VAUGHN, KEVIN
DOB: 07/04/1964
DOV: 03/17/2025
HISTORY: This is a 60-year-old gentleman here with pain to his right index finger. The patient states this has been going on for approximately one month. He indicated that he is a nail-biter. He stated he noticed lesion about one month ago and noticed that it is getting larger and increased redness and swelling. He stated he came in today because of increased pain; pain is approximately 8/10 worse with motion and touch. He states pain is located on the distal surface of his index finger around his nail.
PAST MEDICAL HISTORY: Reviewed and compared to last visit, no changes.

PAST SURGICAL HISTORY: Reviewed and compared to last visit, no changes.

MEDICATIONS: Reviewed and compared to last visit, no changes.

ALLERGIES: Reviewed and compared to last visit, no changes.

SOCIAL HISTORY: Reviewed and compared to last visit, no changes.

FAMILY HISTORY: Reviewed and compared to last visit, no changes.

REVIEW OF SYSTEMS: All systems were reviewed and were negative except for those mentioned above.
PHYSICAL EXAMINATION:

GENERAL: He is alert, oriented, in mild distress.
VITAL SIGNS:

O2 saturation 100% at room air.
Blood pressure 127/75.
Pulse 63.

Respirations 18.

Temperature 97.9.

RIGHT INDEX FINGER: There is periungual edema and erythema. There is fluctuance and the erythema is approximately 5 cm proximal to the nail bed. There is fluctuance present. Nail is viable with capillary refill less than two seconds.
HEENT: Normal.
NECK: Full range of motion. No rigidity. No meningeal signs.

RESPIRATORY: Good inspiratory and expiratory effort. No adventitious sounds. No use of accessory muscles. No respiratory distress. No paradoxical motion.
CARDIAC: Regular rate and rhythm with no murmurs. No peripheral edema or cyanosis.

ABDOMEN: Distended secondary to obesity.
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ASSESSMENT/PLAN:

1. Paronychia.
2. Cellulitis.

3. Finger pain, right index.
PROCEDURE: Incision and drainage of paronychia:
The patient and I had a discussion about the procedure and what it entails. We talked about indication and complication, we discussed this at length. He stated he understands and insisted that I proceed with the procedure.

The patient’s finger was soaked in Betadine and water for approximately 20 minutes. Hand was removed from Betadine and water and then pat dry with sterile dressing. His index finger was then covered in a sterile fashion.

Site was again cleaned with Betadine and over wiped with alcohol.

Local anesthesia was achieved by tetracaine spray.

Site was tested for achievement of anesthesia. It was a little tender, but he stated, not as bad as it was before.
With a #11 blade, a generous incision was made at the base of his nail and pus was evacuated.
Site was covered in triple antibiotic and secured with 2 x 2 and Coban.

The patient tolerated procedure well. There were no complications. Blood loss was approximately 5 mL.
The patient was advised to avoid the use of that hand for at least 48 hours as typing for example could cause increase in pain and prolonged healing.
The patient was sent home with the following medications:
1. _______ 800/160 mg one p.o. b.i.d. for 10 days #20.

2. He was advised to purchase Tylenol or Motrin over-the-counter for his pain.
He was given the opportunities to ask questions, he states he has none. He was strongly encouraged to come back to the clinic if worse or go to the nearest emergency room if we are closed.
Rafael De La Flor-Weiss, M.D.

Philip S. Semple, PA

