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Decision of Administrative Law Judge:  Affirmed and
Adopted.

OPINION AND ORDER

Claimant appeals from a decision of the

Administrative Law Judge filed November 4, 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 August 12, 2015, and contained in a
pre-hearing order filed that same date,
are hereby accepted as fact.

2. Claimant has failed to meet her burden of
proving by a preponderance of the evidence
that she is entitled to additional medical
treatment as recommended by Dr. Blankenship.
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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, including all findings and

conclusions therein, as the decision of the Full

Commission on appeal.

IT IS SO ORDERED.

                                   
SCOTTY DALE DOUTHIT, Chairman

                                   
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.
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DISSENTING OPINION

After my de novo review of this claim, I must

dissent from the majority opinion denying additional

medical treatment recommended by Dr. Blankenship. I

would award the requested medical benefits necessitated

by the claimant’s compensable injuries to her head, neck

and low back on August 17, 2013.

The claimant was seen in January 2006, for

diabetes. She had some new throbbing pain in her legs,

worse on the left. It was not associated with walking.

There was no diagnosis or care plan related to this

symptoms.

Two years later, the claimant called her

physician in January 2008 about a workers’ compensation

injury involving her upper back and shoulders. In April

2008, her physician noted a work injury to her shoulder

in October 2007. She was seen with left groin pain

radiating into her left knee. This was probably related

to some osteoarthritis of the left hip. The claimant

underwent an MRI prior to April 30, 2008 which showed a

mild muscle strain of the gluteus medius with minimal

trochanteric bursitis. No other abnormalities of the

left hip were seen.
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The next record is more than two years later,

in August 2010, when the claimant was seen for a sinus

infection. She had a strange, severe pain in her right

side toward the back, which hurt lying down, rolling

over and sitting up. This had been present for a year.

The physician observed a “hard, bony prominence felt at

about the waistline toward the right flank. It feels too

low to be a rib but is clearly above the ilial crest.”

She planned a urinalysis and x-ray, and possibly a CT. 

Later in August 2010, the claimant refilled

prescriptions for a muscle relaxer, pain reliever and

antibiotic. There is no indication what diagnosis

warranted the muscle relaxer and pain prescriptions. Her

Tramadol prescription was filled through August 2013.

Her Flexeril prescription was filled through March 2012.

In March 2011, a CT was performed which did

not explain the pain she was having in her flank,

although a possible ovarian cyst was noted. She was seen

in May 2011 for chest congestion, her flank issue and

diabetes. Her flank pain was worsening. Here it was

noted that the CT scan showed a kidney cyst and possible

ovarian cyst. She had a tender point just lateral and

below the right flank, which was over the lowest
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posterior rib. A pelvic sonogram was scheduled.

On August 20, 2013, the claimant was seen by

PA-C Bluhm and Dr. Burke, for a head injury on August

17, 2013. She reported falling backward and to her left

side, and hitting the back of her head on the cash

register counter. She blacked out. She did not feel

normal. She had pain in her left lumbar and thoracic

area and in her right hamstring, with bruising on her

buttocks. She was dizzy and had a persistent headache

since her fall. She had throbbing and numbness in her

head, with light-headedness and muffled hearing. She was

nauseous. She was directed to the emergency room.

The claimant presented to the emergency room

on August 20, 2013. She reported falling on August 17,

2013, at work. She landed on a hard floor. She had

visual changes and nausea. She had worsening headaches

and neck pain, which drove her to seek medical

attention. She had tenderness at her cervical spinous

process and musculature. She had decreased range of

motion, tenderness, bony tenderness and pain in her

cervical spine. A CT scan of her brain showed an 8 mm

extra-axial calcified mass in the region of the left

cerebellopontine angle most consistent with a calcified
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meningioma, and an otherwise normal scan of the brain. A

CT scan of her neck showed mild degenerative disc

disease throughout the cervical spine, old fracture

fragments involving the tip of the C7 spinous process

and no evidence of acute injury. She was diagnosed with

post-concussion syndrome and atypical meningioma

(normally benign tumor) of brain.

On August 26, 2013, the claimant presented to

the Family Medical Clinic. The diagnoses were headache,

nausea, paresthesias, and dizziness/vertigo. She was

taken off work from August 26 to 28, 2013. She was not

to climb or use ladders. She returned to the clinic on

August 28, 2013. She reported that, on the evening of

August 26, she had pain in her left buttock and hip, and

in her left shoulder blade, like a pinched nerve. She

was still dizzy. She also had neck pain. The diagnosis

was head injury, and she was off work until September 2,

2013.

On September 2, 2013, the claimant returned to

the clinic with intermittent light-headedness, numbness

at the back of her head, neck and low back pain. Her low

back pain was sometimes severe and radiated into her

left extremity with posterior thigh pain. She had
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blurred vision. The diagnoses were head injury with back

pain. She was off work until September 6, 2013.

Dr. Morse evaluated the claimant on September

6, 2013. She reported falling backwards after catching

her heel on something. She hit the back of her head on a

counter. She had a brief loss of consciousness. She saw

a doctor for headache and neck pain two or three days

later and was sent to the emergency room. A CT scan

showed incidental findings of left cerebellopontine

angle mass which was most likely meningioma. She also

had a small fracture of the tip of the spinous process

at C7, which appeared old. Her complaints were occipital

headaches with scalp numbness and tenderness in the

distribution of the occipital nerve, neck pain, back

pain radiating into both legs, and dizziness. Dr.

Morse’s impression and plan was:

1. This patient had a slip and fall. She has
post-traumatic headaches. The natural history
of this is to improve. I recommended some
over-the-counter supplements which may help. I
told her that it is unclear with the pain will
resolve. Typically patients are not disabled
from that.
2. Neck and back pain. I would like her to see
physical therapy for their evaluation and
therapy. I believe she will make a good
recovery. I do not want to do additional
imaging of her cervical and lumbar spine at
this time. The fracture of the posterior
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spinous process at C7 is old. I do not believe
that is causing any current issues. I think
her back pain is musculoskeletal in nature
from the fall.

An MRI of the brain was performed on September

12, 2013, and was normal.

On September 16, 2013, the claimant underwent

a physical therapy evaluation. She reported falling at

work, landing on her back and hitting her head. She had

neck pain with sleeping. She had low back pain and

tailbone pain, going down her legs, worse on the left.

Her pain was severe at night and worsening. On

examination, the therapist observed tenderness to

palpation of her cervical spine, with limited range of

motion. The therapist observed midline spinal tenderness

of the cervical, thoracic, lumbar and sacral spine,

paralumbar and parathoracic tenderness, and buttocks

tenderness. She had pain with range of motion and

moderately decreased range of motion. Straight leg raise

test was positive. Lumbar spine spring test was

positive. The physical therapist’s diagnoses were lumbar

sprain/strain, cervicalgia, and limb pain. Twenty-four

visits were planned.

The claimant was seen in therapy on September
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18, 2013 with low back pain. She reported that the prior

three nights were very bad, and she had “lots of

trouble” sleeping because of her back pain. She was

released to return to work, but not from treatment, on

September 19, 2013. She was prescribed Naproxen. On

September 20, 2013, the therapist noted that the

claimant had a motor vehicle accident about an hour

after her visit on September 19, 2013. She stated that

“a car ran into me at a stop light. So now my back is

even more flared up. Laying and sitting are very painful

still. I can stand much better than sit. Walked up

driveway a few times and it hurt. Driveway is up a hill.

Think my tailbone needs to be xrayd [sic] to see if

there is a fracture.” The therapist wrote that “Rose

responded well to today’s session. She does continue to

have increased c/o pain in the LB/sacrum with pressure

during exercises and manual therapy. Pt. has had no c/o

pain in the neck/upper back area today but that may be

because of her pain the LB/buttock.” The plan was to

“continue current treatment plan” because she was “still

early on in treatment.”

On September 23, 2013, the therapist wrote

that the claimant’s low back pain was a little better
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and that the last treatment “helped a lot.” She still

had pain with sitting.  Her pain reliever prescription

was renewed on September 23, 2013.

On September 25, 2013, the claimant attended

therapy. She reported:

Tailbone area has been very painful the last
few days, it was better for about 2 days but
now it hurts very bad again. Ankle is no very
swollen. Was also jolted in the car wreck and
now I think I should go for another xray to
check it out because it hurts a lot. Mid
thoracic started hurting a lot yesterday as
well, don’t know why that started hurting.
Ankle is swollen and I’ve had to limp. Ankle
feels swollen but doesn’t look swollen. Will
have to return back to work on the 2nd of
October and I don’t feel like I can do the
required lifting at 35 lbs. or so. Patient
stated 7/10 pain at LB with radicular sx to
back of thighs and hip. Neck 510, mid back 6-
7/10.

The claimant returned to therapy on September

27, 2013. She was “a little better than yesterday, but

ankle hurts very bad. Tailbone hurts and haven’t slept

well for two nights. Patient states 6/10 pain at LB.

Neck is bothering me some. Did go see chiropractor for

the neck after the car wreck and he is going to treat

the neck.”

The claimant saw Dr. Morse on October 8, 2013.

He wrote:
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She was going back to work on 9/19/13. She was
rear-ended by a vehicle on 9/18/13. She is
seeing a chiropractor for that. She states her
neck pain is worse. She does not feel that her
head or low back was injured in this accident.
I do not have any records from her
chiropractor. 

Her back pain was worse since she returned to

work. After being on her feet at work, her pain is

severe. It radiates down both her legs, with numbness

and tingling in her feet. She was concerned about the

workers’ compensation carrier. His impression was

headache, neck and back pain due to her fall, and neck

pain due to the motor vehicle accident. 

On October 22, 2013, the claimant saw Dr.

Morse again. She had back pain which occasionally

radiated down her legs. It worsened significantly when

she returned to work, but had improved gradually. She

had never had back pain before her fall. Sometimes it

went into her left toe. She had some physical therapy,

but she did not think she had enough. She was doing some

exercises on her own. His impressions were improving

post-traumatic headaches and back pain:

This is essentially non-radicular. She has a
normal neurological examination. Straight-leg-
raise is normal. She has good mobility of her
lumbar spine. She is worries that she might
have broken something or herniated a disk. I



Jones-G306789 12

explained to her that a large percentage of
patients her age that are asymptomatic have
disc herniations and that clinically she does
not have a disc herniation. I also think it
would be very unlikely that she would have a
broken back from the type of injury she had.
As long as she continues to improve, I do not
see the need for any imaging procedures. She
would like some more physical therapy on her
lumbar spine. I will need to visit with her
workers’ comp about that. 

The claimant was treated for her shoulder, on

October 28, 2013, and was at maximum medical improvement

for it, unless surgery is planned, which could improve

her condition.

The claimant’s pain reliever medication was

refilled in November and December, 2013, January, March,

May - December 2014, and January - August 2015. 

The claimant saw Dr. Morse on November 19,

2013. She was working full-time without restrictions,

and her pain was improving. He stated she was at maximum

medical improvement.

The claimant was treated for sinusitis and

bronchitis in December 2013 and January 2014, and

sinusitis in May and December 2014. 

The claimant saw her primary care provider in

February 2014 for diabetes management. She mentioned

that she wanted an x-ray of her tailbone, which was
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painful after her fall. 

In November 2014, the claimant was seen for

diabetes management. She also reported increased upper

back pain since a motor vehicle accident several months

prior. Chiropractic care had helped, but she was having

deep tissue pain along and under her shoulder blades.

“Tenderpoints” were observed along the medial edge of

her scapulae. She was referred to physical therapy for

her upper back pain. She was prescribed a muscle relaxer

“for muscle pain and spasm” and a pain reliever. Her

pain reliever prescription was renewed in December 2014. 

On March 16, 2015, the claimant saw Dr.

Blankenship, via a change-of-physician order. Her

history was recorded as:

She complains of low back pain that radiates
bilateral hips, right worse then [sic] left.
States pain goes into both buttock and down
posterior-lateral legs to feet, left greater
than right. Complains of numbness and tingling
in back. Side lying, sitting and prolonged
standing aggravates pain. States has decreased
strength in both legs. Denies incontinence.
Patient has done PT with Youman in 2013. She
reports she was injured on 8/17/13 when she
was a cashier at Target and fell back. She had
immediate pain.

Dr. Blankenship went on to note:

Ms. Jones was injured on August 17, 2013. She
fell backwards landing on her back and had the
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immediate onset of diffuse pain. She has had
significant back and bilateral lower extremity
pain and bilateral buttock pain since the
injury, right greater than left. She had some
minimal passive treatment in 2013 with only
four to five visits of physical therapy and
has essentially had no treatment since. She
currently takes tramadol and Aleve for this
problem. She states the pain in her legs,
right greater than left has actually gotten
worse over the past several months. She does
not have any lateralizing findings on her
neurologic examination.

X-rays on that date showed grade I

anterolisthesis at the lumbosacrum that does exacerbate

with flexion and reduces in extension indicative of

segmental instability. On examination, Dr. Blankenship

observed restricted range of motion with flexion and

extension due to pain. Straight leg testing was positive

for back pain only. Her knee and ankle jerk reflexes

were absent. The diagnosis was low back pain,

lumbar/thoracic/lumbosacral radiculopathy, acquired

spondylolisthesis and fibromyalgia. Dr. Blankenship

stated that the “care plan” was for disk herniation and

fibromyalgia. He went on:

First of all, I have told the patient that she
has essentially had no conservative treatment
to date for her lower back. Four to five
visits of physical therapy is insignificant. I
have recommended that we get her into a
comprehensive aggressive and active physical
therapy program with the folks at Trinity, I
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have had them evaluate her today and we will
initiate that once authorized. I have
recommended we get her in to see Dr. David
Cannon for evaluation and treatment, and I
have also recommended putting her on scheduled
anti-inflammatory does of Celebrex, as well as
Lyrica at 75 mg twice a day, and compound
cream. I have recommended that she take the
compound cream with her to physical therapy
for them to ultrasound it in, and she can
utilize it at home. I will plan on seeing her
back in eight weeks and we will see how she is
progressing at that time.

The claimant was injured on August 17, 2013,

and by August 26, 2013 she had left buttock and hip pain

which she reported on August 28, 2013. On September 2,

2013, she specifically complained of low back pain,

which she has continued to do throughout the medical

record. Nine days is a brief period of time within which

to develop low back symptoms after a fall in which the

claimant landed on her back after striking her head. The

timing of the development of those symptoms so soon

after the accident supports a causal connection between

the fall and the symptoms. Similarly, the mechanism of

injury is consistent with the development of symptoms. 

The claimant was suffering from low back pain

within less than two weeks of her fall. On September 16,

2013, she reported severe back pain at night, including

low back pain and tailbone pain going into her legs. On
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September 18, 2013, she reported that the past three

nights were very bad, because of her back pain. Her low

back pain was a 5/10 that day, and the day before that,

it was 6-7/10. Her pain had increased between September

16 and 18.

On September 18, 2013, the claimant had a

motor vehicle accident, in which she was rear-ended at a

stoplight. She reported this to her physical therapist

on September 19, 2013. She stated that her back was

“even more flared up.” She reported that laying down and

sitting were “still” painful. She was concerned that her

tailbone might be fractured. Her back pain was a 6/10.

The therapist wrote that the claimant “continued” to

have increased low back and sacrum pain. There was no

recommendation to change the treatment plan. Based upon

that record, the claimant had an increase in worry, but

no real change in symptoms related to the accident. She

already had tailbone pain, before the accident. Sitting

and laying down were “still” painful, meaning there was

no change. The level of her back pain was 6-7/10 on

September 17, 5/10 on September 18, and 6/10 on

September 20. There is no significant change in her low

back symptoms before or after the car accident, and the
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therapist did not recommend any change in the treatment

plan or any additional scans or x-rays. All of this is

consistent with her testimony that the air bags did not

deploy when she was injured, meaning that the impact was

small.

This is consistent with the claimant’s

testimony that the accident was inconsequential in

regard to her low back. The medical records show that

the claimant did receive some treatment for her neck as

a result of the accident. At the time of her car

accident, the neck pain she had from the fall at work

had resolved, and a rear-end collision would cause a

whiplash-type movement of her head, even with a small

impact. That same small impact would not cause as much

effect upon her low back, with the support of the seat

and the absence of any whiplash-type movement.

Interestingly, the claimant had neck issues

which she did not relate to her work accident even

though she initially had neck issues. This lends great

credibility to her testimony that the car accident did

not change her low back condition, because she freely

admitted that it did change her neck. Likewise, in 2014,

she clearly related thoracic pain located around her
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scapulae to the car accident.

The claimant reported on September 25 that she

had improvement in her tailbone on September 23 and 24,

after the car accident, but with an increase in

symptoms. Her low back pain was up to a 7/10. On

September 27, her low back pain was 6/10, including her

tailbone pain. 

The claimant told Dr. Morse that her back pain

increased when she returned to work, and he related her

low back pain to the fall and her neck pain to the car

accident. Dr. Morse noted that the claimant’s fears

about a fracture of her tailbone were unfounded, because

her fall would be highly unlikely to cause such damage.

While aware of the car accident, he was obviously not

under the impression that it could have caused such an

injury either, because he did not even bother to

reference it.

The claimant never had low back pain prior to

her trip and fall. 

The claimant had pain in her low back with

radiation into her legs in October 2013. She renewed her

pain reliever prescriptions through August 2015. In

November 2013, she reported to Dr. Morse that her pain
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was improving. She did not state, and he did not note,

that it was resolved. In February 2014, the claimant

reported to her primary care provider that her tailbone

was still painful after her fall. In March 2015, the

claimant reported continued low back pain with radiation

into the legs. The record fully supports the conclusion

that the claimant continued to have symptoms in her low

back and sacrum, and the record does not support any

conclusion that she had become symptom-free in those

areas at any time. 

Dr. Blankenship may not have been aware of the

motor vehicle accident, but as discussed above, the

accident did not create a change in the intensity or

quality of her low back pain and was not a significant

event in the course of her low back injury. It was a

significant event related to her neck, which was not at

issue with Dr. Blankenship. Thus the mention of the

accident was not relevant to his assessment or his care

of her.

The physical therapist recommended twenty-four

sessions of physical therapy, but the record shows the

claimant only received six. Dr. Blankenship’s

recommendation of a fully-realized conservative course
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of treatment is most reasonable and consistent with Dr.

Morse’s original plans and the claimant’s history of

symptoms from the date of her fall to now. The claimant

did experience some improvement in those six visits, but

they were discontinued for no apparent reason. Her

partial improvement and corresponding decline when

therapy was discontinued show that a complete course of

therapy is appropriate. 

I would award the claimant additional medical

benefits for her compensable low back injury. The car

accident is a red herring, not an intervening event.

For the foregoing reasons, I must dissent from

the majority opinion.

                                   
PHILIP A. HOOD, Commissioner


