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Anthony Pontarelli, D.P.M.
January 16, 2013

Riddle Memorial Hospital

Outpatient Pavilion, Suite #3305

1098 West Baltimore Pike

Media, PA 19063

RE:
DEBORAH VITALE
DATE OF BIRTH:  05/16/1950

INITIAL PLAN OF TREATMENT
Dear Dr. Pontarelli:

Thank you for the referral of your patient, Deborah Vitale, to Precision Physical Therapy.  Your referring diagnosis is left heel spur and plantar fasciitis.  The patient was evaluated today and summarized below are the results of the initial evaluation and plan of care.

SUBJECTIVE SECTION:
HISTORY OF PRESENT ILLNESS:  The patient is a 62-year-old female who experienced an insidious sudden onset of morning pain in her left foot.  She describes pain in the retrocalcaneal region as well as the inferior calcaneus primarily with walking in the morning.  She utilized a walking boot for approximately five weeks, which partially decreased her pain with ambulation.  She has been advised to obtain a night splint to assist with flexibility.  The patient reportedly declined a corticosteroid injection for her left foot.  She describes pain ranging from a 0-8/10 primarily located in the Achilles tendon region when climbing stairs.  Pain in both regions occur primarily with ambulation when she first wakes up in the morning and with ambulation after prolonged sitting.  No reports of altered sensation.

PAST MEDICAL HISTORY:  The patient describes a mild blockage of cardiac arteries as well as mitral valve prolapse and occasional chest pains.  Hypothyroidism.  Hypertension.  Bilateral knee osteoarthritis.

SOCIAL HISTORY:  The patient is married and she is retired.  No hobbies reported.

OBJECTIVE SECTION:
PALPATION:  No areas of tenderness palpated.  Increased retrocalcaneal calcification in left foot.

FOOTWEAR:  The patient is wearing a flat unsupportive dress shoes with 3/4 length pressure relief pad in left foot.  She only wears flat shoes during the day.  During the warmer months, she wears sandals or walks barefoot.

POSTURE:  Moderate arches in bilateral feet.  Mild right calcaneal inversion in standing.

SINGLE-LEG STANCE (R/L):  10 seconds/12 seconds.

SINGLE-LEG STANCE EYES CLOSED:  0 seconds/3 seconds.

SINGLE-LEG STANCE ON FOAM (R/L):  3 seconds/12 seconds.

PROM (R/L):  Dorsiflexion 26(/22(, plantar flexion 55(/55(, forefoot adduction 35(/33(, and forefoot abduction 30(/22(.

MANUAL MUSCLE TEST (R/L, 0-5 SCALE):  Dorsiflexion 5/5, plantar flexion 4-/4+, forefoot adduction 5/4, and forefoot abduction 5/4.

ASSESSMENT:  The patient presents with signs and symptoms consistent with left retrocalcaneal heel spur and plantar fasciitis with possible heel spur in the inferior calcaneus of the left foot.  Soft tissue shortening demonstrated throughout bilateral ankles.  Poor proprioceptive ability left greater than right.  Poor strength throughout bilateral ankles.
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SHORT-TERM GOALS:  (To be met in two weeks)
1. Decrease pain to a 0-6/10 with ADLs.

2. Increase ROM 5°-10° were deficient.

3. Improve proprioceptive ability by 5 seconds.

4. Initiate home exercise program.

LONG-TERM GOALS:
1. Decrease pain to a 0-2/10 with all activities.

2. Eliminate morning pain.

3. Improve footwear utilized both at home and when out in the community.

4. Assure the patient’s footwear has arch supports whether being from over-the-counter orthotic or new sneakers, which will be procured by the patient.

5. Normal proprioceptive ability bilateral feet.

TREATMENT PLAN:  The overall plan of care will include a progression of stretching, strengthening, and functional training exercises all to be included in her home exercise program as well as ultrasound, cross friction massage, PROM stretching, and cryotherapy p.r.n.  Procurement of OTC orthotics and sneakers will be highly recommended.

Ms. Vitale will be treated for frequency of two to three times per week for approximately four to six weeks.  Rehabilitation potential for this patient is good.

Thank you once again for your referral and the opportunity to work with you and your patient.

Sincerely,

Jeff Morley, MSPT

JM/MK

cc:
Dr. Boornazian

I certify the need for these services furnished under this plan of care effective the plan of care date aforementioned above.  The above plan of care is here in established and will be reviewed every 30 days.

______________________



______________________

Therapist signature/credentials
Date


Physician’s signature/credentials
Date

1st date sent for M.D. signature ______

2nd date sent for M.D. signature ______
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