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Dictation Time Length: 08:27
August 19, 2022
RE:
Patricia Axton
History of Accident/Illness and Treatment: Patricia Axton is a 71-year-old woman who reports she was injured at work on 08/08/20. On that occasion, she tripped over shoes that were left on the floor causing her to fall face down. She did not experience loss of consciousness. She did not go to the emergency room afterwards. She understands her final diagnosis to be a broken nose and a right arm fracture. She did undergo a procedure to “relocate her nose.” She is no longer receiving any active treatment. She states that in her 20s she fell and fractured her elbow leading to surgery. This left her with residual decrease in extension.

Per her Claim Petition, Ms. Axton alleges permanent injuries to her right arm and nose after she tripped over shoes left in the aisle. Medical records show she was evaluated at Patient First on 08/09/20. She underwent x-rays that showed a fracture of the nasal bones and fracture of the lateral epicondyle of the right humerus. She was then referred for specialist consultation.

Ms. Axton was then seen orthopedically by Dr. Aita on 08/13/20 for her right elbow pain. He diagnosed contusion of the right elbow. He noted the urgent care x-rays showed evidence of a questionable radiolucent line, transversely oriented, starting at the lateral epicondyle. This may be compatible with an occult lateral epicondyle avulsion or fracture to the lateral condyle of the distal humerus. There are deformities noted from her prior fracture and the distal ulna is slightly irregular. Apart from this, there was no evidence of significant arthritic changes. He recommended pursuing an MRI. We are not in receipt of that report to confirm its completion.

On 08/14/20, she was seen by an ENT specialist named Dr. Burstein. His assessment was fracture of the nasal bones and a deviated nasal septum. They discussed treatment options. On 08/18/20, he performed closed reduction of the nasal fracture. Postoperative diagnoses were depressed left greater than right nasal fracture.

The Petitioner was also seen on 09/10/20 by orthopedist Dr. Armbruster. He ascertained a history of fracture of the right elbow about 45 years ago. At that time, she fell while she was roller skating. She had a severe fracture treated with traction. She healed; however developed a contracture as a result. His evaluation found elbow range of motion was 120 degrees of flexion, but there was full pronation and supination. Elbow and wrist flexion and extension were 5/5. X-rays of the right elbow were reviewed. This study demonstrated a normal examination without evidence of fracture or dislocation. There was evidence of slight deformity identified about the distal humerus consistent with her stated history. His assessment was right elbow contusion. She felt able to return to work safely at that point without restriction. She was going to return in two weeks with anticipated improvement.
PHYSICAL EXAMINATION
GENERAL APPEARANCE: She showed this evaluator the pictures of her injuries on her cell phone. They revealed raccooning of her eyes.
HEAD/EYES/EARS/NOSE/THROAT: Examination of the head found it to be normocephalic. There was no tenderness by palpation of the skull or facial bones. Sclerae were anicteric and there was no corneal or conjunctival injection. The extraocular muscles were intact. Pupils were equal and reactive to light and accommodation. Fundi were unremarkable by undilated exam. External ear canals were clear. There were good light reflexes at the tympanic membranes bilaterally. The septum appeared to be deviated to the right. There was no pharyngeal exudate. The tongue was midline. Dentition was satisfactory. There was no palpable thyromegaly or cervical adenopathy.

UPPER EXTREMITIES: Inspection of the upper extremities revealed no bony or soft tissue abnormalities. There was a healed scar measuring 3 inches at the right elbow posteriorly. There was no swelling, atrophy or effusions. Skin was normal in color, turgor, and temperature. Motion of the elbow was from 40 to 140 degrees of flexion. Supination and pronation were full. Motion of the left elbow, both shoulders, 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. 

HANDS/WRISTS/ELBOWS: Normal macro

CERVICAL 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 08/08/20, Patricia Axton tripped and fell while at work. She was seen at Patient First the next day where she had x-rays of the right elbow and facial bones. She quickly came under the orthopedic care of Dr. Aita regarding her elbow. He was concerned and referred her for an MRI that does not appear to have been completed. She also was seen by an ENT specialist named Dr. Burstein. On 08/18/20, he performed surgery to be INSERTED here. She also saw Dr. Armbruster orthopedically on 09/10/20. His overall assessment was that she had a contusion of the right elbow.

The current examination found Ms. Axton had deconditioned arms. There was healed surgical scarring about the right elbow posteriorly consistent with her remote injury and surgery. There was slightly decreased range of motion about the right elbow, but provocative maneuvers were negative. She had full range of motion of the cervical spine. There appeared to be right septal deviation, but her airways were patent.

There is 3.5% permanent partial total disability referable to the nose. There is 0% permanent partial disability referable to the right or left arms.
