ADVANCE PAIN CARE, PLLC

23077 Greenfield Road, #240

Southfield, MI 48075

Phone: 248-809-6402

Fax: 248-282-6247

Email: VS7578@yahoo.com


PROCEDURE NOTE
PATIENT NAME: Randy Jones
DATE OF BIRTH: 09/22/1970

DATE OF ACCIDENT: 10/07/2020

DATE OF PROCEDURE: 01/07/2022

PROCEDURE: Injection of the left supraspinatus tendons x 2.
SURGEON: Vinod Sharma, M.D.

ANAESTHESIA: Vapo-coolant ethyl chloride and Lidocaine LA 1%.

MEDICAL INDICATIONS: The patient Randy Jones suffered from an automobile accident on 10/07/2020 in a rear-ending accident where he injured his left shoulder, left knee, neck, mid back, lower back with positive findings. The patient is undergoing lumbar injections. He has findings on the lumbar MRI. The patient also suffered from a comminuted fracture of the distal femur in the left knee with tear of the anterior cruciate ligament that has been operated and also the patient has findings in the MRI of the left shoulder. Besides physical findings the patient has MRI findings and they are described as follows: There is a first degree AC separation and AC joint effusion, intrasubstance tearing, tendinitis supraspinatus tendon without retraction, glenohumeral joint effusion and subacromial subdeltoid fluid consistent with bursitis. With each of this finding, a decision is made to provide injection. The pain level the patient reports is around 7 with difficulty in abducting the arm. The patient is undergoing excellent physical therapy for the last whole year and range of motions are still limited to 120 degrees until recently and the pain is consistent and has not been relieved with all the conservative treatment. The injection will provide aggravated healing and also will provide release and the possibility of decrease of pain medication and avoid surgery by natural healing is the goal. The patient is also undergoing a orthopedic surgery consultation for her left knee for the persisting medial meniscus tear anterior cruciate ligament issues and even for left shoulder he will see a surgeon to make sure that he does not require surgery for the shoulder issues.
GOALS: The proposed procedure should relieve pain, improve functions and decrease the dependence on opiates. The procedure should enhance healing and decrease chance for surgery.

CONSENT: An informed written consent is obtained from the patient. All the risks are explained.

SEDATION: None. The patient was alert and communicative during the entire procedure.
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MONITORING: Blood pressure, pulse oximetry.

PREP: 70% isopropyl alcohol, Betadine and sterile drape.

RATIONALE FOR THE PROCEDURE: Upon review of the entire history, complaint, physical examination findings, radiological evidence, plan of care and diagnoses, a therapeutic fluoroscopy guided injection of the supraspinatus and infraspinatus tendons is reasonable and medically necessary procedure, in my professional opinion. I further certify that this procedure is safe, effective and is not an experimental procedure. The procedure is appropriate and shall be furnished in accordance to the accepted standards of medical practice for the diagnosis and treatment of the patient’s condition. The procedure will be furnished in a setting appropriate to the patient’s medical needs and shall be ordered and furnished by qualified well-trained physician. The procedure will likely help the patient in pain relief and improve body function at the affected area. The proposed procedure shall decrease the needs for opiates and possible surgery by enhanced healing. I further certify that this procedure is more safer, cost effective, less intrusive, more effective in improving outcome as compared to other alternatives like surgical interventions. This procedure meets and does not exceed the patient’s medical need and is an appropriate intervention at this time. There are no contraindications and the patient has tried and failed conservative treatments.

PROCEDURE NOTE: The entire procedure is done by Dr. Vinod Sharma, M.D. The patient is taken to the fluoroscopy suite. The patient is placed comfortably on the fluoro table. The rotator cuff region is properly identified and the area is marked with a marking pen. The entire area is then prepared by properly prepping the area with 70% alcohol and Betadine and draping it with sterile towels. CDC guidelines for infection control are maintained throughout the procedure. The rotator cuff is then injected serially by a 3 mL syringe and 27-gauge needle 1 inch long, to the supraspinatus and infraspinatus rotator cuff tendon just below the spine of scapula distally as well to various tender points at the insertion of the tendon at the shoulder joint. The area is cleaned with alcohol and Band-Aid applied, after ascertaining complete hemostasis and withdrawing the needle intact.
POSTOPERATIVE: The patient was observed for vitals and any bleeding or vasovagal shock. The patient tolerated the procedure well and remained in the recovery room until all discharge criteria were met. The patient was subsequently discharged in stable condition, with the discharge instructions. The patient was advised to rest for over 24 hours, apply ice to the injection site and avoid excessive exertion today. The patient was advised to go to ER or call 911 if there is any problem. The patient was advised to continue PT. The patient was provided referral for PT. The patient was provided with referral for orthopedic surgeon. The patient was advised to call Dr. Sharma direct at his cell phone 248-747-0263 for any emergency or call 911. The patient was provided followup in 2 weeks.

Vinod Sharma, M.D.

