and that she had never been treated for or complained of

depression in the past, the evidence demonstrates that she

complained on February 6, 2012 to Dr. Self that she felt depressed

(see full discussion above). 

     Nonetheless, the evidence before me demonstrates that the 

claimant has been on heavy narcotic drugs for years.  In fact my

review of the evidence demonstrates the claimant has displayed drug

seeking behaviors.  In addition to this, Dr. Johnson opined that

her psychological evaluation dated November 15, 2012 of the

claimant suggested the overall pattern of significant symptom

magnification as well an extremely high level of functional

complaints.      

   In sum, when comparing the claimant’s testimony to the

preponderance of the evidence, I find that the claimant was not a

credible witness.  Therefore, on the basis of the record as a

whole, I further find that the claimant failed to prove that her

need for treatment and disability for her neck problems arose out

of and during the course of her employment, and that her neck

condition was the result of the alleged specific incident of March

26, 2012. 

   For the reasons discussed herein, this claim is hereby



23

respectfully denied and dismissed in its entirety.  The remaining

issues of medical treatment and temporary total disability have

been rendered moot and discussed herein this Opinion. 

             FINDINGS OF FACT AND CONCLUSIONS OF LAW   

     On the basis of the record as a whole, I make the following

findings of fact and conclusions of law in accordance with Ark.

Code Ann. §11-9-704.

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

2.  I hereby accept the aforementioned stipulations.
   

3.  The claimant has failed to prove by a preponderance     
    of the credible evidence that she sustained a           
    compensable neck injury, arising out of and in the      
    course of her employment with the respondent-

         employer on March 26, 2012.   
    

                            ORDER

     For the reasons discussed herein, this claim for a cervical 

spine/neck injury must be, and hereby is, respectfully denied and

dismissed in its entirety.  

     IT IS SO ORDERED.

__________________________
CHANDRA L. BLACK
Administrative Law Judge

CB/as 
    
 


