BANKS, TRENT
DOB: 12/19/1976
DOV: 11/27/2023
HISTORY: This is a 46-year-old gentleman here with pain to his right thumb. The patient stated that this has been going on for approximately three days. It is worse today. He described pain as sharp. He rated pain 6/10 worse with touch. (The patient indicated that he is a nail biter).
PAST MEDICAL HISTORY: None.

PAST SURGICAL HISTORY: Hernia repair.

MEDICATIONS: None.

ALLERGIES: None.

SOCIAL HISTORY: Denies tobacco, alcohol or drug use.

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

REVIEW OF SYSTEMS: The patient denies chills, myalgia, nausea, vomiting, or diarrhea. Denies increased temperature. 
PHYSICAL EXAMINATION:

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

O2 saturation 98% at room air.

Blood pressure 133/78.

Pulse 80.

Respirations 18.

Temperature 98.4.

RIGHT THUMB: Fluctuant tender mass on the medial surface of his thumb. There is no discharge or bleeding. There is an area of localized erythema on the medial surface of his thumb. Site is hot to touch.
Nail is viable.

He has full range of motion of his thumb with mild discomfort and range of motion with DIPJ. Neurovascularly intact. Capillary refill is less than 2 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.
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ABDOMEN: Nondistended. No guarding. No visible peristalsis.
EXTREMITIES: Full range of motion of upper and lower extremities. No discomfort with range of motion. He bears weight well with no antalgic gait.

SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
NEUROLOGIC: Alert and oriented x3. Cranial nerves II through X is normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:

1. Right thumb paronychia.

2. Right thumb cellulitis.

3. Right thumb pain.
PROCEDURE: Incisional drainage paronychia. The patient’s thumb was soaked in a normal water and Betadine for approximately 20 minutes. Procedure was explained to the patient. We talked about complications which includes infection, poor results, damage nerves, and loss of digit.

After soak in Betadine for approximately 5 to 10 minutes, hand was removed from Betadine dry.
Hurricaine spray was used for local anesthesia. After anesthesia was achieved confirmed by testing, a #11 blade was used and a generous incision was made on the area of fluctuance.

Large amount of pus was evacuated from incision site.

Neosporin was applied to site. Neosporin was then covered by 2 x 2 and was secured by Coban. 

The patient tolerated the procedure well. There were no complications. The patient was reassured and educated on wound tear. He was advised to keep dressing on for two days to come back to the clinic after two days for removal or followup with his primary care provider. The patient was discharged with the following medications:

1. Septra DS 800/1600 mg one p.o. b.i.d. for 10 days #20.
2. Sulindac 200 mg one p.o. b.i.d. p.r.n. for pain #14.
Again, the patient was reassured. He was given wound care. Now, he was strongly encouraged to cover hand with a plastic when shower and to avoid excessive use in water. 

He was given the opportunity to ask question and he states he has none.
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Philip S. Semple, PA

