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

STATEMENT OF THE CASE

A hearing was conducted in the above style claim to determine the claimant’s entitlement

to additional workers’ compensation benefits.  On September 9, 2013, a pre-hearing conference

was conducted in this claim, from which a Pre-hearing Order of the same date was filed.  The

Pre-hearing Order reflects stipulations entered by the parties, the issues to be addressed during

the course of the hearing, and the contentions of the parties relative to the afore.  The Pre-hearing

Order is herein designated a part of the record as Commission Exhibit #1. 

The testimony of Scotty Dewayne Chesser and Denise Dorton coupled with medical

reports and other documents comprise the record in this claim.

DISCUSSION

Scotty Dewayne Chesser, the claimant, with a date of birth of April 13, 1969, is a high 

school graduate, who resides in Brookland, Arkansas.  The claimant is a veteran of the United
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States Navy, having served from 1988 until 1995, and achieved the rank of E5.  The claimant

offered that his military testing converted over to college credits.

The claimant commenced his employment with respondent-employer on November 6,

2001 as a maintenance technician.  The claimant testified that although he is still a maintenance

technician, a lot of his job duties are above that of his peers.  The parties stipulated that the

claimant sustained an injury to the back of his head on August 21, 2011.  

The claimant testified that prior to August 21, 2011, he was in good health, and denied

having any symptoms of nausea, significant dizziness, headaches or any sort of seizure problems. 

Additionally, the claimant denied that he had any physical limitations that prevented him from

performing the job duties of a maintenance technician from his hire date of 2001 until the August

21, 2011, accident.  The testimony of the claimant reflects that he did not have any other health

conditions that were unrelated to his work prior to August 21, 2011.  

In describing the mechanics of the August 21, 2011, injury, the testimony of the claimant

reflects:

     I was working on a third level, and I was crawling underneath a
conveyor to find an air leak, and when I came out, I had to go to the
other side to actually locate it, and when I came out into the area
that’s open between the conveyors, there are two beams that run
across that on the - - between that gap, there are two beams and
when I looked up and saw the one beam, there’s no longer a
conveyor, there’s no use for it really, but when I looked up, I saw
the one beam, and I didn’t realize the other one was over my head
and I got up off the ground and I hit it across the back of my neck
and head. (T. 8-9).

The claimant described the symptoms he experienced as a result of the blow to the head:

     Well, I really don’t know if I lost consciousness.  I just
remember being on my hands and knees, and then, I called my boss,
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because I didn’t think I could get back down the stairs on my own,
and he came and got me, and I remember we went up front, and he
asked me if he, [sic], thought I would be all right and after about
five or ten minutes, I told him I needed to go to the hospital,
because I was just dizzy, nauseous, my head hurt, the back of my
neck, and I was just out of it. (T. 9).

The claimant testified that he had headaches after the August 21, 2011, accident, adding:

     Well, yeah, it was off and on, and it wasn’t really anything that
was very bad.  My neck hurt.  I mean, my neck, I had neck
problems, but I had - - I can’t remember if I had someone else check
my neck, but I told Dr. Barber this the day after and told him my
neck felt like it needed to pop all the time. (T. 10).

The claimant continued, regarding the symptoms the he experienced over the six (6) months

following the August 21, 2011, accident:

     Yeah.  I wouldn’t even call it - - the headaches were just - - I
mean, spread out.  It wasn’t - - I didn’t have headaches all the time. 

     Yeah, it was just occasional. (T. 10-11).

Claimant testified that he took over-the-counter medicine (Aleve) every once in a while.

The testimony of the claimant reflects that he did not develop any additional symptoms

that he attributed to the August 21, 2011, accident until January 10, 2012.  Elaborating on the

afore, the claimant testified:

     Well, it was instantaneous when I was at work.  I thought I was
going to lose consciousness, and my heart rate and blood pressure
went up and my left side was numb; so, they called 911 and the
paramedics came and took me to the hospital.

     Oh, from there, it was - - I couldn’t return to work.  It was
horrible. 

      Some days I would get the feeling like I was going to go
unconscious.  I would be really really tired all the time.  My left side
would go numb or it would feel like it was getting hot, and then
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other times - - this was happening three or four times a day.  I was,
basically, on my couch for months, and I really - - no one knew
what was wrong with me until I was diagnosed later, and then, this
went on for months.  Sometimes it wouldn’t be like the
unconsciousness thing, but I would just see different random colors
just flashing all the time.  It was a little different, but it always
ended with I felt really really bad.  I needed to sleep.  I would sleep
fifteen hours sometimes. (T. 11-12).

The claimant testified that he now taking prescription medication, Lamotrigine, for his

condition.  The afore was prescribed by Dr. Kenneth Chan, a Jonesboro neurologist. The

testimony of the claimant reflects that he takes the medicine religiously, at 1:00 a.m. and 1:00

p.m.   The claimant’s work hours are from 3:30 p.m. until midnight.  The claimant takes his

medicine once he gets home from work.  The claimant’s testimony reflects that he usually goes to

bed at 2:00 a.m. and gets up at 10:00 or 11:00 a.m. 

The claimant addressed the “recurrent seizures” mentioned in the January 22, 2013, report

of Dr. Chan:

     Since I started taking my medication, it’s - - sometimes I’ll have
one or two instances within a two-month period, and I think the
longest I’ve went without really having a seizure is probably two
and a half months. (T. 13-14).

The claimant continued regarding the sensation he experiences following the seizure:

     After, I’m very cloudy.  It’s almost like I’m walking in a fog
afterwards.  I don’t know how to describe it besides that. (T. 14).

The claimant explained that the afore continues until he goes to sleep, and during which time he

feels he is unable to perform at a normal level.  The claimant testified regarding the frequency of

the seizures in the past two (2) years:

     I would say eight or nine times.  I documented it for quite a
while, but then, it was - - after it became like months in between, I
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didn’t really document it.  The first year, I did, and it was probably
eight or nine times in the first year, and it’s less frequent now. (T.
14).

The claimant testified that he had not been diagnosed with epilepsy or migraine headaches

prior to 2011. The claimant offered that the lighting and sound aspects of his job as a maintenance

technician seem to exacerbate his symptoms:

     It’s very loud.  I’ve had to try different types of ear plugs to
actually get the ones that made my - - it must made my migraines a
little less frequent.  The fluorescent lighting was - - is what makes it
worse.  

     Well, I’ve just noticed that if I’m working somewhere where the
lighting, the bulbs are going out how they flash; I’ve gotten more
migraines when I have to work in that area.  I’ve had to do it a
couple of times where there’s just one area that’s like that, and I can
tell when I’m about to get a migraine. (T. 15). 

The claimant testified that he has missed two to three months from work since August 21, 2011,

attributable to the work-related accident.  The claimant maintains that between 2001, and August

21, 2011, he rarely missed time from work.  

The claimant has been seen by Dr. Chan and Dr. Baskin, who are the primary doctors that

have evaluated his condition.  The claimant did not actually see Dr. Chesser.   As to other

physicians that he has seen in connection with the August 21, 2011, accident, the claimant

testified:

     I seen Dr. Barber, of course, after the injury.  Dr. Shown is my
family doctor; he pretty much regulates my condition unless I have
something that I need to go to Dr. Chan about that has changed. 
And I saw the doctor - - I can’t remember his name that - - I guess
he’s the occupational health doctor that they sent me to when they
sent me home. (T. 16-17).

The testimony of the claimant reflects that in addition to the Lamotrigine, he has also been
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prescribed Midrin for the migraines.  The claimant discussed the regularity with which he took the

Midrin:

     Just - - well, I actually take it before - - I have a - - you know, a
short period of time when I know I’m about to have a migraine.

     And I take it before; before the migraine.  (T. 17).

The claimant describes the sensations he experience before the onset of a migraine headache:

     It starts in the back of my neck and just moves up.  It’s almost - -
it’s hard to describe, it’s not pain, but it’s more like when muscles
get tense and it moves up the back of my head. (T. 17-18). 

The claimant offered that the site in the back of his neck is just below the area where he hit his

neck in the August 21, 2011, accident. 

The claimant was evaluated by Dr. Baskin in Little Rock.  As a part of the evaluation, the

testimony of the claimant reflects:

     Yes, they wanted to do another EEG, and I would have to stop
taking my anti-seizure medication. (T. 18).

The claimant explained that he did not feel comfortable going off of his medication:

     Because during the time period when I wasn’t on this
medication, I actually thought I was going to die.  It was so bad, you
know, I spoke to my kids about it, it was horrible.  I just didn’t want
to go through that again. (T. 18).

The claimant did not take any anti-seizure medication between August 21,2011, and January 10,

2012.  The testimony of the claimant reflects that following the above-mention January 10, 2012,

incident, he was put on the anti-seizure medicine:

     Yes, it was after the accident, but it was like three months after,
because I couldn’t get a diagnosis; no one knew what was wrong
with me. (T. 19).  
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The claimant testified that he experienced seizures on a daily basis following the initial one of

January 10, 2012, until he started taking the anti-seizure medicine in April 2012.  During the

period between January 10, 2012, and April 2012, while experiencing the daily seizures, the

claimant testified:

     I couldn’t function at all.  I had to lay on the couch basically. 
My wife would take care of me. (T. 20).

The claimant testified that he was off work for approximately six (6) months following the

January 10, 2012, incident.  The testimony of the claimant reflects that the seizures decreased in

frequency after he began taking the medication, allowing him to return to work. The claimant’s

testimony reflects that he enjoys his job at respondent-employer, and wants to continue working

there.  

The deposition of the claimant was obtained by respondents in December 2012.  The

testimony of the claimant reflects that during his seven (7) years in the Navy he took computer

programming classes and electrical training.  The claimant offered that the Programmable Logic

Computer training served him well in his job at respondent-employer.  The testimony of the

claimant reflects that at one time while in the Navy he was assaulted by somebody with a pipe ,

who hit him in the face and broke his left orbital bone, requiring having his face wired back

together.  The afore assault impacted the left side of the claimant’s face.

Following the August 21, 2011, work-related accident, the claimant called his supervisor,

Victor Francis, who took him to the break room.  The plant nurse, Denise Dorton, was also called.

When the claimant became nauseated, the decision was made to take him to the emergency room. 

The claimant acknowledged that Ms. Dorton met him at the emergency room, where he was
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checked out with at CT scan of his head. Following the emergency room visit, the claimant was

released home with some pain medication and directed to follow-up with his family doctor.

The day following the August 21, 2011, accident, before returning the claimant to work,

respondent-employer had the claimant seen by the company doctor, Dr. Barber, to assure that he

was able to return to work. The medical in the record reflects that the claimant was seen by Dr.

Barber on August 22, 2011, and released to return to work, however directed to avoid heights or

working around machinery until a follow-up visit of August 29, 2011.  The medical evidence

reflects that the claimant was seen in follow up by Dr. Barber on August 29, 2011, at which time

he was released to full duty. The claimant acknowledged that he felt fine on when he returned to

unrestricted work duties.  

The claimant acknowledged complaining of low-back pain, foot numbness, leg pain, and

tingling in his lower extremities in 2007.  The medical also reflects that in 2010, the claimant

complained of paraesthesia in his lower extremities and muscle spasms in his arms, chest and

back, for which he saw his primary care physician.  The claimant was prescribed Elavil because of

the paraesthesia by Dr. Chan in 2010.  The claimant also confirmed that Dr. Chan prescribed him

Neurontin for a diagnosis of restless leg syndrome in 2010.

The claimant has seen Dr. Baskin in connection with the August 21, 2011, accident and

was released to return to work at his regular job.  The claimant acknowledged that during his

December 2012, deposition his response to how he was doing between August 29, 2011 and

January 10, 2012, was that he felt pretty good during that time period.  The claimant relayed

during the afore that he felt occasional symptoms of some chest tightness, but nothing for which

he took medication.  



9

The testimony of the claimant reflects that in November 2011, he returned to Dr. Grubbs,

who obtained a complete history.  The claimant relayed during the afore that while in the Navy he

was exposed to certain chemicals, including Trichloroethane.  The claimant relayed his reasoning

for telling about the chemical exposure:

     Because I didn’t know what was wrong with me.  I knew
something was wrong, but I didn’t; so, I was trying give as much
information as I could, because I needed a diagnosis.  I needed to
know what was wrong with me. (T. 28).

The claimant had looked up some of the symptoms associated with Trichloroethane exposure,

which included affecting the central nervous system with such symptoms as dizziness, headaches,

confusion, facial numbness and weakness.  The claimant relayed the afore to the doctor.  

The claimant worked his regular duties without restrictions from August 29, 2012, until

January 10, 2012.   The claimant testified that he was on his way back from his break when the

experienced the seizure episode on January 10, 2012, for which he was transported to the

emergency room by ambulance.  The emergency room medical records reflects that the claimant

complained of chest pain, pain in his left shoulder, as well as pain down the left arm and

numbness.  The afore records also reflect the claimant’s complaints of a hot-flash-type feeling; his

heart racing; light headed, and shortness of breath. An EKG was performed during the claimant’s

January 10, 2012, emergency room visit.  

The claimant relayed during the January 10, 2012, emergency room visit that he had

experienced a similar episode at home about two (2) weeks earlier.  The claimant was again seen

on January 17, 2012, by Dr. Grubbs who diagnosed his shortness of breath, and hyperventilation

as an anxiety reaction.  Dr. Grubbs referred the claimant to Dr. Chan. 
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In January 2012, while off work, the claimant filed for short-term disability benefits for the

entire time he was off work, which he received a few months later.  The claimant acknowledged

receiving twenty-six weeks of short-term disability benefits, which were exhausted in June 2012,

at which time he returned to work.  The claimant has continued to work since returning to

respondent-employer in June 2012. 

Prior to taking off work in January 2012, and filing for short-term disability benefits the

claimant had a couple of conversations with Ms. Dorton, though he does not recall the specifics. 

The claimant concedes that he relayed that he had been experiencing the episodes, similar to that

of January 10, 2012, both at home and at work.  The claimant testified that he does not recall

telling Ms. Dorton that he felt that the onset of the more drastic symptoms was related to the fact

that his doctor has reduced his medication – Neurontin –  a couple of months earlier.  As to

whether his doctor reduced his Neurontin medication a few months before the onset of his

episodes, the claimant testified:

     I don’t - - up until - - I can’t remember.  There was a time period
where I didn’t take Neurontin for a year or two. (T. 33).

Regarding a February 29, 2012, conversation with Ms. Dorton where he was specifically

asked if his symptoms were related to job accident and responded that he did not think so, the

claimant testified:

     I don’t recall that.  I’m not at all - - I don’t recall anything I
talked to Denise about. (T. 33). 

The claimant acknowledged that during the time he was off work from January 10, 2012,

to June 2012, he underwent an MRI of the brain, which only disclosed some sinus problems.  The

claimant had sinus surgery following the MRI.   During the six month period that the claimant



11

was off work from January 10, 2012, to June 2012, he went to the emergency room a few times

because his blood pressure and heart rate were so high. 

The testimony of the claimant reflects that Dr. Chan increased his dosage of Neurontin.

The claimant added that the Neurontin, which at some point was not working as well, was 

changed to Lamictal, which is generic Lamotrigine.  In July 2012, the claimant concluded that the

problems that he was having was related to August 21, 2011, incident when he hit the back of his

head at work.  The claimant testified that he based the afore on information he received during

internet research, however added that it was not the only determining factor. The claimant recalled

relaying during the December 2012, deposition, “I concluded my symptoms were related to the

head injury based on my internet research and my communication with epilepsy foundation. org”.

The claimant acknowledged that he had never been told by Dr. Chan that his symptoms

were related to the incident hitting the back of his head.  The claimant added, regarding the afore:

     Yes, but I’ve spoken to them about it.  I don’t know if it was
after the deposition or I don’t recall the time line. (T. 36-37).

The testimony of the claimant reflects that his workers’ compensation claim was initially

accepted as compensable and medical bills were paid for the ER and various doctors that he saw

in 2011.  The claimant’s request for additional workers’ compensation benefits in July 2012 was

denied.  

The claimant acknowledged that at one point Dr. Chan diagnosed is condition as a

complex partial seizure, which he based on his interpretation of the second EEG test where he

found some abnormalities.  The claimant confirmed that the first EEG that Dr. Chan ran was

completely normal; however the second EEG, which was the sleep deprived EEG showed some
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kind of wave the he concluded was abnormal.  

In light of the above interpretation of the second EEG by Dr. Chan, respondents arranged

for the claimant to evaluated by Dr. Baskin.  Dr. Baskin obtained the claimant’s EEG tracings to

have them interpreted by another neurologist, Dr. Chesser.  The claimant is aware that Dr. Chasser

interpreted both of the EEGs to be normal.  Based on the afore, Dr. Baskin has concluded that the

claimant does not suffer from seizures.

The claimant acknowledged that when he was taken off work by respondent-employer in

January 2012, it was because he had informed them that his symptoms would come on without

warning at all.  The claimant confirmed that while his health was solid prior to the August 21,

2011, job accident, he had been seeing doctors and taking Neurontin as prescribed by Dr. Chan

before August 21, 2011.  The medical records reflects that the claimant was seen by Dr. Chan on

July 29, 2010, and prescribed Nureontin.  

During re-direct examination the claimant testified that he sustained the assault in 1991,

which was during his Navy enlistment, 1988 to 1995,  The claimant denied experiencing any

additional symptoms from the experience of the assault.  The claimant offered that his possible

exposure to the Trichloroethylene was between 1988 to 1993.  The claimant’s testimony reflects

that he did not have any symptoms from 1994 to 2011 that he attributed to being exposed to the

afore substance.  The claimant’s testimony reflects that he does not think the assault or exposure

to chemical back in his military days had anything to do with the symptoms he was experiencing. 

The claimant confirmed that he relayed to Dr. Chan during a February 15, 2012, visit that

he had been experiencing spells where his left ear would having ringing followed by chest

tightness and paraesthesia in his left upper extremity.  The claimant continued, regarding the
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progression of the afore symptoms:

     Yes, and I would get a lot of the spasming, muscles, like - - 
(T. 42-43). 

The claimant underwent an EEG on February 17, 2012, which Dr. Chan interpreted as abnormal. 

The claimant confirmed that when seen in follow-up by Dr. Chan on April 2, 2012, he relayed that

he had continued to have the spells at a rate of four to five per week.  The claimant testified that at

the time of the afore, Dr. Chan added Lamictal as a medication, following which the rate of the

spells decreased.  

The testimony of the claimant reflects that he was frustrated at not being able to have a

diagnosis and some help medically as to why he was experiencing the spells.  As far as his ability

to work while experiencing the symptoms for the spell, the claimant testified:

     At that time I couldn’t work.  I went back one day, and tried and
I had a spell and had to have my wife come get me. (T. 44).

During re-cross examination, the claimant confirmed that while Dr. Chan recorded in his

April 2, 2012, report that he was having four to five spells per week.   On April 26, 2012, the

claimant  underwent sinus surgery.  The claimant acknowledged that Dr. Chan did not restrict or

prohibit him from driving.

Ms. Denise Dorton, a registered nurse, testified that she is employed by Serna of Kansas

City, and contracted to respondent-employer in Jonesboro.  Ms. Dorton testified that she has had

contact with the claimant off and on.  Regarding her knowledge of an incident in August 2011,

when the claimant hurt the back of his head, the testimony of Ms. Dorton reflects:

     Yes, I was called actually that afternoon.  I think it happened
around 6:30, because I looked back in my notes, and I met him at
the hospital. (T. 46-47).



14

Ms. Dorton had a conversation with the claimant at the hospital before he went in for the CT scan. 

The evidence reflects that the claimant underwent a CT scan, which was interpreted as normal,

during the August 21, 2011, emergency room visit.  The claimant was discharged home by the

emergency room medical personnel with some pain medication. 

Ms. Dorton confirmed that before the claimant could return to work she arranged an

appointment for him to be seen by the company doctor, Dr. Barber, which she also attended. 

After being seen by Dr. Barber the claimant was released with instructions to come back in one

week.  As to the precautions the claimant was advised to take during that week, Ms. Dorton

testified:

     Always with a head injury, we don’t like for them to go up on
ladders or on heights or work around moving machinery. (T. 48).

The restrictions on the claimant’s work activities were lifted at the time of his August 29, 2011,

return visit to Dr. Barber, and he was able to return to his regular job. 

The testimony of Ms. Dorton reflects that during the following months she had occasion to

see the claimant up and down the hallway at respondent-employer.  Ms. Dorton testified that

during the period between the end of August 2011 and January 2012, the claimant did not indicate

to her that he was having continuing problems which he attributed to the August 21, 2011, head

injury.  

Ms. Dorton testified regarding how she acquired information about the claimant’s January

10, 2012, incident:

     I believe the next day or it could have been the day after,
someone had mentioned to me that Scott was taken off site by an
ambulance and taken to the ER. (T. 49). 
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Ms. Dorton’s testimony reflects that she had occasion to meet with the claimant on January 23,

2012, explaining:

     Scott had returned to work.  It was my understanding that he had
returned to work full duty, and he, Scott Chesser, had stated to Scott
Batson that he didn’t like driving up there that afternoon because of
his blackout episodes.  That’s when Scott Batson had sent him to
the clinic, to me, and Scott Chasser reported to me at that time that
he had had the episode, you know, back on the 10th, I believe, of
January, and now, they’re coming and going, and he can just be
anywhere and will suffer a blackout session.  He said that - - Scott
Chesser reported to me that an episode can come from nowhere
when he is driving or just sitting at home.  At that point, he said he
had to lie down when the episodes start or he would blackout. (T.
50).

During the January 23, 2012, visit, Ms. Dorton inquired of the claimant whether the episodes he

was experiencing were related to the August 21, 2011, work-related head injury:

     Yes, I - - Scott was asked by me if he thought the injuries on
August - - or 2011 was related to his problems now, and Scott said,
“No, I’ve been having these problems ever since Dr. Chan started
reducing my medicine.” I asked Scott again if he thought that any of
his problems he was having - - he said, “No.”  He said that - - I said,
“Because we need to get you under the Sedgwick umbrella with
Frito-Lay, so that we can take care of all your medicals or whatever
you need, and Scott said, “No.”  And I asked Scott, I said, “I’m
going to document this in case anything ever comes back,” and
Scott said, “I don’t care.” (T. 50-51).

Ms. Dorton testified that the claimant came to the clinic again on February 29, 2012, during which

time she had occasion to visit with him:

     I did, and Scott had told me, then that he had been diagnosed
with epilepsy by his physician.

     And Scott had also explained that he had a disorder for about
seven years, but was taking the Neurontin for it.  Scott explained at
the time, the dosage of the Neurontin was unclear, and this had been
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going on for about seven years or so.  So, he said several months
ago, his physician wanted to reduce the medication and that’s when
Scott’s problem began with the headaches and the blackouts.  Scott
explained that his physician explained that now he needed to
increase his dosage and this would be a lifelong issue.  (T. 51-52).

The testimony of Ms. Dorton reflects that during the February 29, 2012, visit the claimant was

also asking about short-term disability and ADA.  Ms. Dorton testified regarding the afore:

     And I explained to him that that would have to be answered by
Lauren Carney in HR. (T. 52).

Ms. Dorton again inquired about a nexus between the claimant’s symptoms and anything to do

with the August 21, 2011, injury:

     I did, because I just wanted to make certain to Scott that if he
thought any of this was related to the August of 2011 incident that
we would reopen the claim and that we would take care of him with
his medical or any time that he had been off, and Scott seemed to
get a little bit agitated, I had noted, and he said, “No.” (T. 52).

The claimant was off from work until June 2012.  Ms. Dorton testified regarding a

meeting she had with the claimant in July 2012:

     Yes, sir.  There was a - - I was sitting in the clinic and Mark
Howell, the safety manager, had came by and asked me to go with
him to Lauren Carney’s office, that Scott Chesser was over there
and he might need some help.  When we walked in Lauren Carney
had stated that Scott Chesser had came in and said that he wanted to
reopen his workman’s comp claim from last August, and Scott
looked at me and said, “I think all of my problems are from the hit
to the head of last year.”

     And I explained - - I said, “Okay.”  I turned to Mark Howell, the
Safety Manager, and he also is, like, over the workman’s comp. 
And I said, “He will have to call Sedgwick, and they can reopen
your claim, and then, we’ll just turn it over to him.”  And Scott said,
“Well, I wasn’t going to file this on workman’s comp, but I have
twenty-five thousand dollars, ($25,000), in medical bills, and I think
someone should pay for it.” (T. 53).
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The testimony of Ms. Dorton reflects that the claimant also asked if respondent-employer was

mad about him filing the workers’ compensation claim:

     Yes, he - - I said, “Okay.”  And then I had turned to Mark
Howell, and Mark said that he would go and make the call to
Sedgwick, and reopen the claim, and Scott looked at me and he
said, “Do you think that they’ll be mad at me?”  And I replied, “No,
if you’re talking about Frito-Lay or anyone.”  I said, “We’ll just
open up the claim again at Sedgwick, and basically, they will go
through, and they’ll do the investigation and they will either accept
it or deny it.  So, you know, the only people that’s going know
about opening the claim is the people in this room. 

     Scott also said toward the end that - - Scott said, “I was just
going to keep filing it personal, but twenty-five thousand, (25,000),
in medial bills that I owe, I can’t afford that.” (T. 53-54).

While she did not know the status of the outcome, Ms. Dorton testified that steps were taken to re-

open the claimant’s claim.  Ms. Dorton testified that she still has occasional interaction with the

claimant at work, noting the he is one of the first responders at respondent-employer:

     That he goes through training for eight hours and he had to do
CPR training as well as basic first aid. (T. 54). 

During cross-examination, Ms Dorton confirmed that in the August 21, 2011, accident, the

claimant sustained an injury to the back of his head.  The testimony reflects that the August 22,

2011, report of Dr. Barber regarding the claimant’s visit references the claimant’s speech.  Ms.

Dorton offered, regarding the possibility of some decrease in the claimant’s motor skills during

the August 22,2011, visit to Dr. Barber:

     Actually, Dr. Barber - - I remember that.  I thought it was
another day.  Dr. Barber had called me to ask, was that Scott’s
normal speech or was it slow and slurred, and I explained to Dr.
Barber that I didn’t really see a difference that when I had talked to
Scott before and when I had - - when he was at his - - you know,
before the injury, and on that appointment. (T. 57).
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Dr. Barber diagnosed the claimant with a concussion at the time of the August 22, 2011, visit. 

Ms. Dorton’s testimony reflects that she did not see the claimant at any time between 2001

and August 20, 2011, for any sort of headache or seizure problem.  The testimony of Ms. Dorton

reflects that there were occasions prior to January 10, 2012, where she saw the claimant for an

issue regarding a headache:

     Yeah, there could have been occasions where he came in to get,
like, medicine, headache medication, but nothing more than more
than what a headache would - - (T. 58).

Ms. Dorton confirmed that the above was not a problem that she saw as significant prior to

January 10, 2012.

As far as her understanding of the claimant searching to try to find out what was causing

his problems, Ms. Dorton testified:

     He had - - when he had come to the 23rd, Scott had mentioned to
me, because we were waiting for - - we didn’t want him to drive
home that day, because he had made a reference to Scott Batson that
he didn’t like driving up there that afternoon.  So, we had contacted
- - we asked Scott, could someone come and pick him up or we
would provide transportation for him.  And during that time Scott
said that he would get a-hold of his son; so, they could come and
pick him up and also drive is vehicle home.  Scott had mentioned to
me that he was waiting on an MRI to be approved by his insurance,
and he was hoping the MRI would show what is making these
episodes happen. (T 58). 

As to the claimant’s comments about the change in his medication, Ms. Dorton testified:

     Well - - but he had mentioned that when his Nuerontin had been
decreased, that that is when his symptoms had began with the
headaches and he blacking out.  I’m not sure if that was just
something he was thinking or - - you know, or - - but that’s what he
had told me basically on the 23rd.  (T. 59).

On rebuttal, the claimant testified that regarding the conversation he had with Dr. Barber
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during the August 22, 2011, visit:

     When I went to see Dr. Barber, and he asked me whether or not I
was always this slow, her [Ms. Dorton] response was, “no, he’s not. 
He’s usually quick witted,” and that - - what she said was not true. 
(T. 62).

Regarding the January 23, 2012, conversation with Ms. Dorton, the claimant’s testimony reflects:

     Yes.  She never asked me if I thought my head injury had
anything to do with it; that wasn’t asked at that time. 

     As far as I know I just told her about my symptoms, what was
going on and that my wife was coming to get me, and I just went
there to have a safe place to go while I was having those symptoms.
(T. 63).

The claimant testified that at that point, January 23, 2012, he had no idea what was causing his

symptoms.   The claimant denies telling Ms. Dorton that he thought that his problem was related

to a reduction of the Neurontin that he was taking:

     No, that Dr. Grubbs had prescribed me an elevated amount of
Neurontin, and, of course, it was decreased, but later because it was
- - but I hadn’t taken the Neurontin in some time, and I didn’t relate
that to having anything to do with my symptoms I was having. (T.
64).

The testimony of the claimant reflects regarding the July 2012 conversation:

     That - - during that, when I came to work, I was told to go to the
HR office.

     By - - when I came in the door, I can’t remember.  It was one of
the resources there told to me.  It may have been Victor told me I
needed to go to the HR office, they wanted to talk to me about my
claim that I wanted to file.

     But when I went in there, they were already there waiting on me.

     I do not recall talking about an amount of medical bills.  It was
basically the Safety Manager asked me why I was - - I was filing it
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under a workers’ comp claim, and he asked me why I chose to go to
my own doctor, and I explained to him that Dr. Chan was in our
network.  There is no reason why I couldn’t use Dr. Chan if I - - he
wanted to know, basically, why I didn’t come to them and let them
send me to a doctor of their choosing, and I told them I went to Dr.
Chan.  He was in the network, I had seen him before.  I was
comfortable with him. (T. 64-65).

The claimant testified that he had no recollection of mentioning twenty-five thousand dollars

($25,000), in medical bills, offering that he would not think that he had that many medical bills. 

The claimant had health insurance with United Health through respondent-employer.  Aside from

the deductible, the claimant noted that the health insurance had paid the majority of his incurred

bills. 

During further cross examination, the claimant acknowledged that by February 29, 2012,

he had been seen by Dr. Chan.  The medical record reflects that the claimant was seen by Dr.

Chan on February 29, 2012, and was diagnosed with complex partial seizures or epilepsy.  The

claimant acknowledged that he later went to respondent-employer and had a conversation with

Ms. Dorton. 

The medical in the record reflects that the claimant initially treated with Dr. Jeffery

Barber, D.O,  on October 24, 2006, for sinus complaints among others.  (JX #1, p. 1-3).  The

claimant came under the care of Dr. Kenneth Chan, D.O., on April 16, 2007.  The medical in the

record reflects that the claimant was seen by Dr. Chan on July 29, 2010, with a chief complaint of

back pain.  The July 29, 2010, report reflects, in pertinent part:

RECOMMENDATIONS: The patient has not taken Neurontin in
the past.  I will go ahead and start him on Neurontin 300 mg and
then increase to b.i.d.  He will hold the Elavil.  He is not sleeping
very well, so he will take most of this Neurontin at bedtime.  The
patient will let us know how he is doing.  I will see him back in the
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office in about six months for a routine visit. (JX #1, p. 39). 

A July 11, 2011, clinic note of Dr. Barber regarding the claimant reflects a list of medicines that

the claimant was taking, which included Neurontin 600 mg. (JX #1, p. 49).   The medical reflects

that the claimant was again seen by Dr. Barber on July 18, 2011, and while the clinic note recites

the current medications as Baclofen and Neurontin, the dosage is not recorded.

The claimant was seen at the emergency room of NEA Baptist Memorial Healthcare on

August 21, 2011, related to his work-related accident at respondent-employer.  The emergency

room record reflect the reasons for the claimant’s visit as head injury and nausea.  The Emergency

Physician Report of August 21, 2011, regarding the claimant reflects:

HPI: 42-year-old white male presents to the emergency room with
complaints of a head injury.  He states he was at work and was here
[hit] in the back of the head with a steel beam. he reports some
nausea.  He denies vomiting or loss of consciousness.  He states “I
feel dazed”.  He rates his pain a 4/10 on a pain scale.  Nothing
makes the pain better.  Nothing makes the pain worse.  No further
injuries reported.

*          *         *

CT: CT of the head unremarkable per radiology report.

*          *           *

Patient advised to return to ER if symptoms worsen.  He was given
a prescription for hydrocodone and advised to follow PCP in a.m. 
Patient verbalized understanding. (JX #1, p. 55). 

The claimant was seen by Dr. Barber on August 22, 2011, and his condition diagnosed as a

concussion.  The claimant was released to return to work with restriction until his follow-up visit

of August 29, 2011.  (JX #1, p. 62-63).  When seen by Dr. Barber on August 29, 2011, the report

reflects, “memory ok.  Headache improved and he feels back to normal”.  The claimant was
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released to work on August 29, 2011, without restrictions. (JX #1, p. 64-65). 

On November 21, 2011, the claimant was seen by Dr. Danny Grubbs.  The clinic note

regarding the afore visit reflects, in pertinent part:

11/21/11   Scott is a pleasant man we see for the first time.  He is 42
years old.  He lives in Brookland.  He is a nice young man who
doesn’t have a lot of medical history really.  He has head a fracture
of his left orbit years ago.  He has had surgery on his knees,
orthoscopic surgery.  He had a broken wrist once.  He doesn’t take
any routine medications except for something for neuropathy.  He
does have a history of neuropathy.  This has been very thoroughly
evaluated by Dr. Chan.  A full evaluation, all the blood work, EMG,
nerve conduction studies.  They didn’t find a clear ideology.  For
years he was in the Navy.  He was exposed to chemical there.  I
think it was trichloroethane.  He was an electrician in the Navy for 7
years.  He did get exposed to this chemical quite a bit he says.  No
other chemical exposure.  No other toxin exposure.  No heavy metal
exposure but they didn’t really find a cause for this.  But that is
doing well with Gabapentin.  That has controlled it pretty well it
seems.  He otherwise has no medical problems.  He does not have
hypertension.  He is not a diabetic.  He quit smoking recently.  Does
not use alcohol.  (JX #1, p. 69). 

On January 10, 2012, the claimant was seen the emergency room of NEA Baptist

Memorial Hospital, with complaints of chest pain and shortness of breath.  The emergency

physician report regarding the afore visit reflects, in pertinent part:

HPI: 42 year old white male presents to the emergency room with
complaints of lift shoulder pain.  He states that the pain went down
the back of his left arm.  He described it as a numbness and a hot
flash-type feeling.  When this happened he noticed his heart started
racing, he then felt lightheaded and a little short of breath.  This
happened after taking his break form work, he was walking back
into work.  He denies nausea.  He does admit to diaphoresis.  He
had a similar episode 2 weeks ago, at that time it occurred while he
was in bed and resting.  He states that he is very active at work and
he has not typically had any sort of exertional dyspnea.  He does
report that he believes he’s been having some control with high
blood pressure.  He’s had a couple of dizzy spells at work and at his
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blood pressure was noted to be elevated.  He is not on any blood
pressures medicines.

*          *          *

during his stay in er he has had no chest pain, the pain in his arm
has resolved and he’s had no further symptoms aside from a
headache.

Pt will be discharged with plan for outpt stress testing and f/u with
dr grubbs to follow his bp. he was advised to rest, no strenuous
activity until he has his test and is further cleared. 

DIAGNOSIS: chest pain, atypical (JX #1, p. 73-74). 

The medical in the record reflects that on February 6, 2012, the claimant underwent an

Electroencephalography under the directions of Dr. Chan at NEA Baptist Memorial Hospital.  The

afore report reflects, in pertinent part:

HISTORY: No definite history as to why this study is being
completed.

MEDICATIONS: No medicines were listed.

*          *          *

IMPRESSION: This is considered a normal awake and asleep EEG.
(JX #1, p. 90). 

The medical reflects that the claimant was again seen by Dr. Grubbs on February 9, 2012. 

The clinic note of the afore visit reflects, in pertinent part:

.   .   .  Scott is to the office today.  He is scheduled to see Dr. Chan
on the 15th and Dr. Lansford on the 21st but now he has developed a
terrible cough, and congestion and wheezing, shortness of breath,
and head congestion, sinus congestion, and chest congestion as well
and some fever also.  

*          *          *
He looks okay.  He probably just has a bronchitis.  This seems real. 
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I’m going to have him set up to take some Cephalexin 3 times a day
for 10 days and some cough medicine and he must keep those
appointment.  By the way, his EEG was normal. (JX #1, p. 91).

The medical reflects that the claimant was again seen at the emergency room of NEA Baptist

Memorial Hospital on February 10, 2012.  The emergency physician report regarding the afore

visit reflects, in pertinent part:

HPI: Patient is a 42-year-old male with a five-month history of
headaches since a head injury at work who for the last month has
been complaining of nonspecific neurologic symptoms with
subsequent development of a headache.  The headache is usually
left-sided.  He also has a metallic taste in his mouth.  He also
reports tinnitus of the left with the onset of these.  It usually resides
shortly before the headache.  When the symptoms occurred he has a
fluttering in his chest.  He also reports disturbances and his heart
rate and gets a feeling of syspnea.  He has had multiple workups in
the emergency room for this with CAT scans and lab.  He has also
been seen and cleared from a cardiology standpoint.  He had a
negative MRI and MRA of the brain.  Further he reports seeing Dr.
Chan and had an EEG which he does not know the results. 
Currently he is being treated for cold symptoms with cough syrup
and antibiotics.  He is also on Neurontin in an attempt to decrease
the incidence of these episodes.  He reports that they are increasing
in frequency to 3 or 4 times a day now.  He feels at times that he is
going to have a syncopal spell but has not passed out by his history. 
Dr. Grubbs is currently treating him for neurogenic migraines.  He
is supposed ot see Dr. Chan on 2/15/12.   His vitals are completely
stable upon arrival to the ER.  Even when he feels that he has
fluttering in his chest his pulse is regular.  Currently his pain is a 4 
and 1-10 scale.  

*          *          *

DIAGNOSIS: Neurogenic migraine.  (JX #1, p. 94-95). 

The claimant was seen by Dr. Chan at the NEA Clinic - Neurology on February 15, 2012. 

The clinic note regarding the afore reflects, in pertinent part:

HPI
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Mr. Chesser has been experiencing spells where his left ear will
have a ringing then followed with chest tightness and paresthesias
in the LUE and if this continues it will then spread to the entire left
side.  He may have some shaking but after he feels fine.  About 30
mins later he will have a horrible ha.

*           *          *

Assessment
Spells with LOC
No cardiac etiology identified
Normal standard EEG 

Will schedule 48hr holter (JX #1, p. 97-98). 

On February 17, 2012, the claimant underwent a second EEG pursuant to the directions of Dr.

Chan.  The Electroencephalographic Report regarding the afore reflects, in pertinent part:

BRIEF HISTORY: Mr. Chesser has been experiencing spells
where the ear will start ringing.  He will ge some tightness into his
chest and numbness on the left side.  He has had a few of these
events.  Thereafter, he will have a horrible headache.  There have
also been some shaking episodes.

*          *          *

IMPRESSION: This is an abnormal EEG, which shows evidence
of hyperirritability in the left temporal lobe.  Clinical correlation is
requested.  (JX #1, p. 99).

The claimant was again seen by Dr. Chan on February 20, 2012.  The clinic note regarding the

afore visit reflects, in pertinent part:

HPI
Scott rtc for results of his SDEEG.  He denies any further episodes
of ringing in the ear than followed by pareesthesias and exhaustion. 
He states that he just has not felt well for the past 2 mths and has no
blood work done looking for an etiology.  He was advises that we
will check a few things but any further work up will need to be
completed at the discretions of his primary physician.
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His SDEEG showed hyperirritability in the Left temporal lobe.  The
events that he had maybe be seizure related.

There are no changes to his neurological exam.  (JX #1, p.100). 

The medical reflects that the claimant was seen by Dr. Grubbs on February 24, 2012.  The

clinic note relative to the afore reflects:

.    .    Scott is to the office today.  He has been to Dr. Chan who told
him, according to him now, that he had frontal lobe seizures.  So far
though the only medication Dr. Chan gave him was Midrin which is
for headaches.  That does help but Dr. Chan is going to see him
again and he says that there is still consideration of him maybe
taking some seizure medicine.  He went to Dr. Lansford but didn’t
see Dr. Lansford, saw the nurse, and the nurse gave him a script for
3 weeks worth of Levaquin and also Prednisone in a nasal steroid. 
He hasn’t gotten that filled because he didn’t understand why he
should get such a big dose of antibiotics and didn’t think that was
the right thing to do.  I explained to him though that he did have
evidence of ethmoid and maxillary sinusitis on the scan so that is
not an unreasonably thing to do.  What we gave him didn’t help so
this is not an unreasonable thing to try, all of it.  So he is going to
get it filled and start taking it.  He continues to be sick with a cough,
sinus congestion and drainage, chest congestion and cough and
bronchitis though so hopefully the antibiotics will start to clear that.  

*           *          *

So basically he does need to take the antibiotics and the Prednisone
may well help so he needs to take all those.  He’ll see Dr. Chan the
next time as scheduled and ask Dr. Chan to sent us a note please. 
(JX #1, p. 107). 

The medical evidence reflects that the claimant was seen by Dr. Chan on February 29,

2012.  The office note of the afore visit reflects, in pertinent part:

HPI
Scott rtc for lab tests. He has been complaining of not feeling well
but no other specifics are noted. He has an abnormal EEG and had
spells c/w CPS (complex partial seizures)
Since increasing neurontin to TID he denies any further events.
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He does work in an environment that may jeopardize his safety.
This was explained to him.
He is requesting that we fill out some short term disability papers
when he gets them to us. 

*          *          *

Assessment
HA’s better
CPS better with increase of neurontin (JX #1, p. 108-109).

Following an encounter on February 29, 2012, Dr. Grubbs declined to treat the claimant further as

a patient. (JX #1, p. 110). 

The record reflects that the claimant was seen by Dr. Chan on April 2, 2012.  The clinic

note relative to the afore visit reflects, in pertinent part:

HPI
Scott rtc for a routine visit. He continues to have his spells and has
about 4-5 per week. The nerontin 300mg tid does not seem to be
working. His EEG has been abnormal. 

*         *          *

Assessment
CPS with frequent events. 

Will add lamicgtal 100mg ½ bid for 1 week then 100 mg bid. Will
taper neurontin over the next 2 weeks. 

RTC 6 mths. (JX #1, p. 113-114).

The claimant was seen by Dr. Bryan Lansford on April 24, 2012, for evaluation of his

sinus, pursuant to a referral of Dr. Grubbs.  The clinic note relative to the afore visit reflects:

HPI
Evaluate sinus.  He says on 1/10/12 he was taken to NEA ER from
work for shortness of breath, dizziness, high bp and heart rate.  He
says that night his left ear started having a high pitched noise, sore
throat, hoarseness, post nasal drip, facial pressure, headaches, nose
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and chest congestion and unable to blow anything out of his nose. 
He says when eh wakes in the mornings it is not there but by mid
day it is bad.  History of left orbit fracture from being hit with a
metal pipe in 1991 and he says since then he has had sinus
problems.  He finished a 10 day round of Cephalexin 4 days ago. 
He says he can feel his forehead crackling at times he reports he was
allergy tested in the past but it was several years ago.  He is here
today for a history and physical for bilateral FESS, spetoplasty, and
turbinoplasty scheduled for 04/26/12.  He says he is here to talk to
Dr. Lansford about his mediation he just recently started.  He just
had his medication switched from Gabapentin to Lamotrigine and is
wondering if the new medication will interfere with the surgery
because if that is a possibility he does not want to have the surgery.

*          *          *

Assessment
C Deviated nasal septum
C Chronic sinusitis
C Hypertrophied nasal turbinate

*          *          *      

Plan
In light of the above I have recommended we proceed with a
spetoplasty, bilateral FESS and turbinoplasty. .   .    
(JX #1, p. 117-118).

The claimant underwent the above recommended procedures on April 26, 2012, at NEA Baptist

Memorial Hospital, under he care of Dr. Lansford. (JX #1, p. 120-121).

The medical evidence reflects that the clamant was seen by Dr. Chan on July 3, 2012.  The

clinic note regarding the afore visit reflects, in pertinent part:

HPI
Scott rtc for his routine visit.  He denies any recurrent seizures.  He
complains of pain in the feet at nights.  He cannot sleep at times and
has to get out of bed and walk around for relief.
He has done very well with the lamictal.

*          *          *
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Assessment
Complex partial seizure doing well with lamictal 100mg bid
Reless legs dy description 
Continue with lamictal and restart neurontin 300 mg at hs

RTC 6 mths. (JX #1, p. 122-123). 

In correspondence of July 17, 2012, respondent’s TPA requested copies of the claimant’s

completed medical file from Dr. Chan. (JX #1, p. 124).  On September 4, 2012, the claimant was

seen by Dr. Barry D. Baskin pursuant to a medical evaluation arranged by respondent.  In

furtherance of the afore, the claimant completed a Personal Information sheet and a New Patient

History & Information Sheet. (JX #1, p. 125-132).

The September 4, 2012, narrative report of Dr. Baskin regarding his evaluation of the

claimant reflects, in pertinent part:

BACKGROUND INFORMATION:     Mr. Chesser is referred to
me by Tracy Lawson, RN, with Independent Medical Solutions, Inc.
for an Independent Medical Evaluation.  Mr. Chesser’s medical
records have been forwarded to me prior to this appointment for my
review.  I have been asked to review the patient’s medical records
and perform a history and physical examination and then to be
prepared to answer questions which will be addressed at the end of
the body of his report.

CHIEF COMPLAINT: 1. Migrane headaches preceded
by an aura.

2. Occasional numbness in the
left arm and leg.

3. History of jerking of the legs,
left greater than right, felt to
be due to a seizure disorder.

HISTORY OF PRESENT ILLNESS: This is a 43 year old
gentleman from Brookland, Arkansas who works for Frito Lay as a
maintenance technician.  He was on the job last year on 8/21/11,
when he was working under some equipment and raised up and hit
his head on a steel beam.  He was alone at the time and is not sure if
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he had loss of consciousness, but does not think that he did.  He was
evaluated at the Emergency Department at Northeast Arkansas
Baptist Hospital in Jonesboro complaining of pain in the head and
from where he hit his head.  CT of his head was negative.  The
patient was not kept overnight and was released to regular duty. 
Mr. Chesser has been seen in the Emergency Room several times
beginning in January 2012 complaining of pain in the left shoulder
and chest pain.  He was seen another time in January 2012 for
complaint of anxiety with hyperventilation and was discharged
home.  Ultimately on January 26, 2012 an MRI of his brain was
completed that was negative except for some ethmoid sinus disease
and a muscocele in he right maxillary sinus.  In February 2012, he
had an EEG due to complaints of fainting and headaches and this
was read as a normal wake and asleep study.  He was seen again in
the Emergency Room on February 10, 2012 complaining of
headaches.  He was seen by Dr. Kenneth Chan in February 2012 and
evaluated for complaints os syncope and headache with a 48 hour
cardiac Holter monitor that was negative and a sleep deprived EEG. 
Dr. Chan reported that the EEG done 2/17/12 revealed the patient to
have evidence of hyperirritability in the left temporal lobe.  The
patient was treated with Midrin for his headaches.  Dr. Chan also
diagnosed the patient with partialcomplex seizure disorder and
started him on Neurontin and ultimately Lamotrigine as well.  He is
currently taking Gabapentin as well just in the evening 100 mg.  Dr.
Chan further diagnosed the patient with restless leg syndrome.  The
patient has had no further EEG’s.  He has never been told not to
drive.  He continues to work as a maintenance technician.

Past Medical History: Remarkable for osteoarthritis, restless leg
syndrome, history of a left orbital fracture in 1991 when he was hit
in the face with a pipe, he has had ORIF for a right wrist fracture
and he has had five scopes for his right knee.  ORIF of a left orbital
fracture.

Past Surgical History: The patient has bilateral endoscopic sinus
surgery including bilateral anterior and posterior ethmoidectomies
and bilateral maxillary antrostomies, bilateral spehenoidostomics
and exploration of the nasofrontal ducts bilaterally as well as
spetophlasty submucous resection of the middle turbinate bilaterally
and outfracture of the inferior terminates bilaterally by Dr. Brian
Lunsford on 4/26/12.

Medications: Lamotrigine 100 mg twice daily, Gabapentin 100 mg
at bedtime. 
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*          *          *

PHYSICAL EXAMINATION:    Mr. Chesser is a 5 feet 10 inch,
180 pound, Caucasian male.  He is pleasant, cooperative and in no
apparent distress.  He is alert and oriented.  His speech is fluent and
clear.  Examination of his face reveals him to be atraumatic
normocephalic.  His pupils are reactive.  Extraocular movements are
full.  Visual fields are full to confrontation. .    .    .     .     .

IMPRESSION: Mr. Chesser is a nice gentleman who has a history
of low back pain and paresthesias dating back to quite a few years. 
He had a left orbital fracture when he was hit in the left side of the
face with a pipe back in 1991 and had open reduction and internal
fixation with Dr. Ken Tonyman, a neurosurgeon in Jonesboro.  He
describes hitting his head on a steel beam at work from squatting
down and then raising his head up and hitting the beam above him
on 8/21/11.  He had been seeing Dr. Kenneth Chan, a neurologist
for at least 5 ½ years prior to the injury at work.  He now complains
of migraine headaches that are preceded by an aurora in which he
feels ringing in his left ear prior the onset of the migraines.  The
migraines are frequently several times a week.  He states that he has
some focal jerking of the legs, left greater than right, prior to
starting on Lamictal.  He has had the one EEG that was negative for
any seizure activity.  He had a subsequent sleep deprived EEG with
photic stimulation that reportedly revealed some mild intermittent
sharp and spike wave activity in the left temporal lobe.  The patient
was felt to have possible partial complex seizure disorder.  He was
started on Lamictal and has been maintained on 100 mg b.i.d. as
well as low dose Gabapentin 100 mg at bedtime.  He has had
multiple ER visits for a variety of complaints including chest pain,
headache and has had stress echo and cardiac evaluation all
negative.  He has never been advised to not drive.  He is allowed to
work in an industrial environment. 

Base on my examination of this gentleman, it is unclear if he has a
seizure disorder or if he has migraine headaches.  He does describe
an aurora preceding the headaches, which certainly could be
migraines.  He has had previous trauma back in 1991 but denies he
was having any substantial headaches until after he hit his head at
work in August 2011.  He has one normal EEG and one slightly
abnormal EEG.  I do have both of those EEG reports.  Dr. Chan has
been the physician that has read both reports by review of the
medical record.  Given the patient’s previous trauma and his sinus
trouble and subsequent sinus surgery, he could have had some
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problems related to his headaches from his sinus problems.  They
were moderately extensive.  Again from a temporal standpoint, he
denies having headaches or any type of neurologic activity that
might be construed as a seizure until his work injury.  I think that in
order to determine if he is having seizures, the best approach would
be to discontinue his anticonvulsant medication and work him up
with an EEG with sleep deprivation.  The patient refuses to get off
of his medication and states that if the gets off of his medication he
could have more seizure events.  Given that set of circumstances, I
have suggested that we get a copy of his EEG from Dr. Chan and
have the EEG sent to Dr. Mike Chesser who could review the study
and see if he agreed with the patient having evidence for a seizure
disorder.  I am not familiar with Dr. Chan, I would recommend that
we refer the patient’s records to Dr. Mike Chasser here in Little
Rock for an independent review of the EEG  that Dr. Chan reported
as abnormal and see what Dr. Chesser thinks about the study.  If he
feels that it is abnormal, then that would likely be all that would
have to be done. if the study was felt to be normal than the question
comes into play as to whether this gentleman should continue on
anticonvulsant therapy.  Again, one study was normal and one was
reported mildly abnormal by Dr. Chan’s report.  If indeed the study
is abnormal and he does have a seizure disorder based on the facts
of the case from the patient and review of the record, I would opine
that it is within a reasonable degree of medical probability that the
patient’s problems with seizure, more likely than not, developed as
a result of his work injury.  

I have spoken with Dr. Mike Chesser and he has agreed to read the
electroencephalogram by Dr. Chan looking at the study in its
entirety and give an independent report as to whether he feels like it
is a seizure or not.  The study will have to be obtained from Dr.
Chan’s office.  Usually these studies are kept for some while after
they have been done.  They are, however, on paper and there is
typically a fairly voluminous amount of paper tracings done that
will have to be shipped to Dr. Chesser for review. .   .    .  (JX #1, p.
133- 137).

In the September 18, 2012, Addendum to the Independent Medical Evaluation, Dr. Baskin

relayed, in pertinent part:

Mr. Chesser was seen for an Independent Medical Evaluation by me
pertaining to a work injury 8/21/11.  He has report of a head injury
at work with subsequent workup by Dr. Kenneth Chan with 2
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EEG’s.  The first EEG was negative for any seizure activity.  The
second EEG 2/17/12 showed, per Dr. Chan report, some episodes of
small spike and wave discharges and sharp wave activity in what
was described as the left posterior temporal lobe.  He described
these abnormal findings as being “quite sporadic”.

We have made an effort to get the tracings from Dr. Chesser’s
office and his staff, from the information that I have received, states
that the tracings are not available.  Mr. Chesser was asked to get off
of his seizure medication since he has never had a generalized
convulsion and have another EEG done here in Little Rock with a
neurologist specializing ins seizure disorder but he declined to get
off the medication.  Mr. Chesser has had previous head trauma with
an orbital fracture and ORIF.  This was a left orbital fracture. 
Subsequent Mr. Chesser underwent extensive sinus surgery for
chronic sinus disease on April 26, 2012.

Due to the fact that we have a negative EEG and a questionably
positive EEG that could not be produced for review by another
neurologist, I cannot say with medical certainty that Mr. Chesser has
a seizure disorder.  He has complained of headaches but has had
previous head trauma and extensive sinus disease, which could also
cause headaches.  He denies ever having a generalized seizure.  If
Dr. Chan could produces the patient’s tracings of his EEG for
review by another board certified neurologist, that might be helpful
in making a determination as to whether he actually has a work
relate seizure disorder.  At this time, however, I do not think that we
have adequate evidence of which to base a claim of a work related
seizure disorder.  If Mr. Chesser were indeed having seizures, I
would have expected Dr. Chan to have requested that he not drive
for 6 months.  Mr. Chesser has never been asked to discontinue
driving.

Based on review of the medical record, there is not enough
objective data on which to give Mr. Chesser an impairment rating
for alteration of his level of consciousness or traumatic brain injury. 
(JX #1, p. 138). 

The medical evidence in the record reflects that the claimant was seen by Dr. Tim Shown,

at NEA Baptist Clinic – Family Medicine, on October 3, 2012, for a follow-up examination.  The

clinic note regarding the afore visit recited that the claimant reported having seizures “issues” at
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work but never at home. (JX #1, p. 139-143).  On December 12, 2012, Dr. Terrence P. Braden, III,

D.O. , Board Certified Physician in Physical Medicine and Rehabilitation & Pain Medicine &

Sports Medicine, performed an evaluation of the claimant pursuant to a referral by respondent-

employer.  The December 12, 2012, report of Dr. Braden reflects, in pertinent part:

From a physical medicine and rehabilitation standpoint based upon
normal physical and neurological examination today in the office,
there are no restrictions or limitations recommended.  Since the
treatment of seizure is outside my scope of practice in my specialty,
I would need to defer to Dr. Kenneth Chan, his treating neurologist,
who will be seeing in the next 7 to 10 days for an update on his
opinion regarding the ability to participate in his current work
environment based upon Dr. Chan’s feelings of seizure control. (JX
#1, p. 147).

The claimant was indeed seen by Dr. Chan in follow-up on December 14, 2012. (JX #1, p.

150-153).  In correspondence of January 22, 2013, Dr. Chan relayed regarding the claimant:

Mr. Chesser is a gentleman of 42 years of age who has a known
diagnosis of epilepsy with recurrent seizures.  However that
particular part of his diagnosis has been quite stable.  His secondary
diagnosis is that of migraine headaches that have been an issue and
apparently he mentions the noise level at his job where he works
seems to be a precipitant for his headaches. (JX #1, p. 154). 

Dr. Michael Z. Chesser obtained the claimant’s EEG of February 17, 2012.  The February

6, 2013, report of Dr. Chesser regarding the afore, reflects:

HISTORY:    At the onset of the recording, the patient was awake
and intermittent rhythmic 10 to 11 hz posterior dominant alpha
rhythm was noted, and appeared symmetric, and reacted to eye
opening.  Low-voltage beta activity was superimposed over both
hemispheres.  During hyperventilation there was some slight
attenuation of beta.  No focal abnormalities were noted during
hyperventilation.  Photic stimulation induced bilateral and
symmetric photic responses.  During drowsiness there was dropout
of alpha rhythm and intermittent symmetric beta slowing.  Vertex
sharp waves were noted in light sleep and rhythmic central sleep
spindles were noted as well.  K-complexes were noted in stage II
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sleep.  Symmetric delta slowing was noted in sleep.

IMPRESSION:   Normal awake and sleep electroencephalogram. 
(JX #1, p. 156). 

In a February 20, 2013, correspondence to respondent regarding the claimant, Dr. Baskin relayed:

I have received the reports of Dr. Michael Chesser regarding his
interpretation of Mr. Scott Chesser’s EEG of 2/17/12.  Dr.
Chesser’s impression was normal awake and sleep
electroencephalogram.

I have worked with Dr. Chesser for many years dating back to
medical school Dr. Chesser has been a Professor of Neurology at
the University of Arkansas Medical Sciences.  I have complete
confidence in his clinical skills as a neurologist.  

Based on my review of Dr. Chesser’s report and interpretation of
the EEG 2/7/12, it would be my opinion that Mr. Scott Chesser does
not have evidence of a seizure disorder. Dr. Chesser’s report of the
2/17/12 EEG corresponds with another negative EEG performed on
Mr. Chesser by Dr. Chan.  These negative EEG studies do not,
however, rule out the possibility that Mr. Chesser could have
migraine headaches.  I do not believe he has a seizure disorder.  I
cannot say with reasonable medical certainty that he does not have
migraine headaches. 
(JX #1, p. 157). 

Responsive to a September 4, 2013, inquiry from claimant’s, Dr. Chan relayed that he

does not perform impairment ratings. (JX #1, p. 161).   In response to a September 17, inquiry

from respondent, Dr. Baskin relayed in his September 18, 2013, correspondence regarding the

claimant, reflects in pertinent part:

I am receipt of the letter from you dated 9/17/13 requesting an
opinion regarding Mr. Chesser’s work injury of August 21,2011.  I
have reviewed Mr. Chesser’s medical records.  Based on Mr.
Chesser’s history, it is apparent that Mr. Chesser returned to work
and had a sustained period of time where he was not complaining of
headaches or being treated for headaches until January and February
2012 when he complained of a headache and a syncopal spell.  Mr.
Chesser’s workup procedures have been negative.  Mr. Chesser
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gives a history of having previous injury back in 1991 resulting in a
fracture of his left orbit as well as a blow to the back of his head
some 6 months prior to his orbital fracture.

Based on my review of the records, I cannot say with reasonable
medical certainty that Mr. Chesser has migraine headaches. 
Further, if Mr. Chesser does have migraine headaches, I cannot say
with reasonable medical certainty that his migraine headaches are
related to or caused by his work injury of August 21, 2011.  (JX #1,
p. 162).  

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

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

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

FINDINGS

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

2. The employment relationship existed on August 21, 2011, during which time the 

claimant earned wages sufficient to entitle him to weekly compensation benefits of

$575.00/$431.00, for temporary total/permanent partial disability.

3. On August 21, 2011, the claimant sustained an injury to the back of his head 

arising out of and in the course of his employment, and was returned to regular work without

restrictions on August 29, 2011, having not missed sufficient time for work to entitle him to the

payment of temporary total disability benefits, pursuant to Ark. Code Ann. §11-9-501 (a)(1).

4.  The claimant has failed to sustain his burden of proof by a preponderance of the 

evidence that he sustained a compensable injury in the form of a complex partial seizure

disorder/epilepsy or migraine headaches as a result of the August 21, 2011, work-related head

injury.

CONCLUSIONS
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It is undisputed that the claimant sustained an injury to the back of his head arising out of 

and in the course of his employment on August 21,2011.  The claimant contends that the August

21, 2011, accidental head injury has resulted in complex partial seizure disorder/epilepsy and

migraine headaches, which requires medical treatment and on occasions render him temporarily

totally disabled to engage in gainful employment.  The claimant seeks the afore corresponding

medical and indemnity benefits as well as controverted attorney fees.  Respondent deny that the

August 21, 2011, work-related head injury has resulted in complex partial seizure disorder of

migraine headaches.

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

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

sustained subsequent to the effective date of the afore provisions.

Compensability

The claimant commenced his employment with respondent on November 6, 2001.  The 

claimant had previously served the United States Navy from 1988 until 1995.  In 1991, while in

the Navy the claimant sustained serious injury to his head when assaulted and struck by a pipe. 

The claimant also relayed being exposed to chemicals while in the Navy.

In workers’ compensation law, the employer takes the employee as he finds him, and

employment circumstances that aggravation pre-existing conditions are compensable. Heritage

Baptist Temple v. Robison, 82 Ark. App. 460, 120 S.W.3d 150 (2003).  Indeed, an aggravation of

a pre-existing non-compensable condition by a compensable injury is itself compensable. Oliver

v. Guardsmark, 68 Ark. App. 24, 3 S.W.3d 336 (1999).  Since an aggravation is a new injury

resulting from and independent incident, it must meed the definition of a compensable injury in
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order to establish compensability. Crudup v. Regal Ware, Inc., 341 Ark. 804, 20 S.W.3d 900

(2000); Farmland Ins. Co. v. Dubois, 54 Ark. App. 141, 923 S.W.2d 883 (1996). 

As noted above, there is not a dispute that the claimant sustained an injury to the back of 

his head within the course and scope of his employment on August 21, 2011.  The claimant

received emergency medical treatment at the emergency room of NEA Baptist Memorial Hospital

on the date of the accident, and following diagnostic studies and treatment, was released home. 

The claimant was seen by respondent designated medical provider, Dr. Barber, on August 22,

2011, and, following examination, was released to restricted job duties for one week.  After a

follow-up August 29, 2011, visit, the claimant was released to work without restrictions. 

The claimant continued working his regular duties following his release with restriction on

August 29, 2011.   On January 10, 2012, the claimant experienced an episode at work which

resulted in an emergency room visit.  The claimant later attributed the January 10, 2012, episode

as a residual of the August 21, 2011, work-related head injury.  Ultimately, the claimant’s

complaints were diagnosed as complex partial seizure disorder/epilepsy and migraine headaches

by his treating physician, Dr. Kenneth Chan, a Jonesboro neurologist.  The claimant sought

medical treatment, as recommended by Dr. Chan, and temporary total disability benefits for the

period that he was off work following the January 12, 2012, episode.  

A compensable injury must be established by medical evidence supported by objective

findings. Ark. Code Ann. §11-9-102 (4)(D).  Objective findings are defined in the Arkansas Act

as those findings which cannot come under the voluntary control of he patient. Ark Code Ann.

§11-9-102 (16)(a)(i). Dr. Chan based is diagnosis of complex partial seizure disorder/epilepsy on

the February 17, 2012, EEG of the claimant, which he interpreted as abnormal.  The first EEG that
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the claimant underwent on February 6, 2012, was interpreted by Dr. Chan as normal.

The claimant underwent an evaluation under the direction of Dr. Barry Baskin, who

arranged to have the tracings from the February 17, 2012, EEG of the claimant reviewed by Dr.

Michael Chesser, a Little Rock neurologist.  Dr. Chesser concluded that the February 17, 2012,

EEG was normal.  Injured employees must prove that medial services are reasonably necessary by

a preponderance of the evidence.  

In the present claim, while it is undisputed that the claimant suffered an injury to the back

of his head on August 21, 2011, the evidence fails to establish by a preponderance a nexus

between the episodes reported subsequent to August 29, 2011, inclusive of January 10, 2012, and

the compensable August 21, 2011, injury.  The claimant has failed to establish by objective

findings the diagnoses of complex partial seizure disorder/epilepsy or migraine headaches in order

to establish compensability of same.  The claims for additional medical treatment as

recommended by Dr. Chan and for temporary total disability benefits, are respectfully denied and

dismissed. 

IT IS SO ORDERED. 

_______________________________________________
 ANDREW L. BLOOD
 ADMINISTRATIVE LAW JUDGE     

    


