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Decision of Administrative Law Judge: Reversed.

OPINION AND ORDER

This matter came before the Full Commission on

Respondent’s Appeal.  Based on the pleadings and testimony

taken before the administrative law judge and subsequent

review by the Full Commission, the Full Commission finds

that the claimant failed to prove by a preponderance of the

evidence that he is entitled to additional medical treatment 

rendered by NEA Baptist Memorial Hospital in Jonesboro,

Poplar Bluff Regional Medical Center, New Madrid Community

Care Center in New Madrid, Missouri, St. Francis Medical

Center, and Baptist Health in North Little Rock, in that
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this treatment was not reasonably necessary for the

treatment of the claimant’s July 24, 2015, compensable

injury.  Furthermore, the claimant failed to prove by a

preponderance of the evidence that he was temporarily

totally disabled from October 12, 2015, through November 10,

2015, as he was undergoing this treatment.

More specifically, a carefully conducted de novo

review of this claim in its entirety demonstrates that the

claimant failed to prove that the condition for which he was

being treated at the above-named medical facilities was

casually related to his July 24, 2015, compensable injury. 

Therefore, the opinion of the administrative law judge is

hereby reversed and all medical treatment and temporary

total disability benefits awarded is denied.  

I. History

It was stipulated that the claimant sustained a

compensable injury on July 24, 2015, when several boxes he

was unloading from a transport truck fell, landing on his

head and shoulder.  Medical records from NEASC Urgent Care

dated July 25, 2015, reflect that the claimant presented on

that date with facial and right shoulder pain.  No acute

injury to the claimant’s face or right shoulder was revealed

by x-ray.  Therefore, the claimant’s attending physician
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released him to return to work on July 27, 2015, and

instructed him to seek emergency medical help if his

symptoms worsened.  Later that same day, the claimant

presented to Baptist OneCare with complaints of headache,

blurred vision, nausea, and swelling on the bridge of his

nose and above and below his right eye.  

A CT of the claimant’s head taken on July 26,

2015, revealed no acute intracranial abnormality.  A CT of

the claimant’s cervical spine taken on the 26th showed that

alignment, vertebral body heights, and disc spaces were

within expected limits, and there was no evidence of

fractures or subluxation.  Three views of the claimant’s

right hand confirmed no acute injury.  Moreover, the

claimant’s physical examination showed no abnormalities. 

The claimant presented to Baptist OneCare again on

July 31, 2015, with a severe headache.  Dr. William Baker

reported that the claimant complained of concussive-type

symptoms, confusion, difficulty concentrating, vague

neurological deficits, and nausea.  Dr. Baker added that the

claimant had also started having “some subjective fevers

over the last 7 days,” the etiology of which he was unsure. 

Upon examination, the claimant’s temperature was afebrile. 

Further, the claimant’s white blood cell count, urine
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sample, erythrocyte sedimentation rate, and C-reactive

protein were normal, thus establishing no infectious process

in the claimant’s body. 

Dr. Baker noted that findings from the claimant’s

MRI study of his head taken at that visit were normal.1 

Likewise, a CT scan of the claimant’s facial bones taken on

that date yielded normal findings, with the exception of a

“mild rightward deviation” of the claimant’s nasal septum. 

Dr. Baker noted that the claimant and his wife, an LPN,

agreed that a lumbar puncture to measure cell count in the

claimant’s cerebral fluid was unnecessary given the negative

results of his earlier blood test. Therefore, Dr. Baker

opined that the claimant suffered from a “concussive-type

syndrome” and he released him from the hospital.

On August 17, 2015, the claimant was evaluated by

Little Rock physiatrist, Dr. Vestal Smith.  In his

comprehensive report of that evaluation, Dr. Smith noted

that the claimant had undergone diagnostic studies of his

brain, face, and cervical spine, all of which produced

normal findings.  Dr. Smith further noted that the claimant

1

A developmental venous anomaly in the claimant’s right
cerebellar hemisphere was said to “probably” be an
incidental finding. 
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complained of intermittent nausea for which he took

Phenergan (PRN), intermittent right arm numbness, and

occasional blurry vision.  Dr. Smith prescribed

Amitriptyline for the claimant’s headaches, Lidoderm patches

for his posterior cervical spine pain, and he referred the

claimant for an ophthalmologic evaluation.  On August 25,

2015, the claimant was examined by Ophthalmologist, Dr.

Thomas L. Nix.  Although the claimant was prescribed glasses

due to unrelated vision issues, Dr. Nix found no signs of

right eye injury.

The claimant returned to Dr. Smith in follow-up on

September 16, 2015.  The claimant reported low grade fevers

“over the last several weeks,” with his temperature ranging

between 99.7 to 99.8 degrees.2  In addition, the claimant

reported that he had run a fever of 102 degrees on two

occasions over a two-week period of time.  Along with daily

headaches and blurred vision, the claimant reported “malaise

and fatigue,” and that he was “just not feeling well

overall.”  Dr. Smith referred the claimant to Little Rock

neurologist, Dr. Robert Silzer, and infectious disease

specialist, Dr. John Dietrich.  In so doing, Dr. Smith

2

The claimant reported that his normal temperature
ranged from 97.7 to 97.8. 
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stated, “...at this point I believe it would be prudent to

repeat a high resolution CT scan of the facial bones and

sinuses to see if there is any evidence of an infection in

the ethmoid sinus or any obvious fractures that were

missed.”  Additionally, Dr. Smith ordered a CBC to be done

that day, and he arranged for the claimant to undergo a

lumbar puncture in order to evaluate for infection.  The

results of the claimant’s blood count came back with all

measures within normal range.  Moreover, a repeat CT scan of

the claimant’s facial bones revealed no acute displaced

fracture.3 

The claimant underwent a lumbar puncture on

September 18, 2015, the results of which showed normal

pressure. 

The claimant presented to the Baptist OneCare

emergency room  on September 22, 2015, with complaints of an

unrelenting headache, nausea, and fever.  The claimant

exhibited tenderness over his lumbar puncture site with no

edema.  On-call anesthesiologist, Dr. Richardson, opined

that the claimant’s symptoms were consistent with a post-

lumbar puncture headache.  Due to secretions and overlaying

3

This study also showed some mild, unrelated, sinus
disease. 
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vesicle at the lumbar puncture site, Dr. Richardson ordered

a repeat MRI.  Although some subcutaneous swelling was

noted, this study ruled out a lumbar spine epidural abscess,

discitis, or other infectious processes.  Dr. Richardson

opined that the claimant’s headache should resolve within a

week.

On September 30, 2015, the claimant returned to

Dr. Smith for follow-up.  Noting that the claimant’s

headaches had improved, Dr. Smith placed the claimant back

on Amitriptyline, and he returned the claimant to four-hour

work days with a twenty-five pound lifting restriction.  Dr.

Smith stated that the claimant could return to full duty

“over the next 6 to 8 weeks.”

On October 12, 2015, the claimant presented to

Baptist Health North Little Rock with reported leakage from

his puncture site, accompanied by a headache and low-grade

fever.  Following a comprehensive examination, Dr. Smith

assessed the claimant with  a nontractable episodic headache

of an “unspecified” type.  Dr. Smith opined that the

claimant’s clinical and physical findings/history were not

consistent with a spinal fluid leak.  Noting that the

results of the claimant’s most recent MRI study failed to

show spinal fluid leakage, Dr. Smith stated, “I suspect
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wound site drainage superficial and not CSF leaking.”  The

claimant’s blood work showed slightly elevated levels of

Creatinine, however, thus indicating that the claimant may

suffer from a renal condition.  Dr. Smith returned the

claimant to full, unrestricted work-duty on October 24,

2015. 

On October 29, 2015, the claimant presented to Dr.

Charles E. Lavalle, III, with “low back pain with fever.” 

The History of Present Illness portion of Dr. Lavalle’s

report of that visit reflects that the claimant reported

problems with pain, swelling, warmth, and drainage at the

lumbar puncture site.  The claimant’s “main complaints” had

been fever, malaise, low back pain, headache, and weakness

in the upper and lower extremities.  Dr. Lavalle noted,

however, that the claimant currently denied fevers, chills,

sweats, weight loss, changes in vision or hearing, oral

problems, chest pain, shortness of breath, cough, or

hemoptysis.  Although the claimant claimed that he had

experienced some nausea and vomiting, he denied diarrhea,

abdominal pain, dysuria, rash, or swollen glands.  Dr.

Lavalle noted that the claimant’s history was obtained from

the claimant, the claimant’s family, his nurse, and the

claimant’s medical record.  Dr. Lavalle’s examination of the
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claimant’s lumbar spine showed no abnormal inflammation;

therefore, he opined that the cause of the claimant’s

“syndrome” was not totally clear.

  A Consultation Record from Dr. Kaywan D. Gamadia,

D.O., dated October 29, 2015, provides the following,

comprehensive  history of the claimant’s medial treatment:

This is a 27-year-old, white male who
transferred via emergency medical
services from Poplar Bluff Regional
Medical Center. Per the history, he went
to the emergency room for an evaluation
of a three-day onset of numbness and
tingling in the lower extremities with
decreased strength. He also had pain
along the spine starting in the down []
and going down into the coccyx along his
low back. He had a temperature of 100.6
with some nausea. The patient states
that he has had low-grade temperatures
since a work injury in which he
fractured his nose on 07/24/2015. The
patient subsequently due to the low-
grade temperatures had a lumbar puncture
done at Little Rock emergency department
on 09/18/2015. All laboratory studies
done and spinal fluid were normal. He
did have a leakage to the lumbar
puncture site after four days. He went
to the emergency department in
Jonesboro, Arkansas where an MRI was
done and the patient was told that the
lumbar puncture site had sealed off with
no signs of infection. Since that time,
the patient states the drainage went
from clear to thick, dark drainage. He
went to the emergency department in
Poplar Bluff on 10/19/2015 due to
abnormal drainage. Cultures were done
both at the lumbar puncture wound site
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and blood cultures. Blood cultures were
negative; however, he did have
staphylococcus growing from the wound
culture, but methicillin resistant
Staphylococcus aureus was not
identified. He was prescribe Cipro and
then went to the followup appointment
with his primary care provider on
10/20/2015. He received a Rocephin
intramuscularly at that time and was
prescribed doxycycline and instructed to
continue the medications. Since that
time he states the symptoms have
worsened over the past three days
including lower extremity numbness and
weakness and back pain as described. In
the emergency department in Pine Bluff,
CT scan of the low back was done with no
acute process. The patient was given
vancomycin and transferred to St.
Francis Medical Center. Laboratory
studies in Poplar Bluff emergency
department showed leukocytosis and
increased lactic acid.

Stating further that the claimant reported back

pain, Dr. Gamadia noted that he failed to complain of any

significant tingling or numbness down his lower extremities,

focal weakness, bladder, bowel, or renal issues.  Dr.

Gamadia assessed the claimant with a concussion with nasal

fracture, and he referred the claimant for a repeat lumbar

MRI to rule out any infectious pathology. 

The claimant returned to Dr. Smith on November 9,

2015.  Noting that the claimant had been hospitalized since

his last visit because of “apparent fevers and elevated
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white count,” Dr. Smith stated, “He had another MRI which I

know is at least a second, possibly the third MRI which did

not reveal any evidence of an abscess in his lumbar spine.” 

Dr. Smith added that the claimant did not have another

lumbar puncture and “essentially had no definitive

diagnosis.”  Dr. Smith stated that all of the claimant’s

blood cultures were negative and there was no objective

evidence of sepsis.  Dr. Smith’s physical examination of the

claimant showed normal findings.  Dr. Smith continued his

report as follows:

This is a 23 year old man white male
with a history of an on the job injury
on 7/24/2015. He had trauma over the
nasal bridge and some swelling there.
There was initially a question of CSF
leak but he had a high resolution CT and
lumbar puncture done. There was some
question of superficial infection around
the lumbar puncture site and later he
had a fever and an elevated white count
but no definitive diagnosis was given.
He had multiple MRI’s that did not
reveal any evidence of an abscess. Blood
culture[s] were negative and a culture
of the superficial area on his low back
at one point revealed only skin
bacteria.

Dr. Smith stated that the claimant could return to

work the next day at four hours per day for the rest of the

week with a twenty-five pound lifting restriction, and then

to full duty thereafter.  Dr. Smith added that if the
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claimant returned to full-time duty on Monday, he would

declare him at maximum medical improvement.  Noting that he

did not see any problem that would warrant permanent partial

impairment, Dr. Smith concluded that the claimant

“essentially had what appeared to be just a febrile

illness.” 

The claimant underwent an independent medical

evaluation by Dr. Heidi Hunter on February 4, 2016. 

Following her physical examination of the claimant, Dr.

Hunter assessed the claimant with an unspecified concussion,

headache, restless legs syndrome, and dizziness.    

The claimant represented himself at the October

21, 2016, hearing before the commission.  The claimant’s

first witness was his wife, Tiffany Johnson, who is a

Licensed Practical Nurse.  According to this witness, the

claimant developed a “severe headache” four days after his

lumbar puncture, he began to leak a clear substance from his

lumbar puncture site, and he complained of low back pain. 

Johnson stated that she took the claimant to the “ER.” 

Johnson further stated that, following his emergency medical

treatment, the fluid leaking from around the claimant’s

puncture wound site became yellow and thick, and he ran a

low-grade fever.  Furthermore, this witness stated that the
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claimant was brought into the emergency room in a wheelchair

because he could not walk, and “they took him straight back,

and they began to run tests.”  Johnson stated that after

eight days in the hospital, the claimant was “able to

practically walk out of the hospital” on his own.  On cross-

examination, this witness agreed that she was aware of Dr.

Smith’s opinion the condition which necessitated the

claimant’s hospitalization had simply been a febrile

illness.

The claimant’s next witness was his wife’s aunt,

Laura Eskew.  Upon examination by the court, Eskew explained

that she is a Registered Nurse at the Poplar Bluff Regional

Medical Center in the “same-day surgery department.”  Eskew

testified that she had seen the claimant on October 28,

2015, while he was “laying on a gurney” in the emergency

department of the Poplar Bluff emergency room.  Eskew

described the claimant’s appearance as “very pale, cold,

clammy, trembling, moaning in pain.”  Eskew testified that

the claimant told her that he was in “very severe pain,” he

was “gravely ill,” and he was fearful that he would not

“survive the situation.”  Eskew stated that, although she

was there as a family member, “anytime a nurse walks in, she

observes and assesses a medical situation.”  Eskew further
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stated that she was concerned, both as a family member and a

nurse, for the claimant’s welfare.

When the claimant took the stand, he named Dr.

Smith as his treating physician.  The claimant testified

that he returned to light-duty work for the respondent-

employer on October 20, 2015, following his September 18,

2015, lumbar puncture procedure.  The claimant stated that

he worked with restrictions for about three weeks, and that

he stopped working after his lumbar puncture site began to

leak, which, according to the claimant, caused him

“excruciating pain.”  The claimant agreed that he was

subsequently released to full duty by Dr. Smith on November

9, 2015.  The claimant stated that he returned to his former

employment on November 13, 2015, and that he has continued

to work for the respondent-employer since that time. 

On cross-examination, the claimant agreed that Dr.

Smith had originally released him to return to work on

September 16, 2015.  Furthermore, the claimant testified

that he has been promoted since his return to work, and that

he now works in a store in Missouri.  The claimant confirmed

that he takes no prescription medications for his July 24,

2015, injury, and he agreed that all of the medical

documentation contained within the record is accurate.
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II. Discussion  

The appellant bears the burden of proof in

establishing entitlement to benefits under the Arkansas

Workers’ Compensation Act and must sustain that burden by a

preponderance of the evidence.  Dalton v. Allen Engineering

Co., 66 Ark. App. 201, 989 S.W.2d 543 (1999); Morrow v.

Morrow, 5 Ark. App. 260., 635 S.W.2d 823 (1982).  Further,

pursuant to Ark. Code Ann. §11-9-508(a),  medical benefits

owed under the Workers’ Compensation Act are only those that

are reasonable and necessary. Id. 

It is undisputed that the claimant sustained a

concussion and superficial injuries to his nose from a work-

related accident on July 24, 2015.  The record demonstrates

that the claimant received timely and appropriate medical

treatment for his injuries from the NEASC Urgent Care clinic

the day after his accident.  When no acute injury to the

claimant’s face or right shoulder was revealed by x-ray, the

claimant was released to return to work on July 27, 2015.  

Subsequently, the claimant presented to Baptist

OneCare with complaints of headache, blurred vision, nausea,

and swelling on the bridge of his nose and above and below

his right eye.  Thereafter, the claimant underwent a

plethora of diagnostic testing, to include x-rays, CT scans,



Johnson - G505671 -16 - 

and multiple MRI’s.  Likewise, the claimant was examined and

treated by various specialists, to include emergency room

physicians, a physiatrist, an ophthalmologist, a

neurologist, a neurosurgeon, an infectious disease

specialist, an anesthesiologist, and numerous other medical

professionals at several different hospitals and clinics. 

Consequently, one irrefutable fact remained consistent:

other than swelling over the bridge of his nose, there was

no objective findings of an acute injury as a result of the

claimant’s July 24, 2015, work-related accident.  

More specifically, x-rays of the claimant’s skull

and right hand showed no fractures or malalignment; a CT

scan of his cervical spine showed no fractures or

subluxations; an MRI of the claimant’s brain showed no

intracranial pathology; a CT scan of the claimant’s facial

bones showed only superficial swelling; the claimant

sustained no eye injury, and; the claimant’s blood work

consistently showed the absence of an infectious process. 

Furthermore, the claimant’s September 18, 2015, lumbar

puncture procedure revealed normal pressures, and cultures

taken two days after this procedure were negative despite

the claimant’s claim of complications.  Moreover, an MRI of

the claimant’s lumbar spine was negative for epidural
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abscess or discitis, he had no fever, and his white blood

count was normal at that time.  These test results prompted

Dr. Smith to state on September 30, 2015, that all of the

claimant’s diagnostic testing to that point had been

negative, and there was no evidence of infection. 

Therefore, Dr. Smith released the claimant to return to

light-duty work.

On October 12, 2015, the claimant was examined at

the Baptist Health Medical Center emergency room where it

was determined that the claimant’s physical findings and

medical history were not consistent with a spinal fluid

leak.  On October 20, 2015, the claimant presented to the

Poplar Bluff emergency room where it was found that his

Creatinine levels were sightly elevated, signaling possible

kidney pathology.  Blood cultures taken after the claimant

was admitted to the St. Francis Medical Center on October

28, 2015, showed no growth after five days of incubation,

and on October 29, 2015, Dr. Lavalle noted that 1) the

claimant’s white blood count was normal; 2) his lumbar spine

MRI showed no abnormal inflammation, and; 3) his brain MRI

showed no sinusitis or abnormal enhancement.  Therefore, Dr.

Lavalle opined that the cause of the claimant symptoms was

“not totally clear.” 
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When Dr. Gamadia could find no explanation for the

claimant’s reported symptoms, the claimant returned to Dr.

Smith, who stated that the claimant “essentially had no

definitive diagnosis.”  Dr. Smith ultimately assessed the

claimant with what appeared to be “just a febrile illness,”

he assigned the claimant no permanent physical impairment,

and he returned the claimant to work.  When the claimant

underwent an independent medical evaluation by Dr. Heidi

Hunter on February 4, 2016, (which we note was well after

his release by Dr. Smith), Dr. Hunter assessed the claimant

with an “unspecified concussion.”

The claimant, his wife, and his aunt testified to

the seriousness of the claimant’s symptoms following his

lumbar puncture.  Notwithstanding that a witness’s close

familial relationship to a party has been held to

demonstrate a sufficient possibility of bias so as to treat

the witness’s testimony as disputed, see Sykes v. Carmack,

211 Ark. 828, 202 S.W.2d 761 (1947), and the testimony of an

interested party is taken as disputed as a matter of law

whether offered on his own behalf or on the behalf of

another interested party, Knoles v. Salazar, 298 Ark. 281,

766 S.W.2d 613 (1989), we do not completely discount the

testimony of the claimant’s wife and aunt considering their
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medical training.  However, their subjective observations

neither weighs against the abundance of objective clinical

and diagnostic findings in this claim, nor the numerous

medical opinions formed by various physicians based upon

these findings.  

The preponderance of the objective, credible

evidence in this claim demonstrates that any complications

which the claimant suffered prior to and/or following his

lumbar puncture were febrile in etiology and, therefore, not

casually related to the claimant’s compensable injury.  This

conclusion is supported by 1) the fact that multiple

diagnostic studies produced negative findings for epidural

abscess or discitis; 2) the claimant’s white blood count was

normal; 3) a culture of the superficial area on his low back

at the lumbar puncture site revealed skin bacteria only,

and; 4) none of the claimant’s treating physicians

attributed the claimant’s symptoms to his lumbar puncture. 

This, combined with the fact that the claimant made a full

recovery and returned to full-time, regular work duty,

reinforces the fact that the claimant’s condition was a

temporary, coincidental, febrile event which was unrelated

to his compensable injury.  Therefore, the claimant has

failed to show a causal connection between his July 24,
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2015, work-related injury and his post lumbar-puncture

procedure symptomatology.  In addition, this same evidence

fails to show that the claimant’s lumbar puncture procedure

was reasonably necessary for the treatment of his

compensable injury.

Based upon the above and foregoing, the claimant

has failed to prove that the medical treatment he received

at NEA Baptist Memorial Hospital in Jonesboro, Poplar Bluff

Regional Medical Center, New Madrid Community Care Center in

New Madrid, Missouri, St. Francis Medical Center, and

Baptist Health in North Little Rock was reasonably necessary

for the treatment of his July 24, 2015, compensable injury,

in that he has failed to prove that a causal connection

exists between his injury and this treatment. Therefore,

this treatment is denied.  Furthermore, because we find that

this medical treatment was not causally related to nor

reasonably necessary for the treatment of the claimant’s

compensable injury, we further find that any absence from

work the claimant experienced as a result of this febrile

event is unrelated to the claimant’s compensable injury. 

Therefore, temporary total disability benefits as awarded by

the administrative law judge is hereby denied.  In

conclusion, the December 19, 2016, administrative law judge
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is hereby reversed and additional medical and temporary

total disability benefits are denied.

IT IS SO ORDERED.   

                                  
S. DALE DOUTHIT, Chairman

                                   
CHRISTOPHER L. PALMER, Commissioner

Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the record in this

claim, I dissent from the majority opinion, finding that the

claimant has failed to prove by a preponderance of the

evidence that the medical treatment he received at NEA

Baptist Memorial Hospital in Jonesboro, Poplar Bluff

Regional Medical Center, New Madrid Community Care Center in

New Madrid, Missouri, St. Francis Medical Center, and

Baptist Health in North Little Rock, Arkansas are reasonably

necessary for the treatment of his July 24, 2015 compensable

injury in that he failed to prove that a causal connection
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exists between his injury and this treatment.

Factual and Medical Background

The claimant worked for the respondent-employer as the 

craft department head.  On July 24, 2015, the claimant was

involved in a work-related accident.  The claimant described

the accident as follows:

... we were unloading our 18-wheeler
truck.  One of the guys was up top
bringing freight down.  A box come off,
slipped from the top and hit me across
the facial area and the nose.  The box
had two 16-by-20 wall frames in it with
glass.  Startled me, rattled me.  They
said, ‘Do you believe you’re okay?’  I
was like, ‘I’ll be fine.  I think I’ll
–- I’ll carry on,’ went on working.

And a few minutes later, that wall
actually shift[ed], and I had eight to
ten boxes fall on top of me, all hitting
me in my head, neck, all on the right
side, shoulder, back.  And the boxes
would weigh anywhere from 10 to 50 , 50
pounds. ...

The claimant testified that he informed the

assistant manager, Debbie Frazier, about the accident that

same day.  According to the claimant, he completed his shift

that day but began experiencing headaches and nausea later

that evening.  The next morning, the claimant reported to

the manager that he needed medical care.  The respondent-

employer sent the claimant to NEA Baptist Clinic-Stadium,
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Urgent Care.

At his initial visit to Urgent Care on July 25,

2015, the claimant reported symptoms of right shoulder and

facial area pain.  The claimant’s initial diagnoses were

listed as facial injury, shoulder blade pain and

musculoskeletal pain.  An x-ray of the skull taken that day

showed no fracture or malalignment.  Dr. Michael Tedder, who

treated the claimant at Urgent Care, released the claimant

to return to work on July 27, 2015.

Later that same night, the claimant was seen in

the Emergency Department of NEA Baptist Memorial for

complaints of increasing headaches, blurred vision, nausea,

swelling on the bridge of his nose and above and below his

right eye.  CT scans of the head, cervical spine, and right

hand were taken during this visit.  The CT of the head

revealed no acute intracranial abnormality.  The CT of the

cervical spine showed no fracture or subluxation.  The CT of

the right hand showed a normal hand with no fractures.

The claimant returned to the Emergency Department

of NEA on July 31, 2015 complaining of concussive-type

symptoms, confusion, difficulty concentrating, some vague

neurologic deficits, nausea, and a continued headache.  The

claimant underwent an MRI which was normal.
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The claimant began receiving treatment from Dr.

Vestal Smith on August 17, 2015.  Dr. Smith’s impressions

from the visit were as follows:

This is a 23 year old white male with a
past history of on the job injury on
7/24/15.  He continues to have some
difficulty with headaches, neck pain,
and question of some very mild weakness
in the right hand.  He has had a
thorough radiologic evaluation of the
brain, facial bones and cervical spine. 
Headaches really seem to be his biggest
issue at this point.  He does still
complain of a little bit of blurred
vision intermittently.

Dr. Smith noted the following as his plan:

1.  I do feel he should have an
ophthalmologic evaluation and the case
manager will help me to arrange this in
the local area.  He is from Kennett,
Missouri.
2.  I am going to place him on
Amitriptyline 25 mg at bedtime.  I
explained the most common side effects
to him.
3.  I have given him a prescription for
Lidoderm patches to use over the
posterior cervical spine.
4.  We may consider EMG nerve conduction
study of the right arm if his symptoms
do not resolve.
5.  I will see him back in 2 to 4 weeks
and will certainly pursue getting him
back to work as soon as possible as he
is anxious to do this.

The claimant saw Dr. Smith again on September 16,

2015.  The office note from this visit indicated that the
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claimant had seen the ophthalmology with a normal exam but

still felt something was wrong with his right eye.  The

claimant reported to Dr. Smith that he was having low-grade

fevers over the last several weeks.  The claimant also

reported daily headaches, malaise, fatigue, and just not

feeling well overall.  In response to the complaints, Dr.

Smith spoke with Dr. Robert Silzer, a neurologist, and Dr.

John Dietrich, an infectious disease specialist, and decided

the best course of action was to order a high resolution CT

scan of the facial bones and sinuses to see if there was any

evidence of an infection in the ethmoid sinus or any obvious

fracture that were missed.

The claimant underwent the studies as planned by

Dr. Smith.  The results were noted as, “CBC is ok (normal

WBC) and no evidence of inflammation” and “CT ok and

cultures from lumbar puncture are negative as well” and

“normal pressures”.

A lumbar puncture was performed on September 18,

2015.  On September 22, 2015 the claimant went to the

emergency room at NEA Baptist Memorial Hospital with

complaints of a severe unrelenting headache.  It was noted

that the anesthesiologist on call, Dr. Richardson, stated

that the symptoms the claimant was experiencing were



Johnson - G505671 -26 - 

consistent with a post-lumbar puncture headache.

The claimant returned to Dr. Smith for a follow-up

visit on September 30, 2015.  At this time, the claimant was

still complaining of daily headaches which Dr. Smith

attributed to the trauma of his job injury.  During this

visit, Dr. Smith noted that he felt that the claimant could

return to work and gave him a work note stating that he can

return four hours per day with no lifting over 25 pounds. 

Dr. Smith planned to attempt to get the claimant back to

full duty over the next 6 to 8 weeks.

The claimant sought treatment on October 12, 2015

at the Baptist Health - North Little Rock emergency room. 

His complaints at that time were back pain, leaking from the

site of the lumbar puncture and a low grade fever.  The

physician believed that the site drainage was superficial

and not CSF leaking.

The claimant was next seen at Poplar Bluff

Regional Medical Center on October 14, 2015.  The claimant

was diagnosed with “abscess; other reaction to spinal and

lumbar puncture”.  The claimant was discharged on October

20, 2015 and given a work release to return to work on

October 24, 2015.  The same day that he was released from

Poplar Bluff Regional Medical Center, the claimant reported
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to New Madrid Community Care Center and received treatment

for “Infected Skin Lesion”.  The plan was to refer the

claimant to a CDC Specialist for evaluation.  The claimant

was referred to Edward Lavalle for evaluation and treatment.

On October 28, 2015, the claimant was seen in the

Emergency Department of Poplar Bluff Regional Medical

Center.  The presenting complaint was noted as, “...Wife

states ‘he had a lumbar a few days ago and has two types of

staph and tonight he started shaking all over and his

fingernails and toenails went numb, had a fever and heart

rate was high’”.  The claimant was transferred to St.

Francis Medical Center for an infectious disease

consultation.  The Assessment/Plan section of the records

states:

1.  Sepsis with leukocytosis,
tachycardia, increased lactic acid,
fever, and history of infection to the
spinal area.  We will order intravenous
fluids, place the patient on telemetry,
order new blood cultures, and obtain
cultures from wound and blood cultures
done at Poplar Bluff Regional Medical
Center on 10/19/2015.
2.  Probable spinal infection secondary
to Staphylococcus per wound culture from
Poplar Bluff, as informed by the
patient’s wife.  We will proceed with
MRI of the L-spine and consult
Infectious Disease and Neurosurgery.  We
will consider MRI of the head to rule
out meningitis/encephalitis/transverse
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myelitis.  We will continue vancomycin
and add meropenem.
3.  Propylaxis with SCDs. ...

The claimant was discharged from St. Francis

Medical Center on November 4, 2015.  The hospital course was

described as follows:

27-year-old male who was admitted with
back pain, fever and headache.  He was
found to have Staph growth at this
lumbar puncture site, and he was worked
for possible meningitis.  The workup was
non-conclusive in regard to a bacterial
cause of his symptoms.  Infectious
Disease was asked to see the patient. 
Initially, he was covered with broad-
spectrum antibiotics to cover bacterial
meningitis.  As the patient improved
towards the end of the stay, the patient
was transitioned to Keflex and
doxycycline p.o.  At this time, the
symptoms that brought the patient in are
resolved or resolving and he is
tolerating the p.o. antibiotics well. 
Consequently, he has been deemed
appropriate for discharge home.

The claimant returned to see Dr. Smith on November

9, 2015.  Relevant parts of the records from this visit are

as follows:

S: Mr. Johnson returns today for follow
up.  He was hospitalized since the last
visit because of apparent fevers and an
elevated white count.  Apparently his
white count was 17,000 at the time of
presentation.  It was back down to
normal after antibiotics overnight.  He
had another MRI which I know is at least
a second and possibly the third MRI
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which did not reveal any evidence of an
abscess in his lumbar spine.  He did not
have another lumbar puncture and
essentially had no definitive diagnosis. 
There was one mentioned in the hospital
notes that there was no redness around
the site of the previous lumbar
puncture.  That is the only reference
that I can find.  All of his blood
cultures were negative.  There was not
any objective evidence of sepsis.  He is
on oral antibiotics at this point.  He
is not taking Gabapentin at this point. 
He reports headaches continuing to
improve and is only use [sic] Ibuprofen. 
He has not been back to work but feels
that he could start back any time.  He
presents to me today for reevaluation.
...

I: ... There was initially a question of
a CSF leak but he had a high resolution
CT and a lumbar puncture done.  There
was some question of superficial
infection around the lumbar puncture
site and later he had fever and an
elevated white count but no definitive
diagnosis was given.  He had multiple
MRI’s that did not reveal any evidence
of an abscess.  Blood culture were [sic]
negative and a culture of the
superficial area on his low back at one
point revealed only skin bacteria.

P: ...
2.  We discussed returning to work and I
am going to let him go back to work
tomorrow 4 hours per day for the rest of
this week and if he does well we will
let him return to work full time next
week.  If he returns full time on Monday
I will declare him at maximum medical
improvement.
3.  At this point I do not see any
problem that would warrant permanent
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partial impairment.
4.  I reviewed the hospital records and
at this point there is not any evidence
of an abscess or meningitis.  He
essentially had what appeared to be just
a febrile illness. ...

Opinion

For the claimant to establish a compensable injury

as a result of a specific incident, the following

requirements of Ark. Code Ann. §11-9-102(4)(A)(i)(Repl.

2002), must be established: (1) proof by a preponderance of

the evidence of an injury arising out of and in the course

of employment; (2) proof by a preponderance of the evidence

that the injury caused internal or external physical harm to

the body which required medical services or resulted in

disability or death; (3) medical evidence supported by

objective findings, as defined in Ark. Code Ann. §11-9-102

(4)(D), establishing the injury; and (4) proof by a

preponderance of the evidence that the injury was caused by

a specific incident and is identifiable by time and place of

occurrence.  Mikel v. Engineered Specialty Plastics, 56 Ark.

App. 126, 938 S.W.2d 876 (1997). 

A claimant is not required in every case to

establish the causal connection between a work-related

incident and an injury by either expert medical opinion or
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by objective medical evidence.  See Wal-mart Stores, Inc. v.

VanWagner, 337 Ark. 443, 990 S.W.2d 522 (1999).  The

Arkansas courts have long recognized that a causal

relationship may be established between an employment-

related incident and a subsequent physical injury based on

evidence that the injury manifested itself within a

reasonable period of time following the incident so that the

injury is logically attributable to the incident, where

there is no other reasonable explanation for the injury. 

Hall v. Pittman Construction Co., 235 Ark. 104, 357 S.W.2d

263 (1962). 

The Arkansas Courts have on several occasions

considered claims for benefits for alleged “compensable

consequences” in cases subject to Act 796 of 1993, and in

each case, the Court has essentially indicated that:

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; the basic
test is whether there is a causal connection
between the two episodes.

See generally Wackenhut Corp. v. Jones, 73 Ark. App. 158, 40

S.W.3d 333 (2001); Air Compressor Equipment v. Sword, 69

Ark. App. 162, 11 S.W.3d 1 (2000); Jeter v. B.R. McGinty

Mech., 62 Ark. App. 53, 968 S.W.2d 645 (1998).
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The claimant sustained an admittedly compensable

injury on July 24, 2015 and sought payment of additional

medical benefits for treatment received from NEA Baptist

Memorial Hospital, Poplar Bluff Regional Medical Center, New

Madrid Community Care Center, St. Francis Medical Center and

Baptist Health - North Little Rock.  A causal connection

between the claimant’s compensable injury and the treatment

received from these facilities was established by the

claimant.  

The night that the claimant was involved in a

work-place accident, he began having headaches and nausea. 

Because the claimant continued to suffer from severe

headaches and nausea, Dr. Smith recommended that the

claimant undergo a lumbar puncture.  Unfortunately, the

lumbar puncture led to additional problems such as fever,

drainage from the puncture site, elevated white blood count

and sepsis.  The claimant received treatment from the above-

referenced facilities which the physicians deemed reasonably

necessary to treat these complications.  Thus, the evidence

preponderates that the treatment received from these

facilities grew out of and was causally connected to the

claimant’s compensable injury as a compensable consequence

of that injury.
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 Therefore, for the aforementioned reasons, I

would find that the claimant proved by a preponderance of

the evidence that he is entitled to payment for medical

treatment provided by NEA Baptist Memorial Hospital, Poplar

Bluff Regional Medical Center, New Madrid Community Care

Center, St. Francis Medical Center and Baptist Health -

North Little Rock. 

For the foregoing reasons, I dissent from the

majority opinion. 

    
                                                            

 PHILIP A. HOOD, Commissioner

                      


