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Dictation Time Length: 39:11
April 17, 2023
RE:
Carol McEntee
History of Accident/Illness and Treatment: Carol McEntee is a 60-year-old woman who reports on 08/20/19, she was assaulted at work by her general manager. She relates being struck several times upon her left shoulder, then grabbed by the left elbow joint as she was on a phone call with a client who had an issue with their previous event. As a result of this incident, she believes she injured her left shoulder, arm and hand, but did not go to the emergency room afterwards. Further evaluation led to a diagnosis of left brachial plexus injury. She underwent surgery on her left shoulder, arm and hand for this on 12/01/20. She has completed her course of active treatment as of 02/09/22 with Dr. Elkwood. Ms. McEntee admits that after being involved in a motor vehicle accident on 02/24/17, she was diagnosed with tendinitis of the left shoulder. She did have an MRI and physical therapy, but no surgical intervention. She denies any subsequent injuries to the involved areas. She was kind enough to provide us with a typed list of her various treatment visits and some of her medical history that will be attached.
As per her Claim Petition, Ms. McEntee stated she was attacked by her general manager causing permanent injury to the cervical spine, left shoulder, and psychiatric injuries. Treatment records show she was seen on 08/21/19 by Dr. Liebman at MedExpress Urgent Care. She stated the previous day she was grabbed by the shoulder and turned around while at work. She was assaulted by her boss who grabbed her around the shoulder while she was sitting at her desk and pulled her around to face him, having pain in the anterior and posterior arm. She would like to see orthopedics. X-rays of the left shoulder were done as was clinical exam. She was diagnosed with left shoulder pain for which she was prescribed Mobic and quickly referred for orthopedic consultation.

She was seen orthopedically on 08/28/19 by Dr. Lucke. He noted the mechanism of injury described. She stated she had an allergic reaction to the meloxicam that was prescribed at the urgent care. She already had a long list of medication and substance allergies. Dr. Lucke learned she had previously undergone lumbar L4-L5 surgery on 01/01/12, left wrist ganglion cyst removal in July 1996, retinal hemorrhage surgery on 07/13/15, as well as left breast biopsy in December 1994. He diagnosed left shoulder sprain and wanted her to get an MRI of the shoulder. This took place on 09/03/19. It revealed no full thickness rotator cuff tear. There was mild tendinosis similar to the prior study of plain x-rays on 08/21/19 and MRI of 09/25/17. She returned to Dr. Lucke to review these results. Ms. McEntee was also seen on 09/12/19 by Dr. Levin. She complained of 100% global discomfort through the left arm as well as cervical spine issues. He learned she had been involved in a motor vehicle accident in February 2017 after which she required some therapy that may have involved the left upper extremity. She also had undergone lumbar spine surgery for cauda equina syndrome in January 2012 from which she still has some residual deficits regarding her right leg, but made significant improvement following that surgery. She was currently complaining of diffuse comfort in her left upper extremity with inability to use it in multiple motor groups. He referenced the radiographic studies to date including cervical spine MRI done on 09/09/19, to be INSERTED. It was compared to a prior MRI of 10/10/17. Upon exam, he noted asymmetry of the right Achilles reflex most likely residual from her cauda equina syndrome problem of 2012. She had mild cervical spondylosis at C5-C6 that would not readily explain her diffuse symptoms in the left upper extremity. There was diffuse left upper extremity weakness and pain. He explained the mechanism of injury that may be suggestive of left upper extremity trauma and may involve the brachial plexus due to the diffuseness of her symptoms. He also noted a diagnosis of “somewhat teary-eyed patient.” He referred her for electrodiagnostic testing of the left upper extremity.
Ms. McEntee was then seen by Dr. Gribbin on 09/18/19 for this study. Left C7 radiculopathy based on denervation pattern. There was no evidence of plexopathy, entrapment neuropathy, polyneuropathy or primary muscle disease. The Petitioner complained to Dr. Gribbin that she felt like a victim and was now left jobless without any monetary compensation. She was tearful and crying throughout the visit due to emotional suffering. She was asked by her husband what would make her happy and she replied “death would.” She admitted she would discuss these issues with a psychiatrist and a psychologist, which was denied by her insurance company. The Petitioner was also seen on 12/17/19 by a spine surgeon named Dr. Levin. To date she had physical therapy and three epidural injections in addition to facet blocks and a suprascapular nerve block and trigger point injections. He diagnosed her with cervical strain as well as cervical spondylosis without myelopathy. He stated “the history and reporting is strongly clouded by overlay and embellishment related to what appears to be a suboptimal working relationship to her former employer and other staff.” As it relates to the cervical spine, he was happy to reassure Ms. McEntee he saw no evidence of any focal causally related cervical spine neural compressive pathology, malalignment, or instability that would necessitate further diagnostic workup or intervention in relation to the 08/20/19 injury or otherwise. She has had an aggressive interventional pain management approach that did not benefit her. “This is not surprising based on the lack of focal neurocompressive pathology or evidence of frank radiculopathy by MRI, examination, and even electrodiagnostic studies.” He recommended against proceeding with any additional interventional cervical spine pain management procedures and certainly would not consider any cervical spine surgical intervention. He deemed she had achieved maximum medical improvement for her cervical spine relative to the subject event. He cleared her to return to work in a full-duty capacity.

On 12/30/19, the Petitioner went to the emergency room after being involved in a motor vehicle accident as a restrained driver. She complained of pain in her neck, head, back, and left shoulder. She was on her way to the primary care physician for follow-up on a bladder infection when this accident occurred. She underwent several CAT scans to be INSERTED here. She was diagnosed with motor vehicle collision and acute exacerbation of chronic low back pain.

Ms. McEntee was seen orthopedically on 06/08/20 by Dr. Sidor. She gave a very detailed general medical information and medical history which was helpful. She had recently been placed on medical marijuana for left upper extremity pain syndrome which she is not happy about and did not like being on it. She takes the medical marijuana only at bedtime. In addition to the subject event, he learned she had a previous left shoulder history that occurred in a motor vehicle accident on 02/24/17. On that occasion, she fell out of her car and struck the left shoulder. She was diagnosed with tendinitis and treated with physical therapy. She cannot remember the treating physician and did not have a shoulder injection. She went back to work full duty and denied residual problems. Relative to the 08/20/19 incident, she was sitting at a desk and on the phone with a client. She was sitting catty-cornered to her desk and stated the general manager began striking her several times in the superior left shoulder and then grabbed the proximal humerus of her left shoulder and forcefully twisted her while she was sitting, and her whole body twisted with her shoulder. She had the phone in her left hand and right hand was on the mouse. It was late in the shift, but she did report the incident. She then underwent the treatment already described. She was also seeing Dr. Kleinbart who performed a corticosteroid injection that gave her two days of relief. They discussed possible arthroscopic surgery on the shoulder. Dr. Sidor diagnosed left shoulder contusion and strain. Those diagnoses were fully resolved. Multiple diagnostic studies including EMG/NCV and MRI arthrograms have been negative in regard to the shoulder. He concluded there was no further curative treatment required for the left shoulder diagnoses. She had reached Maximum Medical Improvement. She has subjective superior left shoulder pain, but again EMG/NCV studies which included exam of the suprascapular nerve and MRI arthrograms have been negative. Thus, there was nothing more to offer Ms. McEntee’s left shoulder.
On 09/12/20, she was seen at the Plastic Surgery Center. He wrote EMG was negative. MRI of the neck showed broad-based bulging at C5 and C6 that was cleared by spine surgeon. She had an MRI of the brachial plexus that was negative. On physical exam, she was significantly inhibited by pain. Adson’s maneuver was negative. He first gave her a trigger block to the radial tunnel after which all of her symptoms below the elbow improved. She was then given a block into her suprascapular notch with complete resolution of her symptoms for about 45 minutes, the length of time that the lidocaine was working. He thought she had either undiagnosed old fracture or tendinitis/tendinosis of the anterior coracoid, but more importantly she has suprascapular entrapment and radial tunnel syndrome. In light of the fact that radial tunnel and suprascapular notch compression syndrome often present with no real paralysis and no real EMG findings, but rather just pain up into the shoulder and radiating into the neck, he wanted her to get spine clearance. Otherwise, releases would be an order.

On 11/13/20, she was admitted to Jersey Shore Medical Center. Her laboratory studies were reviewed in preparation for preoperative surgical clearance. On 11/24/20, she was being admitted for exploration and decompression of multiple nerves to the left upper extremity. On 12/01/20, she underwent surgery by Dr. Elkwood. This involved intrafascicular microneurolysis and epineurectomy of the suprascapular nerve, supraspinatus, infraspinatus, axillary nerve, nerve to the deltoid, superolateral cutaneous nerve, nerve to the teres minor, posterior cutaneous nerve, nerve to the long head of the triceps, nerve to the medial head of the triceps, nerve to the lateral head of the triceps, posterior cutaneous nerve of the arm, partial myomectomy of the medial head of the triceps and teres major, microneurolysis/epineurectomy of medial pectoral nerve, lateral pectoral nerve, median cord, lateral cord, ulnar nerve, median nerve, musculocutaneous nerve, and partial myomectomy of pectoralis minor, microneurolysis and epineurectomy of the ulnar nerve, medial cutaneous nerve of the forearm, brachioradialis, extensor carpi radialis brevis, extensor carpi radialis longus, nerve to the pronator, nerve to the deep radial nerve, nerve to the superficial radial nerve, excision of scar tissue mass from the forearm, partial myomectomy of the supinator, complex closures and scar revisions with carpal tunnel release and Guyon’s canal release.
Prior records show Ms. McEntee was seen on 11/26/14 by Associates in Foot and Ankle Surgery. She reported with a history of severe car accident, spinal surgery for compression of her sciatic nerve. Overtime, the nerves healed but she does get idiopathic pain to the dorsal arch and into the third metatarsal space of the left foot. Previous podiatrist was looking for a PVR and ABI. He checked her vascular status, did not think she had a vascular issue. He felt it was more of a neuritis or neuritic type syndrome. He advised her of proper shoe gear and proper support to take the pressure off of her lower back. She was seen frequently by this group relative to her left foot in 2015 and 2016. On 03/07/17, she was seen for very painful feet and ankles having been involved in a 02/24/17 motor vehicle accident. She also sustained a concussion and burn to her right arm since that time. She had general muscle aches and pains for which she had seen her primary care doctor. She was also scheduled to see a neurologist and a physiatrist. She was treated in this group through 08/07/17.

On 02/24/17, she had a CAT scan of the cervical spine that was negative for acute fracture subluxation or static signs of instability.
On 03/21/17, she was seen orthopedically by Dr. Glasser with widespread complaints from the motor vehicle accident. Her various diagnostic studies to date were referenced. She underwent a clinical exam. Dr. Glasser thought she had an acute cervical disc herniation affecting her left upper extremity as she is complaining of weakness and has diminished sensation in C6 distribution with abnormal reflexes. She recommended an MRI of the cervical spine and lumbar spine. She did undergo these studies on 04/06/17, to be INSERTED. Follow-up with Dr. Glasser on 04/11/17 was done when they reviewed the results of these studies. Dr. Glasser gave several diagnostic impressions that will be INSERTED here as marked. She recommended electrodiagnostic studies as well as evaluation with a pain psychologist named Dr. Kay. She continued to see Dr. Glasser through 06/27/17. She noted Dr. Ponce had seen her neurologically, but discharged her. She was now under the care of Dr. Kay for her concussion type symptoms and anxiety and was followed by Dr. Atheras for her feet type symptoms. She no longer had patellofemoral pain. Lumbar MRI failed to reveal a specific etiology that could account for her medial shin and thigh pain. Cervical MRI on 04/06/17 revealed no significant neural element impingement. The possible concussion type symptoms may be playing some part in this overall condition of pain. She was going to continue with Dr. Kay. She stated physical therapy was too painful for her neck and this was placed on hold. Dr. Glasser continued to recommend an EMG. This plethora of symptoms and failure to respond to typical treatment mimics the failure she had to treatment after the event of 08/20/19. This speaks to significant amount of underlying psychological issues.
On 09/11/17, she was seen orthopedically by Dr. Mizrachi. He noted the cervical MRI and CAT scan of the cervical spine and that she had surgery for cauda equinus in June. He wrote she had a history of cervical radiculopathy but non-dermatomal pattern of cervical numbness and arm numbness, possible underlying left shoulder rotator cuff tear, and possible underlying neuropathic pain. He recommended EMG/NCV of the left upper extremity as well as the left shoulder MRI. EMG/NCV was done on 09/22/17. It did not reveal any evidence of cervical radiculopathy, carpal tunnel syndrome, or ulnar neuropathy. On 09/26/17, he recommended a new cervical spine MRI. The formal report from the EMG from 09/22/17 to be INSERTED. On 09/25/17, she had a left shoulder MRI to be INSERTED. On 10/10/17, she had a cervical spine MRI to be INSERTED. She was followed regularly by Dr. Mizrachi and his colleagues over the next several months. On 05/15/18, she was also seen in the same group by a podiatrist named Dr. Hassan relative to her feet. On 06/26/18, she was seen by another partner named Dr. Song. She had also seen Dr. Chen for pain management. She denied any prior issues with the shoulder before the accident in February 2017. He cited left shoulder MRI from 09/25/17; it revealed rotator cuff tendinopathy. He diagnosed left shoulder impingement syndrome for which he recommended conservative care. A corticosteroid injection was administered to the shoulder. Ongoing care with Dr. Song was rendered through 11/19/18 when she had continued left shoulder pain secondary to impingement syndrome. Dr. Chen had told her she does not need to see him anymore as this is a shoulder issue. Exam of the shoulder was limited secondary to pain and guarding. She had 90 degrees of forward elevation actively, 25 degrees of external rotation and internal rotation to S1. Passively she could achieve 150 degrees of forward elevation and 45 degrees of external rotation with pain. Rotator cuff strength was 4/5 in all planes globally with once again magnified pain. The assessment was patient with left shoulder impingement syndrome and inflammation. He opined there was no reason for any surgical intervention. He continued to recommend a whole course of treatment including injection and physical therapy.
On 03/27/18, physiatrist Dr. Krol performed an evaluation relative to the 02/24/17 incident. She noted the claimant’s complaint after the accident and her course of treatment to date. Examination was also performed. Dr. Krol deemed she had not reached maximum medical improvement relative to the cervical and lumbar spine. She could benefit from two trigger point injections to the cervical spine and one to the lumbar spine. Surgery was not medically necessary. She was not currently disabled from work. Several diagnoses were rendered and will be INSERTED as marked. She was deemed capable of working and performing all normal daily activities of living without any limitations.

On 07/12/18, pain specialist Dr. Chen noted five different presenting symptoms that will be INSERTED as marked. She carried diagnoses of emergency spinal surgery at L4-L5 on 01/01/12, left renal hemorrhage with stent insertion by Dr. Alexander, left wrist ganglion cyst surgery in July 1996, left shoulder impingement syndrome, cauda equina syndrome, posttraumatic stress disorder, anxiety and depression, as well as bacterial pneumonia. This physician diagnosed cervical spondylosis without myelopathy or radiculopathy for which cervical facet injections were recommended.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: A same-gender medical chaperone was present throughout the evaluation. She focused on her pain complaints and limited activities throughout the evaluation. She stated her whole left arm is sensitive. Her husband built her a physical therapy stretching bar that she uses at home. She did display photos of her surgical sutures from her phone.
UPPER EXTREMITIES: Inspection revealed numerous healed surgical scars. This included left volar wrist carpal tunnel scar, left dorsal forearm scar proximally that measured 3 inches in length, a dorsal upper arm scar measuring 4 inches in length, an anterior medial upper arm scar measuring 2.5 inches, and a longitudinal scar lateral to the left breast measuring 3 inches in length. There was no swelling, atrophy, or effusions. With manual muscle testing, she displayed wincing and sighing and became tearful. This yielded 5-/5 resisted left hand grasp and shoulder abduction with 4+/5 resisted left elbow flexion and extension, but was otherwise 5/5. Deep tendon reflexes were 3+ at the biceps, triceps and brachioradialis bilaterally. Pinprick sensation was deferred. Soft touch sensation was diminished globally in left upper extremity. However, she was also tender to palpation throughout the left upper extremity even to light touch. This is contradictory. She was tender at the left anterior upper arm. Tinel’s at the left brachial plexus was negative.
HANDS/WRISTS/ELBOWS: Tinel’s sign at the left wrist elicited tenderness, but no numbness or tingling. It was entirely negative on the right as were Phalen’s maneuvers bilaterally. Finkelstein's, Adson's, Watson, Grind, and Middle finger extension tests were negative bilaterally for instability, compression neuropathy, or vascular anomalies. There was no laxity with manual pressure applied at the elbows or fingers. Resisted pronation/supination at the elbows did not elicit symptoms.  

SHOULDERS: Normal macro

Notably, she had hypermobility in flexion of the left and right upper extremities.
CERVICAL SPINE: Normal macro

THORACIC SPINE: Normal macro
IMPRESSIONS and ANALYSES: Based upon the history, record review, and current examination, I have arrived at the following professional opinions with a reasonable degree of medical probability.

Carol McEntee alleges she sustained a traumatic injury at work on 08/20/19. She received a protracted course of treatment afterwards much of which was unauthorized. She had also been involved in a motor vehicle accident on 02/24/17 after which she sustained symptoms very similar to those she offered after the subject event. She did undergo extensive diagnostic testing after each incident. On 12/30/19, she was involved in a subsequent motor vehicle accident while on her way to her primary care physician for a bladder infection. She had also undergone lumbar spine surgery in 2012. In the past medical history section of the ER visit from 12/30/19, there was no mention of the Workers’ Compensation accident of 08/20/19. This is quite curious.

The current examination found there to be significant functional overlay in Ms. McEntee’s presentation. This included her extreme focus on her subjective complaints. There was diminished soft touch sensation throughout the left upper extremity although this was tender to palpation even to light touch. There was hyperflexion of the left and right upper extremities. There was healed surgical scarring. There was mild weakness in left upper extremity in the absence of atrophy. She had full range of motion of the cervical spine where Spurling’s maneuver was negative.
Relative to the cervical spine and left shoulder, there is 0% permanent partial total disability. I would offer some disability regardless of cause for the nerve “entrapments” treated surgically. In light of similar symptoms after a 2017 motor vehicle accident, I cannot ascribe this condition to the event in question. I would offer 10% permanent partial disability referable to the statutory left arm regardless of cause.
