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 BEFORE THE ARKANSAS WORKERS’ COMPENSATION COMMISSION

                       CLAIM NO. G101900

STACEY WATKINS, 
EMPLOYEE CLAIMANT

BOONE COUNTY HEALTH UNIT, 
EMPLOYER RESPONDENT

PUBLIC EMPLOYEE CLAIMS DIVISION,                       RESPONDENT 
INSURANCE CARRIER/TPA 

                OPINION FILED JANUARY 18, 2013                    
        
A hearing was held before ADMINISTRATIVE LAW JUDGE CHANDRA L.
BLACK, in Harrison, Boone County, Arkansas.

The claimant was represented by The Honorable C. Michael White,
Attorney at Law, North Little Rock, Arkansas.  

Respondents were represented by The Honorable Terry Don Lucy,
Attorney at Law, Little Rock, Arkansas.

                     STATEMENT OF THE CASE

     A hearing was held in the above-styled claim on November 14,

2012, in Harrison, Arkansas.  A Pre-hearing Telephone Conference

was conducted in this case on April 2, 2012.  A Pre-hearing Order

was entered in this claim on that same date.  This Pre-hearing

Order set forth the stipulations offered by the parties, the

issues to be litigated, and their respective contentions.

     The following stipulations were submitted by the parties,

either in the Pre-hearing Order or at the start of the hearing. 

I hereby accept the following stipulations:

1.  The Arkansas Workers’ Compensation Commission has

jurisdiction of the within claim.
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2.  The employee-employer-insurance carrier relationship

existed at all relevant times, including March 2, 2011.

3.  The claimant sustained compensable injuries in the form

a compensable aggravation of her pre-existing cervical and lumbar

conditions on March 2, 2011, during a motor vehicle accident, in

the course and scope of her employment.

4.  The claimant’s average weekly wage at the time of her

compensable accident was $110.70.  Her compensation rate is $74,

both for temporary total disability, and permanent partial

disability.

5.  This claim for additional benefits has been

controverted.

6.  The respondents have paid various medical expenses

through December 20, 2011.  The respondents have also paid

temporary total disability compensation for the period from March

2, 2011, through April 27, 2011.

7.  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.  Whether the claimant is entitled to additional medical

treatment.

2.  Whether the claimant is entitled to temporary total

disability compensation for the period of time from April 28, 2011,



3

through to ta date yet to be determined.

3.  An attorney’s fee.

     The claimant’s and respondents’ contentions are set out 

in their respective Responsive Filing. These are hereby

incorporated herein by reference.       

     The documentary evidence submitted in this case consists of

the hearing transcript of November 14, 2012, and the documents

contained therein.

The following witness testified at the hearing: the claimant.

                           DISCUSSION

       During the hearing, the claimant testified that she was 

forty-eight years old.  She is a high school graduate, with some

college credits in accounting.  The claimant also underwent nursing

training for one year.  

     She verified that majority of her work has been a lot of 

manual labor.  The claimant has worked on a farm, as a mail

carrier, and doing some accounting work.  However, during the last

seven years, she has worked in the nursing field.  

    The claimant worked with the mentally challenged for about

three years, as a home health aide.  She worked for a group home

for one year, and next she worked for a single client.  At the time

of her admittedly compensable injury, the claimant worked for Boone

County Health Unit, performing home health for various clients.  

     Specifically, on March 2, 2011, the claimant was involved in

a motor vehicle accident on Hilltop Mountain on Highway 43, around
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8:00 a.m.  According to the claimant, a truck crossed her path, and

T-boned the passenger side of her car. She testified that she

sustained injuries, in the form of a lumbar and cervical strain. 

    On the evening of her accident, the claimant essentially

testified that she sought care from the emergency room due to

severe left shoulder, arm and neck pain.  According to the 

claimant, her symptoms continued to worsen.  Therefore, she sought

treatment from MediQuick. They prescribed some analgesics,

narcotics, and a muscle relaxant.  At that time, the claimant

maintains that she was experiencing problems with her neck, arm,

shoulder, and low back.  The claimant verified that she has had low

back problems for years.  

     The claimant continued to treat at MediQuick.  She underwent

physical therapy in April, at Jones Physical Therapy.  She saw a

neurosurgeon, Dr. Knox, in November, after the claimant requested

a change of physician from the Commission.  She treated with Dr.

Knox a couple of times.  Dr. Knox recommended a myelogram, which

was performed.  The claimant was allowed to see Dr. Knox for a

follow-up visit of her myelogram. According to the claimant, he

sent her home with a traction machine.  Dr. Knox recommended that

she do 15 pounds twice a day, in order for her to get range of

motion back in her neck.  

     She stated that Dr. Knox has recommended treatment in the form

of lumbar surgery and physical therapy.  The claimant testified

that this surgery has not been performed because she does not have

the means to pay for it.  She verified that she applied for Social
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Security Disability, and has been approved.  According to the

claimant, there has been a lapse in her Medicaid coverage.

Medicaid has paid for only ninety-days of prior treatment.  As of

the date of the hearing, the claimant’s Medicaid was inactive. 

She specifically denied that they are currently paying for any

medical treatment relating to her spine.  However, the claimant

admitted that her Medicaid will be reactivated until Medicare kicks

in, which will occur in four months.

     Regarding her current symptoms, the claimant testified:

Q. Stacey, as you sit here today, how is your spine doing?

A. Horrible.

Q. Okay.  And when you say horrible, tell us what you mean.

A. Just, I mean to do everything that I used to do on an
everyday basis is -- I can do it, I mean, I know my limits and
I know what to do, you know, certain things not to do.  I just
-- constant pain.  I’m in constant pain.

Q. And, Stacey, other than the pain, what kind of -- do you
have other symptoms?

A. Yeah, I’m depressed because I haven’t worked for over a
year and --

Q. Stacey, as far as -- if I understand your testimony,
you’re having problems with your lumbar spine and your
cervical spine; is that correct?

A. I was not -- previously, there was never no cervical --

Q. We’ll get into prior problems in just a minute, okay?
I’m talking about right -- today as you’re sitting here, what
kind of symptoms are you having involving your lumbar spine?

A. Just pain.  I have a lot of pain in my low back and it
radiates down the leg.

Q. And it what?
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A. Radiates down the leg.

Q. Okay.  Which leg?

A. My right leg.

Q. What about your cervical spine, what sort of symptoms are
you having today with your cervical --

A. Just stiffness on that left side still, fingers tingling
and just not good range of motion to the left.  I’ve gained a
lot of it back turning to the right but not to the left.

Q. Okay.  Now, Stacey, you mentioned a few times -- and that
is something we need to go into.  You’ve had some prior back
problems; is that correct?

A. Yes, sir.

    With respect to prior problems with her back, the claimant

stated that she has been diagnosed with degenerative disk disease,

DDD, stenosis, and some bulging disks.  She testified that her

prior problems related only to her lumbar spine, at L2, 3, and L4.

The claimant denied any significant problems with her cervical

spine.  

     The claimant agreed that the problems she had after the 

accident on March 2, 2011, differed significantly from the problems

she experienced with her lumbar spine prior to the accident.

According to the claimant, prior to her accident, she took

medication for her lumbar spine as soon as she got off work, but

she was able to work.  She testified that she now has problems with

her cervical spine, which involve the use of her hands, and

dropping things.  Since the accident, the claimant testified that

she has a sleep disorder, wherein she is unable to sleep.  She
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further testified that she is not able to do her everyday

housework.  

     Upon further questioning, the claimant explained:

Q. With the lumbar injury.  Did you have radicular symptoms
prior to March 2, 2011? 

A    Yes, yes, I did.  I just didn’t have the herniation.

Q. And, Stacey, did you have any symptoms involving your --
you testified you had tingling I believe in your fingers.  Did
you have any symptoms that were similar to that prior to March
2nd of 2011?

A. No.  I did in my right.  I had an elbow surgery back in
2003 but not on my left.

Q. Stacey, you mentioned your activities.  And have your
activities changed since March 2nd of 2011?

A. Yes, sir.

Q. Was it an immediate change or was it just sort of gradual
over time?

A. It was gradual -- it just got worse over time within a
month or so, yeah.

Q. And, Stacey, you were able to work prior to March 2nd of
2011?

A. Yes, sir, I was.

Q. Did the problems that you were experiencing with your
lumbar spine prior to that accident affect your ability to
work at all?

A. No, sir.  

Q. Were you able to perform all of your duties without any
problem?

A. Yes, I was.

Q. Okay.  Did you -- do you have any hobbies that you
enjoyed prior to this accident?
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A. Yes.  Ball games, I golfed every Sunday.

Q. Are you able to golf now?

A. No.

     Specifically, since her accidental injury, the claimant 

testified that she has attempted to play golf, but she does not

have the swing. According to the claimant, this has resulted

because of the use of her back, neck, and hand.  The claimant

denied any limitations doing housework prior to March 2, 2011.  She

testified that now she drops, and breaks things because of her

hand.  The claimant further testified that she was able to fix

things around the house prior to March 2, 2011.  As of the date of

the hearing, the claimant testified that she occasionally uses the

riding mower to mow their half acre yard.  However, she testified

that she is unable to do any leaf blowing, or, mulcher, or anything

of that nature.  

     Since December of 2011, the claimant has sought treatment 

from Dr. Dunaway, up until some three months ago.  At which point,

she switched to treating at the Mercy network.  The claimant has

been prescribed pain medication, and home exercises.

   The claimant basically verified that she is asking the

Commission to allow her to treat with Dr. Knox.  According to the

claimant, her husband has decided to take out a loan from the bank

to pay for her treatment with Dr. Knox.  She verified that she has

outstanding medical bills relating to her injury.
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     She denied that there are not any job that she would be able

to perform due to her injury.  According to the claimant, it is her

intent to go back to work once she receives some medical treatment.

   On cross examination, the claimant admitted that she has

previously been known as Stacey Guynn, and Stacey Collins.  She

admitted that medical records bearing these last names are her

records.  She admitted that her date of birth is December 10, 1963.

     At the time of her accident, the claimant had worked for 

the Department of Health only a little over three months.  She

began working for them in January of 2011.  

     The claimant again denied that she had any prior problems 

with her neck.  She further denied having a herniated disk in her

low back before her accident of 2011.  However, the claimant

admitted that she has had trouble with panic attacks and anxiety

disorder for several years, but denied that she previously suffered

from depression.  According to the claimant, she has been on Xanax

for years, and tried to take Celexa and Paxil, but they did not

work. She did not recall an incident wherein she accidentally

flushed her Xanax down the toilet in June of 2004.  

     Under further questioning, the claimant testified regarding 

a physician’s report date June 21, 2004, of Joint Exhibit 1(the

claimant was know as Stacey Collins at that time):

Q. Well, let me go ahead here.  It says, 40-year-old white
female presents, stating she flushed her Xanax three days ago,
now, quote, feels awful, end quote.  Son states she said she
wants to kill herself as she denies this, shaking and crying,
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and says prior history depression.  Now, do you recall?  And,
again, not to get into things that are uncomfortable --

A. Right.

Q. -- Ms. Watkins, but do you recall this incident?

A. Yeah.  I recall this incident.

Q. Okay.  And a couple of pages later, on page 48, it’s a
little difficult to read, but, again, kind of in the middle of
the page, there’s a paragraph, again, writing there.  About
three lines down, it says, patient is heavy depressed.  I
guess that’s what that says.  Patient is heavy depressed.  She
starts crying, feels hopeless, like she is a failure.

A. What page?

Q. Forty-eight.

                               * * *

Q. Let me continue reading, Ms. Watkins.  It goes on it say,
patient told her son she was going to drive off a bluff but
really didn’t mean it.

Q. Now, and I’m just asking you, is that an honest account
of what happened?

A. No.

Q. Okay.

A. That was something that my son had said.

Q. Okay.  So do you even deny telling your son that?

A. Yes.  That’s not true.

Q. Okay.  All right.  Fair enough.  

A. And I have never been treated for any anti-depressants so
-- I do have the -- I do take Alprazolam.  I do have a panic
disorder.

Q. Okay.
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A. And I have had for years, but not anti-depressants.

Q. Okay.  And, actually with this event, you ended up having
to sign a no-suicide contract, correct?

A. Yes.  It was in the emergency room.

Q. All right. 

     The claimant admitted that she has been to the ER a few 

times, but she did not know whether she had gone to the emergency

room nineteen times from 1999 through 2004, during this five-year

time frame.  

     Under further cross examination, the claimant attempted 

to explain:

Q. Well, we’ll look at some of that.  You actually have gone
to the ER a fair amount of times with head pain or migraines
or headaches on a number of occasions, correct?

A. When was that?

Q. Well, there are nine occasions, if you want me to list
out the page numbers where head pain or headaches or migraines
show up and we can begin at page --

A. Is that -- I started having headaches after the accident,
but maybe when I was pregnant --

Q. Well, pages one and two, for instance, history of panic
attacks and migraine headaches, at the very top under
physician’s report.  

A. 1999?

Q. Yes, ma’am.

A. Yeah, I had a lot of headaches the year I got divorced.

Q. Well, those actually went on intermittently, didn’t they?

A. No, they did not.
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Q. Okay.

A. Not that I’m aware of.  You can refresh my member [sic],
but...

Q. Well, okay.  For instance, I’ve got a record for 1999
where you went to the ER twice in one day for a headache.  Was
that again during your divorce?

A. Yes.

Q. Okay.  And that was on pages 8 through 11.  Also, a
couple of years later, in November of 2001, this is page 26,
you went in complaining of a headache for weeks.  Do you
remember anything that severe?

A. No, not for weeks.  

Q. Well, if you can look at page 26 just so you know I’m not
making that up. 

A. Oh, I don’t doubt.

     The claimant admitted that she was involved in a car wreck in

1999, wherein she was struck in the back of the head with an object

(car seat) in her back seat.  According to the claimant, a person

pulled out in front of her on Highway 65, and totaled her Toyota.

     She did not have any recollection that five of the nineteen ER

visits involved problems with her neck.  However, the claimant

testified that she may have had a strained neck, but nothing

chronic ongoing with her neck.  The claimant admitted that she

complained of pain of the neck, head, and shoulders after her car

wreck of July 6, 1999.  She was not certain that she had an MRI of

her cervical spine in 1999.

     Specifically, the claimant testified:

Q. Okay.  You said a moment ago, you never had any left arm



13

pain or numbness before the accident in March 2011.  

A. Right.

Q. Okay.  Look with me, do you see a blocky paragraph there
in the middle?

A. Yes.

Q. Large paragraph?  

A. The clinical history?

Q. Yes, ma’am.  It says, pertinent medical information is
that of left arm pain and numbness.  So you don’t recall that,
I assume?

A. Yes, I do -- I do recall that.

Q. Okay.  And down there at the bottom of the report it
says, there’s suspicion of a small left lateral HNP at C7-T1.
So were you made aware of the result of this report, that you
had a herniated disk in your neck as far back as 1999? 

A. No, sir.  No, I -- no.

Q. Okay.

     Upon being confronted with at least five ER visits concerning

her neck, the claimant essentially admitted that she could not

quarrel with the stated history relating to her neck pain in these

documents. She next admitted that she had some neck problems, but

denied any ongoing problems with it.  

    The claimant admitted that she was involved in another car

wreck in September of 2004, but she stated there were no injuries.

She did recall having complained of knee, back, and pain during an

emergency room visit after this accident. According to the

claimant, her car wreck of 1999 was a T-bone type accident.
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     She admitted to being involved in an unfortunate episode 

wherein she was struck in the face with a fist, and choked around

the neck. The claimant further admitted to seeking medical

treatment at the ER for this incident.  According to the claimant,

this incident resulted in some temporary head and neck pain.  

     The claimant did not recall about a year later in September 

of 2000, falling out of a broken lawn chair and landing on her

buttocks and striking a rock with her buttocks. Instead, she

testified that this happened to her sister. Upon being shown a

medical record demonstrating this, the claimant continued to

maintain that she did not recall this chair incident.  The claimant

insisted that the only time she remembered anything about her

buttocks was when she broke her tailbone walking to work in ice,

while working for the post office, in December of 2000. The

claimant admitted that this fall resulted in a fracture to her

tailbone or coccyx.  

     Under further cross examination, the claimant admitted to 

going to the ER on May 15, 2001, due to complaints of her lower

back.  According to the claimant, she was working on a farm at the

time of these complaints.  

     With respect to the lawn chair episode, the claimant 

admitted: 

Q. You’re reading from the nurse’s note section, correct,
Ms. Watkins?

A. Yeah.
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Q. Actually, it says, no bruising or swelling noted in the
coccyx area.

A. Okay.  I was going to say I didn’t have any bruising or
anything.

Q. Well, and let me just interject a question here because
--

A. Refused a wheelchair --

Q. Again, let me stop you and interject my question here
because you indicated a moment ago, you had no recollection of
falling out of this lawn chair.  Yet, you just told me that
you didn’t have any bruising when this happened.  

A. Because it wasn’t -- this is -- I didn’t fall out of --
     I didn’t fall out of a lawn chair.

Q. Okay.  So what happened?

A. This -- well, if this is -- I don’t even know if this is
the exact case that I’m thinking of.  My sister had fallen out
of a lawn chair at the lake where she was sitting on the edge
of the water.  And when she fell, she fell back onto me.
Anyway -- so I don’t know why it shows --

Q. That’s Stacey Guynn, that’s your name up at the top?

A. That’s my name, yeah.

Q. Okay.

A. There’s two skags (phonetic) reports that are not mine,
either.  They’re also hers.

Q. Two what?

A. Two skags, hospital visits.

Q. In these records?

A. Oh, I don’t know.

Q. Okay.

A. That I have.
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Q. Well, is her name Stacey as well?

A. Her name is Sherry Collins.  She’s deceased now, but.

     The claimant admitted to going to the ER due to back pain, in

March of 2002, due to some kind of lifting episode.  The claimant

admitted to falling on ice twice in one day when she fractured her

tailbone in December of 2000.  The claimant testified that although

she fell twice in one day, there was only one trip to the ER.  

     She admitted that going to the ER for back pain after moving

a dryer by herself.  In November of 2002, the claimant sought ER

treatment due to more back pain, which radiated into her left

buttock, after lifting something at work.  However, she did not

recall this ER visit.  The claimant admitted that she had short-

term problems with left arm pain, but denied that it ever took her

off work.  

     The claimant admitted that she was involved in a canoe 

accident in May of 2003, which resulted in her having to go to the

ER with left shoulder pain, neck and, tailbone pain.  However, she

did not recall leaving the ER that day, with a left shoulder

immobilizer. 

     Next, she explained:

Q. Look at page 40.  

A. All I know is it was a bad canoe wreck.

Q. Kind of toward the top of the page and on page 40 in the
handwritten area, it says that -- that 0045 hours, you were
fitted with a shoulder immobilizer.  You don’t remember that?
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A. Yeah.  I probably -- yeah.  I probably didn’t wear it
like I should, but.

                              * * *     
   

Q. And down at the bottom right corner of that page --

A. Uh-huh.

Q. -- there’s reference to the left shoulder so we are
talking about the left shoulder with this canoe event?

A. The bottom left?

Q. Bottom right of the page.

A. Yes.   

Q. And I believe --

A. And Coccyx [sic] 

Q. Say again?

A. The shoulder and coccyx.

Q. Yes, ma’am.

A. Yes.

Q. And it’s also your left shoulder that you were talking
about earlier, Mr. White was asking you questions, that was
injured you think in the March of 2011 car wreck?

A. Yes.

Q. Okay.  And, again, if I’m counting right, I think we’ve
gone over 12 separate events that have put you in the
emergency room for either head, neck or back or shoulder pain.

A. Yeah.  There’s been a lot.

Q. All right.  And that’s counting two falls on the ice
instead of one, correct?

A. Right.

    The claimant admitted that her back problems started as a
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result of her being thrown from a carnival ride.  However, the

claimant denied that this incident took place in 2004.  Instead,

the claimant testified that there is an error in the record, and

the incident occurred in 1994.  She agreed that there were thirteen

events involving injury-type incidents to her back, which required

medical care.  The claimant agreed that there was another flare up

with her back in June of 2008, after a trip to Florida.  She sought

treatment from Dr. Stacey Armstrong.  She agreed that this amounts

to fourteen different incidents.

     She admitted to treating in the past with Dr. Kevin Jackson 

for back pain.  The claimant further admitted she treated with Dr.

Jackson on at least six occasions for steroid shots, during the

period of 2006 and 2007.  She began treating with Dr. Armstrong in

2008, and saw her for two years. 

     The claimant testified:

Q. Now, the one in June 2008, and this is on page 76, the
last line of the opinion section there toward the bottom of
the report says, this is from the radiologist, I suspect there
is a superimposed left-sided disk herniation at L4-5.  

A. Yes.

Q. Did you have any knowledge of a possible disk herniation
in your low back before your injury in March of 2011?

A. Oh, yeah.  Yes.

Q. All right.  

A. L2 through L4 and 5 and then S-1 and L6 and 7.

     She admitted that she had problems with bladder control during
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her Florida trip, and before her March 2011 injury.  She denied

that she had loss of bladder control a couple of times, during the

Florida trip.  According to the claimant, during this trip, she had

only one incident with her bladder.  She also stated that there was

only one other incident with bladder control problems.  

     The claimant slipped at work in November of 2006, and injured

her back.  She admitted that a medial report dated November 20,

2006, states that she continues with pain and numbness in both

arms, but she did not recall an issue of this nature.  

     She testified:

Q. Okay.  And, again, Ms. Watkins, I don’t swear by my math
--

A. Right.

Q. -- but I think we’re up to about 15 separate injuries
prior to March of 2011.  Would you quarrel with that?

A. No.

     On redirect examination, the claimant admitted that she has

had substantial back problems.  She also stated that her current

back problems are totally different since her 2011 motor vehicle

accident.  According to the claimant, she is unable to work and her

only relief is a hot tub or medication.  The claimant testified

that her back problems are now constant.  She denied that she was

unable to work before her accident.

     She admitted that there were times she sought medical 

treatment for her neck.  The claimant explained that she testified
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earlier that she never had any neck problems because she did not

really consider them neck problems because it was not something

constant like it is now.  She denied that her neck problems

persisted over a period of weeks.  According the claimant, at the

very most, her neck problems lasted probably two weeks.  However,

the claimant testified that since March 2, 2011, her neck pain has

been constant. She maintains that her only relief is pain

medication.  

    The claimant admitted that she is not making a claim for

migraine headaches, depression or, anxiety attacks. She denied

continued shoulder problems after her canoe incident.  The claimant

agreed that she believes there are some mistakes in the medical

record.  Specifically, the claimant denied a prior ongoing problem

with bladder control. The claimant testified that since her

incident, she has had problems with bladder control three times.

      She denied any problems with weakness and related symptoms in

her left hand prior to March 2, 2011.  The claimant stated that she

had surgery on her right side/hand.  She admitted that she is not

claiming any injury to her right side.               

     A review of the medical evidence of record demonstrates that

the claimant sought treatment from the emergency department of

North Arkansas Regional Medical Center, on July 6, 1999, due to a

motor vehicle accident.  A Physician’s Report demonstrates that the

claimant was hit in the back of head by a playpen. The claimant
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complained of neck, head and shoulder pain.

     The claimant sought emergency medical care from the  

emergency department of North Arkansas Regional Medical Center, at

Harrison, on August 30, 1999.  At that time, her symptoms, among

other things, were vomiting blood(times four days), neck pain, left

shoulder pain, arm pain, and a headache.  The emergency room record

states that the claimant has a history, which includes, but is not

limited to carpal tunnel pain, chronic back pain, chronic neck, and

shoulder pain.      

    An MRI of the claimant’s cervical spine was performed on

September 3, 1999.  The claimant’s pertinent clinical information

was that of left arm pain and numbness. The following impression

was demonstrated:

IMPRESSION: 1. Unusual configuration of the superficial soft
tissues of the mid neck.  Signal intensities suggests fat
density.  This may represent a lipoma.

 2.  There is suspicion of a small left lateral HNP at C7-T1
encroaching upon the exiting nerve root.  Clinical correlation
to this exact level is requested as this is difficult to
confirm over all images.

     On October 14, 1999, the claimant again sought treatment from

the emergency room of North Arkansas Regional Medical Center.  An

ER nursing record demonstrates that a person struck the claimant

in the right eye with their fist, and choked her.  The claimant

complained of stiffness of the cervical spine, bad headache, and

vomiting.  

    The claimant sought emergency treatment from North Arkansas
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Regional Medical Center, on September 3, 2000. These notes stated

that the claimant was at the lake, when she fell from a lawn chair

and landed on a rock, directly on her coccyx area.

     An emergency room record from North Arkansas Regional Medical

Center dated December 27, 2000, shows that the claimant was treated

due to a fall on ice the prior day, and one that morning.  She

complained of pain to the coccyx area.  An X-ray demonstrated

“fracture of the coccyx.”

    According to an emergency room record from North Arkansas

Regional Medical Center, on May 15, 2001, the claimant complained

of back pain after doing some landscaping.

     On March 23, 2002, the claimant again sought emergency 

treatment due to back pain as a result of working in her yard.  At

that time, the claimant complained of lower back pain, intensity of

ten on a scale of one to ten.  Specifically, the claimant also

complained of pain radiating into both legs and knees.   

     The claimant made several other visits to the emergency

room department of North Arkansas Regional Medical Center, for

various incidents relating to her back, neck, and shoulder. These

visits were discussed in detailed with the claimant during the

hearing on cross examination(see full discussion above).       

     An MRI of the lumbar spine was performed on June 24, 2008, 

with an Opinion of: “Lower lumbar degenerative disc disease.  I

suspect  there is a superimposed left sided disc herniation at L4-
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5.”  

     On August 26, 2009, the claimant underwent an MRI of the 

lumbar spine with the following Opinion:

Lower lumbar degenerative disc disease and facet hypertrophy.
Osteophyte causes bilateral foramen narrowing at L3-4 and
predominately left sided foramen narrowing at L4-5.  There is
no evidence of soft disc herniation.                

     The claimant underwent a medical evaluation by Dr. Geoffrey

Dunaway on February 1, 2011, as a new patient. Her stated diagnosis

history included: essential hypertension; anxiety disorder NOS; and

degenerative disc disease with chronic post traumatic back pain. 

     On February 17, 2011, the claimant sought treatment from Dr.

Dunaway due to a chief complaint for check of back pain, and a spot

on her face.  The claimant also complained of severe headache and

vomiting. 

    Following the claimant’s admittedly compensable injury(motor

vehicle accident)of March 2, 2011, the claimant’s emergency medical

treatment from North Arkansas Regional Medical Center.  The

claimant complained of shoulder, mid and low back pain, left

posterior rib pain, and neck pain.  Dr. Peter Manningas’s

impression was “back and neck strain.”  However, he stated that the

claimant’s condition was stable.  X-rays of the claimant’s lumbar

demonstrated: “Moderate lower lumbar degenerative disk disease.  No

acute abnormality.”  Left Rib Detail Three Views showed,“there was

no evidence of fracture.”  Cervical Spine Five Views were performed

with an opinion of: “Mild lower cervical spondylosis.  No acute 
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abnormality.”               

    Further review of the medical records demonstrate that the

claimant sought treatment from Harrison MediQuick, on March 4,

2011.  At that time, the claimant complained of neck, shoulder, and

low back pain and stiffness.  On physical examination, the claimant

was noted to have cervical and lumbar spasms. The claimant treated

with Ms. R. Griffin, APNC.      

     The claimant returned for a follow-up visit at MediQuick, on

March 8, 2011.  According to these notes, the claimant reported

that her neck was better, but her mid back continued with muscle

spasms and was very painful.  Nurse Griffin recommended that she be

evaluated and treated with physical therapy.

      On March 30, 2011, the claimant returned to Dr. Dunaway.  The

primary reason for her visit was anxiety.

     The claimant underwent evaluation by Dr. Dunaway again on 

April 6, 2011.  She complained of lumbar pain radiating down her

left leg.  On physical examination of her lumbar spine the claimant

exhibited abnormalities.  A straight-leg rating test of the left

leg was positive.  Lumbosacral spine exhibited no tenderness on

palpation.  Lumbosacral spine exhibited no spasms of paraspinal

muscles.  A straight leg test of the right leg was negative.

However, knee jerks and ankle jerks were normal.  Dr. Dunaway’s

assessment was: Backache, Lumbago, Intervertebral disc

degeneration, Lumbar disc degeneration, and Sciatica.   Dr. Dunaway
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wrote:

DISCUSSED
Has had back issues since 2004 after she was thrown from a
carnival ride.  She saw neurologist and had MRI that showed a
bulging disc.  It has flared up recently and pain is going
down left leg and one day last week she lost her urine once.
Reports having a previous reaction to Steroid injections-
Racing heart.

  
    The claimant returned to the MediQuick clinic on April 23,

2011, for follow-up of her motor vehicle accident of March 2, 2011.

     On April 27, 2011, she underwent an MRI of the cervical spine,

with an impression of:

1. Moderate, multiple-level, degenerative change of the
cervical spine consistent with osteoarthritis and degenerative
disc disease.
2.  Mild or borderline spinal stenosis.
3. No large, bulky or focal disc herniation is clearly
identified.
4.  No acute subluxation, dislocation, fracture or loss of
alignment is identified.
5.  No focal abnormality of the spinal cord is identified. 

     Next, on April 27, 2011, the claimant was seen at the 

MediQuick clinic for follow-up of her MRI.  Nurse Griffin reported

that the claimant would benefit from a neurosurgeon evaluation and

probable injections into C-spine.  At that time, Nurse Griffin

released the claimant to full-duty, with respect to her work-

related injury.

     On that same date, Nurse Griffin stated in a Report to 

Employer  that the claimant’s motor vehicle accident was resolved.

Nurse Griffin reported that the claimant’s diagnoses were,

“cervical strain and lumbar strain.” She also reported that
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claimant’s MRI of the C-spine demonstrated “no acute changes, but

did show advanced degenerative changes, with osteophytes at C4 and

C5 . . .”              

     Dr. Dunaway saw the claimant on May 5, 2011, due to a chief

complaint of right arm pain-burning sensation with tingling at

night. He reported that the physical findings of the claimant’s

cervical spine showed abnormalities, and her lumbar spine exhibited

abnormalities unchanged.  Dr. Dunaway’s assessment was: “Backache;

Lumbago; Lumbar disc degeneration; Cervical radiculopathy; and

Sciatica.”  He recommended that the claimant take a copy of her MRI

to Marcus Jones for cervical traction, and prescribed refills on

her  medications.                           

     On June 7, 2011, the claimant returned to Dr. Dunaway for a

follow-up visit for medication refills.  He wrote, in relevant

part:

HISTORY OF PRESENT ILLNESS:
Stacey Watkins is a 47 year old female.
No previous history of fever.
No urinary loss of control 2-3 time 6 months ago.
Tingling of the right Numbness of buttocks of the right arm.

With respect to her lumbar spine, Dr. Dunaway assessed the claimant

with degenerative disc disease with chronic post traumatic back

pain.  Dr. Dunaway’s  assessment remained the same as noted during

his previous evaluation, except he further assessed the claimant as

having chronic cervical disc disease with radiculopathy.

     Dr. D. Luke Knox evaluated the claimant on November 28, 2011
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due to chief complaints of the neck, left arm, low back pain, and

both legs, right greater than left.  He stated that the claimant 

was unable to work, and advised the claimant’s activity to be

modified as tolerated.  In a clinic note of that same date Dr. Knox

wrote the following to Dr. Dunaway:

PLAN: I have recommended that she go ahead and get a myelogram
to define with certainty the areas of neuroforaminal
encroachment.  I will keep you apprised of her progress.  She
was counseled in detail concerning the myelogram, which will
be arranged in the near future.

In order to further define her lumbar complaints, I have
recommended that she complete her evaluation with a lumbar MRI
scan as well.

   On December 13, 2011, the claimant underwent a cervical

myelogram with the following impression:

Negative for evidence of disc protrusion or canal stenosis.
Please see the CT report.

     A CT report on that same date of the cervical myelogram was

performed with an impression of:

Negative for evidence of disc protrusion or canal stenosis.
There is diffusion mild degenerative disc disease.

     The claimant also underwent an MRI of the lumbar spine without

contrast on that same date with an impression of:

Degenerative disc and endplate changes at L4-L5 and L5-S1.
Mild moderate neural foraminal narrowing at L5-S1 secondary to
ateralized[sic] bony disc complexes as discussed above.

    On December 16, 2011, the claimant returned to Dr. Knox for

follow up of her cervical myelogram/CT, and lumbar MRI.  He

discussed with the claimant the surgical and non-surgical options
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for her spine problems.  The details of lumbar disk surgery,

including the potential risks were discussed with the claimant.

The claimant opted to proceed with surgery.                      

                         ADJUDICATION 

A.  Additional Reasonable and Necessary Medical Treatment

     The respondents accepted the claimant’s back injury and 

cervical spine injury as compensable and paid some medical benefits

until on or about December of 2011( which was after the claimant’s

evaluation by Dr. Knox).  The respondents have since controverted

the claimant’s entitlement to additional medical treatment.

Therefore, the claimant now asserts that she is entitled to

additional reasonable and necessary medical treatment for her

compensable injuries.  Specifically, the claimant has asserted her

entitlement to medical benefits in the form of back surgery as

recommended by Dr. Knox, and a return visit to him for her cervical

condition.

     An employer shall promptly provide for an injured employee 

such medical treatment as may be reasonably necessary in connection

with the injury received by the employee.  Ark. Code Ann. §

11-9-508(a).  The claimant bears the burden of proving that he or

she is entitled to additional medical treatment.  Dalton v. Allen

Eng'g Co., 66 Ark. App. 201, 989 S.W. 2d 543 (1999).

   Here, the parties stipulated that the claimant sustained

compensable injuries in the form a compensable aggravation of her

pre-existing cervical and lumbar conditions on March 2, 2011,
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during a motor vehicle accident, in the course and scope of her

employment.  The claimant’s motor vehicle accident occurred on the

morning of March 2, 2011.  Later that evening, the claimant sought

emergency medical treatment at the North Arkansas Regional Medical

Center, at Harrison.  There, the claimant treated with Dr. 

Maningas.  His impression was “back and neck strain,” for which he

prescribed medications, and discharged the claimant home.

     Thereafter, the claimant sought treatment for her compensable

injuries from the Harrison MediQuick clinic, where she came under

the care of Nurse Griffin.  On March 8, 2011, Nurse Griffin noted

that on physical examination, the claimant had cervical and lumbar

spasms.  She treated the claimant conservatively with medications

and physical therapy treatment.  

     On April 27, 2011, Nurse Griffin opined that the claimant had

reached maximum medical improvement for her work-related “cervical

spine and lumbar strain”.  Nurse Griffin returned the claimant to

full-duty work, and did not assign any physical permanent

impairment.

    Next, the claimant began treating conservatively with her

primary care physician, Dr. Dunaway.  Ultimately, the claimant

obtained a Change of Physician Order to treat with Dr. Knox.  She

underwent initial evaluation by Dr. Knox, on November 28, 2011 due

to complaints of pain of the neck, low back, left arm, and both

legs, right greater than left.  At that time, Dr. Knox opined that

the claimant was not able to work and order further diagnostic

testing for the claimant’s cervical and lumbar spine.
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    A December 13, 2011, CT report of the claimant’s cervical

myelogram demonstrated: “Negative for evidence of disc protrusion

or canal stenosis. There is diffusion mild degenerative disc

disease.”  Also, on that same date, the claimant underwent an MRI

of the lumbar the spine, which showed: “Degenerative disc and

endplate changes at L4-L5 and L5-S1. Mild moderate neural foraminal

narrowing at L5-S1 secondary to ateralized[sic] bony disc complexes

. . .”  

     On December 16, 2011, Dr. Knox discussed with the claimant

her options of treatment for her spine problem.  At that time, the

claimant elected surgical treatment for her lumbar spine condition.

     I find that the claimant is not a credible witness due to the

multitude of inconsistencies noted throughout the record among the

claimant’s testimony on direct examination, her testimony on cross

examination, and the various medical reports of record.

Specifically, although the claimant admitted chronic ongoing

problems with her back, she maintained that she only suffered

bulging discs of the back.  However, an MRI of the back performed,

on June 24, 2008, demonstrated a suspected superimposed left-sided

disk herniation at L4-5.  The claimant denied having suffered from

depression prior to her work incident.  However, the medical record

is replete with documentation that the claimant previously suffered

from depression(I recognize that the claimant admitted that she is

not making a claim for this condition). Initially on cross

examination, the claimant denied having fallen from a lawn chair,



31

but later admitted an incident of this nature.  The claimant

repeatedly denied any prior problems with her left arm pain or

numbness, or neck problems.  However, her testimony is not

corroborated by the medical records.  There are numerous medical

reports demonstrating that the claimant sought emergency medical

treatment on twelve occasions for problems relating to her head,

neck, shoulder, or back. Based on all the foregoing, I find that

the claimant’s testimony is not credible.

     Moreover, the evidence shows that prior to her compensable 

incident, the claimant incurred several incidents/events involving

her neck and/or back.  In fact, from 1999 through 2004 the claimant

sought emergency medical treatment nineteen times.  Five of these

visits involved the claimant’s neck, and twelve of these visits

related to head, neck, back, or shoulder pain.  The claimant has

been involved in thirteen injury-type events involving her back. 

   In a nutshell, the evidence demonstrates that before her

compensable injury in March of 2011, the claimant sustained several

accidental events, which include, but not limited to a carnival

ride accident, two car wrecks, two falls, a canoeing accident, a

physical assault, and a lifting incident (see full discussion

above).  Further review of the medical records demonstrates that

the claimant has received prior extensive treatment for her back in

the form of steroid injections and a medication regimen.  In fact,

just thirteen days(on February 17, 2011) prior to her compensable
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incident, the claimant sought treatment from Dr. Dunaway for back

pain.         

     On the basis of the record as a whole, and after reviewing 

the evidence in this case impartially, without giving the benefit

of the doubt to either party, I find that the claimant did not

sustain her burden of proving by a preponderance of the credible

evidence that additional medical treatment is reasonably necessary

in connection with her compensable temporary aggravation of her

pre-existing cervical and lumbar conditions of March 2, 2011.

Specifically, I find that her compensable injury is not a factor in

her current need of medical treatment.  The evidence demonstrates

that the claimant’s compensable work-related lumber and cervical

strain resolved by April 27, 2011.  At which point, Nurse Griffin

pronounced the claimant to be at maximum medical improvement for

her compensable work-related incident, and released her back to

full work duty, without any impairment.

     There is no indication from the record that any of the 

treatment recommended by Dr. Knox was recommended in connection

with the temporary aggravation injury that was determined to be

compensable. Nor is there any medical evidence or any other

probative evidence linking the claimant’s current symptoms to her

compensable injury.  In fact, the claimant’s prior spine-related

symptoms are identical to the symptoms described by the claimant

following her work incident.        

     Therefore, the record before me compels the conclusion that

the claimant’s current need for lumbar and cervical spine
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treatment(particularly back surgery) is not related to her March 2,

2011 injury, but instead stems from her pre-existing chronic spine

conditions.  Hence, further medical treatment is not reasonably

necessary in connection with the claimant’s compensable injury.  

B.   Temporary Total Disability Compensation

     The parties stipulated that the respondents paid temporary

total disability until April 27, 2011, for the claimant’s

compensable temporary aggravation of her pre-existing cervical and

lumbar injuries, arising out of her motor vehicle incident of March

2, 2011.  However, the claimant now contends that she is entitled

to temporary total disability compensation from April 28, 2011, and

continuing to a date yet to be determined. The claimant’s

compensable back and neck injuries are unscheduled.   

    An injured employee who suffers an unscheduled injury is

entitled to temporary total disability compensation during the time

that she is within her healing period and totally incapacitated to

earn wages.  Arkansas State Highway and Transportation Department

v. Breshears, 272 Ark. 244, 613 S.W. 2d 392 (1981).  The healing

period ends when the underlying condition causing the disability

has become stable and nothing further in the way of treatment will

improve that condition.  Mad Butcher, Inc. v. Parker, 4 Ark. App.

124, 628 S.W. 2d 582 (1982).

     The parties stipulated that claimant sustained compensable

injuries in the form of a temporary aggravation of her pre-existing

cervical and lumbar conditions on March 2, 2011, during a motor
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vehicle accident, in the course and scope of her employment.

    Following her motor vehicle accident, the claimant sought

treatment from the emergency room of North Arkansas Regional

Medical Center. Dr. Maningas prescribed pain medication and muscle

relaxers and discharged the claimant to home. 

     Although the claimant subsequently sought treatment from 

other physicians, my review of the medical record demonstrates that

the core of the claimant’s medical treatment for her compensable

injuries was administered under the care of Nurse Griffin.  Under

the care of Nurse Griffin, the claimant received appropriate

conservative treatment for her compensable temporary aggravation of

her pre-existing cervical and lumbar conditions.  On April 27,

2011, Nurse Griffin pronounced the claimant to be at maximum

medical improvement for her compensable motor vehicle accident of

March 2, 2011.  She also released the claimant to full-duty work,

without any restrictions.  The claimant has not been assigned a

permanent anatomical impairment for her compensable lumbar and

cervical conditions.  

     The evidence in the present matter therefore demonstrates 

that the claimant reached the end of her healing period for her

unscheduled compensable aggravation of her pre-existing spine 

conditions, on April 27, 2011.  Temporary disability cannot be

awarded after the claimant's healing period has ended.  Trader v.

Single Source Transportation, Workers' Compensation Commission

E507484 (Feb. 12, 1999).  Under these circumstances, I find that

the claimant did not prove her entitlement to additional temporary
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total disability compensation after April 27, 2011.  

    While I realize that Dr. Knox opined that the claimant is

unable to work, however, any inability to work that the claimant

may be experiencing is not causally connected to her compensable

temporary aggravation of her pre-existing cervical and lumbar

conditions.  Instead, the preponderance of the credible evidence

demonstrates that any such physical inability to work on the part

of the claimant would be related to her pre-existing chronic lumbar

and cervical conditions.                       

              FINDINGS OF FACT AND CONCLUSIONS OF LAW 

     On the basis of the record as a whole, I hereby 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.  The employee-employer-carrier relationship existed at
         all relevant times, including August 30, 2007.

3.  The remaining stipulations set forth above are hereby   
    accepted.

4.  The claimant failed to proved by a preponderance of the 
    evidence that additional medical treatment is causally  
    related to her compensable injury of March 2, 2011.

5.  The claimant failed prove by a preponderance of the 
          credible evidence her entitlement to additional temporary
         total disability compensation after April 27, 2011. 

                              ORDER

    For the reasons discussed herein, this claim for additional

medical benefits and temporary total disability compensation must
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be, and hereby is, respectfully denied in its entirety and

dismissed.  

     All issues not addressed herein are expressly reserved under

the Act.

     IT IS SO ORDERED.

        

                                 __________________________
        CHANDRA L. BLACK

Administrative Law Judge
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