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 BEFORE THE ARKANSAS WORKERS’ COMPENSATION COMMISSION

                       CLAIM NO. GOO3485

ERNIE DEAN, 
EMPLOYEE CLAIMANT

CLARIDGE PRODUCTS & EQUIPMENT, INC., 
EMPLOYER RESPONDENT

NORTH RIVER INSURANCE COMPANY, 
INSURANCE CARRIER                                 RESPONDENT 
                                           

                OPINION FILED MAY 27, 2011                   
        
A hearing was held before ADMINISTRATIVE LAW JUDGE Chandra
Hicks, in Harrison, Boone County, Arkansas.

The claimant was represented by Mr. Conrad T. Odom, Attorney
at Law, Fayetteville, Arkansas. 

Respondents were represented by Mr. Michael L. Wright
Attorney at Law, Little Rock, Arkansas.

                     STATEMENT OF THE CASE

     A hearing was held in the above-styled claim on March

30, 2011, in Harrison, Arkansas.  A Prehearing Telephone

conference was conducted in this case on December 6, 2010. 

A Prehearing Order was entered in this claim on that same

date.  This Prehearing Order set forth the stipulations

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

their respective contentions.

     The following stipulations were submitted by the

parties, either in the Prehearing Order or at the start of

the hearing, as the following are hereby accepted:
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1.  The Arkansas Workers’ Compensation Commission has

jurisdiction of the within claim.

2.  The employee-employer-carrier relationship existed

at all relevant times, including February 11, 2010 and March

17, 2010.

3.  The claimant’s average weekly wage at the time of

his injury was $520.00, which entitles him to a weekly

temporary total disability rate of $347.00, and a permanent

partial disability rate of $260.00.

     4.  This claim has been controverted in its entirety.

5.  All issues not litigated herein are reserved under

the Arkansas Workers’ Compensation Act.  

By agreement of the parties, the issues to be presented

at the hearing were as follows:

     1.  Compensability of claimant’s right elbow injury. 

2.  Additional medical treatment.

The claimant’s and respondents’ contentions are set out

in their response to the Prehearing Questionnaire, these are

hereby incorporated herein by reference.  At the time of the

hearing, the claimant further contended that he sustained a

compensable injury to his right elbow either on February 11,

2010 or March 17, 2010, or on both dates.  Respondents further

contended that the claimant’s right elbow condition is a

preexisting condition. 
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     The documentary evidence submitted in this case consists

of the hearing transcript of the March 30, 2010 hearing and

the exhibits contained therein.

The following witness testified at the hearing: the

claimant.  

                        DISCUSSION

        At the time of the hearing, the claimant was 57 years 

old.  As of the date of the hearing, the claimant continued to

work for Claridge Products & Equipment.  He has worked for the

respondent-employer some 38 years.  His current job with them

consists of duties as a painter/spray painter.     

     Specifically, the claimant’s job duties entail emptying

the paint barrels, storing them in the paint house, powder

coating, liquid painting, hanging metal, spreading metal, and

various other duties to get the metal prepared.  He worked and

continues to work the 6:00 a.m. to 3:00 p.m. shift, five days

a week. 

     He admitted he was born with a deformity of his right

arm.  The claimant agreed that his right arm is a few inches

shorter than his left arm, from his shoulder to his elbow.  He

denied any prior restrictions of his right arm, or that this

condition ever kept him from doing any of the things he wanted

to do.  

     Regarding the February 11, 2010, incident, the claimant
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testified:

Q. February 11 of 2010, Ernie, you already said you
were working for the respondent at Claridge Products.
You already stated you were a painter there.  If you
could -- who was your supervisor on that day?

A. Darren Tuck.

Q. All right.  And something happened on that day with
your right arm, is that right?

A. Yes, sir.

Q. Why don’t you tell the Court just a little bit about
what happened.

A. Our liquid paint comes in 55-gallon barrels and it
comes on a pallet, four to a pallet.  We have to take a
wheel dolley and take them off the pallet so we can wheel
them out to the paint house where OSHA makes us keep them
for safety reasons.  And I was trying to get a barrel of
paint down and it just kind of popped, stung a little
bit.

Q. Now, you say, it just kind of popped and stung a
little bit.  What are you talking about?  What is it?

A. Kind of like a .22 sound.

Q. No, what part of your body are you talking about?
We have to be clear for the record.

A. Oh, it was my right elbow.

Q. Okay.  So it stung a little bit?

A. Yes, sir.

Q. And did you report that to anyone?

A. Yes, sir.

Q. And I have a Foreman’s Accident Investigation Form
dated February 11, 2010.  I think the signature there
says Darren Tuck.  Is that who you would have reported it
to?
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A. Yes, sir.

    The claimant denied that he received treatment as a 

result of this incident of February 11, 2010.  According to

the claimant, after this incident, his arm felt as though it

had been asleep and it hurt a little more than what he

anticipated but he went back to work.  He essentially denied

that these symptoms ever previously happened with his arm.

     He further testified:

Q. So from that point forward how did your arm do?

A. A little different but not anything that bothered me
that bad until the second time.

Q. Did you miss any time from work as a result of it
after February 11 of 2010?

A. No, sir.

Q. Now the second time, I’ve got a report, another
Foreman’s Accident Investigation Form.  Again it looks
like it is signed by Darren Tuck dated March 17 of 2010.
What happened on that day?

A. I was hanging parts on the line and I twisted around
and come back and when I raised it up to hang the part on
the line it felt like somebody stuck a hot knife in my
arm.  And that’s when I just dropped everything and I
went to Darren.

Q. And you reported it to him at that time?

A. Yes, sir.

Q. How was the feeling that time as compared to when it
first happened?

A. The first time wasn’t nothing.  This time it pretty
much was excruciating.

Q. All right.  You were working on the line at that
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time, is that what you said?

A. Yes.

Q. And you reported that to him.  And what transpired
after that?  Did you seek medical treatment at that time?

A. He sent me to Mediquick, their company doctors.

   The claimant admitted to treating with Dr. Sidani.

According to the claimant, the respondents sent him to Drs.

Benafield and Anderson.  The claimant testified that he paid

for the follow-up appointment with Dr. Benafield.  

      According to the claimant, Dr. Benafield referred him to

a neurologist, Dr. Steven Moon.  The claimant paid for this

visit on his own.   He stated that it is his understanding

that Dr. Benafield wants to remove the bone at the elbow.

Regarding the condition of his arm and his abilities, the

claimant testified:

Q. How is work going for you now?

A. I get by.

Q. Do you feel like you need some additional treatment
on your right arm?

A. That’s something that I’ve been doing a lot of heavy
thinking about.  That’s not something that I want to jump
in.  If it gets down to it, yes, sir.  If it don’t, if I
can handle what I’ve got, no, sir.

Q. And how is your arm functioning?  Is your arm
functioning like it was before February 11 of 2010?

A. Yes, if I don’t try to lift anything too heavy with
it.

Q. What are some things that you might lift that might
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be too much?

A. Pushing on a wagon, pulling on a wagon or trying to
lift something, like try to lift a five-gallon bucketful,
I’m going to have to go to my left hand.

Q. Well, those -- what you just described is stuff that
you say you do at work, is that right?

A. I do at work.

Q. All right.

     On cross examination, the claimant testified:

Q. One point to address, back when I was taking your
deposition I was asking you about that February 11, 2010
incident with the dolley, you were pulling the dolley?

A. Yes, sir.

Q. And we actually went back and forth trying to figure
out the various accounts between the incident report and
what you remember reporting to your supervisor, do you
remember that?

A. Yes.

Q. Okay.  You testified today that as a result of when
you were pulling that dolley back in February of 2010,
not the March incident where you were hanging parts, but
pulling the dolley February 2010 you feel the pain, the
stinging in your right elbow.

A. Right.

Q. Back when I was taking your deposition I
specifically asked was this pain in your right elbow or
was it in the middle of your arm, the forearm, and you
said it was in the wrist.  The pain was in the wrist in
the February incident.  Can you explain to me when this
pain occurred?  I’m just trying to figure out when that
was.

Q [sic]. It’s been over a year ago and my memory is not
bad but I want to say that the first time was my elbow,
the second time was the wrist.
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Q. Okay.  Would you agree with me that that is not what
you testified to during your deposition in January?  I
can show it to you, if you’d like.  Would you like to
look at it real quick?

A. No, sir, I have no reason to doubt you.

     The claimant agreed he was born with a deformity in 

his right arm. He admitted that as an infant, he had a

procedure done to his arm up in the state of Washington.  The

claimant admitted that this surgery took place in 1954. 

He denied any subsequent surgery or treatment for his right

arm.

     He further testified:

Q. And you told me during your deposition that you
weren’t physically performing your job any differently
after the incident or today than you were prior to the
incident?

A. Basically everything’s just been the same.

Q. And you saw the Mediquick people first which you
just said didn’t really do anything for you, right?

A. Right.

Q. Then you went to Dr. Sidani and then Dr. Andersson,
with two s’s for some reason, Dr. Andersson.  She didn’t
think your injury was related to work but instead said
your injury was purely a result of the problems with your
right arm that existed since birth, do you remember that?

A. Correct.

Q. That’s correct?

A. Correct.

Q. And Dr. Sidani also had questions about your
congenital, quote, congenital deformity, and referred you
to an upper extremity specialist.  Do you remember him
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doing that?

A. Yes, sir.

     The medical evidence of record demonstrates that on March

22, 2010, the claimant underwent evaluation by Dr. Tariki

Sidani:

     CHIEF COMPLAINT: right elbow injury 

PATIENT HISTORY: this patient is a 56 y/o male who
was pulling on a 500# object at work at Claridge
Industries back in February.  He felt pain in his
right elbow and some deformity here.  He reported
this to the nurses at Claridge.  He continued
working with minimal complaints.  He sustained
another injury to this right arm when he was
pushing on some aluminum parts and noticed
immediate pain and deformity of his right elbow.
He’s been having extreme pain in this right arm
ever since.  He also complains of decreased
strength and occasional paresthesias to this arm.
He denies previous history of problems with this
arm but does state he was put in a cast as a kid
for congenital problem that he’s unsure of.  He’s
had no formal treatment for this arm since, and
he’s been working at a one armed job at Claridge
Industries for the last couple of weeks.  Currently
he denies numbness to the arm or hand.  He denies
wrist pain.

                          *****     

PHYSICAL EXAM: right elbow shows a deformity.  his
[sic] ROM is 10-120 degrees flexion with some pain
and mechanical symptoms. he [sic] has a deformity
in the lateral elbow, obvious instability of his
radial head here, tenderness to palpation in this
area, no erythema, warmth, or signs of infection.
He has a positive Tinel’s over the posterior
innerosseous nerve at the radial neck as well as
the ulnar nerve at the cubital tunnel.  His
neurovascular exam reveals weakness to the extensor
carpi radialis brevis and longus, extensor
digitorum, flexor digitorum, and intrinsics.  He
has no sensory deficits though.  He has 2-second
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capillary refill to all digits, 2/4 radial pulse is
palpated.  He has a deformity at the ulnar head but
no tenderness to palpation at the DRUJ or forearm.

X-RAYS: 3 views of the elbow show radial head
dislocation which is lateral and posterior with a
small fracture of the radial head.  there’s [sic]
some deformity of the radial head indicating that
this may be a congenital dislocation of the radial
head.  The wrist shows proximal migration of the
radius at the ulna and widening at the DRUJ.  No
fractures are seen here.

ASSESSMENT AND PLAN: right elbow injury.  This may
represent an acute longitudinal radial ulna
dissociation or Alrud type of injury, but the
mechanism of injury does not fit, may have some
congenital component to it, also the fact that he’s
not having any wrist pain would argue against
disruption of the DRUJ and innerosseous membrane of
the forearm. [sic] with this amount of nerve
involvement and questions of congenital deformity I
feel he would be best served if he would see an
upper extremity specialist such as Dr. Benefield
[sic] in Fayetteville.  He’s been referred over
there.  he’s [sic] not had any problems performing
his one arm job at work and will continue this and
we’ll see this patient as needed.

    On April 8, 2010, the claimant underwent consultation 

with Dr. Jeanine Andersson due to right arm and elbow pain,

with an onset date of February 11, 2010:   

HISTORY OF PRESENT ILLNESS:
Mr. Dean is a 56-year-old left hand dominant
painter who noticed that he developed a knot over
the lateral aspect of his elbow and has had a
severe amount of pain and swelling.  He also has
developed a significant amount of dysfunction of
the hand.  He states last Friday night he also
developed “bruising” around the elbow and forearm.
Patient has not been able to move any of his
fingers since March of 2010.  He states that he had
an initial injury at work while moving barrels
where he felt a “stinging” sensation in his elbow
and forearm.  He also states that he felt a “pop”.
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Patient has been on one handed duty.  He was given
hydrocodone which he states he has not taken.

Patient does state that as a child he did have an
injury to the right upper extremity where he was
casted and was told that his hand was stuck in a
“upward position” as he motions in a supinated
position.  He states prior to February 11th his arm
functioned normally.

                           *****

PHYSICAL EXAMINATION:

                           *****
Right Shoulder
Free and full range of motion.  Negative Roos test;
Adson’s and Wright’s maneuver negative.

Right Elbow
The right elbow has obvious evidence of swelling
about the lateral aspect of the elbow.  He has
fluctuant area just lateral to the distal lateral
humeral condyle.  He has obvious radial head
dislocation.  His range of motion of the elbow is
from -30 to 110 degrees.  He does not tolerate
either supination or pronation.

Right Wrist and Hand
Patient cannot either flex or extend his fingers.
He does have collapsing weakness today with elbow
flexion and extension.  Patient has no function of
either extensor pollicis longus or extensor indicis
proprius tendon.  He has no extension of his
fingers today.  He has very weak flexion of flexor
pollicis longus, flexor digitorum superficialis,
and flexor digitorum profundus tendon for the index
through small fingers.  The right wrist has obvious
swelling and dorsal subluxation of the ulnar head.
He is tender to palpation at the distal radioulnar
joint.

                           *****

RADIOLOGY:
Radiographs taken today include AP and lateral of
the right elbow with comparative AP and lateral of
the left elbow as well as AP, lateral and oblique
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of bilateral wrists.  This demonstrates that
patient has a congenital radial head dislocation
with dislocation of the distal radioulnar joint of
the distal ulna on the right elbow.  The left upper
extremity has normal anatomic contours.

ASSESSMENT:
Right congenital radial head dislocation with
disruption of distal radioulnar joint now
symptomatic with posterior interosseous nerve
palsy.

PLAN:
At this point certainly patient has fairly severe
dysfunction of the right upper extremity with a
posterior interosseous nerve palsy, however this
does fall outside the scope of a worker’s
compensation claim.  Certainly I would be more than
happy to take care of the patient for this
particular disorder, however it would have to be
done on private insurance outside the scope of
worker’s comp.  I have recommended at the very
minimum a nerve conduction study to evaluate the
status of the radial posterior interosseous nerves
of the right upper extremity.  Patient would like
to think about his options.  He will continue with
splint immobilization.  I will see him back after
the nerve study has been obtained.  Patient agrees
and understands the treatment plan.  All questions
were answered to his satisfaction. Patient
certainly has fairly severe limitations to the
right upper extremity.  I anticipate that it will
be fairly difficult for him to resume normal
activities at work.  Certainly if he is able to do
normal painting he may resume so with the left
upper extremity.  I would not, however, feel safe
with him climbing ladders and therefore he should
refrain from any of this.

     Next, on May 5, 2010, the claimant underwent evaluation

by Dr. R. Bryan Benafield for a second opinion due to a chief

complaint of “a posterior interosseous nerve palsy after an

injury:” 

HISTORY OF PRESENT ILLNESS: Mr. Dean is a 56-year-
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old male who is right hand dominant.  He has had a
right forearm and elbow problem since birth that he
says was described as a congenital fracture or
dislocation of some part of his arm.  When he was
first born, he had his arm placed in a cast for
about six weeks or so.  Since then, he has had a
prominence at the distal radioulnar joint, a
prominence at the lateral elbow, decreased range of
motion in both flexion and extension of the elbow
and forearm rotation.  He has always had normal
sensation with good finger, thumb and wrist
function in flexion and extension, and has been
able to accommodate and manage and work a pretty
heavy job his whole life.  He has worked at
Claridge Industries for 37 years.

He had two injuries when he was pulling or pushing
on very heavy pallets or items where he felt a pop
in his elbow and he had the onset of pain, swelling
and decreased function of his arm.  He says that
after that happened, he noticed he had difficulty
extending the wrist, fingers and thumb, along with
increased prominence of the distal ulna and a boggy
swelling to the lateral elbow.  He did not think
much of it and continued to work for awhile, but
finally turned it in as Workers’ Comp.

He was initially seen by a physician in Harrison,
who looked at his x-rays and looked at his arm and
became confused and wanted him seen by a
specialist.  He saw Dr. Sidani, who felt he should
see a hand specialist and he was sent to see a Dr.
Anderson[sic] in Little Rock.  He got the
impression from her that she felt his problem was
all congenital and that it was not work-related.
At that point, Workers’ Comp denied his claim.  He
is here for a second opinion and to have some
treatment done to his arm.

His main complaints are the problems with the
fingers, wrist and thumb with inability to extend
any of those.  He says his range of motion of the
elbow with forearm rotation is somewhat worse, but
not enough to affect his function like inability to
grip and use his hand.

He has had x-rays done, but has had no CT scans or
nerve conduction studies.
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                           *****

PHYSICAL EXAM: He is a middle-aged male in no acute
distress.  He is alert and oriented to time, place
and person.

Exam of his right upper extremity reveals gross
deformity to the hand, wrist and elbow.  He has a
swollen, almost effusion or cystic mass just distal
to the lateral epicondylar area.  He does not have
the radial head sitting in that area.  His radial
head is prominent dorsally and medially removed
from its normal alignment at the elbow.  He has
limited supination and pronation and I can feel the
radial head migrating when I try to move it.  He
has a very prominent distal ulna at the DRUJ as
well as some decreased range of motion to the wrist
there.  He has minimal tenderness to the lateral
epicondyle.  He has normal sensation volarly and
dorsally in both the radial, median and ulnar nerve
distributions.  He has decreased posterior
interosseous nerve function with absent wrist
extension, absent finger extension and absent thumb
EPL function.  He does have intact tenodesis.  He
is able to initiate some supination and pronation.
He has no other abnormalities.

X-RAYS: AP and lateral views of the elbow and
forearm show that he has what looks to be a
congenital dislocation of the radial head with some
smooth, rounded bony fragments around the radial
head in the seating of the soft tissue.  He has an
abnormal appearance of the distal humerus and he
has an abnormal distal radial ulnar joint where he
is in ulnar positive variance significantly.

IMPRESSION: Possible posterior interosseous nerve
palsy secondary to work injury to the right upper
extremity.

ASSESSMENT PLAN: I had a long discussion with Mr.
Dean and his companion.  We discussed his findings.
He certainly has new onset of nerve complaints
since his injury.  While I agree with Dr. Anderson
in one respect that he has had a long-standing
congenital problem with that arm, I disagree with
her in the fact that I think that his new onset of
posterior interosseous nerve weakness is directly
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related to his work injury.

I would like to obtain a nerve conduction study
with EMG to assess those nerves.  Also, after the
nerve test is done, I would like to try him on a
Medrol Dosepak to see if we can get some of the
swelling and the effusion down.  Based on the
results of the nerve tests, I will likely make some
treatment recommendations.

Also, on May 5, 2010, Dr. Steven Moon wrote, in

pertinent part, the following to Dr. Benafield:

HPI: Ernie Dean is a 56-year-old left-handed male
who has a longstanding problem with chronic right
arm radial head dislocation, which apparently is a
congenital anomaly. He says he has functioned
fairly well with this throughout life and has not
experienced any definite weakness in hand or arm
muscles or any paresthesia. He has had some
additional injuries at the work place in February
of this year, which he says have increased the pain
about the right arm as well as producing some
weakness in extensor movement of the right hand and
fingers.  He has previously seen other physicians
including Dr. Sidani and most recently yourself.
He denies any neck pain or cervical radicular
symptoms. He denies any similar symptoms in the
left arm. He denies lumbosacral radicular symptoms.

NCV/EMG study performed today does reveal acute and
chronic denervation in muscles within the
distribution of the right posterior interosseous
nerve.

                          *****

IMPRESSION:
1. Probable right posterior interosseous       

neuropathy – with resultant right forearm and
finger extensor weakness.

PLAN: He will return to Orthopedics for additional
orthopedic management.  He was not given a     
Follow-up appointment here, but could be re-
evaluated if the need arises.
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     Dr. Moon performed an EMG/nerve conduction velocity 

testing on May 5, 2010, with the following impression:

This nerve conduction velocity/EMG of the right arm
reveals:
1. Findings consistent with a posterior

interosseous  neuropathy, including prominent
denervation in neurogenic motor unit
potentials in the extensor digitorum communis,
extensor indicis propriius, and extensor capri

     Ulnaris.
2. No evidence of median neuropathy.
3. No evidence of ulnar neuropathy.

  
     On May 12, 2010, Dr. Benafield wrote:

Mr. Dean is seen in follow up after NCV and neuro
consult.  The NCV was consistent with a posterior
interosseous nerve palsy but by NCV and EMG.  I do
not have the consultants report yet.  We are still
waiting on that.  He has noticed an improvement
since he started the Medrol dosepak.  In the office
today he does have some function in the EPL, wrist
extensors and the finger extensors and improvement
from his previous exam a week or so ago.

I think this is good news.  The effusion and
swelling at the lateral elbow is down as well.  I
think we need to wait out and see how much return
he gets with the decrease in swelling and
inflammation.  I think clearly this is greater than
51% related to his injury at work leading to his
swelling and inflammation around the posterior
interosseous nerve and causing the palsy.  He did
not have any of this prior to his injuries.  We are
going to watch this and see him back in about a
month to see how much improvement he has had.  It
is possible he may need a posterior interosseous
nerve decompression procedure. They are comfortable
with this plan.

    The claimant returned to see Dr. Benafield on June 21,

2010:

He is seen in follow up for his posterior
inteosseous nerve palsy and his right elbow pain.
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He reports that his symptoms have worsened.  He is
still having intermittent problems with weakness
with finger extension, wrist extension and thumb
extension as well as chronic debilitating pain at
the lateral elbow where the congenital radial head
is still dislocated.  Currently right now both his
primary medical insurance, Blue Cross Blue Shield,
and the worker comp carrier are involved in a
dispute over who should take care of this problem
so that is going to put a wrench in trying to
schedule surgery for it.  While he had an initial
good response to the Medrol Dosepak, this has not
proven out in the long term and his symptoms have
worsened.

On exam he has crepitus at the lateral elbow.  His
effusion has returned and he is very sensitive
there.  He has tenderness over the presumed course
of the posterior interosseous nerve and the radial
tunnel.

I have a long discussion with him regarding his
findings and what could be done for it.  He says he
can’t live like this and wants to have surgery for
his problems.  Surgery that I could conceive of
doing currently would be a radial tunnel release
and posterior interosseous nerve decompression as
well as a radial head resection.  We had a long
discussion about this congenital problems and how,
while I think if I can resect enough of the radial
head and bone in that area that that will remove
that as a source of discomfort, it is possible that
his pain could persist and even worsen given the
nature of his radius in his forearm.  It is the
kind of thing that could ultimately lead to the
need for a one bone forearm procedure, although I
think that is a small chance it is a real chance
given his underlying congenital deformities.  We
talked about how we have to decide for surgery
based on the risks and the benefits.  His risks are
higher than a normal person with normal bony
anatomy and architecture but given his level of
symptoms and pain I think that those risks may be
outweighed by the potential benefits.  He is in
agreement with this plan.  He is going to discuss
the situation with his attorney and they will call
us to let us know.
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                          ADJUDICATION 

A.  Compensability

   The claimant contends that he sustained compensable

injuries to his right elbow on about February 11, 2010 or

March 17, 2010, or on both of these dates while working for

the respondent-employer as a painter.

     Arkansas Code Ann. §11-9-102(4)(A) defines "compensable

injury" as:

     (i) An accidental injury causing internal or external
      physical harm to the body or accidental injury to
      prosthetic appliances, including eyeglasses, contact
      lenses, or hearing aids, arising out of and in the
      course of employment and which requires medical
      services or results in disability or death.  An injury
      is "accidental" only if it is caused by a specific
      incident and is identifiable by time and place of
      occurrence[.]
     
      A compensable injury must be established by medical 

evidence supported by objective findings.  Ark. Code Ann. §11-

9- 102(4)(D). The claimant must prove by a preponderance of

the evidence that he sustained a compensable injury. Ark. Code

Ann. § 11-9-102(4)(E)(i).

     A review of the evidence demonstrates that the claimant

proved by a preponderance of the evidence that he sustained a

compensable specific incident injury to his right upper

extremity/elbow during and in the course of his employment

with the respondent-employer on February 11, 2010, and that

the injury has caused internal harm to the body which required

medical services and resulted in disability.   
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     The instant claimant credibly testified he sustained an

accidental injury to his right elbow on February 11, 2010,

while moving a 55-gallon barrel of paint with a wheel dolly.

The claimant’s account of the incident (see full discussion

above) is credible and corroborated by the medicals.  His

testimony demonstrates that his right arm “popped,” and stung

a little bit.  The claimant promptly reported the incident to

his foreman, Darren Tuck.  Following this incident, the

claimant described his arm as feeling as though it had been

“asleep” and it hurt a little more than what he expected.  

     The evidence in this matter demonstrates that as a 

result of this February 11, 2010 incident, the claimant

noticed swelling and decreased function of his arm.  However,

the claimant(a 38-year employee of Claridge Products)  

continued working with minimal complaints.       

      A second incident occurred on March 17, 2010, involving

the claimant’s right elbow while hanging parts on the line.

His testimony demonstrates that he felt an immediate onset of

excruciating pain, which he described as someone having stuck

“a hot knife in his arm.”   The claimant promptly reported the

incident to his foreman, Darren Tuck.  The respondent-employer

sent the claimant to Mediquick for evaluation and treatment.

Thereafter, the claimant has consistently complained of right

elbow pain and related symptoms to various physicians.  

      Here, it is undisputed that the claimant suffered from

a preexisting congenital deformity of his right elbow.
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However, prior to this incident, the claimant had not

previously experienced any such symptoms relating to his right

elbow, hand and fingers.  In the present matter, the evidence

demonstrates that prior to the claimant’s work incident, he

had not sought any prior treatment for his right elbow since

his surgery at birth.  The claimant testified that he had not

been limited in the performance of his job duties or any other

activities, as a result of the congenital deformity of his

right arm.  Hence, no evidence has been presented by the

respondents controverting the same. 

      The claimant’s right elbow injury is clearly 

established by medical evidence supported by objective

findings.  These objective findings of a right elbow injury,

include, but are not limited to the EMG/nerve conduction

velocity testing performed on May 5, 2010.  It appears that

this study was performed by Dr. Moon.  Specifically, he opined

that the NVC/EMG study revealed “acute” and chronic

denervation in the muscles within the distribution of the

right posterior interosseous nerve. 

     In addition to this, also on May 5, 2010, Dr. Benafield

noted that the claimant had “a swollen, almost effusion or

cystic mass just distal to the lateral epicondylar area.”  In

addition to the aforementioned, the medical evidence of record

demonstrates that on April 8, 2010, Dr. Andersson noted that

the claimant’s right elbow had “obvious swelling about the

lateral to the distal lateral humeral condyle.”
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     Also on May 5, 2010, Dr. Benafield opined that the 

claimant’s new onset of “posterior interosseous nerve

weakness” was directly related to his work injury.  On May 12,

2010, regarding the effusion and swelling at the lateral

elbow, Dr. Benafield specifically opined, “I think clearly

this is greater than 51% related to his injury at work leading

to his swelling and inflammation around the posterior

interosseous nerve and causing the palsy.” 

     To summarize, based on all of the foregoing evidence, I

find that the claimant has established by a preponderance of

the evidence all of the elements necessary to establish a

compensable right elbow injury on February 11, 2010.  

     With respect to the March 17, 2010 incident, the 

evidence before me demonstrates that this incident was a

natural and probable consequence of the claimant’s original

injury of February 11, 2010.        

     While I recognize that Dr. Andersson opined in April of

2010 that the claimant’s posterior interosseous nerve palsy,

falls outside the scope of a workers’ compensation claim,

minimal weight has been attached to this opinion, in light of

the claimant’s acute findings of a trauma injury to his elbow,

the lack of any elbow symptoms prior to the work incident,

considering the medically documented complaints of pain and

related symptoms of the right elbow since his work incident,

and because the claimant’s preexisting congenital elbow
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deformity had never limited any of his activities or required

any treatment subsequent to his surgery at birth.  

B.  Reasonable and Necessary Medical Treatment

     An employer shall promptly provide for an injured 

employee such medical treatment as may be reasonably necessary

in connection with the injury received by the employee.  Ark.

Code Ann. § 11-9-508(a).  

     On the basis of the record as a whole, and after 

reviewing the evidence in this case impartially, without

giving the benefit of the doubt to either party, I find that

all of the medical evidence of record is causally related to

the claimant’s compensable right elbow injury of February 11,

2010.  

     I therefore further find that the claimant has sustained

his burden of proving by a preponderance of the evidence that

all of the medical treatment of record is reasonably necessary

in connection with the compensable right elbow injury he

received on February 11, 2010.  The respondents are therefore

liable for this medical treatment of record.  

   I realize the respondents have paid for some of the

claimant’s medical expenses. 

            FINDINGS OF FACT AND CONCLUSIONS OF LAW 

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

2.  The employee-employer-carrier relationship existed 
         at all relevant times, including February 11, 2010 
         and March 17, 2010.
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3.  The claimant’s average weekly wage at the time of her
         injury was $520.00, which entitles him to a weekly 
         temporary total disability rate of $347.00, and a  
         permanent partial disability rate of $260.00.

     4.  This claim has been controverted in its entirety.

5.  The claimant proved by a preponderance of the      
    evidence that he sustained a compensable injury to 

         his right elbow on February 11, 2010.

6.  The claimant proved that all the medical treatment 
         of record was reasonably necessary in connection
         with his compensable right elbow injury.       

7.  All issues not litigated herein are reserved under 
         the Arkansas Workers’ Compensation Act.  

                             AWARD
 
     The claimant proved by a preponderance of the evidence

that he sustained a compensable right elbow injury on February

11, 2010.     

     The respondents are directed to pay benefits in 

accordance with the findings of fact set forth herein this

Opinion.  

    All issues not addressed herein are expressly reserved

under the Act.

     IT IS SO ORDERED.

        
                                 __________________________
        CHANDRA HICKS

Administrative Law Judge

CH/bb 
    



24

    


