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STATEMENT OF THE CASE

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

to workers’ compensation benefits.  On April 20, 2012, a pre-hearing conference was conducted

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

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

hearing, and the contentions’ of the parties relative to the afore.  The Pre-hearing Order is herein

designated a part of this record as Commission Exhibit #1.  Additionally, the parties stipulated

that the claimant’s average weekly wage was $349.00, generating compensation benefit rates of

$233.00/$175.00, for temporary total/permanent partial disability. 

The testimony of Glenda Burkett, Holly Smith, Bobbie Johnson, Teresa Nagy, and Donald
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Keith Baxter, coupled with medical reports and other documentary evidence comprise the record

in this claim.

DISCUSSION

Glenda Burkett, the claimant, with a date of birth of July 2, 1959, commenced her

employment with respondent on September 1, 2009, as an admission clerk and remained as such

throughout her employment with same.  Claimant worked the 3:00 p.m. to 11:00 p.m. shift

Monday through Friday.

The claimant confirmed that the December 2011, Job Description, is accurate with regard

to her assigned job responsibilities in the employment of respondent, noting that she typed it

herself.  (CX #1, x10-10a).  The claimant offered that there were some job details omitted from

the afore:

     Okay.  In addition to what I had left out is, like, under the
frequent writing section here, I didn’t make myself very clear on
this.  When we had patients brought in by ambulance to the ER, we
had to go back to the ER and take and handwrite all the
information to admit this patient and gather all the information from
back there in the ER room, and then, go out to the computer and
enter it as data entry for patient information into the computer. (T.
9). 

The claimant further elaborated regarding emergency room patients arriving via ambulance:

     Yes, right, brought in by ambulance, we also had direct admits
brought in by ambulance from another hospital, and the same thing
would occur with that.  I would have to go down to that patient’s
room and actually do their admission by paper, hand, by writing all
the patient information, and then, go back into my department and
typing all the information that I had handwritten into the computer. 
We also have patient log books that I left off of here.  We had log
books for all prisoners that were brought in.  If they were under the
Police Department’s authority, then, they were considered a
prisoner.  So, we had a prisoner log book.  We had to log by hand
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each person that was brought in on that shift and the time that they
were brought in and what PD bought them n and all that
information pertaining to billing for those.  We also had to keep a
log book of all patients that were for sleep study, because it went to
a different section that was outside the hospital.  So, they had had
some problems there with complaints that patients weren’t being
taken care of as promptly as they should have been.  So, they
created a log book for the department, for that area to make sure
what time they arrived, what time they went back in, and how it
was handled, who you contacted in that area, in that department to
let them know that that patient was there, and then, just a log of
them.  There was also a log of patients that had personal
belongings, like money, you know, anything of value.  A lot of
patient wanted stuff locked up, because they didn’t have anyone to
send it home with.  So, we had a safe that we put all that in. (T. 9-
10).

The testimony of the claimant further reflects regarding the hand-intensive components of her job:

     We had to actually handwrite each item that was being put in
there [the safe], and then, we had to put it in an envelope and give
the patient a receipt and all this was written by hand.  And then, it
would have to be put into the log book of the date that we entered
it, who entered it.  It had to get signed with a witness; so, a lot of
that was kept by hand, by log books.  And then, the other thing that
was kept was home health.  Besides actually being switchboard
after 4:30 p.m., I was also switchboard for home health.  That was
another department that was outside of the hospital, behind the
hospital, but part of the hospital.  Their phones got transferred to
me after hours.  So, I was there for any home health nurse that calls
came in, and I had to log in the log book the time the call came in,
who I contacted, what happened in that, and that had to all be
handwritten in the logbook.  And then, I had to contact the actual
nurse and go back and forth between the two.  So, I had to log for
home health, also, and that was by hand.  I had to do payment
receipts, and I had to write those out by hand.  I left this - - this is
everything I left off of my job description that’ written on this paper
as I started - - went over it again the other night.  And the payment
payments, I did patient payments.  We made change. (T. 11).

Regarding providing the receipts that she provided, the claimant testified:

     Handwritten receipts.  We also had to figure - - we had to figure
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up insurance, like, if they had a deductible, how much they had to
pay if it was an outpatient, not an ER patient, we didn’t collect on,
other than if they were self-pays, than, we tried to collect money
form them and - - 

*          *          *

     Yeah, well, when they came in, yeah.  As they were leaving the
ER, the ER was to have them to come back out to me to whoever
was out in the front in the receptionist area in the Admissions
Department, and we were to sit them down and we were to talk to
them about making a payment and trying to work out payments
with them and payment arrangement with them and we would take
money, and then, I’d have to write receipts for them for that, and
then, we had to note all this stuff, information on all self-pay
patients.  We had to go into notes, into the computer and actually
make notes on that patient. (T. 11-12).

As far as someone to help her perform the various above-cited job duties, the claimant offered:

     Well, sometimes from 3:00 to 11:00, I was by myself; not
always.  Sometimes the person that was supposed to be there until
4:30 would leave early or be on her breaks during some timeframe
there, but from 4:30 on I was by myself. 

     Until eleven o’clock. (T. 12-13).

The testimony of the claimant reflects that she did not get a lunch break or her two ten-minute

breaks because she was so busy.

The claimant discussed the components of her job duties that entailed “rapid repetitive”

motions:

     Okay.  Well, the computer data entry, every patient that came
through the door, even though they had been a patient there prior,
we were required to update all information, go over everything
that’s in the computer.  So, I’d have to go down the whole list, any
changes in their address, their phone number, their relatives, their
job.  Any type of information that may have changed, we needed to
update it.  So, we’d have to go through each screen.  And the old
system was a lot of different screen we had to go in and out of
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during that timeframe and that was up until - - the new system did
not go in until 2001 and that was around October, I believe.  Yeah,
I think it was around October that the system went in, but we
started training back in August, but anyway, the old system is what
I mainly worked on during all this tirmframe.  The ER was busy a
lot during the flu season, especially during - - when I first started
there in 2009.  2009 is when the H1N1 flu epidemic outbreak had
occurred and the United States - - it had hit here in July of 2009
and that year that ER was swamped with panic, of people coming in
and, I mean, it was everywhere.  It was all ER s.

*          *          *

     And it carried over into 2010.  That year, the flu was bad again,
there was still some panics and some fear and a lot of people would
come in, and I’d have a man come in and bring in four kids at one
time wanting all four of them to be checked and, I mean, we had
backups in there with it.  So, I had a lot of - - there was a lot of
rapid repetitive face-paced, and I will add fast-paced, because I had
to have my documents to the ER, and when a patient came in, and
they got them in the back, they needed their paperwork right then. 
So, it was fast-paced. 

*          *          *

     Writing, I had to sign witness lines on each and every patient,
because I had to witness that they signed a consent form to be
treated.  Every phone call I took, which I was switchboard also in-
between doing ER s - - every phone call I took, I had to handwrite. 
I had a note pad right beside that phone; so, when that phone rang,
whatever, whoever was on that line need, if I could not get to them
right then, I would have to write myself a note to get back with
them.  And so, then, I would have to go back to my notes, and
then, cross them out once I”d taken care of each person that had
called in by phone. 

     Okay.  That was on the computer data entry.  That was - - I had
- - besides ER patients, I know that there’s only an average of so
many ER patients.  I did outpatient services.  There was doctors
that came from Jonesboro about - - just about every day of the
week, I think, besides maybe one.  There was an outpatient doctor
in our hospital; at the ER entry is where they checked in.  Besides
checking in ER patients, we checked in outpatients.  Anybody that
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came into the hospital, inpatients, outpatients, ER patients.  They
came through me on my shift, and at three o’clock in the afternoon,
there would still be outpatient doctors there.  There would still be
an overflow of patients being either seen or coming out of there
needing to reschedule appointments.  Scheduling had been added
into the Admission Department in mid-2010, I believe; yes, in 2010. 
So, I was also - - had became at that time part-time, I guess you
would call it, an after-hours scheduler is what they referred to me. 
I had to answer phones to do scheduling, and I did a lot of notes,
handwritten notes, because I was doing the front desk, too.  I
couldn’t do it all at one time; so, I’d do notes, and then, have to go
back on those notes and it all required typing.  Any time I had
anything to do with a patient, it required looking up information on
the computer.  Everything that I did by phone to get information to
another department was looking up that patient’s information on
the computer [all involved rapid repetitive motion of fingers] .   

     Yes.  The switchboard, also.  I mean, it was just a regular little
phone, but it was still, it was - - the phone was very busy - - very
busy, and it required - - I either had to call somebody by intercom if
I could not get them at their extension, then, I’d have to page them. 
I’d have to park them, is what they called it, and put them to a
certain line.  You park them, and then, you page that person and
tell them they have a call on hold.  So, there was a lot of pushing
buttons.  Entering the ER door, I had to enter a code into the
keypad to unlock the doors for access to the ER each time - - each
and every time I went pack there.  I had to do - - the embossing
machine is a keyboard.  Embossing machine, you had to type in all
the patient’s information.  I’m sorry, my mouth’s getting a little bit
dry.  I had to type in all the information on the patient, like, the
patient’s name, date of birth, their date of admission, time of
admission, doctor’s name, the clinic the doctor worked from and
the patient’s room number.  These were for admits only.  This is
when they went from the ER or direct admit, and I would use the
embossing machine, which is a keyboard.  I’d have to type all this
up.  Then, I’d get the cards for each department.  These cards
would get distributed to the departments that would need them for
like blood work, medicine, anything like that, and then, I’d have to
use - - this Address-O-Graph Stamper was used to actually - - you
had to push it down real hard with your hand.  Well, maybe not real
hard, but you had to push it down to get it to actually stamp onto
the sheet; so, it was a stamper.  (T. 13-17).
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The claimant offered that she had to perform the afore maneuver with every patient admitted to

inpatient status.  The claimant maintains that the list she complied is a fair and accurate

representation of her duties at the time she worked at respondent.  The claimant’s testimony

reflects with respect to rapid repetitive motion-type work:

     Well, that would be all the- - well, everything that I did.  The
computer data entry for the patients, writing, the handwriting, the
embossing machine, it was typing, the switchboard, the scheduling. 
It was all done using a keyboard. 

     Everything I did was done by keyboard and writing. 
Everything. 

     Yes, fast-paced. (T. 18).

The claimant acknowledged that during the evening hours the activity would abate, however

added:

     Yes, it was - - but when I came to work some days, I came in
and I hit the door running.  It was like I didn’t even get time to get
signed onto the computer hardly and between patients for
outpatient services coming in and what was already n the ER and
the ER needing documents and people already being admitted.  If
the admission wasn’t completed, I would have to just jump right in
and just hit the door running is what I called it. (T. 18-19).

The claimant testified that she had never previously filed a workers’ compensation claim. 

The claimant testified regarding when she first began experiencing difficulty with her upper

extremities:

     It was around August of 2010, I believe, that I went to - - my
primary care physician is Dr. Blake, and I had gone to him because
I was having a lot of headaches, and I’d wake up at night and my
hands would - - and arms were being numb; and so, I decided that
maybe I needed to go in and see him. 

     Okay.  And then - - so, he put me on some medicine for my
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headaches, and then, we had talked about my hands going numb,
and then, he sent me - - he wanted me to have a nerve conduction
study test done, and I did. (T. 19-20).

The claimant’s recollection is that the nerve conduction test was performed on October 4, 2010,

at St. Bernards’ Medical Center by Dr. Spanos, who diagnosed carpal tunnel syndrome in both

upper extremities.  The claimant testified that she did not quit work at the time, but continued

work.  The claimant noted that her symptoms continued to worsen.  As to why did not file a

workers’ compensation claim at the time, the claimant offered:

     I really didn’t think about that, but - - because I valued my job
and I didn’t want to create any problems with the job by filing a
workers’s comp claim, in the beginning.  And it was still sinking in
that I had it, carpal tunnel.  So, I really didn’t - - 

     I just didn’t do anything at that time, because the only real
problems I was having at that time was my sleep disturbance.  The
numbness in my hands at night, not sleeping well, and the
headaches, I thought they were all combined, but I’m not a doctor.
(T. 20-21).

In describing the progressively worsening of her condition, the claimant testified:

     I started having hand pain, a lot more hand pain and not being
able to open up jars - - open up jars, you know, anything that’s
largely round.  Even today I still have a really difficulty time getting
a -hold of something and being able to open ajar and dropping a
few things, getting hand cramps, shooting pains, but they weren’t as
bad as they are now.  (T. 21).

The claimant denies experiencing any previous similar symptoms before working at respondent.  

The testimony of the claimant reflects that as she continued working and performing her

regular job duties, as described above, it became progressively harder for her to work.  The

claimant testified that in December 2011, her symptoms were such that she could no longer work,

explaining:
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     I - - between all the pain, not being able to sleep, and the
migraine headaches, and I was having some stress problems; so, I
went to the doctor and asked them to put me on medical leave. (T.
22).

The claimant did not try to file a workers’ compensation claim at the time she took the above

action.  The claimant later had carpal tunnel release surgery on each of upper extremities by Dr.

Schechter in Paragould. 

The testimony of the claimant reflects that Dr. Schechter authored several work-release

excuses in connection with her surgeries.  The claimant testified that Dr. Schechter continued

issuing work-release excuses on her behalf until he referred her to Dr. Randy Roberts, a

rheumatologist in Jonesboro.  The medical records of the claimant reflects that at one point Dr.

Roberts thought she had some problems with RSD and fibromyalgia.  The claimant testified that

she does not relate the conditions of RSD and fibromalgia to her carpal tunnel problem.  The

claimant notes, however, that she did not have the afore problems before the carpal tunnel

syndrome.  The claimant has not worked since going on medical leave in December 2011, noting

that she is not able to do so.  

In describing her present status, as far as her hands and wrists are concerned, the

claimant’s testimony reflects:

     I’m on medication to keep from being in pain.  I have - - I still
have problems. 

     I have shooting nerve, like, it’s the nerves - - in my hands I have
hand cramps, I having shooting pains that go up my arms to the
elbow and down the fingers. I still can’t grip things.  Sometimes
smaller caps now I can open, but the larger that something is, I
can’t see to twist it off.  I can’t get good grips on it.  I have a hard
time picking up a coffee pot some mornings, and my fingers are stiff
in the mornings, the thumbs, the four fingers and my third finger on
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my right hand locks up a lot still.  I’ve had to try different
medications.  I took Prednisone, and it wound up - - he had to get
me off the Prednisone.  It related to an anxiety attack that put me in
the ER; so, he had to take me off of the Prednisone.  And now,
they’ve got me on Gabapentin to - - it’s been helping somewhat to
lower the level of pain, but I’m unable to take the doses that he
wants me to take, because of the side effects that I get from it.  I
can’t function.  I sleep and I’m irritable on it.  So, I’m having to
take about half the dose right now to get my body used of it. 
There’s only one other drug left. (T. 25-26).

The testimony reflects that she finally filed a workers’ compensation claim in connection

with the complaints in her upper extremities.  The claim has been denied by respondent.  Workers’

compensation benefits have not been paid in the claim.  

The claimant testified regarding the individuals that performed the job that she did in the

employment of respondent:

     Well, when I first started, it was - - Gina Sisson was there, and it
was just me and Gina, because Debbie - - Debbie Kennedy, she
would leave right when I would come in for my shift in the
beginning.  So, I rally didn’t work with her that long in the
beginning.  It was Gina Sisson, and then, Gina had left about 4:30.

     Yes, this was before scheduling came into the department.

     So, this was before about mid-2010, before scheduling came in. 
Then, when the scheduling came into the department - - and there
was another girl there, too, and I can’t remember her name,
because she wasn’t there for very long.  She left.  She was on the
third shift, and then, she went to days, because they had three
people on days.  At least they did at one time, then, they stopped,
and I don’t know what they have in there now.  They were
supposed to have three in there again, but I don’t know. (T. 28-29).

The claimant testified that at the time she worked by herself during her shift, there were three (3)

individuals working during days.  The claimant continued:

     One person would leave at 3:00; so then, there would only be
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two people from three until 4:30 and one person from 4:30 to
11:00. 
(T. 29).

When Holly Smith left her employment position with respondent, the claimant replaced

her.   As far as the duration of time that Debbie Johnson was her immediate supervisor, the

claimant’s testimony reflects:

     She was my immediate supervisor until scheduling late 2010,
and then, Mark Davis became my manager.  We had no supervisor
in the department.  It was just a manager of the department.  There
was not a supervisor. (T. 30).  

The claimant testified that Debbie Johnson and Mark Davis were the individuals that hired her at

respondent.  The claimant’s testimony reflects that Ms. Johnson oversaw what she was doing at

the hospital.  The claimant added that Mr. Davis did as well.     

The claimant testified that in relation to where she worked, the office was down at the

other end of the hospital.  The claimant testified the Ms. Tommy Jordan, who the secretary to Mr.

James Magee,  worked in the Administrative Office, which was at the other end of the hospital. 

Regarding any need for Ms. Jordan to be in the area of the hospital where she performed her job,

the claimant offered:

     Not unless she had an issue with an employee and she had
questions about them.  She had come down there one time asking
questions about an employee. (T. 31).

The claimant testified that Ms. Jordan would not have occasion to be in her work area on a

regular basis.  

The claimant testified regarding the work area of Ms. Teresa Nagy at respondent:

     When I was first there, she worked over at the Specialty Clinic,
which is not in the hospital.  That’s where scheduling used to be,
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and about late 2010, they brought the scheduling over to the
Admission Department and Teresa came over at that time.  (T. 32).

The claimant continued regarding Ms. Nagy, noting that her employment pre-dated that of the

claimant, thought they did not work in the building until mid to late 2010.  The claimant further

testified regarding Ms. Nagy:

     Not while I was there, no.  And she came in - - she came in as -
- in the beginning, she came in there as the assistant to the manager
to be - - how did they refer to it - - she was going to be kind of
over the department, overseeing the department, but there was - -
that position was removed, and then, she was just another co-
worker. 

*          *          *

     Okay.  But, no, she was - - our office, the way it’s set up is
there’s walls up.  Not cubicles, wall’s in between.  The only person
that you can see is the desk to the right of you and that would be
where the third person in the day would sit that would help with the
people coming in; inpatients, outpatients, ER patients.  The person
that sits all the way to the back part of the room, which is the third
wall on down to the other end, which you cannot see each other,
you have no idea what each other are doing, that’s where she sat. 
(T. 32-33).

During cross-examination, the claimant acknowledged filing a claim for workers’

compensation benefit when the completed and signed the Form C on December 15, 2011.   The

claimant confirmed that she had “on or about” that time gone up to Popular Bluff to see a doctor

at the Kneibert Clinic.  The claimant had done work at Kneibert Clinic in 2004 when she had a

temporary type job.  

The testimony of the claimant reflects that she saw doctors in Dr. Kneibert’s office for

stress and anxiety.  The claimant testified that the physicians in Dr. Kneibert’s worked with her

over a period of time to help her deal with the stress and anxiety.  The claimant was not treated at
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Dr. Kneibert’s office for carpal tunnel syndrome.  The claimant began missing time form work in

December 2011, after seeing the doctors at the Kneibert Clinic.  The claimant noted “they put me

on medical leave” for stress and anxiety. (T. 35).  

On August 26,  2010, the claimant went to Dr. Blake at the Piggott Medical Clinic, with

complaints of back and neck pain in addition to her carpal tunnel problem.   The claimant

concedes that she has other medical issues in addition to the carpal tunnel syndrome.   While the

claimant had previously undergone back surgery, she has not had surgery in connection with her

neck pain.  The claimant at one point had Hydrocodone prescribed for her “migraine” headaches. 

The claimant acknowledged mentioning the numbness in her arms during the August 26, 2010,

visit to Dr. Blake. The testimony of the claimant reflects that her next visit with respect to

numbness in her upper extremities was on October 7, 2011, with Dr. Blake.

The testimony of the claimant reflects that she first saw Dr. Schechter of the carpal tunnel

problems in February 2012.  The claimant confirmed that when she went to Dr. Schechter in

February 2012, she had been off work since December 2011.  While off work for a period of time

the claimant acknowledged that she was provided with continuing insurance coverage.  

In April 2010, the claimant was released from her carpal tunnel surgeries by Dr.

Schechter.  At the time of the afore release, the claimant was referred by Dr. Schechter to Dr.

Randy Roberts and began treatment for the fibromyalgia and possible RSD.   

The claimant testified that the telephone line she used at work was a three-button phone

line – one for scheduling, two lines.  The testimony reflects that during her shift the claimant was

not allowed to leave the building.  As a consequence of the afore, the employees were expected to

bring their lunch, which the claimant did.  Regarding the availability of microwave ovens in the
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building, the claimant testified:

     Each Department had their own designated break area with
microwaves except for Admission. (T. 42)    

The testimony of the claimant reflects that the doors of the hospital are not locked, and

that there is a security camera present that films the area of the emergency room.  The claimant

offered that while there is an emergency room technician present in the area, they are not located

where she is viewable.  The claimant acknowledged that she could call out to the ER tech to

inform them when she is leaving her station for a bathroom break.  As far as the availability of the

ER tech to cover her station at other times, to include going to another room to heat up food, the

claimant’s testimony reflects:

     The only thing they would do would be come and take the
patient and go straight back to the ER.  They wouldn’t be able to
answer the phones, and they wouldn’t come and sit in the front and
actually check that patient in.  I would still, then, have to go and
follow that patient.  If they took the patient into the ER, and I
wasn’t sitting there, then, I’d have to go to the ER, and I’d have to
handwrite everything, and then, go back out to the computer. (T.
43).

The claimant confirmed that she continues to have problems with her wrists following the

carpal tunnel release surgeries.  The claimant testified that her problems are different now than

they were before the surgery- - a different kind of discomfort, explaining:

     It is except that, I mean, at night time, I’m back in the lows
again, because I’m getting numb at nighttime when I sleep and I’m
having arm pain, especially without the medication. (T. 44).

The claimant explained that she had not been back to Dr. Schechter regarding the afore symptoms

because there is nothing else he can do except surgery.  The claimant maintains that she is

presently unable to work due to the carpal tunnel syndrome.  The claimant offered that Dr.
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Roberts in only providing treatment for the pain in her arms.  The claimant asserts that the

problems for which she is being treated by Dr. Roberts are related to her carpal tunnel syndrome

complaints. 

The claimant confirmed that starting around mid-2010, Ms. Teresa Nagy worked from

3:00 p.m. to 4:30 p.m., during her shift.  Regarding the Ms. Nagy’s work station/area relative to

hers during the hour and half period, the claimant testified:

     Well, my office, my section in the office was at the very front
window for patients that walked through the front door and to my
right there were two walls and she was past the second wall in her
work area. (T. 46).

Because of the presence of the walls, the claimant testified that she cannot look and see Ms. Nagy

nor vice versa.    The testimony reflects that Ms. Nagy did insurance billing.   While the claimant

testified that she is unaware if Ms. Nagy ever performed the job of Admission Clerk, she also

asserts that Ms. Nagy does not know what her job duties were and how fast pace was.  (T. 47-

48).  

Ms. Holly Smith, a former employee of respondent, testified that she worked as an

Admissions Clerk while so employed for five years.  The claimant was employed by respondent

after Ms. Smith.  Ms. Smith confirmed that the December 2011, job description complied by the

claimant was similar to the job duties that she performed although there is a little difference.  Ms.

Smith testified regarding the “rapid repetitive motion” aspect of the Admissions Clerk job duties:

     Well, everything was done either by hand, handwritten or on a
computer.  Every piece of paperwork for the ER, the outpatient,
the nurse’s station, anybody who came into the hospital as a
patient, you had to see them, you had to do their paperwork. (T.
51).
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Ms. Smith worked from 3:00 p.m. to 11:00 p.m., which was the same shift that the claimant

worked.  As far as any assistance she had performing the job, Ms. Smith testified:

     It was similar as when you would get there at 3:00, there would
be somebody there for a little bit, maybe until 4:00 or 4:30, but
other than that, no. (T. 52).

After 4:30 p.m., Ms. Smith was on her own with no assistance.  Ms. Smith testified that at times

the job was hectic, noting that something like a flu epidemic could cause her to be busier than

ordinary. (T. 52-53).  Ms. Smith testified regarding the busiest time as an admissions clerk during

her employment with respondent:

     Holidays were really bad.  Any time any kind of new strain of
sickness come through, and there was no rhyme or reason really,
there was just some days it would be super busy. (T. 53).

Ms. Smith testified that most of the work as an admissions clerk requires rapid repetitive-type

motion of the hands, wrists, and arms.

During cross-examination Ms. Smith testified regarding the activity level in the

Admissions Department during her employment at respondent:

     Some days you might have two or three patients, some days you
might have twenty or thirty.  You just - - there was no telling; you
had to be prepared for the worst. (T. 55).

Ms. Smith testified that sometimes she was not able to leave her work station to go to the

restroom.  The testimony of Ms. Smith reflects that if she had to go the restroom immediately

often there was not somebody available to cover for her.   In the afore situation, Ms. Smith

testified:

     You would have to transfer phones to a different department
and let them know you’re going to be away, phone lines are going
to them, and then, tape a sign on your window that you will be back



17

in a minute. 
(T. 56).

As far as use of a microwave oven to heat her food, Ms. Smith testified that you had to “pretty

well” go across the building.  Ms. Smith’s testimony reflects what happened on a normal day

when she was unable to go use the microwave oven to heat her lunch:

     Having no one to come sit for you, because they didn’t want
anyone to not be there for - - you know, for five minutes would be
alright, but for thirty minutes, no.  Someone had to be there.  A
living person had to be in that seat. (T. 57).

Ms. Smith acknowledged the presence of a security camera on the front door, and that after 8:00

p.m. the doors were not locked.         

Ms. Smith testified that the embossing machine used “your typical qwerty” keyboard as

well as a computer keyboard.  As to the amount of time the Admissions Clerk job entailed

handwriting, Ms. Smith’s testimony reflects:

     When I first started, it was about fifty percent handwriting, fifty
percent computer work, and towards the end, they phased out quite
a bit of the handwriting.  It was pretty much all on the computer.
(T. 58).

Ms. Smith confirmed the testimony of the claimant regarding steps taken by the Admissions Clerk

to retrieve information from patient that went straight to the emergency room, and noted that the

same happened “fairly regularly”. (T. 58).  

During re-direct testimony, Ms. Smith testified regarding her work activities once one

project was completed:

     Yeah, you had to - - everything came priority.  ER was priority. 
Everything else waited until afterwards, and then, was finished up.  
(T. 60).  
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Ms. Smith noted that she had far less down time as opposed to work.  Most of the work as an

admissions clerk required the use of fingers, hands, and wrists.  As to the number of new

admissions during a typical night, Ms. Smith testified:

     It varied.  Some days you’d have four or five patients and
sometimes - - and just ER patients alone.  That’s not counting
people coming from other facilities as a swing bed for aftercare,
people being admitted from the ER into inpatient, and then, there
were always outpatients scheduled in the afternoons four or five
days a week. 
(T. 61).

Ms. Bobbie Johnson, an eight year employee of respondent, testified that her present

position is that of Accounts Payable and Clinic Coordinator.  Ms. Johnson confirmed that the

claimant was an employee of respondent under her supervision.    Ms. Johnson’s testimony

reflects the manner in which her job responsibilities have changed during her employment with

respondent:

     Okay.  I’ve always done Accounts Payable and for several years,
I did Admissions Patient Registration, which I don’t do now. 

     Now, I do the clinic. (T. T. 64).

Ms. Johnson testified that as manager she hired the claimant.  Another individual, Mark Davis,

took over Ms. Johnson’s job responsibilities the end of 2010.   Ms. Johnson confirmed that the

December 2011 complied by the claimant reflects an accurate description of the job

responsibilities of the Admission Clerk position.  Ms. Johnson described the claimant as a good

employee and confirmed the claimant’s performance appraisal. (T. 65-66).

During cross-examination, Ms. Johnson confirmed that the individuals that filled the

Admissions Clerk positions were always busy, noting that there is always something to do.  Ms.
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Johnson further testified regarding the afore:

     That could be depending on, you know, how many patients are
in the hospital.  I mean, you know, just the - - there were several
hours I felt like on Glenda’s shift that she was, you know, busy, you
know, with normal- - more - - should I say more busy  - - busier. 
When the day shift left, you know, she became the phone operator. 

     We had more people on the staff on the day shift. (T. 70).

As to whether individuals working in the claimant’s position were able to eat lunch, Ms. Johnson

testified:

     Normally, they didn’t.  But they could - - we didn’t like for
people to be eating right at the entrance.  So, we would ask them,
you know, to move to the next desk where you - - they could still
see if someone came in; and so, we paid them for their lunch. (T.
71). 

Ms. Johnson confirmed that the individuals had to work through their lunch “a lot of times”. (T.

70).   

Ms. Johnson testified that the claimant did mention to her that she was having problems

with her hands.  Ms. Johnson testified that she could not pinpoint the exact time of the afore.  Ms.

Johnson’s testimony reflects that she was not aware that the claimant was docked for a long

period of time for lunches that she did not take, however, she acknowledged that it could have

happened.  Ms. Johnson offered, regarding the afore:

     She never got to leave, but I thought we always paid her. (T.
73).

Donald Keith Baxter testified that he and the claimant have been living together since

2005.  Mr. Baxter met the claimant before she began working at respondent, and noted that she

did not complain of having pain in her arms, wrists, and hand before the employment.  Following
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her employment at respondent, the testimony of Mr. Baxter reflects regarding the onset of the

claimant’s complaints of pain:

     Yes, sir.  I’d say that later part of 2010.  I know she was, like I
said, complaining a lot about pain. 
     Well, she’d come home a lot of times from work, and she said,
“My hands are numb,” or they was hurting all up through her arm
and shoulder area.  Occasionally, she’s call me and want to know if
I would bring a Tylenol or something, because she was in pain.

     No, I’d take it to work.  She’d call me while she was as work
and, you know, getting the pain.  When she got home, like I said,
she - - a lot of times, she had to stay up quite a while to unwind,
because of the pain and if she did go to bed, she didn’t sleep but a
couple of hours at a time because of the pain.  The pain was so bad,
I guess, she’d become numb and start aching; so, she’d get up and
wander through the house. (T. 76).

Mr. Baxter offered that the claimant’s complaints of pain and numbness seemed to increase and

get worse as time went on, to the point that she had to have something done.  The claimant

ultimately underwent  nerve conduction studies.  

Mr. Baxter testified that the claimant finally took off work on medical/sick leave in

December 2011.   Mr. Baxter’s testimony reflects that the claimant has not worked since

December 2011, and that she still has problems, “except it’s got worse now”. (T. 77).  Mr. Baxter

testified regarding his knowledge of the duties that claimant discharged at respondent. (T. 78).

Ms. Teresa Nagy testified that she is the manager of the Admissions Department of

respondent, a position she has held since January 1, 2012.  Prior to the afore, Ms. Nagy was in the

Billing Department in the Business Office which was located at the opposite end of the building

from the Admission s Clerk.  The testimony of Ms. Nagy reflects that in her role in the Billing

Department she would have occasion to see the claimant’s work, explaining:
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     The admissions that were billed would filter down through to
the different insurances that would be billed and that would be - -
that was what I was doing was actually billing from those
admissions. (T. 90).

Ms. Nagy testified that the admissions area is presently staffed in the same manner as it

was at the time the claimant worked as Admissions Clerk on the second shift:

     It’s set up the same way.  Until 4:30, there are at least two
people, and from 4:30 to 11:00, there is only one. (T. 81).

Regarding the reasoning for the one and one-half (1 ½) hours overlap from 3:00 to 4:30, Ms,

Nagy testified:

     The way the - - we have two that work, two employees that
work during the day in that office besides myself.  One comes in at
7:00 a.m. to relieve the third-shift person, the next person, which is
primarily scheduling comes in at 8:00, which is more in line with
when the doctor’s offices open and begin scheduling and they work
until 4:30 to accommodate the doctor’s offices. (T. 81-82).

Ms. Nagy confirmed that the December 2011, job description compiled by the claimant of

the duties of the Admissions Clerk is fair and accurate.  (T. 83).  Ms. Nagy further testified,

regarding breaks:

     We normally do not take a - - we don’t - - do not get to leave
the department; and so, that portion of it would be correct.  They
do not leave the department for their break time. (T. 83-84).  

Regarding the area that constitutes the claimant’s department to which she would be restricted,

Ms. Nagy offered:

     The actual Admissions Office area.  There are snack machines
just right in close proximity that, you know, they were always
available to go to.  I think the Lab Department directly behind our
office had a microwave and refrigerator that was available for use
as well. (T. 84).
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Ms. Nagy testified that there is a bathroom directly across the hall from the Admissions Office.  

The medical in the record reflects that on August 26, 2010, th claimant was seen at

Piggott Family Medial Clinic with complaints of back pain, neck pain, and numbness of the arms. 

The afore office note reflects an assessment of numbness in hands, among others as well as plans

to obtain a cervical MRI , which was scheduled for August 28, 2010.  The office note also reflects

the scheduling of diagnostic studies at St. Bernards Regional Medical Center on October 4, 2010. 

(CX #1).  The medical further reflects that on August 28, 2010, the claimant underwent the

cervical MRI at Piggott Community Hospital.  The report reflects the claimant’s complaints as

neck pain, pain and numbness in arms. (CX 1, x2).  

On October 4, 2010, the claimant underwent an EMG and nerve conduction studies at St.

Bernards Medical Center, pursuant to the August 26, 2010, recommendation of the physicians at

Piggott Family Medical Clinic.  The diagnostic studies were performed by Demetrius Spanos, a

Jonesboro neurologist.  The October 4, 2010, Neurodiagnostic Report reflects, in pertinent part:

HISTORY:   The patient is a 51-year-old female with bilateral
hand numbness affecting the right more so than the left, as well as
neck and shoulder pain.

IMPRESSION: Abnormal nerve conduction studies, normal EMG
study. 

CONCLUSION:
1. Moderately severe carpal tunnel syndrome of the right

upper extremity.
2. Moderately severe carpal tunnel syndrome of the left upper

extremity.
3. Entrapment of the left ulnar nerve across the elbow.
4. No other evidence of entrapment neuropathy or

polyneuropathy is seen by nerve conduction testing of the
upper extremities.

5. EMG testing of the right upper extremity shows no
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evidence of radiclopathy, myopathy or myositis. (C1,x3).

The report also reflects the presence of the handwritten entry “needs to see surgeon Dr. Cooper

11:00 am. _ -13-11".

A July 13, 2011, radiology report of Piggott Community Hospital regarding the claimant

while noting the results of x-rays, also reflects the diagnosis of bilateral carpal tunnel syndrome.

(C1,x2b).  The medical records reflect that the claimant was seen by Dr. R. Edward Cooper on

July 13, 2011, in Piggott.  The afore office note regarding the claimant’s visit reflects, in pertinent

part:

07/13/2011: Ms. Burkett has several complaints today.  The main
complaint that she has is neck pain and tingling that shoots across
her shoulders between the scapulae, down the upper extremities
and into the arms usually to the level of the elbow.  She also has a
tingling down into the hands bilaterally.

PHYSICAL EXAMINATION: On examination today, she does
have sensation intact in all sensory distributions of both upper
extremities.  Flexion, extension, abduction, adduction all digits are
intact.  Flexion and extension of the wrist are intact.  Flexion and
extension of the elbows are intact.  Internal and external rotation
and abduction of the shoulders are intact ans symmetrical in
strength.  There is a positive Phalen’s test bilaterally and negative
Tinel’s sign over the median nerve in the carpal canal bilateral
wrists.  There is no mechanical locking of the R third digit but there
is some tenderness over the A1 pulley and it does apparently lock
on her in the morning when she first gets up. 

IMPRESSION:
1. R 3rd trigger finger.
2. Cervical radiculopathy with bilateral upper extremity

involvement.
3. Bilateral CTS.

PLAN:
1. WE will schedule her for R carpal tunnel release at her

convenience.  We will see her back just ahead of her surgery



24

for informed consent and a complete H&P.  (C1, x4). 

As noted above, the claimant continued to work for respondent until December 2011,

when she took medical leave.  The evidence reflects that the claimant was seen by Dr. Ron D.

Schechter, a Paragould orthopedic surgeon, on February 7, 2012.  The report identifies Dr.

Dennis Blake as the claimant’s primary care physician.  The February 7, 2012, report reflects, in

pertinent part:

History Of Present Illness

Glenda Burkett is a 52 year old female being seen for evaluation of
bilateral hand pain and bilateral wrist pain.

Ms. Burkett is right-hand dominant.  She works at the Piggott
Community Hospital in admissions doing fast paced repetitive
activity.  She explains that back in August of 2010 she started
having problems with neck pain.  She saw her primary care
physician and said she had x-rays done, but no real diagnosis was
made and not treatment was done. She discontinued living the same
pain.  Then in about March of 2011 she started having problems
with her right middle finger “locking up.”  Then, shortly thereafter
she started having problems with bilateral upper extremity
pain/numbness/tingling.  She was her primary care physician who
sent her for nerve conduction studies.  Her activities of daily living
and particularly her work activities became increasingly difficult. 
Apparently her son is a manager at the hospital and suggested to
her that this might be a work-related problem and she should file it
as a work comp claim.  The patient did file it is a work comp claim
and claims formally denied.  Her primary care physician tried her on
wrist splints and nonsteroidals. she was given some steroids.  She
started to have problems with tinnitis which has continued to the
present and it was felt possibly due to the nonsteroidals, so the
nonsteroidals were discontinued.  The wrist splints helped some
initially, but lately have not given her any relief.  The patient went
on to explain that things have gotten so bad that she is not on
medical leave because of the pain “all over her body” and
depression.  She is seeing a physician for this and receiving some
form of psychiatric treatment.  As I questioned her in more detail
about her symptoms now, it became more clear that the patient is
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having multiple issues.  I asked her where she was having the most
pain (referring to her upper extremities), she explained that her
worst pain was around her right dorsal lateral elbow, radiating
down to her forearm and hands diffusely, radiating all the way up
her arms with diffuse shoulder and neck pain and she was having
diffuse numbness and tingling in both hands, although in both arms,
in both shoulder, her neck, her face, in both feet.  She commented
many times about how stressful this all was and how she hurts all
over.  That point, it became clear to me that the patient was
complaining of multiple systemic problems.  I explained to her that
as an orthopedic surgeon, she can think of me like a mechanic and I
cannot fix her whole body all at once, so I asked her to advise me
what was her worst problem area that she wanted to deal with
today.  She advised me that she wanted to focus treatment on her
bilateral upper extremity pain from the elbows down through her
hands. 
Aggravating factors are any exertional activities.
The symptoms are relieved by range of motion. 

*          *          *

Assessment and Plan

Diagnosis
Pain in joint, hand
Pain in joint, forearm
Epicondylitis, lateral 
Syndrome, carpal tunnel
Lesion, ulnar nerve

I had a long discussion with the patient about her problems and
options from here. First of all, I think it’s important to point out
that this patient’s presentation is very suggestive of some
psychosomatic component to her problems.  There’s no question
that she has real organic problems, but she said herself she is very
stressed now, has anxiety and depression and is having unusual
symptoms with pain and numbness and nonanatomic distributions
(such as numbness in her hands, shoulders, neck, feet, and face, all
as the same time) and don’t correlate well with having problems she
in hands.  So, I had to be realistic with her that the mechanical
treatment to offer her for her problems may not fix all of her
symptoms.  She voiced understanding.  She elected to focus on her
problems of bilateral upper extremity pain and numbness from the
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elbows down.  Her problems seemed to be multifactorial.  First of
all, she has nerve conduction studies consistent with moderate to
severe CTS.  I explained to her that this could be consistent with
the pain and numbness in her wrist and hands, but likely does not
explain her other symptoms.  She complained of some locking of
her right middle finger which I thought might be suggestive of some
stenosing tnosynovitis and triggering, but she has no visible or
palpable triggering today.  She has pain and tenderness around her
lateral elbows radiating into her dorsal forearms, right greater than
left, but clinically appeared to be consistent with lateral
epicondylitis.  Her nerve studies also showed evidence of some
ulnar nerve entrapment across the left elbow.  Theoretically, this
might explain some pain and numbness.  However, the patient has
the same symptoms on her right side with no objective evidence of
ulnar nerve impingement on the right.  Additionally, clinically she
has no denderness over the cubital tunnels and has a negative
Tinel’s over the cubital tunnels.  Therefore, I advised her that I
could not exclude the ulnar nerve entrapment as a component of
part of her symptoms, but I felt that the carpal tunnel syndrome and
lateral epicondylitis with the majority of her problems in her
forearms and hands and recommended that we focus our treatment
effort on those issues first and see how she does.  She voiced
understanding and agreed.  For a lateral epicondylitis, we decided
to try a steroid injection around her right lateral epicondyle today. 
Her carpal tunnel syndrome, she’s failed to improve conservative
treatment including activity modification, nonsteroidals, and wrist
splints.  After discussing options she’s elected to proceed with
carpal tunnel release.  She wants to do the right side first in [and]
consider doing left-sided later date.  At the patient’s request, we
also discussed issues of whether or not this should be handled under
a work comp claim or her private insurance.  I advised her that
theoretically she would have the option of trying to appeal this as a
work comp case, but this would likely take months of time to do
and delay her treatment.  Since she already has a formal denial from
work comp, I felt it was reasonable to proceed under her private
insurance if she chose to do so.  She advised me that the did not
want additional delay in her treatment and we just pursue care
under her private insurance.  I also discussed with her that at some
point if she wants to pursue some of her other areas of problems
such as her neck pan or feet problems, etc., she would have to
handle these a [as] separate issues with separate appointment times
other than the time we have spent dealing with the above issues
because I are he spent an hour of time with her today just going to
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the above.  She voiced understanding.  We are making arrangement
for her right carpal tunnel release on February 22. 

Procedures:
Procedures were performed under sterile conditions.
Procedure #1: R Elbow lateral epicondyle injection with 1 cc of
betamethasone and 1cc of 2% lidocaine without epi.   (C1x5-5c)

The claimant was again seen by Dr. Schechter on March 1, 2012, in follow-up.  The office

note regarding the afore visit reflects, in pertinent part:

Follow-Up Visit

Glenda Burkett is her for a follow-up today for her right carpal
tunnel syndrome s/p right carpal tunnel release and her right elbow
lateral epicondylitis.  The procedure was performed 8 day(s) ago. 

She reports she’s doing better, but still not 100%.  Her numbness
and tingling in his noticeably improved from before surgery, but she
still has some numbness.  She still has some pain around her wrist. 
With respect to her elbow, she says that the injection she received
helped her elbow pain for about a week and then her pain seemed
to return. 

*          *          *

PHYSICAL EXAM

Her elbow exam is unchanged.  The wrist splint was removed.  Her
wound was well approximated without signs of infection.  Only
mild residual swelling.  She had about 50% of he motion back.

Assessment and Plan

*         *          *

She seemed to have had some good initial improvement from the
release.  Her wound looked good and the sutures were removed
today.  I’m going to discontinue immobilization and let her progress
with activities as tolerated.  I reminded her that it may take her 6
weeks to be using her hand normal and that it’s not uncommon to
have some weakness in grip or discomfort in the palm for up to 6
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months.  She’s lagging behind little bit in her motion and still has
symptoms consistent with lateral epicondylitis, so I offered her the
option of formal therapy.  She wanted to just give some more time
and see how she does and said she call if she wants to proceed with
therapy.  We also discussed her left carpal tunnel syndrome and she
wants to give more time to recover on the right and will call if and
when she wants to pursue a left carpal tunnel release.  If and when
she returns for left carpal tunnel release, we we’ll have to remember
that she showed some left cubital tunnel syndrome as well and
consider that in her decision making at the time of her preoperative
appointment.  If she calls wanting she was surgery on the left, we’ll
schedule her a 30 minute preoperative appointment and make sure
she stops any aspirin or nonsteroidals.  Otherwise, for now she will
followup as needed. (C1,x5d). 

The medical reflects that the claimant was seen in follow-up by Dr. Schechter on March 13, 2012. 

The office note of the afore visit reflects, in pertinent part:

Follow-Up Visit

Glenda Burkett is here for a follow-up today of left wrist pain.

The patient reports her right carpal tunnel release seems to be doing
well.  Her numbness and tingling is completely gone.  She still has
some weakness and discomfort in her arm.  She’s done well enough
with the right carpal tunnel release that she wants to proceed with a
left carpal tunnel release as soon as possible.  She went on to start
describing multiple problems all over her body and describes
statements that she did not feel like she could go back to work
anytime soon.  She said she mentioned this to her physical therapist
and her therapist told her they did not think she should go back to
work anytime soon.  I advised her that I thought she should try to
progress herself and get back to activities at work as soon as she
felt comfortable enough to do so. 

*           *           *

PHYSICAL EXAM

Her right carpal tunnel release site was healing fine with minimal
remaining swelling and no signs of infection.  Her left wrist exam
was unchanged.  
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   Assessment and Plan

*          *          *

She wants to proceed with a left-sided carpal tunnel release. We are
making arrangements for surgery on March 28, 2012.  I encouraged
her to try an be as active with the right hand as much as possible. 
As discussed before, there seems to be some psychosomatic issues
and she doesn’t seem to be very motivated to get back to work. 
She went on for quite some time describing how strenuous
repetitive her work is.  She’s had good enough relief with the right
carpal tunnel release as per her wishes were going to proceed with
a left carpal tunnel release.  I agreed to her request to give her a
note to be off work until followup after her next carpal tunnel
release. (C1,x5f-5g).

The record reflects the presence of off-work slips authored by Dr. Schechter releasing the

claimant from work commencing February 7, 2012, through April 5, 2012. (C1,x6-7).  The April

5, 2012, Activity Restriction slip authored by Dr. Schechter in connection with the claimant’s visit

of the same date reflects that the claimant would be unable to perform regular duties a month,

and, as such, unable to work. (C1,x7).

On April 20, 2012, the claimant was evaluated by Dr. Randy D. Roberts, a Jonesboro

rhumatologist, at the request of Dr. Schechter.  The April 20, 2012, New Patient Consultation

report reflects, in pertinent part:

CHIEF COMPLAINT: Pain through the shoulders, neck, arms
and hands.

HISTORY:   Pt had back surgery with L5 fusion in 2001, and had
been having some periodic discomfort through the back, neck and
shoulders before this.  This continued after surgery periodically
then, about 2 years ago, became more persistent.  Now has frequent
migraines.  One year ago, was diagnosed with carpal tunnel
syndrome b/l and would do splinting and not have surgery until 8
weeks ago on the R, 4 weeks ago L.  The surgeries cleared
numbness, but a few weeks after the surgery, the R hand began
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throbbing enough to keep her awake at night, possibly some
swelling an difficulty making a fist.  More recently, the L hand is
bothering her as well, but less.  She has noticed some weakness of
both hands and some cold feeling, but no change in sweating or
color.  Has had some pain around the elbows.  Has chronic lower
back pain.  Takes hydrocodone, particularly for migraines, but
causes hot flashes.  Tried naproxen, but it made her tinnitus worse. 
Sleeps with Ambien and cyclobenzaprine.

*          *          *

PHYSICAL EXAMINATION: Healthy-appearing WF in no
acute distress.  Skin, hair and nails showed some coolness of the
fingers, some mild mottling (right greater than the left), and
probably some swelling diffusely of the R hand, and healing carpal
tunnel scars of both wrists.  HEENT: eyes clear; mouth, throat and
nose are clear.  Neck w/o palpable thyroid or adneopathy. .   .  
Musculoskeletal: neck with full motion.  Tenderness over the
trapezius and rhomboids and subacromial bursae b/l.  Shoulders
with full motion.  Elbows w/o nodules or synovitis.  Wrists and
hands showed some tenderness, mainly in the palms, R greater than
L, but no periarticular swelling or synovitis; grip 5/5 and 80% on
the R and 90% L.  Thoracic and lumbar spine are nontender; full
motion.  There is some mild tenderness of the SI and piriformis. 
Hips with full motion.  Knees w/o synovitis; full flexion and
extension.  Ankles and feet unremarkable.  Neuro: DTR’s 2+ and
equal; no focal weakness. 

*          *          *

IMPRESSION:
1. upper back and arm pain; think this is dystrophy post-

surgery.
2. Subacromial bursitis and muscle tenderness over the upper

back; increases the risk of developing dystrophy with
surgery.

3. Premature menopause predisposing osteoporosis. (C1,x8-
8a).

Dr. Roberts authored an off work slip on behalf to the claimant on May 4, 2012, releasing the

claimant from work until May 21, 2012.(C1, x8b).  On May 18, 2012, Dr. Roberts authored an
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off-work slip, reflecting that the claimant’s medical leave should continue indefinitely. (C1, x8c). 

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

testimony of the witnesses, 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. The employment relationship existed at all times pertinent, to include October 4, 

2010, during which time the claimant earned an average weekly wage of $349.00, generating

compensation benefit rates of $233.00/$175.00, for temporary total/permanent partial benefits.

3. On or about October 4, 2010, the claimant sustained a injury, in the form of 

bilateral carpal tunnel syndrome, arising out of and in the course of her employment, which

rendered her temporarily totally disabled for the period commencing December 14, 2011, and

continuing through May 5, 2012.

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

of the injury of October 4, 2010.  

CONCLUSIONS

The claimant maintains that she sustained an injury, in the form of bilateral carpal tunnel 

syndrome, arising out of and the course of her employment which required medical treatment and

rendered her totally incapacitated from engaging in gainful employment commencing December

14, 2011.  The claimant seeks corresponding temporary total and medical benefits as well as

controverted attorney fees.  Respondent deny that the claimant’s injury arose out of her

employment or occur within the course her employment.



32

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

assert entitlement to workers’ compensation benefits as a result of an injury having been sustained

subsequent to the effective date of the afore provision. 

Compensability

There is not a disputed regarding the claimant’s job duties and responsibilities as an

Admissions Clerk, working the second shift, 3:00 p.m. to 11:00 p.m., in the employment of

respondent.  The claimant commenced her employment with respondent on September 1, 2009,

and continued in same actively discharging employment duties through December 14, 2011. 

While it is not disputed that the claimant experienced other health issues prior to her employment

with respondent, to include neck pain and low pack pain, there is no evidence to reflect that she

experienced physical limitations or restrictions with respect to her upper extremities prior to her

employment with respondent.  

The credible evidence reflects that in the discharge of her employment duties with

respondent as an Admissions Clerk, the claimant performed rapid repetitive hand-intensive

movement through out her shift.  The claimant commenced to experience symptoms in her upper

extremities such that she first sought medical treatment on or about August 26, 2010.  The

claimant ultimately underwent neurodiagnostic studies on October 4, 2010, which disclosed the

bilateral carpal tunnel syndrome.  

In order to establish a compensable injury under the “rapid repetitive motion” theory, the

claimant must prove: 1) the injury arose out of and in the course of her employment; 2) the injury

caused internal or external physical harm to the body which required medial services or resulted in

disability or death; 3) the injury was caused by rapid repetitive motion; 4) the injury was the major
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cause of the disability or need for treatment; and 5) the injury must be established by medical

evidence supported by objective findings.  Malone v. Texarkana Public Schools, 333 Ark. 343,

969 S.W.2d 644 (1998).

As noted above, there is not a dispute regarding the duties discharged by the claimant

during her employment with respondent.  The evidence preponderates that the afore duties of the

claimant entailed hand-intensive motions/movement and was performed at a rapid repetitive pace. 

Indeed, the claimant was diagnosed with carpal tunnel syndrome, which is recognized as a rapid

repetitive sustained injury.  Further, the October 4, 2010, diagnostic studied provides medical

evidence of objective findings of the injury.  The claimant has sustained her burden of proof by a

preponderance of the evidence that she sustained bilateral carpal tunnel syndrome arising out of

and in the course of her employment.  Respondent has controverted the compensability of this

claim in its entirety.

Medical Benefits. 

 Ark. Code Ann. §11-9-508 (a) (Repl. 2002), mandates that the employer promptly 

provide for an injured employee such medical treatment as may be reasonably necessary in

connection with the injury received by the employee.  What constitutes reasonably necessary

medical treatment is a question of fact for the Commission. Dalton v. Allen Engineering Co., 66

Ark. App. 201, 989 S.W.2d 543 (1999).  

The injured employee must prove that medical services are reasonably necessary by a

preponderance of the evidence.  The afore medical services may include that necessary to

accurately diagnose the nature and extent of the compensable injury; to reduce or alleviate

symptoms resulting from the compensable injury; to maintain the level of healing achieved; or to



34

prevent further deterioration of the damage produced by the compensable injury.  Jordan v. Tyson

Foods, Inc., 51 Ark. App. 100, 911 S.W2d 593 (1995); Artex Hydrophonics, Inc. v. Pippin, 8

Ark. App. 200, 649 S.W.2d 845 (1983). 

In the present claim, the credible testimony reflects that the claimant relayed to her

supervisor/ manager that her work duties were causing her to have problems with her hands. 

After having been diagnosed via neurodiagnostic testing, on October 4, 2010, with bilateral carpal

tunnel syndrome, the claimant continued performing her regular employment duties.  During a

July 13, 2011, visit to Dr. R. Edward Cooper, an orthopedic surgeon, recommendations were

made by same that the claimant undergo carpal tunnel release surgery.  Nevertheless the claimant

continued performing her regular Admissions Clerk job duties until on or about December 14,

2011.   The evidence disclose that the claimant underwent conservative measures to address the

diagnosed bilateral carpal tunnel syndrome, and when the same ceased to provide relief of her

symptoms, she underwent carpal tunnel release surgery.  The claimant has sustained her burden of

proof by a preponderance of the evidence that the medical treatment rendered to her in connection

with the treatment of her bilateral carpal tunnel syndrome was reasonably  necessary.  The

respondent has controverted the compensability of this claim in its entirety. 

Temporary Total Disability Benefits.

As noted above, the claimant sustained compensable bilateral carpal tunnel syndrome and

underwent surgery in connection with the treatment of same.  The claimant ceased working as a

result of the symptoms from the bilateral carpal tunnel syndrome on December 14, 2011.  On

February 22, 2012, carpal tunnel release surgery was performed on the claimant’s right wrist, and

on March 28, 2012, release surgery was performed on the left.  Both procedures were performed
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by Dr.  Ron D. Schechter.  While the claimant has not worked since December 15, 2011, Dr.

Schechter last authored an off work slip in connection with the claimant’s bilateral carpal tunnel

syndrome on April 5, 2012, which directed that she remain off work for a month.

The evidence discloses that on April 20, 2012, the claimant was seen by Dr. Randy

Roberts pursuant to a request of Dr. Schechter.  Dr. Roberts is a rhumatologist.  The claimant has

been taken off work indefinitely by Dr. Roberts.  The medical in the record does not reflect a

nexus between the treatment being provided by Dr. Roberts and the claimant’s compensable

bilateral carpal tunnel syndrome.  

An employee who sustains a scheduled injury, as those sustained by the claimant, is

entitled to compensation for temporary total disability during the healing period or until the

employee returns to work, whichever occurs first.  Wheeler Construction Co. v. Armstrong, 73

App. 146, 41 S.W.3d 822 (2001).  The healing period continues until the claimant is as far

restored as the permanent nature of her injury will permit.  When the underlying condition causing

the disability stabilizes, and no further treatment will improve the injury, the healing period has

ended.  Carroll General Hospital v. Green, 54 Ark. App. 102, 923 S.W.2d 878 (1996).  Finally, a

failed attempt to continue working after an injury is not a per se bar to temporary benefits for a

scheduled injury under Ark. Code Ann. §11-9-521 (a).  Farmers Cooperative v. Biles, 77 Ark.

App. 1, 69 S.W.3d 899 (2002). 

In the present claim, Dr. Schechter relayed that the clamant had multiple pain complaints. 

Dr. Schechter’s records also disclose the course of treatment rendered to the claimant in

connection with the diagnosed compensable bilateral carpal tunnel syndrome.  The claimant was

last directed to remain off work by Dr. Schechter on April 5, 2012, for a month’s duration. 
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Additionally, Dr. Schechter referred to the claimant to Dr. Roberts, who first saw the claimant on

April 20, 2012.  There is no evidence in the record to reflect that the claimant continued to treat

with Dr. Schechter relative to the compensable bilateral carpal tunnel syndrome subsequent to

April 5, 2012, when she was directed to remain off work for a month or until May 5, 2012.  The

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

off work and within her healing period as a result of the compensable bilateral carpal tunnel

syndrome from December 15, 2011 through May 5, 2012, and correspondingly entitled to

temporary total disability benefits.  Respondent has controverted this claim in its entirety. 

AWARD

Respondent is herein ordered and directed to pay to the claimant temporary total disability

benefits at the weekly compensation benefit rate of $233.00, for the period commencing

December 15, 2011, and continuing through May 5, 2012, as a result of her compensable bilateral

carpal tunnel syndrom.  Said sums accrued shall be paid in lump without discount. 

Respondent is further ordered and directed to pay all reasonably necessary medical,

hospital, nursing, and other apparatus expenses arising out of and in connection with the

treatment of the claimant’ s bilateral carpal tunnel syndrome, to include medical related milage,

pursuant to Ark. Code Ann. §11-9-508 (a).

Maximum attorney fees are herein awarded to the claimant’s attorney on the controverted

indemnity benefits herein awarded, pursuant to Ark. Code Ann. §11-9-715.

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

until paid. 
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All other issues, to include permanency, are expressly reserved.

IT IS SO ORDERED. 

______________________________________________
 ANDREW L. BLOOD
 ADMINISTRATIVE LAW JUDGE

     

  
 

     


