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Dictation Time Length: 34:22
October 16, 2022

RE:
Kevin Rothmiller
History of Accident/Illness and Treatment: Kevin Rothmiller is a poor historian. He is a 59-year-old male who alleges he was injured at work in 2013 and 2016. He did not explain any mechanism of injury that may have occurred. Nevertheless, he believes he injured his shoulder, arm, hand, and neck. He did not go to the emergency room afterwards. He considers himself “disabled.” He is not currently receiving any treatment, but indicates he did have surgery on the shoulder. Past medical history includes problems involving his back and feet of an unspecified nature. He denies subsequent injuries to any of the involved areas.

As per his first Claim Petition, he alleged on 09/13/13 he was lifting trash and injured his left shoulder. He filed another Claim Petition for an incident of 04/15/16, alleging he was lifting a heavy tray and injured his neck, left arm, and left hand. He did receive an Order Approving Settlement on 11/05/14 pertaining to the first incident, to be INSERTED here. He then supplied reopener interrogatory answers indicating he was having numbness and tingling all the way from the shoulders to the hand as well as increased weakness in his left shoulder. He also alleged sustaining an occupational neck injury. He related his symptoms to his Workers’ Compensation claim.

Per the records supplied, Mr. Rothmiller was seen at MedExpress on 09/17/13. He reported injuring his left shoulder on 09/13/13. He felt a pop and decreased range of motion. After evaluation, he was diagnosed with a sprain and discharged on Tylenol or Motrin. On 09/13/13, at the referral of Dr. Levine, he had an MRI of the left shoulder that was compared to a study of 01/27/06. INSERT those results as marked.
On 09/27/13, Mr. Rothmiller was seen by Dr. Dwyer. He gave a history that on 09/13/13 he was throwing trash into the dumpster and felt a pop and pain in the left shoulder. He had treatment and evaluation including the MRI. History was remarkable for four motor vehicle accidents and he was currently treating for a back injury from multiple motor vehicle accidents. History was remarkable for right shoulder arthroscopy as well as gout and reflux. Dr. Dwyer diagnosed shoulder pain, complete rupture of rotator cuff, superior glenoid labrum lesions, as well as acromioclavicular joint sprain and strain. The Petitioner requested surgical intervention and this was arranged. On 10/11/13, surgery was done to be INSERTED here. He followed up postoperatively with Dr. Dwyer on 10/23/13. His progress was monitored and he was referred to physical therapy. On 12/09/13, Dr. Dwyer found great improvement in the shoulder from previous examination. He was going to continue with therapy and begin strengthening. His pain is being managed by a pain management specialist. He was released to light duty starting 12/09/13 in an unrestricted duty effective 01/06/13.

On 06/13/14, he underwent a CAT scan of the lumbar spine at the referral of Dr. Michel given a history of low back and leg pain.
On 02/08/17, Mr. Rothmiller went back to Dr. Dwyer regarding left shoulder pain. It was noted he was discharged from care on 04/25/14. He stated his left shoulder started bothering him again about eight months ago without new injury or treatment. He was currently out of work due to neck surgery performed in June 2016 by Dr. Arlette. Dr. Dwyer noted the surgery he performed on 10/11/13 and re-examined the Petitioner. He opined there did not appear to be a significant issue here. He is complaining of numbness eight months in duration along the lateral shoulder. Dr. Dwyer did not believe this was associated with his primary rotator cuff pathology. He does have active deltoid function. Continuation of a home exercise program for range of motion was recommended. Formal physical therapy or injection therapy was not deemed to be indicated. He had excellent strength in all planes of motion and had reached maximum medical improvement.

On 07/07/14, Dr. Meeteer performed an evaluation for permanency. He noted that as per a narrative report from Dr. Barr dated 02/09/09, there was a diagnosis of left shoulder sprain and impingement syndrome. Medical history also included hypertension and a lumbar disc problem. Other orthopedic surgical history involved right shoulder surgery due to a work injury. He was also involved in a bus accident, but denied any injury involving the left shoulder. He injured his lower back in the bus accident and had been treated in the past by a chiropractor named Dr. Probe. He did not indicate any physical therapy for his left shoulder prior to 09/13/13. Despite all this documentation, the Petitioner denied any previous injury, problems, or treatment for his left shoulder prior to that date. Dr. Meeteer then offered 7.5% permanent partial total disability at the left shoulder for rotator cuff tear and posterior labral tear with aggravation of the AC joint that was treated with arthroscopic surgical intervention. At that time, he enjoyed flower gardening and vegetable gardening at home and walked for 45 minutes three days per week.

On 10/21/14, Dr. Molter cleared him to return to work on 11/18/14 for an unspecified injury or diagnosis. He extended his absence through 11/18/14. I am also in receipt of a series of notes relative to telephone conversations between the Petitioner and this doctor’s office running from 06/15/15 through 06/18/15. He requested various forms of disability.

On 01/14/15, Mr. Rothmiller was seen at the Philadelphia Veterans Administration Medical Center. A 01/14/15 addendum noted he received multiple narcotics from multiple providers as recently as 01/02/15 and 01/06/15. On the 01/13/15 visit, he complained of low back pain radiating to his left leg. He had multiple accidents over a 30-year history of back pain radiating to the left leg. He rated it at 8-10/10 and his left leg pain was 8/10. He was taking meloxicam and OxyContin. He had a history of rotator cuff shoulder repair. An MRI of the lumbar spine was ordered. On 06/22/16, they elicited a history of type II diabetes mellitus as well as anterior cervical decompression on 06/03/16 at Pennsylvania Hospital by Dr. Arlette. In August 2015, he had a deep vein thrombosis to the left lower extremity for which he was stented and placed on Plavix. On 07/18/16, the results of his lumbar MRI were noted from 04/12/16. They revealed right paracentral disc herniation at L5-S1 that may impinge upon the S1 nerve root. He also had an L4-L5 disc herniation. However, his long-standing history was low back pain radiating into his left foot in an L5 dermatomal distribution. He also complained of neck pain and recently underwent anterior cervical discectomy and fusion on 06/03/16 from C5 through C7. He since had a CAT scan that was unrevealing for abnormality, but the patient reports he has had ongoing weakness in his left upper extremity, which is his dominant hand. He continued taking OxyContin and oxycodone. His gabapentin dosage was increased and he was referred for a cervical spine MRI and EMG of the upper extremities. He did undergo an EMG on 10/26/16 that will be INSERTED. There was no flag on that test, but I have turned it sideways and folded the corner. He continued to be seen at VA over the ensuing many months. On 01/23/17, the plan was to perform left ulnar nerve decompression and possible transposition. He continued with them through 01/19/17 when his EMG results were repeated.

On 10/14/15, the Petitioner was seen at RA Pain Services with lower back pain with sharp radiation down both lower extremities to his knees on left greater than right, exacerbated by prolonged standing. It was relieved by a TENS unit, hot water, ice and stretching, as well as rest. He had previously seen Dr. Rosen who had him on a stable regimen of OxyContin 60 mg q.12h. and oxycodone 30 mg q.6h. as needed for pain. His wife recently had a subarachnoid hemorrhage and ruptured aneurysm and he has been suffering with anxiety, stress, and depression since then. He recently had vascular surgery on the right foot which helped alleviate his right neuropathic pain associated with his diabetes and peripheral vascular disease. After evaluation, he was diagnosed with lumbar spondylosis, low back pain, lumbosacral radiculopathy, and chronic pain syndrome. He was continued on his medications, but at lower with tapering of OxyContin dosage. The results of a lumbar CAT scan from June 2014 were given. On 05/03/16, Dr. Schreiber again wrote the plan was to taper OxyContin, but his oxycodone was refilled. He was advised not to drive or operate any heavy machinery while under the influence of the medication because it can impair their judgment and reflexes.
He was seen on 12/22/15 by Nurse Practitioner Sporer in follow-up. Listed assessments were erectile dysfunction, insomnia, obesity, and tobacco disorder. On 03/05/16, he had neuropathy in the feet. He had multiple chronic pain sites. He works a physical job and his feet hurt, progressively getting worse. His pain management doctor retired and he has “nowhere to go.” He was utilizing hydrocodone, Lovaza, Lyrica, metformin, Plavix, pravastatin, and Voltaren 1% topical gel. Ms. Sporer summarized he was on opioids with pain management for peripheral neuropathy, low back pain, sciatica, bilateral foot and ankle pain, but his pain doctor was fired/arrested. Therefore, a referral was written for another pain management doctor and a short supply of medication was given to bridge him due to pain and withdrawal symptoms.

On 12/27/15, he was seen at Patient First by Dr. Roberts. He complained of numbness on the right side including his shoulder and arm that began the previous day where he actually dropped the keys and could not feel that he was picking them up. He had several episodes of this sensation the previous day and the current day. He had a history of peripheral vascular disease and had stents placed in the legs. He was referred to the emergency room after undergoing an EKG and evaluation.

MRI of the lumbar spine was done on 04/12/16, compared to a CAT scan of 06/13/14, to be INSERTED here. That same day, he also underwent an MRI of the cervical spine. These were both ordered by Dr. Innerfield. The history given for the lumbar study was low back pain with left leg pain for two months and radiculopathy. Relative to the cervical spine, he had neck and low back pain and left shoulder and arm numbness for two months.

He was seen at Relievus Pain Medicine on 04/13/16 by Dr. Manabat. An opioid medication agreement was signed. They reviewed the NJRx report to obtain the patient’s controlled medication history. This would continue to be utilized to monitor the patient’s controlled medications. He was started on a trial of Lyrica and was to continue Roxicodone and OxyContin. He was instructed to have a close follow-up with his primary care physician. He had been undergoing chiropractic treatment with improvement. A cervical collar was ordered by Dr. Manabat and he was to continue to use his lumbar brace. Upper extremity EMG study results were requested.

On 06/02/16, he was seen by Dr. Arlette with severe biceps weakness and left dorsiflexion weakness. Surgical decompression and reconstruction was recommended. He followed up with Dr. Arlette postoperatively on 06/28/16. INSERT the surgical report if we have it. On the visit of 06/28/16, he had cervical corpectomy due to severe weakness in his left upper extremity. His strength had come back about 50% already. He was pretty happy with the strength of his wrist and his triceps and biceps. He had a hard time extending his last three digits. The wound looked excellent. X-rays showed the instrumentation to be well in place. Mr. Rothmiller was not wearing his brace. He was advised that he should for at least another four weeks. He was going to return in six weeks with repeat x-rays of the cervical spine. He continued to see Dr. Arlette through 09/28/16. At that time, he wrote that Mr. Rothmiller was unable to perform his job as a chef. He still had weakness in his left arm and hand and was unable to hold a knife. On 06/02/16, he had a chest x-ray that showed no acute cardiopulmonary process. He did undergo the aforementioned surgery on 06/03/16, to be INSERTED here.
On 06/08/16, he was seen postoperatively by Nurse Practitioner Trow. She prescribed oxycodone to his medication regimen. On 07/11/16, he was seen at the Veterans Administration, transitioning care. He had been seen in the pain clinic on 06/22/16 for lower back pain. At that time, he did not report he was taking oxycodone and OxyContin. The pain clinic was planning a spinal referral along with MRI, TENS, Tylenol, and tizanidine. The patient stated he was getting his pain medications “privately.” They noted his overall history including his general medical ailments. Dr. Cannon advised him to discuss ongoing pain medications with the pain clinic so did not fill his request for narcotics on this visit. He had an MRI of the cervical spine on 07/22/16, to be INSERTED. That same day he had an MRI of the lumbar spine to be INSERTED.
EMG was done on 08/18/16, to be INSERTED. On 10/27/16, an epidural steroid injection was administered to the back. He was seen again by orthopedics as outpatient at the VA on 11/07/16. The results of his studies and ongoing symptoms were documented particularly relative to his left ulnar nerve entrapment. It was noted EMG found evidence of left ulnar neuropathy at the elbow performed that same day. Left ulnar neuropathy surgery was recommended noting he had possible double crush syndrome involving the cervical spine. On 01/23/17, surgery was done to be INSERTED here.
On 10/11/19, he had an ultrasound of the left shoulder to be INSERTED here at the referral of Dr. Frey. On 10/30/20, he had chest x-rays done given a history of back pain for a few months and history of pneumonia. They were compared to a chest radiograph from 12/27/15, to be INSERTED here. That same day, he had lumbar spine x-rays to be INSERTED.
On 11/22/10, Mr. Rothmiller completed a form relative to request the claimant for continued claim information from the State of New Jersey Department of Labor & Workforce Development Division of Temporary Disability Insurance. A document from hand surgeon Dr. Strauss dated 11/23/10 noted he had undergone carpal tunnel release on 10/15/10 and it was anticipated he would be recovered as of 12/03/10.
I have jotted a note to myself relative to his past records that I dictated them to IMX on August 9th. Please see if you can find that transcript and we can combine it with the dictation I just did.
PHYSICAL EXAMINATION:
UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. Inspection revealed seven healed portal scars about the left shoulder and an open surgical scar about the right. There was no swelling, atrophy, or effusions. There was also healed scarring relative to his ulnar nerve release. Skin was otherwise normal in color, turgor, and temperature. Left shoulder active abduction was 115 degrees and flexion to 105 degrees. Passively, these were guarded to 110 and 70 degrees respectively. Similarly, extension was guarded to 20 degrees, but this was done fully on an active basis. Right shoulder flexion was guarded, but motion was otherwise full in all spheres. Combined active extension with internal rotation was to the L1 vertebral level on the left and was full on the right to T10. 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– for resisted right pinch grip, but was otherwise 5/5. There was no significant tenderness with palpation of either upper extremity. 

HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: There was a positive Apley’s scratch maneuver on the left which was negative on the right. Neer, 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.

After exam, he placed his shirt on overhead with better range of motion
CERVICAL SPINE: Normal macro

THORACIC SPINE: Inspection of the thoracic spine revealed normal posture and kyphotic curve with no apparent scars. Range of motion was accomplished fully in flexion, rotation, and sidebending bilaterally. He was tender at the left interscapular musculature in the absence of spasm, but there was none on the right. There was no palpable spasm or tenderness of the parathoracic musculature. There was no tenderness over the bony prominences of the scapulae or spinous processes. There was no winging of the scapulae.

LUMBOSACRAL SPINE: SLR deferred 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.

Kevin Rothmiller has alleged work injuries on 09/13/13 and 04/15/16. He underwent treatment for them including surgery on the left shoulder and subsequently on the cervical spine. You noted that following Dr. Meeteer’s exam and prior to the alleged injury of 04/15/16, the Petitioner presented to Dr. Probe on 07/18/14. He had chronic back pain after he slipped and fell from a ladder while putting up a tent for a baby shower. He also stated his neck and shoulders hit the ground and he had a lot of lower neck pain and soreness and pain across the top of his shoulder since. Primary care physician records noted he was on opioids for pain management for peripheral neuropathy and low back pain. They also documented motor vehicle accident several years earlier. On the visit with Dr. Doshi on 10/14/15, he had a normal exam of the left lower extremity. On 04/04/16, he complained of recent onset of left upper extremity radicular symptoms into the hand with numbness down the left arm and fingers with grip weakness. There was no mention in the records of a 04/15/16 accident. This is despite the fact he underwent anterior corpectomy of C6 on 06/03/16 by Dr. Arlette.
You have also pointed out in the prior records it was documented he was involved in other injuries, etc., that will be INSERTED here from your cover letter as marked. The Petitioner’s physical exam findings are noted above.

I would offer an impairment rating relative to the left shoulder and the neck, left arm and hand. These will take into consideration his prior impairment ratings and Order Approving Settlement. Moreover, you have denied his allegations that he had an increase in permanency relative to either the 09/13/13 or 04/15/16 events.
