BARRIENTOS, CRYSTAL
DOB: 04/02/1993
DOV: 12/05/2024
HISTORY: This is a 31-year-old female here with pain to her right index finger.

The patient denies direct trauma. She states she had a hangnail almost putting on it and few days later she noticed swelling, redness, and increased pain. She described pain as sharp rated pain as 8/10 worse with touch and motions the pain is located in the lateral surface of her nails.
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.
PHYSICAL EXAMINATION:

GENERAL: She is alert and oriented, obese young lady in mild distress.
VITAL SIGNS:

O2 saturation 97% at room air.
Blood pressure 114/77.
Pulse 70.
Respirations 18.

Temperature 98.6.
Index finger periungual edema. There is fluctuance on the right lateral surface. There is scant discharge of pus the site blanches to palpation. She has full range of motion of the IPJ. Cap refill less than two seconds and sensation is normal.

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. No rebound. No guarding.
SKIN: No abrasions, lacerations, macules, or papules. No vesicles or bullae.
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EXTREMITIES: Except index finger right hand, full range of motion. No restriction of range of motion. She bears weight well with no antalgic gait.
NEUROLOGIC: Alert and oriented x 3. Cranial nerves II through X are normal. Motor and sensory functions are normal. Mood and affect are normal.

ASSESSMENT:
1. Paronychia right index finger.
2. Finger pain right index finger.

3. Cellulitis right index finger.

PROCEDURE: (Incisional drainage).
1. Procedure was explained to the patient as to what is entailed in I&D or paronychia and she states she understands and ask questions I answer questions and gave verbal permission for me to proceed.
2. Finger was soaked in warm water and Betadine.

3. The site was pat dry and cleaned with Betadine.

4. #3 mL of lidocaine was injected around the digit. No epinephrine was involved.

5. After anesthesia was achieved, the site was again cleaned with Betadine.

6. #11 blade was used as generous incision was made on the lateral surface and pus was evacuated. The patient reports improvement in terms of the pulsating pain she was experienced and states after pus came out she felt much better.

The site was then cleaned and covered with triple antibiotics. With a 4 x 4 and Coban.

The patient tolerated procedure well.

She was strongly encouraged to do self dressing on a daily basis to come back to the clinic in three days or so if she noticed evidence of infection. Infection was explained to the patient what to look for.

The patient was sent home with Septra DS one p.o/ b.i.d. and Mobic 15 mg one p.o. every morning p.r.n. for pain. The patient was given the opportunity to ask questions, she states she has none. She was strongly encouraged to come back to the clinic if pain increases or go to nearest emergency room if we are closed.
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