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 OPINION AND ORDER 
 

The claimant appeals an administrative law judge’s opinion filed 

October 1, 2018.  The administrative law judge found that the claimant 

failed to prove a total knee replacement surgery was reasonably necessary.  

After reviewing the entire record de novo, the Full Commission finds that 

the claimant did not prove a total knee replacement surgery was reasonably 

necessary in connection with the claimant’s compensable injury.     

I. HISTORY 

 John Edward Means, now age 58, testified that he became 

employed with the respondents in about 1988.  The record indicates that 



MEANS-G601502  2
  

 

the claimant treated with Dr. Louis Bell in February 2013:  “States twisted Lt 

knee Fri. – states back of knee feels tight & painful.”  Dr. Bell’s handwritten 

notes appear to indicate that he diagnosed “Sprain L knee.”  Dr. Samuel 

Meredith reported in April 2013, “He injured his knee a month and a half 

ago.  He slipped on an uneven surface, twisted his knee, and felt a pop.  He 

has had medial pain and inability to fully extend the knee….X-rays and MRI 

consistent with fairly medial compartment osteoarthritis.  He has signal 

changes in his menisci which appear non-surgical to me.  Treatment plan:  

Intraarticular injection, patient ed, PT.  Recheck in three weeks.”  Dr. 

Meredith noted in May 2013, “He got good relief for a couple of weeks.  He 

is still having anterior patellofemoral pain.  We discussed Synvisc as the 

next step in conservative management of OA.  He is going to give this 

consideration.”  Dr. Bell reported “Pain in knee” in July 2015.  Dr. Bell’s 

impression in December 2015 was “1)  Chronic L knee pain.”    

The respondents stipulated that the employee-employer relationship 

existed on February 22, 2016.  The claimant testified that he tripped on the 

respondents’ school sidewalk and fell.  The respondents stipulated that the 

claimant “sustained compensable injuries to his right shoulder and lower 

back” on February 22, 2016.  The respondents also initially stipulated that, 

on February 22, 2016, the claimant “had a temporary aggravation to 

preexisting left knee issues.”  The claimant saw Dr. Bell on February 23, 

2016:  “Fell at work yesterday.  Lt knee and leg hurts sharp pain when 
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standing – sharp pain in Lt hip that radiates to back – can’t hold RA over 

head – needs form filled out for workers comp.”   

 Dr. Michael Hood’s impression on March 15, 2016 included “3.  Left 

knee osteoarthritis.”  Dr. Hood treated the claimant conservatively.  Dr. 

Hood reported on March 29, 2016, “Mr. Means did not keep his 

appointment for his multiple work-related ailments.  Due to the patient’s 

noncompliance, Mr. Means is now discharged from the clinic.  He is at 

maximum medical improvement to the best of my knowledge.  He may 

return to work full duty and there is no permanent partial impairment rating.”  

The claimant testified that he did not intentionally miss his March 2016 

appointment with Dr. Hood. 

 The claimant testified on direct examination: 

  Q.  Tell us what happened to you on May 4th, 2016. 
A.  We were – I was in the environment at my desk and it was 
only me and Mrs. – the assistant and myself was there and 
we had some teen fighting on campus, and I had it stopped 
and broke up a fight earlier in the environment.  I was just 
trying – I’ll just say it really wasn’t a fight because we stopped 
it before they got to fighting and about lunch time – around 
lunch time the kids went to the bathroom.  One of the kids 
went to the bathroom and said some things, and the other 
little boy saw him and was in the hall – across the hall and 
they got – they got to fighting out there, and I went out there to 
break up a fight, and I was trying to shield him from getting 
hurt, and he kept trying to keep from, you know, not going to 
the room and wanting to grab.  So I grabbed him and held him 
to restrain him, but in the process, he was kicking and stuff, 
and he got loose and he kicked my leg up from under there.  
Basically, that’s the only thing I can say.  Pushing and doing 
and I twisted and I fell.   
 



MEANS-G601502  4
  

 

 The respondents admit on appeal that the claimant sustained a 

compensable injury to his left knee as a result of the accident occurring 

May 4, 2016.  According to the record, Dr. Hood reported on May 24, 2016:  

“Mr. Means returns today with a new problem of work-related injury to the 

left knee.  Date of injury is 05/04/2016.  The patient reports he was trying to 

break up a fight and landed on his left knee.  He has had pain when he 

stands or walks.”  Dr. Hood’s impression was “1.  Work-related left knee 

injury.  2.  Left knee osteoarthritis.  3.  Left knee contusion….Injection to the 

left knee today.  Left-hinged knee brace.  Return to clinic in two weeks.”  Dr. 

Hood reported on June 9, 2016, “Mr. Means returns today for followup of 

his left knee arthritis and contusion.  He is doing much better after the 

injection.  He states the brace really helps.  He still has some pain with 

weightbearing activities, but overall is much improved.”  Dr. Hood’s 

impression was “Left knee osteoarthritis and left knee contusion.”   

 Dr. Hood performed surgery on July 27, 2016:  “1.  Open 

reconstruction of acute complete rotator cuff tear, right shoulder.  2.  

Arthroscopic extensive debridement of right shoulder including rotator cuff 

tear, biceps tenotomy, anterior labrum, superior labrum and subacromial 

space.”  The pre- and post-operative diagnosis was “1.  Work-related right 

massive rotator cuff tear, complete, traumatic.  2.  Right shoulder biceps 

tendinosis.  3.  Right rotator cuff impingement.”  The respondents eventually 
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accepted a 3% permanent impairment rating related to the claimant’s 

compensable right shoulder injury.   

 The claimant began treating with Dr. James R. Adametz on 

October 18, 2016:  “Low back pain with hip pain on both sides, initially 

telling about his right hip and he said it is sort of on the left side as well….I 

am going to send him back to PT and have them work on his low back and I 

am going to set him up for at least one epidural steroid injection of the 

lumbar spine, and see if I can get some of this cooled down.”   

 Dr. Hood noted on October 20, 2016, “Regarding his left knee, he 

continues to have fairly significant discomfort and pain with the left knee 

despite the brace and despite previous conservative modalities with anti-

inflammatories and injections.  We did discuss ultimately I think Mr. Means 

is going to progress onto needing a total knee replacement.  We will hold off 

on further discussions of this until after he is full (sic) recovered from his 

right shoulder surgery and then we will re-address his left knee in the 

future.”     

 The claimant followed up with Dr. Hood on December 1, 2016: 

Mr. Means reports continued progression and improvement 
with his right shoulder post rotator cuff repair.  He is able to 
comply with all physical therapy requirements and is 
progressing as expected.   
He continues to complain of weightbearing pain at the left 
knee, particularly with stairs as well as low back pain.  He had 
an epidural block approximately three weeks ago, but 
continues to have difficulty standing for a long periods (sic) of 
time…. 
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IMPRESSION: 
1.  Postop care of right rotator cuff repair, four months postop. 
2.  Left knee arthritis. 
3.  Lumbar spondylosis with lumbar stenosis.   
PLAN:  At this point, we will convert Mr. Means over to a 
home exercise program for his right shoulder, continue with 
home exercises for his knee and low back.  I would like to see 
him back in two months for his right shoulder.  At that time, I 
anticipate release with an impairment rating related to the 
shoulder.   
At this time, he is released from care regarding his left knee 
and low back.  I feel as though the patient is at maximum 
medical improvement with regards to his left knee and low 
back.  These are chronic degenerative problems that were 
exacerbated by his fall and at this point are at baseline.  I did 
not recommend any additional treatment related to his work-
related injuries to the low back or left knee. 
There is no permanent impairment rating for the knee or the 
low back…. 
 

 The claimant followed up with Dr. Adametz on December 20, 2016:  

“He has finished getting his therapy and now he says he thinks he has 

gotten a little bit better and thinks steroid injections may have helped after 

all….He is telling me he may have to get his knee operated on, but that is a 

non-worker’s compensation issue, so it is a separate problem.”   

Dr. Adametz performed surgery on March 29, 2017:  “Left L3-4 

hemilaminotomy and extensive decompression for far lateral disc herniation 

on the left with microscopic dissection.”  The pre- and post-operative 

diagnosis was “1.  Left L3-4 disc herniation that extends out into the far 

lateral position.  2.  Obesity with body mass index of 50.”  The respondents 

eventually accepted an 8% permanent impairment rating related to the 

claimant’s compensable back injury.     
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 The claimant returned to Dr. Hood on June 1, 2017: 

This is a 56 year old male who comes in for a chief complaint 
of knee pain, involving the left knee.  The knee pain is located 
on the front of the knee.  This occurred in the context of a 
gradual and insidious onset.  He has been seen and 
evaluated by self.  The knee pain has been present for 1 year.  
The left knee pain constantly occurs.  The knee pain is best 
described as stabbing and is associated with radiation to the 
ankle and gait instability.  The knee pain is 9 out of 10 
currently.  He reports difficulty with ADL’s and difficulty 
walking…. 
 
X-rays of the left knee were ordered and obtained, 
demonstrating the following findings:  There is normal 
alignment.  Additional findings include osteophytes, 
subchondral cyst, subchondral sclerosis, and diffuse 
degenerative changes.  Visual inspection of the joint reveals 
bone on bone, medial compartment, decreased joint space, 
lateral compartment, and decreased joint space, 
patellofemoral compartment.  Soft tissue exam reveals normal 
soft tissue…. 
 
I counseled the patient about the natural history of 
degenerative joint disease of the knee which typically has 
exacerbations and remissions.  Many people report that 
changes in the weather also affect the degree of pain from 
arthritis.  The knee joint does not heal on its own when there 
is arthritis.  With time, the symptoms of arthritis may get 
worse.  For some, conservative management may not be 
satisfactory.  These individuals should consider surgical 
options.... 
 
After counseling the patient, we decided on the following plan 
for the LEFT KNEE:  Total knee replacement.   
 

 Dr. Hood’s impression was “Knee Arthritis, Left.  Unilateral primary 

osteoarthritis, unspecified knee.”  Dr. Hood performed surgery on June 7, 

2017:  “Left primary total knee arthroplasty.”  The pre- and post-operative 

diagnosis was “Left primary unilateral knee osteoarthritis.”          
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 A pre-hearing order was filed on April 11, 2018.  The claimant 

contended, “On 2/22/2016, claimant was in the scope and course of his 

employment when he tripped over a broken side walk while at work and 

injured his right shoulder, bilateral wrists, left hip, left ankle, left knee and 

back.  The respondents only accepted the right shoulder and back injury.  

An MRI revealed a disk protrusion at L3-4.  Claimant underwent 

conservative care for his low back and rotator cuff repair surgery on 7/27/16 

for his right shoulder.  Claimant was released with an 8% rating for his 

lumbar spine, but no rating for his shoulder was ever addressed.  Claimant 

contends that he is entitled to an impairment rating for his shoulder injury.  

On 5/4/2016, claimant was breaking up a fight in the hallway in the scope 

and course of his employment, when he re-injured his left knee.  Again, the 

respondents denied the left knee injury.  On 6/7/17, claimant underwent a 

total knee replacement.  Claimant contends that he is entitled to indemnity 

benefits associated with both dates of injury, that he sustained a 

compensable injury to his left knee and is entitled to medical treatment, and 

that his attorney is entitled to attorney fees.  All other issues are reserved.”   

 The respondents contended, “Respondents contend that all 

appropriate benefits have been and are being paid with regard to 

Claimant’s compensable injuries sustained on 2/22/16.  Claimant has 

preexisting problems with regard to his left knee, which account for his 

current need for medical treatment.  Respondents provided appropriate 
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medical treatment associated with Claimant’s temporary aggravation of his 

left knee condition and returned Claimant to baseline condition.”   

 The parties agreed to litigate the following issues:  “Compensability 

of left knee, medical expenses, temporary total disability benefits, 

anatomical impairment, and attorney’s fees.  All other issues are reserved.”   

 A hearing was held on June 20, 2018.  The claimant’s attorney 

stated at that time, “Your honor, the only issue that we are going to be 

going forward on is compensability of the left knee.”  The claimant reserved 

the issue of temporary total disability benefits and permanent anatomical 

impairment related to the left knee. 

 An administrative law judge filed an opinion on October 1, 2018 and 

found that the claimant did not prove the total knee replacement surgery 

was reasonably necessary.  The administrative law judge found that the 

claimant “suffered a temporary aggravation” of his pre-existing left knee 

condition.  The claimant appeals to the Full Commission. 

II. ADJUDICATION 

 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. 2012).  

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).  Preponderance 
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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).  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, “2.  The 

claimant has failed to meet his burden of proving by a preponderance of the 

evidence that his total knee replacement surgery is reasonable and 

necessary medical treatment for his compensable injury.  Specifically, 

claimant suffered a temporary aggravation of his pre-existing left knee 

osteoarthritis and he had returned to his baseline condition prior to the 

surgery.”  The Full Commission finds that the claimant did not prove a total 

knee replacement surgery was reasonably necessary in connection with the 

compensable injury.     

 The claimant has been employed with the respondents, Helena 

School District, since about 1988.  The claimant has suffered from chronic 

left knee problems since at least 2013.  A physician diagnosed 

“osteoarthritis” in the claimant’s left knee in 2013 and Dr. Bell’s impression 

in 2015 was “Chronic left knee pain.”  The respondents admit on appeal 

that the claimant sustained a compensable injury to his left knee on 

February 22, 2016.  The claimant tripped on a school sidewalk and fell.  

The respondents stipulated the claimant sustained compensable injuries to 
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his right shoulder and back on that day in addition to his left knee.  Dr. Hood 

released the claimant with regard to his left knee on March 29, 2016.   

 The respondents admit on appeal that the claimant sustained 

another compensable injury to his left knee on May 4, 2016.  The claimant 

testified that he twisted and fell while breaking up a fight.  Dr. Hood 

subsequently treated the claimant for a work-related left knee injury, left 

knee osteoarthritis, and a left knee contusion.  Dr. Hood initially 

recommended conservative treatment for the claimant’s knee.  Dr. Hood 

again released the claimant on December 1, 2016.  Dr. Hood’s impression 

at that time included “Left knee arthritis,” and he did not recommend any 

additional treatment related to the knee.  Dr. Adametz noted on 

December 20, 2016 that the claimant might require knee surgery, “but that 

is a non-worker’s compensation issue, so it is a separate problem.”  The 

claimant underwent compensable right shoulder and lumbar spine 

surgeries.   

 The claimant returned to Dr. Hood on June 1, 2017.  The claimant 

continued to complain of left knee pain.  Dr. Hood counseled the claimant 

that he was suffering from degenerative joint disease of the knee.  The 

claimant preferred surgery rather than conservative treatment.  Dr. Hood 

therefore planned a “Total knee replacement” and diagnosed “Knee 

arthritis, left.”  Dr. Hood performed a left knee total arthroplasty on June 7, 

2017. 
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 The Full Commission reiterates the respondents’ admission that the 

claimant sustained compensable injuries to his left knee on February 22, 

2016 and May 4, 2016.  The respondents characterize these compensable 

injuries as “temporary aggravations of a pre-existing condition.”  The 

respondents cite no relevant statutory authority or appellate precedent 

supporting their “temporary aggravation” defense.  An aggravation is a new 

injury resulting from an independent incident.  Farmland Ins. Co. v. Dubois, 

54 Ark. App. 141, 923 S.W.2d 883 (1996).  An aggravation is a new injury 

with an independent cause.  Id.  An aggravation must meet the 

requirements for a compensable injury.  Ford v. Chemipulp Process, Inc., 

63 Ark. App. 260, 977 S.W.5 (1998).  The Commission must strictly 

construe the provisions of the Workers’ Compensation Act.  See Ark. Code 

Ann. §11-9-704(c)(3)(Repl. 2012); Clardy v. Medi-Homes LTC Servs., LLC, 

75 Ark. App. 156, 55 S.W.3d 791 (2001).  Pursuant to strictly construing the 

provisions of Act 796 of 1993, the respondents cite no statutory authority or 

relevant case law which provides that a compensable aggravation may be 

“temporary” in nature.  The Commission notes that the Arkansas Court of 

Appeals has described the “temporary aggravation of a pre-existing injury” 

defense as a “new, unfounded theory” that is “rather novel.”  See Johnson 

v. Pat Salmon & Sons, Inc., 2011 Ark. App. 48 (Ark. App., 2011).   

 Nevertheless, the employee must prove by a preponderance of the 

evidence that additional medical treatment is reasonably necessary.  Stone 
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v. Dollar Gen. Stores, supra.  The Full Commission recognizes that the 

claimant need only prove that his compensable injury was “a factor” in his 

need for surgery.  Williams v. L&W Janitorial, Inc., 85 Ark. App. 1, 145 

S.W.3d 383 (2004).  We find in the present matter that the claimant did not 

prove his February 22, 2016 or May 4, 2016 compensable injuries were “a 

factor” in Dr. Hood’s decision to perform left knee surgery on June 7, 2017.  

Dr. Hood plainly stated on June 1, 2017 that the claimant’s total knee 

replacement was related to arthritis and osteoarthritis.  Dr. Hood did not 

opine that the knee replacement was causally related to the claimant’s 

compensable left knee injuries or was “a factor” in the claimant’s need for 

left knee surgery.  Dr. Adametz also opined in December 2016 that knee 

surgery was “a non-worker’s compensation issue, so it is a separate 

problem.”  There is no other probative evidence of record demonstrating 

that the compensable injuries on February 22, 2016 and May 4, 2016 were 

“a factor” in the claimant’s need for surgery performed by Dr. Hood on 

June 7, 2017.   

 After reviewing the entire record de novo, the Full Commission finds 

that the claimant did not prove surgery performed on June 7, 2017 was 

reasonably necessary in connection with the claimant’s injuries sustained 

on February 22, 2016 or May 4, 2016.  The claimant did not prove that said 

treatment was reasonably necessary in accordance with Ark. Code Ann. 

§11-9-508(a) (Repl. 2012).  We therefore affirm the administrative law 
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judge’s opinion as modified.  This claim for additional medical treatment is 

respectfully denied and dismissed. 

 IT IS SO ORDERED.   

 
 
    ___________________________________ 
    SCOTTY DALE DOUTHIT, Chairman 
 
 
 
    ___________________________________ 
    CHRISTOPHER L. PALMER, Commissioner 
 
 
 
Commissioner Willhite dissents. 
 

DISSENTING OPINION 

  After my de novo review of the record in this claim, I dissent 

from the majority opinion, finding that the claimant did not prove a total knee 

replacement surgery was reasonably necessary in connection with the 

claimant’s compensable injury. 

Factual and Medical Background 

  The claimant, now 57 years old, worked for the respondent-

employer as a teacher, coach, and director of the alternate education 

program.  The claimant sustained admittedly compensable injuries to his 

left knee in two separate workplace events.  On February 22, 2016, the 

claimant was walking to the cafeteria when he tripped on a broken sidewalk 



MEANS-G601502  15
  

 

and fell.  On May 4, 2016, the claimant was breaking up a fight when he 

was kicked in the leg, which caused him to twist and fall. 

  The claimant saw Dr. Louis Bell on February 23, 2016 with 

complaints that his left knee and leg hurt.  On March 4, 2016, the claimant 

underwent a whole-body scan.  This test revealed the following: 

FINDINGS: No scintigraphic evidence of acute 
or aggressive lesion. No acute thoracolumbar 
spine abnormality.  Degenerative changes of the 
bilateral shoulders and knees are noted.  This is 
most notable in the medial compartment of the 
left knee.  The soft tissues are grossly 
unremarkable. 
 

  An examination of the claimant’s left knee on March 15, 2016 

showed “positive patellofemoral crepitation. No effusion.”  There was no 

detectable instability.   

  After the May 4, 2016 work-accident, the claimant was seen 

by Dr. Michael Hood.  The medical records from May 24, 2016 noted, 

“Examination of his left knee reveals trace joint effusion.  Positive 

patellofemoral crepitation.”  X-rays revealed: 

Findings:  Asymmetric medial joint space 
narrowing.  Complete obliteration of the medial 
joint space.  No fracture, dislocation, or 
destructive lesion.  Severe patellofemoral joint 
arthrosis.  
 
Impression:  Advanced left knee 
tricompartmental arthritis. 
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  Dr. Hood provided an injection for the claimant’s left knee and 

a left-hinge knee brace. 

  The medical record from the claimant’s August 9, 2016 visit 

with Dr. Hood contained a note that the claimant would ultimately need 

“total knee”. 

  Dr. Hood noted in his September 6, 2016 records: 

Regarding his left knee, we have tried cortisone 
injections, nonsteroidal anti-inflammatories, 
activity modification, and bracing.  He continues 
to have significant discomfort in his left knee. 
 
Based on advanced osteoarticular arthritis within 
the knee, total knee arthroplasty would be the 
only surgical consideration and at this time the 
patient is still recovering from his rotator cuff 
repair.  Given his disabilities to his left arm and 
limitations with the right postoperative arm, total 
knee arthroplasty at this point is out of the 
question. 
 

  On December 1, 2016, Dr. Hood released the claimant from 

his care regarding his left knee.  Dr. Hood indicated that the claimant had 

reached maximum medical improvement for his left knee and low back.  

According to Dr. Hood’s record, “These are chronic degenerative problems 

that were exacerbated by his fall and at this point are at baseline.”  The 

claimant was given permanent restrictions related to his low back and knee 

of no bending and lifting more than 10 pounds, no stooping, no squatting, 

and no climbing. 
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  The claimant returned to Dr. Hood with complaints of knee 

pain on June 1, 2017.  X-rays were ordered and obtained, after which Dr. 

Hood noted: 

There is normal alignment.  Additional findings 
include osteophytes, subchondral cyst, 
subchondral sclerosis, and diffuse degenerative 
changes.  Visual inspection of the joint reveals 
bone on bone, medial compartment, decreased 
joint space, lateral compartment, and decreased 
joint space, patellofemoral compartment.  Soft 
tissue exam shows normal soft tissue. 
 

  On June 7, 2017 the claimant underwent a left primary total 

knee arthroplasty. 

  The claimant was involved in a prior workplace accident in 

February of 2013.  As a result of this accident, the claimant sustained a left 

knee injury.  Medical records from Dr. Samuel Meredith which are dated 

April 9, 2013, showed medial compartment tenderness, marginal 

proliferation and mild synovitis.  Dr. Meredith indicated that the x-rays and 

MRI are consistent with fairly medial compartment osteoarthritis.  He has 

signal changes in his menisci which appear non-surgical. 

Opinion 

  An 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).  The 

claimant bears the burden of proving that he is entitled to additional medical 
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treatment.  Dalton v. Allen Eng’g Co., 66 Ark. App. 201, 989 S.W.2d 543 

(1999).  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). 

  Reasonable and necessary medical services may include 

those necessary to accurately diagnose the nature and extent of the 

compensable injury; to reduce or alleviate symptoms resulting from the 

compensable injury; to maintain the level of healing achieved; or to prevent 

further deterioration of the damage produced by the compensable injury.  

Jordan v. Tyson Foods, Inc., 51 Ark. App. 100, 911 S.W.2d 593 (1995).  A 

claimant does not have to support a continued need for medical treatment 

with objective findings.  Chamber Door Industries, Inc. v. Graham, 59 Ark. 

App. 224, 956 S.W.2d 196 (1997). 

  It is undisputed that the claimant suffered an injury to his left 

knee prior to his two workplace accidents in 2016.  However, the objective 

findings of the claimant’s knee condition in 2013 were mild in comparison to 

those present in 2017 when he underwent arthroplasty.   As noted above, in 

2013 the claimant’s diagnostic tests showed marginal proliferation and mild 

synovitis.  However, in May of 2016 the findings had worsened to complete 

obliteration of the medial joint space and a showing of bone on bone in the 

medial compartment of the knee joint in June of 2017.   Also, the findings in 

the claimant’s left knee did not warrant surgical intervention when he was 
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released from Dr. Meredith’s care.  However, on August 9, 2016, shortly 

after the two work accidents, Dr. Hood noted that the claimant needed a 

total knee replacement.   

  Dr. Hood opined that the claimant’s knee injury was a chronic 

degenerative problem that was exacerbated by his fall that had returned to 

baseline.  However, the objective findings in the record show a worsening 

of the claimant’s knee after his 2016 work accidents.  These findings 

indicate that the claimant had not returned to the baseline that was 

established in his 2013 diagnostic tests.   Thus, I find that the claimant’s left 

knee arthroplasty was causally connected to the claimant’s compensable 

left knee injuries. 

  Additionally, Dr. Hood indicated in his medical records on 

several occasions that a total knee arthroplasty would be necessary.  The 

claimant testified that the surgery helped tremendously.  Thus, I find that 

the claimant’s left knee arthroplasty was reasonably necessary. 

  Therefore, for the aforementioned reasons, I find that the 

claimant proved by a preponderance of the evidence that he is entitled to 

additional medical treatment to his left knee, including the total knee 

arthroplasty performed by Dr. Hood. 

  For the foregoing reasons, I dissent from the majority opinion. 

 
 
    ___________________________________ 
    M. SCOTT WILLHITE, Commissioner 


