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Dictation Time Length: 06:40
January 18, 2022
RE:
Louis Mercogliana

History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Mercogliana as described in my report of 11/03/17. He is now a 69-year-old male who again describes he was injured at work on 06/30/16 when he was thrown to the floor by a patient. As a result, he injured his left shoulder and went to the emergency room afterwards. He had further evaluation leading to a diagnosis of a rotator cuff tear treated surgically on one occasion. He does not recall when he completed his course of active treatment.

He received an Order Approving Settlement on 05/09/18 in the amount of 20% of the left shoulder for a lacerated biceps tear, rotator cuff tear, multiple labral tears status post arthroscopic rotator cuff repair, acromioplasty, subacromial bursectomy and release of coracoacromial ligament, arthroscopic extensive glenohumeral debridement with debridement of anterior, inferior and posterior tear. He then applied for review of that award on 01/16/19.

Additional records show he was seen by Dr. Dwyer on 03/28/19 to establish need for treatment. He noted the Petitioner’s course of treatment to date including the fact Dr. Dwyer himself did surgery on 10/15/16. Mr. Mercogliana was then discharged at maximum medical improvement on 06/08/17. He denied any new injury or treatment, but was complaining of pain along the top of the shoulder, into the biceps, and a crunching and popping. This had been intermittent since he was discharged. He was currently working full duty. On exam, passive forward flexion was 180 degrees and active flexion was 180 degrees. Active external rotation was 5 degrees on the right and 30 degrees on the left. Internal rotation actively was symmetric. Strength was excellent. He had well‑healed arthroscopy portals. He had point tenderness at the AC joint, but there was no crepitus documented. Dr. Dwyer wrote his exam today showed evidence of a symptomatic acromioclavicular joint. He had better range of motion on his left shoulder than the right. The patient’s left shoulder is far stronger than the right shoulder in all planes of motion. This obviously contradicts the fact that he had surgery on the left shoulder. Dr. Dwyer recommended a left acromioclavicular joint injection and use of a Lidoderm patch. Mr. Mercogliana returned on 04/11/19 and accepted this cortisone injection. His last visit was on 05/23/19. He reported the injection gave him good relief for a couple of weeks. He was still complaining of pain in the left shoulder and was working full duty. Another corticosteroid injection was administered. He was cleared to continue working regular duty and was discharged from care.

PHYSICAL EXAMINATION

UPPER EXTREMITIES: Inspection revealed decreased turgor of the skin bilaterally. There were several abrasions and skin cancer removal scars bilaterally. There was a healed 2-inch scarring at the anterior right shoulder ALTHOUGH HIS COVERED INJURY IS THE LEFT SHOULDER. Skin was otherwise normal in color, turgor, and temperature. Range of motion was accomplished fully at the shoulders, elbows, wrists, and fingers bilaterally without crepitus, tenderness, locking, or triggering. Fine and gross hand manipulation were intact. The deep tendon reflexes were 2+ at the biceps, triceps, and brachioradialis. Peripheral pulses, pinprick, and soft-touch sensations were intact bilaterally.  Manual muscle testing was 5/5 in bilateral hand grasp, pinch grip, and throughout the upper extremities. There was no significant tenderness with palpation of either upper extremity. 
SHOULDERS: Normal macro
LOWER EXTREMITIES: Normal macro
CERVICAL SPINE: Normal macro
THORACIC SPINE: Normal macro
LUMBOSACRAL SPINE: The examinee ambulated with a physiologic gait. No limp or foot drop was evident. No hand-held assistive device was required for ambulation. Inspection of the lumbosacral spine revealed normal posture and lordotic curve with no apparent scars. Range of motion was accomplished fully on an active basis in flexion, extension, sidebending, and rotation bilaterally. There was no palpable spasm or tenderness of the paralumbar musculature, sacroiliac joints, sciatic notches, iliac crests, greater trochanters, or midline overlying the spinous processes. Sitting straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. No extension response was elicited and slump test was negative.

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.

On 06/30/16, Louis Mercogliana was injured while at work as marked in my prior Impressions section. Since evaluated, he received an Order Approving Settlement on 05/09/18. He then reopened his claim. He returned to the orthopedic care of Dr. Dwyer who thought he had a symptomatic AC joint. Two corticosteroid injections were administered to the shoulder.

The current exam found there to be full range of motion of both shoulders. There was decreased skin turgor bilaterally. There were healed portal scars about the left shoulder and an open longitudinal scar about the right shoulder. Provocative maneuvers about the shoulder were negative.

My opinions regarding permanency and causation will be INSERTED from the marked portion of page 6 and 7 of my prior report.
