
BEFORE THE ARKANSAS WORKERS' COMPENSATION COMMISSION

CLAIM NO. F003542
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RISK MANAGEMENT RESOURCES (TPA),
INSURANCE CARRIER RESPONDENT
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Hearing before Administrative Law Judge Cynthia Estes Rogers on June 25, 2004, in Pine
Bluff, Jefferson County, Arkansas.

Claimant represented by Mr. Philip M. Wilson, Attorney at Law, Little Rock, Arkansas.

Respondents represented by Mr. Michael J. Dennis, Attorney at Law, Pine Bluff, Arkansas.

A hearing was held on June 25, 2004, to determine the compensability of claimant’s

alleged carpal tunnel syndrome filed herein.  

The parties stipulated to the existence of the employee-employer-carrier relationship

on March 8, 2000, at which time claimant suffered a compensable injury resulting in ulnar

tunnel syndrome.  It was further stipulated that the claimant’s earnings were sufficient to

entitle him to weekly indemnity benefits of $103.00 for temporary total disability and that

some benefits have been paid.     

Claimant contends that he has sustained carpal tunnel syndrome in the right wrist, as

a result of his work injury of March 8, 2000, and that he is entitled to the 3 percent

impairment rating given to him by Dr. Peeples in regard to the right carpal tunnel syndrome.
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 Respondents controvert this claim, contending that the claimant’s alleged carpal

tunnel syndrome is not related to his work injury and that claimant is ineligible for benefits

for treatment from Dr. Peeples for the carpal tunnel syndrome. 

STATEMENT OF THE CASE

The claimant in this case is presently a seventy-year-old man who began working for

respondent employer after he had retired from a twenty-five-year job as a field mechanic for

a farming company.  Claimant had an accident on March 8, 2000, while working as a van

driver and food deliverer for respondent employer.  Claimant received a stretch or pull  injury

causing pain initially to his neck, shoulder, arm, and upper extremity, and later to his elbow,

wrist, and hand on the right side, as he was moving a large, heavy cooler full of milk cartons

off of a shelf, when the cooler slipped and pulled his right arm.  

Respondents admit that claimant suffered an elbow injury, resulting in ulnar tunnel

syndrome.  Claimant contends that he also injured his right wrist, thereby suffering carpal

tunnel syndrome, as well.  Respondents assert that the diagnosis of carpal tunnel syndrome

is too remote in time, and that that, coupled with other causative factors, including his age

and lifetime of employment as a field mechanic were the actual cause of any diagnosed

carpal tunnel syndrome.  Claimant ultimately had surgery on both his right elbow and wrist

on August 26, 2002.

Claimant is left-handed and testified that, prior to this accident, he had never been

treated for or had problems with his right elbow or wrist.  Stuttgart Medical Clinic notes

from March 17, 2000, indicate that claimant was complaining of swelling and pain in his
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right wrist less than ten days after the work-related injury.  The notes state:  “He tells me that

the arm was swollen from the wrist to the elbow yesterday but is not today.”

Notes from the clinic on April 10, 2000, state:  “There is some discomfort in the wrist

and forearm area that he relates to when there was swelling of the forearm several days after

the injury.”  The notes go on to state that claimant would be referred to Dr. Herbert Hahn for

a second opinion.  Dr. Hahn ordered an MRI of claimant’s shoulder and cervical spine.

Claimant then had shoulder injections, as well as local trigger point injections with partial

benefit only.  After performing a nerve conduction test, ordered by Dr. Hahn, Dr. Yeshwant

Reddy opined, on August 31, 2000, that claimant had underlying cervical degenerative disk

disease but that his right arm symptomatology had been aggravated by the work-related

accident.  He recommended electrodiagnostic evaluation if there was no improvement in the

future with claimant’s arm pain.  

After seeing several doctors, taking several different pain prescriptions and

submitting to various injections and tests, including  electrodiagnostic evaluations during the

first few months following the injury, claimant was finally diagnosed by Dr. Reddy on

November 28, 2000, as having underlying multilevel degenerative disk disease in the cervical

spine causing right radiculopathy, and right shoulder adhesive capsulitis.  In an addendum

to Dr. Reddy’s notes of November 28, 2000, he opined: “I see atrophy of the first dorsal

interossei in his right hand.  We have to rule out C8 radiculopathy as well.”  

On February 2, 2001, Dr. Reddy opined:

[Claimant’s] symptoms are not improving with the
conventional treatment.  He had two cervical epidural steroid
injections with no relief.  EMG revealed chronic right C8
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radiculopathy.  MRI is indicative of multilevel cervical
degenerative disk disease with multi-foraminal narrowing.  

At this point I do not have any further suggestions.  Mr. Scott
is willing to obtain a second opinion.  We will provide all of
our records for his second opinion pursuit.  I have not made
any further appointment to see Mr. Scott.  

[Emphasis added.]

Claimant returned to Dr. Hahn, whose notes of March 26, 2001, reflect that claimant

was still having problems with grip strength in his right hand and that he “complains of a

deep tooth ache pain from his elbow to hand.”  Dr. Hahn referred claimant to Dr. Scott

Schlesinger for a neurosurgical consultation on March 29, 2001.               

After evaluating claimant on April 9, 2001, and noting how “complex” and “difficult

and challenging” claimant’s case was and that claimant was still suffering, Dr. Schlesinger

oddly enough released claimant to light duty on April 19, 2001.  Claimant, however, returned

to Dr. Hahn in February of 2002, complaining of continued pain and numbness in his right

hand.  Dr. Hahn then ordered another nerve conduction test, which was performed by Dr.

David Miles, rather than Dr. Reddy, who had performed the first.  This test indicated carpal

tunnel syndrome on the right and ulnar nerve compression on the right medial epicondyle

area.  No evidence of proximal muscles or cervical nerve root was noted by Dr. Miles.  

Dr. Hahn then officially diagnosed claimant with having carpal tunnel syndrome on

the right, as well as ulnar nerve palsy, on June 17, 2002.  Dr. Hahn asked Dr. Peeples to

evaluate claimant.  Dr. Peeples evaluated claimant and ultimately performed surgery on his

right elbow and wrist on August 26, 2002.  Dr. Peeples then issued his impairment rating in

a letter opinion dated May 6, 2003, which states:
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I have [been] asked to provide a permanent impairment rating
regarding Harold Scott.  My comments are solely related to
my treatment of his upper extremity condition which resulted
in right carpal tunnel release and transposition of the ulnar
nerve at the elbow anteriorly to the medial epicondyle.  The
patient has made a good recovery.  However, due to the
anatomic changes of the hand and elbow related to surgery, it
is my opinion that the patient has a total of 7% impairment to
the upper extremity, 3% attributable to the carpal tunnel
release and 4% attributable to the ulnar nerve transposition.
    

[Emphasis added.]

Dr. Hahn explained in his deposition of June 1, 2003, which is marked as Joint

Exhibit 2 in the record, that the reason his diagnosis of claimant’s carpal tunnel syndrome

was so long in coming was because claimant had initially presented, in April of 2000, with

pain in his upper extremity, mainly his shoulder and neck, and had complained of being hurt

in such a way that originally made Dr. Hahn believe he might have dislocated his shoulder

or torn his rotator cuff.  However, because claimant had experienced a pulling or stretching

injury, rather than an injury from being struck in the shoulder, and because the focus of the

inquiry and the interventional treatment had moved over time down claimant’s arm from his

shoulder and neck areas to his elbow and wrist, due to claimant continuing to be

symptomatic, it later became apparent that another nerve conduction test should be

performed, which then produced differing results from the first.  

When questioned by counsel for respondents at his deposition on June 1, 2004, Dr.

Hahn testified as follows:

[M]y 50 percent best opinion, the way he got
hurt, what his symptoms were, go along with
the process that he ended up being treated for.
This study itself is not sensitive enough to
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have necessarily negated it at the time that it
looks very negative.

Q: Was there anything different about the later, positive
test?  I mean, did it have better equipment or anything,
or anything that you would distinguish the later,
positive test as being a better test than this test that
was done in January of 2001?

A: Well, from the standpoint of confidence in making a
recommendation to a patient, I have not had any
negative experience with Dr. Reddy.  And this a bit of
an arty test.  This takes experience and skill to do well
and to interpret.  

Q: Do you know enough about Dr. Reddy - - 

A: Well, I know enough about Dr. Reddy that when they
ask me would it be all right if he did the study, that I
said that’s fine.  Okay?  So I was - - I’m not - - but
I’ve known Dr. David Miles, who did the second one,
ever since I’ve been in practice.  So it isn’t that I don’t
have confidence in the first; it’s that I have greater
confidence, from personal experience, in the second.

The other thing is, that this one also - - Dr. Miles
didn’t detect any C8 radicular findings, and this one
suggest - - the first one suggested there were problems
up in the neck.  And the second one suggested that
there were problems at the elbow and at the wrist.

And I will say the wrist findings were the strongest,
and I didn’t find, really, carpal tunnel syndrome to be
a profound part of his clinical syndrome.  Clinically,
he had either the C8 at the neck, or the ulnar nerve at
the elbow, and that was soft on both of them.  The
carpal tunnel showed up the best.  

  
He went on later to testify, when questioned by claimant’s attorney:

Q: . . . But based on the history that you have, and the
tests that you’ve done - - and they were objective tests
that showed carpal tunnel in one extremity, right?
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A: Yes, that’s correct.

Q: Based on the history you have, I believe you authored
a letter to me indicating you thought the major cause,
more than 50 percent of this carpal tunnel was, in
fact, by the history that you have of his work-related
stretch accident; is that right?

A: Yes.

Q: And you say that’s your opinion within a reasonable
degree of medical certainty?

A: Yes.

[Emphasis added.]  Dr. Hahn then went on to state that he would defer to Dr. Peeples’s

impairment rating given to claimant.  

FINDINGS OF FACT

1.  Claimant has proven, by a preponderance of the evidence, that his right carpal

tunnel syndrome complaints are a result of his March 8, 2000, work-related injury, within

a reasonable degree of medical certainty. 

2.  Claimant is entitled to treatment, both past and future, for complaints associated

with his right carpal tunnel syndrome. 

3.  Claimant is entitled to a 3 percent impairment rating in regard to his right carpal

tunnel syndrome, pursuant to Dr. Peeples’s letter opinion of May 6, 2003.  

3.  Respondents have controverted the impairment rating and all benefits associated

with treatment for claimant’s right carpal tunnel syndrome.
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DISCUSSION

Carpal tunnel syndrome is both compensable and falls within the definition of rapid

repetitive motion; and, therefore, proof of rapid and repetitive motion by a claimant is not

required.  Kildow v. Baldwin Piano, 333 Ark. 335, 969 S.W.2d 190 (1998).  However, a

claimant is not relieved of his burden of establishing a causal connection between the injury

complained of and the employment.  Crudup v. Regal Ware, Inc., 341 Ark. 804, 20 S.W.3d

900 (2000).  

To sustain a claim for compensation for carpal tunnel syndrome, a claimant is not

required to prove that the syndrome was caused by rapid and repetitive motion, but he or she

must prove the following by a preponderance of the evidence:

(1) that the injury arose out of and in the course of his employment; 

(2) that the injury caused internal or external physical harm to the body that required

medical services or resulted in disability or death; and 

(3) that the injury was a major cause of the disability or need for treatment.  

See Ark Code Ann. § 11-9-102(4)(A)(ii)(a) and 11-9-102(4)(E)(ii); Crudup v. Regal Ware,

Inc., supra; Stevenson v. Frolic Footwear, 70 Ark. App. 383, 20 S.W.3d 413 (2000); Kildow

v. Baldwin Piano, supra.  

Finally, a compensable injury must be established by medical evidence supported by

objective findings.  Ark. Code Ann. § 11-9-102(4)(D); Crudup v. Regal Ware, Inc., supra;

Kildow v. Baldwin Piano, supra.  Objective findings are those that cannot come under the

voluntary control of the claimant.  Ark. Code Ann. § 11-9-102(16)(A)(i).  Medical opinions

addressing compensability must be stated within a reasonable degree of medical certainty.
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Ark. Code Ann. § 11-9-102(16)(B); Smith-Blair, Inc. v. Jones, 77 Ark. App. 273, 72 S.W.3d

560 (2002).  Speculation and conjecture cannot substitute for credible evidence.  Id.  Further,

the Commission has the authority to accept or reject medical opinions, and its resolution of

the medical evidence has the force and effect of a jury verdict.  Jim Walter Homes Travelers

Ins. v. Beard, 82 Ark. App. 607, 120 S.W.3d 160 (2003). 

Questions of credibility and the weight and sufficiency to be given evidence are

matters within the province of the Commission.  See Smith-Blair, Inc. v. Jones, supra;

Swift-Eckrich, Inc. v. Brock, 63 Ark. App. 188, 975 S.W.2d 857 (1998).  The Commission

is not required to believe the testimony of the claimant or any other witness, but may accept

and translate into findings of fact only those portions of the testimony it deems worthy of

belief.  Smith-Blair, Inc. v. Jones, supra; Arnold v. Tyson Foods, Inc., 64 Ark. App. 245, 983

S.W.2d 444 (1998).  Furthermore, it is well established that it is within the Commission's

province to weigh all the medical evidence and to determine what is most credible.

Minnesota Mining & Mfg. v. Baker, 337 Ark. 94, 989 S.W.2d 151 (1999).  The Commission

is entitled to review the basis for a doctor's opinion in deciding the weight and credibility of

the opinion and medical evidence.  Smith-Blair, Inc. v. Jones, supra; Maverick Transp. v.

Buzzard, 69 Ark. App. 128, 10 S.W.3d 467 (2000). 

Throughout all of claimant’s treatment and evaluation over a two-year-plus period,

claimant consistently and forthrightly complained of problems with his right arm, including

pain and numbness from his elbow to his right hand and loss of grip strength in that hand.

The doctors’ focus remained primarily on his shoulder and neck areas and his degenerative

problems existing there.  However, each doctor noted that claimant was simply not
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improving and was continuing to have unexplained problems; they labeled his case as “very

complex.”  

It was not until June of 2002, when Dr. Hahn ordered further tests to be conducted

by Dr. Miles that it was discovered that claimant’s problems were actually carpal tunnel and

ulnar tunnel syndrome.  Dr. Hahn referred claimant to Dr. Peeples for evaluation, and Dr.

Peeples performed surgery on claimant’s right elbow and wrist and issued his impairment

ratings.  

Dr. Hahn’s explanation in his deposition of the reason for the delay in proper

diagnosis is believable and compelling.  Claimant should not suffer the consequences of his

doctors’ failure to timely and properly diagnose his condition, when claimant simply

followed all of his doctors orders and advice from the outset and consistently reported his

problems to them as he went along.   Respondents’ argument that claimant’s ulnar tunnel

syndrome is compensable, while his carpal tunnel is not, is simply questionable and

unreasonable, in this examiner’s opinion, particularly since surgery for both problems was

performed at the same time.

Additionally, the ultimate diagnosis was carpal tunnel in a single extremity, the right.

Claimant is left-hand dominant.  Therefore, respondents’ insistence that claimant’s carpal

tunnel must be related to his long-standing work history as a field mechanic is not

compelling, since it would be most common for an individual that has a hand-intensive job,

along with rapid and repetitive movement with both hands (as described by respondents) to

suffer carpal tunnel bilaterally, and not just in a single extremity, as in this case.
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Finally, Dr. Hahn’s letter opinion to claimant’s attorney of December 23, 2003,

indicated that he believed the major cause, more than 50 percent of claimant’s carpal tunnel

was, in fact, as a result of claimant’s work-related stretch accident.  Dr. Hahn testified that

his opinion was given within a reasonable degree of medical certainty.  Dr. Hahn testified

that he defers to Dr. Peeples’s opinion as to the impairment rating of 3 percent attributable

to the carpal tunnel release.    

In this examiner’s opinion, claimant has proven, by a preponderance of the evidence,

that his right carpal tunnel syndrome complaints are a result of his March 8, 2000, work-

related injury, within a reasonable degree of medical certainty.           

AWARD

Respondents are directed to pay the claimant benefits in accordance with the findings

of fact above.  

Respondents are directed to pay past and future reasonable, necessary, and related

medical expenses the claimant has and may incur as a result of his compensable injury.  

Respondents are directed to pay the claimant’s attorney, Mr. Philip Wilson, the

maximum attorney’s fee on this award pursuant to Ark. Code Ann. § 11-9-715.  

IT IS SO ORDERED.

____________________________________
CYNTHIA ESTES ROGERS
Administrative Law Judge


