


PROGRESS NOTE

RE: Lillie Sturdivan
DOB: 09/22/1932
DOS: 05/16/2022
Quail Creek AL
CC: Foot pain.

HPI: An 89-year-old who uses a wheelchair to get around that she propels with her feet. She wears shoes routinely and has experienced some foot pain attributed to her right great toe. Son requested that I see her for this. The patient willingly takes her shoe off and points to her right great toe the PIP. She has arthritic deformity of her hands and feet and there is no extension at the PIP, so it remains in an upside down V shape and that point of the V rubs against her shoe and had created a blister that hardened and then a callus has formed. It makes it more uncomfortable. She forces her foot into the shoes as they are the only pair that she has and it makes the problem worse. The patient has p.r.n. Tylenol. I asked if she had taken any, she could not remember. When I asked if she would like to have it scheduled for bedtime as she states that the pain is greatest at night, she stated that she wanted to leave it as needed. Overall, she comes down for meals, is cooperative with care, has had no falls, and able to ask for staff assist for transfers etc., and her son keeps an eye on her helping to make sure she is taken care of.

DIAGNOSES: Right great toe blister with callus causing foot pain, wheelchair to chair or bedbound, HTN, generalized weakness with sarcopenia, and T9-T10 vertebral compression fracture.

MEDICATIONS: Norvasc 5 mg q.d., TUMS 750 mg q.d., CeraVe to skin at h.s., Toprol 100 mg q.a.m., omeprazole 20 mg q.d., and Tylenol 650 mg q.6h. p.r.n.

ALLERGIES: CODEINE, ZETIA, HCTZ, PCN, and STATINS.

DIET: Regular.

CODE STATUS: DNR.

PHYSICAL EXAMINATION:

GENERAL: Frail elderly female, pleasant and cooperative.
VITAL SIGNS: Blood pressure 128/78, pulse 64, temperature 97.6, respirations 16, O2 sat 93% and weight 85 pounds.
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CARDIAC: Regular rate and rhythm. No murmur, rub, or gallop.

ABDOMEN: Scaphoid. Bowel sounds present. No distention or tenderness.

NEURO: She makes eye contact. Her speech is clear. She can express her needs and gives some information that is clear and accurate and demonstrates limited reasoning.

MUSCULOSKELETAL: She is quite frail and her bony prominences are evident on her limbs, chest wall, and back. She is in a standard wheelchair, which she can propel with her feet. She is slow. She weight bears for transfers and is assisted. She has joint deformities on both hands and her toes. There is a decreased flexion, so that on her right great toe there is a point of where the lower joint and upper joint come together, but protrude upward like a tepee and that area is what rubs against her shoe and there is a boggy round lesion that the skin is thickened and at the top has formed a callus and that is what is being rubbed and it is red in color, but there is no warmth or tenderness to touch. She has the same deformity, but to a much lesser extent on her left great toe, but there is no evidence of callus.

SKIN: Decreased integrity. There are a few scattered bruises, but no skin tears or breakdown.

ASSESSMENT & PLAN:

1. Right great toe pain. The patient defers Tylenol at nighttime when her pain is reported to be most noted and I recommend that son get sandals that crisscross across the top of her foot and I explained that to both the patient and nurse who will contact him with this information.
2. Hypertension, well controlled on low dose Norvasc, no change in medication.
3. Sarcopenia. On 11/20/2021, she weighed 96 pounds, so her current weight of 85 pounds is 11 pound weight loss in six months. On 11/20/2021, serum protein was 5.4, which is low, albumin just at the borderline of normal at 3.5. She does have a protein drink daily and we will see if she will drink one twice a day, that order is written.
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