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Dictation Time Length: 07:09
July 23, 2022
RE:
Truth Hampton

History of Accident/Illness and Treatment: Truth Hampton is a 69-year-old female who reports she was injured at work on 08/17/21. At that time, a top of a lid fell on her right big toe as she was preparing to put the lid on food. She did not go to the emergency room afterwards. She had further evaluation, but remains unaware of her final diagnosis. She did have physical therapy and completed her course of active treatment.

Treatment records show she was seen at WorkNet on 08/17/21 for a right great toe injury. Her pain level is 10/10. She had been employed by the company for 14 years and had a prior work-related injury in 2014. Upon exam, there was ecchymosis of the right great toe in the distal end as well as minimal edema. There was no visible deformity and minimal reduction of active range of motion. X-rays were performed and she was diagnosed with right hallux contusion, to rule out fracture. She was also placed in a postop shoe.

She continued to be monitored by WorkNet over the next several months. She did have an MRI of the foot on 10/12/21 to be INSERTED here.
She was also seen orthopedically by Dr. Diverniero on 01/25/22. His assessment was right foot pain and contusion of the right foot. He ordered repeat x-rays that were weightbearing. He wrote it sounds like she had a distal phalanx fracture although he had no films or records to confirm that. Either way, she needed a follow-up film. This study was done on 02/08/22 to be INSERTED here. That same day, Dr. Diverniero wrote there was a hallux valgus deformity and first MTP arthritis, but no obvious fracture deformity or periosteal reaction. Exam found evidence of a prior subungual hematoma which had grown halfway out and left some residual *__________* on the undersurface of the nail. He cleared her to resume full duties. She did continue to see the providers at WorkNet through 01/11/22. They wrote that she could return to work full duty. Exam found hallux valgus deformity of the first toe and MTP joint. There was once again nail polish obscuring two-thirds of her nail and nail bed. The proximal third is visible and revealed trace amount of subungual hematoma. There was tenderness to palpation over the distal tuft of the distal phalanx dorsal surface. There was no tenderness to palpation at the IP joint or first MTP joint. Range of motion at the interphalangeal joint was minimally diminished, but was otherwise full.
PHYSICAL EXAMINATION

LOWER EXTREMITIES: Inspection revealed fading subungual hematoma occupying only 10% of the proximal right great toenail. There were right greater than left hallux valgus deformities. Skin was otherwise normal in color, turgor, and temperature. Motion of the right knee was from 15 to 125 degrees. She related she began having knee trouble in 2015. Motion of the left knee, both hips, ankles and toes was full in all planes without crepitus or tenderness. Deep tendon reflexes were 2+ at the patella and Achilles bilaterally. Peripheral pulses, pinprick, and soft touch sensations were intact bilaterally. Manual muscle testing was 5–​ for resisted right plantar flexion, but was otherwise 5/5. She was tender to palpation at the right great toe, but none on the left.
FEET/ANKLES: Normal

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 walk on her heels fluidly. She could walk on her toes with antalgia on the right. 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.

On 08/17/21, Truth Hampton’s right great toe was struck by a falling object to work. She was seen the same day at WorkNet. Preliminary interpretation of x-rays was that she had a fracture. However, the radiologist’s report opined there was no fracture. She was placed in a postop shoe and referred to physical therapy but remained symptomatic.

She had a right foot MRI on 10/12/21 to be INSERTED here. She then was seen orthopedically by Dr. Diverniero. Repeat right foot x-ray on 02/08/22 confirmed the absence of a fracture. He cleared her to return to work in a full-duty capacity.

The current examination found Ms. Hampton was able to walk with a physiologic gait with no antalgia or assistive devices. She could walk on her heels fluidly and walk on her toes with antalgia on the right. There was decreased range of motion about the right knee unrelated to the subject event. She had hallux valgus deformities on the right greater than left foot. There was a fading subungual hematoma occupying 10% of the proximal great toenail. There was some tenderness to palpation about the right great toe, but no instability to provocative maneuvers.

There is 0% permanent partial disability referable to the statutory right foot or great toe.
