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CLAIM NO. G309678 
 
GINGER PRIDGEN-GANDY, EMPLOYEE 
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VANCE TITLE & ESCROW SERVICE,  
EMPLOYER 
 

RESPONDENT 

TWIN CITY FIRE INSURANCE COMPANY, 
INSURANCE CARRIER/TPA 

RESPONDENT 

 
OPINION FILED FEBRUARY 14, 2019 

 
Upon review before the FULL COMMISSION in Little Rock, Pulaski County, 
Arkansas. 
 
Claimant appears Pro  Se. 
 
Respondents represented by the HONORABLE A. GENE WILLIAMS, 
Attorney at Law, Little Rock, Arkansas. 
 
 
Decision of Administrative Law Judge:  Affirmed and Adopted. 
 

OPINION AND ORDER 

 Claimant appeals an opinion and order of the Administrative Law 

Judge filed May 23, 2018.  In said order, the Administrative Law Judge 

made the following findings of fact and conclusions of law: 

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

2. The stipulations agreed to by the parties are accepted 
as fact. 

3. That the claimant has failed to sustain her burden of 
proof to show by a preponderance of evidence that she 
is entitled to additional medical treatment, specifically 
pain management from Doctor Michael Sopt or Doctor 
Persaud. 
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4. That the claimant has failed to sustain her burden of 
proof by a preponderance of evidence to show that she 
sustained a permanent impairment as a result of the 
injury on January 11, 2008. 

5. The issue of wage loss is reserved. 
 
 We have carefully conducted a de novo review of the entire record 

herein and it is our opinion that the Administrative Law Judge's May 23, 

2018, 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.  

 Therefore 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 
 
 
    ___________________________________ 
    CHRISTOPHER L. PALMER, Commissioner 
 

Commissioner Willhite concurs and dissents. 

CONCURRING AND DISSENTING OPINION 

  After my de novo review of the entire record, I concur in part 
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with but must respectfully dissent in part from the majority opinion.  I concur 

with the majority’s finding that the claimant has failed to prove by a 

preponderance of the evidence that the claimant has failed to sustain her 

burden of proof by a preponderance of the evidence to show that she 

sustained a permanent impairment as a result of the injury on January 11, 

2008.  However, I must dissent from the majority opinion finding that the 

claimant has failed to sustain her burden of proof to show by a 

preponderance of the evidence that she is entitled to additional medical 

treatment, specifically pain management from Doctor Michael Sopt or 

Doctor Persaud. 

Factual and Medical Background 

  The claimant, now 51 years old, sustained a compensable 

injury to her low back on January 11, 2008 when she fell out of her chair at 

work.  The claimant was first seen at Monfee Medical Clinic on January 18, 

2008.  The record from that visit noted that the claimant complained of low 

back pain at the bottom of her spine.  Dr. Ragland diagnosed the claimant 

with a bruised tailbone/low back pain and prescribed Ultram and Flexeril.   

  The claimant returned to Monfee Medical Clinic for a follow-up 

visit on January 31, 2008.  During this second visit, the claimant was 

prescribed Vicodin and Flexeril.  On March 1, 2008, Dr. Monfee referred the 

claimant to physical therapy and refilled her prescription for Hydrocodone 
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(Vicodin) and Flexeril.  The claimant returned to Dr. Monfee on March 15, 

2008, complaining that the medicine was not working for her pain.  As a 

result of this complaint, Dr. Monfee increased the strength of the 

Hydrocodone dosage from 5/500 mg to 7.5/650 mg.  On a follow up visit 

with Dr. Monfee on April 29, 2008, after going through 6 physical therapy 

visits, the claimant indicated that the therapy aggravated her back and 

caused more muscle spasms. 

  The claimant underwent a lumbar spine MRI on October 17, 

2008.  The MRI revealed the following: 

FINDINGS: 
The marrow signal is unremarkable.  Vertebral 
body heights and alignment are maintained.  
There is disc desiccation at the L4-5 level.  
There is a small central disc herniation at the L4-
5 level, but without significant canal stenosis or 
foraminal narrowing.  Remaining levels are 
unremarkable.  No abnormal signal is 
demonstrated within the spinal cord. 
 
OPINION: 
Small central disc herniation L4-5. 
 
The claimant visited Dr. Russell Allison on 
October 21, 2008 at which time she was 
assessed as having a L4-5 herniated disc.  Dr. 
Allison noted in the Plan section of his record: 
 
PLAN: She is no longer working.  She is off.  I’ve 
advised her to end her worker’s comp case and 
clear herself of maximum medical improvement 
and move on.  She states it hurts too much and 
she doesn’t want to do that.  She has asked for 
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pain management so I’ve referred her to Dr. 
Qureshi and I will see her back as needed. 
 

  The claimant saw Dr. Amir Qureshi for an initial visit on 

November 24, 2008.  Dr. Qureshi planned to perform a caudal epidural 

injection, which was performed on November 25, 2008.  The claimant 

returned to Dr. Qureshi on December 30, 2008.  Dr. Qureshi treated the 

claimant with a caudal epidural injection.  The claimant returned to Dr. 

Qureshi on March 11, 2009.  Dr. Qureshi noted in the Impression section 

lumbar disc herniation, lumbar radiculitis, and lumbar DDD.  Dr. Qureshi’s 

plan for treating the claimant was noted as follows: 

I have spoken at length with the patient.  At this 
time I will go ahead [and] refill her medication as 
patient is able to perform her Activity of daily 
livings [sic] with current regime.  I did increase 
her Hydrocodone to 10-650 Q6 PRN #120 for 
this month only.  I will also go ahead and 
proceed to scheduling an appointment for 
patient to undergo a left lumbar medial branch 
block.  ... 
 

  The April 5, 2010 medical record notes that the claimant 

indicated that nothing relieved her pain and that her pain level was a 10/10 

on that day.  Dr. Qureshi noted a plan of reducing pain and swelling, 

relaxing muscles, and increasing range of motion by utilizing electrical 

stimulation and neuromuscular re-education. 

  On June 30, 2010, the claimant was seen by Bradley G. 

Ridge, PA-C.  In Mr. Ridge’s notes, he indicated that the claimant had an 
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MRI that shows a small, posteriocentral disc herniation at L4, L5.  Mr. Ridge 

started the claimant on Lorcet, Mobic, and Zanaflex and referred her for an 

orthopedic for an evaluation. 

  The claimant saw an orthopedist, Dr. John Gee, on 

October 19, 2010.  Dr. Gee noted that a repeat MRI was needed due to her 

continuing back pain and the length of time from her previous MRI.   

  The claimant saw Dr. Mahmood Eisa, a neurologist, on 

November 23, 2010.  Dr. Eisa ordered physical therapy and a stretching 

program for the claimant. 

  On June 14, 2012 the claimant saw Dr. Michael Sopt with 

complaints of back and neck pain.  Dr. Sopt informed the claimant that he 

did provide treatment for chronic pain management and referred her to a 

physician to manage her pain. 

  The claimant had her initial visit with Dr. Gilbert Chandler at 

the Thomasville Pain Center on June 10, 2013.  The recommendations 

made by Dr. Chandler are as follows: 

1. Add in Cymbalta 60 mg every day. 
2. Refill Hydrocodone 5 mg b.i.d. 
3. She is advised to continue with ongoing 
opioid therapy. 
4. She must average a weight loss of six pounds 
per month. 
5. She was given a sample of Cymbalta 30 mg 
to initiate Cymbalta therapy. 
6. Due to the fact she has no examination 
findings that would merit any interventional 
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procedures at this time and she has failed them 
in the past, I do not feel compelled at this time to 
launch therapy with any procedural 
interventions.  I think the mainstay of her therapy 
should be a functional rehabilitation approach.  
 

  On the claimant’s September 3, 2013 visit with Melvin Gaston, 

a PA-C in Dr. Chandler’s office, Mr. Gaston noted: 

Notes:  Plan/Treatment:  Chronic low back pain, 
suspect multifactorial and affected by 
documented degenerative disk disease of the 
lumbar spine and obesity, and probable 
myofascial deconditioning.  The patient is noted 
on her visit today to have lost 6 pounds 
compared to her last visit.  She is congratulated 
on this and encouraged to continue with a diet.  I 
cautioned her on relying on Hydrocodone for 
pain relief and instead recommended that we 
increase the Tramadol from 100 mg once a day 
to b.i.d. dose of Ultram.  She denies any history 
of seizures.  The physical therapy did not 
provide any relief to her so I discussed with her 
the possibility of injections.  I have informed her 
that there was facet hypertrophy noted at the L4-
L5 level along with advanced degenerative 
changes of the disk at L4-L5.  She has been 
advised as to the risk and benefits and wishes to 
proceed with a L4-L5 facet block bilaterally. ... 
 

  On September 30, 2013 the claimant underwent lumbar intra-

articular facet therapy performed by Dr. Chandler.  Dr. Chandler also 

adjusted the claimant’s Lortab prescription to 7.5 b.i.d.  The claimant was 

seen by Crystal Dawn George, a FNP-C in Dr. Chandler’s office, on 

October 8, 2013.  Ms. George indicated she had, “[s]cheduled a bilateral SI 

joint injection for diagnostic purposes”. 
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  The claimant began receiving treatment from Dr. S. Terry 

Persaud on June 25, 2014.  During this visit, Dr. Persaud set goals of 

“minimizing the claimant’s pain and suffering, maintaining and preserving 

her function and quality of life”, making adjustments to the claimant’s 

medication regiment in an effort to attain those goals. 

  Upon reviewing the claimant’s April 8, 2018, Dr. Persaud 

noted in the medical records of the claimant’s July 22, 2014 visit that he did 

not recommend a new MRI be obtained.  However, due the claimant’s 

ongoing problems, Dr. Persaud ordered a lumbar spine MRI on October 30, 

2014.  The claimant underwent the MRI on November 17, 2014 that 

revealed the following: 

IMPRESSION:  
 1. There is disc dehydration at L4-5  
  with a small diffuse disc bulge,  
  mild hypertrophic facet disease. 
 2. L5-S1 shows slight disc   
  dehydration.  There is a small  
  diffuse disc bulge, mild facet  
  disease. 
 

  Dr. Persaud reviewed the MRI results with the claimant during 

her December 3, 2014 visit.  Dr. Persaud noted, “[a]t this time, I do not 

foresee any need for a surgical opinion”. 

  On March 25, 2015, the claimant returned to see Dr. Persaud.  

The medical records from this visit reflect that Dr. Persaud placed the 

claimant at maximum medical improvement from a pain management 
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perspective effective January 15, 2015 and noted that he had requested a 

Functional Capacity Evaluation. 

Opinion 

  An employer shall promptly provide for an injured employee 

such medical treatment as may be reasonably necessary in connection with 

the injury received by the employee.  Ark. Code Ann. §11-9-508(a).  The 

claimant bears the burden of proving that she is entitled to additional 

medical treatment.  Dalton v. Allen Eng’g Co., 66 Ark. App. 201, 989 

S.W.2d 543 (1999).  What constitutes reasonably necessary medical 

treatment is a question of fact for the Commission.  Wright Contracting Co. 

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

  Although Dr. Persaud indicated that the claimant reached 

maximum medical improvement as of January 15, 2015, he continued to 

treat the claimant, providing her with new prescription orders and refills for 

at least another 21 months.  Clearly, Dr. Persaud believed additional 

medical interventions could help the claimant and were reasonably 

necessary, as he noted the following in his medical records subsequent to 

January 15, 2015: 

  April 17, 2015:  “The treatment goals have been imparted to 

her to minimize her pain and suffering, maintain and preserve her function 

and quality of life...”  At the appointment, Dr. Persaud ordered physical 
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therapy, continued the Flexeril prescription and Lidoderm patches, and 

changed her anti-inflammatory medication to Celebrex.  In addition, he 

planned for the claimant to return in four to six weeks “for further treatment 

refinements”. 

  June 3, 2015:  “I would suggest that she continue with 

physical therapy and I’m hopeful that this would prove [sic] further benefit.”  

Dr. Persaud also continued the claimant’s prescriptions of Flexeril, 

Tramadol and Ambien based on the claimant’s report that she was 

experiencing relief from the medications. 

  August 18, 2015:  “Anti-inflammatories may prove useful given 

the underlying disease process and facet arthropathy.  I will continue with 

Relafen 500 mg. one to two p.o. q.d. with food p.r.n.  She has failed 

numerous anti-inflammatories and I believe that this may be a reasonable 

approach and I’m hopeful that she will achieve benefit.”  Dr. Persaud also 

continued the claimant on Tramadol, Flexeril, and Ambien.  In addition, Dr. 

Persaud prescribed Lidopro patches for supplemental analgesia and 

increased the claimant’s dosage of Cymbalta.   

  September 29, 2015:  Dr. Persaud continued the claimant’s 

prescription for Cymbalta, Ultra, Relafen, Ambien, Lidopro patches, and 

Flexeril, noting that the claimant had seen good benefit from this regiment 
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of medication.  Dr. Persaud noted that he planned to have the claimant 

return in 2 to 3 months for further treatment refinements. 

  November 18, 2015: Dr. Persaud continued all the claimant’s 

prescriptions except for Tramadol; he transitioned the claimant from 

Tramadol to Ultram at the request of the claimant for an extended release 

option.  January 13, 2016:  Dr. Persaud continued the claimant on the same 

medications and noted that he would reassess her in six to eight weeks.  

March 10, 2016:  Dr. Persaud discontinued the claimant’s Ambien 

prescription and transitioned her to Lunesta; renewed the Relafen, 

Cymbalta, Lidopro patches, and Ultram prescriptions.  April 28, 2016:  Dr. 

Persaud continued the claimant’s prescriptions, increasing her Lunesta 

dosage.  May 26, 2016:  Dr. Persaud discontinued Relafen at the claimant’s 

request; transitioned her from Flexeril to Zanaflex; and continued the 

prescriptions for Lunesta, Ultram, Cymbalta and Lidopro.  June 21, 2016:  

Dr. Persaud continued all the claimant’s prescriptions medications and 

planned to reassess her in four to eight weeks.  July 28, 2016:  Dr. Persaud 

prescribed Ambien, continued the claimant’s prescriptions for Zanaflex and 

Tramadol.  September 7, 2016:  Dr. Persaud continued all the claimant’s 

prescriptions medications and planned to reassess her in one month.  

October 6, 2016:  Dr. Persaud continued all the claimant’s prescriptions 

medications and planned to reassess her in one month. 
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  I find that the evidence preponderates that treatment for pain 

management is reasonable and necessary.  Clearly, the claimant was 

receiving some relief from the medication she was being prescribed.  Also, 

Dr. Persaud was “hopeful” that the treatment he was providing was moving 

the claimant toward the stated goal of “minimiz[ing] her pain and suffering, 

maintain[ing] and preserv[ing] her function and quality of life”. Therefore, I 

would grant the claimant additional medical treatment in the form of pain 

management.  To the extent that the claimant suffers from opioid 

dependency, given the lengthy prescribed use of Hydrocodone and 

Tramadol, I find that it would be appropriate for the Respondents to be 

responsible for the cost of a weaning program. 

  For the foregoing reasons, I concur in part and dissent in part 

from the majority opinion. 

 
    ___________________________________ 
    M. SCOTT WILLHITE, Commissioner 


