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PROCEDURE NOTE
PATIENT NAME: Randy Jones

DATE OF BIRTH: 09/22/1970

DATE OF ACCIDENT: 10/07/2020

DATE OF PROCEDURE: 02/24/2022

PROCEDURE: Trigger point injection L1 and L4 bilaterally at the spine level in the paraspinal muscles.
SURGEON: Vinod Sharma, M.D.

MEDICAL INDICATIONS: The patient exhibits extreme spasm in the muscles at paraspinal region from L1 bilaterally and L4 bilaterally. The injection was carried out simply after cleaning the area with alcohol and Betadine and spraying with ethyl chloride. For each trigger point, 3 mL syringe was used containing dexamethasone and Marcaine 0.5% and it was injected and entire needle was withdrawn. Band-Aids were applied. The patient did report relief of pain significantly after the end of this procedure.
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.

DIAGNOSES: Fibromyalgia, Fibromyositis, Myofascitis, Trigger point.

CONSENT: The patient was duly informed of all risks and alternate treatments. The patient understood and agreed to proceed for the procedure. The patient signed the informed written consent.
PHYSICAL EXAMINATION: I conducted history and physical examination for presence of tender points, spasm and tender nodes within the muscles, ligaments, joint capsules, tendons, and related tissue. The trigger points were identified by systematically palpating muscles of the pain area with the tip of index or middle finger or both to localize tender spots. During palpation of a trigger point, the patient often reported duplication of pain and paresthesia over the nearby muscle area and by producing involuntary local muscle contraction with the patient jumping in pain or flinching. Often, there was felt a definite knot of firm tissue. The patient reported history of injury to myofascial structure due to MVA. The patient reported history of inflammation (myositis, fibrositis, arthritis, tendonitis, etc.)
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The Affected Muscles are:

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 block of above mentioned procedure 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. I further certify that this procedure is more safer, cost effective, less intrusive, and more effective in improving outcome as compared to other alternatives like surgical interventions. This procedure meets and does not exceed the patient medical need and is an appropriate intervention at this time.

PROCEDURE NOTE: The entire procedure is done by Dr. Vinod Sharma, M.D. Written Informed Consent is obtained from the patient, after explaining the complications, adverse events. The patient is now placed in a comfortable position with target muscle as relaxed as possible. The patient was seated on a stool with the upper chest and head exposed and leaning forward to relax back muscles. Each target trigger point was well marked by a marker for identification. Next, the local area was completely exposed, prepped with 70% Isopropyl Alcohol and sterile Drapes. Utilizing 3 mL syringe and 27-gauge needle, each trigger point was sequentially injected with 1.5 mL of 0.5% Marcaine and 1.5 mL of dexamethasone. The needle was withdrawn intact. The injection site was cleaned, Band-Aid applied and hemostasis was achieved.
POST-OPERATIVELY: The patient was observed for several minutes for any signs of bleeding, vasovagal shock. The patient was returned to recovery room for discharge. The patient tolerated the procedure well, without complication.

After ascertaining the patient being safe to discharge for 10 minutes and stable vitals, the patient was then let go with 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 observed for vitals and any bleeding or vasovagal shock. 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.

