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Decision of Administrative Law Judge:  Affirmed and
Adopted.

OPINION AND ORDER

Claimant appeals from a decision of the

Administrative Law Judge filed November 10, 2015.

The Administrative Law Judge entered the

following findings of fact and conclusions of law: 

1. The Arkansas Workers’ Compensation
Commission has jurisdiction over this
claim.
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2. The stipulations set forth above are
reasonable and are hereby accepted.

3. Claimant has not proven by a preponderance of
the evidence that she sustained a compensable
injury to her brain.

4. Because of the above finding, the remaining
issues–whether Claimant is entitled to
reasonable and necessary medical treatment,
temporary total disability benefits and a
controverted attorney’s fee–are moot and will
not be addressed.

We have carefully conducted a de novo review

of the entire record herein and it is our opinion that

the Administrative Law Judge's decision is supported by

a preponderance of the credible evidence, correctly

applies the law, and should be affirmed. Specifically,

we find from a preponderance of the evidence that the

findings of fact made by the Administrative Law Judge

are correct and they are, therefore, adopted by the Full

Commission.

Thus, we affirm and adopt the decision of the

Administrative Law Judge, including all findings and

conclusions therein, as the decision of the Full

Commission on appeal.
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IT IS SO ORDERED.

                                   
SCOTTY DALE DOUTHIT, Chairman

                                   
KAREN H. McKINNEY, Commissioner

Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the record in this

claim, I must dissent from the majority opinion denying

benefits for a brain injury after a fall.

To be compensable, the claimant’s brain injury

must have been a result of a fall which was work-related

or a result of the treatment she received for that fall

which was work-related. 

First, we must determine whether the claimant

suffered an idiopathic fall, as a result of her personal

conditions, or whether it was unexplained. An idiopathic

injury is one whose cause is personal in nature, or

peculiar to the individual. Swaim v. Wal-Mart Assocs.,

91 Ark. App. 120, 125, 208 S.W.3d 837, ___ (citing Kuhn
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v. Majestic Hotel, 324 Ark. 21, 918 S.W.2d 158 (1996);

Little Rock Convention & Visitors Bur. v. Pack, 60 Ark.

App. 82, 959 S.W.2d 415 (1997); Moore v. Darling Store

Fixtures, 22 Ark. App. 21, 732 S.W.2d 496 (1987)).

Injuries sustained due to an unexplained cause are

different from injuries where the cause is idiopathic.

Swaim, supra at 126 (citing ERC Contractor Yard & Sales

v. Robertson, 335 Ark. 63, 977 S.W.2d 212 (1998)). Where

a claimant suffers an unexplained injury at work, it is

generally compensable. Swaim, supra (citing Little Rock

Convention & Visitors Bur., supra). Because an

idiopathic injury is not related to employment, it is

generally not compensable unless conditions related to

the employment contribute to the risk of injury or

aggravate the injury. Swaim, supra.

In Swaim, supra, the claimant was walking at

his employment pulling a laden pallet, as he normally

did. He felt a pain in his foot and observed a deformity

and bruise, which turned out to be a fracture. The

claimant was a diabetic. There was no substantial

evidence to support a finding that the fracture was

idiopathic to the claimant, where there was no evidence

that his diabetic condition predisposed him to
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fractures. Furthermore, there was no substantial

evidence to deny the claim, because even if it had been

idiopathic, the job required him to walk and pull a

heavy pallet, putting stress on his feet and increasing

the risk of fracture.

In Whitten v. Edward Trucking/Corporate

Solutions, 87 Ark. App. 112, 189 S.W.3d 82, the

claimant’s fall was idiopathic. He felt pain in his back

and fell to the ground. He did not trip or stumble, and

he was not carrying anything. He had a pre-existing

stroke, herniated lumbar disk, and compressive lesion on

his thoracic spinal cord. The claimant had no

explanation for the fall, stating only that he was

climbing stairs and reached for a door knob when it

happened. None of the conditions were caused by or

aggravated by his work. The evidence was insufficient to

show that the fall caused physical harm or any objective

findings. One physician stated that the thoracic lesion

“may have” caused the fall. The court also stated that

climbing stairs carrying some papers was insufficient to

show an increased risk of harm as a result of his

duties. The court contrasted ERC Contractor Yard &

Sales, supra, in which an idiopathic fall occurred while
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a claimant was on scaffolding twelve to fifteen feet

above the ground, a situation which did show an

increased risk of harm. 

A major component of the Administrative Law

Judge’s opinion, affirmed and adopted by the majority,

is the claimant’s statement that she did not slip or

fall. However, because she stated, to co-manager

Montague Ridgell, that she had no idea how she ended up

on the ground, she could not say what happened or deny

what happened, and any statement she made about the

cause of her fall was speculation.

Further, her co-worker Ralph Henderson

testified that she fainted, but that this was his

assessment and that he did not see or hear her go down.

He could not say what happened, because he did not see

it or hear it. His statement was speculation. 

In the medical records, there is some

reference that the claimant fainted and fell, but that

information came from persons with no ability to assess

what happened, other than that she fell, because there

were no eyewitnesses. Even the claimant did not know

what happened. The statements in the medical records

that the claimant fainted were speculation.



Askins, Gale 7

Because there were no eyewitnesses, including

even the claimant, we must look to the medical records

for evidence on the question of whether the fall was

unexplained or the result of her cardiac condition must

be found in the medical records.

From 2005 to March 2011, the records show that

the claimant never had syncope (fainting), presyncope or

dizziness. The claimant was closely monitored for her

cardiomyopathy/heart failure, as was her implantable

cardioverter defibrillator. The defibrillator managed

her irregular heart rhythms. Because one of her heart

rhythm issues was atrial fibrillation, she had with

Coumadin therapy to prevent strokes. The use of Coumadin

required very regular monitoring. In October 2010, Dr.

Hutchins noted that her echocardiogram showed

essentially normal heart function, and that she had “no

clinical signs or symptoms of heart failure. Resolution

of systolic dysfunction has occurred.” She experienced

some difficulties with a wire in her defibrillator,

which was successfully resolved in March 2011. There are

no further medical records until March 6, 2012 when the

claimant presented to the emergency room, after her fall

on March 5, 2012. 
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The claimant presented in the anticoagulation

clinic for a Coumadin check on March 5, 2012. Her levels

were in therapeutic range. Specifically, the INR level

was 2.0, and the therapeutic range is 2.0 to 3.0. There

is no mention of recent syncope, presyncope or

dizziness. There is no mention of a fall or recent

issues. 

The testimony reflects that the claimant fell

in the afternoon, around three or four o’clock on March

5, 2012 at work. 

On March 6, 2012, the claimant presented to

the emergency room. The claimant reported that around

5:00 pm on March 5, 2012 her defibrillator began buzzing

every 4 hours, but not shocking her. Dr. Bruyn explained

that this was a normal intermediate alert that there was

a device malfunction that would not compromise the

functioning of the defibrillator. She reported having a

syncopal episode a week prior, and then on March 5,

2012. She felt that the room was pushing in on her head.

She reported that her head and her rear hurt where she

fell. Another notation showed that she reported syncope

and headache. Yet another notation on the same date

shows that she denied syncope, presyncope and dizziness.
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The impression was ICD lead malfunction and accelerated

junctional rhythm with failure to capture. In addition

to her regular Coumadin, she was given Lovenox, a

different anti-coagulant. A CT scan of her brain on

March 6, 2012 did not show acute injury or hemorrhage.

On March 7, 2012, the claimant began to

display signs of brain injury, and bleeding in her brain

was discovered. Surgery was not immediate due to her

anticoagulant therapy, but she did undergo surgery on

March 8, 2012. The claimant was severely ill, sedated

and intubated for several days, and when stable, she was

discharged to a rehabilitation center, where she had a

small stroke. She received neuropsychological

evaluations in addition to continued cardiac care. She

had significant cognitive deficits and was fully

dependent upon her husband. 

There is nothing substantial upon which to

base a conclusion that the claimant’s fall was caused by

syncope, presyncope or dizziness. The claimant’s heart

condition has never generated syncope, presyncope or

dizziness, despite the years of treatment for it, and

the years before her heart failure was improved to

resolution according to Dr. Hutchins. In fact, the only
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problems she had relating to her heart condition at all,

from October 2009 forward, were related to the

maintenance and care of her defibrillator (which managed

her irregular heart rhythm), not to her condition, and

in those instances, she never had syncope, presyncope or

dizziness. Dr. De Bruyn stated that “she was really

functional... doing really well and her heart function

had improved.” He also stated that “in general previous

history predicts” the future, and that in a compliant,

stable heart patient such as this where syncope had not

yet occurred would not be as likely to have syncope. The

claimant had no signs of recent deterioration, and she

was regularly, closely monitored. Thus, it is not

logical to conclude that the claimant’s heart condition

and implant were the cause of the speculated syncope,

presyncope or dizziness which is speculated to have

caused her fall. 

The only “evidence” that the claimant

experienced syncope, presyncope or dizziness since 2005

was a reference in an emergency room record on March 6,

2012. This reference stated that the claimant reported

an episode of syncope a week ago and one on March 6,

2012, but that record was contradicted by another entry
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on the same date in which the claimant denied having

syncope, presyncope or dizziness. 

Further, the testimony shows that the claimant

stated - within moments of awakening - that she did not

know how she came to be on the ground, only that she

awakened on the ground. She could not reliably state

that she had syncope on March 5, 2012, because she had

no idea what happened. 

The claimant did not report to the INR clinic

that she was had a syncopal episode in the preceding

week or that she was not well, when she presented on

March 5, 2012. There is no notation of any abnormality

at all. The INR clinic is part of Dr. Hutchins’ and Dr.

De Bruyn’s practice, and the record is replete with the

doctors’ admonition to the claimant to let them know of

any symptoms. Yet, there is no mention of such at the

clinic where her heart disease was monitored on the day

of her fall.

To conclude that the claimant fell due to syncope

requires a dramatic leap over the facts and into full

blown speculation, where she was a woman who never had

syncope, presyncope or dizziness as a result of her
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condition, before it was controlled or after, and who

did not report such symptoms ever to her heart doctor or

when she was at her heart doctor’s office on the morning

of the day she fell.

The evidence we have to explain the fall is

that the claimant’s guess that she fainted and her co-

worker’s guess that she fainted. There was no eyewitness

who offered testimony at the hearing. We also have

evidence that the claimant had never had issues with

fainting related to her cardiac condition, and that she

was seen the morning of the accident in her heart

doctor’s clinic with a healthy Coumadin check and no

report of fainting or other symptoms, and that her

physician stated that a cardiac patient without fainting

(syncope) symptoms could be expected to continue that

way. 

The evidence is emphatically unhelpful as to

the cause of her fall, and her physicians were unwilling

to assign a cause to the fall. Thus the fall was

unexplained, not idiopathic. 

The claimant did have pre-existing medical

conditions. However, in contrast to the Whitten case,

there is no medical opinion that the claimant’s fall was
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caused by her pre-existing condition. In fact, her

physician and her post-accident surgeon refused to opine

on the issue of causation.

The claimant was certainly performing

employment services at the time of her injury, carrying

shrimp in a tray. There was no eyewitness testimony. The

claimant had never had fainting or fainting symptoms

before March 5, 2012. The claimant did not have CT

evidence of a stroke on March 6, 2012, which would have

to have been present by then, if a stroke had caused her

to fall. The only evidence is that there is no evidence

to show why the claimant fell. Dr. De Bruyn noted that

he interrogated the defibrillator while the claimant was

in the hospital, and it gave no indication of a problem

which could explain her experience from March 5, 2012

through her need for surgery. 

The theory that the claimant’s cardiac

condition changed significantly to cause fainting on the

date of injury is unsupported in the evidence and

speculative, as is the theory that the claimant fainted

at all.

Thus, there was no factor personal to her

which has been shown to exist in other than a
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speculative unsubstantiated fashion to explain her fall

to the floor on March 5, 2012. The claimant’s fall

therefore was a work-related, unexplained accident,

which satisfies the specific incident requirement, the

employment services requirement and the causation

requirement of compensability. 

The next requirement is the presence of a

physical injury shown by medical evidence supported by

objective findings. The claimant had no symptoms to

report to her heart clinic, where she presented, on

March 5, 2012. On March 6, 2012, she reported pain in

her head and bottom where she fell on March 5, 2012. Her

defibrillator had an alarm, but Dr. De Bruyn testified

that he was certain that when he interrogated the

defibrillator, there was no issue to attribute her

condition later, which he noted gave him relief, given

her near-death status. Her initial CT scan was

essentially normal. The emergency room physicians

performed an EKG which showed an irregular rhythm in the

junction between atria and ventricles. She was given

Coumadin and Lovenox, anticoagulants, to prevent stroke

and because there had been some report of syncope (which

has been shown to be unsubstantiated), and within 24
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hours, her status quickly deteriorated, as she developed

hemorrhaging in her brain. We have multiple scans

showing the increase in hemorrhaging over time, as well

as Dr. Burson’s surgical observations. The claimant’s

has shown that she had objective findings of brain

injury as well as of her heart’s rhythm irregularities. 

While causation was addressed in regard to the

claimant’s fall, it remains to address the causal

connection among her fall, her objective findings, her

treatment and her injury. The evidence fully supports a

finding that there is an important thread connecting

each to the other. 

As noted earlier, Dr. De Bruyn testified that

he was sure that he interrogated her defibrillator which

showed that there had been nothing there to show a

problem which would have resulted in her being near

death by May 7, 2012. He recalled this specifically,

because he was relieved to see that it was not related

to her condition and defibrillator, when he learned

there was a real chance she could die from Dr. Burson.

However, when the claimant presented at the

emergency room, she had two sets of issues. First, her

defibrillator was indicating a non-life-threatening
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problem with the device, while her EKG showed junction

rhythm irregularities. It is important to recall that

rhythm irregularities were an issue for her since at

least 2005. Second, she reported that she fainted at

work. While we know now that she could not reliably say

that she fainted, because she had no recollection of the

fall, the emergency room staff did not know that then.

She was given anticoagulants to prevent stroke, which

can occur due to a rhythm irregularity, and because of

the syncope (fainting). At this time, on March 6, 2012,

the claimant had no sign of brain injury at all on CT.

There was no sign of acute stroke, which eliminates a

stroke as the cause of her fall on March 5, 2012. With

her presentation, anticoagulant therapy was appropriate.

By March 7, 2012, the claimant showed signs of

brain injury, and a CT scan confirmed this in the form

of subdural hemorrhage and other bleeding. This could

have been the result of the claimant hitting her head

while being on a Coumadin therapy. Dr. Burson stated

that there was a 10% chance of a Coumadin patient

developing a delayed brain hemorrhage after the trauma

of hitting her head, and that it was “entirely possible”

that with a delayed subdural hematoma, she could have
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fallen on March 5, had a normal scan on March 6 and been

in grave condition with a very abnormal CT scan on March

7, 2012. The claimant reported that her head and her

tailbone hurt, where she fell on March 5, 2012, to the

emergency room staff on March 6, 2012. This is

consistent with a fall in which she struck both her head

and her tailbone. Likewise, Dr. Burson stated that

striking her head on the floor would be consistent with

the location of the left occipital tentorial subdural

hematoma, if she hit the left side of the back of her

head. There is no notation of where the claimant’s pain

was, but we know that her head hurt where she struck it,

and that she had a hematoma in the back of her head on

the left. It makes sense that if she hit her tailbone,

that she also hit the back and not front of her head.

The trauma to her head was the result of an unexplained

fall while she was performing employment services, which

is sufficient to establish compensability.

The other possibility is that the claimant

began to bleed as a result of the Coumadin and Lovenox

in her system. Dr. Burson recalled his “gut feeling” at

the time that he treated the claimant that she had a

“spontaneous hemorrhage from the Lovenox” and the
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Coumadin. He stated that his treatment would not have

changed. His treatment was to wait for as much of the

Lovenox to dissipate as possible (the Coumadin had

already been chemically reversed), and then to do

surgery as soon as the risk of not doing surgery was

greater than the risk of doing it with the Lovenox

residuals. 

The administration of the anticoagulants was

the result of the fall. The claimant fell then

experienced issues with her defibrillator. She was

directed to the emergency room because of those issues

coupled with her fall. When she arrived, she had a heart

issue, and she reported syncope. Dr. Burson noted that

she was given Lovenox, because she was syncopal, in his

surgery notes. She was already taking Coumadin for her

atrial fibrillation, so the additional anticoagulant was

in response to reported syncope and possible clotting or

stroke. Thus, the administration of the Lovenox, on top

of the Coumadin, could have caused the bleed as well,

which was Dr. Burson’s assessment of the situation as it

happened, and the administration of the Lovenox was

because the claimant had fallen and guessed that she had

fainted.
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On a day when she was in therapeutic range for

her Coumadin, she fell. The next day, she was

administered Coumadin and Lovenox in response to

concerns regarding her fall - reported syncope - and her

defibrillator device.  Had the claimant not fallen, she

would not have presented to the emergency room, as Dr.

De Bruyn explained that the claimant was directed to the

emergency room as a result of the combination of

circumstances, not merely the defibrillator alarm. In

the emergency room, she was administered a lot of anti-

coagulant medication. The bleed was either the result of

the trauma of her fall or the excess anticoagulant.

Additionally, the bleed required surgery, which had to

be delayed due to the Lovenox, which could not be

reversed with other medication. Thus, no matter what,

the bleed was the result of the fall, either as a the

result of the trauma, or as a result of the additional

anticoagulant administered after the trauma due to the

report of syncope.

I would award benefits based upon the

claimant’s compensable fall and resulting treatment. 
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For the foregoing reasons, I must dissent from

the majority opinion.

                                   
PHILIP A. HOOD, Commissioner


