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OPINION AND ORDER

The claimant appeals an administrative law judge’s

opinion filed September 19, 2012.  The administrative law

judge found that the claimant did not prove she was entitled

to additional medical treatment or temporary total

disability benefits.  After reviewing the entire record de

novo, the Full Commission finds that the claimant proved she

was entitled to additional medical treatment.  The claimant
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did not prove that the chiropractic treatment of record was

reasonably necessary in connection her compensable injury. 

The claimant did not prove that she was entitled to

temporary total disability benefits.      

I.  HISTORY

Angela Dawn Olsen, now age 41, testified that she

received chiropractic treatment for “whiplash” in her neck

at age 17.  Ms. Olsen testified that she received additional

chiropractic treatment while she was attending college: “I

just slept wrong and woke up with a crick in my neck.”  The

claimant agreed on cross-examination that she received

medical treatment for her back in 2003 as the result of a

“hydroplaning” accident.  The claimant also agreed on cross-

examination that she previously suffered from headaches

after working in a building which contained asbestos.  The

claimant testified that her headaches were “more of a sinus

thing” and not a chronic condition.  The claimant testified

that she received medical treatment related to

temporomandibular joint disorder in approximately 2006.    

The claimant testified that she became employed with

the respondent-employer, The Learning Institute, in 2008. 

The claimant worked for the respondents as a researcher in
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the area of curriculum instruction assessment, and testified

that her employment with the respondents eventually required

traveling to various school districts.

The parties stipulated that the claimant “sustained

compensable injuries as a result of a motor vehicle

accident” on or about August 13, 2010.  The claimant

testified, “I had been doing a presentation at Greenland

School District.  I got off of 540 onto 40 heading west, and

I was rear-ended by a semi.”  An Arkansas Uniform Motor

Vehicle Collision Report dated August 13, 2010 indicated

that the sport utility vehicle driven by the claimant was

involved in a rear end collision with a diesel tractor

truck.  The Motor Vehicle Collision Report indicated, “No

injury/property damage.”  The claimant was seen at Summit

Medical Center on August 13, 2010: “Accident was a multiple

car collision.  Primary site of impact to patient’s

automobile was to rear end.  Patient was restrained with

lap/shoulder belt   Airbag did deploy....Patient did not

sustain loss of consciousness.  Impact was believed to be

moderate velocity.  Damage to vehicle was moderate.  Patient

was ambulatory at scene.  Symptoms located in the neck,

head, face, left knee.  Patient states symptoms are of mild
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severity.  Associated signs and symptoms: negative abdominal

pain, negative back pain, negative chest pain, negative

dyspnea, negative headache, negative laceration, left lower

extremity pain, negative motor.”

A physician’s handwritten assessment at Convenient Care

Clinic on August 23, 2010 appeared to be Cervical Spasm,

Headache, and Elevated Blood Sugar.  The claimant reported

at St. Joseph’s Mercy Clinic on September 3, 2010 that she

had been involved in a motor vehicle accident on August 13,

2010.  The claimant reported that she was suffering from

persistent headaches, dizziness, and blackout spells.  An

MRI of the claimant’s brain was taken on September 8, 2010,

with the impression, “Normal MRI of the brain without

contrast.”  Dr. Janette Parchman reported on September 15,

2010, “Angela Olsen is a patient of mine who is having post

concussion headaches and equilibrium issues.”    

Dr. E. Kyle Dalton reported on October 5, 2010:

Angela presented to my office for an evaluation of
the jaw and mouth due to an automobile accident. 
After examining Angela it is my feeling that she
indeed has TMJD issues again.  Ms. Olsen has
raised elevated levels in anterior temporalis
especially but all muscle activity is increased
when compared to pre MVA levels.  This indicates
that the source of her headache pain is muscle. 
Sonography was also done and found unbalanced
movement of the condyles as well as clicking in
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the joints.  Jaw tracking indicated muscle
splinting and abnormal posturing upon closing as
well as fatigue in the muscles of mastication. 
Cross-over pattern indicates misalignment of both
tmj’s and upper cervical areas.  The ICAT revealed
that the condyle is positioned to the distal in
the glenoid fossa which is creating pressure and
impinging upon the retro discal tissue.

Our treatment of TMJD include[s] surface EMG’s,
computerized sonography of the TM joints and
computerized mandibular jaw tracking utilizing the
K-7 computerized system....The treatment will
require at least 6 visits and possibly more over
the course of 6 months time.  

Once the jaw position is set into myocentric
position and the patient is stabilized we move
into Phase II treatment to correct the bite
permanently.  Orthopedic orthodontics will move
the teeth up and down to fill the space the
appliance is holding.  It will take approximately
2 years to restore the bite permanently with
multiple visits.  I strongly feel this treatment
is medically necessary to correct Angela’s jaw
placement.

      
Dr. Brad A. Thomas began treating the claimant on

October 15, 2010:

She was struck from behind while in a motor
vehicle.  She denies any loss of consciousness,
but she did have an instant headache with the
accident....I have reviewed her MRI of the brain. 
This does not show any kind of obvious lesions,
hematomas, or hydrocephalus....

Dr. Thomas ordered an MRI of the claimant’s cervical

spine and planned referral to a neurologist to evaluate the

claimant’s headaches.  Dr. Thomas returned the claimant to
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work, with no restrictions, on October 15, 2010.  The

claimant agreed on cross-examination that she was continuing

to work for the respondents at that time.  An MRI of the

claimant’s cervical spine was taken on October 22, 2010,

with the conclusion, “Essentially normal MRI of the cervical

spine.  No evidence of prior traumatic injury or fracture is

identified.  Please see report for other pertinent

findings.”  

Dr. Thomas reported on October 27, 2010, “I had the

opportunity to evaluate Ms. Olsen’s recent MRI of her

cervical spine.  This study is a very good, high quality

study, that shows no obvious significant pathology.  There

is no obvious subluxations or fractures that I see.  There

is no herniated disc or cord impingement.  Overall, the MRI

of her cervical spine looks in very good shape.”    

On November 29, 2010, Dr. Thomas answered a

questionnaire provided to him by Shy Cox, RN, Medical Case

Management of Arkansas, Inc.  Dr. Thomas opined that the

claimant did not “currently have any objective findings to

support her subjective complaints.”  Dr. Thomas opined that

the “alleged injury of 8/13/2010" was not responsible for

the claimant’s “subjective complaints,” and that he could
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not state that the claimant “sustained an ENT or facial

injury” on August 13, 2010.

Dr. Thomas provided follow-up correspondence to Shy Cox

on November 29, 2010:

1.  In my medical opinion, does Ms. Olsen
currently have any objective findings to support
her subjective complaints?  The answer to this is
no.  Her main complaint was for headaches after
her motor vehicle accident.  She has had an MRI of
her brain and an MRI of her cervical spine that
did not show any significant objective findings. 
She also has multiple medical documentation that
will indicate that she has had headaches prior to
this accident and these headaches have been
chronic in nature.

2.  Not applicable.

3.  Can you state, within a reasonable degree of
medical certainty, that the alleged injury on
August 13, 2010 is responsible for Ms. Olsen’s
subjective complaints?  No.  She did subjectively
tell me in the clinic that she started having
increasing headaches after the accident. 
Although, there is multiple documentation prior to
the accident that indicates she has dealt with
chronic headaches prior to the accident.  

4.  Not applicable.

5.  Can you state, within a reasonable degree of
medical certainty, that Ms. Olsen sustained an ENT
or facial injury on August 13, 2010?  The answer
to this is no.  There was no indication of facial
injury from the ER documentation.  Also, there
was indication that the airbag did not deploy. 
This could have been a malfunction in the airbag,
but more than likely it was the fact that the
accident was not significant to cause airbag
deployment.  At this point, I do not see any
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evidence of direct trauma to her face that would
cause direct facial or soft tissue bony injury.

The respondents’ attorney stated at hearing that the

respondents paid for the claimant’s medical treatment

through December 1, 2010, and that the respondents denied

additional medical treatment after that date.  Dr. Thomas

corresponded with Shy Cox on December 8, 2010:

At this point, Ms. Olsen is having several issues. 
She has a lot of neck pain with dizziness and
nausea.  I am going to start her on some physical
therapy for her neck.  I am going to have her see
a neurologist to evaluate the dizziness, nausea,
and headaches that she is having after her
accident.  She has taken Amrix in the past, which
is a time-released muscle relaxer.  I am going to
give her a prescription for this to help with the
muscle spasms, as well as Ativan.  She is taking
Ativan at night and this helps her relax and
decrease her anxiety that this has created.  Next,
I am going to give her Zipsor which is an anti-
inflammatory medicine.  I do feel that she can
continue with full-duty, which she has been doing
since the accident per her report.  I am going to
have her follow up in four to six weeks after she
has seen both Dr. Rutherford and tried physical
therapy.  

Dr. Thomas returned the claimant to work on December 8,

2010, “no restrictions, full duty.”  The claimant testified

that she received physical therapy.  Dr. Thomas reported on

January 12, 2011, “At this point, I want her to complete her

six weeks of physical therapy, which will be two more weeks
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of therapy.  We are going to set her up to see a neurologist

in Hot Springs, Arkansas and have her followup after she

sees the neurologist.  At this point, I do not see any

neurosurgical issues that explain her headaches and

dizziness.”  The claimant testified that the respondents did

not pay for her physical therapy.   

Dr. Richard G. Pellegrino corresponded with Dr. Thomas

on February 7, 2011:

I had the pleasure of seeing your patient, Angela
Olsen, in the office today....
This is a 39-year-old woman who comes in with
holocranial headaches.  She has been on
amitiptyline, muscle relaxers, and anti-
inflammatories.  On exam, she has a very tight
trapezius muscle bilaterally.

ASSESSMENT AND PLAN: I think this patient would
benefit most from seeing Dr. Abraham at the pain
clinic for trigger point injections and possible
Botox or occipital nerve injections.  This local
therapy will allow her to become pain free for a
while and to “loosen up” so that she can actually
heal.  I will see her p.r.n.  Don’t hesitate to
refer her back if you feel Dr. Abraham’s treatment
doesn’t work.

There is no record of treatment from Dr. Abraham. 

However, the claimant testified that Dr. Abraham performed a

“temporary facet block,” and “That was the first time [the

headaches] weren’t constant.”  
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Dr. Thomas S. Roberts began treating the claimant on

February 14, 2011: “Mrs. Olsen is here today for neck and

upper back pain.  She was in a car accident on 8/13/10.  She

was rearended by a semi truck.  She has been having severe

headaches and dizziness....Radiographs:  AP and lateral of

her cervical spine shows a small calcification anterior SC 5

probably consistent with calcification of portion of her

anterior ligament.”  Dr. Roberts diagnosed “Cervical strain

secondary to MVA....We will try her on Soma and Cataflam. 

She is placed on a physical therapy program.  I do not see

any evidence of anything that would require any surgical

intervention.  Hopefully she will gradually improve.”  Dr.

Roberts’ impression on March 28, 2011 was “Cervical strain

secondary to MVA....We will try her on Skelaxin instead of

the Soma.  I do not know that I have anything else to offer

her.  She may try either chiropractic or trigger point

injections.  Follow up as needed.”

Dr. David C. Morse, D.C., provided a Chiropractic X-Ray

report on April 1, 2011 and gave the following impression:

1.  Retrolisthesis of C2 over C3.
2.  Multi-level spondylosis.
3.  Anterior longitudinal ligament calcification.
4.  Anterior and posterior ligamentous laxity.
5.  Postural subluxations as described above.  
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Dr. Morse recommended “Digital Motion X-ray analysis of

the cervical spine to analyze abnormal joint translation and

further ligament laxity and damage.”  

Dr. Morse referred the claimant to Dr. Steven F.

Bennett, D.C. for a Radiographic Biomechanical Report.  Dr.

Bennett reported in part on April 2, 2011, “1.  Ligamentous

instability is present in the cervical spine.  2.  Atlas

lateral shift is 2.95 mm during left lateral bending and

2.37 mm during right lateral bending indicating

translational motion segment integrity change at C1.  The

impairment of the cervical region is due to ratable loss of

motion segment integrity and is ratable at 21% whole person

(AMA guides, Fifth Edition)....5.  Cervical Motion Study

(C1-C5) indicates translational motion segment integrity

change at C2 and C5 measuring 3.38mm and 3.35mm

respectively.  The impairment of the cervical region is due

to a ratable loss of motion segment integrity and is ratable

at 24% whole person (AMA Guides, Fifth Edition).  The

impairment rating presented above represents this patient’s

whole person impairment as a result of ligament damage in

the cervical spine.  It may not represent the total whole

person impairment.  Total impairment as a result of loss of



OLSEN - G104515 12

range of motion, neurological dysfunction, loss of strength

and other ratable factors are best determined by the

patient’s treating physician or by a physician who completes

a full impairment assessment of the injured area after

maximum medical improvement has been reached.”  

Dr. David L. Harshfield, Jr. performed a Recumbent MRI

of the claimant’s cervical spine on April 5, 2011:

IMPRESSION:
ALIGNMENT:
Normal physiologic lordosis of the cervical spine.

PATHOANATOMY:
1.  Intermediate to high-grade lesions involving
several of the key elements of the ligamentous and
membranous static stabilization mechanism of the
cervico-occipital junction, the constellation of
findings consistent with sequela of
hyperextension/flexion/hypermobility stress of the
craniovertebral junction.
2.  Encroachment by the cerebellar tonsils on the
foramen magnum without high-grade Chiari
malformation.
3.  Loss of the normal anatomic relationship of C1
and C2, consistent with atlantoaxial rotatory
instability/insufficiency.

Dr. Parchman stated on April 14, 2011, “Ms. Olsen is

currently undergoing chiropractic evaluation and treatment

and is not able to drive during this period.”  Dr. Morse

reported on or about April 21, 2011:

This letter is in regards to Angela Olsen, who I
recently consulted on 3/31/2011 and a follow up on
4/21/2011 regarding her injuries resulting from a
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motor vehicle collision on 8/13/2010.  Angela has
been given strict instructions to limit her
driving distances and frequency due to the
severity of her headaches and dizziness reactions
occurring while driving.  She currently has some
ligament instability in her cervical spine and is
under going further diagnostic evaluation to
reveal the extent of the ligament damage.  If
driving is necessary she does not need to exceed
one hour distances at a time.  Angela has been
recommended for a proton density MRI of the
cervical spine since the ligament damage was
revealed on the Digital Motion X-Ray Analysis of
her Cervical Spine and to be treated locally in
Hot Springs for Chiropractic Care.

  
Dr. Harshfield performed another Recumbent MRI of the

claimant’s cervical spine on April 26, 2011.  The resulting

impression again stated that there were “high-grade lesions”

in the cervico-occipital junction, and that there was “loss

of the normal anatomic relationship of C1 and C2, consistent

with atlantoaxial rotary instability/insufficiency.”

The claimant testified that she was suspended from her

job on April 26, 2011 due to the driving restrictions

imposed by Dr. Parchman and Dr. Morse.  The record indicates

that the claimant began regular chiropractic visits with Dr.

Morse no later than April 29, 2011.  The claimant testified,

“I actually started going every day later in April.”  The

claimant’s exhibits include a note dated May 10, 2011 which

assessed a Final Whole Person Impairment of 7%.  Another
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document dated May 18, 2011 gave the claimant a Final Whole

Person Impairment of 24%.

The claimant testified that she received wages from the

respondent-employer until May 18, 2011.  The claimant

testified that her employment was terminated “because I

could no longer drive and perform the duties they wanted me

to do.”  However, the claimant corresponded with a

representative of Arkansas Leadership Academy on June 3,

2011 and stated in part, “I wish to be considered for the

position of School Support Capacity Building Leader with the

Arkansas Leadership Academy because I am looking for a

greater opportunity to exercise my instructional leadership

skills in the classroom realm....I feel that I could

successfully carry out the duties and responsibilities of

the position if assigned to me.  Your consideration of my

potential interviewing status is deeply appreciated.”  The

claimant did not inform her potential employer that there

were any driving restrictions.  Dr. Morse assigned the

claimant a 14% Final Whole Person Impairment on June 17,

2011, and the claimant continued receiving chiropractic

treatment.  
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The claimant followed up with Dr. Thomas on July 6,

2011: “She has been seeing her pain management physician who

did some facet blocks and she reports this helped her

headaches, but caused some tingling in her arms.  She has

also been seeing a chiropractor who apparently did some

digital motion x-ray imaging and she ended up getting

another MRI and had Dr. Harshfield read this.  He

recommended PRP injections.  She asked me about this and I

informed her that I simply do not know much about these and

cannot offer her any advice one way or the other in regards

to these.  She feels that some of her ligaments may be loose

between her skull base and her spine, although, I did not

see any evidence on the MRI that I obtained earlier in the

year....At this point, I have informed her that I cannot

honestly give good advice about PRP injections.  I am

recommending her seeing Dr. Pate, the spine specialist at

UAMS, for her neck pain and possible C1-2 ligamentous

instability and get his opinion on this.  I will have her

follow up with me in about three months’ time.”      

Dr. Thomas informed the claimant’s attorney on August

11, 2011, “The last time she came in was on July 6, 2011. 

She had new evidence with new radiographic studies from Dr.
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Hartsfield (sic).  These showed what she felt was

ligamentous instability and he wanted to do PRP

injections....I had a long talk with her and informed her I

simply did not appreciate what Dr. Hartsfield was seeing.  I

felt like the original MRIs that we had of her head and neck

did not show any significant problems.  Because I felt like

there was some inconsistencies between the two MRIs and I

was not familiar with Dr. Hartsfield’s PRP injections, I

recommended her seeing a spine specialist at UAMS, Dr. Glenn

Pait.  We have set her up for an appointment with Dr. Pait,

who is a complex spine specialist on September 8, 2011.  I

feel like his notes from his clinic visit should help answer

all of your questions in regards to are these ligamentous

injuries real and are they causing her problems.  I have

referred her onto the specialist to help answer the exact

questions you have asked.”  

On August 13, 2011, Dr. Harshfield provided a report

under the letterhead “Interventional Cellular Medicine

Centers, LLC”:

Procedure: Platelet Rich Plasma Therapy - Neck C1
and C2 area....

History: 40 year old female presents with
headaches, torn ligaments in neck with scarring,
muscle and joint pain in back and neck subsequent
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to motor vehicle collision 8-13-10.  Angela is
also experiencing dizziness and nausea with motion
when riding in a car, and numbness and tingling in
hands and fingers....

Post Procedure Comments: Lidocane (sic) used in
the neck area proved to make Angela light headed
after the procedure.  Injections to the posterior
head and neck can cause a dilation of the vascular
inflow and the transient increased inflow of
blood creates a temporary obstruction to venous
outflow thereby the backup of venous blood in the
head can precipitate headaches.  The first week
Angela reported staying in bed with ice packs and
was very sore.  Week 2, she was treated
by her Chiropractor, and week 3, she began taking
anti-inflammatory medication that helped reduce
her back and neck pain.  Angela noticed an
improvement with motion and wasn’t getting as
dizzy and nauseous when riding in a car.

  
Dr. T. Glenn Pait, UAMS Neurosurgery Clinic,

corresponded with Dr. Thomas on September 8, 2011:

She apparently was the driver of a vehicle that
was hit from the rear by a larger vehicle, a
truck.  She has developed “dizziness,” possible
vertigo, for which she was treated by
Otolaryngology with some degree of improvement. 
She has developed pain in the neck....She reports
that when she was a teenager she was seen for neck
discomfort and has been evaluated on another
occasion.  However, she states that any previous
pain is unlike the current discomfort she has. 
She has been evaluated by several physicians
including allopathic and chiropractic physicians. 
She has undergone injections of the neck with some
slight success....
She underwent an MRI at Premier MRI imaging of
Little Rock that demonstrated ligamentous
abnormalities, but no compromise of the spinal
canal itself.  A study obtained by the
chiropractic physician, apparently of a dynamic
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nature, demonstrated some question in regards to
instability of C1-2.  This finding prompts a
second neurosurgical evaluation.  

Dr. Pait’s impression was “Cephalgia and possible

ligamentous disruption of the cervical spine. 

RECOMMENDATIONS: I have discussed with Ms. Olsen in-depth

her current situation.  I am unable to access the

chiropractic dynamic radiological studies.  Therefore,

dynamic radiological studies will be obtained.  If there is

no evidence of any anatomical movement or instability,

surgical avenues will not be recommended.  I have discussed

this in depth with Ms. Olsen.  A referral to a physiatrist

is an avenue that may well be needed in this situation. 

Again, from a surgical avenue if there is no evidence of any

surgical abnormality, she will be referred back to you or to

her other care providers.”    

An x-ray of the claimant’s cervical spine was done at

UAMS Medical Center on September 8, 2011, with the following

findings:

The normal cervical lordosis is maintained.  No
abnormal subluxation is seen on flexion or
extension views.  The visualized bones are
normally mineralized.  The vertebral body heights
and disc space heights are maintained.  No acute
fracture or subluxation is identified.  Focal
calcification in the anterior longitudinal
ligament is seen at C5/C6.  



OLSEN - G104515 19

IMPRESSION: NO ACUTE FRACTURE.  NO ABNORMAL
SUBLUXATION ON FLEXION OR EXTENSION VIEWS.

Dr. Harshfield performed another “PRP procedure” on

March 17, 2012: “Re-injected skull-base, posterior facets

and lamra cervical spine, Rhomboden muscles and mid-thoracic

facets, SI joints and lower three lumbar facets....Angela

had some improvement from the first PRP injections but she

is having recurring symptoms and relapses.  This is common

with severe scar tissue damage and often requires multiple

PRP treatments.”    

A pre-hearing order was filed on April 4, 2012.  The

claimant contended that she was “entitled to temporary total

disability benefits beginning May 19, 2011 (the date last

worked for the employer herein) and continuing through an

undetermined date when her healing period is determined to

have ended; that respondents should be responsible for all

outstanding and continuing medical treatment; and that a

controverted attorney’s fee should attach to any benefits

awarded.”  The respondents contended that “additional

medical treatment for the injuries of August 13, 2010 are

not reasonable and necessary.  Respondents maintain that the

medical documentation does not support entitlement to

additional medical treatment or indemnity benefits
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associated with the claimant’s injuries.  It is respondents’

position that claimant’s need for treatment is associated

with unrelated and pre-existing problems and not the August

13, 2010 acute injury.  Respondents further contend that the

claimant continued to receive compensation from the employer

through June 2011, and was paid two months’ salary at that

time, and that respondents are not responsible for payment

of any indemnity benefits during the time claimant received

compensation from the employer.  Lastly, respondents contend

that some of claimant’s medical treatment has been paid by

health insurance, and that it is entitled to a credit

pursuant to Ark. Code Ann. §11-9-411.”  

The parties agreed to litigate the following issues:

1.  Whether the respondents are responsible for
outstanding and continuing medical treatment.
2.  Whether the claimant is entitled to temporary
total disability benefits.
3.  Controversion and attorney’s fees.
4.  All other issues are reserved. 

Dr. Dalton reported on April 11, 2012:

We started discussing Angela’s TMJ problems back
in 2007 after a medical procedure reduced her bone
density and consequently affected her jaw.  We
started Treatment in March of 2008.  We saw Angela
numerous times over the next couple of years as we
adjusted neuromuscular orthotics and orthodontics,
which was the treatment plan we agreed upon.  Her
pain and symptoms were under control until her
motor vehicle accident in 2010.  We then had to
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start treatment again to relieve her pain that
arose as a result of her jaw being knocked
out of line due to the accident.  We continue to
see Angela as scheduled and when needed.    

Dr. J. Michael Calhoun corresponded with counsel for

the respondents on May 2, 2012:

I have performed an independent medical evaluation
on Angela Olsen.  Her history and physical was
done by electronic medical record....

With regard to your specific questions, under AMA
guidelines, the fourth edition, the patient
suffered no permanent partial impairment even
though she has ligamentous injuries in the
occipitocervical area, that is not considered
under AMA guidelines.

With regard to specific restrictions, the only
restriction I would place on Ms. Olsen is no
prolonged driving for more than one hour at a
time.  This appears to actually affect her inner
ear problems more than occipitocervical issues.

Dr. Kurt Larsen, D.C., corresponded with the claimant

on May 2, 2012:

I first consulted with the above patient on 4-5-
2012 regarding her ongoing symptoms from injuries
sustained in a MVA on the above date.  She was
referred to me by a medical radiologist, Dr. David
Harshfield.  Upon review of her records of
evaluation and treatment, she was examined on 4-
12-2012 and I began adjustments to assist in her
healing process.  The specialty I utilize is Sacro
Occipital Technique and Craniopathy which
addresses the 80% of the nervous system in the
cranium.  Many of her signs and symptoms are
related to this area.  I have taught the above
technique extensively for 2/3 of my 3 decades in
practice.  It complements the Chiropractic care
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she has and continues to receive from Dr. David
Morse.  
Symptoms specifically addressed through the
Chiropractic Cranial specialty include headaches,
TMJ, mental fogginess, equalibrium (sic) and the
balance and integration of the pelvis and spine.
In the several treatments she has received, it is
apparent that she will need ongoing care and is
not near the maximum healing she should be able to
attain.  In the meantime I cannot picture her to
resume her occupation due to the negative brain
trauma effects of an injury such as this.  

Dr. Calhoun corresponded with the claimant’s attorney

on May 4, 2012:

I have now actually received two sets of questions
for an independent medical evaluation.

In the letter to Melissa Wood, and I also
explained this to Angela Olsen, there are
basic differences in medial (sic) theory and
treatment as opposed to chiropractic theory and
treatment.

With regard to your specific questions, according
to the cervical MRI and interpretation of Dr.
David Harshfield, the patient did suffer
ligamentous injuries in the occipital cervical
area.  This would be considered objective
findings.  The findings on the x-rays interpreted
by Dr. Steven Bennett are chiropractic
interpretations and are not how I would interpret
the films and they do not show any objective
findings from my perspective.

With regard to question two, protein rich plasma
injection therapy provided by Dr. Harshfield, are
they reasonable and necessary in connection with
these injuries?  As I am sure you are well aware,
this is considered experimental treatment.  I
performed a literature search which showed no
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randomized controlled studies that show PRP as
beneficial.  Thus, no insurance companies are
currently authorizing this treatment.  On the
other hand, with no personal experience with PRP,
I do not feel comfortable stating whether this
treatment is reasonable or necessary.

With regard to questions (sic) three, has Ms.
Olsen reached maximal medical recovery? From what
I understand, the patient is still receiving
chiropractic treatment.  Certainly from a
neurosurgical and a medical standpoint, she has
reached maximum medical improvement.  I am
uncertain whether the chiropractic treatment would
be considered maintenance or active treatment but
overall I would consider her at MMI.

Question four, has Ms. Olsen suffered permanent
impairment in accordance with AMA Guidelines
evaluation of permanent impairment, fourth
edition, and if so what percentage?  As I am sure
that you are well aware, AMA impairment rating
is determined solely on the abnormalities.  The
patient has no significant disc abnormalities. 
Even though she has a ligamentous injury
documented on MRI, this does not qualify her for
permanent partial impairment under AMA Guidelines. 
   

Dr. Calhoun informed counsel for the respondents on May

16, 2012, “The prolonged driving restriction was based

primarily on the fact that Ms. Olsen has some type of inner

ear issue which I do not know the cause of.  From a purely

neurosurgical standpoint, there are no restrictions.  I feel

that Ms. Olsen needs no further medical treatment.  I

understand she is undergoing still some chiropractic

treatment but from a neurosurgical standpoint, she has
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reached maximal medical improvement and needs no further

medical treatment.”   

A hearing was held on June 21, 2012.  At that time, the

claimant’s attorney stated that the claimant’s injury was

“chiefly a cervical spine injury.”  The claimant contended

that her headaches were causally related to the cervical

spine injury.  The respondents’ attorney stated that the

respondents paid for some initial medical and diagnostic

testing and paid for the claimant’s medical treatment

through December 1, 2010.  The respondents asserted that

they denied additional medical treatment after December 1,

2010.  The respondents’ attorney stated that “the only

objective medical findings that would support compensability

would be a cervical strain, so we would agree to that as

being a compensable injury.”        

The claimant testified on cross-examination, “I don’t

have the constant headaches now.  That is at least something

that’s not all the time.  I - Muscles, joints kind of lock

up kind of pain is what I’m dealing with now and this right

eye, but the headaches at least aren’t all the time now.”  

An administrative law judge filed an opinion on

September 19, 2012.  The administrative law judge found that
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the claimant did not prove she was entitled to additional

medical treatment, and that the claimant did not prove she

was entitled to temporary total disability benefits.   

The claimant appeals to the Full Commission.

II.  ADJUDICATION

A.  Medical Treatment

The 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)(Repl. 2002).  The

employee has the burden of proving by a preponderance of the

evidence that medical treatment is reasonably necessary. 

Stone v. Dollar General Stores, 91 Ark. App. 260, 209 S.W.3d

445 (2005).  Preponderance of the evidence means the

evidence having greater weight or convincing force. 

Metropolitan Nat’l Bank v. La Sher Oil Co., 81 Ark. App.

269, 101 S.W.3d 252 (2003).  What constitutes reasonably

necessary medical treatment is a question of fact for the

Commission.  Wright Contracting Co. v. Randall, 12 Ark. App.

358, 676 S.W.2d 750 (1984).

An administrative law judge found in the present

matter, “6.  Claimant has failed to prove by a preponderance
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of the evidence that her need for additional medical

treatment [is] reasonable and necessary and causally related

to her compensable work-related injury.”  The Full

Commission finds that the claimant proved she was entitled

to additional medical treatment and referrals as directed

Dr. Thomas, Dr. Roberts, and Dr. Pait.  

The parties stipulated that the claimant sustained a

compensable injury on August 13, 2010.  The claimant was

involved in a motor vehicle accident where her sport utility

vehicle was struck from behind by a diesel tractor truck. 

The claimant received medical treatment on August 13, 2010. 

The claimant was ambulatory and it was specifically noted,

“negative headache.”  A physician’s assessment on August 23,

2010 included cervical spasm.  An MRI of the claimant’s

brain on September 8, 2010 was normal.  Dr. Parchman noted

on September 15, 2010 that the claimant was having “post

concussion headaches and equilibrium issues,” but the record

does not indicate that the claimant sustained a concussion

on August 13, 2010.  Dr. Dalton reported on October 5, 2010

that the claimant would need treatment for her jaw and mouth

for approximately two years.  The record does not indicate

that the claimant sustained an injury to her jaw or mouth on
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August 13, 2010.  Dr. Dalton’s treatment was not reasonably

necessary in connection with the compensable injury.

The claimant began treating with Dr. Thomas on October

15, 2010.  Dr. Thomas noted that an MRI of the claimant’s

brain was normal, and he arranged an MRI of the claimant’s

cervical spine.  An MRI of the claimant’s cervical spine on

October 22, 2010 was normal.  Dr. Thomas reported on October

27, 2010 that there was no obvious pathology in the

claimant’s cervical spine, that there were no subluxations

or fractures, and that there was no herniated disc or cord

impingement.  Dr. Thomas noted, “Overall, the MRI of her

cervical spine looks in very good shape.”  Dr. Thomas

informed a representative of the respondents on November 29,

2010 that there were no “objective findings” to support the

claimant’s subjective complaints.  Nevertheless, an employee

who has sustained a compensable injury is not required to

provide objective evidence of her continued need for medical

treatment.  See Castleberry v. Elite Lamp Co., 69 Ark. App.

359, 13 S.W.3d 211 (2000).  

The respondents in the present matter paid for the

claimant’s medical treatment through December 1, 2010. 

However, Dr. Thomas saw the claimant on December 8, 2010 and
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recommended physical therapy for the claimant’s neck pain. 

The Full Commission finds that physical therapy as

recommended by Dr. Thomas was reasonably necessary.  Dr.

Thomas referred the claimant for an evaluation with Dr.

Pelligrino, and we find that the claimant’s visit with Dr.

Pelligrino on February 7, 2011 was reasonably necessary. 

Dr. Roberts began treating the claimant on February 14,

2011.  We find that treatment provided by Dr. Roberts for

the claimant’s “Cervical strain secondary to MVA” was

reasonably necessary.  Dr. Roberts, as did Dr. Thomas,

recommended physical therapy.  Dr. Roberts noted on March

28, 2011 that the claimant “may try either chiropractic or

trigger point injections.  Follow up as needed.”  The record

does not show that Dr. Thomas expressly referred the

claimant to any particular physician for additional

treatment.    

The claimant treated on her own with Dr. Morse

beginning April 1, 2011.  A Chiropractic X-Ray report by Dr.

Morse purported to show abnormalities including “anterior

and posterior ligamentous laxity.”  It is within the

Commission’s province to weigh all of the medical evidence

and to determine what is most credible.  Minnesota Mining &
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Mfg. v. Baker, 337 Ark. 94, 989 S.W.2d 151 (1999).  The

Commission has the authority to accept or reject a medical

opinion and the authority to determine its probative value. 

Poulan Weed Eater v. Marshall, 79 Ark. App. 129, 84 S.W.3d

878 (2002).

In the present matter, Dr. Morse’s conclusion that the

claimant sustained “ligament laxity” as a result of the

August 13, 2010 motor vehicle accident is entitled to zero

weight.  As we have noted, an MRI of the claimant’s cervical

spine on October 22, 2010 was entirely normal, and Dr.

Thomas concluded that there was “no obvious significant

pathology” in the claimant’s cervical spine.  An x-ray at

UAMS Medical Center on September 8, 2011 showed

calcification at C5-C6 but no acute fracture and no abnormal

subluxation.  Dr. Calhoun opined in May 2012 that the

diagnostic films of the claimant’s spine did not show any

abnormal findings.  The Full Commission finds in the present

matter that the opinions of Dr. Thomas and Dr. Calhoun are

entitled to more weight than the opinions of Dr. Morse, Dr.

Bennett, and Dr. Harshfield.  As we have recognized, an

employee who has sustained a compensable injury is not

required to provide objective evidence of her continued need
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for medical treatment.  See Castleberry, supra. 

Nevertheless, the probative evidence of record does not

demonstrate that the claimant sustained “ligament laxity” in

her neck or any other anatomic region as a result of the

August 13, 2010 compensable injury.  The claimant did not

prove that chiropractic adjustments were reasonably

necessary in connection with her compensable injury, and the

claimant did not prove that the repeated and multiple

diagnostic testing arranged by Dr. Morse, Dr. Bennett, and

Dr. Harshfield was reasonably necessary in connection with

the August 13, 2010 compensable cervical strain.  

The claimant did not prove that “Platelet Rich Plasma

Therapy” as performed by Dr. Harshfield was reasonably

necessary.  Dr. Harshfield premised the need for this

treatment on alleged “torn ligaments,” but there is no

evidence of record that the claimant suffered from torn

ligaments as a result of the compensable injury.  Nor is

there any probative evidence of record supporting Dr.

Harshfield’s conclusion on March 17, 2012 that the claimant

suffered “severe scar tissue damage.”  The record does not

show that the claimant sustained scar tissue damage as a

result of the compensable injury.  The evidence does not
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support Dr. Larsen’s conclusion on May 2, 2012 that the

claimant required chiropractic treatment of “negative brain

trauma.”  As we have pointed out, an MRI of the claimant’s

brain on September 8, 2010 was normal.  Finally, there is no

evidence of record supporting Dr. Dalton’s conclusion on

April 11, 2012 that the claimant’s jaw was “knocked out of

line” as a result of the August 13, 2010 compensable injury. 

The evidence does not demonstrate that the claimant

sustained any trauma to her jaw on August 13, 2010, and Dr.

Dalton’s opinion is not credible.  The claimant did not

prove that any treatment related to temporomandibular joint

disorder was reasonably necessary in connection with the

compensable injury. 

B.  Temporary Disability

Temporary total disability is that period within the

healing period in which the employee suffers a total

incapacity to earn wages.  Ark. State Hwy. Dept. v.

Breshears, 272 Ark. 244, 613 S.W.2d 392 (1981).  An

administrative law judge found in the present matter, “7. 

Claimant has failed to prove by a preponderance of the

evidence that she is entitled to additional temporary total

disability benefits.”  The Full Commission finds that the
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claimant did not prove she was entitled to temporary total

disability benefits.  The parties stipulated that the

claimant sustained a compensable injury on August 13, 2010. 

The claimant has characterized her injury as primarily a

cervical spine injury.  The claimant was not taken off work

immediately after the compensable injury.  Dr. Thomas

returned the claimant to unrestricted work as of October 15,

2010, and the claimant testified that she was working for

the respondents at that time.  Dr. Thomas reported on

December 8, 2010 that the claimant could return to work at

full duty.  

Dr. Parchman stated on April 14, 2011 that the claimant

was “undergoing chiropractic evaluation and treatment and is

not able to drive during this period.”  Nevertheless, we

have found that chiropractic treatment was not reasonably

necessary in connection with the compensable injury.  Dr.

Morse stated on April 21, 2011 that the claimant was

restricted to driving for only one hour at a time.  However,

Dr. Morse causally related the claimant’s driving

restriction to “ligament instability in her cervical spine.” 

The Commission has determined that the claimant did not

suffer from any ligament instability as a result of the
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compensable injury.  The claimant testified that she was

suspended from her job on April 26, 2011 due to the driving

restrictions but that she received wages from the

respondent-employer until May 18, 2011.

The claimant contends that she is entitled to temporary

total disability benefits beginning May 19, 2011 until an

undetermined date.  Whether or not the claimant remained

within a healing period for her compensable injury on or

after May 19, 2011, the Full Commission finds that the

claimant did not prove she was totally incapacitated from

earning wages at any time.  The claimant testified at the

time of the hearing that she had relocated to Harrison,

Arkansas but the claimant’s testimony indicated that she was

physically able to drive from Harrison to Little Rock in

order to obtain chiropractic treatment.  Finally, the

claimant applied for a position with an employer in

Fayetteville, Arkansas on June 3, 2011.  The fact that the

claimant applied for gainful employment after she was

terminated by the respondents is not a negative assessment

of the claimant’s credibility.  However, the claimant did

not inform her potential employer that there were any

driving restrictions related to the claimant’s physical
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condition.  The weight of probative evidence before the

Commission demonstrates that the claimant was never totally

incapacitated to earn wages as a result of the August 13,

2010 compensable injury.  

Based on our de novo review of the entire record, the

Full Commission finds that the claimant proved she was

entitled to additional medical treatment on and after

December 1, 2010 as recommended and provided by Dr. Thomas,

Dr. Roberts, and Pait.  Said treatment was causally related

to the compensable injury and was not related to a prior

injury or pre-existing condition.  The claimant did not

prove by a preponderance of the evidence that any of the

chiropractic treatment or diagnostic testing performed by

Dr. Morse, Dr. Bennett, Dr. Harshfield, or Dr. Larsen was

reasonably necessary in connection with the compensable

injury.  The claimant did not prove that any treatment

provided by Dr. Dalton was reasonably necessary.  Because

she did not prove a total incapacity to earn wages at any

time as a result of the August 13, 2010 compensable injury,

the claimant did not prove that she was entitled to any

period of temporary total disability benefits.  The

respondents are entitled to an appropriate credit in
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accordance with Ark. Code Ann. §11-9-411(Repl. 2002).  For

prevailing in part on appeal, the claimant’s attorney is

entitled to a fee of five hundred dollars ($500), pursuant

to Ark. Code Ann. §11-9-715(b)(Repl. 2002).

IT IS SO ORDERED.

                                                       
                        A. WATSON BELL, Chairman

Commissioner McKinney concurs.

CONCURRING OPINION

          I concur with the majority opinion finding that

the claimant proved that she was entitled to additional

medical treatment and referrals as directed by Dr. Thomas,

Dr. Roberts, and Pait, in that said treatment was causally

related to her compensable injury, as opposed to her pre-

existing or non-existing medical conditions.  I also concur

with the majority finding that the claimant failed to prove

by a preponderance of the evidence that any of the

chiropractic or related treatment or diagnostic testing she

received from Dr. Morse, Dr. Bennett, Dr. Harshfield, or Dr.

Larsen was reasonably necessary in connection with her

compensable injury, nor was the treatment she received from

Dr. Dalton, DDS, for pre-existing temporomandibular joint
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disorder (TMJ), reasonably necessary in connection with her

injury.  In addition, I concur with the majority finding

that the claimant failed to prove that she is entitled to

additional temporary total disability benefits.    

          The majority’s well reasoned, well written opinion

includes a comprehensive review of the claimant’s medical

treatment subsequent to her compensable cervical strain of

August 13, 2010, to include diagnostic studies, treatment,

and recommendations obtained by and through numerous

allopathic physicians and specialists, and those diagnostic

studies, treatment, and the recommendations of her

chiropractic team.  The diagnostic studies conducted

contemporaneously with the claimant’s motor vehicle accident

at the direction of neurosurgeon, Dr. Brad Thomas, showed

findings consistent with studies conducted approximately

eleven months later in September of 2011, by neurosurgeon,

Dr. Glenn Pait, in response to her continuing complaints. 

In May of 2011, neurosurgeon, Dr. J. Michael Calhoun,

reviewed these diagnostic studies, and his findings were

also consistent with the findings of Dr. Thomas and Pait. I

assign more probative weight to the opinions of Drs. Thomas

and Calhoun than to the opinions of Drs. Morse, Bennett, and
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Harshfield.  Further, while acknowledging that an employee

who has sustained a compensable injury is not required to

provide objective evidence of her continued need for medical

treatment, the probative evidence of record does not

demonstrate that the claimant sustained “ligament laxity” in

her neck or otherwise as a result of her August 13, 2010,

injury.  Accordingly, I fully agree with the majority

opinion.  I feel compelled, however, to address the

dissenting opinion.

          The dissent launches a lengthy opinion which,

while somewhat informative with regard to medical

terminology, tends to obfuscate the otherwise obvious.  More

specifically, the dissent states that while the majority

notes Dr. Robert’s recommendation that the claimant try

either trigger point injections or chiropractic treatment,

it then denies the reasonable necessity of that suggested

treatment.  I note, however, that the majority did not

consider Dr. Robert’s recommendations in a vacuum.  Rather,

it is apparent that the majority considered the totality of

the medical evidence, assigned the proper weight to each

medical opinion, and made fair and appropriate findings

based upon the correct application of the law to the facts. 
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Likewise, to state, as the dissent has, that the claimant

has been released from neurological care alone for her

compensable injury, and not from all kinds of evaluation and

treatment is simply unsupportable and yet another example of

gross sophistry in the dissent’s effort to muddy the waters

in this claim.  I respectfully remind the dissent that what

constitutes reasonable and necessary medical treatment is a

question of fact for the Commission, and that the employee

has the burden of proving that medical treatment is

reasonably necessary.  See, Wright Contracting Co. v.

Randall, 12 Ark. App. 358, 676 S.W.2d 750 (1984); See also,

Stone v. Dollar General Stores, 91 Ark. App. 260, 209 S.W.3d

445 (2005).  Furthermore, preponderance of the evidence

means the evidence having greater weight or convincing

force.  Metropolitan Nat’l Bank v. La Sher Oil Co., 81 Ark.

App. 269, 101 S.W.3d 252 (2003). 

          On August 11, 2011, Dr. Thomas informed the

claimant’s attorney that he had reviewed the radiographic

studies from Dr. Harshfield and that he could not

“appreciate” what Dr. Harshfield was seeing with regard to

alleged instability in the claimant’s cervical spine.  In

correspondence dated September 8, 2011, Dr. Pait informed
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Dr. Thomas that he found no abnormalities in the claimant’s

cervical spine to suggest anatomical movement or

instability.  Further, on May 16, 2012, Dr. Calhoun informed

counsel for the respondents that, from a neurosurgical

standpoint, he considered the claimant to be at maximum

medical improvement with no impairment, no restrictions, and

no need for further medical treatment.  The majority found

that multiple MRI studies and x-rays of the claimant’s brain

and cervical spine, as interpreted by these neurosurgeons

and other competent medical doctors, have consistently been

shown to be normal, with no fractures, subluxations,

herniations, impingements, or other obvious pathology found

in the claimant’s cervical spine and no damage to the

claimant’s brain.  Therefore, the majority assigned more

weight to the opinions of these medical specialists over the

opinions of chiropractic doctors, some whose diagnostic and

treatment modalities have, according to Dr. Calhoun, not all

been fully accepted by the medical community in that they

are still considered experimental.  In addition, Dr. Calhoun

stated quite succinctly that there are “basic differences”

in medical theory and treatment, as opposed to chiropractic

theory and treatment.  While I do not mean to discredit in
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any way the field of chiropractic medicine or to minimize

its importance to our healthcare system, I simply reiterate

that the majority gave the claimant’s chiropractic treatment

due consideration in its decision, and ultimately found the

opinions of Drs. Morse, Bennet, and Harshfield to be lacking

in probative value as compared to the medical opinions of

Drs. Thomas and Calhoun.  Therefore, the majority did not

err in assigning more weight to the opinions of these

neurosurgeons over the opinions of other doctors involved in

the claimant’s treatment, specifically, her chiropractic

doctors.  

          With regard to the claimant’s cervical strain

which resulted from her automobile accident of August, 2010,

I concur that she has reached the end of her healing period

with no permanent impairment resultant therefrom.  I also

agree with the majority opinion that while the claimant

proved that she was entitled to additional medical treatment

and referrals as directed by Dr. Thomas, Dr. Roberts, and

Pait, in that said treatment was causally related to her

compensable injury, the claimant failed to prove by a

preponderance of the evidence that any of the chiropractic

or related treatment or diagnostic testing she received from
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Dr. Morse, Dr. Bennett, Dr. Harshfield, or Dr. Larsen was

reasonably necessary in connection with her compensable

injury.    

          With respect to subjective symptoms from which the

claimant may well suffer, I agree that these have been shown

to be, more likely than not, the result of pre-existing

conditions such as TMJ disorder and Chiari malformation,

which I note is congenital in etiology. 

          Finally, the majority found that because there was 

no evidence that the claimant sustained any trauma to her 

jaw as a result of the August 13, 2010, accident, she failed 

to prove a causal connection between her TMJ disorder and 

her cervical strain.  Thus, the medical treatment provided 

by Dr. Dalton was not reasonably necessary for the treatment 

of the claimant’s compensable injury.  I concur with this 

finding.  Likewise, I concur with the finding that the 

claimant failed to offer credible proof that she was still 

within her healing period and totally incapacitated from 

earning wages.  Therefore, she is not entitled to additional 

temporary total disability benefits.

                                 
                      KAREN H. MCKINNEY, COMMISSIONER
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Commissioner Hood concurs, in part, and dissents, in part.

CONCURRING AND DISSENTING OPINION

          After a de novo review of the entire record, I

concur with the majority opinion’s award of additional

medical treatment, but I must respectfully dissent from the

majority’s finding that the chiropractic treatment was not

reasonably necessary treatment of the claimant’s compensable

injury and that she is not entitled to temporary total

disability benefits.  I would award those benefits.

          I must point out that the majority specifically

noted Dr. Roberts’ recommendation that the claimant try

either chiropractic treatment or trigger point injections,

and then in the next pages, the majority stated that the

chiropractic care the claimant received was not reasonably

necessary.  The claimant has been released from

neurosurgical care alone, not from all kinds of evaluation

and treatment.  The fact that neurosurgical treatment has

been exhausted does not mean that no treatment exists for

the claimant’s condition.  Even Dr. Roberts, an orthopaedic

surgeon and sports medicine specialist, recommended either
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chiropractic care or pain management for the claimant’s

symptoms. 

          Under Arkansas workers’ compensation law,

employers must promptly provide medical services which are

reasonably necessary for treatment of compensable injuries. 

Ark Code Ann. Sec. 11-9-508(a)(Supp. 2005).  Wal-Mart

Stores, Inc. v. Brown, 82 Ark. App. 600, 120 S.W.3d 153

(2003).  Under Arkansas workers’ compensation law, the

employer takes the employee as she is found, and

circumstances which aggravate preexisting conditions are

compensable.  Nashville Livestock Commission v. Cox, 302

Ark. 69, 787 S.W. 2d 664 (1990).  Injured workers have the

burden of proving by a preponderance of the evidence that

medical treatment is reasonably necessary for treatment of

the compensable injury.  Norma Beatty v. Ben Pearson, Inc.,

Full Commission Opinion filed February 17, 1989 (D612291). 

What constitutes reasonable and necessary medical treatment

is a question of fact for the Commission.  Wackenhut Corp.

v. Jones, 73 Ark. App. 158, 40 S.W.3d 333 (2001).  

          Reasonable and necessary medical services may

include those necessary to accurately diagnose the nature

and extent of the compensable injury; to reduce or alleviate
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symptoms resulting from the compensable injury; to maintain

the level of healing achieved; or to prevent further

deterioration of the damage produced by the compensable

injury.  Jordan v. Tyson Foods, Inc., 51 Ark. App. 100, 911

S.W.2d 593 (1995).  A claimant does not have to support a

continued need for medical treatment with objective

findings.  Chamber Door Industries, Inc. v. Graham, 59 Ark.

App. 224, 956 S.W.2d 196 (1997).  Further, when the primary

injury is shown to have arisen out of and in the course of

employment, the employer is responsible for any natural

consequence that flows from that injury.  Wackenhut, supra. 

The basic test is whether there is causal connection between

the two episodes.  Id.  A causal connection is established

when the compensable injury is found to be “a factor” in the

resulting need for medical treatment, even though the

compensable injury is not the major cause of the disability

or need for treatment. Williams v. L&W Janitorial, Inc., 85

Ark. App. 1, 145 S.W.3d 383 (2004). 

          Treatment intended to reduce, or enable a claimant

to cope with, chronic pain attributable to a compensable

injury may constitute reasonably necessary medical treatment

within the meaning of Ark. Code Ann. Sec. 11-9-508.  Billy
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Chronister v. Lavaca Vault, Full Commission Opinion filed

June 20, 1991 (D704562).  Postsurgical improvement is a

proper consideration in determining whether surgery was

reasonable and necessary.  Hill v. Baptist Medical Center,

74 Ark. App. 250, 48 S.W.3d 544 (2001), citing Winslow v. D

& B Mechanical Contractors, 69 Ark. App. 285, 13 S.W.3d 180

(2000).  

          The Arkansas Workers’ Compensation Act clearly

includes chiropractic care in the types of medical care to

be promptly provided to claimants, within the confines of

the “reasonably necessary” standard.  Ark. Code Ann. Section

11-9-508(a).

          This claim is similar to the claim in Estridge v.

Waste Management, 343 Ark. 276, 33 S.W.3d 167(2000), in that

the claimant undisputedly suffered a compensable injury and

in that there is a dispute as to whether there is a causal

connection between the injury and the medical treatment.  As

the court in Estridge explained, the claimant does not have

to prove that the injury is the major cause of the need for

treatment in the case of an accidental injury.   Ark. Code

Ann. § 11-9-102(4)(A)(i).  While the claimant does have a

history of prior neck treatment and temporomandibular jaw
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disorder (TMJD) treatment, the claimant did not have a

history of headaches of the type and severity she suffered

after the accident, nor did she have neck problems at the

time of the accident, and further, her TMJD symptoms had

been under control for an extended period prior to the

accident.  The medical records and the claimant’s testimony

show that the accidental injury at work on July 20, 2006,

when she was the driver in a car which was rear-ended by an

eighteen-wheel tractor-trailer rig, either caused or

precipitated the need for medication and surgery.  As in

Estridge, “that is clear.”  Estridge, 343 Ark. at 282.

          While the various diagnoses in the record are more

specific than the general diagnosis of whiplash which the

claimant told Dr. Parchment she had been warned to expect by

the emergency room physicians, it is clear that the claimant

sustained a whiplash injury on the date of her accident,

which resulted in muscle spasm, ligamentous injury and

headaches.  The National Institutes of Health’s National

Institute of Neurological Disorders and Stroke explains

whiplash as follows:

Whiplash-a soft tissue injury to the neck-is also
called neck sprain or neck strain. It is
characterized by a collection of symptoms that
occur following damage to the neck, usually
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because of sudden extension and flexion. The
disorder commonly occurs as the result of an
automobile accident and may include injury to
intervertebral joints, discs, and ligaments,
cervical muscles, and nerve roots. Symptoms such
as neck pain may be present directly after the
injury or may be delayed for several days. In
addition to neck pain, other symptoms may include
neck stiffness, injuries to the muscles and
ligaments (myofascial injuries), headache,
dizziness, abnormal sensations such as burning or
prickling (paresthesias), or shoulder or back
pain.  In addition, some people experience
cognitive, somatic, or psychological conditions
such as memory loss, concentration impairment,
nervousness/irritability, sleep disturbances,
fatigue, or depression. 

...
Generally, prognosis for individuals with whiplash
is good. The neck and head pain clears within a
few days or weeks. Most patients recover within 3
months after the injury, however, some may
continue to have residual neck pain and headaches.

    

http://www.ninds.nih.gov/disorders/whiplash/whipla

sh.htm (September 19, 2012).

          The medical record reflects that the claimant

consistently reported to her medical and chiropractic

caregivers headaches, pain, blackout spells, dizziness and

associated nausea, and carsickness, which she consistently

related to the motor vehicle accident on August 13, 2010. 

Further she was prescribed a muscle relaxer for muscle
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spasms regularly throughout her treatment, as well as pain

relievers and anti-inflammatory medications.

          While objective findings are not necessary to

determine whether treatment is reasonable and necessary for

a compensable injury, it is useful here to identify the

variety of objective findings in the claimant’s medical

history since the date of injury, August 13, 2010.  On each

of these dates, the claimant related her symptoms to the

accident.  On August 23, 2010, she was assessed with

cervical spasm and prescribed a muscle relaxer.

          On September 14, 2010, the claimant was seen at an

ear, nose, and throat specialty clinic, where, on physical

examination, the claimant had a positive Hallpike test,

which is a diagnostic maneuver used to identify benign

paroxysmal positional vertigo. 

(http://medical-dictionary.thefreedictionary.com/Dix-Hallpik

e+test).  Rotary nystagmus was observed during this test. 

Rotary nystagmus is “an involuntary, rapid, rhythmic

movement of the eyeball... in which the movement is about

the visual axis.”  Interestingly, the US National Library of

Medicine’s ADAM Medical Encyclopedia explains that benign

positional vertigo develops when a small piece of bone-like
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calcium breaks free and floats within the tube of the inner

ear and that a head injury (even a slight bump to the head)

may make some people more likely to develop the condition. 

US National Library of Medicine, ADAM Medical Encyclopedia,

Benign Positional Vertigo: Vertigo - positional; Benign

paroxysmal positional vertigo; BPPV, (August 31,

2011)(Reviewed by: David Zieve, MD, MHA, Medical Director,

A.D.A.M., Inc., and Seth Schwartz, MD, MPH,

Otolaryngologist, Virginia Mason Medical Center, Seattle,

Washington)

(http://www.ncbi.nlm.nih.gov/pubmedhealth/PMH0002393/).  I

note that no nystagmus outside the confines of the Hallpike

test was observed on examination.  

          On October 5, 2010, Dr. Dalton wrote that he

observed evidence of temporomandibular joint disorder by the

use of a specialized CT scan called an iCAT, including

elevated levels of muscle activity, especially in the

anterior temporalis when compared to pre-accident levels,

which indicated that the source of her headache pain was

muscular. The iCAT also showed that the condyle is

positioned to the distal in the glenoid fossa which created

pressure and impingement upon the retro discal tissue.  He
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also used sonography to find unbalanced movement of the

condyles and clicking in the joints.  Lastly, jaw tracking

showed muscle splinting and abnormal posturing upon closing

as well as fatigue in the muscles of mastication and

misalignment. 

          On December 8, 2010, Dr. Thomas prescribed a time-

released muscle relaxer “to help with the muscle spasms.” 

          The claimant saw Dr. Pelegrino for a neurological

consultation who observed the claimant’s “very tight”

trapezius muscle, bilaterally.

          On February 14, 2011, Dr. Roberts observed a

“small calcification anterior at C5 probably consistent with

calcification of portion of her anterior ligament” on x-ray. 

He changed her medication from Soma to Skelaxin, another

type of muscle relaxer.

          The claimant was seen by Dr. Morse, a

chiropractor, on April 1, 2011.  An x-ray taken that day

showed:

Anterior longitudinal ligament calcification is
present at C6 and C7 vertebral levels.  Uncinate
and apophyseal arthrosis is evident at the C4, C5,
and C6 vertebral levels bilaterally.  A
retrolisthesis is evident at the C2 level in
extension over C3 with abnormal lateral tilt of
the atlas, which suggests anterior longitudinal
ligament laxity.  Anterior translation at the C2,
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1  Arthrosis is a disease of a joint.  DORLAND’S, 142. 
Uncinate means hooked or barbed.  Id., 1774.  Apophyseal means
pertaining to or of the nature of an apophysis, which is any
outgrowth or swelling, especially a bony outgrowth that has never
been entirely separated from the bone of which it forms a part. 
Id., 107.  Retrolisthesis is retrospondylolisthesis which is
posterior displacement of one vertebral body on the subjacent
body.  Id., 1456.  Laxity is slackness or displacement (whether
normal or abnormal) in the motion of a joint.  Id., 906.

2  George’s line is line drawn from body-pedicle junction to
body pedicle junction along the entire cervical spine, which
should form a smooth curve on the neutral lateral and even stair
step on the flexion and extension laterals.   A break in the line
indicates a sprain with subluxation.  A stair step effect on the

C3 and C4 levels is noted suggesting posterior
longitudinal ligament laxity.  There is facet
gapping at the C4/C5 level suggesting posterior
capsular ligament laxity at those levels.  A left
concavity curvature with right rotary vertebral
rotation is noted at the C4 through T2 vertebral
levels.  Trachea is midline and all soft tissues
are within normal limitations.1

          Dr. Morse wanted to perform a digital motion x-ray

to analyze joint translation and further ligament laxity and

damage.

          On March 31, 2011, a radiographic bio-mechanical

analysis was performed upon the claimant’s cervical spine,

by Dr. Bennett, also a chiropractor.  This study is based

upon digital x-rays.  Ligamentous instability was found in

the cervical spine, indicated by interruptions of the

George’s Line2 at C2/C3, C3/C4, C4/C5 and C5/C6.  Also
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neutral lateral indicates a strain with subluxation. A marked
interruption of the line indicates a possible fracture of the
neural ring.  http://www.chiro.org/forms/LATCERV.html#GEORGE'S
LINE.

observed was atlas lateral shifting in lateral bending,

bilaterally, which indicated abnormal translational motion

segment integrity change at C1.  The cervical motion study

also showed abnormal translational motion segment integrity

change at C2 and C5, as well as abnormal angular motion

segment integrity at C5/C6.

          The report of the digital fluoroscopy (motion x-

ray) of the claimant’s spine on March 31, 2011, showed

reduced cervical lordosis and restricted motion. 

Retrolisthesis of C2 on C3, C3 on C4, and C4 on C5 and

anterior widening of the intervertebral spaces at C3 on C4

and C4 on C5 showed damage to the anterior longitudinal

ligament.  Gapping of the facet joints at C3 on C4 on the

left, C4 on C5 bilaterally, and C5 on C6 on the right showed

damage to the capsular ligaments.  Abnormal coupled motion

when bending to both the left and right at C6 on C7 and C7

on T1 and abnormal lateral translation of C1 on C2 were

observed.  The concurrent overhang of the lateral mass of C1

bilaterally and change at the para-odontoid space
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bilaterally indicated damage to the alar and accessory

ligaments.

          The report also notes that this type of diagnostic

examination is used to objectively analyze the biomechanical

improprieties of the cervical spine, to make differential

diagnoses and to determine care protocols, and has been

approved by the National Guideline Clearinghouse, which is

sponsored by the US Agency for Health Care Research and is

partnered with the American Medical Association and the

American Association of Health Plans.

          The claimant underwent a recumbent MRI of her

cervical spine on April 5, 2011.  Dr. Harshfield, a

radiologist, noted that the October 22, 2010 MRI of her

cervical spine was essentially normal.  The April exam 

showed at C0-C1:

1. Encroachment by the cerebellar tonsils on the     
foramen magnum associated with capsulosynovial     
thickening of the atlanto-odontoid     
articulation.  The combination of findings can     
potentially interfere with normal CSF     
migration through the foramen magnum, thereby     
precipitating headaches and other neurological     
symptoms.

2. Disruption of the normal longitudinal              
collagenous architecture of the anterior dura      
mater/tectorial membrane, with involvement of     
greater than two thirds the width of the           
membrane consistent with a high-grade (class       
III) lesion.



Olsen - G104515

  

54

3. Loss of the normal longitudinal collagenous        
architecture of the posterior dura          
mater/posterior atlanto-occipital membrane         
(PAOM) with involvement of greater than two        
thirds the width of the membrane consistent        
with a high-grade (Class III) lesion.

4. Asymmetry of the longitudinal collagenous          
architecture of the alar ligaments, with          
evidence of a class III lesion on the right        
and a class II lesion on the left.

5. Asymmetry of the transverse bands of the          
cruciform ligament, more pronounced on the         
right.

The exam showed at C1-2:

1. Hyperextension of C1 on C2, with close
approximation of the posterior ring of C1 with the
spinous process of C2.

2. Loss of the normal collagenous architecture of the
posterior atlantoaxial ligament, consistent with a
class II lesion.

3. Loss of the normal anatomic relationship of C1 and
C2, consistent with atlantoaxial rotary
instability/insufficiency.

The exam of the other levels, from C2-3 to T4-5,

revealed normal intradiscal T2 signal without compressive

discopathy, central canal stenosis, foraminal stenosis, or

neural effacement.  The radiologist’s impression was:

1. Intermediate to high-grade lesions involving
several of the key elements of the ligamentous and
membranous static stabilization mechanism of the
cervico-occipital junction, the constellation of
findings consistent with sequela of
hyperextension/flexion/hypermobility stress of the
craniovertebral junction.
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2. Encroachment by the cerbellar tonsils on the
foramen magnum without high-grade Chiari
malformation.

3. Loss of the normal anatomic relationship of C1 and
C2, consistent with atlantoaxial rotatory
instability/insufficiency.

On September 8, 2011, the claimant underwent an x-

ray of her cervical spine, on flexion and extension.  No

acute fracture or abnormal subluxation were seen.  There was

focal calcification in the anterior longitudinal ligament at

C5-C6.

Dr. Calhoun wrote on May 4, 2012 that the cervical

MRI and interpretation by Dr. Harshfield showed ligamentous

injuries in the occipital cervical area, which are objective

findings. 

There are objective findings of injury, including

muscle spasms, MRI and x-ray evidence of ligamentous injury,

CT evidence of jaw muscle injury, and nystagmus.  The

majority’s statement that the claimant did not sustain

ligamentous injury is not supported by the record.  Dr.

Thomas, a neurosurgeon, concluded that the MRI on October

22, 2010 did not show subluxation, fracture, herniated disc

or cord impingement.  (I also note that Dr. Thomas was under

the mistaken impression that the claimant had a documented

history of chronic headaches.  The record does not support
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that, and Dr. Thomas acknowledged that this impression was

indeed mistaken.)  Dr. Thomas is a neurosurgeon looking for

a neurosurgical solution.  He stated as much on January 12,

2011, when he stated that he saw no “neurosurgical issues

that explain her headaches and dizziness.”  He then went on

to say, despite there being no neurosurgical issues, that he

was directing her care to make sure she is getting proper

care and improvement.

The respondents accepted the claimant’s cervical

strain as a compensable injury.  The claimant’s other

symptoms are the result of the strain.  This is terribly

obvious.  She did not have debilitating headaches,

dizziness, nausea, carsickness, cervical muscle spasms, or

TMJD symptoms prior to the accident.  I acknowledge that the

claimant has had treatment for neck pain and for TMJD, but

she was not having symptoms at the time of the accident. 

Once the accident occurred, the claimant had the symptoms. 

Therefore, the trigger of the symptoms was the accident. 

This is supported by the mechanism of injury, being in a car

which was rear-ended by an eighteen-wheeler, causing her

head to bounce off the head rest.  This is also supported by
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the nature of her symptoms which are consistent with this

type of whiplash injury.

I find that the claimant’s treatment at the Hot

Springs ENT clinic on September 14, 2010, where she was

diagnosed with benign paroxysmal positional vertigo, was

reasonably necessary medical treatment of her compensable

injury.  The claimant had new symptoms of headaches,

dizziness, and nausea which arose after the accident.  The

claimant, upon evaluation, had a positive Hallpike test,

which revealed the objective finding of nystagmus, an

involuntary eye movement, which is a clear indicator of

benign paroxysmal positional vertigo.  This type of vertigo

is caused by loose bodies in the inner ear, which can be the

result of trauma to the head, whether mild or more severe. 

This, of course, is consistent with the circumstances of the

claimant’s accident.  The lack of success of the treatment

which was provided to the claimant can easily be related to

the fact that the claimant had other significant neck issues

at the time of treatment, which included the manipulation

and movement of her head to reposition the loose bodies in

her ear.
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I also find the evaluation and treatment by Dr.

Dalton of the claimant’s TMJD was also reasonably necessary

medical treatment of the claimant’s compensable injury.  The

claimant had prior TMJD issues but was asymptomatic before

the accident.  The symptoms recurred after the accident,

thus the evaluation and treatment of the symptoms is quite

logically related to the accident.  It was perfectly

reasonable and quite necessary to explore this issue in

light of the accident and resulting recurrence of previously

resolved symptoms.  The majority focused on the absence of

facial trauma to deny this benefit to the claimant.  While

it is true that there is no evidence that the claimant

struck her face on anything during the accident, that does

not preclude the fact that the claimant’s jaw, and her

entire head, were affected by the accident.  Indeed, the

accident caused her head to be thrown forward and then

jerked back, in whiplash fashion, which makes the likelihood

of derangement of her jaw and of stress and strain upon the

muscles of her head and face high.  When considered in

conjunction with the recurrence of symptoms and the

objective findings, the treatment of her TMJD is obviously
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reasonably necessary medical treatment of her compensable

injury.

I also find that the treatment provided by Dr.

Morse and Dr. Bennett was reasonably necessary treatment of

her compensable injury, as contemplated by Ark. Code Ann.

Section 508(a).  On July 15, 2011, Dr. Roberts stated that

he did not have more to offer the claimant, other than

muscle relaxers, and he suggested either chiropractic care

or pain management.   The claimant then saw Dr. Morse, a

chiropractor, who observed abnormal joint translation and

“ligament laxity and damage.”  He referred the claimant to

Dr. Bennett for a digital motion x-ray of the spine, which

showed ligamentous instability, loss of motion segment

integrity and translational motion segment integrity change. 

Dr. Bennett then sent the claimant to Dr. Harshfield, a

radiologist, who performed a recumbent MRI of the claimant’s

cervical spine which showed damage to ligamentous and

membranous parts of the cervico-occipital junction,

consistent with hyperextension/flexion/hypermobility stress

of the craniovertebral junction, as well as evidence of

atlantoaxial rotatory instability insufficiency.
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First, Dr. Thomas recommended chiropractic care as

a reasonable choice for the claimant, since there was no

orthopaedic or neurosurgical solution for her.  Thus, there

is medical support for the use of chiropractic treatment. 

Second, while there is some difference in the conclusions

from the x-rays and MRIs, drawn by the chiropractic doctors

and the medical doctors, the fact remains that there is

agreement that the claimant sustained ligamentous damage as

a result of the accident.  Dr. Morse and Dr. Bennett use

methods, theory and terminology of chiropractic, while the

medical doctors use medical methods, theory and terminology. 

The end result remains that, while the claimant has no

surgical option available to address her symptoms, there is

treatment available for the agreed ligamentous damage, which

was not addressed until the claimant was seen by a

chiropractor.  Third, the claimant experienced improvement

as a result of Dr. Morse’s treatment.  This shows that the

treatment was reasonably necessary.  Hill v. Baptist Medical

Center, supra.  Lastly, the examinations by Dr. Morse, Dr.

Bennett and Dr. Harshfield were necessary to evaluate the

claimant’s neck, which had been only addressed from a

neurosurgical and orthopaedic standpoint.  There is more in
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the claimant’s neck than nerves and bones, and it was

necessary to look at the ligaments, muscles, membranes and

other structures to determine the best course of treatment. 

When seen in the light of the whiplash injury, this care was

clearly reasonable and necessary.

The majority’s statement that the September 8,

2011 x-ray showed “calcification at C5-C6 but no acute

fracture and no abnormal subluxation” is disingenuous at

best.   This statement is found in a paragraph attempting to

show why the claimant did not have ligamentous injury.  The

findings of that x-ray were that the calcification was found

in the anterior longitudinal ligament at C5-C6.   First, the

calcification, which is the hardening of organic tissue by a

deposit of calcium salts, is found in a ligament.  DORLAND’S

ILLUSTRATED MEDICAL DICTIONARY 246 (27th Edition 1988).  This fact

supports the other documentation that ligamentous injury

occurred, as well as logical conclusion that the

circumstances of the accident caused whiplash.  Second, Dr.

Pait, who ordered the x-ray, is a neurosurgeon, and the x-

ray was performed by the UAMS Neurosurgery Department.  Dr.

Pait did not act on the ligamentous injury, because such an
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injury is not a neurosurgical issue.  Dr. Pait stated that

referral to a physiatrist would be appropriate.

The majority also states that, in May 2012, Dr.

Calhoun stated that diagnostic films of the claimant’s spine

did not show any abnormal findings, again in support of the

majority’s position that the claimant did not sustain

ligament damage.  The majority significantly mis-

characterizes the statements of Dr. Calhoun.  On May 2,

2012, Dr. Calhoun stated unequivocally that the claimant had

ligamentous injuries in the occipitocervical area, but that

the AMA Guides do not offer any impairment rating for such

injuries.  On May 4, 2012, Dr. Calhoun wrote that,

“according to the cervical MRI and interpretation of Dr.

David Harshfield, the patient did suffer ligamentous

injuries in the occipital cervical area.”  He went on to say

that he disagreed with Dr. Bennett’s interpretation of his

x-rays, again distinguishing medical care from chiropractic

care.

To the extent that the majority is perhaps focused

on “ligament laxity” as opposed to “ligamentous injury,”

this is splitting hairs.  Among the opinions of physicians

which the majority credits, the existence of ligamentous
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injury is established.  The fact that Dr. Morse uses the

term “laxity” instead of injury is not enough to discredit

his opinion or to render his treatment unnecessary or

unreasonable.  In fact, Dr. Morse’s opinion is supported by

the opinions of Drs. Roberts, Bennett, Harshfield, Pait and

Calhoun. Dr. Roberts, on February 14, 2011, observed

calcification of a ligament at C5-C6 and diagnosed cervical

strain secondary to the motor vehicle accident.  A strain is

an overstretching or overexertion of some part of the

musculature.  DORLAND’S, 1584.  Dr. Bennett observed ligament

damage in his motion x-ray examination on March 31, 2011. 

Dr. Harshfield on April 5, 2011 diagnosed ligamentous

lesions in the cervico-occipital junction and

atlantorotatory instability/insufficiency.  On September 8,

2011, Dr. Pait’s diagnosis was “cephalgia and possible

ligamentous disruption of the cervical spine.”  In May 2012,

Dr. Calhoun acknowledged, unequivocally, that the claimant

had ligamentous injuries in the occipito-cervical area. 

Dr. Harshfield’s radiologic evaluation of the

claimant was reasonable and necessary to the treatment of

the claimant’s injury.  He is a radiologist, a medical

doctor, who observed changes in her cervical spine and brain
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at the junction of her head and neck.  Dr. Harshfield also

performed two platelet rich plasma therapy injections.  Dr.

Calhoun felt that this therapy is unproven in the medical

literature.  However, the fact remains that the claimant

experienced improvement with her range of motion and a

lessening of her dizziness and carsickness after the

treatment.  As noted above, post-therapy improvement is

evidence of the reasonableness and necessity of the therapy. 

Hill, supra.

The majority also focuses on the fact that Dr.

Harshfield used the terms “scar tissue” and “torn

ligaments.”  The majority states that there is no evidence

of scar tissue or torn ligaments.  I must disagree.  The

calcification seen in the claimant’s ligaments is scar

tissue.  As noted elsewhere, calcification is defined as the

hardening of tissue by the deposit of calcium salts.  There

are three main types of calcification.  One involves blood

abnormalities and one involves arteriosclerosis, which are

not involved in this case.  The third is the type of

calcification shown on the claimant’s exam and is dystrophic

calcification which is the deposition of calcium in abnormal

tissue, such as scar tissue or artherosclerotic plaques, but
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without abnormalities of blood calcium.  DORLAND’S, 246.  The

calcification seen on x-ray and MRI is indicative of scar

tissue and damage to the ligament.  

Likewise, the use of the rather generic term “torn

ligaments” does not raise the question of a new medical

finding.  A “tear” is defined to mean “to pull apart or in

pieces by force” or “to wound or injure, especially by

ripping apart or rending; lacerate...”  DORLAND’S, 1661. 

Thus, Dr. Harshfield’s use of “torn ligaments” is most

reasonably construed to mean “injured” or “wounded”

ligaments, and in light of the mechanism of injury, in which

her neck and head were moved forward and back in the

accident, this is very logical.

To repeat, the record clearly supports a finding

that the claimant had scar tissue in the ligaments of her

neck and torn ligaments, as shown by the evidence of

calcification and of ligamentous damage.  The only people

who do not agree that there is ligamentous damage in the

claimant’s neck are the majority.

The majority also states that the claimant did not

sustain brain trauma for which Dr. Larsen was treating. 

However, there is notation of post-concussion headaches from
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Dr. Parchman, and more significantly, the MRI by Dr.

Harshfield showed damage to the claimant’s brain.  The April

exam showed, at C0-C1, encroachment by the cerebellar

tonsils on the foramen magnum associated with

capsulosynovial thickening of the atlanto-odontoid

articulation, which can precipitate headaches and other

neurological symptoms.  This is a finding of abnormality in

the brain.  At the same level (where the spine and spinal

cord and the head and the brain connect), the exam showed a

high grade lesion of the normal longitudinal collagenous

architecture of the anterior dura mater/tectorial membrane. 

This is a finding of abnormality in the brain.  The exam

also showed the loss of the normal longitudinal collagenous

architecture of the posterior dura mater/posterior atlanto-

occipital membrane, consistent with a high-grade lesion. 

This is a finding of abnormality in the brain.  Dr. Larsen’s

mention of brain trauma is consistent with the findings of

Dr. Harshfield and with the mechanism of the injury as well. 

 I find that Dr. Larsen’s treatment is reasonable and

necessary.

In sum, while the claimant may not have further

neurosurgical options left, the fact remains that there are
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avenues, within the constellation of treatment contemplated

by the Arkansas Workers’ Compensation Act, available to the

claimant which are reasonably necessary treatment of the

injury she sustained to her cervical spine and brain.  Dr.

Calhoun took pains to distinguish medical treatment from

chiropractic treatment, and he limited his statement that

the claimant was at maximum medical improvement in May 2012

only from a surgical and medical perspective. 

I would also award the claimant temporary total

disability benefits, because she was unable to return to

work because of her driving limitations.  The majority

expected the claimant to announce on an employment

application that she had driving limitations, despite there

being no legitimate reason for her to do so.   I would award

the claimant temporary total disability benefits from May

19, 2011 to a date yet to be determined, because she has

been unable to work and has not worked since that time,

because she remains in her healing period, and because her

current symptoms preclude her from work.  The claimant

credibly testified that she had headaches but they were no

longer constant, as well as dizziness and nausea, pain in

her neck and eyes, some issues with her hands, and blurred



Olsen - G104515

  

68

vision in her eye.  She still had the driving restriction

and a lifting restriction.  I note that the majority states

that the claimant could drive from Harrison to Little Rock

for treatments.  What the majority does not state is that

the claimant was clear in her testimony that when she drove

from Harrison to Little Rock, she had to take all day, that

she had to stop often and that she has to spend the night in

Little Rock.  It is a misstatement of her testimony to

merely say she is able to drive.  It is an unconscionable

twisting of her testimony and unsupported by the record.

I would award the claimant medical benefits in the

form of the treatment by all the doctors of record since the

date of her motor vehicle accident, additional medical

benefits including continued care by Dr. Morse and Dr.

Harshfield and for her TMJD and vertigo, as well as

temporary total disability benefits from May 19, 2011 to a

date yet to be determined.

For the foregoing reasons, I concur, in part with,

but must respectfully dissent, in part, from the majority

opinion.

                              
PHILIP A. HOOD, Commissioner


