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STATEMENT OF THE CASE

On October 18, 2011, the above captioned claim came before the

Workers’ Compensation Commission in Fort Smith, Arkansas, for a

hearing. A pre hearing conference was conducted on August 30, 2011,

and a pre hearing order was filed on August 31, 2011.  A copy of

the pre hearing order has been marked as Commission’s Exhibit No.

1 with modifications and without objection has been made part of

the record. Prior to the hearing on October 18, 2011, the parties

agreed to the following stipulations:

1. The Arkansas Workers’ Compensation Commission has

jurisdiction of this claim.

2. On October 8, 2010, the relationship of employee-

employer-carrier-TPA existed between the parties.

3. The appropriate compensation rates are $562.00 for total

disability and $422.00 for permanent partial disability.

4. The healing period is in dispute.
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5. The claimant’s medical services are in dispute.

6. Respondents do not accept liability for PPD.

By agreement of the parties and prior to the hearing on

October 18, 2011, the following issues will be litigated:

1. Whether the claimant sustained a compensable injury to

his right eye.

2. Claimant’s entitlement to medical services for injury to

his right eye.

3. Attorney’s fees.

The claimant contends that he was employed by the respondent

Trane Company on October 8, 2010. During and within the scope of

his employment while engaged in employment services, the claimant

had dirt and debris blown into his eye from a co-worker cleaning

the area with a high pressure hose. The injury occurred on the

second shift after the personnel left the premises for the weekend.

The injury occurred in the late evening hours of Friday, October 8,

2010. The injury was reported to the claimant’s team leader,

Richard Lawrence. Mr. Lawrence authorized the claimant to leave the

plant early as the result of the claimant’s injury to his right

eye.  The claimant reported the injury to his supervisor, Ms. Jan

Fultz. The claimant was sent to the company physician on Monday,

October 11, 2010 to Dr. Randall Carson. Dr. Carson referred the

claimant to an eye specialist, Dr. Randel Saylor. Dr. Saylor has

referred the claimant to Dr. Michael Roberson, at the Little Rock

Eye Clinic for consultation. The claimant is in need of additional

medical treatment. The respondents have controverted this claim in
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its entirety. The claimant is entitled to the payment of medical

expenses to receive medical treatment and shall be entitled to any

attorney’s fees for indemnity payments that may ensue.

 The respondents contend that the claimant did not sustain a

compensable eye injury which arose out of and in the course of his

employment with the respondent employer.

 Stipulations agreed to by the parties at the prehearing

conference on August 30, 2011, and contained in the prehearing

order filed on August 31, 2011, are hereby accepted as fact. From

a review of the record as a whole to include medical reports,

documents, and other matters properly before the Commission, and

having had the opportunity to hear testimony and observe the

witnesses and their demeanor the following decision is rendered. 

FACTUAL BACKGROUND

The claimant is a 25 year old male who began working for the

respondent in June of 2010 (Record 10/18/2011 at p. 6). The

claimant testified that he had been employed about four months with

the respondent, as a welder, when an incident occurred on October

8, 2010 (Record 10/18/2011 at p. 7, 10).  The claimant worked the

second shift [4:00 p.m. to 2:30 a.m.] (Record 10/18/2011 at p. 7-

9). The claimant testified that on October 8, 2010, he was working

in Stage 1 and 2 welding. He continued that the job he was doing

was frame work-framing up bases. He stated that he was asked to go

to Stage 3 and 4, and do some “top floor welding on an aluminum top

floor” (Record 10/18/2011 at p. 10). The claimant testified that on

the day of the incident he was doing his job and across from
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stacked bases. The stacked bases were in the final stage of

completion to be cleaned off. The claimant testified he was ten or

fifteen feet away from the completing area. He testified that the

bases were being blown off with an air hose. He added that he was

across from them welding, that he lifted up his hood, and as he did

so, they blew debris into his face and his eyes (Record 10/18/2011

at p. 14,15). The claimant continued saying that the process of

blowing off consisted of high pressure air used with a nozzle and

that the debris from the high pressure hose and the cleaning of the

base was blown into his face.  He added that he “threw a fit, threw

down his hood, and went straight to the bath.”  He added that he

told, “them guys, hey, you need to watch where you are blowing the

debris, you know, have some courtesy.” He added that in the

bathroom, he flushed his face and wiped everything off. He noted

that the contact in his right eye came out and it was torn all the

way across.  He stated that his eye was irritated and he retrieved

spare contact lenses (Record 10/18/2011 at p. 16, 17).  The

claimant testified that after he left the restroom from cleaning up

that he went back to the base department, got the spare set of

contacts, and attempted to put in the new contacts. He testified

that they wouldn’t stay in because his eyes were “killing him”

(Record 10/18/2011 at p. 17, 18). The claimant added that after

trying to insert the new contact lenses he decided his eyes were

just irritated so he put them back in the holder and proceeded to

go back to work. The claimant added that he started to weld and it

was like welding without a hood, he couldn’t see and was in pain.
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He added, that it “hurt really bad” (Record 10/18/2011 at p. 18).

The claimant went on to testify that he had tears rolling down his

eyes and that Richard, the team leader, asked what was the matter.

He told them what had happened. The claimant added that the

supervisor asked if they needed to do an incident report.  The

claimant added that he said “no, sir...” I thought it was just my

contact. “My eyes were just irritated.”  The claimant added that

the supervisor told him to go back to work and let him know if

things didn’t get better (Record 10/18/2011 at p. 19). The claimant

added that he explained to the supervisor what had happened and

specifically told him about the dust being blown by the high

pressure hose. He stated that after trying to return to work

unsuccessfully he again talked to the team leader, Mr. Lawrence,

and told him that his eye sight wasn’t getting better. Mr. Lawrence

told him he should go ahead and go home. The claimant added that

this was the second conversation he had had with Mr. Lawrence

regarding the incident (Record 10/18/2011 at p. 19, 20).  The

claimant added that the team leader  sent him home for the rest of

the day and weekend. The claimant added that he thought he might

have had a scratch on his eye (Record 10/18/2011 at p. 21). The

claimant stated that he drove home subsequent to the incident, that

he showed his wife what had happened.  He flushed his eyes, took a

shower, adding that he had a headache, he didn’t want to eat or

watch t.v. He spent most of the weekend in bed (Record 10/18/2011

at p. 22, 23). The claimant added that during the weekend his

condition worsened and he had a lot of drainage. He characterized
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the drainage as “gooey stuff coming out of his eye” but determined

to wait until Monday so he could go back to work and let them know

that he did have an incident happen on Friday and that he needed to

see an in-house doctor (Record 10/18/2011 at p. 23). The claimant

stated that on Monday he returned to work, after being driven there

by his wife. He went to the HR Department to let them know what had

happened. He spoke with a Debra who then called John Wright in

Human Resources. Mr. Wright then said he needed Joe Keith, the

safety supervisor (Record 10/18/2011 at p. 23, 24). The claimant

added that upon coming to HR Monday morning, he told them what had

happened. He told him that Richard did ask him if an incident

report needed to be filled out, adding that he told him no, he

thought it was his contacts and adding that it was now apparent it

was not his contacts (Record 10/18/2011 at p. 25). The claimant

testified that he told the HR representative that he needed to see

a doctor, that his eye was infected. He testified that the HR

representative told him that Joe Keith needed to come in and fill

out an incident report. The claimant stated that he couldn’t see to

write so he told Joe Keith what happened. Mr. Keith filled out a

form and had him sign it (Record 10/18/2011 at p. 26). The claimant

testified that while filling out the reports, he was instructed by

human resources to go to the doctor.  He went to see Dr. Randall

Carson at Sparks Occupational Medical Clinic (Record 10/18/2011 at

p. 27).  The documentary evidence presented by the claimant

confirms that the claimant was seen by Dr. Randall Carson on

October 10, 2010. Dr. Carson noted that the claimant had a corneal
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abrasion, saying, “the cause of this problem is related to work

activities.” Adding that “the objective findings are consistent

with a history of work-related etiology” (Claimant’s Exhibit No. 1

at p. 1). Dr. Carson recommended that the claimant return to work

on restricted duty as of October 11, 2010, and that he not weld or

be exposed to bright lights or strong air currents. Dr. Carson

required a follow up in two days (Claimant’s Exhibit No. 1 at p.

1). 

 The claimant then saw Dr. Carson on October 13, 2010. Dr.

Carson notes with the examination of the right eye, that “the

ocular conjunctiva is swollen, that there was a corneal abrasion

present, with no penetrating wound.” Dr. Carson noted his diagnosis

of a right corneal abrasion saying again that the medical cause of

the problem was related to work activities. The doctor continued

the light duty and activity restrictions as noted from October 11,

2010 (Claimant’s Exhibit No. 1, at p. 5) The claimant stated that

while he has continued to work for the respondent he was not back

in the same position as he was before the accident (Record

10/18/2011 at p. 31). The claimant stated that he was unable to

work the same number of hours, adding that he continued to have

symptoms such as a grey haze with blurry vision (Record 10/18/2011

at p. 32). He testified that when he welded he had double vision

and headaches (Record 10/18/2011 at p. 32). He added that when he

welds for a certain period of a time he can’t take the pain and has

to lay down. He also testified that he couldn’t be around bright

lights and that he had made lighting changes to his residence due
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to his light resistence (Record 10/18/2011 at p. 33). Claimant

stated that he had no doubt that the dust being blown into his eye

had caused his condition.  He stated that before it happened his

eye sight was perfect and his contacts were the same. He added that

his eye sight is not the same anymore (Record 10/18/2011 at p. 32-

35). On cross examination the claimant admitted that he could not

identify the co-workers but confirmed in his recollection that

Tommy Jones was present when the incident occurred and that Mr.

Jones had seen the incident (Record 10/18/2011 at p. 37-39). Mr.

Jones later testified that he had no knowledge of the incident

(Record 10/18/2011 at p. 84-86) The claimant stated on cross

examination that he had had no problems with his eyes prior to the

incident and stated that he knew for a fact that the debris being

blown into his face caused his eyes to be the way they are (Record

10/18/2011 at p. 42). 

The claimant’s wife testified that she had only known him a

brief period of time prior to the October 8, 2010 injury. In fact,

she had just met him on the 1st of October, 2010.  She however

stated, she was present when he returned home and that his right

eye was red and swollen (Record 10/18/2011 at p. 54, 55). She

testified that she drove him to work on Monday, and that subsequent

to the incident he was unable to tolerate bright lights and that

changes were made in their residence to the lighting (Record

10/18/2011 at p. 58-60). 

Richard Lawrence [team leader] testified that he had seen the

claimant’s eye and noticed that it was red (Record 10/18/2011 at p.
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62).  The witness testified that he asked him [the claimant] what

was wrong and the claimant told him “oh, nothing, I think it is my

contact.” The witness then stated he asked if he needed to write up

an incident report and the claimant said “no, it is not work-

related.” The witness added that he asked if the claimant was sure

and the claimant acknowledged that he was(Record 10/18/2011 at p.

63). The witness continued to testify that he did not notice any

commotion or disturbance during the course of that shift and that

he learned of a work-related injury to the claimant’s eye on the

Monday following the incident (Record 10/18/2011 at p. 64, 65). Mr.

Lawrence added on redirect that the claimant had not mentioned

anything on Friday about any dust blowing into his eye.  He added

that he thought the claimant had an eye infection (Record

10/18/2011 at p. 68, 69). Additionally, Jan Fultz, the claimant’s

supervisor, testified that she was not made aware until Monday of

an incident on Friday.  She stated she was made aware of the

situation while the claimant was at the doctor’s office (Record

10/18/2011 at p. 75). Ms. Fultz added that nothing had been brought

to her attention before Monday. She added that Joe Keith the safety

manager, approached her and advised her that he had sent the

claimant to the doctor because of his eye (Record 10/18/2011 at p.

76). Ms. Fultz added that her desk overlooks the base department

and she had an unobstructed view of the department.  Additionally,

she testified that she goes onto the floor periodically, usually

walking the floor unless there is something to investigate (Record

10/18/2011 at p. 77, 78). Ms. Fultz testified that there was no
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commotion that day (Record 10/18/2011 at p. 78). Additionally, Ms.

Fultz added that she did not observe any thing out of the ordinary

or unusual that Friday related to the claimant. She said that she

did recall the claimant coming into the office with an irritated

eye and she had a discussion with him about it being the weekend,

allowing him to go home to rest and heal until Monday.  She added

that he did not tell her at that time about the incident with the

debris being blown in his face (Record 10/18/2011 at p. 79).  Ms.

Fultz stated it  would not be unusual for the high pressure hose to

be in use.  She added that it was possible a high pressure hose

blew dust and that happened to hit Mr. Painter (Record 10/18/2011

at p. 83, 84). 

 Subsequent to the claimant’s second visit with Dr. Randall

Carson, he was referred to Dr. Saylor at the Eye Group. He began

seeing Dr. Saylor on October 14, 2010. Doctor’s notes of that day

note a large central white ulcer.  The notes confirm that the ulcer

was cultured. The doctor also made note of bacterial keratitis

(Claimant’s Exhibit No. 1 at p. 9, 10). On October 15, 2010,

following up with the claimant for bacterial keratitis, the doctor

notes again a large central white ulcer.  On October 18, 2010 Dr.

Saylor saw the claimant for a follow up on the bacterial keratitis

noting that there was slow improvement (Claimant’s Exhibit No. 1 at

p. 16). On October 21, 2010, Dr. Saylor again notes bacterial

keratitis and stated the area is slow to heal (Claimant’s Exhibit

No. 1 at p. 20). Again on October 25, 2010 Dr. Saylor makes notes

about the bacterial keratitis.  He notes, at that point, it is
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slowly getting better and also notes the presence of staphylococcus

aureus on the contact lens (Claimant’s Exhibit No. 1 at p. 21).  On

October 29, 2010, Dr. Saylor notes treatment for staphylococcus

aureus and bacterial keratitis, stating that the patient is doing

much better (Claimant’s Exhibit No. 1 at p. 22). Again, on November

10, 2010, the doctor noted the bacterial keratitis and

staphylococcus aureus adding that the bacterial keratitis was

resolving.  He also noted scarring (Claimant’s Exhibit No. 1 at p.

23). On December 17, 2010, Dr. Saylor referred the claimant to Dr.

Michael Roberson. In a letter of that date, Dr. Saylor notes that

he first saw the claimant on October 14, 2010. He states he was

seen having gotten some dust in his right eye while at work

(Claimant’s Exhibit No. 1 at p. 24). In the letter Dr. Saylor notes

that when he saw the claimant he had a significant central corneal

ulcer measuring approximately 3 mm. in size with some fairly deep

interior stromal infiltrate. He added that the claimant had some

anterior chamber reaction as well (Claimant’s Exhibit No. 1 at p.

24).  Dr. Saylor went on to add:

“After obtaining cultures from his cornea and
the contact lens, we started some intensive
treatment with concentrated Tobramycin and
Zymaxid topical as well as Cyclogel. The
culture from the cornea was no growth but the
culture from the contact lens did grow some
staph aureus resistant to Penicillin and
Ampicillin. We persisted in our treatment and
he allegedly had resolution of the active
infection. I saw him most recently on December
14th. There is an anterior stromal scar with
some haze centrally...”

“I would greatly appreciate your evaluation
of Mr. Painter’s right cornea. If you think he
would be a candidate for surgical procedure to
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help with the corneal scarring then certainly
don’t hesitate to undertake that...”

Dr. Robertson responded on January 12, 2011, with the

following:

“I had the opportunity to see Mr. Painter on
January 5, 2011...”

“Mr. Painter now has 20/40 vision in ambient
lighting however, his vision drops to 20/100
with normal overhead lighting. As you noted,
he has a significant corneal scar in the right
eye. We are going to give him a little more
time to see if the scar will decrease in
density although I am doubtful that it will.
We have discussed the need for a penetrating
keratoplasty in the future.” (Claimant’s
Exhibit No. 1 at p. 32).

The respondents have submitted documentation in the form of

medical records. The medical records submitted show that the

claimant had a scar present as far back as 2005 (Respondents’

Exhibit No. 1 p. 3, 5, 12, 14, and 15). Additionally, the medical

exhibits also confirm that the claimant had reconstructive surgery

on the right side of his face and eye socket due to an injury that

occurred in July of 2007 (Respondents’ Exhibit No. 1 at p. 16). 

 DISCUSSION

   Arkansas Code Annotated §11-9-102(4)(A)(i) defines

compensability injury as:

“An accidental injury causing internal or
external physical harm to the body...arising
out of and in the course of employment and
which requires medical services or result in
disability or death. The injury is accidental
only if it is caused by a specific incident
and is identifiable by time and place of
occurrence.”
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The claimant must prove by a preponderance of the evidence

that he sustained a compensable injury as defined under A.C.A. §11-

9-102(4)(A)(i). See also A.C.A. §11-9-102(4)(E)(i). A preponderance

of the evidence means the evidence having greater weight of

convincing evidence, Smith v. Magnum Cove Barium Corp., 212 Ark.

491, 206 S.W. 2d 442 (1947). Furthermore, to be compensable under

the same burden, the claimant must prove the existence of physical

injury or damage to be supported by medical evidence A.C. A. §11-9-

102(4)(D) requires that a compensable injury must be established by

a clear and convincing evidence. The statute also requires that the

medical evidence submitted be in the form of objective findings.

Objective findings are defined in A.C.A. §11-9-102(16)(A)(i) as

those findings which cannot come under the voluntary control of the

patient. The statute requires that medical opinions addressing

compensability must be stated within a reasonable degree of medical

certainty A.C.A. §11-9-102(16)(B). The Arkansas Court of Appeals

has addressed this in previous opinions.  The Court in 2002 found

that an MRI revealing an injury to the disc as a result of a work

related injury was sufficient to satisfy the requirement that

worker’s compensation claim be supported by objective medical

findings as defined in §11-9-102(16)(A)(i). Wal Mart Stores v.

Sands, 80 Ark. App. 51, 91 S.W. 3d 93(2002).  Here, we must address

whether the claimant sustained a compensable jury to his right eye

while working for the respondent.  On October 8, 2010, the claimant

testified that while he was working as a welder for the respondent

a co-worker, working across him, blew debris from a metal base.
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The claimant contends that the debris blown from the base was blown

into his face and eyes.  The claimant testified that he had not had

problems with his eyes prior to the incident.  While there is much

conflicting testimony as to the events of October 8, 2010, the one

consistent fact is the claimant sustained an irritation of his

right eye. The claimant testified that he had an irritation to his

eye, his team leader testified that he had an irritation, Jan Fultz

testified that he had an irritation to his eye, and the claimant’s

wife testified that he had an irritation to his eye.  In

considering the facts of this case, I have considered and dismissed

the conflicting testimony about reporting, contacts, eye

infections, and witnesses.  The fact remains that the claimant

arrived at work without an irritation to his eye and during his

work shift sustained an eye irritation significant enough to send

him home.

    Starting from the proposition that the claimant’s eye was

irritated, and taking his testimony as fact that he had not had an

irritated eye prior to October 8, 2010, it is clear that the

claimant sustained an injury causing his eye to be irritated on

October 8, 2010. Subsequently, the claimant was sent to Dr. Randall

Carson at the request of the respondent’s human resource office.

Dr. Carson noted that the claimant had a corneal abrasion, the

cause was related to work activities.  He added that the ocular

conjunctiva was inflamed. The documentary medical evidence

submitted in the form of referrals from Dr. Saylor and Dr. Saylor’s

referral to Dr. Roberson confirm that the claimant had a corneal
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ulcer, as well as bacterial keratitis and a positive staphylococcus

aureus test on the contact lens present in his eye at the time of

the incident.  Clearly, the medical evidence submitted supports the

claimant’s contention that he suffered a work-related injury to his

right eye. The doctors who treated the claimant have consistently

noted that the claimant has damage to his right eye.  Here, as in

Wal Mart Stores v. Sands, we have objective medical findings that

support the claimant’s contentions. Specifically, in Wal Mart

Stores v. Sands, the Court referred to an MRI that revealed an

injury to a disc, Id at p. 96. In the present case, we have similar

medical findings in the form of cultures, and doctors’ notes of

corneal abrasions.  All of these facts support the claimant’s

contention that his eye was injured while on the job.

Additionally, the doctors’ opinions and culture results are stated

with a reasonable degree of medical certainty. 

The treating physicians for the claimant, in particular Dr.

Saylor and Dr. Roberson, also note significant scarring. However,

the respondents have a submitted documentation to support the fact

that the corneal scarring was present on the claimant’s right eye

as far back as 2005.  I find that the claimant has proven by a

preponderance of the evidence that he sustained an injury to his

right eye on October 8, 2010.  I find that there are objective

medical findings that support that the blown debris from the work

area caused the claimant to have drainage, pain, light sensitivity,

and resulted in a corneal ulcer of his right eye.  These symptoms

are supported by the objective medical findings in the reports of
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doctors Carson, Saylor, and Roberson.  However, while I find the

claimant has suffered a compensable injury, I do not find that the

scarring present as noted in the medical reports of doctors Saylor

and Roberson is a result of the injury sustained on October 8,

2010.  It is conceivable that the claimant is telling the truth

when he states that he has had no trouble with or prior problems

related to his eye before October 8, 2010.  However, that does not

preclude the fact that the claimant may have had residual or old

scarring to his corneal as far back as 2005.  Additionally, the

respondents have submitted and the claimant has confirmed that he

had reconstructive surgery to the right eye as a result of an

injury in 2007.  There is no evidence that the scarring is related

to the injury in 2007, but there is clear evidence that the

scarring was present as far back as 2005.

 The claimant has proven by a preponderance of the evidence

that he suffered a compensable injury to his right eye.  

Having found that the claimant suffered a compensable injury

while in the employment of the respondent, a determination must now

be made if the claimant is entitled to medical services as a result

of the compensable injury.  §11-9-102(4)(F)(i) states:

“when an employee is determined to have a
compensable injury, the employee is entitled
to medical and temporary disability as
provided by this chapter.”

 
Once it is settled that the claimant has a compensable injury,

the question of medical services must be determined by a look at

the facts in question, and determining if the medical services are
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reasonable and necessary for the treatment of the claimant’s

injury. §11-9-508(a) requires that:

“The employer shall promptly provide for an
injured employee such medical, surgical,
hospital, chiropractic, optometric, podiatric,
nursing services and medicine, eyeglasses,
ambulatory devices, artificial limbs,
eyeglasses, contact lenses, hearing aides and
other apparatuses may be reasonably necessary
in connection with the injury received by the
employee.”

What constitutes the necessary medical treatment under A.C.A.

§11-9-508(a) is a fact question for the Commission. Wright

Contracting Company Co. v. Randall, 12 Ark. App. 358, 676 S.W. 2d

857 (1987). In the instance case, the claimant was diagnosed with

an active infection of bacterial keratitis as well as

staphylococcus aureus on a contact lens. Dr. Carson documented that

treatment was required for an abrasion caused by work activities.

Doctors Saylor and Roberson documented that the claimant had an

active infection requiring treatment. In GE Rail Care Repair

Service Workers  v. Hardin, 61 Ark. App. 120, 969 S.W. 2d 667

(1998), the Arkansas Court of Appeals held the physician’s note

constitutes essential evidence that continued treatment for an

employee for a work-related injury was reasonable and necessary.

Here, the doctors notations support the existence of an injury and

the need for treatment.  Additionally, they confirm that the

treatment rendered resulted in slow improvement to the claimant’s

eye. However, the claimant has submitted evidence and appears to

contend that the claimant may need eye surgery in the future.  In

reviewing Dr. Saylor’s letter to Dr. Roberson and Dr. Roberson’s
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response, it appears that the corneal scarring that they refer to

causes them to believe that the claimant may need further eye

surgery.  While I find the treatment set out in the medical records

from October 8, 2010 through December of 2010, was reasonably

necessary to the treatment of the claimant’s injury to his right

eye, I cannot find that any future surgery to repair a corneal scar

is reasonably and necessarily related to the injury that occurred

on October 8, 2010. It appears from the documentary evidence

submitted by the respondents that the claimant had a pre-existing

scar as far back as 2005. The respondents should be held liable for

benefits and medical treatment related to the October 8, 2010 work-

related injury.  However, they should not be responsible for eye

surgery to repair a corneal scar that existed prior to the

compensable injury of October 8, 2010.  Therefore, I find that the

treatment provided from October 11, 2010 until December of 2010,

was reasonably and necessarily related to the claimant’s

compensable injury.  I do not find that the claimant would be

entitled to workers’ compensation benefits in the form of medical

treatment for surgery to repair a pre-existing corneal scar.

 The claimant has provided sufficient evidence in the form of

testimony, physician’s notes, and recommendations to prove that his

request of medical treatment is reasonably and necessarily related

to the treatment of his compensable injury sustained on October 8,

2010. However, that medical treatment must be limited to the

treatment outlined in the medical records from October 11, 2010

through December of 2010. While the claimant contends that he still
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has problems with his eye, it appears, from the evidence submitted,

that a future surgery would be related to a pre-existing corneal

scar.  Additionally, there is nothing in the medical documentation

that supports a finding that the surgery discussed between doctors

Saylor and Roberson for the corneal scar would place the claimant

in a position that is closer to his preinjury condition.  

FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. The claimant has proven by a preponderance of the

evidence that he suffered a compensable injury to his

right eye while in the employ of the respondent on

October 8,2010. Additionally he has proven that the

injury was the major cause of his disability and need for

treatment. He has provided objective medical findings to

support his claim.

2. The claimant has provided sufficient evidence in the form

of objective medical findings to support the fact that he

is entitled to medical services and treatment related to

his compensable injury from October 8, 2010. However, in

this case, we must draw a distinction between the type of

medical treatment to which the claimant is entitled.

Here the claimant is entitled to medical treatment from

October 11, 2010 until December of 2010 related to the

treatment of his eye irritation, bacterial keratitis, and

staphylococcus aureus. The claimant is not entitled to

medical treatment in the form of surgery to repair a

corneal scar, as discussed by Dr. Roberson and Dr.
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Saylor.  While the claimant has provided documentation to

support his claim that he is entitled to the treatment he

received during the time frame referenced above, the

respondent has provided significant documentation to

support a finding that the corneal scar referenced in the

surgery recommendation predated the on the job injury of

October 8, 2010.  While I find that the medical treatment

from October 11, 2010 until December of 2010 is

reasonably and necessarily related to the treatment of

the claimant’s compensable injury, I do not find that the

possibility for future surgery to repair a corneal scar

is reasonably and necessarily related to the compensable

injury of October 8, 2010.

3. Additionally, the claimant is entitled to the appropriate

attorney’s fees based on the above findings.

ORDER

The respondents shall be liable for any and all medical

treatment for the claimant’s compensable right eye injury on

October 8, 2010, and continuing through December of 2010.  The

respondents are liable for treatment of eye irritation, bacterial

keratitis, and staphylococcus aureus. They, however, are not liable

for medical treatment in the form of surgery to repair the

claimant’s corneal scar. The claimant is also entitled to

attorney’s fees based on the above findings.
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IT IS SO ORDERED.   

                                                          
                                  AMY GRIMES
                             ADMINISTRATIVE LAW JUDGE
                                         


