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STATEMENT OF THE CASE

A hearing was held in the above styled claim on June 21, 2010,

in Springdale, Arkansas. A pre-hearing order was entered in this

case on May 5, 2010. The pre-hearing order set out the stipulations

offered by the parties and outlined the issues to be litigated and

resolved at the present time. Prior to the commencement of the

hearing, a clerical error was corrected in regard to the first

stipulation. A copy of this pre-hearing order with that amendment

noted thereon was made Commission’s Exhibit No. 1 to the hearing.

The following stipulations were offered by the parties and are

hereby accepted:

1. On December 15, 2005, the relationship of

employee-self insured employer-third

party administrator existed between

parties.
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2. The appropriate weekly compensation

benefits are $326.00 for total disability

and $244.00 for permanent partial

disability.

3. The claim is now controverted in its

entirety.

By agreement of the parties, the issues to be litigated and

resolved at the present time were limited to the following:

1. Whether the claimant sustained

compensable injuries to her upper

extremities and other body systems in an

employment-related electrical shock.

2. Whether the claimant has experienced

mental difficulties in the form of PTSD,

as a result of her physical injuries.

3. The claimant’s entitlement to medical

services.

4. Whether this claim is barred by the

statute of limitations.

In regard to these issues, the claimant contends:
  
“(a) The claimant contends that she has
incurred reasonable and related medical
expenses and will continue to require
medications and follow up treatment for her
compensable electrocution injury.

(b) The respondents have denied payment of
medical bills and this case has been
controverted.”   
 



McCoy-Ramey-F909378 -3-

In regard to these issues, respondents contend:

“A. The claimant did not sustain a physical
injury on 12-15-05. Therefore, she is not
entitled to treatment for a mental injury.
There is no causal connection between the
accident and the claimant’s mental condition.
The statute of limitations has expired. The
last service and benefit was on 6-12-07 and no
claim for additional benefits was filed until
10-22-09.” 

 DISCUSSION

I. COMPENSABILITY

Although the respondents initially accepted liability for

benefits attributable to a physical injury or injuries from an

electrical shock on December 15, 2005, they now deny that the

claimant sustained any type of compensable injury and controvert

this claim in its entirety.  

Thus, the burden rests upon the claimant to prove all of the

elements, required by the Act, for her alleged injuries to be

“compensable”. Should the claimant fail to prove even one of these

required elements, she will have failed to meet her burden.

In this case, the claimant has alleged both a physical and

mental injury. The required elements for a “compensable” physical

injury will be addressed first.

The first set of these required elements are found in Ark.

Code Ann. §11-9-102(4)(D).  This subsection requires that the

claimant prove by medical evidence, the actual existence of some

physical injury or damage to her body. She must further prove that

the existence of this physical injury or damage is supported by
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“objective” findings, as that term is defined by Ark. Code Ann.

§11-9-102(16)(A)(i).

The second set of these required elements are the definitional

elements that are contained in Ark. Code Ann. §11-9-102(4)(A)(i).

Under this subsection, the claimant must prove that the medically

established and objectively supported physical injury or damage

arose out of and occurred in the course of her employment, was

caused by a specific incident, is identifiable by time and place of

occurrence, caused internal or external harm to her body, and

required medical services or resulted in disability.

The claimant testified that, on December 15, 2005, she was

operating a tractor and an attached brush hog, as part of her

assigned employment duties for the respondent.  While operating

this equipment, she struck three guide or stabilizing wires on an

electrical pole with the brush hog, severing two wires and hanging

the brush hog upon the third.  The claimant describes a “big blue

flash” and a series of loud booms or pops. She also described the

surrounding grass catching fire. The claimant testified that she

felt a “sensation” run from just below her breast to the top of

head”.  She then called her supervisor and reported the incident.

Later, her supervisor arrived and she was ultimately sent by the

respondent to the Lowell Occupational Medicine Clinic for

evaluation.  The claimant testified that at that time, her

complaints involved only “hurting” in her left shoulder and an

“anxiety” feeling. She testified that her left shoulder motion

decreased and she kept dreaming about and reliving the incident.
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She also started getting “short” with her family because she was

“tired of hearing how lucky she was”.

The claimant testified that she was ultimately sent by Mr.

Beasley to Dr. Benafield for evaluation and treatment of her left

shoulder. It was her testimony that her shoulder difficulties

lessened and function of her left shoulder improved with Dr.

Benafield’s brief course of treatment.

The claimant stated that she went for a considerable period

without seeking any further medical treatment. She returned for

further evaluation at the Lowell Occupational Medical Clinic, in

March of 2007, after she started having racing feelings in her

chest, numbness in arms, and pain in neck and jaws.

The claimant stated that she was ultimately sent by the

respondent to Dr. Inlow, a cardiologist. However, she was often

seen by only his nurse practitioner, Debra Walker.

The claimant testified that Dr. Inlow diagnosed and treated

her for fluctuating blood pressure, which she had never previously

experienced.

The claimant further testified that she was sent by Dr. Inlow

to Dr. Ross for evaluation and treatment of her “high” weight loss,

“heart racing”, and “adrenaline problems”.  She stated that she has

continued under treatment by Dr. Ross for these complaints through

the present time.

The initial medical report of Max Beasley, a physician’s

assistant, contain no objective findings of physical findings to

the claimant’s body. In His report of December 15, 2005, he
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specifically noted the absence of any objective findings to support

the presence of physical injury or damage to the claimant’s body.

The claimant’s physical examination was recorded as “normal” as was

the various testing performed on the claimant. No burns were noted

on the claimant’s skin, no shortness of breath, no chest pain, and

no heart palpitations.  The claimant’s blood pressure was well

within normal limits and an EKG performed on the claimant, on that

date, was interpreted as normal.  The claimant’s weight was

recorded as 146 pounds. The claimant’s reported subjective

complaints consisted only of a “warm sensation” that had gone up

into her right arm and then down into her left, with complaints of

some pain in the back of her neck. 

When the claimant returned to Mr. Beasley, on the following

day, December 16, 2005, she was complaining only of soreness in

both her shoulder joints, but denied any chest pain, shortness of

breath, back pain, or memory loss. A second EKG was performed on

the claimant and was again noted as normal.

     The claimant next saw Mr. Beasley on December 21, 2005. On

that date, he recorded that her physical complaints consisted only

of left deltoid pain that increased upon use of her left arm.  He

further noted that the claimant was complaining of irritability at

home and that she had “relived” the incident a few times. No

cardiac symptoms or abnormalities were noted. However, blood tests

that had been performed on the claimant were interpreted as showing

a minimal elevation in her urine myoglobin, which was indicated to

be a 6 with a normal range of 0 to 5.  Mr. Beasley indicated that
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the claimant might be exhibiting symptoms of mild post traumatic

stress disorder, and might need a psychological evaluation.

The claimant was sent by Mr. Beasley to Dr. Bryan Benafield,

Jr., an orthopaedic surgeon for evaluation of her left deltoid or

shoulder pain. In his initial evaluation of December 27, 2005, Dr.

Benafield notes no cardiac, pulmonary, or neurological problems.

His physical examination of the claimant’s left shoulder joint

revealed only subjective abnormalities, and x-ray studies performed

on that date were interpreted as negative. Dr. Benafield diagnosed

the claimant’s difficulties as a left shoulder strain and

impingement syndrome. He provided the claimant with treatment for

these conditions in the form of an injection to be followed with

the use of over-the-counter Aleve.

 Dr. Benafield next saw the claimant on February 22, 2006. At

that time, he noted significant improvement of the claimant’s left

shoulder complaints with only minor impingement signs and some

discomfort and weakness with posterolateral extension of the arm.

Dr. Benafield indicated that he was “very hopeful” that the

claimant’s complaints of numbness and weakness would pass over

time. However, he scheduled the claimant for a follow up visit in

six weeks. However, if this visit was kept, no subsequent medical

reports or records from Dr. Benafield have been introduced. 

In fact, no medical reports or records have been introduced,

until the evaluation report of Mr. Beasley, dated March 9, 2007,

over a year later. At that time, the claimant was complaining of

left arm numbness, especially in the left fourth and fifth fingers
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that radiated up to her neck and both sides of her jaw. He also

recorded complaints of a dull ache and tightness over the left

anterior mid thigh that started on March 7, 2007. Mr. Beasley

recorded that the claimant gave a history of six or seven similar

episodes over the preceding six months for which she was evaluated

at the emergency room and by her personal physician, a Dr. Bonner.

No reports or records generated by these visits have been

introduced. However, Mr. Beasley recorded that the claimant

reported that the emergency room physician did not feel that her

symptoms were related to her heart, but that Dr. Bonner felt that

she needed a cardiovascular work up.  The claimant’s physical

examination on that date was again essentially normal with no

objective findings of any abnormality. Another EKG was performed,

which was again interpreted as normal and when compared to her

previous EKGs was interpreted to show no changes. However, a

cardiovascular and possible neurologic evaluation was recommended,

as a precautionary measure.

The next medical records introduced are dated May 15, 2007,

and were authored by a Debra Walker, another nurse practitioner. 

It indicated that a cardiac catheterization had been performed on

May 3, 2007, for complaints of chest pain and exertional dyspnea,

which was normal.  An electrophysiology study which was also

performed on May 3, 2007 was reported to have shown inducible

atrial fibrillation.  The claimant’s physical examination showed a

weight of 162 pounds and elevated blood pressure at 164/96.

Otherwise, the examination was normal. The claimant’s diagnosis was
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hypertensive cardiovascular disease, paroxysmal atrial

fibrillation, and non cardiac chest pain. The claimant was

prescribed oral medication for these conditions and directed to

return in one month.

However, the next medical report or record is a report

dictated by Ms. Walker and dated December 17, 2007, some seven

months later. Although no actual reports or records have been

introduced, this report indicated that, since the claimant’s last

visit, she had been seen by Dr. Bonner and had apparently undergone

a CT scan of her head and a renal ultrasound, both of which were

reported as normal. This report also indicated that Dr. Bonner had

performed Holter monitoring on the claimant and was planning a

further work up that included a CT angiogram and ultrasound.

Although the claimant reported elevated blood pressure at 161/126

the previous week, her blood pressure at the time of this visit was

recorded as only 122/80. The remainder of the claimant’s physical

examination on this date was also reported as normal or negative.

The claimant’s weight was reported at 161 pounds. This report gave

a diagnosis of essential hypertension that was uncontrolled and non

cardiac chest pain. The claimant was treated with oral medications

and directed to return for follow up in two weeks.

Curiously, another report was apparently authored by Ms.

Walker for this same visit. For the most part, this second report

coincided with the initial report. There are some minor changes,

such as giving Dr. Bonner’s full name (Dr. Mark Bonner) and placing

quotations marks around the claimant’s complaint of “feels
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terrible” (when her blood pressure is elevated). There is a more

substantive change in the examination section of the second report

which records a blood pressure of 140/80 (rather than the

previously noted 122/80). There is also a change in the claimant’s

diagnoses to add “paroxysmal atrial fibrillation, maintaining

normal sinus rhythms”, a deletion of the “non cardiac chest pain”,

and a specific notation of “history of previous electrocution while

operating a brush hog”.

Again, there in no indication that the claimant returned in

two weeks, as directed. The next medical report, which was

tendered, is an actual report by Dr. Charles Inlow, dated May 27,

2008. At that time, Dr. Inlow noted that the claimant was being

seen for follow up of her hypertension. He further indicated that

the claimant reported that she felt much better, now that her blood

pressure was well controlled. However, she was complaining of a

cough with her blood pressure medication and generalized pain and

aching of all her joints. Her physical examination recorded that

her weight was now 144 pounds and that her blood pressure was

114/80 (when initially taken) and  94/70 (when taken eight minutes

later). Her physical examination was reported as normal or

negative. Dr. Inlow’s diagnoses were unspecified hypertensive heart

disease without heart failure, atrial fibrillation, pain in soft

tissue of limbs, generalized anxiety disorder, and controlled

essential hypertension. Dr. Inlow altered the claimant’s medication

and instructed her to return in two months for follow up.
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The next medical report is also from Dr. Inlow and is dated

July 8, 2008. In this report, Dr. Inlow noted that the claimant was

in for follow up, that her blood pressure had remained well

controlled, and that she felt well. On his physical examination,

Dr. Inlow noted that the claimant’s weight had increased to 147

pounds 6.4 ounces, and that her blood pressure was 108/80. The

remainder of his physical examination was indicated to be normal or

negative. Dr. Inlow’s diagnoses remained unspecified hypertensive

heart disease without heart failure and controlled essential

hypertension. Dr. Inlow continued the claimant’s oral medications

and directed her to return in four months.

 A somewhat bizarre report was made by Ms. Walker, apparently

on November 10, 2008. This report shows a “date of service” as

November 10, 2008, but gives a “date of visit” as April 22,2008. In

this report, Ms. Walker stated:

“This patient is a 42-year old white female
with hypertensive cardiovascular disease who
suffered a major electrical injury while
operating a brush hog for Washington County
Road Department, December of 2005. On 5/3/07,
we performed cardiac catheterization to
evaluate complaints of chest pain and dyspnea.
Her coronaries were normal. We did an
electrophysiology study due to her
electrocution, and she did have inducible
atrial fibrillation.  She converted to sinus
rhythm prior to discharge. We saw her back in
clinic in June 2007, and she was doing well
with Cardizem. She returned in December of
2007, and her blood pressure had been labile.
She saw Dr. Mark Barr who was doing a work up
with CT angiograms and ultrasounds. The CT of
her head and renal ultrasound were normal. She
had Holter monitoring as well. Her blood
pressure was elevated as high as 160/126 prior
to that visit. We increased her Tekturna
dosage to 150 b.i.d. We also recommended
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Clonidine as needed to help control blood
pressure with directions provided.

4/22/08, the patient was seen upon referral by
her primary care physician. She saw her
primary care doctor 3/10/08. It should be
noted that the hand written clinic note says 2
week follow up. I did not write this, and it
is incorrect. She was not to return in 2
weeks, and has not missed any appointments.
She has been incredibly compliant with all
medication recommendations, and has been
compliant in keeping her appointment visits.

She has required evaluation in the emergency
room for an episode of hypotension, she
stopped her Cardizem due to very low blood
pressure readings with near syncope. This was
wise in that her pressure today is 134/78
while sitting, and drops to 100/70 with
standing. She’s had no arrhythmic symptoms.”

Curiously, the medical records that have been introduced contain no

report of any visit by the claimant with Ms. Walker on April 22,

2008. It would appear that, for some reason, Ms. Walker was

redictating this material and made a blend of her prior reports

(albeit, not entirely accurate) and her apparent findings on

November 10, 2008. In this report, Ms. Walker also gave a diagnosis

or assessment of labile (uncontrolled) hypertension with

orthostatic hypotension, paroxysmal atrial fibrillation-well

controlled, and a history of “major” electrical injury while at

work for the Washington County Road Department.

It also appears curious that, on that same date (November 10,

2008), the claimant was seen in follow up by Dr. Inlow. In his

report, Dr. Inlow noted that the claimant was being seen in follow

up for her hypertension. He noted that the claimant was complaining

of increased stress related to her children, that she wanted to
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stop smoking, that she was anxious, and that she was losing weight.

On his physical examination, Dr. Inlow recorded that the claimant’s

blood pressure was 118/78. He also noted that her weight was 146

pounds, which was  1 pound 6.4 ounces less than her weight on July

8, 2008. The remainder of his physical examination was reported as

normal or negative. Dr. Inlow’s diagnosis was benign or controlled

essential hypertension and unspecified hypertensive heart disease

without heart failure. 

The next medical report, which has been introduced, is a

report from Dr. Robin Ross, a psychiatrist. This report is dated

March 6, 2009. In this report, Dr. Ross recorded complaints of mood

swings with anhedonia, loss of energy, sadness, crying spells, poor

sleep and concentration, and hopelessness. Dr. Ross also recorded

that the claimant reported times when she had racing thoughts,

impulsivity, irritability, inability to focus, forgetfulness,

inability to complete tasks, and losing things. This report

indicated that the claimant denied having any unusual experiences,

any types of hallucinations, thinking people were spying on her,

could read her mind, outside forces controlling her body, being

sent special messages by the media or unknown persons or having

other people say that what she was thinking was strange, odd,

disorganized, or not based in reality. The report also noted that

the claimant denied any spells of sudden anxiousness, fright,

uneasiness, or other physical or psychological symptoms of panic.

The claimant denied feeling fearful, humiliated, or embarrassed.

She further denied excessive worry or anxiety about day to day
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events of life, feeling restless, tense, or anxious on a daily

basis. Finally, she denied having experienced or witnessed an event

out of the realm of normal experience that was extremely traumatic.

Following this evaluation and testing of the claimant, Dr. Ross

concluded that the claimant was experiencing a mood disorder due to

general medical condition and possibly attention deficit

hyperactivity disorder combined with alcohol abuse. Dr. Ross also

noted that the claimant had experienced a high voltage

electrocution, suffered from hypertension, and had experienced a

weight loss. The claimant was directed to return in two weeks for

follow up.

The next medical report is from Dr. Inlow and is dated March

16, 2009. In this report, Dr. Inlow recorded that the claimant was

being seen for follow up of her hypertension. Dr. Inlow further

noted that the claimant was being seen by Dr. Ross for a reported

diagnosis of “post traumatic stress disorder” and “mania”. Neither

of these appear to be the actual diagnosis indicated by Dr. Ross in

her report. The physical examination performed by Dr. Inlow, on

that date, showed that the claimant’s weight remained at 146 pounds

and that her blood pressure was 118/78. The remainder of his

physical examination was reported as normal or negative. Dr.

Inlow’s diagnosis remained that of controlled essential

hypertension and unspecified hypertensive heart disease without

heart failure. He continued the claimant’s medication for these

conditions and directed her to return in six months.  
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On the following day, March 17, 2009, Dr. Inlow apparently

authored a hand written notation that stated as follows:

“Beckey Ramey is under my care and has post
traumatic stress syndrome following a work
related electrical injury. I have advised her
to seek counseling and appropriate psychiatric
treatment resulting from this injury.”

On March 19, 2009, the claimant was again seen by Dr. Ross. In

this report, Dr. Ross noted that the claimant was doing well and

could not believe the difference the medication had made in her

life. This report further indicated that no side effects of the

medication had been noted by the claimant, that the claimant had

stopped drinking, and that the claimant had gained 3 pounds. Dr.

Ross’ diagnosis remained that of mood disorder due to general

medical condition with possible attention deficit hyperactivity

disorder combined with alcohol abuse. Again, the history of high

voltage electrocution, hypertension, and weight loss was noted.

On April 23, 2009, the claimant had another visit with Dr.

Ross. At the time of this visit, the claimant again reported that

she was doing well on her medications.  However, Dr. Ross noted

that the claimant seemed a little hypomanic at the time of this

visit. Dr. Ross’ assessment of the claimant’s condition remained

unchanged.

The claimant was seen by Dr. Ross for further follow up on May

21, 2009 and August 17, 2009. On the May 21, 2009 visit, Dr. Ross

recorded that the claimant’s home life was now going well and that

she was again dating. In the report of August 17, 2009, Dr. Ross

indicated that the claimant had married the individual she had
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previously been dating and was very excited. In these reports, Dr.

Ross’ diagnosis remained that of a mood disorder due to general

medical condition and a possible attention deficit hyperactivity

disorder combined with alcohol abuse. As in the previous reports,

a history of a previous high voltage electrocution, hypertension,

and weight loss was noted.

On September 17, 2009, the claimant was seen by Ms. Walker. In

her report of that date, Ms. Walker noted that the claimant was in

for follow up for hypertension. She also noted that the claimant

was being seen by Dr. Ross and had been diagnosed with “post

traumatic stress disorder and mania”. Ms. Walker further recorded

a history of the claimant being electrocuted while working on

equipment at the Washington County Road Department and the

subsequent development of severe hypertension and tachycardia with

generalized anxiety and memory loss. She further noted that the

claimant had lost 30 plus pounds due to an adrenaline overload. In

this report, Ms. Walker’s physical examination reported that the

claimant’s blood pressure was 150/90 and that her weight had

dropped to 133 pounds. Ms. Walker’s diagnosis was listed as

controlled atrial fibrillation, controlled essential hypertension,

and generalized anxiety disorder. The claimant was continued on her

medications and directed to return for follow up in six months. 

On September 30, 2009, Dr. Inlow authored a report to the

claimant’s attorney, in which he stated:

“Beckey Ramey has been under our care since
May, 2007 for treatment of a conduction system
abnormality of her heart, and difficult-to-
control hypertension. We also referred her for
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treatment of Post Traumatic Stress Disorder
following electrocution while operating a back
hoe for Washington County Road Department
December 15, 2005. It is my opinion that her
tachyarrhythmia, atrial fibrillation,
hypertension, weight loss, and generalized
severe anxiety are all the result of high
levels of circulating adrenaline resulting
from electrical shock injury with PTSD.”

The final medical report introduced that has been introduced

is a report from Ms. Walker dated April 26, 2010. In this report,

Ms. Walker stated that the claimant was being seen as the result of

a “spell” that had occurred the previous night. Ms. Walker recorded

that the claimant was returning to bed after being up to check on

the dogs and was suddenly unable to move, her heart was fluttering

and beating very fast.  The claimant also reported that she felt

like her mouth was drawing and her lips were stretched thin. During

this time, the claimant reported that she could not speak for

several minutes, but recovered with no residual effects, except for

fear and tingling with diaphoresis. Ms. Walker continued to note

that the claimant was being seen by Dr. Ross and had been diagnosed

with “post traumatic stress disorder and mania”, that she had been

“electrocuted” while working on equipment at the Washington County

Road Department, and that she had subsequently developed severe

hypertension, tachycardia, generalized anxiety with memory loss,

and a weight loss of 30 plus pounds due to adrenaline overload. The

claimant’s physical examination revealed essentially normal or

negative findings. Her blood pressure was recorded at 164/98 and

her weight was reported to be 131 pounds 3.2 ounces. Ms. Walker’s

diagnosis remained that of controlled essential hypertension and
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atrial fibrillation. The claimant was continued on her medications

and was recommended to undergo a 48-hour Holter monitor and carotid

ultrasound. No results of these recommended studies have been

introduced. 

The medical evidence presented “establishes” that the claimant

has and is experiencing a number of physical conditions. The

medical reports of Dr. Benafield show that he diagnosed the

claimant as experiencing some type of musculoskeletal strain or

sprain and possibility bursitis involving her left shoulder joint.

However, the record fails to show any “objective findings” to

support the presence of this condition.

The reports and records of Dr. Inlow “establish” the existence

of various cardiac conditions. These appear to include

hypertension, paroxysmal atrial fibrillation, tachyarrhythmia, and

high levels of circulating adrenaline. Clearly, the routine blood

pressure testing has revealed that the claimant is experiencing

hypertensive disease with periodically elevated blood pressure

levels. Electrophysiological testing on the claimant’s heart showed

the presence of inducible atrial fibrillation. Curiously, none of

the medical reports or records, which have been introduced, note

the occurrence of any episode of tachyarrythmia and the only

substantiated episode of atrial fibrillation occurred during the

electrophysiological testing.  None of the medical evidence

presented indicates that testing has revealed the presence of any

damage or defects to the claimant’s adrenal glands, nor does the
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medical evidence show that high levels of circulating adrenaline

has been substantiated by blood work or other objective testing. 

The first matter to be addressed are the requirements set out

in Ark. Code Ann. §11-9-102(4)(D). In the present case, the greater

weight of the medical evidence establishes that the claimant has

and is experiencing cardiovascular difficulties in the form of

essential hypertension and paroxysmal atrial fibrillation.  The

existence of these conditions is clearly supported by “objective

findings” within the meaning of Ark. Code Ann. §11-9-102(16)(A)(i).

These “objective findings” are in the form of abnormalities noted

on regular periodic blood pressure testing and electrophysiological

testing of the claimant’s coronary system. Thus, in regard to these

conditions, the claimant has satisfied the statutory requirements

for a “compensable injury” that are contained in Ark. Code Ann.

§11-9-102(4)(D).

The medical evidence presented also “establishes” that the

claimant has and/or is experiencing difficulties with her right

shoulder, in the form of a musculoskeletal strain or sprain and

possible bursitis. The medical evidence further “establishes” that

the claimant has and/or is experiencing tachyarrhythmia and high

levels of circulating adrenaline.

 However, the record fails to show the existence of these

conditions to be supported by any “objective findings”, as that

term is defined by  Ark. Code Ann. §11-9-102(16)(A)(i). The reports

and records of Mr. Beasley and Dr. Benafield fail to note any

objective findings or abnormalities to support an actual physical
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injury to the claimant’s left shoulder joint, particularly a

musculoskeletal strain/sprain or bursitis, as diagnosed by Dr.

Benafield. 

The record also fails to show any “objective findings” to

support Dr. Inlow’s diagnosis of tachyarrhythmia or high levels of

circulating adrenaline. In fact, none of the medical evidence

presented contains objective evidence to show any episode of

tachyarrhythmia. Even the documented episode of atrial fibrillation

appears to have occurred only one time and that was when it was

artificially induced during the electrophysiological testing that

was  performed on May 3, 2007. Although the medical records of Ms.

Walker and Dr. Inlow indicate that numerous other cardiac tests,

including Holter monitoring, was performed on the claimant over the

course of her treatment, there is no indication that any of these

tests showed any abnormalities indicative of tachyarrhythmia. There

is also no evidence of any abnormality on testing of the claimant’s

adrenal system or blood testing indicating the presence of elevated

adrenaline.  The only basis that Dr. Inlow gives for his assumption

that the claimant is experiencing elevated levels of circulating

adrenaline, is the claimant’s reported weight loss (clearly a

matter within her control) and his conclusion that the claimant was

experiencing severe anxiety and reported heart racing (also clearly

subjective factors).

  Curiously, during the majority of the period of Dr. Inlow’s

treatment, no note of severe anxiety was recorded. During this same

time, the claimant was seen and was being treated by Dr. Ross, a
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psychiatrist.  None of the reports or records of Dr. Ross indicate

the presence of severe anxiety.

As the greater weight of the credible evidence fails to show

any “objective findings” to support the existence of a physical

injury to the claimant’s left shoulder joint, tachyarrhythmia, and

damage to the claimant’s adrenal glands or elevated levels of

circulating adrenaline, these various diagnosed conditions do not

satisfy the requirements for a “compensable injury” that are

mandated by Ark. Code Ann. §11-9-102(4)(D).

The claimant must next prove that the medically established

and objectively supported physical difficulties, in the form of

essential hypertension and paroxysmal atrial fibrillation, satisfy

the definitional elements for a compensable injury, which are

contained in Ark. Code Ann. §11-9-102(4)(A)(i) and/or §11-9-

102(4)(A)(iv) and §11-9-114.  In order to satisfy the definitional

requirements of this subsection, the claimant must prove the

existence of a causal relationship between these medically

established and objectively supported physical difficulties and the

employment-related incident on December 15, 2005.  However, she

need not prove the existence of this causal relationship to an

absolute certainty. She need only prove by the greater weight of

the credible evidence that the existence of this causal

relationship is likely or probable. Further, the claimant need not

prove that this employment-related specific incident or accident

was the sole or even major cause of these physical difficulties.
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She need only show that this incident played a causal or

contributing role in producing these physical conditions.

The principal evidence presented by the claimant to prove this

necessary fact is her own testimony and the reports and records of

Ms. Walker and Dr. Inlow.  After consideration of all the evidence

presented, including the claimant’s testimony and the reports and

records of Dr. Inlow and Ms. Walker, I am compelled to find that

the claimant has failed to prove by the greater weight of the

credible evidence that any electrical shock, which she may have

experienced  on December 15, 2005, was a likely or probable cause

or contributing factor to her subsequently diagnosed essential

hypertension and paroxysmal atrial fibrillation.

 In reaching this decision, I am aware that an electrical

shock can cause a multitude of neurological difficulties and

involve multiple organs and systems throughout the body.  However,

to establish the necessary causal relationship, more than such a

mere possibility is required.

In the present case, the claimant testified that she had never

experienced any cardiovascular difficulties, including hypertension

and atrial fibrillations, prior to the employment-related accident

of December 15, 2005. However, the claimant’s testimony and the

other evidence presented also shows that the claimant did not

experience any cardiovascular difficulties for many months after

the employment-related accident of December 15, 2005.

At the hearing, the claimant described the sensation she

experienced, at the time of the employment-related accident, as “an
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instant sensation from just below my breast to the top of my head.”

However, at the time of the claimant’s initial evaluation  by Mr.

Beasley, on December 15, 2005, she described her original

complaints as only a “warm sensation” that had gone up into her

right arm and then down into her left. There were no complaints

recorded in the initial medical records that would be in any way

indicative of recent cardiac damage from electrical shock.

Repeated EKGs were all interpreted as normal.  On physical

examination, the claimant exhibited normal blood pressure and heart

sounds. There was no complaints of shortness of breath, chest pain,

or heart palpitations. In fact, there were no objective evidence of

any physical damage to any portion of the claimant’s body, as a

result of this electrical shock.

    The first mention of any cardiac symptoms does not occur, in

the medical evidence presented, until March 9, 2007. According to

Mr. Beasley’s report of that date, these cardiac complaints may

have begun some six months prior or around September of 2006.  This

would have been some nine months following the claimant’s

employment-related accident. Clearly, if this employment-related

accident had effected or damaged the claimant’s cardiovascular

system, one would reasonably expect that symptoms from this damage

would have become apparent at a far earlier date than September of

2006.

Neither essential hypertension nor paroxysmal atrial

fibrillation are unusual conditions. Certainly, essential

hypertension, in a chronic smoker over 50 years of age, would not
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be unexpected.  Both of these conditions have a multitude of

causes, some of which are even genetic.

I am well aware that Dr. Inlow was a competent cardiologist

with considerable expertise in this area of medicine. I have

carefully considered and weighed his expert medical opinion on the

cause of the claimant’s various cardiac difficulties in light of

the other evidence presented. This opinion is summarized in his

September 30, 2009 report to the claimant’s attorney, which has

been previously quoted in this Opinion. However, I find that this

expert medical opinion is based upon the assumption of material

facts not proven to be accurate by the other evidence presented.

Thus, I do not find Dr. Inlow’s opinion to be controlling in the

present case.

First, none of his reports or records indicate that Dr. Inlow

was aware that the claimant’s cardiac difficulties did not

initially manifest themselves until many months after the

employment-related electrical shock. If, he was aware of this fact,

he clearly failed to explain this delay in the onset of the

claimant’s cardiovascular symptoms in any of his records. It is my

belief that Dr. Inlow assumed that the claimant’s cardiac

difficulties began contemporaneously with or shortly after the

employment-related accident, a fact which the evidence clearly

refutes.

Both Dr. Inlow and his nurse practitioner Ms. Walker assume

that the claimant sustained a “severe” electrical shock in the

accident of December 15, 2005.  In their reports, they refer this
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shock as being “severe” or as “electrocution”.  However, the record

dos not support this assumption. The claimant’s own description of

her symptoms contemporaneously with the event (particularly, those

she gave to Mr. Beasley on her initial examination) would indicate

that she experienced only a minor shock. This is further supported

by the lack of any burns on the claimant’s body and the fact that

she never lost consciousness.

Dr. Inlow also assumed that the claimant had experienced

episodes of tachyarrhythmia or rapid heart rhythm. Although the

claimant testified that she had experienced episodes when her heart

“raced” or “fluttered”, none of the other evidence presented

substantiates this.  None of the extensive cardiovascular testing

and numerous evaluations, including EKGs, Holter monitoring, and

physical examinations, appear to have revealed any evidence of

tachyarrhythmia.

Dr. Inlow also places significance on a sudden 30 pound plus

weight loss that was supposedly experienced by the claimant.  This

fact, too, is contradicted by the evidence presented. The medical

records reveal that, at the time of the claimant’s employment-

related accident on December 15, 2005, she weighed 146 pounds. By

the time of her evaluation by Ms. Walker on May 15, 2007, the

claimant had gained weight to 162 pounds.  Her weight remained at

this level through her December 17, 2007 visit. By May 27, 2008,

the claimant’s weight had decreased back to 144 pounds.  This would

only be a 17 pound loss over a six month period. By July 8, 2008,

the claimant’s weight had increased back to 147 pounds. Her weight
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remained essentially unchanged through her visit on March 16, 2009.

However, by September 29, 2009, the claimant’s weight had decreased

to 133 pounds.  This would be merely a 13 pound loss over a six

month period. The claimant has apparently remained at approximately

this weight through her last documented medical visit on April 26,

2010.

Finally,  Dr. Inlow’s opinion appears on the causal

relationship between the claimant’s electrical shock and her

subsequently diagnosed hypertension and atrial fibrillation appears

to be based upon his assumption that this electrical shock somehow

caused the claimant to experience “high levels of circulating

adrenaline”. However, such a fact is not supported by the greater

weight of the credible evidence presented.  As previously noted,

there is absolutely no objective evidence of any damage to the

claimant’s adrenal glands or the actual presence of  “high levels”

of adrenaline circulating in her system.  I would note that Dr.

Ross, the claimant’s treating psychiatrist, has indicated that the

claimant may be suffering from attention deficit hyperactivity

disorder. However, there is no indication in this report that this

diagnosis has ever been confirmed. There is also no evidence that

attention deficit hyperactivity disorder is in any way attributable

to an electrical shock.

In summary, I find that the claimant has failed to prove by

the greater weight of the credible evidence that she sustained any

compensable physical injury or damage as the result of the

employment-related accident of December 15, 2005, including any
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physical injury or damage to her cardiovascular system. The

claimant’s failure to prove the occurrence of any compensable

physical injury would further prevent a finding of any compensable

psychological or mental injury or illness, under Ark. Code Ann.

§11-9-113(a)(1). Based upon these findings, I have no alternative

but to deny and dismiss the present claim for additional benefits.

FINDINGS OF FACT & CONCLUSIONS OF LAW

1. The Arkansas Workers' Compensation Commission

has jurisdiction of this claim.

2. On December 15, 2005, the relationship of

employee-self insured employer-third party

administrator existed between the parties.

3. On December 15, 2005, the claimant earned

wages sufficient to entitle her to weekly

compensation benefits of $326.00 for total

disability and $244.00 for permanent partial

disability.  

4. The claimant has failed to prove by the

greater weight of the credible evidence that

she sustained any physical injury or damage to

her body as a result of the employment-related

accident on December 15, 2005, including any

physical injury or damage to her

cardiovascular system.

5. As the claimant has failed to prove that she

has sustained any physical injury or damage to
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her body, as a result of the employment-

related accident on December 15, 2005, she has

also failed to prove that she sustained any

mental or psychological injury or illness, as

that term is defined by Ark. Code Ann. §11-9-

113(a)(1).

6. The respondents have now denied the occurrence

of any compensable injury, as the result of

the employment-related accident on December

15, 2005, and have controverted this claim in

its entirety.

ORDER

Based upon my foregoing findings and conclusions, I have no

alternative but to deny and dismiss this claim in its entirety.

IT IS SO ORDERED.   

                                                          
                               MICHAEL L. ELLIG
                            ADMINISTRATIVE LAW JUDGE
                                         


