
BEFORE THE ARKANSAS WORKERS’ COMPENSATION COMMISSION

CLAIM NO. G008298

GRACE LEONHART, EMPLOYEE CLAIMANT

GATEHOUSE MEDIA, INC., EMPLOYER RESPONDENT

NEW HAMPSHIRE INS. CO./
CHARTIS CLAIMS, INC.,
INSURANCE CARRIER/TPA RESPONDENT

OPINION FILED AUGUST 16, 2013

Before ADMINISTRATIVE LAW JUDGE MARK CHURCHWELL, in Little
Rock, Pulaski County, Arkansas.

The claimant was represented by HONORABLE GREGORY R. GILES,
Attorney at Law, Texarkana, Arkansas.

The respondent was represented by HONORABLE MELISSA WOOD,
Attorney at Law, Little Rock, Arkansas.

STATEMENT OF THE CASE

This case comes on for a decision on the record.  The

following stipulations were submitted by the parties and are

hereby accepted:

1. The Commission has jurisdiction.

2. The employer/employee/carrier relationship existed
at all relevant times.

3. Claimant sustained a compensable left lower
extremity injury on September 17, 2010.

4. Claimant’s average weekly wage of $394.08 entitles
her to TTD/PPD benefits in the respective amounts
of $263/$197.

5. The claimant has been assigned a 9% permanent
partial impairment rating to her left lower
extremity which rating has been accepted and is
being paid out by the carrier.

6. If called to testify, claimant would say what is
contained in the document found at pages 54-55 of



GRACE LEONHART - G008298 2

the exhibits.

7. Claimant returned to work in a full duty capacity
in October 2010.

8. The last prescription paid by respondent carrier
was in November of 2011.

By agreement of the parties, the issues to be litigated

are limited to the following:

Claimant:

1. The extent of claimant’s permanent impairment.

2. Attorney’s fees.

Respondent:

1. Claimant’s entitlement to additional permanent
disability benefits.

The record consists of a Prehearing Order dated

March 26, 2013; Claimant’s Exhibit No. 1 dated May 30, 2013;

and Ms. Wood’s e-mail dated June 10, 2013, which I have

“bluebacked” together to designate as the record.

FINDINGS OF FACT AND CONCLUSIONS OF LAW

1. The claimant sustained a compensable left lower
extremity injury on September 17, 2010.

2. The claimant in the fall experienced a six inch
laceration on the anterior portion of her lower
left leg that required seven mattress stitches and
five simple interrupted stitches for closure.

3. The claimant was diagnosed with delayed recovery
due to damage to the anterior tibial muscle and
its attachment to the tibia in her left leg. 

4. The anterior tibial muscle functions to plantar
flex and invert the foot. 
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5. The claimant has fairly consistently reported
experiencing weight bearing problems associated
with her laceration and anterior tibialis muscle
injury.

6. Section 3.2 of the AMA Guides to the Evaluation of
Permanent Impairment Fourth Edition provides
several alternative criteria for assigning
impairment to the lower extremity.

7. I find that manual muscle testing associated with
plantar flexion and with foot inversion as
described in Section 3.2d provides the most
appropriate criteria under these circumstances for
determining the impairment associated with the
claimant’s damaged anterior tibialis muscle.

8. Applying the ratings for muscle strength in
plantar flexion and inversion testing assigned in
Table 39 on page 3/77, and combined pursuant to
the Table beginning on page 322, the claimant has
experienced a 21% impairment to the lower
extremity from the muscle damage caused by her
compensable leg injury. 

9. The respondents are entitled to a credit against
liability for the 9% impairment to the lower
extremity previously accepted and paid.

10. The claimant’s attorney is entitled to an
attorney’s fee on the difference between the 21%
impairment awarded herein and the 9% impairment
previously accepted and paid by the respondents. 

DISCUSSION

     The claimant sustained an admittedly compensable injury

to her left leg below the knee on September 17, 2010, in the

course of her employment for Gatehouse Media. (Comm. Exh. 1

p. 1) The injury occurred while Ms. Leonhart was taking

pictures at a high school football game.  At one point, as

Ms. Leonhart turned, six of the players ran over her and



GRACE LEONHART - G008298 4

shoved her into a wooden bench. (C. Exh. 1 p. 54)

Ms. Leonhart sustained a 15 centimeter long

(approximately six inch) laceration below her knee that

required closure with seven mattress stitches and five

simple interrupted stitches. (C. Exh. 1 p. 5) The wound was

listed in the initial medical report as “irregular” and

“subcutaneous,” and the wound required a multiple layer

repair. (C. Exh. 1 p. 3, 5)

Unfortunately, during her subsequent course of healing,

Ms. Leonhart also developed cellulitis and required a course

of antibiotics. (C. Exh. 1 p. 9, 16) Ms. Leonhart also

underwent a course of physical therapy.  However, despite

her treatment, Ms. Leonhart continued to use a cane to

assist her with walking.  Dr. Dale Goins, Ms. Leonhart’s

regular treating physician, in January of 2011 assessed Ms.

Leonhart with delayed recovery due to damage to her anterior

tibial muscle and its attachment to the tibia. (C. Exh. 1 p.

20)

Approximately one year later, on January 30, 2012, Dr.

Goins concluded that Ms. Leonhart had sustained permanent

damage from the laceration injury to her left lower

extremity. (C. Exh. 1 p. 28) In his report, Dr. Goins made

no reference to Ms. Leonhart using a cane at that time.  Dr.

Goins listed that Ms. Goins was able to stand 45 minutes at
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the most, that she cannot walk five to six blocks, and that

she cannot walk upstairs. (C. Exh. 1 p. 28)

Dr. Robert Holladay performed an impairment rating

evaluation of Ms. Leonhart approximately three months later

on May 8, 2012, and assigned Ms. Leonhart a 9% impairment to

the lower extremity calculated on range of motion test

results.  The respondents have accepted and paid that

rating. (C. Exh. 1 p. 33; Comm. Exh. 1 p. 2)) Dr. Rodney

Caldwell performed an impairment rating examination on

August 29, 2012, and Dr. Caldwell assigned Ms. Leonhart a

20% rating to the whole person for gait derangement of

moderate severity. (C. Exh. 1 p. 49) The parties have

submitted this matter to the Commission on a documentary

record for a finding as to the extent of Ms. Leonhart’s

permanent anatomical impairment.    

The Arkansas Court of Appeals summarized the law as

follows regarding compensable permanent impairment in Wayne

Smith Trucking, Inc. v. McWilliams, 2011 Ark. App. 414, 384

S.W.3d 561:

"Permanent impairment" has been defined as "any
permanent functional or anatomical loss remaining after
the healing period has ended." Main v. Metals, 2010
Ark. App. 585, at 9, ___ S.W.3d ___, ___. Any
determination of the existence or extent of physical
impairment must be supported by objective and
measurable findings. Dillard's v. Johnson, 2010 Ark.
App. 138, ___ S.W.3d ___. "Objective findings" are
those that cannot come under the voluntary control of
the patient, and specifically exclude pain, straight-
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1Specifically, the Commission has adopted Guides to the
Evaluation of Permanent Impairment (4th ed. 1993) [hereinafter
“Guides”] exclusive of any sections which refer to pain and
exclusive of straight leg raising tests or range of motion tests
when making physical or anatomical impairment ratings to the
spine. See Commission Rule 099.34.

leg-raising test, and range-of-motion tests. Ark. Code
Ann. § 11-9-102(16)(A) (Repl. 2002); Vangilder v.
Anchor Packaging, Inc., 2011 Ark. App. 240. In Wal-Mart
Assocs., Inc. v. Ealey, 2009 Ark. App. 680, this court,
in addressing an impairment rating, held that there 
was no requirement that medical testimony be based
solely or expressly on objective findings, only that
the medical evidence of the injury and impairment be
supported by objective findings. Furthermore, permanent
benefits shall be awarded only upon a determination
that the compensable injury was the major cause of the
disability or impairment. Ark. Code Ann. § 11-9-
102(4)(F)(ii)(a) (Supp. 2009). "Major cause" means more
than fifty percent of the cause. Ark. Code Ann. § 11-9-
102(14)(A) (Supp. 2009). 
     An injured employee is entitled to compensation
for the permanent functional or anatomical loss of use
of the body as a whole whether his earning capacity is
diminished or not. Vangilder, supra. The Commission is
authorized to determine what portion of the medical
evidence to credit and to translate that evidence into
a finding of permanent impairment using the AMA
Guides1; the Commission may assess its own impairment
rating rather than rely solely upon determination of
the validity of ratings assigned by physicians. Main v.
Metals, supra.

In the present case, physicians have performed clinical

measurements or engaged in observations which might support

four alternative means (atrophy, range of motion, manual

muscle testing and gait derangement) for rating Ms.

Leonhart’s permanent impairment attributable to her

compensable left leg soft tissue laceration and diagnosed

tibialis muscle injury under the AMA Guides Section 3.2. 
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Atrophy Measurements

First, both Dr. Holladay and Dr. Caldwell recorded

bilateral thigh and calf girth measurements. (C. Ex. 1 p.

32, 49) Unilateral muscle atrophy for the thigh and calf are

rated pursuant to Guides section 3.2c and Table 37 on pages

3/76-77.  However, in the present case, Dr. Holladay

measured the same circumference for Ms. Leonhart’s left

thigh and right thigh, and the same circumference for her

left calf and right calf.  Dr. Caldwell actually measured a

larger circumference for the calf and the thigh in Ms.

Leonhart’s unaffected right leg than what he measured in her

injured left leg.  Therefore, mathematically, neither

physician’s girth measurements would appear to support the

presence of muscle atrophy in Ms. Leonhart’s injured left

leg.  

Range Of Motion Data

Second, both physicians have performed range of motion

testing which supports a rating pursuant to Guides section

3.2e and Tables 42-43 on pages 3/77-78.  Dr. Holladay

measured left ankle dorsiflexion to minus 5 degrees; plantar

flexion of 30 degrees; and inversion of 10 degrees and

eversion of 10 degrees. (C. Exh. 1 p. 32) Dr. Holladay

assigned a 7% impairment for the ankle dorsiflexion and 2%

impairment to the lower extremity for the hindfoot
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inversion/eversion. (C. Exh. 1 p. 32) However, while this

examiner agrees that Table 42 assigns a 7% impairment to the

lower extremity for a dorsiflexion of minus 5 degrees, and a

0% impairment for plantar flexion of 30 degrees, I point out

that Table 43 assigns separate 2% ratings to the lower

extremity for 10 degrees of inversion and for 10 degrees of

eversion.  Combining under page 322 an additional 2%

impairment left off by Dr. Holladay to the 9% that he

assigned, I find that Dr. Holladay’s range of motion data

supports an 11% rating to the lower extremity rather than

the 9% rating that Dr. Holladay assigned and the respondents

paid.

Dr. Caldwell recorded range of motion data of 35

degrees of left ankle planter flexion; 0 degrees of left

ankle extension; 28 degrees of left ankle inversion; and 6

degrees of left ankle eversion. (C. Exh. 1 p. 32) Although

Dr. Caldwell did not perform calculations, I note that Table

42 assigns 0% impairment for 35 degrees of ankle flexion; 7%

impairment to the lower extremity for 0 degrees of ankle

extension; 0% impairment for 28 degrees of ankle inversion;

and 2% impairment to the lower extremity for 6 degrees of

ankle eversion.  Combining the 7% rating with the 2% rating

as provided on page 322, the combined rating using Dr.

Caldwell’s range of motion data is 9% to the lower
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extremity.

Manual Muscle Testing

Third, both physicians engaged to some degree in muscle

strength testing.  Manual muscle testing supports a rating

pursuant to Guides section 3.2d and Tables 38-39 on pages

3/77-78.  Dr. Holladay recorded a relatively nonspecific

finding of 5/5 muscle strength in Ms. Leonhart’s unaffected

right lower extremity and 4/5 muscle strength in her injured

left lower leg. (C. Exh. 1 p. 32) By comparison, Dr.

Caldwell identified the following from lower extremity

muscle testing:

Right was normal 5+ throughout.  Left was normal at 5+
to the hip flexors, leg extensors, and hip extensors. 
However, there was some decreased muscle strength
consisting of grade 4 active movement against gravity
with some resistance to the leg flexors, ankle
dorsiflexion, and ankle plantar flexion. (C. Exh. 1 p.
49)

Although not addressed by either evaluator, I note that

the anterior tibialis muscle is associated with plantar

flexion and inversion of the foot.  Dorland’s Illustrated

Medical Dictionary (30th Ed) 1192.  Table 39 on page 3/77 of

the Guides assigns a 17% impairment to the lower extremity

for grade 4 muscle function in plantar flexion and a 5%

impairment to the lower extremity for grade 4 muscle

function in inversion.  Combining those two ratings using

the chart beginning on page 322 yields a combined rating of
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21% to the lower extremity.

Gait Derangement Determinations

Fourth, gait derangements of various degrees support a

rating pursuant to Guides section 3.2b and Table 36.  Mild

gait derangements are assigned impairment between 7% to 15%

rated to the whole body (equivalent respectively to 17.5% to

37.5% impairment rated to the lower extremity).  Moderate

gait derangements are assigned impairment between 20% to 40%

to the whole body (equivalent respectively to 50% to 100%

impairment rated to the lower extremity).

In the present case, Dr. Caldwell has determined that

Ms. Leonhart’s appropriate impairment pursuant to Table 36

is defined by section “e”, which assigns a 20% impairment to

the whole body to an individual for routine use of a cane.

(C. Exh. 1 p. 49) Dr. Holladay has indicated that gait

derangement should only be used in exceptional

circumstances.  Dr. Holladay believes that Ms. Leonhart’s

impairment would most appropriately be based on range of

motion testing of her left knee and ankle rather than her

left leg gait or atrophy. (C. Exh. 1 p. 41)

Application Of AMA Guides Section 3.2 To Doctors’ 
     Data And Observations

According to the Guides, diminished muscle function

should be estimated under only one of the following: gait

derangement, muscle atrophy, manual muscle testing, or
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peripheral nerve damage. (Guides p. 3/76) The physician

should decide which type of estimate best describes the

situation and should use only one approach. (Guides p. 3/84) 

Whenever possible, the evaluator should use the more

specific methods in estimating impairment rather than gait

derangement.  Further, a rating for gait derangement does

not apply to abnormalities that are based only on subjective

factors, such as pain or sudden give-away, such as in a

patient with low back discomfort who chooses to use a cane

to ease walking. (Guides p. 3/75) When a patient receives a

gait-related rating pursuant to Table 36, that rating should

stand alone and not be combined with other parts of Section

3.2 (Guides p. 3/75)

In the present case, Ms. Leonhart experienced a six

inch laceration across her shin, and Dr. Goins ultimately

diagnosed Ms. Leonhart with damage to the anterior tibial

muscle and its attachment to the tibia. (C. Exh. 1 p. 20) I

note that the muscle located on the anterior portion of the

lower leg adjacent to the tibia is the anterior tibialis

muscle.  See Dorland’s Illustrated Medical Dictionary (30th

Ed) 1192.  The muscle’s origin is the lateral condyle and

the lateral surface of the tibia.  The muscle’s insertion is

located at the medial cuneiform and the base of the first

metatarsal.  The muscle is innervated by the deep peroneal
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nerve.  As mentioned previously, the muscle functions to

planter flex and invert the foot.  Dorland’s Illustrated

Medical Dictionary (30th Ed) 1192.

Since the claimant’s diagnosed injury is to a muscle

that engages plantar flexion and foot inversion, and since

the Guides provide specific alternative criteria and tables

for rating either range of motion (Section 3.2e) or muscle

function (Section 3.2d) associated with plantar flexion and

foot inversion, I find that the more specific methods of

Sections 3.2d or Section 3.2e are more appropriate than a

rating for gait derangement provided for under Section 3.2b,

as was recommended by Dr. Caldwell.       

In addition, whereas Dr. Holladay has indicated that

Ms. Leonhart’s impairment is best ascertained by range of

motion testing, I note that Ms. Leonhart’s primary

dysfunction caused by anterior tibialis muscle injury

appears to have been in weight bearing, i.e., with the

muscle’s residual strength and function, rather than with

the range of motion that she can generate in her joints with

that muscle.  For example, Dr. Goins reported in his last

report dated January 20, 2012, that Ms. Leonhart could not

walk up stairs, could not walk five or six blocks, and could

stand 45 minutes at the most. (C. Exh. 1 p. 28) On March 29,

2011, Dr. Goins documented that Ms. Leonhart uses a scooter
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in the grocery store, has difficulty going up and down

stairs, and cannot squat or kneel on her left knee. (C. Exh.

1 p. 28)

When Ms. Leonhart was seen by Dr. Mark Wren, her chief

complaint was similarly that she was unable to walk on her

left leg, and Dr. Wren’s impression was that Ms. Leonhart

experienced chronic left leg pain post trauma.  Dr. Wren’s

recommendations included consideration of neuropsychological

pain counseling.  (C. Exh. 1 p. 20-21)

In addition, I note that Ms. Leonhart weighed

approximately 244 pounds at the time of her fall.  (C. Exh.

1 p. 18) I note that this is a relatively high body mass for

an individual who is five feet nine inches tall, and I

conclude that Ms. Leonhart’s relatively high body mass is

consistent with her numerous documented complaints that her

primary dysfunction from her injury is in weight bearing.  

In light of Ms. Leonhart’s documented post-injury body

mass, combined with the numerous medical reports indicating

that her primary post-injury dysfunction is tolerating

weight bearing while standing and walking, since range of

motion testing is not one of the designated tests listed on

page 3/76 for estimating diminished muscle function, and

since manual muscle testing is one of the tests listed on

page 3/76, I find that the most appropriate section of the
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2I accord no weight to Dr. Caldwell’s notation of 0.8 cm of
thigh atrophy and 0.6 cm of calf “atrophy” for two reasons: (1)
since Dr. Caldwell recorded greater girths in the left leg than
the right leg, any “atrophy” (muscle mass loss) would be in the
unaffected right leg, not the injured left leg; and (2) more

AMA Guides for ascertaining permanent physical impairment

due to damage to Ms. Leonhart’s anterior tibialis muscle

damage in her left leg is section 3.2d (measuring muscle

weakness) rather than section 3.2e (measuring range of

motion).

I also find manual muscle testing more appropriate in

this case to muscle function impairment, rather than the

other sections listed on page 3/76 (gait derangement,

atrophy, or peripheral nerve injury), for the following

reasons. First, as discussed above, gait derangement is not

the appropriate method of estimating impairment when an

evaluator has available a more specific method for rating

impairment, and in the present case either range of motion

testing or manual muscle testing would provide a more

specific method than gait derangement for estimating

impairment related to plantar flexion and inversion

attributable to Ms. Leonhart’s damaged anterior tibialis

muscle in her left leg.  I find that atrophy and peripheral

nerve damage are also not the appropriate methods in this

case because in this case Ms. Leonhart does not have

identifiable muscle atrophy2 or rateable peripheral nerve
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importantly, Section 3.2c of the Guides specifically indicates
that swelling yields invalid atrophy data, and here Dr. Caldwell
documented swelling at the time of his evaluation. (C. Exh. 1 p.
47)

3The only decreased sensation that Dr. Caldwell recorded was
slightly decreased soft touch sensation over the scarred area.
Dr. Holladay recorded a similar finding and indicated that the
decreased sensation is nondermatomal. (C. Exh. 1 p. 32, 49)

damage3 associated with her injury.     

     As discussed above with regard to muscle function

testing, both Dr. Holladay and Dr. Caldwell have recorded

4/5 strength in Ms. Leonhart’s lower left leg.  (C. Exh. 1

p. 32, 49) Grade 4 is the lowest level of rateable

impairment for muscle weakness under Table 39 on page 3/77

of the Guides.  Table 39 assigns a 17 percent impairment to

the lower extremity for grade 4 muscle function in plantar

flexion and a 5 percent impairment to the lower extremity

for grade 4 muscle function in inversion.  Combining those

two ratings using the chart beginning on page 322 yields a

combined rating of 21% to the lower extremity.

I also find that Ms. Leonhart has established by a

preponderance of the evidence that her injury sustained on

September 17, 2010, is the major cause of the permanent

impairment awarded herein.  In this regard, there is no

evidence in the record that Ms. Leonhart was experiencing

any degree of muscle weakness or injury in her left lower

leg before her fall on September 17, 2010, and the Arkansas
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Courts have previously held that even a worker with a

preexisting condition can establish major cause if the

preexisting condition was asymptomatic before a work injury

aggravates the preexisting condition to cause symptoms. See

Pollard v. Meridian Aggregates, 88 Ark. App. 1, 19 S.W.3d

738 (2004).  Here, there is no evidence that Ms. Leonhart

had any type of preexisting anterior tibialis muscle

abnormality, no evidence that Ms. Leonhart experienced left

leg weakness before her injury, and no evidence that any

other medical condition combined with her diagnosed anterior

tibialis muscle injury to cause the anterior tibialis muscle

weakness which forms the basis of the rating awarded herein.

I also find that the 21 percent impairment to the lower

extremity awarded herein is supported by various objective

and measurable findings.  With regard to objective findings,

I note that Dr. Caldwell in his physical examination on

August 29, 2012, documented mild swelling to the mid to

proximal pretibial area of Ms. Leonhart’s left leg, and

likewise measured a circumference of 42.3 cm at the calf

level of Ms. Leonhart’s left leg versus a circumference of

41.7 cm of Ms. Leonhart’s right leg. (C. Exh. 1 p. 47, 49)

Coincidentally, an MRI of Ms. Leonhart’s left lower leg

performed on December 12, 2011, had likewise indicated mild

soft tissue edema involving the anterior and the



GRACE LEONHART - G008298 17

anterolateral compartments. (C. Exh. 1 p. 27) Dr. Caldwell

also documented a crescent shaped scar measuring 14.7 cm by

2.0 cm to the proximal area of the anterior aspect of Ms.

Leonhart’s left leg. (C. Exh. 1 p. 47) 

The documented edema, swelling and scarring detected in

the region of Ms. Leonhart’s damaged anterior tibialis

muscle are each objective and measurable findings. See

Meister v. Safety Kleen, 339 Ark. 91, 3 S.W.3d 320

(1990)(Discussing swelling detected by x-ray) and Wayne

Smith Trucking, Inc. v. McWilliams, 2011 Ark. App. 414, 384

S.W.3d 561 (Discussing laceration and scarring as an

objective finding to support nerve impairment).

Finally, I note that if the existence and extent of a

permanent impairment are supported by objective and

measurable findings, then the Commission must also consider

the credibility of relevant subjective evidence as well in

assessing permanent impairment.  Wayne Smith Trucking, Inc.

v. McWilliams, 2011 Ark. App. 414, 384 S.W.3d 561; Singleton

v. Pine Bluff, 97 Ark. App. 59, 244 S.W.3d 709 (2006).  For

the reasons discussed above, I find in the present case that

the muscle strength data generated by Dr. Holladay and by

Dr. Caldwell is the most appropriate data in the record from

which to calculate an impairment rating given the nature of

Ms. Leonhart’s physical injury and the nature of her
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4Section 3.2d in fact begins by noting that manual muscle
testing is dependent on the patient’s cooperation and is subject
to the patient’s conscious and unconscious control. (Guides p.
3/76) Of course, gait derangement evaluation and active range of
motion testing are likewise dependent on the patient’s
cooperation and/or subject to the patient’s control.

problems after the injury.  Although the muscle strength

data may be based on test results which come at least in

part within the voluntary control of the patient4, I note

again that two different evaluators in this case on

different dates reported the same 4/5 left lower leg

strength results, and I note those results are the lowest

level of rateable impairment provided for under Table 39.  I

also note that, according to the Guides, muscle testing

findings are invalid if the findings vary by more than one

grade between observers, or vary by more than one grade by

the same observer on different days. (Guides p. 3/76)  

Given the identical 4/5 level of muscle strength reported

separately by Dr. Holladay and Dr. Caldwell on different

days, I find that the muscle strength testing data in this

case is clearly not invalid under the validity criteria

described in Guides section 3.2, and I find that the manual

muscle testing data of Dr. Caldwell and Dr. Holladay

sufficiently reliable data from which to calculate Ms.

Leonhart’s anatomical impairment associated with her

anterior tibialis muscle injury. 
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For all of the reasons discussed herein, I find that

Ms. Leonhart’s permanent impairment for her documented

anterior tibialis muscle injury is most appropriately based

on muscle strength for planter flexion and inversion, that

her calculated impairment is 21% to the lower extremity,

that her impairment is supported by objective and measurable

findings, and that her compensable injury is the major cause

of the impairment awarded herein. 

AWARD

The respondents are directed to pay benefits in

accordance with the findings set forth herein.  All accrued

sums shall be paid in a lump sum without discount and this

award shall earn interest at the legal rate until paid,

pursuant to Arkansas Code Annotated Section 11-9-809, and

Couch v. First State Bank of Newport, 49 Ark. App. 102, 898

S.W.2d 57 (1995), and Burlington Industries, et al v.

Pickett, 64 Ark. App 67, 983 S.W.2d 126 (1998); reversed on

other grounds 336 Ark. 515, 988 S.W.2d 3 (1999).

The claimant’s attorney is entitled to a 25% attorney’s

fee on the additional indemnity benefits awarded herein,

one-half of which is to be paid by the claimant and one-half

to be paid by the respondents in accordance with Arkansas

Code Annotated Section 11-9-715 and Death & Permanent Total
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Disability Trust Fund v. Brewer, 76 Ark. App. 348, 65 S.W.3d

463 (2002). 

IT IS SO ORDERED.

__________________________
MARK CHURCHWELL
Administrative Law Judge


