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STATEMENT OF THE CASE

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

to workers’ compensation benefits.  On May 18, 2009, a pre-hearing conference was conducted in

this claim, from which a Pre-hearing Order of the same date was filed.  The Pre-hearing reflects

stipulations entered by the parties, issues to be addressed during the course of hearing, and the

parties’ contentions relative to the afore.  The Pre-hearing Order is herein designated a part of the

record as Commission Exhibit #1.

The testimony of Amber Long, coupled with medical reports and other documents

comprise the record in this claim.
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DISCUSSION

Amber Long, the claimant, with a date of birth of June 18, 1981, is a high school graduate

who later obtained a security license.  Claimant is right-hand dominant. Claimant commenced her

employment with respondent-employer on July 27, 2008.  Claimant denies experiencing any

problems with wrists or shoulder prior to her employment by respondent-employer.  Further,

claimant denied having any restrictions regarding range of motion or lifting with respect to her

wrists prior to her employment by respondent.  

The testimony of the claimant reflects that she was a stocker in her employment with

respondent-employer and that he had been so employed for almost four (4) months at the time of

her October 3, 2008, injury.  In describing the range of her employment duties as a stocker in the

employment of respondent claimant testified:

We unload the truck, we take everything off the truck, put it on 
boats, and, once we get them on there, we, you know, take the merchandise
out of the wrappings or whatever, and put them on the aisle. (T. 9).

The testimony of the claimant reflects that in performing her duties she was required to lift

merchandise over her head, bend down, and general lifting.  Claimant estimated that she was able

to lift 25 to 30 pounds over her shoulders using both hands.  Claimant maintains that she did not

have any difficulty performing her assigned job duties prior to her October 3, 2008, accident. 

Claimant denies participating in any non-work related activities that would have caused her to

injure her left hand or left wrist.  Further, the claimant denied ever having any pain in the joints of

her hands before the October 3, 2008, date.

Claimant described her employment activities and the basis for her October 3, 2008, work-

related claim:
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It was October the 3rd, we had got a truck that day, and I had 
brought everything out of the - on the boat - onto my aisle, and I had 
Aisle 3, which is, like, the big cans of spaghetti sauce, the jars of 
spaghetti sauce, you know, just canned foods and all that.  Well, whoever
stocked my boat that day, it was, like, leaning a little bit, and when it 
started to lean, I reached - you know, I went to catch it to keep it from 
falling, and my left hand slipped, and it hit that metal bar, and then 
everything fell on top of it and it wrapped my arm around it. (T. 11).

The testimony of the claimant reflects that products on her boat varied in size, noting that large

cans of spaghetti sauce were twelve (12) to a case, while small cans of chili or ravioli were

twenty-four (24) to the case.  Claimant explained that she had several cases fall or shift on her

with the weight of the cases ranging from five (5) to ten (10) pounds.  Claimant added that the big

jars of spaghetti sauce were heavier.  In describing her efforts to stop the shifting cases, claimant

testified:

No, I actually just reached out, like this (indicating).(T. 12).

Using both hands, claimant continued:

Yes - and this one slipped, and when it did, it hit that metal bar,
and then everything came over and it wrapped my arm around the 
bar. (T. 12).

Claimant explained the symptoms she experienced immediately following the accident:

It was just a sharp pain.  It went up my arm, and then, all of a 
sudden, my hand started swelling.  I though it was broke. (T. 12).

Claimant testified that she reported the injury to her manager, Danny Watts.  Claimant 

continued, regarding the reporting:

Well, we sat there - he went and got some ice and put ice on it,
and then he had to call corporate to, you know, get it okayed for me to 
go.  So, then, he carried me over to West Memphis to the emergency 
room. (T. 13).
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The testimony of the claimant reflects that she received initial medical treatment for her injury at

the emergency room of Crittenden Memorial Hospital.  Claimant asserts that x-rays were of her

wrist at the time of the emergency room visit and that a referral to an orthopedic surgeon was set

up, however she had to wait to get it approved by respondent-carrier. Claimant testified that as far

as she knows the emergency room bill was paid by respondents.

The testimony of the claimant reflects that approval of the insurance carrier was obtained

regarding the orthopedic referral and that approximately four (4) days following the occurrence

she was seen by an orthopaedist at Campbell Clinic.  Claimant denies that she did anything

between October 3, 2008, and October 7, 2008, either at home or anywhere else to hurt herself

further.  Claimant’s testimony reflects that during the four-day period her injury “hurt real bad”,

however she believes that she did go back to work.  

Claimant testified that she was evaluated and treated by the doctor at Campbell Clinic. 

Regarding the afore, the testimony of the claimant reflects:

I had to do physical therapy over here in Marion, three (3) days
a week, and I did that for, like, I believe three (3) weeks, and then I’d 
have to go - you know, I would do physical therapy, and then return back
to the doctor each time. (T. 16).

Claimant acknowledged that she was provided a return to work certificate by her doctor to use

her right hand only on October 7, 2008.  Claimant returned to work for respondent within the

restriction.  The testimony of the claimant reflects that she complied with the direction of her

doctor with respect to physical therapy and follow-up visits to Campbell Clinic.  

Claimant denies that she postponed an MRI to pursue a mental health evaluation. 

Claimant asserts that she arrived for the MRI and was informed that it was not approved, so she
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had to wait while another appointment was made for her.  Claimant acknowledged that she had a

mental health evaluation, however denies that it had anything to do with the delay in getting the

MRI.

The claimant continued to work for respondent-employer until approximately January 28,

2009, during which time she continued to return to Campbell Clinic for treatment in connection

with her left arm injury.  Claimant maintains that her symptoms remained about the same with

pain and swelling.  The testimony of the claimant reflects that she was taken off work on January

28, 2009, and not released to return to work again until March 22, 2009.  

Claimant testified that after her March 2009, return to work she continued working until

first week of May 2009, when her employment was terminated.  Regarding the disposition of her

employment with respondent, claimant testified:

They fired me when I came back.

He just, you know - I went in and he said some stuff had happened,
and he told me - you know, he’s told me several times, and I didn’t 
understand what he was talking about, and he just kept on rambling.  And
I asked him - I was, like, well, am I working or not, and he said, no, you
no longer work here.  So, he told me I could leave. (T. 18).

Claimant denies that she was released from medical care by Dr. Wood at Campbell Clinic on

March 22, 2009:

Well, I wasn’t really released from the doctor.  They cancelled me,
so I couldn’t go back to the doctor. (T. 20).

Claimant testified that she did undergo the MRI, however she is in need of follow-up care by her 

doctor, which respondents have refused to authorize.

Claimant’s testimony reflects that after her employment was terminated by respondents in
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May 2009, she obtained other employment on May 7, 2009, at Fred’s where she remained for

about one (1) month.  Claimant testified that the condition of her left arm has remained the same,

in that she is still having the same problems out of it with pain and swelling.

During cross-examination, claimant acknowledged that before her employment with

respondent-employer she had work at a number of different places.  During her employment with

respondent-employer the actual physical local of the claimant’s employer was the Marion Market

Place, which is the name of the store.  Following her October 3, 2008, injury, claimant testified

that she worked as a cashier for respondent-employer.  During the “one hand only” restricted duty

the claimant worked as a cashier and in the office of respondent-employer.

Regarding her employment with Fred’s Stores in May 2009, claimant testified that she was

hired as a sales associate.  In explaining her duties as a sales associate, the testimony of the

claimant reflects:

Just a little bit of everything.  You walk around, you know, 
help, help customers out, you know, help the people in there that 
actually, you know, that are actually working - you help them do
whatever they need to do, and . .   .  (T. 23).

Claimant testified that there was very little stocking involved in the position at Fred’s.  Regarding

the circumstances surrounding her departure from Fred’s, claimant testified:

Well, actually, I had my wisdom teeth taken out on a Thursday,
and they fired my boss that Friday.  He did something - they wouldn’t
even tell us what it was.  And I just never got put back on the schedule.
(T. 24).

At the time of the hearing the claimant was receiving unemployment compensation benefit. 

Claimant was uncertain of the amount of her unemployment benefits, explaining:

I’m not really sure.  They’re doing it out of Mississippi, also,
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so we’re waiting on the . . . (T. 24).

Claimant testified regarding the basis for her mental health evaluation in the fall of 2008,

explaining:

It - me being - you know, being hurt - actually, I hurt all day,
every day, and nothing would ease the pain, so, therefore, I drank, you
know, to ease the pain, so. (T. 25).

As a result of the evaluation at East Arkansas Community, claimant was treated with Lexapro.

The testimony of the claimant reflects that the injury she suffered on October 3, 2008, was

to her left wrist.  Claimant acknowledged that the boxes did not fall on her head, shoulder or

neck.  Claimant testified, regarding the October 3, 2008, accident:

Well, my left hand actually just slipped, or it would have been
both - you know, it wouldn’t have happened at all, but when I stuck my
hands out to catch it, this one slipped, and that’s when it - I had a metal
bar across right here (indicating -  the left wrist being forced to bend at a 
ninety degree angle).

And when it came down, when everything fell on it, it just wrapped
it around. (T. 27). 

The claimant acknowledge undergoing a bone scan in addition to the MRI scan.  Further,

claimant concedes that respondent-carrier paid for her medical treatment in connection with her

left wrist injury through March 2009.  The testimony of the claimant reflects that she was seen by

Dr. Wood, the orthopaedic surgeon, as well as by Dr. Cannon, who was the last physician to see

her.

During further direct examination, claimant testified that pursuant to a March 5, 2009,

visit to Campbell Clinic she was to return for trigger-point injections, however they were not

done.  The testimony of the claimant reflects that respondents denied further medical treatment.
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Claimant testified that she continues to experience on a daily basis symptoms and

complaints in her left wrist which she attributes to the October 3, 2008, accident.  In describing

her symptoms, claimant testified:

It’s in the - it’s hard to explain.  It’s my nerves.   It sends
sharp pains into my neck.

I can sit there and hold a Coke can, and it’ll just fall out of 
my hand. (T. 32).

The claimant testified that she was off work for treatment in connection with her October

3, 2008, injury from January 28, 2009 through March 22, 2009.  Claimant returned to the

employment of respondent on March 22, 2009, and continued working as a cashier until her

employment was terminated in May 2009.  Regarding her work status when she returned on

March 22, 2009, claimant testified:

No, I wasn’t (on light duty).  He put me back on full duty 
because, you know, I didn’t have anything .   .   . (T. 33).

Claimant’s testimony reflects, regarding the explanation for the termination of her employment by

the store manager at the time, Anthony Dean:

I mean, he didn’t really give me a - you know, a good explanation
of why .   .   .

He just told me I was being terminated.

When I walked in to clock in, he was, like, you need to come in 
here, and I asked him why, and he was, like, well, you no longer work
here. 

And he just kept saying, well, you know, I sat there and told you 
and told you.  And I said, well, you know, I said, are you firing me
or . . .(T. 34-35).

The testimony of the claimant reflects that within two (2) days of the termination of her
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employment by respondent-employer she secured employment as a sales associate at Fred’s.

The medical in the record reflect that the claimant was seen at Campbell Clinic on October

7, 2008, with a diagnosis of left ulnar nerve injury for which she was to be evaluated and

prescribed four (4) weeks of therapy in the elbow and hand/wrist programs.  Further, the claimant

was released to return to work using her right hand only.  The records relative to the claimant’s

October 7, 2008, visit to Campbell Clinic, reflects that the claimant was prescribed Celebrex and

provided a splint. (CX #1, p. 1-3).  The claimant was again seen at Campbell Clinic on October

24, 2008, by Dr. Robert K. Heck.  During the October 24, 2008, visit the claimant was furnished

a thumb spica splint and referred to a hand specialist.  Also an MRI was order of the claimant’s

left wrist. (CX. #1, p.4).

The record reflects the presence of November 4, 2008, entry in the clinic notes of

Campbell Clinic which reflects that the claimant called the office and requested to postpone her

MRI and physical therapy while she pursue a mental health evaluation.  Accordingly, the

scheduled MRI was cancelled. (CX #1, p. 5-6).  A November 7, 2008, certificate for return to

work from Campbell Clinic reflects that the claimant was present for the MRI from 5:30 p.m. to

6:30 p.m. (CX #1, p. 7).

The claimant was seen at Campbell Clinic - orthopaedics by Dr. George W. Wood,

relative to her diagnosis of pain in joint, forearm; injury to peripheral nerve (s) of shoulder girdle

and upper limb, ulnar nerve.  The clinic note contains handwritten entries, “___ ulnar ___ L

contusion down forearm/ Deg______ Lats__” (CX. #1, p. 12-13).  On December 23, 2008, the

claimant ws seen by Dr. Heck at Campbell Clinic.  The Admission Record regarding the afore

reflects a diagnosis of “radial styloid tenosynovitis.  The record reflects injection/aspiration of
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Tendon Sheath/Ligament/Cyst. (CX. #1, p. 15).

The claimant was seen by Dr. Wood on January 28, 2009.  The clinic note regarding the

visit reflects that the claimant was referred to Dr. Cannon, that her work status was “full duty - no

use of left upper extremity”.  The claimant was initially seen by Dr. Cannon on February 5, 2009,

during which time she was prescribed medrol dose pak and physical therapy for neck exercises. 

The March 5, 2009, entry in the record of Campbell Clinic reflects that the claimant was

prohibited from lifting or gripping with her left hand.  The March 5, 2009, clinic note reflects

under therapy, “splint, trigger point injection today”. (CX. #1, p.24).

Medical exhibits offered by respondents include narrative reports the claimant’s treatment

under the care of Dr. David L. Cannon, with Campbell Clinic - Orthopaedics.  The February 5,

2009, clinic note reflects, in pertinent part:

Patient was referred her for consultation by Dr. George Wood.  Family
Physician is Dr. Grady Collum.

*       *      *

CHIEF COMPLAINT: LEFT WRIST PAIN SINCE OCTOBER 3, 2008.

HISTORY OF PRESENT ILLNESS: Ms. Amber Long is a 27-year-old 
right handed cashier who was involved in an accident at work on October
3, 2008.  She had a pallet of several cases of spaghetti sauce fall on to her
left wrist and hand as she was reaching between two meal bars.  She states
she went to the minor medical center where they took x-rays, which were
negative.  When she had persistent pain longer than she would have 
expected, she eventually followed up with Dr. Heck who evaluated her
and injected her first dorsal compartment for acute De Quervian’s and
followed her.  She had been referred to Dr. Wood who has reviewed an
MRI which was essentially negative.  He has not sent her for a bone scan
and for a second opinion with Dr. Cannon.  The patient comes today 
With the bone scan images and a radiographic read indicating that it is
negative for fracture, tumor, infection or indication of RSD.
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There is no blanching over the tender area and swelling is mild.  There are
no masses or other deformities.  There is no tenderness over the scaphoid
tuberosity volarly.  There is no trapezial ridge tenderness.  There is pain in
the anatomic snuffbox, although this is secondary to generalized tenderness
in the area.  Finkelstein test reveals pain with even slight ulnar deviation 
and flexion of the thumb referred to the first dorsal compartment and radial
styloid.

Comparison exam of the right hand demonstrates full, painless range of 
motion with non bony or soft tissue tenderness, deformity or masses.  No
focal motor or sensor deficits.  She has 5/5 strength and palpable radial
pluses bilaterally.

Radiographic Interpretation, Assessment and Plan are per Dr. Cannon’s
dictation.

CHIEF COMPLAINT: LEFT WRIST PAIN.

HISTORY OF PRESENT ILLNESS: Ms. Long is a 28-year-old right
hand dominant female who had an on-the-job injury on October 3, 2008.
The patient has been followed by Dr. Heck and Dr. Wood, who have 
noted that she had some initially ulnar-sided issues and now radial-
sided issues with her left wrist and hand.  The patient has had De 
Quervain’s injection and thumb spica splinting.  This has not seemed to 
have eliminated her problems.  She notes that at the time of injury, her
arm did get pulled on and since then she has also noticed that when she
moves her neck ways, some pain goes down into her thumb, much like 
an electrical shock feeling.  Patient was most recently seen by Dr. Wood
who had placed her back into a thumb spica cast and he is referring 
her here for and evaluation and treatment.

PHYSICAL EXAMINATION: On physical examination, the patient is 
a well-developed, well-nourished female in no acute distress who is 
alert, oriented and in a pleasant mood.  Inspection of her fingertips 
reveals no clubbing or cyanosis.  The patient’s distal phalanx of both of 
her thumbs is shorter than most.  Inspection of the patient’s skin reveals
a moderate amount of flaking but no erythema.  Palpation of her skin
reveals a normal temperature.  Patient has a moderate amount of tenderness
over her first dorsal compartment but also has tenderness over the FCR
and the second dorsal compartment.  Most motions of her thumb cause 
some discomfort in the region but FCR, second dorsal compartment and
first dorsal compartment all give her pain with motion.  Patient’s range
of motion of her wrist is diminished with regard to flexion and extension
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additionally.  Pronation and supination are full.  Patient’s finger 
motion is very good.  Patient has a positive Finkelstein but a negative
grind of the CMC joint of her thumb.  The patient does not have 
tenderness over her radial styloid today except at the spot where the
dorsal compartment is located.  Nerve root irritability testing reveals
C6 nerve root irritability on the left.  The patient also has some tight
trapezius musculature there.  

IMAGING STUDIES: MRI scan performed 11/07/08 did not show any
significant abnormalities.  Similarly, a bone scan with the date of 1/30/09
does not show any significant abnormalities and radiographs that have
been taken within the Campbell Clinic system do not show any significant
bony abnormalities.

DIAGNOSIS/IMPRESSION:
1) Tendinitis, Left Wrist.
2) Cervical Syndrome/Cervical Strain.

TREATMENT PLAN: The patient will be referred to physical therapy
for work on her neck to try and resolve some of her trapezial tightness
and cervical strain.  Patient is also given a removable thumb spica splint
and is going to need to work on achieving better range of motion of her
wrist and thumb.  The patient is shown active range of motion exercises
for both.  The patient is also given a Medrol Dosepak to see if this will 
help with the generalized tendinitis about her left wrist.

FOLLOW-UP: The patient will return to clinic in approximately two 
weeks for re-evaluation.    (RX. #1, p.6-10).

 After a thorough consideration of all of the evidence in this record, to include the

testimony of the witness, review of the medical records and other documentary evidence,

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

FINDINGS

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

2. On October 3, 2008, the employment relationship existed among the parties, at 

which time the claimant earned wages sufficient to entitle her to weekly compensation benefits of
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$157.00/$154.00, for temporary total/permanent partial disability.

3. On October 3, 2008, the claimant sustained an injury arising out of and in the 

course of her employment, which rendered her temporarily totally disabled for the period

commencing January 28, 2009, and continuing through March 22, 2009.

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

of and in connection with the treatment of the injury of October 3, 2008.

5. The respondents have controverted this claim in its entirety.

CONCLUSIONS

The claimant asserts that she sustained an injury, principally, to her left upper extremity

within the course and scope of her employment on October 3, 2008, which required and continues

to require medical treatment, and which rendered her totally disabled for a period of time. 

Claimant seeks corresponding continued medical treatment as well as temporary total disability

benefits along with controverted attorney fees.  Respondents contend that the claimant did not

sustain a compensable injury and is not entitled to any additional medical or indemnity benefits.

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

claimant 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 receive workers’

compensation benefits as a result of a specific incident injury, the claimant must establish that the

injury arose out of and in the course of the employment; that the injury caused internal or external

physical harm to the body that required medical services; that there is medical evidence supported

by objective findings establishing the injury, and that the injury was caused by a specific incident

and identifiable by the time and place of the occurrence.  Ark. Code Ann. §11-9-102 (4) (Supp.
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2007).  The claimant bears the burden of proving a compensable injury by a preponderance of the

credible evidence.  Ark Code. Ann. §11-9-102 (4)(E)(i) (Supp. 2007).  Should the claimant fail to

prove any one of the afore requirements by a preponderance of the evidence, compensation must

be denied.  Mikel v. Engineered Specialty Plastics, 56 Ark. App. 126, 938 S.W.2d 876 (1997).

The compensable injury must be established by medical evidence supported by objective

findings.  Ark. Code Ann. §11-9-102 (4)(D) (Supp. 2007).  Objective findings are defined as

those findings which cannot come under the voluntary control of the patient, and are only

necessary to establish the existence and extent of an injury.  Crawford v. Single Source

Transportation, 87 Ark. App. 216, 189 S.W.3d 507 (2004); Wal-Mart Stores, Inc. v.

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

In the instant claim, the evidence preponderates that the claimant sustained a compensable

injury arising out of and in the course of her employment on October 3, 2008.  There is no

showing in the record that the claimant experienced limitations, or restrictions relative to her left

upper extremity prior to her employment with respondent and the events of October 3, 2008.  The

mechanism of the claimant’s October 3, 2008, accidental injury is not disputed.  The claimant

credible testified that the injury was reported to her supervisor, Danny Watts, the store manager,

who transported her to the emergency room of Crittenden Memorial Hospital for treatment.  The

claimant noted that following the injury, however prior to being transported for medical

treatment, the left wrist area was swollen.  

The testimony of the credible testimony of the claimant further reflects that Mr. Watts

contacted his superiors to report the injury and obtain directions prior to transporting the claimant

for medical treatment.  The claimant testified that she did not received a medical bill in connection
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with the medical treatment she received at the emergency room.  Further, the testimony of the

claimant reflects that she was referred to an orthopedic physician as a part of her treatment of her

left upper extremity complaints during the October 3, 2008, visit.  The claimant was seen at the

Campbell Clinic on October 7, 2008, in connection with the October 3, 2008, compensable injury.

In addition to testifying regarding her observation of the swelling in her left upper

extremity following the October 3, 2008, claimant credibly testified that the same was witnessed

by her store manager, Danny Watts, who transported her for emergency medical treatment. 

Noteworthy is the absence of testimony from respondent.  The absence of the testimony from the

claimant’s supervisor, who were within the control of respondents, raises the presumption that

their testimony would have been unfavorable to respondents.  Barnes v. Greenhead Farming Co.,

101 Ark. App. 129, __ S.W.3d__ (2007).  Finally, the medical records document the presence of

objective findings of an injury, to include swelling in the claimant’s left wrist area.  The claimant

has sustained her burden of proof by a preponderance of the credible evidence that she sustained

an injury arising out of and in the course of her employment on October 3, 2008.  Respondents

have controverted this claim in its entirety.

Medical Benefits

Ark. Code Ann. ?11-9-508 (a), mandates that the employer provide such medical 

treatment as may be reasonably necessary in connection with the treatment of a compensable

injury.  What constitutes reasonable and necessary medical treatment is question of fact for the

Commission.  Georgia-Pacific Corp. v. Dickens, 58 Ark. App. 266, 950 S.W.2d 463 (1997).  In

the instant claim, the evidence preponderates that the medical treatment rendered in the treatment

of the claimant’s October 3, 2008, compensable injury was had pursuant to the directions of
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respondents.  Further, while the claimant has undergone numerous diagnostic studied, she

continues to experience residuals attributable to the October 3, 2008, compensable injury.  The

evidence in the record disclosed that further treatment was recommended, in the form of trigger

point injections, however respondent declined to provide same.  

In the instant claim there is no showing that the claimant has reached maximum medical

improvement as a result of the October 3, 2008, compensable injury.  The credible evidence

discloses that the claimant continues to experience pain and lack of strength in the left upper

extremity.  The evidence preponderates that the respondents terminated the claimant’s access to

reasonable medical treatment in connection with the October 3, 2008, compensable injury in

March 2009.  A claimant may be entitled to on-going medical treatment after the healing period

has ended, if the medical treatment is geared toward management of the claimant’s injury. 

Hydrophonics, Inc., v. Pippin, 8 Ark. App. 200, 649 S.W.2d 845 (1983).  In the present claim the

claimant has not reached the end of her healing period.  

At the time of the claimant’s March 5, 2009, visit to Dr. Cannon at Campbell Clinic, she

remained on restricted duty of no lifting or gripping with the left hand.  Further, the claimant was

directed to return in four (4) weeks for follow-up appointment.  The evidence preponderates that

further medical treatment is reasonably necessary in connection with the treatment of the

claimant’s October 3, 2008, compensable injury.  Respondents have controverted this claim in its

entirety, and specifically the claimant’s entitlement to medical treatment subsequent to March 5,

2009.

Temporary Total Disability

Temporary total disability is that period within the healing period in which a claimant
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suffers a total incapacity to earn wages, with respect to an unscheduled injury.  Arkansas State

Highway & Transportation Department v. Breshears. 272 Ark. 244, 613 S.W.2d 392 (1981). 

The healing period is that period for healing of an injury which continues until the claimant is as

far restored as the permanent character of the injury will permit. Id.  Whether an employee’s

healing period has ended is a factual determination to be made by the Commission. Ketcher

Roofing Co., v. Johnson, 50 Ark. App. 63, 901 S.W.2d 25 (1995).

The evidence discloses that the claimant was taken off work by her treating physician for

the period January 28, 2009 through March 22, 2009, while undergoing medical treatment in

connection with her compensable injury.  The claimant was within her healing period during the

afore period, and correspondingly entitled to the payment of temporary total disability benefits. 

Respondents have controverted this claim in its entirety. 

AWARD

Respondents are herein ordered and directed to pay to the claimant temporary total

disability benefits at the weekly compensation benefit rate of $157.00, for the period January 28,

2009, through March 22, 2009, as a result of her compensable injury of October 3, 2008.  Said

sum accrued shall be paid in lump without discount.  

Respondents are further ordered and directed to pay all reasonably necessary medical,

hospital, nursing and other apparatus expenses in connection with the treatment of the claimant’s

compensable injury of October 3, 2008, to include medical related travel, pursuant to Ark. Code

Ann. §11-9-508 (a).

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

Marc I. Baretz, on the controverted indemnity benefits herein awarded, pursuant to Ark. Code
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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

      


