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OPINION AND ORDER

The respondents appeal an administrative law judge’s

opinion filed September 19, 2012.  The administrative law

judge found that the claimant proved he sustained a

compensable left knee injury, for which he was entitled to

additional medical treatment.  After reviewing the entire

record de novo, the Full Commission affirms the

administrative law judge’s finding that the claimant proved
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he sustained a compensable left knee injury.  We find that

the claimant proved the medical treatment of record for his

compensable left knee injury was reasonably necessary, and

that the claimant proved he was entitled to medical

treatment as recommended by Dr. Knox.        

I.  HISTORY

Drew Thomas, age 44, treated with Dr. C.L. Moseley, II

in December 1994:

This 26-year-old White male injured his left knee
in 1985.  He was arthroscoped at St. Vincent’s by
Dr. Mulholland and has had trouble with the knee
ever since.  He was morbidly obese for a number of
years but has lost the weight over the last
several years and has been doing relatively well
with the knee.  He hurt it again this past summer
and came to see me.  We had aspirated him and got
him into physical therapy into an ACL brace and he
has done relatively well up until now.  He has
arranged for time off in January to undergo ACL
reconstruction and subsequent rehabilitation.  He
is admitted now for same.   

Dr. Moseley assessed “1) ACL deficient left knee. 

PLAN: He will be brought in as an A.M. admission for left

anterior cruciate ligament reconstruction.”

Dr. Moseley performed surgery in January 1995:

“Arthroscopy assisted anterior cruciate ligament

reconstruction with central third of autogenous patellar

tendon, partial lateral meniscectomy, massive notchplasty
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and allograft bone grafting of tibial and patellar defects.” 

The pre- and post-operative diagnosis was “Anterior cruciate

ligament deficient left knee with medial and lateral joint

arthritis and lateral meniscal tear.”  Dr. Moseley performed

an arthroscopic debridement in May 1995.  The post-operative

diagnosis was “Pre-existing arthritis with Cyclops lesion

(intra-articular anterior notch scar).”  

Dr. George S. Lawrence noted in July 2007, “38-year-old

patient of Dr. Hagaman’s presents today with pain in his

left knee.  He fell yesterday on the knee.  He had an ACL

repair in the early 1990s and has had multiple surgeries for

cartilage removal as well.  He does have quite a bit of

swelling and discomfort.”  Dr. Lawrence performed an

injection.  In addition, an x-ray of the claimant’s left

knee was taken in July 2007, with the following impression:

1.  No apparent acute process. 
2.  Moderate degenerative changes as described.
3.  Evidence of previous anterior cruciate
ligament repair.

The record indicates that the claimant was hired by the

respondent-employer, Buzzard Roost Harbor Boat Dock, in

January 2008.  The claimant testified that he was an

assistant manager for the respondents.  The parties

stipulated that the claimant sustained a compensable injury
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to his right knee on January 6, 2011.  The claimant

testified that he was performing construction work for the

respondents that day, and that he was pulled to the ground

and dragged as a result of an accident involving a tractor. 

The claimant testified, “I got up and sat on the edge of the

dock and both knees were hurting, at the time my left knee

was hurting worse at that time....I proceeded to go back to

work and continued working for about another hour and then

the pain had elevated so much that it was time for me to go

seek some medical help.”       

Dr. Lawrence examined the claimant on January 6, 2011:

He has been working out at Buzzard Roost Boat Dock
and they have been removing some of the docks as
they are planning on redoing that area.  There was
some confusion and miscommunication with the guy
that drove the tractor and he got knocked off and
dragged a little bit with some boards hitting his
back.  The main thing is that this pulled his knee
underneath him.  This is a knee that he already
had an AC repair on several years ago.

PE: There is swelling and notable effusion today
particularly on the medial aspect.  He has severe
pain and inability to walk on it secondary.  I am
able to do only a  minimal examination due to
pain....I talked to Dr. Knox and they are going to
see him today.

Dr. Thomas E. Knox began treating the claimant on

January 6, 2011:
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Mr. Thomas is a pleasant 42-year-old male, owner
of Buzzard Roost Boat Dock.  He was handling a
boat today when he was dragged off the dock and
suffered a flexion injury of the knee as he was
being drug.  He has considerable pain in the
knee and is unable to extend the knee at this
time....

PAST SURGICAL HISTORY: ACL repair by Dr. Mosley in
Jonesboro 17 years ago....

Musculoskeletal - The patient has a 2+ effusion of
the knee.  He lacks about 25 degrees of coming to
complete extension.  He has a little laxity with
Lachman.  It’s hard to say if this is pathologic
for him with his ACL reconstruction....I recommend
an aspiration of the knee, as I’m sure he has some
blood in there.  We will draw that out and put a
shot of Cortisone in the knee.

  
Dr. Knox’s impression was “Intraarticular derangement.” 

An MRI scan of the claimant’s left knee was taken on

January 7, 2011, with the following impression:

1.  Status post reconstruction of the anterior
cruciate ligament.  The reconstructed ligament is
thin but intact, probably baseline.  
2.  Prominent degenerative narrowing of the
articular cartilage in the medial and lateral
compartments with outward subluxation of the
menisci.  Both the medial and lateral menisci
appear to be significantly chronically eroded and
the medial and lateral posterior horns and body of
the medial meniscus are essentially nonvisualized,
likely chronic.

Dr. Knox noted on January 7, 2011, “In looking at his

MRI scan of the left knee myself, he has an obvious tibial

plateau contusion.  I don’t see a fracture.  It looks like
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there is a fairly substantial lateral meniscus tear.  X-

RAYS: X-rays of the right knee show joint space to look

good.  There is no evidence of fracture.  The patella is

well centered.  IMPRESSION: Internal derangement of right

knee.”  

An MRI scan of the claimant’s right knee was done on

January 12, 2011, with the following impression:

1.  Lateral meniscal tear.
2.  The medial meniscus and the anterior and
posterior cruciate ligaments are intact.
3.  There is a very minimal effusion present.
4.  I don’t see bony contusions or fractures.

Dr. Knox re-evaluated the claimant on January 13, 2011:

“The patient’s MRI of the right knee shows a lateral

meniscus tear.  Left knee MRI shows evidence of probable

meniscus tear as well, medial and lateral.  He is status

post ACL reconstruction on this.  The ligament is thin. 

They think it is probably intact.  PLAN: Definitely proceed

on with left and right knee arthroscopies.  I am also going

to go ahead and start him on a physical therapy program at

this time, so that we can start this preop as well as go

postop to optimize his recovery.”    

On or about January 13, 2011, Dr. Knox answered a

questionnaire prepared by Shy Cox, RN, Medical Case



THOMAS - G100229 & G203721 7

Management of Arkansas, Inc.  Dr. Knox wrote that the

claimant’s diagnosis resulting from the January 6, 2011

work-related injury was lateral meniscus tear in the right

knee, and medial/lateral mensicus tears in the left knee. 

Dr. Knox’s treatment plan was “bilateral knee scopes.”    

Dr. C. Lowry Barnes reported on January 20, 2011:

Patient presents for a second opinion regarding
surgical treatment.  He is here at the request of
the workers comp carrier....he injured his knee on
January 6.  He initially thought his palm (sic)
was only his left knee but his right knee became
symptomatic as well.  He has not been able to
return to work.  Although he had an ACL
reconstruction in the past, he reports he had no
pain with his knee prior to this injury....

Dr. Knox recommended bilateral knee
arthroscopies....

X-ray Interpretation
Standing AP 45N PA lateral and sunrise views are
reviewed.  He has bone-on-bone changes lateral
compartment left knee.  There is no sniff
arthritis of his right knee.  
MRI by Dr. Knox confirm meniscal pathology in both
knees.

  
Dr. Barnes assessed “End-stage arthritis left knee. 

Internal arrangement secondary to a lateral meniscus tear

right knee.  Plan I do not think he’ll be helped with

arthroscopy his left knee.  It is my impression that he

needs a left knee replacement and a right knee arthroscopy.” 
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On or about January 21, 2011, Dr. Barnes filled out a

questionnaire provided to him by Shy Cox.  Dr. Barnes’

handwritten responses indicated that he diagnosed a lateral

meniscal tear in the claimant’s right knee and degenerative

joint disease/arthritis in the claimant’s left knee.  Dr.

Barnes wrote that he recommended an arthroscopy of the right

knee and total knee replacement of the left knee.  Dr.

Barnes wrote that the right knee arthroscopy was reasonably

necessary as a result of the January 6, 2011 work-related

injury, but that the left total knee replacement was not.  

Dr. Knox performed surgery on February 2, 2011: “1. 

Right knee scope.  2.  Arthroscopic partial lateral

meniscectomy.”  The pre- and post-operative diagnosis was

“1.  Complex lateral meniscus tear, right knee.  2.  Grade

one, early two chondromalacia lateral tib/fib joint, knee.”  

Stacy A. Kennedy, APN, noted on February 10, 2011, “He

presents to the clinic today for his first postoperative

visit.  He still complains of pain in the [right] knee but

the meniscus pain is resolved....He also has issues with his

left knee....The patient is to start physical therapy.”  

Dr. Knox corresponded with Shy Cox on March 3, 2011:

He is having persistent medial joint pain, left
knee, now two months post injury....
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There is no denying the fact that Mr. Thomas has
pre-existing problems with this left knee.  He had
an ACL reconstruction in 1994, and he has
degenerative changes in the knee.  X-rays taken in
my office of the left knee on January 6, 2011,
showed lateral joint arthritis, as well as
patellofemoral arthritis.  Dr. Barnes took x-rays
on January 20, 2011, and he noted bone-on-bone
changes lateral compartment left knee.  However,
Mr. Thomas reports he was not having pain in
the left knee, not any limitations with work or
activities of daily living prior to his injury on
January 6, 2011.

Dr. Barnes stated he did not think that Mr. Thomas
would be helped with arthroscopy of the left knee,
that he needs a left total knee replacement.  It
is my opinion that Mr. Thomas does have pathology
in the left knee which can be treated
arthroscopically, and that he would benefit from
arthroscopy.  I base this on the fact that he was
asymptomatic with the left knee prior to his
injury, and that he suffered an acute injury which
I believe resulted in a medial meniscus tear.  A
total joint replacement is likely in his future,
but hopefully this will be many years from now. 
At 42 years old, he is too young to consider this
at this time.  I am requesting reconsideration for
an arthroscopy of Mr. Thomas’ left knee.

  
Dr. Knox re-evaluated the claimant on April 22, 2011:

“The patient is having increasing pain in both knees.  He

states it’s hard to say which knee is the worst but he is

definitely continuing to have pain in the bilateral knees. 

His operative note of the right knee indicated a complex

lateral meniscus tear with some degenerative changes.  We

know he has degenerative changes in the left knee.  He is
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currently doing therapy....PLAN: From my standpoint, we have

optimized surgical considerations that are permitted by Work

Comp....”

The claimant followed up with Dr. Knox on May 12, 2011:

“He is having continued pain in both knees.  The patient

states the left knee is significant but the right knee

bothers him as well.  He continues to work at the boat dock

and doing as well as he can....There is a slight effusion of

the left knee, none of the right....IMPRESSION: The patient

is still having difficulty with his knees.  I think this

could very well be permanent.  PLAN: He is to continue with

the Lortab as needed for pain and Celebrex for anti-

inflammatory effect.  Recheck in two months.”  

Dr. Knox noted on or about May 31, 2011, “He states

it’s hard to say which knee is the worst but he is

definitely continuing to have pain in the bilateral knees. 

His operative note of the right knee indicated a complex

lateral meniscus tear with some degenerative changes.  We

know he has degenerative changes in the left knee.  He is

currently doing therapy....PLAN: From my standpoint, we have

optimized surgical considerations that are permitted by Work

Comp...We will recheck the patient in two to three weeks.”
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The claimant saw Dr. Dennis Luter on June 22, 2011:

Mr. Thomas is back in the clinic today after
reinjuring his right knee.  Last weekend, he fell
when his leg gave way and he landed directly on
his knees.  It was mostly the right knee....

PHYSICAL EXAMINATION: He still has a little
swelling of both knees....

X-RAYS: X-rays were made of his right knee because
of his fall and there is no fracture evident.  

Dr. Luter’s impression was “Contusion of the knee. 

PLAN: He needs to get back on his quad exercises, as his

giving-way is most likely due to persistent quadriceps

weakness and he needs to work on both sides....He will keep

his appointment in July.”

The parties stipulated that the claimant sustained

another compensable injury to his right knee on or about

July 2, 2011.  The claimant testified that his left knee

“gave way,” and that he fell on both knees.  Dr. Knox

reported on July 7, 2011:

Since I last saw Drew, he has seen Dr. Luter. 
This gentleman has had three documented injuries
to the right knee.  Two were at work and one with
taking a fall at home.  The work injuries included
falling down an embankment while doing weed-eating
and falling while working at the boat dock.  He
then fell at home into a door.  He is having
continued right knee pain.  He of course has
chronic left knee pain.  
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Dr. Knox’s impression was, “I’m a little worried about

a recurrent injury to the meniscus.  PLAN: I recommend an

MRI scan of right knee.”

An MRI scan of the claimant’s right knee was taken on

July 20, 2011, with the following impression:

1.  Joint effusion.
2.  The ACL and PCL are intact.  
3.  The medial meniscus is intact.
4.  Tear in the posterior and midportion of the
lateral meniscus.
5.  Baker’s cyst.  

Dr. Knox re-evaluated the claimant on July 22, 2011:

“His MRI scan of the right knee shows a tear of the

posterior and midportion of the lateral meniscus.  I think

this is an acute reinjury from the falls he sustained at

work....PLAN: Arthroscopy of right knee with lateral

meniscectomy.”  

A note from Knox Orthopaedics on September 21, 2011

stated, “Per Dr. Thomas Knox.  Wound on left knee not healed

completely.  Right knee scope cancelled for 9/21/11 due to

risk of infection.  Referred to wound clinic today for eval.

and treatment.  Dr. Knox to recheck on 9/27/11.”  Dr. John

M. Spore’s impression on September 26, 2011 was “Nonhealing

traumatic ulcer of the left knee....1.  Proceed with

initiation of aggressive wound care with excisional
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debridement, local wound dressing with Neosporin and

nonadherent dressing and weekly followup.  2.  The patient

is to follow up with Dr. Knox.”  

Dr. Knox performed surgery on September 28, 2011: “1. 

Arthroscopy, right knee.  2.  Arthroscopic partial lateral

meniscectomy.”  The pre- and post-operative diagnosis was

“1.  Complex lateral meniscus tear, right knee.  2.  Grade 2

chondromalacia lateral tibial/femoral joint right knee.” 

Dr. Knox’s impression on January 24, 2012 was “Satisfactory

result from knee scope.  PLAN: He can return to work;

regular duty.  Recheck p.r.n.”

Dr. Knox provided a Physician’s Final Report on April

10, 2012:

Drew Thomas was working at the boat dock on
January 6, 2011.  They were moving some of the
docks when he got knocked down and dragged a bit. 
This pulled his left knee underneath him, causing
a flexion injury to the knee.  

Diagnosis/Treatment Rendered
I saw him for evaluation the day of the injury. 
He had significant pain, a 2+ effusion, and was
unable to completely extend the knee, lacking
about 25 degrees.  Past history is significant for
ACL reconstruction in 1994....MRI of the knee
completed on January 7, 2011, showed the previous
surgical reconstruction, and degenerative
narrowing of the articular cartilages in the
medial and lateral compartments, and degeneration
of the medial and lateral menisci.  I reviewed the



THOMAS - G100229 & G203721 14

MRI myself, and felt that he had a tibial plateau
contusion, and a lateral meniscus tear.  

He was seen again on January 7, 2011.  At that
time, he complained of significant right knee
pain.  This was actually the knee he fell on.  He
had slight effusion, tenderness along the lateral
joint line....MRI completed on January 12th showed
a tear of the lateral meniscus.  My recommendation
was for bilateral knee arthroscopy.  We were
unable to obtain authorization for the left knee
due to pre-existing conditions.  

Mr. Thomas underwent arthroscopy of the right knee
on February 2, 2011.  He was found to have a
complex lateral meniscus tear, a combination of
flap tear and horizontal cleavage tear....He had
therapy postoperatively for range of motion and
strengthening exercises, and modalities as needed
for pain and edema control.  

He continued to have pain in both knees.  He was
actively participating in
therapy....Unfortunately, Mr. Thomas re-injured
his right knee the weekend of June 17th.  He fell
when his leg gave way, landing directly on his
knees.  The pain was mostly in the right knee.  X-
rays were negative for fracture....I was concerned
about recurrent injury to the meniscus and
obtained an MRI on July 20, 2011.  This showed a
tear in the posterior and mid portion of the
lateral meniscus....

He was at work on August 24, 2011, when he
sustained an injury to his left knee.  He fell
onto his knee while off-loading a boat....This
required local wound care and antibiotics, and
complete healing before proceeding with the right
knee arthroscopy.  

He underwent arthroscopy of the right knee on
September 28, 2011.  He was found to have a
complex tear of the lateral meniscus extending
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from the middle third around to the posteromedial
aspect.  A subtotal posterolateral menisectomy
was performed....He had therapy postoperatively
for range of motion and strengthening exercises,
and modalities as needed for pain and edema
control.

I last evaluated Mr. Thomas on January 24, 2012. 
He was doing well with the right knee.  His motion
looked good, and there was no effusion.  He was
released to return to work, regular duty.  I would
place him at maximum medical improvement as of
that date....

Permanent Impairment
Table 64 on page 85 of the American Medical
Association Guides to the Evaluation of Permanent
Impairment, Fourth Edition, provides diagnosis-
based estimates for certain lower extremity
impairments.  For a partial meniscectomy, the
impairment is 2% lower extremity.  For a total
meniscectomy, the impairment is 7%.  Mr. Thomas
had a near subtotal lateral meniscectomy, and
I would therefore rate his impairment at 6% to the
right lower extremity, which is 2% whole person.  

The parties deposed Dr. Knox on April 10, 2012.  Dr.

Knox testified that the tibial plateau contusion reported on

January 7, 2011 was an objective finding which “completely

coincided” with the January 6, 2011 accidental injury.  Dr.

Knox opined that the January 6, 2011 accidental injury was

the cause of the claimant’s need for treatment of his left

knee.  Dr. Knox testified regarding treatment for the

claimant’s left knee, “The work comp did not feel that that

was an issue they were willing to cover, and, so, we never
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really pursued that.”  Dr. Knox testified on cross-

examination, “Based on the history that he gave me, the

twist - the injury he had from being drug off the dock, legs

caught out from under him, I think everything that happened

was a result of his injury.”        

The claimant signed a Form AR-C, Claim For

Compensation, on May 7, 2012.  The claimant contended on the

Form AR-C that an accident occurred on or about July 2,

2011: “While weedeating on the side of the lake, Mr. Thomas

slipped and fell, re-aggravating both knees.  We do not want

to foreclose any theory of recovery and although the

original injury was a cause totthe (sic) right knee injury,

we must contend that the injury on or about 7/2/11 was

either a specific injury or a compensable consequence of the

knee found compensable by the employer.”  

A pre-hearing order was filed on May 14, 2012.  The

claimant’s contentions were, “1.  Claimant contends that he

sustained an injury to his left knee (compensable

consequence) as a result of his compensable injury he

sustained to his right knee.  2.  The claimant contends that

he is entitled to reasonable and necessary medical treatment

for both knees.”  The respondents’ contentions were, “1. 
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Respondents contend that all appropriate benefits have been

paid associated with the claimant’s compensable right knee

injury.  2.  The medical documentation does not support

compensability or entitlement to benefits associated with a

left knee injury.  3.  Claimant’s need for medical

treatment, if any, is related to pre-existing and underlying

problems and not an acute injury with regard to his left

knee.”  

The parties agreed to litigate the following issues:

1.  Whether the Arkansas Workers’ Compensation Act
is constitutional.
2.  Whether the claimant sustained a compensable
injury to his left knee by specific incident or as
a compensable consequence of his right knee
injury.
3.  Whether claimant is entitled to reasonable and
necessary medical treatment of both knees.  
All other issues have been reserved.  

A hearing was held on June 21, 2012.  The claimant

testified that the respondents had paid for all treatment

related to his right knee, but that the respondents denied

all medical treatment related to his left knee.  The

claimant requested additional treatment with Dr. Knox.  The

claimant testified, “I just want to get my knees fixed. 

Left and right.  I’m still having problems with my right
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today and I just need attention for both me (sic) knees so I

can continue to work and do my job.”        

An administrative law judge filed an opinion on

September 19, 2012.  The administrative law judge found that

the Workers’ Compensation Act was constitutional, that the

claimant did not prove his left knee condition was a

compensable consequence of the compensable right knee

injuries, and that the claimant did not prove he sustained a

compensable injury to his left knee on July 2, 2011.  The

claimant does not appeal those findings.

The administrative law judge found that the claimant

proved he sustained a compensable injury to his left knee on

January 6, 2011.  The administrative law judge found that

the claimant proved he was entitled to reasonably necessary

medical treatment for his left knee, including surgery.  The

administrative law judge “reserved” the issue of whether the

claimant proved he was entitled to additional medical

treatment for his right knee.  The respondents appeal to the

Full Commission.

II.  ADJUDICATION

A.  Compensability

Ark. Code Ann. §11-9-102(4)(Repl. 2002) provides:
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(A) “Compensable injury” means:
(i) 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 results in
disability or death.  An injury is “accidental”
only if it is caused by a specific incident and is
identifiable by time and place of occurrence[.]

A compensable injury must be established by medical

evidence supported by objective findings.  Ark. Code Ann.

§11-9-102(4)(D)(Repl. 2002).  “Objective findings” are those

findings which cannot come under the voluntary control of

the patient.  Ark. Code Ann. §11-9-102(16)(A)(i)(Repl.

2002).

The employee has the burden of proving by a

preponderance of the evidence that he sustained a

compensable injury.  Ark. Code Ann. §11-9-102(4)(E)(i)(Repl.

2002).  Preponderance of the evidence means the evidence

having greater weight or convincing force.  Metropolitan

Nat’l Bank v. La Sher Oil Co., 81 Ark. App. 269, 101 S.W.3d

252 (2003).  The Full Commission reviews an administrative

law judge’s decision de novo, and it is the duty of the Full

Commission to conduct its own fact-finding independent of

that done by an administrative law judge.  Crawford v. Pace

Indus., 55 Ark. App. 60, 929 S.W.2d 727 (1996).  The Full

Commission makes its own findings in accordance with the
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preponderance of the evidence.  Tyson Foods, Inc. v.

Watkins, 31 Ark. App. 230, 792 S.W.2d 348 (1990).  

An administrative law judge found in the present

matter, “9.  Claimant proved by a preponderance of the

evidence that he sustained a compensable injury to his left

knee on January 6, 2011 that was a compensable aggravation

of a pre-existing condition.”  The Full Commission finds

that the claimant proved he sustained a compensable injury

to his left knee.  The parties stipulated that the claimant

sustained a compensable injury to his right knee on January

6, 2011.  The claimant testified that he was involved in a

work-related dragging accident which caused injury to both

knees on that date.  Dr. Lawrence’s report on January 6,

2011 corroborated the claimant’s testimony.  Dr. Lawrence

reported “swelling and notable effusion” on physical

examination of the claimant’s left knee.  Dr. Knox reported

a “2+ effusion” in the claimant’s left knee on January 6,

2011.  The doctors’ reports of swelling and effusion were

objective medical findings not within the claimant’s

voluntary control.  Dr. Knox reviewed an MRI on January 7,

2011 and reported “an obvious tibial plateau contusion” in

the claimant’s left knee.  Dr. Knox expressly opined at a
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subsequent deposition that the tibial plateau contusion was

causally related to the January 6, 2011 accidental injury.  

The Full Commission finds that the claimant proved by a

preponderance of the evidence that he sustained a

compensable injury to his left knee on January 6, 2011.  The

dissent argues that the claimant did not sustain an “acute”

injury to his left knee and that “his left leg did not hit

anything.”  Yet, we note from the record the claimant’s

testimony, corroborated by the medical evidence, that he was

knocked down to both knees as a result of the January 6,

2011 accident, and that both knees forcibly hit the surface

of the boat dock on January 6, 2011.  Dr. Knox reported on

April 10, 2012 that the claimant sustained “a flexion

injury” to the left knee on January 6, 2011.  The dissent

cites the claimant’s subsequent testimony on cross-

examination that his left leg “went straight into the

water.”  The dissent is referring to the claimant’s

testimony with regard to the July 2, 2011 accident, where

the parties stipulated that the claimant sustained a

compensable injury to his right knee.  The claimant was

testifying in reference to the July 2, 2011 accident, not

the January 6, 2011 compensable injury, when the claimant
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agreed that his left leg “went straight down to the water.”  

    The instant claimant proved that he sustained an

accidental injury causing physical harm to his left knee. 

The claimant proved that the injury arose out of and in the

course of employment and required medical services.  The

injury was caused by a specific incident and was

identifiable by time and place of occurrence on January 6,

2011.  The claimant established a compensable injury to his

left knee by medical evidence supported by objective

findings not within the claimant’s voluntary control.  These

objective medical findings include the treating physicians’

reports of swelling, effusion, and tibial plateau contusion

in the claimant’s left knee.  The Full Commission finds that

these objective medical findings are causally related to the

January 6, 2011 compensable injury to the claimant’s left

knee.  These objective medical findings are not causally

related to a pre-existing condition or previous surgery

involving the claimant’s left knee.  The Full Commission

specifically attaches significant evidentiary weight to the

expert opinion of the treating orthopaedic surgeon, Dr.

Knox, that there was “no question” the claimant sustained
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compensable injuries to his right knee and left knee on

January 6, 2011.    

B.  Medical Treatment

The employer shall promptly provide for an injured

employee such medical treatment as may be reasonably

necessary in connection with the injury received by the

employee.  Ark. Code Ann. §11-9-508(a)(Repl. 2002).  The

employee has the burden of proving by a preponderance of the

evidence that medical treatment is reasonably necessary. 

Stone v. Dollar General Stores, 91 Ark. App. 260, 209 S.W.3d

445 (2005).  What constitutes reasonably necessary medical

treatment is a question of fact for the Commission.  Wright

Contracting Co. v. Randall, 12 Ark. App. 358, 676 S.W.2d 750

(1984).

An administrative law judge found in the present

matter, “10.  The issue of Claimant’s entitlement to

additional treatment of his right knee is not yet ripe and

will thus be considered reserved.  11.  Claimant proved by a

preponderance of the evidence that all of the treatment of

his left knee on and after January 6, 2011 that is in

evidence was reasonable and necessary.  12.  Claimant proved

by a preponderance of the evidence that he is entitled to



THOMAS - G100229 & G203721 24

additional treatment of his left knee, including the surgery

recommended by Dr. Thomas Knox.”  

The Full Commission finds that the claimant proved he

was entitled to all of the medical treatment of record

provided for his left knee following the January 6, 2011

compensable injury.  The Full Commission has found that the

claimant proved he sustained a compensable injury to his

left knee on January 6, 2011, and the parties stipulated

that the claimant sustained a compensable injury to his

right knee on that date.  Dr. Knox’s recommendation on

January 13, 2011 was arthroscopies to both knees.  The

claimant testified that the respondents accepted medical

treatment for the right knee but did not accept treatment

recommended for the left knee.  Dr. Knox performed a right

knee scope and meniscectomy on February 2, 2011.  The

parties stipulated that the claimant sustained another

compensable injury to his right knee on or about July 2,

2011.  Dr. Knox performed a right knee arthroscopy and

meniscectomy on September 28, 2011.  On January 24, 2012,

Dr. Knox reported a satisfactory result from right knee

surgery.  Dr. Knox released the claimant to return as

needed.  
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Dr. Knox reported on April 10, 2012 that the claimant

had reached maximum medical improvement for his right knee

as of January 24, 2012.  The parties deposed Dr. Knox on

April 10, 2012.  Dr. Knox testified that he did not pursue

surgical treatment for the claimant’s left knee, because the

respondent-carrier had denied liability for medical

treatment related to the claimant’s left knee.  A hearing

was held on June 21, 2012.  As we have noted, the claimant

testified that the respondents had paid for all of the

medical treatment provided for his right knee, but that the

respondents had denied medical treatment related to the

claimant’s left knee.  The claimant testified that he

continued to experience difficulty with both knees and

wished to be seen by Dr. Knox.  

The Full Commission finds that the claimant proved that

all of the medical treatment of record provided for the

claimant’s left knee on and after January 6, 2011 was

reasonably necessary in connection with the compensable

injury to the left knee.  We find that the claimant is

entitled to additional medical treatment of record as

recommended by Dr. Knox.    
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Based on our de novo review of the entire record,

therefore, the Full Commission finds that the claimant

proved by a preponderance of the evidence that he sustained

a compensable injury to his left knee.  We find that all of

the medical treatment of record provided for the claimant’s

left knee on and after January 6, 2011 was reasonably

necessary in accordance with Ark. Code Ann. §11-9-

508(a)(Repl. 2002).  The Full Commission finds that the

claimant proved he was entitled to additional medical

treatment of record as recommended by Dr. Knox.  The

claimant proved that he is entitled to a left knee

arthroscopy, if Dr. Knox recommends such a procedure after

re-evaluating the claimant.  For prevailing on appeal to the

Full Commission, the claimant’s attorney is entitled to a

fee of five hundred dollars ($500), pursuant to Ark. Code

Ann. §11-9-715(b)(Repl. 2002).

IT IS SO ORDERED.

                                                       
                        A. WATSON BELL, Chairman

                                                         
                        PHILIP A. HOOD, Commissioner

Commissioner McKinney dissents.
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DISSENTING OPINION

          I must respectfully dissent from the majority

opinion finding that the claimant sustained a compensable

injury to his left knee on January 6, 2011.  It is

undisputed that the claimant sustained a compensable injury

to his right knee on that date; however, I find that the

claimant has failed to prove by a preponderance of the

evidence that he also sustained compensable injury to his

left knee at that time.

          There is no credible evidence that the claimant

suffered an acute injury to his left knee on January 6,

2011.  Claimant testified both in his deposition and again

at the hearing that he did not strike, twist, or otherwise

sustain a blow to his left knee when he tripped over the

cleat and was drug by the boat.  While claimant’s right knee

landed on the dock, claimant confirmed that his left leg did

not hit anything and that his leg went straight into the

water.  Although he tried to add to his hearing testimony

that his left leg “did catch and hit on the way down, but

the end result was my left leg was in the water” this is not

consistent with his deposition testimony wherein he

testified that his left leg did not hit anything.  Thus,

when presented with his deposition testimony on cross
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examination, the claimant agreed that he testified at his

deposition that his right knee hit the dock and his left leg

went straight into the water.  Accordingly, I am unable to

find that the claimant sustained an acute injury to his left

knee at time.

          The majority relies upon Dr. Thomas Knox’s finding

of an “obvious tibial plateau contusion” and his report of

swelling and effusion to find that the claimant has

established objective medical findings of a compensable

injury.  First, I note that the claimant has experienced

occasional pain and swelling in his left knee ever since he

underwent surgery to reconstruct his anterior cruciate

ligament in 1996.  Thus, this finding is inconclusive to

establish the presence of an acute injury on January 6,

2011.  Second, I note that while Dr. Knox interpreted the

claimant’s MRI as showing evidence of a tibial plateau

contusion, this finding was never mentioned by Dr. Matt

Wilson, the Radiologist who actually read the claimant’s MRI

films.  In fact, Dr. Wilson consistently described the MRI

findings as revealing chronic degenerative changes. 

Specifically, Dr. Wilson observed:

...chronic degenerative narrowing of the
articular cartilages bilaterally.  The
posterior horn of the lateral meniscus
is essentially nonvisualized and may be
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chronically eroded or resected.. The
anterior horn has a little bit of linear
signal in it, although it does not
definitely reach the surface of the
meniscus.  This may just be degenerative
signal, but I cannot exclude an oblique
tear. In the medial compartment, the
posterior horn of the medial meniscus is
essentially nonvisualized as well. 
There is decreased volume of the body of
the medial meniscus and the anterior
horn is fairly small as well.  I suspect
this is all chronic....

          Thus, after reviewing Dr. Wilson’s MRI findings of

degenerative changes with the absence of any finding of a

patella contusion and considering this in light of the

claimant’s testimony that he did not strike his left knee on

the dock, I cannot find that the claimant has established

the existence of a compensable injury with objective medical

findings. 

          The objective medical evidence reveals that the 

claimant suffers from chronic and degenerative changes in 

his left knee.  Accordingly,  I find that the claimant has 

failed to prove by preponderance of the evidence that he 

sustained an acute compensable injury to his left knee on 

January 6, 2011.  Therefore, I must dissent from any finding 

of compensability. 

                                 
KAREN H. MCKINNEY, COMMISSIONER


