
BEFORE THE ARKANSAS WORKERS’ COMPENSATION COMMISSION

CLAIM NO. F200884

DELORES STROOPE, EMPLOYEE CLAIMANT

FARMERS BANK & TRUST, EMPLOYER RESPONDENT

ST. PAUL GUARDIAN INSURANCE 
COMPANY, CARRIER RESPONDENT

OPINION FILED MARCH 3, 2005

Hearing held December 14, 2004, before the Honorable Dale Douthit, Administrative Law Judge,
in Little Rock, Pulaski County, Arkansas.

Claimant represented by Mr. Gary Davis, Attorney at Law, of Little Rock, Arkansas.

Respondent represented by Mr. Guy A. Wade, Attorney at Law, of Little Rock, Arkansas.

STATEMENT OF THE CASE

On December 14, 2004, the above-captioned claim came on for a hearing in El Dorado,

Arkansas.  A prehearing conference was conducted on October 12, 2004, and a Prehearing Order

was entered that same day.  A copy of the October 12, 2004 Prehearing Order was marked as

Commission Exhibit  #1 and made a part of the record herein without objection.  At the hearing,

the parties confirmed that the stipulations, issues and respective contentions were properly set

forth in the Prehearing Order.

The parties stipulated the Arkansas Workers’ Compensation Commission has jurisdiction

of this claim; that the employment relationship existed at all relevant times, including December

10, 2001; that the claimant sustained a compensable electrical shock injury on that date, and that

she earned sufficient wages to entitle her to compensation benefits of $154.00 per week for both

temporary total disability  and permanent partial disability.  The parties further stipulated the
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respondents have paid various medical and indemnity benefits, including a four percent (4%)

permanent impairment assigned by Dr. Barry Baskin on August 18, 2003; and that respondents

have controverted medical benefits beyond those previously paid.

The parties agreed the primary issue to be presented for determination concerns

respondents’ responsibility for various medical expenses.

The claimant contended she incurred various medical treatment and expenses from

authorized treating physicians, a portion of which are outstanding, and some of which have been

paid by a third-party provider and/or the claimant; that the respondents should be held

responsible for all such medical, and that a controverted attorney’s fee should attach to any

benefits awarded.

The respondents contended that the disputed medical bills are unrelated to the

compensable injury, and are the result of a pre-existing physical problem, rather than the

December 10, 2001 injury.

FINDINGS  OF  FACT  AND  CONCLUSIONS  OF  LAW

After reviewing the record as a whole, to include medical reports, documents and other

matters properly before the Commission, and having had an opportunity to hear the testimony of

the witness and to observe her demeanor, the following findings of fact and conclusions of law

are hereby made in accordance with A.C.A. §11-9-704.

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

2) The stipulations agreed to by the parties are reasonable and are hereby accepted as
fact.
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3) The claimant has proven by a preponderance of the evidence her medical
treatment related to the compensable injury was reasonably necessary up to
August 18, 2003.

4) The claimant has failed to prove by a preponderance of the evidence her medical
treatment after August 18, 2003 was reasonably necessary.

DISCUSSION

1.  History

The claimant was a teller for Framers Bank & Trust Company on December 10, 2001. 

She sustained a compensable injury when she was electrocuted while attempting to plug in a

heater to a 110 volt outlet.  The claimant testified at the Full Hearing regarding the accident as

follows:

A. I was plugging in a heater that was given to us in all the teller windows at the drive-in. 

I was plugging it in and when I did, the cord came out.  I took the direct injury into my

left hand and through my body.  There was an explosion, a fire.  The next thing I

remember is I’m standing by a computer in the back.  (T Pg. 10, Ln. 11-16)

Shortly after the accident, the claimant drove to her husbands place of work and

subsequently, the same day, her husband drove her to see Dr. John Alexander.  Dr. Alexander

examined the claimant the day of the injury and noted a superficial burn to her hand. (CX 1, Pg.

1) On December 11, 2001, Dr. Alexander again examined the claimant and noted the burn wound

was gone and only a couple of red dots were present where there was injury the day before. (CX

1, Pg. 2)  On December 14, 2001, the claimant again saw Dr. Alexander who noted the claimant

was complaining of muscle cramping.  Dr. Alexander also noted on December 14, 2001 the

claimant had been crying because she “became upset with this happening.” (CX 1, Pg. 4) Dr.



Stroope, Delores/F200884

4

Alexander noted on December 21, 2001 that the claimant is “ noticeably distressed and depressed

and upset because of her injury and lack of being able to get around”; and further noted her

complaint of “pains in her legs, shoulders and some spasm type discomfort.”  (CX 1, Pg. 7)

On January 4, 2002, Dr. Alexander made the following findings:

She is back today for follow-up of tired, fatigue, sleepy, shock.  She is
emotional.  She tried to go to work and just could not do it, just gives out
quickly.  She is very emotional.  She tears up quite easily.  Not having too
much in the way of pain, she just states she cannot do anything.  On exam she
is obviously tearful.  She is not suicidal and admits that she is not suicidal. 
No real specific focal tenderness or weakness noted anywhere.  Neurologic
and reflexes are all good.  Gait is basically normal but she is slow moving.

At that time Dr. Alexander also stated his impression of generalized depressive disorder

secondary to the electrical shock injury with generalized muscle fatigue.

Dr. Alexander ordered a CT and EEG, which was conducted on the claimant.  The CT

Scan of the head resulted the following radiology report:

“Skull base, sinuses, orbits and skull did not demonstrate any unusual
findings.  The brain and ventricular system were normal in appearance. 

 Impression: There were no bony abnormalities identified in the brain and
there was no evidence for a mass lesion, intracerebral bleed or an infarct of
the brain substance.”  (CX 1, Pg.21)

The EEG report dated 1/10/02 revealed the following impression:

 “This is a normal awake and drowsy EEG.”    

Dr. Lee Archer made the following note in his 1/18/02 report: 

“During the EEG she was asked to hyperventilate, and she had another 
episode of ‘jerking’  but not (sic) epileptiform activity was seen on the 
EEG.  I told her that this is very reassuring, that those episodes were not 
epileptic.  ” (CX 1, Pg. 29)
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The claimant went back to Dr. Alexander on 3/1/02 and he made the following notes:

 “She reports that she received a call from Workman’s Comp and they told her that 
her doctor in Little Rock has told them that she can go back to work.  This got her 
so upset that now she feels she has gone backwards and she cannot hardly do anything. 
She is sitting around crying and she feels weak and hurts terribly.

IMPRESSION: I think as a whole from her electrocution injury she is generally
neuromuscularly improved.  I think there is still some significant component of
depressive disorder with this that is currently not resolved.”  (CX 1, Pg. 33)

Dr. Alexander released the claimant to return to work on 3/2/02. (CX 1, Pg. 35).  On April 16, 2002,

Dr. Alexander again examined the claimant and stated the following: 

“She is doing very poorly.  She is quite emotional, tearful and moves slowly. 
She has aches and pains and states she just hurts from head to toe and cannot hardly
make it.  Neurologically everything to me appears grossly intact.  She is tender with
movement of any joint.  She is extremely emotional and obviously depressed and
upset.”  (CX 1, Pg. 36)

The claimant went to a neurologist, Dr. Reginald Rutherford, on April 23, 2002.  Dr. Rutherford

ordered further diagnostic testing in the form of MRI imaging of the brain and cervical spinal cord, a

total body bone scan and EMG/Nerve Conduction Study all four limbs.   Dr. Rutherford believed that

further diagnostic testing would ascertain whether or not physical injury had occurred relating to her

shock injury.  Subsequently, on April 30, 2002, the claimant submitted to the further diagnostic testing

ordered by Dr. Rutherford.

The MRI of the cervical spine revealed the following impression:

 “Very small central protrusion at C3-4 causing very mild central canal stenosis
and no cord compression.  Otherwise unremarkable MRI of the cervical spine.”  
(Emphasis added.)  (CX 1, Pg. 41)

The MRI of the brain conducted on April 30, 2002 revealed the following findings.
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“MR Findings: The ventricles and sulci are within normal limits for age.  The basal
cisterns and pituitary gland are unremarkable.  The corpus callosum, basal ganglia,
and thalami are within normal limits.  Two or 3 tiny foci of increased T2 signal
intensity can be identified in the supratentorial white matter bilaterally, with no
evidence for enhancement after administration of gadolinium.  These are adjacent
to the anterior horns of each lateral ventricle, and are entirely nonspecific.  This is
most likely related to small vessel ischemic disease, however, an early
demyelinating process cannot be excluded.” (CX 1, Pg. 42)

Additionally, on April 30, 2002, the Nerve Conduction Studies on all four extremities was completed. 

Dr. Rutherford stated the following in relation to those studies.

“The Nerve Conduction Study and needle examination are normal.  There is no
evidence of injury or abnormality of the peripheral nervous system referable to
Ms. Stroope’s history of electric shock injury.(Emphasis added.)   (CX 1, Pg. 45) 

Dr. Rutherford saw the claimant in clinical follow-up on April 30, 2002, and stated: 

 “Her MRI study of the cervical spine is normal other than demonstrating minimal
degenerative change.  MRI study of the brain demonstrates several small foci of UBO
without enhancement which is without clinical consequence.  Ms. Stroope underwent
electrodiagnostic testing all four limbs which as well has proven normal. .... I would
consider stress related phenomenon to be playing a large if not predominant role.
(Emphasis added)  (CX 1,  Pg. 46)

Dr.Alexander saw claimant on June 10, 2002, regarding a panic attack situation.  He indicated

“probable post traumatic stress disorder symptomatology.”  (CX 1, Pg. 50)

Due to Drs. Rutherford and Alexander attaching claimant’s condition to stress disorder, the

claimant went to Dr. Judy Johnson, a clinical psychologist.  Dr. Johnson administered the following tests. 

Wonderlic Inventory, Wahler Physical Symptoms Inventory, Beck Depression Scale, Social History

Inventory, and Minnesota Multiphasic Personality Inventory-2 (MMPI-2).  After the series of tests, Dr.

Johnson stated the following:

“She is showing significant depression and anxiety with an over-focus on her
psychological functioning, extreme excitability, and a strong tendency to convert



Stroope, Delores/F200884

7

physiologic or psychological discomfort into physical symptoms.” (Emphasis
added.)  (CX 1, Pg. 54)

Dr. Rutherford saw the claimant on June 26, 2002, and felt  Dr. Johnson’s assessment clearly

outlined the claimant’s problems.  (CX 1, Pg. 55) Again, on July 22, 2002, Dr. Rutherford saw the

claimant and opined “depression and anxiety remain operant.”  On August 19, 2002, Dr. Rutherford again

examined the claimant and felt she was making progress with treatment from the clinical psychologist,

Dr. Johnson.  In fact, Dr. Rutherford noted Dr. Johnson “reports 50% improvement.”  (CX 1, Pg. 57)  On

September 16, 2002, Dr. Rutherford stated “I have received a note from Dr. Johnson who believes that

Ms. Stroope will be at maximum medical improvement and return to work effective October 8, 2002.”

(CX 1, Pg. 58)

After going back to work around the beginning of October, 2002, the claimant went to see Dr.

Rutherford again on November 4, 2002.  Dr. Rutherford stated the following:

 “She has been back to work for approximately one month and is doing reasonably
well.  She continues to report residual pain.  I have no explanation to provide Ms.
Stroope as to why she remains symptomatic...”  (Emphasis added.) (CX 1, Pg. 60)

 Dr. Rutherford saw the claimant on follow-up on January 27, 2003, and stated the following:

 “She was reminded that at an earlier point when being evaluated at UAMS she had a
nonepileptic seizure.  This is a clear manifestation of stress related symptomatology. 
This is borne out by her investigations to date including neuropsychological testing. 
Ms. Stroope does not appear to appreciate ths component of her situation or be
accepting of what role stress is playing in her physical complaints.”  (Emphasis added.)
(CX 1, Pg. 63) 

The claimant requested to be seen by a doctor other than Dr. Rutherford and on April 30, 2003,

she was seen by Dr. Barry Baskin.  After continuing with psychotherapy with Dr. Johnson, and receiving

an examination by Dr. Baskin, the claimant reported to Magnolia Hospital Emergency Room with



Stroope, Delores/F200884

8

complaints of pain over the right side of her body.  On May 8, 2003 another CT of the head was

conducted and came back normal according to the radiology report. (CX 1, Pg. 84).

Dr. Baskin then referred her for more Neuropsychological testing with a MMPI to provide

information regarding cognitive status and emotional status.  She was sent to Dr. A. J. Zolten for the

MMPI.  Dr. Zolten went on to say : 

“this patient has chronic sleep disturbance with sleep apnea possibly and she might
benefit from an evaluation and treatment for this even though this is not likely to be
injury related.” CX 1, Pg. 92)

After receiving Dr. Zoltan’s report, Dr. Baskin met with the claimant on August 18, 2003.  At that

time Dr. Baskin advised the claimant of the recommended sleep study which she refused. (CX 1, Pg. 94) 

At that time, Dr. Baskin found the claimant to be at MMI and assigned a 4% permanent impairment

rating.  Dr. Baskin stated he had nothing further to offer the claimant and referred her back to her primary

physician for pain management and physical therapy.

On October 28, 2005, the claimant went to see Dr. Julia  McKay for a third opinion.  Dr. McKay’s

October 28, 2003 report states the following:

 “She is here for a second opinion.  Ms. Stroope states that Dr. Baskin gave her a 4%
disability rating and she feels like she deserve more.”  (CX 1, Pg. 99)

For over a year the claimant went to Dr. McKay who reportedly diagnosed her with Fibromyalgia. 

During this period of time the claimant continued physical therapy and pain management via medication.

Finally, after more than a year of treatment with Dr. McKay, Dr. Mckay opined that the claimant

might be worsening her pain syndrome due to possible obstructive sleep apnea, and wanted to arrange for

a sleep study.  (CX 1, Pg. 146) Ironically, that was the same recommendation from Dr. Zolten and Dr.
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Baskin nearly one and one-half years earlier, which the claimant refused.

The claimant testified on 12/10/04  that she experiences sharp, stabbing, numbing pain in her legs,

upper back, shoulders and neck.  She testified she still experiences these types of pain 24 hours a day.  (T.

Pg 13, Lns 14-16)

ADJUDICATION

An employer must promptly provide such medical treatment as may be reasonably necessary in

connection with the injury received by the employee. A.C.A. §11-9-508(a).  The claimant must prove by

a preponderance of the evidence that she is entitled to additional medical treatment.  Morrow v. Mulbery

Lumber Co, 5 Ark. App. 260, 635 SW 2d 283 (1982).  What constitutes reasonable necessary medical

treatment is a question of fact for the Commission.  Wright Construction v. Randell, 12 Ark. App. 358,

676 SW 2d 750 (1984).  Upon reviewing all the facts presented in this case, the claimant has failed to

prove by a preponderance of the evidence any reasonable necessity for much of the medical treatment

requested.

As stated previously in this opinion, many of the physicians who treated the claimant opined the

following in their diagnosis: “symptom magnification or exaggeration; stress phenomenon and pseudo

seizures.”   In this examiner’s opinion, the repeated diagnosis of post traumatic stress type syndrome may

be the most accurate.  Nearly every physician who treated the claimant noted obvious depression and

anxiety.  The respondent alleges these symptoms pre-dated the injury and questioned the claimant about

her prior prescription for Prozac.  (T. Pg. 35)

Q. Okay.  So Dr. Archer who saw you at UAMS, his evaluation report is incorrect when it

says you had had depression and been treated for it before?
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A. I assume so, because Dr. Roberts is the physician who prescribed it and in his reports it

says for weight loss.

Q. Okay.  He prescribed Prozac for weight loss?

A. At that point in time it was being used for weight loss. 

Although the claimant denied any previous symptoms of depression, or related problems, Dr. Archer

noted in his January 18, 2002 report that the claimant’s past medical history “....is significant for some

situational depression....for which she took Prozac for about six months with good benefit.”  (CX1, Pg.

30).  Further, Psychotherapist, Dr. J. J. Zolten, noted in his June 25, 2003 exam that the claimant self

reported that the Prozac prescribed to her pre-injury “had no effect except to make her more empathetic.” 

Dr. Zolten noted her background included “pre-existing nervousness for which she has treated with

Prozac.” (CX 1, Pg. 88).  These contradictions cause this examiner two problems.  First, it raises a

credibility problem with the claimant and second, causes concern as to the ability of any physician to treat

the claimant if her self-reporting comes into question.

When reviewing the medical records submitted at the full hearing, one can’t help but notice the

questions raised concerning the claimant’s alleged symptoms.  On January 18, 2002, Dr. Lee Archer

produced a report concerning the claimant’s EEG at UAMS and described it as follows: “During EEG,

she was asked to hyperventilate, and she had another episode of ‘jerky’ but not (sic) epileptform activity

was seen on the EEG.” (CS 1, Pg. 29) Dr. Rutherford referred to this event as a “clear manifestation of

stress related symptomatology.”  (CX 1, Pg. 63).  Clinical Psychologist, Dr. Judy Johnson, conducted a

variety of tests on the claimant and found “a much greater focus on physiological symptoms of depression

as compared to affecture or cognitive.  This pattern is often viewed as consistent with symptom
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magnification or exaggeration.” (CX 1, Pg. 54)

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 Walters Homes and Travelers, Inc. v.

Beard, 82 Ark. App 607, 120 SW 3d 160 (2003).  Questions of credibility and the weight and sufficiency

to be given evidence as matters within the province of the Commission, Swift Eckrich, Inc. v. Brock, 63

Ark. App. 188, 974 SW 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.  Arnold v. Tyson Foods, Inc., 64 Ark. App. 245, 983 SW 2d 444 (1998).  It is well established 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 SW 2d 151 (1991).

In this case, Dr. Barry Baskin found the claimant to have reached MMI on August 18, 2003. (CX

1, Pg. 94).  Subsequently, she was diagnosed with fibromyalgia.  Dorland’s 29th Edition Illustrated

Medical Dictionary defines fibromyalgia as “pain and stiffness in the muscles and joints.  This is either

diffuse or has multiple trigger points.”  Interestingly, fibromyalgia was not defined in the 28th Edition of

Dorlands Medical Dictionary.  This generalized type of pain does not square with the nerve conduction

studies, EEGs and MRIs as noted by Dr. Barry Baskin in his April 30, 2003 report.  “She has had normal

nerve conduction studies, normal EEG and unremarkable MRIs.”  (CX 1, Pg. 77).  After seeing Dr.

Baskin, the claimant went to Dr. McKay who did more nerve conduction studies which all came back

normal.  (CX 1, Pg. 103-108)  In light of all the studies, Dr. Rutherford opined the following with regard

to claimant’s pain: “she continues to report residual pain.  I have no explanation to provide Ms. Stroope
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as to why she remains symptomatic in this sphere.”  (CX 1, Pg. 60)

After several physicians pointed to psychological reasons for the claimant’s pain, Dr. A. J. Zolten

offered another possibility.  “The patient has chronic sleep disturbance with sleep apnea possible and she

might benefit from an evaluation and treatment for this even though this is not likely to be injury related.” 

(CX 1, Pg. 92).  After reviewing Dr. Zolten’s report, Dr. Baskin recommended a sleep study, but the

claimant refused.  (CX 1, Pg. 94). 

After refusing further treatment from Dr. Baskin with the sleep study, the claimant went to Dr.

McKay for a second opinion.  Dr. McKay ordered more nerve conduction studies, which came back

normal as well.  Then, after nearly a year and one-half, Dr. McKay opined that her pain syndrome might

be related to possible obstructive sleep apnea and wanted to arrange for the same study the claimant had

denied over a year ago. (CX 1, Pg. 146).

All indications from the medical evidence presented shows the claimant’s problems to be related

to depression, anxiety, or sleep apnea, especially when taking into account the various nerve conduction

studies, EEGs & MRIs.  The claimant underwent considerable psychotherapy with Dr. Johnson and on

October 8, 2002, Dr. Johnson found her to have reached MMI. (ICX 1, Pg. 58)

The claimant has failed to prove by a preponderance of the evidence any entitlement to additional

medical benefits beyond August 18, 2003.  At that point in time, Dr. Barry Baskin found her to have

reached MMI, and referred her to her family doctor for pain management and physical therapy.  This

Court recognizes the treatment intended to reduce or enable a claimant to cope with chronic pain

attributed to a compensable injury may constitute reasonably necessary medical treatment within the

meaning of A.C.A. §11-9-508.   Beth Chronister v. La Vaca Vault, Full Commission Opinion filed
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6/20/91 (D704562).  However, in this case the claimant’s credibility and episodes of “pseudo seizures”

give rise to serious doubts regarding the claimant’s credibility.  Given the medical evidence, diagnostic

testing, and claimant’s testimony, I find the claimant has failed to get over the “by a preponderance of the

evidence” threshold.  Regarding medical treatment after August 18, 2003.  This examiner did strongly

consider whether the treatment from Dr. Garlapati was reasonably necessary concerning her back;

however, the claimant’s attorney indicated they were not asking treatment related to claimant’s back, only

for bodily experienced muscle spasms.  (T. Pg. 53, Ln. 11-19):

Mr. Davis: We are not asking for treatment of a bulging disc in the lower back.  We are 

asking for treatment of bodily experienced muscle spasms in particular.  Whether or not 

there is compression of the nerve root by a bulging disc is irrelevant to that issue when

considering the type of injury involved here, which is an electrical shock injury.

With claimant requesting treatment for bodily experienced muscle spasms and fibromyalgia, this Court

cannot dismiss the overwhelming medical evidence that points to the claimant’s condition being

psychological.  I did not find the claimant’s testimony regarding her pre-injury psychological treatments

to be credible when coupled with the medical reports.  When determining whether her severe “pain”

problems require future medical attention, one must look at all the facts; and in this case, the facts do not

preponderate the claimant’s favor.

AWARD

The claimant has proven by a preponderance of the evidence her medical treatment relates to the

12/10/01 compensable injury and was reasonably necessary through August 18, 2003.
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The claimant has not proven by a preponderance of the evidence that she is entitled to additional

medical treatment after August 18, 2003.

Since any medical treatment to which she would be entitled reimbursement occurred between

12/10/01 and 8/18/03, no attorney fees would attach.

IT IS SO ORDERED.

______________________________________
DALE DOUTHIT
Administrative Law Judge


