
NOT DESIGNATED FOR PUBLICATION

BEFORE THE ARKANSAS WORKERS' COMPENSATION COMMISSION
CLAIM NO. G202898

MAC WESTMORELAND, EMPLOYEE  CLAIMANT

MENA SCHOOL DISTRICT, EMPLOYER RESPONDENT NO. 1

ARKANSAS SCHOOL BOARDS ASSOCIATION WCT,
CARRIER/TPA RESPONDENT NO. 1

DEATH AND PERMANENT TOTAL DISABILITY
TRUST FUND RESPONDENT NO. 2

OPINION FILED OCTOBER 26, 2015

Upon review before the FULL COMMISSION, Little Rock,
Pulaski County, Arkansas.

Claimant represented by the HONORABLE ORVIN W. FOSTER,
Attorney at Law, Mena, Arkansas.

Respondents No. 1 represented by the HONORABLE MELISSA
WOOD, Attorney at Law, Little Rock, Arkansas.

Respondent No. 2 represented by the HONORABLE CHRISTY L.
KING, Attorney at Law, Little Rock, Arkansas.

Decision of Administrative Law Judge:  Affirmed and
Adopted.

OPINION AND ORDER

Claimant appeals from a decision of the

Administrative Law Judge filed April 8, 2015.

The Administrative Law Judge entered the

following findings of fact and conclusions of law: 

1. The stipulations agreed to by the parties
at the pre-hearing conference conducted
on November 13, 2014, and contained in a
pre-hearing order filed November 17,
2014, are hereby accepted as fact.
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2. That the claimant has failed to prove by a
preponderance of the evidence that he suffered
a compensable injury to his right shoulder on
April 3, 2012.

3. That the claimant has failed to prove by a
preponderance of the evidence that he is
entitled to medical treatment for his right
shoulder.

4. That the claimant has failed to prove by a
preponderance of the evidence that he is
entitled to additional medical treatment for
his compensable back and neck injuries.

5. That the claimant has failed to prove by a
preponderance of the evidence that he is
entitled to temporary total disability
benefits in this matter.

We have carefully conducted a de novo review

of the entire record herein and it is our opinion that

the Administrative Law Judge's decision is supported by

a preponderance of the credible evidence, correctly

applies the law, and should be affirmed. Specifically,

we find from a preponderance of the evidence that the

findings of fact made by the Administrative Law Judge

are correct and they are, therefore, adopted by the Full

Commission.

Thus, we affirm and adopt the decision of the

Administrative Law Judge, including9 all findings and

conclusions therein, as the decision of the Full

Commission on appeal.
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IT IS SO ORDERED.

                                   
SCOTTY DALE DOUTHIT, Chairman

                                   
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the record, I must

dissent from the majority opinion. I would award

benefits for his compensable right shoulder injury on

April 3, 2012, additional medical treatment for his back

and neck injuries, and temporary total disability

benefits.

In July 2009, the claimant reported continued

right hand problems, specifically right thumb numbness,

after carpal tunnel surgery. In September 2009, the

claimant was seen by Dr. Sessler with left arm problems.

He had continued numbness of his left hand radiating

into his forearm. Dr. Sessler observed decreased hand

grip bilaterally with decreased fine point sensation to

distal fingers.
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In February 2011, the claimant was seen in the

emergency room after a motor vehicle accident for head,

neck ankle and foot injuries. A CT scan was suspicious

for nondisplaced intra-articular fractures of the

superior articular facets of C5 and C7. He was seen on

February 24, 2012 by a physician in Dr. Sessler’s

office. The assessment was closed cervical fractures and

his left first toe. The claimant was seen on February

28, 2011 for a refill of his anxiety medication and on

March 3, 2011 for a refill of his high blood pressure

medication. There is no further record of treatment of

the claimant’s neck prior to April 3, 2012.

The claimant was seen in January 2012 with

pain in the lower left quadrant of his abdomen, after

being struck by another person, without mention of neck

or shoulder pain.

An injury report was prepared by the employer

on April 3, 2012, for the emergency room personnel,

which stated that the claimant had a one inch long,

gaping cut and knot to his left eyebrow, with blurry

vision, nausea and difficulty moving his neck. He was

loading a cafeteria lunchroom table onto a truck when it

turned over and hit him in the head.
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The claimant presented to the emergency room

on April 3, 2012, with severe neck pain after a

cafeteria table which was being loaded onto a truck hit

him on the left side of his head, casing a laceration of

his left eyebrow. A laceration of the left eyebrow and

skin tears of the left forearm were observed. He related

a history of chronic back pain and carpal tunnel

syndrome. A neck CT scan showed degenerative changes,

while a head CT scan was normal. He was to return to

work on April 5, 2012 with no lifting more than 20

pounds for three days. The diagnosis was cervical strain

with left forehead laceration.

The claimant saw Dr. Lochala on April 16,

2012. The claimant’s symptoms from his intracranial

injury were progressively worsening since the injury. He

had neck and low back pain with a contusion on his left

arm. Dr. Lochala noted the following:

Cervical strain details: the location of
discomfort is posterior. It radiates to the
right subscapular region. The pain is
characterized as moderate in intensity,
intermittent, constant, dull, and stabbing.
Initial onset was two weeks ago. The
precipitating event seems to have been a table
fell on top of his head and hurt his neck and
lower back. Associated symptoms include
headache, neck stiffness and lower back pain
as well. There was a previous MVA with
cervical injury at that time two years ago. 
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The claimant had acute cervical pain and right

triceps pain. In regard to his lumbar injury, the

claimant report that he had not had this pain before the

accident and that he had to bend and twist to get out of

the way of the table. He had persistent stiffness and a

history of a herniated disc and surgery. On examination,

Dr. Lochala observed that the claimant’s neck was stiff

and that he had decreased range of motion. X-rays showed

mild degenerative changes at C5-6, and diffuse mild

facet joint changes, as well as moderate degenerative

disc disease at L5-S1 with disc space narrowing,

endplate sclerosis, and marginal osteophyte formation,

and moderate facet joint disease at L4-5 and L5-S1. An

MRI showed degenerative disc disease, a prominent

posterior disc bulge at C5-6 with mild canal stenosis

and evidence of cord impingement, and uncovertebral

joint degenerative joint disease at C5-6 causing

bilateral moderate neuroforaminal narrowing.

The claimant returned to Dr. Lochala on May

14, 2012, with worsening symptoms including spasms of

the neck and shoulder. Dr. Lochala noted that the

claimant had acute cervical and lumbar pain, right

triceps pain, and right upper extremity paresthesia. Dr.
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Lochala referred the claimant to a neurosurgeon, Dr.

Pace. He was off work until further notice.

The claimant was seen on May 21, 2012 by Dr.

Bruffett. As a result of the table accident, he had neck

pain, numbness and tingling in his right arm, which did

not follow a specific radicular pattern. Dr. Bruffett

observed decreased sensation in a C6 nerve root

distribution on the right. X-rays showed multilevel

degenerative changes. An MRI showed multilevel disc

degeneration, mild stenosis at C5-6, and mild-to-

moderate foraminal narrowing due to degenerative

changes. His diagnosis was cervical strain and

degenerative disc disease of the cervical spine with

some foraminal stenosis. He did not recommend surgery.

He could not identify which structure was causing the

pain. Dr. Bruffett referred the claimant to Dr.

Rutherford for evaluation and non-operative care and

possibly electrical studies for the numbness complaint.

Dr. Bruffett released the claimant to light duty with a

twenty-five pound lifting restriction. Dr. Bruffett

asked the claimant about a 2011 neck CT scan after a

motor vehicle accident. He explained that after the

accident, his physicians were concerned about his neck,
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but he had not ever had neck pain or problems. 

Dr. Rutherford saw the claimant on June 6,

2012 for neck pain and sensory disturbance of the right

arm. After the table incident, the claimant had neck

pain, low back pain, and numbness of his right arm and

all digits of his right hand. He observed mild

restriction of cervical range of motion. He assessed

cervical strain pattern injury. He planned an EMG of the

right arm and, if the EMG was normal, an FCE. He was to

continue to work light duty. 

The EMG was performed on June 18, 2012 and

showed abnormality at the right ulnar nerve at the

elbow, similar to 2009 testing. Testing also showed the

possibility of comorbid peripheral neuropathy. There was

no evidence of radiculopathy. Dr. Rutherford planned an

FCE.

The FCE was performed on July 9, 2012. The

claimant put forth reliable consistent effort. He

demonstrated a maximal occasional lift/carry of up to

fifty pounds. He demonstrated the ability to lift/carry

up to twenty pounds frequently and ten pounds

constantly. He performed in the Medium classification of

work. He reported that he had aching in his neck and
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back and constant numbness in his neck down his right

arm to his little finger. Dr Rutherford stated on July

17, 2012 that the claimant was at maximum medical

improvement without an impairment rating and with the

permanent restrictions of the FCE.

Dr. Arthur of Hot Springs Neurosurgery Clinic

evaluated the claimant on September 5, 2012 for neck

pain radiating to his right arm. He observed decreased

range of motion of the neck, decreased sensation in the

ulnar distribution on the right, and no biceps or

triceps jerk bilaterally. He assessed an old ulnar

neuropathy and a C5-6 bulge with mild cervical canal

stenosis secondary to recent trauma of the table

accident. He took the claimant off work until September

26, 2012. He planned a cervical epidural steroid

injection, and home exercises.

On September 26, 2012, the claimant returned

to Dr. Arthur with continued pain, who took him off work

until November 12, 2012. On November 7, 2012, Dr. Arthur

mentioned possible shoulder impingement and took him off

work until December 17, 2012. On November 13, 2012, Dr.

Arthur took the claimant off work until January 9, 2013. 

On November 21, 2012, Dr. Arthur had an MRI of
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the claimant’s right shoulder performed which showed

moderate acromioclavicular joint degenerative joint

disease which may be a source of supraspinatus

impingement; cystic degenerative change of the humeral

head, and possible partial undersurface tear of the

distal supraspinatus tendon near its attachment. 

On January 9, 2013, Dr. Arthur assessed a torn

tendon in his right shoulder as well as the bulging

disc. 

On January 25, 2013, x-rays showed

degenerative changes of the glenohumeral joint, the AC

joint, but no degenerative changes at the rotator cuff

insertion site. The claimant saw Dr. Cordell on that

date for evaluation of his right shoulder pain for nine

months, since the table incident. He had tenderness on

the anterior, posterior and lateral aspect of his right

shoulder and trigger points along the scapula. He had

pain on range of motion and with strength testing. Dr.

Cordell felt that the claimant’s symptoms were not

related to his shoulder and that he had age-related

changes.

In May 2013, Dr. Arthur assessed tendinitis of

the right shoulder and the bulging disc. On May 29,



Westmoreland - G202898 11

2013, Dr. Arthur performed a cervical epidural steroid

injection.

On November 6, 2013, the claimant was

evaluated by Dr. Short. After reviewing most if not all

the records, Dr. Short examined the claimant. He

observed tender points of the cervical paraspinal

muscles on the right with some tightness, and several

identifiable trigger points. Cervical range of motion

was limited. His left shoulder was normal. He had

limited range of motion of his right shoulder. He had

crepitus with motion in his right shoulder, with

bicipital, sub-deltoid, sub-acromial and AC joint

tenderness. On the right shoulder, he had a positive

impingement test. On the right hand, he had diminished

sensation to light touch over the palmar aspect of his

index finger and the volar aspect of his little finger.

His deep tendon reflexes of the right arm were

diminished. He had positive Tinel’s at the right wrist,

ulnar nerve and ulnar groove. He had tender areas and

several trigger points on the trapezius and

supraspinatus muscles on the right.  He had trigger

points and muscle spasms in his lumbar sacral area. He

had some lumbar pain with rotation. There were no signs



Westmoreland - G202898 12

of non-organic sources of pain. Dr. Short felt the

claimant had a 5% impairment to the body as a whole,

based upon page 104 of the Guides to the Evaluation of

Permanent Impairment (4th Ed. 1993), with a category 2

minor impairment including guarding and loss of range of

motion.

The claimant was evaluated by Dr. Blankenship

on July 14, 2014. X-rays showed severe multilevel

degenerative changes at C3-4, C4-5, C5-6, and C6-7. He

had limited range of motion in the cervical spine. He

had a positive Spurling maneuver, which is a test to

assess radicular pain. Touch sensation was hyper C8

dermatome on the right. Weakness was observed in the

right hand, biceps and triceps. Dr. Blankenship’s

impression was:

His main pain complaints are neck pain and
right shoulder pain although he has entire
right upper extremity pain. The patient
originally saw Dr. Bruffett who sent him back
to work. He subsequently saw Dr. Jim Arthur
who recommended an ESI and treatment, but this
was denied by workers’ comp. He had a negative
EMG and nerve conductions, which is not
surprising given the equivocal nature of these
tests in people that have true radiculopathy.
He also had a CT scan of his cervical spin and
an MRI of his shoulder with the MRI of his
shoulder being done in 2012 with moderate AC
joint degenerative disease and a partial
undersurface tear of the supraspinatus tendon.
He had a scan of his cervical spine also. As
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to why he did not have an MRI of his cervical
spine at that time, I do not know. The CT scan
showed by report degenerative changes,
although the report is only three lines long.
I have reviewed the gentleman’s CT scan in its
entirety. He certainly has much more than just
three lines of pathology noted. First of all,
there appears to be a fracture through the
base of the lamina on the left-hand side.
Localizers were not present on this, but this
appears to be the C7 lamina. The patient also
has spondylotic bar formation, but it
difficult to ascertain whether there is also a
dislodged disk fragment with this. Basically,
this scan is two years old, so it is
impossibly for it to really be utilized to any
degree as far as recommendation for further
potential treatment modalities.

After further review of the records that were
provided, the gentleman has had an MRI of the
cervical spine in May of 2012. Unfortunately,
he did not bring this in with him. The only
thing on the scan that he brought was the CT
scan of his neck that was done in April of
that year. The gentleman is noted to have a
C5-C6 posterior disc protrusion with canal
stenosis and cord impingement at that level.
He has bilateral neural foraminal narrowing.
Once again, this is all by report since I do
not have this disc for review. The report of
the C5-C6 disk protrusion certainly would be
with an 8 mm canal to be enough to warrant a
consideration of further treatment.

I have reviewed all of the records that were
provided to me, which are the one injection
that he had which was an epidural injection
which was done by Dr. Arthur in May of 2013.
The patient states that he did not get any
better after that ESI. Dr. Arthur’s clinic
notes unfortunately are handwritten, but it
does indicate that the patient has a right
upper extremity radiculopathy with a C5-C6
disk protrusion and a torn tendon in his
shoulder. I cannot find anything in Dr.
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Arthur’s notes that indicate where he was on
recommendations. At least according to the
patient at some point during his treatment,
workers’ comp started to deny treatment by Dr.
Arthur, and he was unable to return to see
him. He was subsequently referred in according
to patient at least to a workers’ comp
physician who told him that it was his job to
get him back to work. Obviously , some of this
I am hearing is only the patient’s version of
the story, but the clinical records do
indicate that Dr. Bruffett was directly
treating him for a neck injury. The patient
denies any previous history of treatment of
his neck other than the fact that he was
involved in a motor vehicle accident and had
treatment for a multitude of injuries and had
a CT scan of heck which would be routine. It
did show some degenerative changes. Once
again, the MRI that was done on the gentleman
by report showed a disk protrusion with cord
impingement, which is different than a
degenerative change obviously. The patient
denies any pain in his shoulder or arm prior
to his accident. The patient had an injection
in his shoulder about a year ago that he got
on his own that did afford him some relief in
rotation although unfortunately now his
shoulder is becoming frozen again.

Neurologically, the patient has brisk reflexes
in his right upper extremity. This either
could be early myelopathic findings or
sometimes with the resolution of
radiculopathy, you can actually get brisk
reflexes over diminished reflexes. He has
marked weakness in his right upper extremity,
which either could be radicular, cord related
or related to disuse due to significant pain.
His shoulder examinations reveals marked
limited range fo motion with a probable cuff
tear.

I have reviewed his functional capacity
evaluation, which was done by the folks at
Functional Testing Centers who I am familiar
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with. He gave 51/54 consistency measures
within expected limits, which is certainly
well within the realm of acceptability. This
does indicate to me that he gave a full
effort, and there are no concerns as far as
inappropriate illness behavior or secondary
gain as far as I am concerned based on his
functional capacity evaluation.

Recommendations: First of all, it is my
opinion based on a reasonable degree of
medical certainty that the gentleman’s current
need for treatment in both his cervical spine
and his shoulder are directly related to his
work injury that happened in April of 2012.
There has been no data provided to me nor is
there anything in his clinical history that
would preclude this as being the problem.
Obviously, if there is other information
available, my opinion could change on that. It
is also my opinion that continued need for
treatment for his current shoulder and arm
pain are directly related his work injury once
again based on the information I have been
provided. It is not uncommon at all that
patients will have shoulder and neck injuries
at the same time. The fact that the gentleman
had degenerative changes noted on a CT scan
prior to this injury would be more expected
than unexpected. This does not preclude the
fact that by report, he had a soft disk
herniation at C5-C6 in the past.

Dr. Blankenship recommended a new right

shoulder MRI and referral to an orthopedic surgeon

specializing in shoulder pathology. He also recommended

a new MRI, as pre-surgical tool, since the epidural

steroid injection was unsuccessful. He explained:

Once again, the possible fracture through the
lamina that was not reported on his CT scan



Westmoreland - G202898 16

would have been a stable fracture anyway, and
I do not think that is really as important as
the disc protrusion that was noted. If an MRI
did show cord and neural compression, then
surgical intervention would certainly be a
reasonable consideration and it is my opinion
based upon a reasonable degree of medical
certainty that a need for surgical
intervention would be directly related to his
work-related injury.

Dr. Cathey evaluated the claimant on September

30, 2014. After reviewing some of the claimant’s

records, Dr. Cathey examined the claimant:

His neurological exam is consistent with an
ulnar neuropathy on the right. There is a
wasting of the first dorsal interosseous
muscle. He has a positive Froment’s sign, as
well as a positive Tinel’s with percussion of
the ulnar nerve in the cubital tunnel. There
is otherwise no sign of cervical
myeloradiculopathy. The patient demonstrates
restriction of movement of the cervical spine
in all directions without associated
paraspinous muscle spasm. There is subtle
depression of the right ankle reflex most
likely related to a remote S1 radiculopathy.
Inspection of his lower back reveals a well-
healed midline scar related to his previous
lumbar surgery.

Dr. Cathey felt that the claimant was at

maximum medical improvement, with no impairment rating

for his cervical spine or right ulnar nerve issue, or

lower back.. He felt that the ulnar nerve issue was not

related to his work injury. He felt the work

restrictions from the FCE were appropriate, but not
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related to the work injury.

On December 16, 2014, the claimant underwent

nerve conduction studies of the right arm which showed a

severe right ulnar neuropathy, probably superimposed

left median neuropathy as well. The report stated that a

broader polyneuropathy could be present, but such a

diagnosis required testing of the legs.

There is evidence of a private investigation

which revealed that the claimant can walk, sit, stand,

pick up a drink, and carry bags of indeterminate weight.

The investigation also reveals that he has a great

degree of freedom of access to a bar operated by another

person, which is located in property which he owns and

rents to the other party.

I would award benefits for the claimant’s

right shoulder injury. First, the mechanism of injury is

consistent with a shoulder injury. He was lifting a

heavy cafeteria table into a pickup truck, while

standing on the ground. His co-employee, in the truck

bed, lost his grip, causing the table to fall on the

claimant. He was right-handed, and in the process of

using his arms to lift the table, when it fell on him.

While the table made contact with his head, which he was
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not using to lift the table, it also shifted, suddenly

placing more weight in his arms and therefore,

necessarily, on his shoulders. As it fell, it scraped

his left arm, meaning that he had lost his grip in that

arm, again suddenly placing more weight on his right

shoulder. 

Second, neck and shoulder symptoms are inter-

related. The claimant had severe neck pain on the date

of accident. By April 16, 2012, he had pain in the right

subscapular region, which is an important part of the

shoulder, not the neck. He also had acute triceps pain,

which also suggests shoulder involvement. The triceps

originates in the scapula and is involved in the action

of the shoulder joint and the rotation of the arm. On

May 14, 2012, the claimant’s symptoms, including spasms

of the neck and shoulder, were worsening. Dr. Lochala

noted that the claimant had right triceps pain and right

upper extremity paresthesia. On May 21, 2012, Dr.

Bruffett noted that the claimant had numbness and

tingling in his right arm, which did not follow a

specific radicular pattern. This of course is consistent

with the cause being a shoulder injury, not the neck

injury. Dr. Bruffett could not identify which structure
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was causing the pain. This is consistent with the fact

that the claimant was seen for a neck injury, which was

the focus of all his treatment, despite the shoulder and

arm symptoms, until November 2012. 

On June 6, 2012, Dr. Rutherford noted that

after the accident, the claimant had numbness of his

right arm and all digits of his right hand. An EMG ruled

out radiculopathy, again consistent with the shoulder

injury. In September 2012, the claimant had no biceps or

triceps jerk bilaterally. In November 2012, Dr. Arthur

mentioned possible shoulder impingement, and an MRI of

the claimant’s right shoulder performed which showed

moderate acromioclavicular joint degenerative joint

disease which may be a source of supraspinatus

impingement; cystic degenerative change of the humeral

head, and possible partial undersurface tear of the

distal supraspinatus tendon near its attachment. By

January 2013, Dr. Arthur had assessed a torn tendon in

his right shoulder as well as the bulging disc. X-rays

showed degenerative changes of the glenohumeral joint,

the AC joint, but no degenerative changes at the rotator

cuff insertion site. He had tenderness on the anterior,

posterior and lateral aspect of his right shoulder and
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trigger points along the scapula. In May 2013, Dr.

Arthur assessed tendinitis of the right shoulder and the

bulging disc.

In November 2013, Dr. Short observed, in the

right shoulder, limited range of motion; crepitus;

bicipital, sub-deltoid, sub-acromial and AC joint

tenderness; a positive impingement test; diminished

sensation to light touch over the palmar aspect of his

right index finger and the volar aspect of his right

little finger; diminished deep tendon reflexes; and

tender areas and several trigger points on the trapezius

and supraspinatus muscles on the right.

In July 2014, Dr. Blankenship observed

weakness in the right hand, biceps and triceps. He noted

that a shoulder injection gave the claimant some relief

a year prior which had faded. Dr. Blankenship noted

brisk reflexes in his right upper extremity which could

be early myelopathic findings or in conjunction with the

resolution of radiculopathy. He noted marked weakness in

his right upper extremity, which either could be

radicular, cord related or related to disuse due to

significant pain. Dr. Blankenship stated that the

examinations of the shoulder revealed marked limited
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range of motion with a probable cuff tear. He stated

that the claimant’s need for treatment of his shoulder

problems was directly related to the table accident. He

stated, “It is not uncommon at all that patients will

have shoulder and neck injuries at the same time.” He

felt a new shoulder MRI, as a pre-surgical tool, and

referral to a shoulder specialist was appropriate.

Dr. Cathey evaluated the claimant on September

30, 2014. He focused on the claimant’s ulnar nerve

issues and cervical issues, but did not address the

claimant’s shoulder symptoms. This is consistent with

the respondents’ focus on the claimant’s cervical

injury. 

The record is replete with evidence that the

claimant has a cervical problem in addition to a

shoulder injury. Evidence of that shoulder injury

appeared within days of the accident, but the

respondents’ focus - and approval of treatment - was on

his cervical injury and not his shoulder. There is no

radiculopathy to the claimant’s shoulder or arm. The

pre-existing ulnar issue did not cause subscapular,

biceps or triceps pain, prior to the injury. The

claimant developed symptoms which caused Dr. Arthur to
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suspect shoulder impingement and a tendon tear after the

accident and not before. The fact that the claimant’s

cervical injury was not responsible for his shoulder

pain does not eliminate a shoulder injury, and he had

shoulder injury symptoms from the first days of his

injury. Further, evaluation of the claimant’s left

shoulder was normal, supporting a finding that the

accident caused the right shoulder problems. Causation

is established among the table accident, the shoulder

injury and the need for treatment.

The claimant was performing employment

services when a specific incident occurred which caused

injury, disability and need for treatment, established

by medical evidence including objective findings. The

right shoulder injury is compensable.

The majority affirmed and adopted the opinion

of the Administrative Law Judge, who had some

credibility concerns. However, the medical record makes

it clear that the claimant’s shoulder complaints arose

close in time to the accident, which certainly occurred.

Those complaints were initially in the subscapular

region and triceps, which would have been highly

sophisticated and educated choices for a custodian to
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make in a bid to deceive.

Medical treatment, including a new right

shoulder MRI and referral to an orthopedic surgeon

specializing in shoulders, is reasonable necessary

treatment of the compensable injury.

I would also award the claimant temporary

total disability benefits, because he remains in his

healing period for his shoulder, and because he was

mistakenly released to work, after his shoulder

diagnosis was mistakenly disregarded.

The claimant has not had resolution of his

neck and symptoms, for which additional treatment in the

form of evaluation, treatment and pain management is

appropriate. I agree with Dr. Blankenship’s assessment

in this matter, which is the most reasoned and thorough

medical opinion. 

For the foregoing reasons, I must dissent from

the majority opinion.

                                   
PHILIP A. HOOD, Commissioner


