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Decision of Administrative Law Judge:  Affirmed and
Adopted.

OPINION AND ORDER

Claimant appeals an opinion and order of the

Administrative Law Judge filed August 5, 2015.  In said

order, the Administrative Law Judge made the following

findings of fact and conclusions of law:

1. The stipulations agreed to by the parties
at the pre-hearing conference conducted on
March 2, 2015, and contained in a pre-hearing
order filed March 4, 2015, are hereby accepted
as fact.

2. Claimant has failed to prove by a
preponderance of the evidence that she is
entitled to additional medical treatment for
bilateral carpal tunnel syndrome or for her
compensable right shoulder injury.
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3. Claimant has failed to prove by a
preponderance of the evidence that she
suffered compensable injuries to her right
wrist in the form of a ganglion cyst or
bilateral tendinitis.

4. Claimant has failed to prove by a
preponderance of the evidence that the 12%
rating assigned by Dr. Kelly is for her
compensable bilateral carpal tunnel syndrome
or the compensable right shoulder injury.

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. 

Therefore we affirm and adopt the August 5, 2015

decision of the Administrative Law Judge, including all

findings and conclusions therein, as the decision of the

Full Commission on appeal. 

IT IS SO ORDERED.

                               
SCOTTY DALE DOUTHIT, Chairman

                               
KAREN H. McKINNEY, Commissioner
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Commissioner Hood dissents.

DISSENTING OPINION

After my de novo review of the record, I must

dissent from the majority opinion, denying the claimant

additional medical benefits for bilateral carpal tunnel

syndrome on May 15, 2012, additional medical benefits

for an injury to her right shoulder on March 4, 2013,

and benefits for a gradual onset injury in the form of a

ganglion cyst in the right wrist and bilateral wrist

tendinitis.

The claimant worked for the respondent

employer for approximately twenty-seven years. She

worked in the deboning department for about sixteen

years. She did the same task over and over, cutting

bones from chicken parts with scissors, for eight-hour

shifts. Her job, for the five years before she developed

wrist and hand symptoms, was called tote wash. She

picked up plastic tubs and lids, turned them, and put

them in a machine. A pallet had twenty-five tubs and

lids, and she went through thirty-two pallets in a

shift. She could speed up or slow the process. She

switched on the hour, from putting dirty tubs and lids

in the machine to pulling clean ones out.
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The claimant was treated for unrelated issues

and neck pain in August 2011. The neck pain was

posterior, moderate, intermittent, and dull. There were

no objective findings. She was prescribed a muscle

relaxer. There is no indication that the claimant had

pain in her shoulders or arms.

Company nurse records show that the claimant

complained of bilateral hand pain and requested to be

sent to the doctor on May 15, 2012. An appointment was

set with Dr. Walker on May 23, 2012. She received a

steroid injection in the right hand and was instructed

to limit use of her right hand. The claimant continued

to have problems, which Dr. Walker attributed to

arthritis. 

The claimant saw her own physician on June 12,

2012 with pain in her hands. She reported numbness,

tingling, weakness, crepitus and stiffness. On

examination, the nurse practitioner observed decreased

range of motion in her wrists, with pain on flexion,

extension, ulnar deviation, and radial deviation. She

was referred to Dr. Dodd for an orthopedic evaluation.

The claimant returned to her family physician on

July 25, 2012 with continued numbness, tingling,

weakness, crepitus and stiffness. The diagnosis was
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carpal tunnel syndrome. 

Electromyography and nerve conduction studies

on July 30, 2012 showed bilateral carpal tunnel

syndrome, for which Dr. Hardy recommended surgical

evaluation. He stated, “untreated carpal tunnel syndrome

can result in permanent loss of median nerve function.”

The claimant reported worsening right hand and

arm symptoms on August 1, 2012. She had “shock”

sensations in both hands, worse on the right.

Dr. Dodd performed a right carpal tunnel

release on September 28, 2012. On October 4, 2012, the

claimant reported to the company nurse that her left

hand was hurting more and that she had to use her left

hand more lately. On October 8, 2012, she went back to

work in the break room wiping down tables for one hour.

On October 22, 2012, she returned to regular duty. On

October 24, 2012, the claimant reported to the company

nurse that she had pain in her right hand when lifting

anything heavy. She was working modified duty at that

time, to “ramp” up to regular work. In January 2013, the

claimant asked the company nurse about her left-hand

symptoms, which were not as severe as the right, but

problematic, and that she had sharp pain, especially

when rotating her wrist. The claimant presented to Dr.
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Dodd with continued pain in the volar aspect of her

wrist every day, which limited some of her activities.

She still had some numbness and tingling. He noted some

decreased sensation in the median nerve distribution.

Dr. Dodd did not have any explanation. Dr. Dodd

performed a left carpal tunnel release on March 14,

2013. She was returned to regular work on April 16,

2013.

On August 12, 2013, Dr. Kelly evaluated the

claimant for continued symptoms, numbness, pain,

tingling, weakness in her hands. She had severe pain at

the base of her wrist, with some intermittent numbness.

Her pain interfered with her ability to work. Her

numbness was less than before surgery, but her pain was

worse. She had positive clinical tests for carpal tunnel

syndrome. He planned repeat electromyography and nerve

conduction studies, to determine if there was a

solution. The studies were abnormal, showing bilateral

mild median neuropathy at the wrists, minimally worse on

the left. On September 25, 2013, Dr. Kelly stated that

the testing showed bilateral carpal tunnel syndrome,

which was consistent with her complaints and her

positive Tinel’s, Phalen’s and compression tests. He

felt that repeat releases were in order and that the
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claimant’s first surgeries were actually in the Guyon

canal and not in the carpal tunnel at all, based upon

her incisions and her symptoms. They would start with

the right hand. 

On September 26, 2013, the claimant reported

right shoulder symptoms to the plant nurse. While the

nurse did not mention it, the claimant had reported

right shoulder pain in March 2013.

The right carpal tunnel release was performed

on October 10, 2013, and she was released to one-handed

duty on October 14, 2013.

On November 18, 2013, Dr. Kelly noted that the

claimant’s right-hand numbness and pain, other than some

expected pillar1 pain, had resolved. Dr. Kelly noted the

claimant’s right shoulder pain, radiating into her

forearm. This was not related to her carpal tunnel

syndrome. She related it throwing some trash in a

dumpster. She reported it to the nurse who recorded the

injury. He referred her to an orthopedist and placed her

1 Pillar pain is pain in the thenar or hyperthenar areas, thought to be a result of muscle
changes produced by sectioning of the transverse carpal ligament. Standard of Care: Carpal
Tunnel Release, Brigham and Women’s Hospital, Inc. Department of Rehabilitation Services,
Occupational Therapy (2007 The Brigham and Women's Hospital, Inc. Dept. of Rehabilitation
Services), 10.
http://www.brighamandwomens.org/patients_visitors/pcs/rehabilitationservices/physical%20ther
apy%20standards%20of%20care%20and%20protocols/wrist-%20carpal%20tunnel%20release%
20-ot.pdf
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on light duty.

On January 16, 2014, Dr. Pearce stated the

claimant could return to work on January 19, 2014, no

lifting greater than ten pounds and no over-shoulder

work. He felt she had a soft-tissue injury, possibly a

rotator cuff tear. She related her shoulder to throwing

garbage on March 13, 2013. He planned an MRI. On

February 6, 2014, Dr. Pearce noted that the claimant’s

MRI showed tendinitis at the subscapularis with no tear.

He prescribed an anti-inflammatory medication and

physical therapy for her shoulder. She remained on

restricted duty with a twenty-pound weight restriction.

On March 13, 2014, the claimant still had some pain in

her shoulder, and physical therapy caused some wrist

pain. He continued her medication and therapy and

changed her restrictions to a thirty pound weight limit.

The claimant returned to Dr. Pearce on

April 10, 2014. Her shoulder was improving, but she had

sharp and sometimes significant pain in her right wrist

on the ulnar side of her wrist. He planned to have a

hand surgeon evaluate this. He stated that she had

reached maximum medical improvement of her shoulder, and

he released her to regular work duties. The claimant

testified that since that time, she had shoulder pain
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and swelling when she was working, which eased when she

was off for surgery.

The claimant returned to Dr. Kelly, who

performed an x-ray examination of her right wrist on

April 23, 2014. This showed cystic changes in the

lunate, which were compatible with impingement syndrome,

and questionable widening of the scapho-lunate

interspace, which was wider than normal. Her right-hand

numbness was resolved. She had pain at the base of the

wrist, especially on the ulnar side. He noted weakness

and discomfort over the dorsal ulnar side and ulnar side

of the wrist. He planned an MRI arthrogram to rule out

triangular fibrocartilage complex injury. If this injury

is present, an ulnar shortening would be required.

On April 24, 2014, the claimant presented with

unrelated issues to her primary care physician. She

mentioned tingling down the left side of her arm. 

The MRI arthrogram of the claimant’s right

wrist revealed a long ganglion cyst projecting ventrally

and proximally to the radiocarpal joint, at the plane of

the scapho-lunate interspace, and fluid present in the

radial dorsal aspect of the carpal tunnel which could be

symptomatic. Also, shown was tendinitis in the extensor

carpi ulnaris. On August 6, 2014, Dr. Kelly noted that
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the ganglion cyst was not located where her pain was. He

injected the extensor carpi ulnaris sheath with two

strong anti-inflammatory steroids. If the steroids did

not resolve her symptoms, a synovectomy might be

necessary. Dr. Kelly returned the claimant to regular

duty, but then revised the restriction to light duty

with no repetitive or static use of her right hand to

push, pull, pinch or grip.

On August 13, 2014, Dr. Kelly stated that the

claimant had unrestricted use of both hands and arms and

could lift up to fifty pounds. He stated that her

treatment was not for carpal tunnel syndrome, but that

her findings and need for treatment were the result of

her job as a janitor, repetitively flexing and extending

her wrist.

On August 15, 2014, Dr. Kelly explained that

the claimant was released from his care for her carpal

tunnel syndrome in November 2013, and that she returned

to him with new symptoms in the spring of 2014 which

could have been related to the carpal tunnel release.

Her symptoms were not related to her carpal tunnel

syndrome or release under workers’ compensation

insurance, and he was treating her for extensor carpi

ulnaris tendinitis under the claimant’s private
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insurance. In regard to her carpal tunnel syndrome, she

could return to work without restriction, but in regard

to her tendinitis, she had light duty restrictions. Dr.

Kelly did feel that the tendinitis was a result of the

repetitive flexion and extension of her wrist while

performing her job duties.

On August 18, 2014, Dr. Kelly saw the

claimant, noting that she had the same tendinitis

symptoms in both hands. He planned physical therapy. He

stated that her symptoms are caused by repetitive

pinching, grasping, flexing and extension at work, and

that her injuries were “certainly” work-related. He set

the claimant’s restrictions as light work with a lifting

maximum of twenty pounds and a frequent lifting maximum

of ten pounds, and no repetitive use of either hand,

wrist or elbow. On August 20, 2014, Dr. Kelly stated

that mopping and sweeping were not acceptable, but

wiping down tables, dusting and handing out supplies

were acceptable.

On August 29, 2014, Dr. Kelly wrote:

... [S]he still requires the carpal tunnel. We
have not pursued this just because we are
trying to get her right hand feeling better,
but again the right carpal tunnel can be done
at any point in time as there is no
restriction to this and as far as I know this
was considered part of her original referral.
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On September 12, 2014, the claimant filed a

claim for her ganglion cyst and tendinitis as a result

of rapid repetitive motion at work.

On September 15, 2014, Dr. Kelly noted pain

over the bilateral dorsal ulnar border of the wrists,

right worse than left, but both significant. Dr. Kelly

planned an extensor tendon synovectomy of the extensor

carpi ulnaris tendon, and stabilization of the repair of

the extensor tendon sheath which is subluxing. He

planned to do the right first, then the left. The

claimant’s restrictions were unchanged. On September 23,

2014, the respondents denied the right wrist surgery.

The surgery was performed on September 30, 2014. Dr.

Kelly performed a right extensor carpi ulnaris

synovectomy and stabilization of the right extensor

carpi ulnaris extensor sheath. During surgery, he

observed dense synovitis in the extensor carpi ulnaris

sheath, which he stripped away. He also observed

subluxation of the extensor carpi ulnaris, which he

repaired. She was off work completely for two weeks.

The claimant returned to Dr. Kelly on

October 17, 2014, with complaints “not so much” in her

wrist but of numbness down her shoulders and into both

arms, since the surgery. This was not a peripheral nerve
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issue. He planned an MRI of her cervical spine, because

he suspected cervical radiculitis. If positive, she

needed a neurosurgical consultation. On October 29,

2014, she was released to full duty in regard to her

right wrist, but unable to work until her neck was

evaluated and treated.

A cervical MRI on November 10, 2014, showed

slight narrowing the left neural foramen at C4-5 and

marginal visualization of a T3-4 disc herniation.

On November 12, 2014, Dr. Kelly noted that the

MRI did not explain her symptoms, and he had nothing

more to offer her. She needed to have her shoulder

issues addressed. He planned a functional capacity

evaluation, evaluation and treatment, and an impairment

evaluation in regard to her right-hand tendinitis. There

are three “return to work certifications” signed by Dr.

Kelly on November 12, 2014. Clearly, Dr. Kelly completed

one form, stating that the claimant could not perform

repetitive wrist extension and flexion or repetitive

pinching or gripping, then edited it to state that she

could return to work on November 17, 2014 with no

repetitive wrist extension and flexion or repetitive

pinching or gripping, and then edited it again,

scratching out his first notations and simply stating
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she could not return to work. All of these notations and

Dr. Kelly’s signature are in the same handwriting.

On December 1, 2014, Dr. Kelly stated that the

claimant was unable to work until the functional

capacity evaluation and impairment evaluation were

completed.

On December 4, 2014, the functional capacity

evaluation was completed. It showed that the claimant

put out high effort and that her reports of pain and

disability were fully reliable. She could, occasionally,

lift twenty pounds from floor to knuckle, ten pounds

from waist to over head, carry twenty pounds, push and

pull up to fifty pounds, and use limited grip and

prehension. During the evaluation, the claimant reported

that she had two carpal tunnel surgeries on the right,

and that on the left, she had one, and another was

planned. She reported bilateral decreased grip and pinch

strength and bilateral numbness of her lateral aspect of

her forearms.

On December 10 and 16, 2014, the claimant

presented to her primary care physician with unrelated

issues. Her carpal tunnel surgeries and “current

problem” of carpal tunnel syndrome were noted.

On December 12, 2014, Dr. Kelly stated that
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based upon the reliable functional capacity evaluation,

the claimant could work at the light duty level of work,

lifting twenty pounds occasionally, ten pounds

frequently, and negligible weight constantly. She could

return to him as needed. 

On December 15, 2014, Dr. Kelly stated that

the claimant was unable to return to work until

December 30, 2014. Also on that date, an upper extremity

impairment evaluation record was completed, indicating

that she sustained a 12% impairment to her right upper

extremity, based upon passive range of motion and grip

strength. Dr. Kelly agreed with this analysis on

December 22, 2014. 

On January 12, 2015, Dr. Kelly emphasized to

the claimant that she was to do no repetitive pinch and

grasp activities, and that she had a more detailed

restriction than just a twenty pound weight restriction.

He added the required use of a wrist strap to her

restrictions. He completed a form, reiterating the

restrictions he placed on December 12, and adding the

use of a wrist strap. 

The claimant was seen by her primary care

physician for unrelated issues on February 26, March 4,

and March 17, 2015. Her “current problem” of carpal
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tunnel syndrome was noted at each visit.

The claimant testified that she had a lot of

pain in her right hand, which caused her to use her left

hand more. Her left hand was swelling and was painful.

She stated that her left hand was worsening, because she

had to use it so much. She testified that she worked

within her restrictions, but that she continued to have

pain. She was sweeping and mopping, which caused pain in

her arms.

Bryan Higgins testified in his role as a human

resource manager for the respondent employer that while

the claimant was employed in housekeeping, as an

accommodation to her injuries, she did not perform rapid

repetitive movement and could go as slowly as she

needed.

ADDITIONAL MEDICAL TREATMENT

The claimant was diagnosed with bilateral

carpal tunnel syndrome. She underwent surgery to her

right wrist which was unsuccessful. After a positive

EMG/NCV after her first surgery, she underwent a second

surgery to her right wrist which resolved her numbness

but not her pain. Certainly, after one and a half years

of unsuccessful treatment, including a failed surgery,

the fact that the claimant has ongoing carpal tunnel
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symptoms is not surprising. Dr. Hardy in fact warned of

the possibility of permanent damage early in her

treatment. In July 2014, an MRI revealed a ganglion cyst

and tendinitis in her right wrist. Importantly, the MRI

also showed fluid in the radial dorsal aspect of the

carpal tunnel, which was potentially symptomatic.

Despite two surgeries, the claimant has continued

symptoms and objective findings directly related to her

right carpal tunnel. Additional medical treatment of the

claimant’s right carpal tunnel syndrome is reasonable

and necessary treatment of her compensable injury.

The claimant underwent surgery to her left

wrist which was not successful. Leading up to that

surgery, the claimant had to remind Dr. Dodd that she

had left wrist problems and to request treatment of

those symptoms, despite the clear diagnosis by EMG/NCV

studies and clinical examination. Then once she began

seeing Dr. Kelly, he noted that she continued to have

bilateral carpal tunnel syndrome, which needed surgical

release. In September 2012, he specifically planned to

do the right release first, and then the left release

six to eight weeks later. Yet, once the claimant’s right

wrist was treated, he did not follow up on the left

wrist. Her right wrist symptoms continued, keeping Dr.
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Kelly’s focus on her right wrist. It appears that the

continued right wrist symptoms have kept the left wrist

repair waiting. We have a diagnosis of left carpal

tunnel syndrome, based upon objective testing and

clinical examination, which was symptomatic, and which

was not treated. No one has declared that the claimant

was at maximum medical improvement of her left carpal

tunnel syndrome after the second EMG/NCV testing. Dr.

Kelly has not stated that the claimant’s left carpal

tunnel syndrome or left wrist and hand symptoms have

resolved. She continues to have symptoms, which were

admittedly less problematic than her right wrist and

hand, but still problematic.  Dr. Dodd’s surgeries were

unsuccessful, leaving the claimant with bilateral carpal

tunnel, apparently due to the releases being performed

incorrectly. Thus, the claimant has remained in need of

surgery of her left carpal tunnel syndrome since her

original diagnosis in July 2012. Treatment of her left

carpal tunnel syndrome is reasonable and necessary

treatment of her compensable injury, including

evaluation and surgical release.

The claimant sustained a right shoulder injury

which was accepted as compensable by the respondents.

The claimant had reported right shoulder pain in March
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2013, but her report was disregarded until she repeated

herself on September 26, 2013. On November 18, 2013, she

reported right shoulder pain, radiating into her

forearm, as a result of throwing some trash in a

dumpster. Dr. Kelly stated this was unrelated to her

carpal tunnel syndrome. Dr. Kelly referred her to an

orthopedist and placed her on light duty. On January 16,

2014, Dr. Pearce suspected a soft-tissue injury,

possibly a rotator cuff tear, but an MRI showed only

tendinitis at the subscapularis with no tear. He

prescribed an anti-inflammatory medication, physical

therapy, and restricted duty. In March 2014, she

continued to have symptoms. In April 2014, her symptoms

were improving, and Dr. Pearce released her at maximum

medical improvement of her shoulder. The claimant

testified that since that time, she had shoulder pain

and swelling when she was working, which eased when she

was off for surgery. 

The claimant returned to Dr. Kelly on

October 17, 2014, with numbness down her shoulders and

into both arms, since the surgery. He kept her off work

because of her shoulder symptoms. A cervical MRI on

November 10, 2014, showed slight narrowing the left

neural foramen at C4-5 and marginal visualization of a
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T3-4 disc herniation. Dr. Kelly that the MRI did not

explain her symptoms, and that she needed to have her

shoulder issues addressed. In her subsequent functional

capacity evaluation, as a result of her hand issues, the

claimant reported shoulder pain during the whole body

range of motion tests for sustained above-eye-level

reaching.

Dr. Kelly recommended further evaluation of

her shoulder symptoms on October 17 and again on

November 10, 2014. Her symptoms have continued, but no

treatment has been offered. Had Dr. Pearce’s conclusion

that the claimant’s shoulder issues were resolved been

correct, the claimant would not have continued pain and

limitations in her shoulder. Evaluation and treatment is

reasonable and necessary for her compensable shoulder

injury. I would award the claimant evaluation of her

shoulder, as recommended by Dr. Kelly, for her shoulder

symptoms, by a shoulder specialist.

COMPENSABILITY

In order to prevail upon a claim for a

compensable injury, which is not a specific incident

identifiable by place and time of occurrence, the

claimant must prove by a preponderance of the evidence

that she sustained an injury causing internal or
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external harm to the body which arose of out of and in

the course of their employment and which required

medical services or resulted in disability or death. 

Ark. Code Ann. 11-9-102(4)(A)(ii)(b).  In addition, the

claimant must prove by a preponderance of the evidence

that the injury was the major cause of the disability or

need for treatment.  Ark. Code Ann. Sec. 11-9-

102(4)(E)(ii). The claimant must establish a compensable

injury by medical evidence supported by objective

findings.  Ark. Code Ann. Sec. 11-9-102(4)(D). The

claimant must also show that she sustained an injury

caused by rapid repetitive motion, under Ark. Code Ann.

§11-9-102(4)(A) (ii)(a).

The claimant’s ganglion cyst and tendinitis,

in her right wrist, are part of a continuum of symptoms

which the claimant developed as a result of the rapid

repetitive work she performed for many years for the

respondent employer. Symptoms of extensor carpi ulnaris

tendinitis includes pain, tenderness, swelling, warmth,

or redness on the little finger side (ulnar) of the

wrist, pain that worsens when straightening the wrist or

bending it toward the little finger, pain with gripping,

limited motion of the wrist, and crepitus when the
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tendon or wrist is moved or touched.2 The claimant

consistently complained of symptoms consistent with

extensor carpi ulnaris tendinitis since May 2012,

including pain on the ulnar side of the wrist, crepitus,

pain with motion and gripping, and limited range of

motion. Symptoms were regularly observed, since May

2012. Her hand and wrist complaints since that time were

consistently that the right was worse than the left,

except for the brief two periods when her right hand was

completely immobilized after surgery. After her first

right carpal tunnel surgery, she complained to Dr. Dodd

of pain in the volar aspect of her wrist, for which he

had no explanation. The term “volar” indicates the

flexor surface of the forearm, wrist, or hand.3 Her

ganglion cyst was volar. In August 2013, Dr. Kelly noted

numbness, pain, tingling, and weakness in her hands. 

The fact that she was on a variety of duty

from no use of one hand to regular duty for two years

2 Extensor Carpi Ulnaris, BAYLOR SCOTT & WHITE HEALTH, 2013, http://www.sw.org/
HealthLibrary?page=Extensor%
20Carpi%20Ulnaris%20Tendinitis%20with%20Rehab-SportsMed

3 Volar, MILLER-KEANE ENCYCLOPEDIA AND DICTIONARY OF MEDICINE, NURSING, AND

ALLIED HEALTH, SEVENTH EDITION (2003, Saunders)
http://medical-dictionary.thefreedictionary.com/volar
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does not disprove the relationship between the

claimant’s regular work duties and her cyst and

tendinitis. The claimant had complaints of pain,

numbness and tingling, before she was placed on light

duty, which have not resolved despite two surgeries. It

is clear that the claimant suffered from carpal tunnel

syndrome and a ganglion cyst and tendinitis, and that

the focus was only carpal tunnel syndrome at first. 

The relationship between the claimant’s work

and her extensor carpi ulnaris tendinitis is also

established. It is caused by injury to the ECU tendon,

usually due to chronic or repetitive injuries. Common

causes include strain from unusual use, overuse, or

increase in activity, or change in activity of the

wrist, hand, or forearm, and repetitive motions of the

hand and wrist, due to friction of the tendon within the

tendon lining.

Risk factors for a ganglion cysts include

“Joint or tendon injury. Joints or tendons that have

been injured in the past are more likely to develop

ganglion cysts in the future.” Diseases and Conditions:

Ganglion cyst: Risk factors; The Mayo Clinic

(http://www.mayoclinic.org/diseases-conditions/

ganglion-cyst/basics/risk-factors/con-20023936). The
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claimant has a tendon injury which is known to increase

the risk of the development of a ganglion cyst, and

therefore a causal link is established, between her work

duties, the development of tendinitis and the

development of the cyst.

Dr. Kelly was specific that the claimant’s

work, repetitively extending and flexing her wrist, was

the cause of the ganglion cyst and tendinitis. In August

2014, he noted that she now had bilateral extensor carpi

ulnaris tendinitis. He planned bilateral conservative

treatment. He stated in August that he felt her

tendinitis was the result of her repetitive pinch,

grasp, flexion and extension activities at work.

The claimant developed symptoms of tendinitis

at the same time that she developed carpal tunnel

syndrome. This author’s research has produced no

research or medical resource suggesting that crepitus is

a symptom of a carpal tunnel. She had crepitus, and

crepitus is a symptom of her tendinitis. Her physician,

who was aware of her many years on the deboning line and

then in the tub washing area, drew a relationship

between the tendinitis and the repetitive work she

performed. The claimant’s work did cause carpal tunnel

syndrome, and extensor carpi ulnaris tendinitis is
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likewise caused by repetitive use. The claimant has

established the first element of her claim. 

The next element is major cause. "Major cause"

is defined as "more than fifty percent (50%) of the

cause." Ark. Code Ann. § 11-9-102(14)(A) (Supp. 2009).

The record shows that her work was the major cause of

the disability or need for treatment. Dr. Kelly opined

that the work was the cause. The claimant did not have

outside activities which created the same repetitive

stress upon her wrist and hands. Her diabetes was not a

risk factor for the cyst or tendinitis. Her need for

treatment of her wrist and hands are strictly because of

her work duties, which is far higher than fifty percent

of the cause.

The next element is objective findings. Dr.

Kelly noted the ganglion cyst and extensor carpi ulnaris

tendinitis on MR arthrogram. In surgery, Dr. Kelly

observed dense synovitis and subluxation of the extensor

carpi ulnaris tendon was noted. This element is

satisfied.

The final element is whether the claimant’s

work was rapid and repetitive. The standard set out in

Malone v. Texarkana Pub. Schs., 333 Ark. 343, 969 S.W.2d

644 (1988), for analyzing whether an injury is caused by
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rapid repetitive motion, is a two-pronged test: (1) the

tasks must be repetitive, and (2) the repetitive motion

must be rapid. As a threshold issue, the tasks must be

repetitive, or the rapidity element is not reached.

Westside High School v. Patterson, 79 Ark. App. 281, 86

S.W.3d 412 (2002). Arguably, even repetitive tasks and

rapid work, standing alone, do not satisfy the

definition; the repetitive tasks must be completed

rapidly. Westside High School, supra.

In determining whether a worker's injury was

the result of repetitive and rapid motion, the appellate

courts have required some showing of how rapidly the

repetitive actions were performed. See, Hapney v. Rheem

Mfg. Co., 342 Ark. 11, 26 S.W.3d 777 (2000)

(Commission's denial of benefits reversed where

movements repeated every twenty seconds); Parker v.

Atlantic Research Corp., 87 Ark. App. 145, 189 S.W.3d

449 (2004)(Rapid and repetitive requirements satisfied

with evidence that the claimant inspected approximately

6.5 parts per minute (96 parts every 15 minutes), making

two neck movements per part, the equivalent of thirteen

neck movements per minute); Boyd v. Dana Corp., 62 Ark.

App. 78, 966 S.W.2d 946 (1998) (a series of repetitive

motions, performed 115 to 120 times per day separated by
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periods of only 1.5 minutes, constituted rapid motion

within the meaning of the statute); High Capacity Prods.

v. Moore, 61 Ark. App. 1, 962 S.W.2d 831 (1998)

(movements repeated every fifteen seconds found to be

sufficiently "rapid"); Moody v. Addison Shoe Co., 104

Ark. App. 27, 289 S.W.3d 115 (2008)(movements -

completing a shoe every twelve to fourteen seconds -

were faster than the movements found to be sufficiently

rapid in Hapney and Moore).

I note that the fact that the claimant

developed bilateral carpal tunnel syndrome, as shown on

EMG/NCV studies as well as clinical examination,

establishes rapid repetitive motion for the

compensability of that condition. The statute makes a

presumption that where there is carpal tunnel syndrome,

there is rapid repetitive motion sufficient to satisfy

the statute. This is supported by Dr. Kelly’s opinion

that the claimant’s work activities caused her

tendinitis and ganglion cyst.

The respondents rely upon the fact that the

claimant did not perform rapid repetitive activities

while working in housekeeping on light duty to show that

this element cannot be satisfied. However, the

claimant’s symptoms and medical history show that she
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had signs of extensor carpi ulnaris tendinitis at the

same that she reported her wrist problems to her

employer in May 2012. She had a history of at least

sixteen years deboning chicken, and then five years of

washing totes. In describing her tote washing

activities, she stated that, in an eight hour shift, she

went through thirty-two pallets of totes. Each pallet

had twenty-five totes and lids on it. In eight hours,

she handled eight hundred (32 * 25) totes and eight

hundred lids. In one minute, she handled at least three

pieces. She alternated, hourly, between putting dirty

totes in the washing machine and taking them out.

The claimant repeated one set of tasks three

times per minute, for one hour, then switched to perform

a second set of tasks three times per minute, for one

hour. She maintained this activity for eight hours per

day. This activity certainly meets the standard of rapid

repetitive motion.  

In regard to the claimant’s ganglion cyst, I

find that it is the result of her tendinitis, making it

a compensable consequence of her compensable injury.

The claimant has established the

compensability of her right wrist ganglion cyst and

extensor carpi ulnaris tendinitis. The treatment of
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record was reasonably necessary medical treatment of the

claimant’s compensable injury. The claimant reports

continued symptoms. In light of Dr. Kelly’s

restrictions, the claimant’s continued hand-intensive

work, and the claimant’s recurrent symptoms, re-

evaluation of her hand is also reasonable and necessary

medical treatment of her compensable injury.

TEMPORARY BENEFITS

Temporary total disability is that period

within the healing period in which an employee suffers a

total incapacity to earn wages. K II Constr. Co. v.

Crabtree, 78 Ark. App. 222, 79 S.W.3d 414 (2002). In

order to be entitled to temporary total disability

compensation for a scheduled injury, the employee must

prove: (1) that she remains within her healing period;

and (2) that she has not returned to work. Wheeler

Construction Co. v. Armstrong, 73 Ark. App. 146, 41

S.W.3d 822 (2001). 

The claimant seeks temporary total disability

benefits from September 30, 2014 when Dr. Kelly

performed surgery on her right extensor carpi ulnaris

tendon and took her completely off work through

January 1, 2015, when she was able to return to work,

according to Dr. Kelly’s release. The claimant was off
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work as the result of reasonably necessary medical

treatment of her compensable injury, and during that

time, she was within her healing period and unable to

and did not work. Thus, indemnity benefits for that

period are appropriate.

PERMANENT BENEFITS

The claimant seeks permanent partial

disability benefits based upon a permanent anatomical

impairment rating of 12% to her right upper extremity.

On December 15, 2014, a permanent impairment analysis

was performed, pursuant to the Guides to the Evaluation

of Permanent Impairment (4th Ed. 1993), p. 16-17. The

diagnosis was right wrist extensor carpi ulnaris

tenosynovitis with surgery. A twelve percent rating was

calculated, based upon reduced passive wrist motion (2%)

and decreased grip and pinch strength per hand (10%). It

was noted that the testing was consistent and reliable,

and the results were an accurate representation of her

impairment, by the rating professional and Dr. Kelly. I

would award the claimant permanent partial disability

benefits under Ark. Code Ann. Sec. 11-9-521(a)(5) in the

amount of 12% of one hundred eighty-three (183) weeks.

I would award the claimant additional medical

treatment of the claimant’s bilateral carpal tunnel
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syndrome and her shoulder injury. I would award the

claimant medical benefits, temporary total disability

benefits and permanent partial disability benefits for

her compensable right extensor carpi ulnaris and

ganglion cyst injuries.

For the foregoing reasons, I must dissent from

the majority opinion.

                               
PHILIP A. HOOD, Commissioner


