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STATEMENT OF THE CASE

A hearing was conducted in the above-styled claim to determine the claimant’s

entitlement to workers’s compensation benefits.

On January 24, 2006, a pre-hearing conference was conducted in this claim, from which a

Pre-hearing Order of the same date was filed.  The Pre-hearing Order reflects stipulations entered

by the parties, the issues to be addressed during the course of the hearing, and the parties’s

contentions relative to same.  The Pre-hearing Order is herein designated a part of the record as

Commission Exhibit #1.

The testimony of Edith A. Shields, the claimant, coupled with medical reports and other
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documents comprise the record in this claim.

DISCUSSION

Edith Alene Jones Shields, the claimant, with a date of birth of March 27, 1935, has a

masters degree in education, and has been a teacher for twenty-five years.  Claimant is in her

third year of teaching school in Arkansas.

In August 2003, claimant was beginning a new job teaching family and consumer science

and math in the high school of the Swifton Public Schools.  Claimant had accepted the position

in the Swifton School district in the months preceding the start of the fall semester.  While

acknowledging that she had been treated for some general osteoarthritis prior to August 2003,

claimant maintains that the general state of her health was “very good”.

Claimant asserts that a lot of the medical treatment she had received prior to August

2003, was the product of stress bought on by the death of her father during that time frame. 

Claimant added that there were some arthritic conditions that were affecting her shoulder as well. 

Claimant acknowledged receiving some treatment from a rheumatologist, Dr. Randy Roberts,

however denies seeing Dr. Edward Cooper, an orthopedic physician, prior to August 2003. 

Further, claimant testified that she did not remember having any problem with her right knee

prior to starting school in August 2003.

Claimant testified that she suffered an injury to her right knee on August 14, 2003, within

the course and scope of her employment with respondent.  The testimony of the claimant reflects

that her accident occurred the week prior to the children attending classes while the staff was

having in-service.  In describing the mechanics of her August 14, 2003, accident, the testimony

of the claimant reflects:
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We had had three days of in-service where we went to meetings
and they were going to give us Thursday and Friday of that week to get
our rooms ready for the children and this was on a Thursday.  The home
ec building was a separate building from the main building, where - family
and consumer science classes and special ed were in this building.  There
was French doors separating special ed and my classes, with windows, you
know, panels in those doors, and I was going to put some paper over those
doors to give us more privacy.  I thought I would put some cardboard over
those to deaden the sound between the two classes, but I couldn’t get that
work, and so I was just going to put, you know those huge rolls of paper that
they have - I was going to put some paper over that and I had some cardboard 
lying in the floor and I stepped on - one piece of cardboard was on top of
another, and I stepped on the cardboard to go from one area to the other one,
and when I did, it slipped, threw me forward, and I landed on my right knee.
(T. 9-10)

Claimant testified that the custodian, Jo Brinsfield, was in the room with her at the time of the

fall.  Following the fall, claimant’s testimony reflects that she remained on the floor for a few

minutes because it was hurting so badly and it was very difficult for her to get up.  Claimant

testified that after being helped up by Ms. Brinsfield, she sat down for a while before resuming

placing paper over the windows.

With respect to her direct supervisor, claimant testified that everything went through the

high school principal, Larry Lee.  Regarding the reporting of her August 14, 2003,

accident/injury, claimant’s testimony reflects:

Jo and I left the home ec building and went over to the main
building for lunch and then we walked into the - the entry - Mr. Lee
and some more of the teachers were standing there and we walked over
to him and I told him at that time that I had fallen.

           *           *         *

Well, Jo also mentioned that I had fallen and that I had taken a
hard fall, I believe is what she said, and I don’t remember what she said,
and I don’t remember what was said exactly. (T. 11).
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Claimant denies that she was directed by Mr. Lee to go to the office or to fill out any paperwork

regarding the accident.

The testimony of the claimant reflects that she received medical treatment relative to her

right knee injury approximately two or three weeks following the accident.  Claimant testified

that her knee was swollen and black following the August 14, 2003, accident.  Claimant noted

that while the discoloration went away, the swelling remained along with the severe pain. 

Claimant added that it was extremely painful to walk  Claimant explained:

I thought this was just a horrible bruise and it would improve
and so I did not go to the doctor at that time.  But, there was not any
improvement, so two or three later, I made an appointment and went 
to see Dr. Roberts. (T. 12).

Claimant acknowledged that Dr. Roberts was someone that she was already treating with for her

general osteoarthritic problem that she had had for some time.  Claimant testified that her

treatment by Dr. Roberts at the time of the first visit following the August 14, 2003, accident

consisted of an injection in the right knee which did not afford any relief of her symptoms.  

The testimony of the claimant reflects that she next received treatment under the care of

her primary care physician, Dr. James Murrey.  Claimant later returned to Dr. Roberts, at which

time an MRI scan of the right knee was obtained.  Following the MRI scan, claimant testified she

was referred to an orthopedic surgeon, Dr. Edward Cooper, in November 2003.  Claimant

testified that she continued to work during the time she was obtaining medical treatment

regarding her right knee.

Regarding subsequent conversations and discussions with Mr. Lee during the months of

September, October, and November 2003, regarding August 14, 2003, fall claimant testified:
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I’m sure he was aware that I was still having problems, because
I would have to take time off to go to the doctor, and to get time off, we
had to get, you know, a substitute, and that had to go through Mr. Lee. (T. 14).

Claimant asserts that each time she went to the doctor she would have to personally talk to Mr.

Lee.  Further, claimant maintains that each time she went to the doctor and a substitute was

required she explained to Mr. Lee why the substitute was needed and why she needed time off

from work.

Regarding the problems that she was having with her right knee during the fall semester

of 2003, claimant testified:

During that time, I was still in a great deal of pain, and I still went
to work in pain and I thought the arthroscopic surgery would, you know,
alleviate some of the pain.(T. 15).

Claimant noted that there was no improvement in her right knee symptoms prior to the 

arthroscopic surgery.  Claimant’s testimony reflects that she had difficulty walking, and, as a

consequence of same she would be limping every day, which was observed by other teachers and

students.  Claimant added that the pain in her knee was continuous and continued to get worse.

Dr. Cooper performed arthroscopic surgery on the claimant’s right knee in November

2003.  Claimant testified that she did not realize any benefit from the arthroscopic surgery with

respect to her symptoms.  Claimant underwent the procedure on a Friday afternoon, and reported

back for work the following Monday morning.  Claimant testified that she did miss a few days

from work following her reporting back after the surgery.  Claimant asserts that she explained to

Mr. Lee why she was missing those days.

Claimant explained why she did not actually go the front office or the proper place to

complete the necessary paperwork following the August 14, 2003, accident:
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I wasn’t familiar with how workman’ comp worked.  I honestly
thought that I had to be at fault.  Why I thought that, I don’t know.

But I had never been in the situation where I knew anyone
who had filed for workman’s comp.  I worked in the Math Department
in Houston for many, many years, and no one in that department ever 
had any workman’s comp dealings. (T. 17-18).

After she did not realize relief from her symptoms following the November 2003,

arthroscopic surgery, claimant underwent further surgery under the care of a different physician. 

Claimant explained:

I had previously had shoulder replacement done by Dr. David 
Collins, and I had liked him and it had been very successful, so I went
back to him, and he did another MRI, and at that time, he noticed that
there was some necrosis to the knee, and he recommended that I go to 
the knee surgeon, Dr. Ken Martin in Little Rock. (T. 18).

On February 2, 2004, Dr. Martin performed surgery relative to the claimant’s right knee. 

Claimant testified that prior to the February 2004, surgery, she worked the last week in January

2004.  Claimant explained:

It - the pain was so bad, I got to the point I just couldn’t stand on it
any more, and I was off about a week before he did the surgery. (T. 20).

Following the surgery, claimant did not work again for the remainder of the spring

semester in 2004.  Claimant testified that she did not receive any pay from the school after she

stopped working during the last week of January 2004.  Claimant testified that she had some sick

days, however she did not get paid for them. 

Claimant’s testimony reflects regarding her recovery from the February 2, 2004, surgery:

For the first month, I did great, and then the soreness - it got
to the point that the soreness did not continue to dissipate.  It remained.

And still remains. (T. 20-21).
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Claimant asserts that she has some degree of permanent impairment in the right knee.  Claimant

testified that she was provided a clearance by Dr. Martin and informed that she could return to

work in August 2004.  Claimant’s testimony reflects, regarding the present status of her right

knee:

I can walk.  It’s not painful to walk if I don’t stand on it for
long periods of time.  It is still sore, but - I find that it is deteriorating
some. (T. 22).

  The testimony of the claimant reflects that the Swifton School District closed the Home

Economic Department as well as her position.  As a consequence of the afore she looked for a

job elsewhere.  Claimant is currently employed as a math teacher at the Leachville Junior High

School.  Claimant denies having any other specific treatment for her right knee since August

2004, when she started working in Leachville Schools.   Claimant’s testimony reflect that she has

returned to Dr. Martin this year regarding her right knee.  Claimant explained that the reason for

the visit was that she wanted to know if there was anything that could be done to alleviate the

soreness.

The testimony in the record reflects that the claimant’s health care from August 2003

through August 2004 was primarily paid for by the health insurance, Aetna, and through

Medicare.  Claimant explained that the Aetna insurance is through her retirement that she pays

for each month through Texas.

Claimant explained the circumstances surrounding her decision to file a workers’

compensation claim regarding the August 14, 2003, accident:

I was talking to my cousin, who lives in California, and 
she had worked for the workman’s comp in California. (T.24).
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As a consequence of the discussion with her cousin, claimant filed the instant claim.  Claimant’s

testimony reflects that both Ms. Brinsfield and Mr. Lee have retired from the Swifton School

District.

Claimant testified, regarding the need for medical treatment, that she felt that the severe

bruise from the August 14, 2003, fall would be okay.  Claimant acknowledged that she relayed

the afore to Mr. Lee.  Additionally, claimant acknowledged that during a July 2005, deposition,

she testified that she did not remember whether she told anyone with the Swifton School District 

that she was going to the doctor prior to her visit with Dr. Roberts and that she was still thinking 

at the time that it wasn’t serious.  During the deposition claimant testified that if she did tell

someone at the school about the doctor’s visit it would have been Mr. Lee.  The deposition

testimony of the claimant reflects that in response to a question of whether she relayed to

personnel of respondent that she was going to the doctor claimant replied, “I probably did. . . .

because I had to get some time off to go”. (T. 28).

Claimant acknowledged that at the time she was seen by Dr. Roberts regarding her right

knee following the August 14, 2003, accident, she did not mention the fall at work and placed the

visit on her personal insurance.  Likewise, claimant testified that at the time of the

recommendation for the second surgery she did not report her injury as a workers’ compensation

claim.  Claimant agreed that she was not told by anyone associated with respondent that the

accident had to be the fault of school in order for her to file a workers’ compensation claim.  

Claimant denies going to Dr. Cooper prior to 2003.  When presented with a November

27, 2000, medical record of Dr. Cooper reflecting treatment in the form of injections in both

knees, claimant responded:
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I didn’t think I had ever gone to him until the surgery.  I do 
not remember that.

*             *            *

I didn’t think I had met him until I went to him for the arthroscopic
surgery.  I do not remember meeting him prior to that. (T. 32).

The medical in the record reflects that when the claimant was seen by Dr. Roberts on

August 25, 2003, claimant reported falling on the right knee.  Further, a November 5, 2003,

office note of Dr. Cooper reflects that the claimant reported the pain started in her right knee

when she fell.  Claimant acknowledged that she did not inform the doctors that the fall occurred

at work.

While the medical evidence in the record reflects that the claimant received medical

treatment relative to her knee in 2000, and 2001, there are no medical reports regarding treatment

received by the claimant in 2002.  The November 27, 2000, report of Dr. Edward Cooper, Jr.,

regarding the claimant noted that the claimant reported having recurrence of pain in her knees

bilaterally and her left shoulder.  The greatest pain reported by the claimant was in the left

shoulder.  The report noted “moderate osteoarthritis of the knees bilaterally” and treatment in the

form of injections with Depo-Medrol and Lidocaine bilaterally. (RX. #1, p. 1).

The medical reflects that the claimant was seen by Dr. Cooper on January 8, 2001, and

reported improvement in her knee symptoms with the injections. (RX. #1, p. 2).  A February 19,

2001, visit by the claimant to Dr. Cooper reflects, among her complaints, “... bilateral knee pain,

the left knee is worse than the right knee, and really her knees are some better”. (RX. #1, p. 3). 

During an April 11, 2001, visit, Dr. Cooper reported that the claimant’s knees were about the

same.  Subsequently, claimant underwent a left total shoulder arthroplasty by Dr. David N.
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Collins, a Little Rock orthopedic surgeon in 2001. 

There are no medical reports in the record evidencing treatment regarding the claimant’s

knees between the April 11, 2001, visit to Dr. Cooper and an August 25, 2003, visit to Dr.

Cooper, which was subsequent to the August 14, 2003, accident.  The August 25, 2003, office

note of Dr. Robert regarding the claimant reflects, in pertinent part:

HPI: RTC having fallen on R knee, with increased pain in R knee.  
This is getting better just recently.

PHYSICAL EXAM:   R knee with 1+ synovitis; flexion to 100 degrees
with mild discomfort, but no instability.  Tenderness over R PA bursa.

*               *              *

IMPRESSION:
1.   OA R knee, exacerbated by trauma
2.   R PA bursitis

PLAN:
l.   R knee injected with Decadron 8 mg/Xylocaine 20 mg after attempted
     aspiration w/o complication.   (RX. #1, p. 5).

During a visit of October 30, 2003, Dr. Cooper noted that the claimant was having increased pain 

over both knees, “continued problems with right knee, which did not respond well to recent

injection recently”.  The physical examination of the claimant’s right knee during the afore visit

yielded 1+ synovitis, posterior cyst; mild instability and clicking sensation.  The office note also

reflects the impression with respect to the claimant’s right knee pain of possible internal

derangement. (RX. #1, p. 6).

On November 2, 2003, claimant underwent a MRI scan of her right knee at St. Bernards

Medical Center pursuant to the directions of Dr. Cooper.   The findings of the MRI scan

disclosed moderate size knee joint effusion, Baker’s cyst and probable tears of the posterior
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horns of the lateral and medial menisci and bone bruise within the subchondral bone beneath the

lateral tibial plateau (CX. #1, p. 2-3).  

A November 5, 2003, office note of Dr. Cooper relative to the claimant reflects, in

pertinent part:

Ms. Shields is a 68 year old WF with right knee pain, swelling, 
popping, locking and giving way for over three months.  She has
had bilateral knee pain for quite some time.  She also suffers from
fibromyalgia and has been under the treatment of Dr. Randy Roberts
for this, but today she relates that the pain markedly worsened and
the giving way started about three months ago when she fell on her
flexed right knee.  Shew was evaluated with MRI by Dr. Randy Roberts
and was found to have a tear of the medial and lateral menisci and 
comes now for orthopaedic consultation.

Today on physical examination she has ROM from 0-120 degrees of 
flexion.  There is no varus or valgus instability, negative Lachman, 
negative anterior drawer, negative posterior drawer, negative quadriceps
active test.  There is marked medial joint line tenderness, no lateral joint
line tenderness.  There is pain with the McMurray maneuver medially.
There is minimal discomfort with patellar compression test.

X-rays today AP bilateral knees weight bearing demonstrate moderate to 
severe OA of the knees bilaterally with significant loss of lateral greater
than medial joint space of the right knee greater than the left knee.  There 
is not, however, bone on bone type arthritis.  The MRI was reviewed and
does show what appears to be degenerative tears of the posterior horn of
the medial and lateral menisci.

IMPRESSION:
1.   OA right knee with degenerative tears of the posterior horn of the medial
and lateral menisci with associated moderate OA.  Currently I think her 
mechanical symptoms at least and a significant portion of her pain could be
alleviated with arthroscopic surgical procedures.  At some point she is 
going to require knee replacement, however, hopefully we can get her
significant mileage prior to pursuing this.  (CX. #1, p. 4).

On November 21, 2003, claimant was admitted to the Surgical Hospital of Jonesboro

under the care of Dr. Cooper and underwent arthroscopy of the right knee with partial medial and
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lateral meniscectomies and debridement of osteochondral defects medial and lateral femoral

condyles. (CX. #1, p. 9-10).  When seen in followup by Dr. Cooper on December 1, 2003, the

office note reflects of the claimant:

Ms. Shields returns today.  She is now 10 days post arthroscopy of the 
right knee with partial medial and lateral meniscectomy of OA with
degenerative medial and lateral meniscal tears.  Today she relates that her
knee is no better.  In fact, it hurts just as much as it ever did.  She has a 
mass in the posterior aspect of her right knee and had some dysesthesias 
emanating from this area. (CX. #1, p. 12).

Physical therapy was order for the claimant to strengthen her quad as well as ROM exercises. 

On December 31, 2003, claimant was seen by Dr. David N. Collins, a Little Rock

orthopedic surgeon, relative to her complaint of continued pain in her right knee.  Dr. Collins had

previously performed the claimant’s total left shoulder arthroplasty.(CX. #1, p. 14).  During a

January 7, 2004, followup visit by the claimant, Dr. Collins recorded:

S: Ms. Shields returns in follow up to her MRI.  She brings her
previous MRI, as well as plain films.  Her history is once again reviewed.
She had a slight injury.  She did have a fall with a knee injury and saw
Randy Roberts, M.D.  Dr. Roberts is a rheumatologist in Jonesboro who
obtained plain films and ordered an MRI of the knee on 11/2/03.  This was
done at St. Bernard’s Medical Center.  This revealed a moderate sized knee
effusion, a Baker’s cyst and posterior tears of the menisci.  In addition, 
there was a bone within the subchondral bone beneath the lateral tibial 
plateau.  I do not know which orthopaedist scoped her knee.  Apparently 
findings of arthritis were identified.

She returns to day following MRI of the knee.  I have reviewed the MRI 
and its report and have re-examined her right knee.  The MRI report is in
her chart.  Features of the report which are significant include abnormal 
signals of the lateral tibial plateau and lateral femoral condyle, particularly 
an abnormal focus consistent with osteonecrosis.  Joint effusion, popliteal
cysts and meniscal changes are observed.

I believe the most significant findings of the changes within the abnormal
signs are noted in the lateral femoral condyle and the tibial plateau.
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I did not have her operative note.  I do not know whether she had 
electrothermal treatment of the joint.  Concern exists regarding osteo-
necrosis which is now at a stage that is radiographically apparent, as 
well as the changes throughout the lateral femoral condyle and the previous
and existing changes of the lateral condyle.

She is having intractable pain.  I do not think she would benefit from 
arthroscopic treatment, injection treatment and is likely to require implant
arthroplasty.  I would be concerned regarding the utilization of uni-compart-
mental arthroplasty on the basis of inconsistent opportunity for outstanding
support of the components in osteonecrotic bone.  In that regard, I believe
that a total knee arthroplasty would be indicated.

I would like a second opinion from Kenneth Martin, M.D.  Specifically, it
is important to have additional thought relative to the etiology of her pain,
how it may or may not be related to her injury, her previous operation and
current treatment recommendations. (CX. #1, p. 15).

The medical in the record reflects that the claimant was admitted to Baptist Health

Center-Little Rock on February 2, 2004, and underwent a right total knee arthroplasty by Dr.

Kenneth Martin.  The claimant’s preoperative diagnosis was that of osteoarthritis right knee

secondary to av ascular necrosis lateral femoral condyle.(CX. #1, p. 19-20).  Claimant underwent

physical therapy at Baptist Health Rehabilitation following her February 2, 2004, surgery before

being discharged home on February 9, 2004. (CX. #1, p. 21-24).

The record reflects two (2) documented follow-up visits by the claimant to Dr. Martin. 

During an April 28, 2004, visit claimant reported that she still had some soreness in the knee but

no pain in the knee.  Dr. Martin assessment of the claimant’s knee was that of a stable right knee

arthroplasty. (CX. #1, p. 25).  When seen by Dr. Martin on June 8, 2004, claimant reported that

she still had some soreness in her right knee and that she had not realized any improvement and

standing was the most painful.   Claimant was directed to continue with her HEP (home exercise

program). (CX. #1, p. 26).
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On December 28, 2004, claimant was seen by Dr. James W. Bryan, IV, an associate of

Dr. Martin, for her complaint bilateral leg numbness, which had its onset in July 2004.  The

December 28, 2004, report reflects Dr. Bryan’s impression of the claimant’s bilateral leg

numbness as being consistent with diabetic neuropathy.  Dr. Bryan returned the claimant to her

local physician and specialist consultant relative to the care of her neuropathy symptoms and

directed her to return to Dr. Martin for her one-year evaluation of the knee arthroplasty.  (RX. #1,

p. 21-22). 

A February 17, 2005, clinic note of Dr. Barry Baskin reflects that the claimant was seen

for complaints of numbness in her shin since July 2004.  The clinic note further reflects, in

pertinent part:

.   . .   . .  Her knees feel weak.  She saw a Dr. Mario Cauli, a neurologist,
in January 2005 and had EMG nerve conduction velocity studies of both
lower extremities and was diagnosed with a polyneuropathy.  I do not 
have these studies.  She has adult onset diabetes since 1991, about 14 years.
She has been on oral agents only.  She feels numbness in the shins and
occasionally in the feet.  Her legs feel heavy.  She is no 69 years old.  I 
last saw her back in 2004 after a total knee arthroplasty by Dr. Ken Martin.
She in on Cozaar, Avandamet, Celebrex, calcium, multivitamin, Fosamax,
and asprin.

*              *             *

I: My impression is that Ms. Shields has diabetic polyneuropathy.  
There are medicines that might help with that such as Neurontin.  She 
needs to get her blood pressure under better control.  (RX. #1, p. 23).

Finally, the record reflects that the claimant completed a Form AR-N on July 27, 2004,

regarding the August 14, 2003, accident.  While the Form N reflects the location, date, time and

description of the claimant’s accident, it does not reflect entries regarding the date and time the

employer was notified. (RX. #2).
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After a thorough consideration of all of the evidence in this record, to include the

testimony of the claimant, review of the medical reports and other documentary evidence,

application of the appropriate statutory provisions and case law, I make the following:

FINDINGS

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

2. On August 14, 2003, the relationship of employee-employer existed between the 

parties.

3. On August 14, 2003, the claimant earned wages sufficient to entitle her to weekly 

compensation benefits of $440.00/$330.00, for temporary total/permanent partial disability.      

4. On August 14, 2003, the claimant sustained an injury to her right knee arising out 

of and in the course of her employment.

5. The claimant was temporarily totally disabled for the periods beginning January 

27, 2004, and continuing through August 2004.

6. The respondent shall pay all reasonable hospital and medical expenses arising out 

of the injury of August 14, 2003.

7. The respondent has controverted this claim in its entirety.

 CONCLUSIONS

Claimant asserts that she sustained an injury to her right knee on August 14, 2003, as a

result of a fall while within the course and scope of her employment.  Claimant seeks

corresponding temporary total disability and medical benefits relative to her right knee injury. 

Respondent takes the position that the claimant did not sustain a compensable injury on August

14, 2003.  Further, respondent asserts that if the August 14, 2003, injury in deemed compensable
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notice of the same was not provided until July 27, 2004, and as such respondent would not be

responsible for incurred accrued benefits prior to the July 27, 2004, date.  Finally, respondent

contends that the claimant’s need for medical treatment is the product of a pre-existing and

underlying condition and not a compensable injury.

The present claim is one governed by the provisions of Act 796 of 1993, in that the

clamant asserts entitlement to workers’ compensation benefits as a result of an injury having

been sustained subsequent to the effective date of the afore provision.    In order to prove a

compensable injury as a result of a specific incident which is identifiable by time and place of

occurrence, a claimant must establish by a preponderance of the evidence: an injury arising out of

and in the course of employment; that the injury caused internal or external harm to the body

which required medical services or resulted in disability or death; medical evidence supported by

objective findings, as defined in Ark. Code Ann. §11-9-102 (16), establishing the injury; and that

the injury was caused by a specific incident and identifiable by time and place of occurrence.  

Ark. Code Ann. §11-9-102 (4) (A) (1) (Repl. 2002).  Should the claimant fail to establish by a

preponderance of the evidence any of the requirement for establishing the compensability of the

claim, compensation must be denied.  Mikel v. Engineered Specialty Plastics, 56 Ark. App. 126,

938 S.W.2d 876 (1997).

The evidence preponderates that the claimant receive medical treatment for complaints of

bilateral knee pain as well as left shoulder pain under the care of an orthopedic surgeon, Dr. R.

Edward Cooper, prior to August 2003.  The earliest medical in the record reflects that on

November 27, 2000, claimant was seen by Dr. Cooper for the afore complaints.  Further, Dr.

Cooper’s impression was that of advanced osteoarthritis in the left shoulder, moderate



17

osteoarthritis of the knees bilaterally, and osteoarthritis of the cervical spine.  While the medical

evidence reflects that the claimant obtain treatment from Dr. Cooper regarding her knee

symptoms on several occasions in 2001, there is no evidence of treatment regarding the

claimant’s knees between April 12, 2001, and August 25, 2003.  Claimant did however undergo

a left total shoulder arthroplasty under the care of Dr. David N. Collins in late 2001/early 2002.

The medical records are silent regarding treatment received by the claimant relative to her

knees between April 11, 2001, and August 25, 2003.   The credible evidence in the record

reflects that on August 14, 2003, at work which impacted her right knee.   When the claimant

was seen on August 23, 2003, by Dr. Randy Roberts she relayed a history of a fall on the right

knee which resulted in “increased pain” in the right knee.  The assessment of the claimant’s right

knee complaint by Dr. Roberts following his August 25, 2003, examination was osteoarthritis of

the right knee exacerbated by trauma.  After attempting aspiration without complication Dr.

Roberts injected the claimant’s right knee Decadron and Xylocaine. (RX. #1, p.5).  Subsequent

examinations of the claimant’s right knee disclosed a posterior cyst, mild instability and clicking

sensation along with tenderness and pain. (RX. #1, p.6).  

A November 2, 2003, MRI scan disclosed a moderate-size joint effusion, Baker’s cyst

and probable tears of the posterior horns of the lateral and medial menisci, relative to the

claimant’s right knee. (CX.#1, p.2-3).  As a consequence of the afore an orthopaedic consultation

was had with Dr. R. Edward Cooper, Jr., on November 5, 2003.  The history provided by the

claimant to Dr. Cooper during the November 5, 2003, examination was one of right knee pain,

swelling, popping, locking and giving way for over three months.  The x-rays reviewed by Dr.

Cooper demonstrated moderate to severe osteoarthritis of the knees bilaterally with significant
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loss of lateral greater than medial joint space of the right knee greater than the left knee.  Dr.

Cooper also noted his review of the MRI scan showed what appeared to be degenerative tears of

the posterior horn of the medial and lateral menisci.  

Dr. Cooper’s impression was that the claimant’s mechanical symptoms and a significant

portion of her pain could be alleviated with arthroscopic surgical procedures, however he opined

that at some point the claimant would require knee replacement.  On November 21, 2003, Dr.

Cooper performed, relative to the claimant, arthroscopy of the right knee with partial medial and

lateral meniscectomies and debridement of osteochondral defects medial and lateral femoral

condyles,  

After the claimant did not realize improvements in her right knee symptoms following the

arthroscopic surgical procedures, on December 31, 2003, she returned to Dr. David N. Collins, a

Little Rock orthopedic surgeon who had previously performed her left total shoulder arthroplasty. 

After reviewing x-rays regarding the claimant’s right knee, Dr. Collins opined that the claimant

may have a “focal lesion of osteonecrosis”.(CX. #1, p. 14).  During her follow-up visit with Dr.

Collins on January 7, 2004, claimant bought her previous MRI as well as plain films.  Dr. Collins

noted that the claimant’s history revealed a “slight injury”, a fall with a knee injury for which she

saw Dr. Roberts, a rheumatologist who obtained plain films and ordered an MRI of the knee on

November 2, 2003.  The only fall identified in the record as having been sustained by the

claimant was that of August 14, 2003, while discharging employment duties with respondent.

Claimant also underwent an MRI of the right knee on January 7, 2004, during her follow-

up visit with Dr. Collins.  The MRI report included abnormal signals of the lateral tibial plateau

and lateral femoral condyle, and an abnormal focus consistent with osteonecrosis.  Dr. Collins
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noted his concern regarding osteonecrosis which he deemed “now at a stage that is

radiographically apparent”, along with changes throughout the lateral femoral condyle and the

previous and existing changes of the lateral condyle.   Dr. Collins was of the opinion that the

claimant would not benefit from arthroscopic or injection treatments, and would likely require

implant arthroplasty.   Dr. Collins referred the claimant to Dr. Kenneth Martin, a Little Rock

orthopedic surgeon, who later performed surgery.  In referring the claimant to Dr. Martin, Dr.

Collins noted that he would like to have a second opinion to obtain “additional thought relative

to the etiology” of the claimant’s pain, how it may or may not relate to her injury, previous

operation and current treatment recommendations.  

Dr. Martin’s preoperative and postoperative diagnosis of the claimant’s complaint was

that of “osteoarthritis right knee secondary to av ascular nerosis lateral femoral condyle”.  Dr.

Martin performed a right total knee arthroplasty relative to the claimant on February 2, 2004.

While the claimant sought and obtained medical treatment relative to bilateral knee pain

prior to her employment by respondents and the August 14, 2003, fall at work, there is no

evidence in the record of any treatment being received subsequent to April 11, 2001.  At the time

claimant sought medical treatment regarding the pain in her right knee on August 25, 2003, she

attributed same to having fallen on the right knee.  Indeed, Dr. Roberts’ impression of the

claimant’s complaint following his August 25, 2003, examination was osteoarthritis in the right

knee exacerbated by trauma.  Claimant remained symptomatic relative to her right knee

following the August 14, 2003, accident, and required medical treatment.

An employer takes the employee as he finds him, and employment circumstances that

aggravate pre-existing conditions are compensable.  Heritage Baptist Temple v. Robinson, 82
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Ark. App. 460, 120 S.W.3d 150 (2003).  Further, an aggravation of a pre-existing non-

compensable condition by a compensable injury is, itself, compensable. Id.  Since an aggravation

is a new injury with an independent cause it must also meet the definition of a compensable

injury in order to establish compensability.  In order to prove a compensable injury the claimant

must prove, among other things, a causal relationship between the injury and the employment. 

McMillan v. U.S. Motors, 59 Ark. App. 85, 953 S.W.2d 907 (1997).  While objective medical

evidence is necessary to establish the existence and extent of an injury, it is not essential to

establish the casual relationship between the injury and a work-related accident.  Wal-Mart

Stores, Inc. v. VanWagner, 337 Ark. 443, 990 S.W.2d 522 (1999).  Objective medical evidence is

not essential to establish the causal relationship between the injury where objective medical

evidence establishes the existence and extent of the injury, and a preponderance of other

nonmedical evidence establishes a causal relation to a work-related incident.  Williams v. L & W

Janitorial, Inc., 85 Ark. App. 1, 145 S.W.3d 383 (2004); Horticare Landscape Management, v.

McDonald, 80 Ark. App. 45, 89 S.W.3d 375 (2002); Wal-Mart Stores, Inc. v. VanWagner, 337

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

In the instance claim, the evidence preponderates that the claimant’s August 14, 2003, fall

within the course and scope of her employment aggravated her pre-existing osteoarthritis in the

right knee, requiring medical treatment and rendering her totally incapacitated from engaging in

gainful employment from January 27, 2004, through August 2004.  The evidence further

preponderates that medical treatment rendered to the claimant relative to her right knee

subsequent to August 14, 2003, was reasonably necessary and causally related to her

compensable injury.
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Ark. Code Ann. §11-9-701, Notice,  provides in pertinent part:

(a) (1)  Unless an injury either renders the employee physically or mentally
unable to do so, or is make known to the employer immediately after
it occurs, the employee shall report the injury to the employer on a 
form prescribed or approved by the Workers’ Compensation Commission
and to a person or at a place specified by the employer, and the employer
shall not be responsible for disability, medical, or other benefits prior
to receipt of the employee’s report of injury.
       (2)   All reporting procedures specified by the employer must be reasonable
and shall afford each employee reasonable notice of the reporting 
requirements.

*               *              *

(b) (1)   Failure to give the notice shall not bar any claim:
(A)   If the employer had knowledge of the injury or death;
(B)   If the employee had no knowledge of the injury that the
condition or disease arose out of and in the course of the 
employment; or
(C)    If the commission excuses the failure on the grounds that
for some satisfactory reason the notice could not be given.

In the instant claim, the credible evidence reflects that the claimant’s August 14,2003, accident

was witnessed by Ms. Jo Brinsfield, the custodian.  Further, the claimant credibly testified that

shortly after the occurrence, while in the main building for lunch, she walked over to the

principal, Mr. Larry Lee, and told him that she had fallen.  Claimant acknowledged that she told

Mr. Lee that she thought it, the injury to her right knee, would get better and be okay.

There is no evidence in the record regarding the reporting requirements of respondent

relative to reporting work-related injuries.  The claimant first sought medical treatment growing

out of the August 14, 2003, accident on August 25, 2003, under the care of Dr. Randy Roberts. 

Dr. Roberts’s clinic note regarding the claimant’s visit reflects a history of the claimant having

fallen on the right knee and increased pain.  Additionally, the credible evidence reflects that the
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claimant informed her immediate supervisor, Principal Lee, when she attended doctor’s visits

because the same required her to be away from work and a substitute teacher utilized in her

place.  In addition to visits to the doctors, which were disclosed to supervisory personnel of

respondents, the evidence reflects that as the claimant’s symptoms and complaints increased

regarding her right knee she walked with a noticeable limp.

The medical in the record reflects that the claimant consistently attributed her right knee

complaint and need for medical treatment subsequent to August 14, 2003, to the fall at work

while discharging employment duties for respondent.  The claimant’s employment by respondent

was her first teaching employment in Arkansas.  Claimant had previously been employed in

excess of twenty (20) years in the Houston, Texas school system.  The credible evidence reflects

that the claimant was not familiar with how workers’ compensation functioned and under the

mistaken belief that she had to be at fault in the accident.  

Nevertheless the evidence preponderates that the claimant’s immediate supervisor,

Principal Larry Lee, was informed of the claimant’s accident on the date of it occurrence.   There

is no evidence in the record regarding the respondent’s reporting procedures relative to work-

related accidents/injuries.  The credible evidence reflects that Principal Lee was notified of the

claimant’s visit for medical treatment regarding her right knee prior to the visits.  Finally, the

evidence reflects that the claimant was symptomatic following the August 14, 2003, accident

with a noticeable limp as her knee condition progressively worsened.  While the claimant did not

complete a AR-Form N, Employee’s Notice of Injury, until July 27, 2004, the evidence

preponderates that the claimant reported her injury in a timely manner, and the notice defense is

not persuasive.  Respondent has controverted this claim in its entirety.
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AWARD

Respondent is hereby ordered and directed to pay to the claimant temporary total

disability benefits at the weekly rate of $440.00, for the period commencing January 27, 2004,

and continuing through the end of her healing period or until such time as she returned to gainful

employment, as a result of her compensable injury of August 14, 2003.  Said sums accrued shall

be paid in lump without discount.

Respondent is further ordered and directed to pay all reasonable related medical, hospital,

nursing and other apparatus expenses growing out of the claimant’s compensable right knee

injury of August 14, 2003, to include medical related travel.

Maximum attorney fees are herein awarded to the claimant’s attorney, the Honorable

John Barttelt, on the controverted indemnity benefits herein awarded pursuant to Ark. Code Ann.

§11-9-715.

This award shall bear interest at the legal rate pursuant to Ark. Code Ann. §11-9-809,

until paid.

Matters not addressed herein are expressly reserved.

IT IS SO ORDERED.

__________________________________________
  Andrew L. Blood, Administrative Law Judge

      


