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Dictation Time Length: 07:39
August 22, 2022
RE:
Daniel Flanigan
History of Accident/Illness and Treatment: As you know, I previously evaluated Mr. Flanigan as described in my report of 08/09/18. He is now a 57-year-old male who again reports he injured his right shoulder when he fell at work on 05/17/17. He did go to the emergency room afterwards. With this and subsequent evaluation, he understands his final diagnosis to be three or four torn muscles in his shoulder. These were repaired surgically in July 2017 with implantation of five anchors and a muscle graft. He is not actively receiving treatment at this time. He expected another injection to his shoulder, having seen Dr. Dwyer and undergone an MRI arthrogram in 2021.
Per the records supplied, Mr. Flanigan received an Order Approving Settlement on 12/11/18, to be INSERTED here. He then reopened his case. On 04/10/18, he was seen by Dr. David. He offered 70% permanent partial total at the right shoulder. On 11/23/20, the Petitioner was seen by Regional Orthopedic Medicine, but the specific author was not indicated. The physician did describe Mr. Flanigan was status post extensive surgery on the right shoulder. He recently experienced recurrent right shoulder pain while at work. No diagnostic studies had been performed. He opined that further treatment was necessary including returning to Dr. Dwyer. He should undergo an MRI arthrogram of the shoulder and the results of treatment would be dependent upon its findings.

On 03/17/21, he was seen by Dr. Dwyer. Mr. Flanigan was examined. He related his shoulder pain had returned in 2019 when he was pulling a trailer stand up to chest height and felt sharp pain in his shoulder. He notified his supervisor about his pain. He did not seek any interim treatment. Dr. Dwyer referred him for an MR arthrogram of the shoulder. This was done on 06/18/21, to be INSERTED here. Dr. Dwyer discussed the results with him on 06/23/21. Artifact from metallic surgical anchors significantly limits evaluation. There was no frankly retracted rotator cuff re-tear. He had mild atrophy and the labrum appeared scarred. There was mild to moderate degeneration of the acromioclavicular joint. He concluded exam had been unchanged and he did have reasonable active and passive range of motion as well as strength. His pain was not significant enough to justify injection therapy so he declined same. Dr. Dwyer concluded he remained at maximum medical improvement.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: He states that he does various chores around the house including taking care of his lawn, but at the end of the day it hurts and he has to takes two to three days to recover. He does have a pool to which he tends.
Incidentally noted was healed scarring about the right knee consistent with his arthroplasty.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed healed portal scarring about the right shoulder, but no swelling, atrophy, or effusions. Skin was normal in color, turgor, and temperature. Bilateral shoulder motion was decreased actively. Abduction right was 150 degrees and left 105 degrees, flexion right 165 degrees and left 130 degrees. Motion was otherwise full in all independent spheres. Combined active extension with internal rotation was to the L3 vertebral level bilaterally. Motion of the elbows, wrists, and fingers was full in all planes without crepitus, tenderness, triggering or locking. 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: He had positive Neer impingement signs bilaterally. Yergason, Hawkins, apprehension, empty can, O’Brien’s, drop arm, crossed arm adduction, and Speed's tests were negative bilaterally for impingement, rotator cuff tear, dislocation, tendinopathy, or instability at the shoulders.

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.

On 05/17/17, Daniel Flanigan was injured as marked in my prior report. Since evaluated here, he received an Order Approving Settlement and then reopened his claim. He saw Dr. Dwyer who had him undergo an MRI arthrogram on 06/18/21. This did not demonstrate substantive new or recurrent pathology. Dr. Dwyer again deemed he had reached maximum medical improvement.

The current exam of Mr. Flanigan found he had decreased range of motion about both shoulders including the uninjured left shoulder. This was more pronounced than the injured right shoulder. He had no weakness or atrophy. He complained of tenderness with Neer impingement maneuvers bilaterally, but other provocative maneuvers were negative.

My impressions relative to permanency and causation remain the same as will be marked. I do concur with Dr. Dwyer that Mr. Flanigan does not have indications for further curative treatment at this juncture.
