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Dictation Time Length: 11:33
March 25, 2022
RE:
Buddy Laney
History of Accident/Illness and Treatment: Buddy Laney is a 68-year-old male who reports he was injured at work on two occasions. On 10/29/19, he was working on a flight and had to move the bar cart in a particular position in order to let the cockpit crew out. When he turned to face the cockpit door, he felt a sharp pain in his groin area. He was seen at United Airlines Clinic emergently, believing he injured his groin. Further evaluation led to what he understands to be a diagnosis of a hernia repaired laparoscopically on the left on 12/27/19. He is no longer receiving any active treatment for that incident. He also alleges on 03/03/20 he injured his right shoulder in an unspecified fashion. He did not convey whether he underwent surgery on the shoulder.

As per his first Claim Petition, Mr. Laney alleged he was lifting on 10/29/19 and sustained a hernia treated surgically. His second Claim Petition alleges on 03/03/20 he was pulling from an overhead bin and injured his right shoulder, treated surgically.
Treatment records show he was seen at Premise Health on 10/29/19. This evidently is United Airlines Premise Health Medical Facility at Newark Liberty International Airport. Their notes describe he was pulling at a bar cart to use as a blocker to open the pilot door for the pilot. He complained of sharp pain in his groin area. He was evaluated and diagnosed with a hernia. On 11/06/19, he was seen by Dr. Thomas for his groin injury. He had similar symptoms to his prior hernia in the 1990s before the left inguinal hernia repair was performed. History was also remarkable for high cholesterol, eye surgery, erosive esophagitis, hypothyroidism, anal fissure, and gonorrhea in the remote past. After evaluation, Dr. Thomas diagnosed him with a recurrent left inguinal hernia. They discussed treatment options including surgical intervention. It was noted on 08/20/18 he had a CAT scan of the brain done that showed no evidence of acute intracranial hemorrhage. The 2018 MRI was compared to the study of 09/12/19 in which there was no interval change. On 12/27/19, Dr. Thomas performed surgery to be INSERTED here. The Petitioner followed up postoperatively over the next several weeks. As of 02/24/20, there was no tenderness about the abdomen. His incision sites were clean, dry and intact. There was no bulge or edema. He was thought to be doing well and recovering as expected. He may resume his usual activities without restrictions at that point.
Additional records show Mr. Laney was seen on 04/06/20 at Concentra. He stated he was lifting luggage into the overhead and injured his right shoulder one month ago. History was then remarkable for insulin-dependent diabetes mellitus. There was no description of interval treatment being sought. He was examined and underwent x-rays of the right shoulder. He was diagnosed with a right shoulder strain and begun on antiinflammatory medications and cool compresses. He was quickly referred for MR arthrogram of the shoulder. This was conducted on 04/20/20, to be INSERTED here. He was seen on 04/22/20 at Concentra by Kelly Phillips. They noted diagnosis of right rotator cuff tear as well as a tear of the superior labrum anterior to posterior. He was then referred for orthopedic specialist consultation.

He was seen in that regard on 06/22/20 with the physician assistant of Dr. Furie. He reported having some physical therapy with no improvement. His assessment was that of right rotator cuff and glenoid labrum tear. They discussed treatment options and elected to pursue surgical intervention. On 06/24/20, surgery was done to be INSERTED here. Physical therapy was rendered postoperatively. He continued to see Dr. Furie through 05/13/21. At that time, he was doing well and had completed therapy. He denied any pain and reports his range of motion has improved significantly. He then was released from care to regular duty to return on an as-needed basis.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He indicated he serves as a scout master in Georgia where he currently resides.
ABDOMEN: Normal macro

GROIN: Normal macro
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal and open surgical scarring about the right shoulder, but no swelling, atrophy, or effusions. Skin was 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

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.

Buddy Laney alleges to have been injured at work on 10/29/19 and 03/03/20. The first led to a diagnosis of a left groin hernia repaired surgically. This was superimposed upon a prior left inguinal hernia repair in 1995 in the 1990s. After the latest repair, he followed up with Dr. Thomas and was discharged from care on 02/24/20. He was to resume his usual activities effective 01/27/20. Mr. Laney then alleges to have injured his right shoulder at work on 03/03/20. For unclear reasons, he delayed in seeking treatment until 04/06/20. In short order, he had an MR arthrogram of the right shoulder to be INSERTED. He then was seen by Dr. Furie and they elected to pursue surgical intervention. That will be INSERTED here. Mr. Laney followed up postoperatively in conjunction with physical therapy. As of his last visit with Dr. Furie, he was doing well and had no pain. He had good range of motion and strength.
The current examination found there to be no inguinal or abdominal hernias. He had full range of motion of the right shoulder. Provocative maneuvers at the shoulder were negative for internal derangement or instability. He also had full range of motion of the cervical and thoracic spines.
There is 0% permanent partial total disability referable to the abdomen/groin. His recurrent left inguinal hernia was definitively repaired surgically without signs of recurrence. There is 7.5% permanent partial total disability referable to the right shoulder.
