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Part 3 and Part 4
Dictation Time Length: 27:11 & 05:56
January 5, 2024
RE:
Deborah DiDomenico
On 05/22/18, Ms. DiDomenico was seen by Dr. Langer in Medical Oncology. He noted her diagnosis was adenocarcinoma stage IIIB. He referenced her molecular findings, to be INSERTED. She was receiving concurrent chemotherapy for locally advanced non‑small cell LC (lung carcinoma?). She had a CVA in March 2018 and was currently taking Lovenox twice daily for that. Dr. Langer recommended home care services. She would continue radiation therapy and was tolerating chemoradiation. She followed up frequently here for her treatment and response. On 08/29/18, he wrote she was status post a laparoscopic guided cholecystectomy, complicated postoperatively by a rectus sheath hematoma with a several-grams drop in hemoglobin, requiring readmission and observation. Since discharge, she was progressively improving. Over the next many months, her interval history and responses were documented. She also had additional diagnostic studies. On 10/11/18, he wrote that she had an MRI on April 29th that showed focal diffusion restriction at C3-C4 suspicious for embolic infarct (this was not obvious to the oncologist). Thoracic spine MRI from 04/30/18 showed degenerative disc disease, but no acute stroke. An MRA on 04/29/18 showed no significant stenosis. On 06/18/18 neck ultrasound, there was non-small cell lung cancer status post fine needle aspiration of the left supraclavicular lymphadenopathy on 04/16/18. Additional core needle biopsy is requested for tumor panel testing. On 11/15/18, she was seen by Dr. Ahuga of gastroenterology. She had abdominal discomfort. She had a history of NSCLC diagnosed in April 2018 status post CRT (radiation to the chest) and currently being treated with immunotherapy. In September 2018, she noticed a fluttering and pulsating sensation in the upper abdomen associated with shortness of breath. She also had a history of “gallbladder attacks” for the past 10 years. After cholecystectomy in August 2018, she felt much better. She did have recent medication adjustments. Cardiologist did not believe the fluttering was related to heart problems on the basis of an EKG and stress test a year ago. She had another echocardiogram planned for January 2018. The GI specialist also referenced relevant prior studies that will be INSERTED as marked. Ongoing care was rendered by the various specialists at this university setting. On 01/10/19, she was seen neurologically by Dr. Yuan with recurrent embolic strokes, multifocal, likely from hypercoagulability of malignancy. These led to discovery of stage IIIB NSCLC. She had completed some XRT and chemotherapy and was now on hold due to her cholecystectomy. She had been on Lovenox as antithrombotic since April 28, 2018, which is the preferred AC agent in the setting of malignancy. He commented on the ongoing use of anticoagulation. He also advised that she undergo more physical therapy. The locations of her stroke included the cerebellum that affects her balance and that was why he recommended therapy. This would allow her to be more confident in her walking first before going back to work full time as a cocktail waitress. Potentially, she was able to return to work as of November 1. Some neuropathy from chemotherapy was also postulated.

Abdominal ultrasound was done on 07/20/18, and showed cholelithiasis, but no pericholecystic edema or sonographic Murphy sign. She had another ultrasound of the abdomen on 07/31/18. The common bile duct was dilated to 9 mm. There was an interval change. She needs further assessment to rule out choledocholithiasis. There was cholelithiasis without wall thickening or pericholecystic fluid. Sonographer reports a positive Murphy sign. Findings are equivocal for acute cholecystitis. HIDA scan should be considered if the patient’s bilirubin is less than 5. She had a portable chest x-ray on 07/31/18 that showed no acute pulmonary disease. There was no mention of any cancerous lesions. She did have an MRI of the abdomen on 08/01/18, to be INSERTED if not already captured in the doctor’s notes.
On 11/23/18, she was seen at the Lung Center by Dr. Kinniry in follow-up. He noted she had epigastric pain associated with dyspnea, but he doubted this was an anginal equivalent. The pain is in the area of the recent rectus hematoma. He thought this may represent spasm to the rectus muscle with impairment of respiratory function. He ordered pulmonary function testing. She was seen by a chiropractor named Dr. Zimmerman from 01/28/19 through 01/23/20. On 02/19/19, she had a CAT scan of the chest performed compared to a study of 12/13/18. INSERT those results here. On 04/18/19, she had an enhanced CAT scan of the abdomen and pelvis whose results will be INSERTED here. She also was admitted to Shore Medical Center and was discharged on 04/30/19. While there, she underwent an MRI on 04/25/19, to be INSERTED. She also had x-rays of the right upper extremity to be INSERTED that same day. She indeed was admitted on 04/24/19 with a complaint of right arm swelling. She stated a week ago she underwent a CAT scan for surveillance of her lung cancer. While being set up for the exam, she had difficult intravenous access and multiple attempts were made in the right arm. Shortly after that, she noticed some redness and irritation that progressed with frank swelling today. She called her oncologist who recommended she come to the emergency department. An ultrasound was done that did not show any DVT, but does show diffuse subcutaneous findings compatible with cellulitis. She is having difficulty with range of motion of the elbow due to pain, but no paresthesias. She is receiving immunotherapy under the care of the University of Pennsylvania Oncology Service for non-small cell lung cancer. Her admission report was authored by Dr. Jacoby. As noted above, she was discharged from the hospital on 04/30/19. On 04/26/19, she underwent incision and drainage of the upper extremity. She was seen by Infectious Disease and Surgery along with physical therapy. She was to follow up as an outpatient. INSERT the results of an MRI of the right upper extremity done on 04/25/19, whose corner is folded down and results should be INSERTED here.
On 05/03/19, Ms. DiDomenico was seen in follow-up at Harbor Family Medicine by Dr. Richwine. He ascertained that she was recently released from Shore Medical Center after admittance due to CAT scan complications. It was recommended she go to rehab at Bacharach, but she refused and wanted to go home. She was calling on this occasion, stating she would like to go to rehab. The claims manager was notified and reached out to Shore Medical Center Inpatient asking what the options are now. He spoke with the liaison at Bacharach and called Dr. Richwine back. He learned she does have 30 days to change her mind and is within that time limit. She was going to then pursue rehabilitation at the referral of her surgeon and/or oncologist. She saw Dr. Richwine again on 05/17/19. Her clinical exam was unrevealing.

On 05/03/19, she was seen by Dr. Merz with right arm pain and swelling for one week. She received a contrast infusion as an outpatient from her cancer doctor at the University of Pennsylvania. She developed significant swelling and pain and was referred to Shore Memorial. She underwent a surgical evacuation of a hematoma/fluid last week. She was discharged from the hospital on Tuesday. She was seen by the home nurse who was concerned she had a cold right hand on the same side as her surgery and was referred to the emergency department. She was treated and released on arm edema as well as postoperative numbness. On 06/06/19, she underwent an EMG to be INSERTED here. She had a Holter monitor done on the dates described.
On 06/26/19, she was seen by Dr. Kane, a hand specialist consultation. His assessments were right arm median nerve injury as well as right hand pain. He was unsure as to the specific etiology of her symptoms. He nevertheless wanted her to have an MRI of the radial nerve. They also discussed possible surgical intervention again for exploration of the nerve and repair of the nerve with possible wrapping of the nerve and neurolysis. She improved so would continue with conservative care. The MRI was done on 07/12/19, to be INSERTED here. She followed up with Dr. Kane running through 12/11/19. He noted scar from the prior injury proximal to the antecubital fossa continues to mature. She is diffusely tender in the area of the proximal median nerve on the forearm to palpation. Otherwise, the hand was warm and well perfused. She was neurovascularly intact distally. He noted the results of the EMG and explained nerves can take up to a year to recover. The patient thought she had plateaued. She was not interested in surgical intervention at that time and really did not want another EMG. Accordingly, they were just going to give the nerve more time to recover. He recommended increase in her splint wear. On 12/05/19, she underwent CAT scan of the chest to be INSERTED here.
She had a cardiology follow-up visit on 12/30/19. Dr. Covalesky diagnosed benign essential hypertension, adenocarcinoma, CVA, mixed hyperlipidemia, palpitations that were asymptomatic at present, and mitral valve prolapse. The murmur was unchanged and would continue to be followed clinically. Blood pressure today was in the normal range as was her EKG. Extremities demonstrated no edema. Ms. DiDomenico presented to City MD Urgent Care on 04/27/21. Her patient care summary noted she was involved in a motor vehicle accident and diagnosed with neck strain and low back strain for which she was referred for physical therapy.

A set of older records date back to her seeing Horizon Eye Care on 07/11/15. She continued to see Dr. Gross over the next many months running through 12/20/19. On 07/24/06, she had cardiology consultation by Dr. Victor. She had recent symptoms of chest discomfort and was referred for a stress nuclear study. She was found to have both an abnormal EKG with 1 mm of ST segment depression as well as a reversible inferior and inferoseptal defect on the perfusion scan. She also had what sounds like a typical episode of angina this past Friday that she has complained about over the last couple of years in her chart review. She was advised to undergo CT angiography in the next several days. She did have cardiology consultation over the next many months running through 01/09/19. Dr. Covalesky wrote she had a pericardial effusion that was stable in comparison to the study of March 2018 and remains small on echocardiogram without evidence of tamponade physiology. She continues to have hypertension and stage III adenocarcinoma of the lungs. She did have a stress test on 02/19/13, overall was a low likelihood of significant coronary ischemia. The stress EKG was normal.
Ms. DiDomenico was seen on 05/30/13 at Rothman Institute. She tripped and fell and landed on her right shoulder, sustaining a proximal humerus fracture for which she was placed in a sling. She presented here for follow-up. History was remarkable for osteopenia. She denied tobacco use and was a cocktail waitress at Balley's. Dr. Tucker performed an exam and x-rays, saying her diagnosis was right shoulder displaced proximal humerus fracture, three-part greater tuberosity type. He wanted her to get an MRI to evaluate her tuberosities. This was done on 06/01/13, to be INSERTED here. Dr. Tucker reviewed these results with her on 06/04/13 and opined she was doing great. She did have serial x-rays performed and followed up with Dr. Tucker and his colleagues through 02/21/18. On that occasion, she saw Dr. Axelrod complaining of neck pain radiating to the left arm. This was a physiatric consultation. She had previously been seen for her back related pain that was no longer problematic. She stated she was lifting up a couch cushion and felt a pull on the left side of her neck and radiating symptoms down into her left arm. Dr. Axelrod diagnosed cervicalgia and cervical disc degeneration for which she was prescribed medications. X-rays in the office showed degenerative changes at C5-C6 with no spondylosis or fracture. She also was seen at Rothman on 02/16/18 for lower back pain by a physician assistant. She was diagnosed with lumbar back pain and right sacroiliac dysfunction. X-rays showed degenerative disc space narrowing at L4-L5 and L5-S1. On 02/14/18, she was seen orthopedically by Dr. Nutini and was diagnosed with left-sided cervicalgia and resolved left cervical radiculopathy. She was already seen by Dr. Nutini and Dr. Axelrod previously. On 04/29/14, she was following up for her left foot second metatarsal stress fracture for which she was in a CAM boot.
__________ Part 4 __________

On 09/30/13, she saw Dr. Matzon for right wrist pain. She noted some soreness as she was trying to go back to work as a cocktail waitress. He thought this was just her re‑acclimating to returning back to work and this was somewhat secondary to disuse. She had fractured her right proximal humerus on 05/26/13, treated non-operatively by Dr. Tucker.

MRI of the right shoulder was done on 06/01/13, to be INSERTED. On 09/13/13, she had a chest x-ray due to cough and wheezing. This was read as unremarkable. Finally, on 04/03/18, she was seen by Dr. Thmoush after an acute left cerebral infarct. She was presently on aspirin and Plavix. She has a mass which requires biopsy. He did not recommend change in the aspirin and Plavix for at least six weeks since her initial symptoms. He referred a needle biopsy without change in her antiplatelet agents. His assessments were acute cerebrovascular accident as well as a lung mass whose proposed treatment was just described and may have continued earlier into the current records.

PHYSICAL EXAMINATION
GENERAL APPEARANCE: She wore long-sleeved shirt and pants. She gave lots of details with excellent recall about her dates of treatment, doctors, procedures, and associated events. She had hearing aids bilaterally. She attributed her hearing loss to chemotherapy and then became worse.
HEART: Normal macro
LUNGS/TORSO: She had a port at the right anterior chest wall for immunotherapy. Clear to auscultation and percussion. There were no rhonchi, rales, wheezing, or crackles. There was no use of the accessory muscles of respiration noted. Palpation of the rib cage did not elicit tenderness. Barrel compression maneuver was negative.

NEUROLOGIC: Alert and oriented to time, place, and person. Speech was clear and coherent. Tongue was midline. Cranial nerves II-XII were grossly intact. There were no lateralizing signs. Gait was steady. Romberg maneuver was negative. She had mild ataxia to tandem gait. No pronator drift was evident. There was normal finger-to-nose and heel-to-shin testing. Rapid alternating hand movements were completed satisfactorily. 

She had full range of motion of the upper and lower extremities. Deep tendon reflexes were symmetric. Strength and sensation was intact. No signs of incoordination or dysequilibrium were present.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There were no scars, swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. She related in approximately 2015 she shattered her right shoulder. Right shoulder abduction and flexion were to 170 degrees, but motion in the upper extremities was otherwise full 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. She was tender to palpation anteriorly about the right shoulder as well as the mid humerus, but there was none on the left.
HANDS/WRISTS/ELBOWS: Normal macro

SHOULDERS: Normal macro

LOWER EXTREMITIES: Normal macro

CERVICAL SPINE: Inspection of the cervical spine revealed normal posture and lordotic curve with no apparent scars. Active extension was to 45 degrees and left rotation to 50 degrees, but motion was otherwise full in all spheres. She complained of stiffness in all spheres. There was no palpable spasm or tenderness of the paracervical or trapezius musculature nor was there any in the midline overlying the spinous processes. Spurling’s maneuver was negative.

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. She was able to stand on her heels and toes, but not walk on them. She changed positions without difficulty and was able to squat and rise fluidly. 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. Supine straight leg raising maneuvers were negative bilaterally for low back or radicular symptoms at 90 degrees. Lasègue’s maneuver was negative bilaterally. Braggard's, Linder, and bowstring's maneuvers were negative for neural tension. There were negative axial loading, trunk torsion, and Hoover tests for symptom magnification.

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.

Deborah DiDomenico has claimed she sustained several different medical disorders including adenocarcinoma, cerebrovascular accident, right hand injury, right arm injury, and psychiatric injury. She did have a complicated diagnostic workup and course of treatment as noted above. This will not be repeated here.
Her current clinical exam is generally unrevealing.

With respect to her orthopedic conditions, I do not recall there being any permanency. Due to her stroke, there is likely 3.5% permanent partial total disability. For her pulmonary adenocarcinoma, I would offer 15% permanent partial total disability regardless of cause. It is unclear whether this condition was caused by her exposure to secondhand smoke during her employment with the insured. This is particularly the case noting she was a former smoker and cancer ran in various family members. This would suggest there was a genetic predisposition to developing this carcinoma.
