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: Brandon Royal
DATE OF BIRTH: 07/26/1987
DATE OF ACCIDENT: 07/30/2021
DATE OF PROCEDURE: 03/07/2022
PROCEDURE:
1. Left-sided sacroiliac joint injection with arthrogram under fluoroscopy.
2. Right-sided sacroiliac joint injection with arthrogram under fluoroscopy.

PREOPERATIVE DIAGNOSES: Sacroiliac joint pain, sacroiliitis, sacrococcygeal ligament pain, and low back pain.

POST OPERATIVE DIAGNOSES: Same.

SURGEON: Dr. Vinod Sharma, M.D.

ANESTHESIA: IVCS with Versed 0.5 mg p.r.n., IVCS with propofol 0.5 mg/kg slow IV drip, Inhalation anesthesia with Nitrous oxide and O2 at 3 L/min via nasal mask, Lidocaine LA 1%.

MEDICAL INDICATIONS: Mr. Brandon Royal is a victim of an automobile accident that caused all his symptoms. Apparently, he was crossing Grand River Road when he hit a puddle of water and lost control and hydroplaned and the car spun several times. The car hit into a pole and then flipped over. All of this impact caused him severe pain in the lower back and the right shoulder and neck area with radiation to the right arm and right leg as numbness and tingling. The patient has been under physical therapy which has not helped him. He has had previous surgery at L5-S1 in a previous accident in 2017 when he fell on ice. His current MRIs are positive and the physical examination is positive for involvement of sacroiliac joints bilaterally which is leading to pain in the sacroiliac joint. The FABER test and Gaenslen tests and the compression tests are found positive bilaterally and hence the patient has an indication for injection of the sacroiliac joint for diagnostic and therapeutic reasons. This injection will be done two times to provide diagnosis. The patient reports left side is more worse than the right.
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INDICATION & MEDICAL NECESSITY: Detailed history for the patient shows that the patient has been suffering with severe pain in low back, related to sacroiliac joint sprain, due to MVA. The physical examination shows a definite presence of tenderness of the said SI joint. The Gaenslen maneuver, the (FABER) Patrick test and pelvic compression and distraction tests were positive. The radiological examination with MRI confirms the diagnoses of the affliction of SI joint. This has affected life function and ADL. Pain interferes with activities of daily living. The patient is requesting that the injections be done to relieve the pain.

PHYSICIAN’S PERSPECTIVE: Based on history and physical examination, sacroiliac joint injection with fluoroscopy guidance is a reasonable and medically necessary treatment. There is no contraindication for the proposed procedure. A PFT examination is ordered to ensure patency of the airways.

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 proposed SI joint is a 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 likely help the patient in pain relief and improve body function at the affected area and decrease dependence on opioids. 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 is an appropriate intervention at this time.

CONSENT: An informed consent was obtained from the patient for performing the procedure. The patient understood clearly the method and procedure of the procedure as well as its risks and complications. I took my time to completely answer all pertinent questions from the patient. The patient verbally approved for go ahead and also signed on paper with today’s date and time. I also discussed all alternatives to the procedure to the patient. The patient understands and accepts that the risks include but are not limited to increase in pain, nerve injury, infection, bleeding, hematoma, paralysis, spinal headaches, stroke and death. 

TIME-OUT: I double checked the patient ID and correlated to the block site accurately. I made sure that this is the correct patient and the procedure to be done is correct.

DESCRIPTION OF THE PROCEDURE: The patient was taken to the fluoroscopy suite and placed on the fluoroscopy table prone, with adequate pillow support. Time out was performed. The entire procedure was done by Dr. Vinod Sharma, M.D.
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IV line was established. Noninvasive monitoring with EKG, NIBP, Pulse Ox and respiratory rate were applied. Universal Site and Side protocol was followed and documented. Safe injection and infection control practices as recommended by CDC, including use of face mask and surgical hat were strictly followed. The sacroiliac joint and lower back was completely exposed, and widely prepped using Betadine and alcohol and draped in the usual sterile manner.

Regarding the right-sided sacroiliac joint arthrogram, the dye was injected which is Omnipaque 240 3 mL that illuminated the entire area of the joint. Anterior, posterior, inferior and superior spread was noticed within the sacroiliac joint and after that the injection for the steroid was provided.

Regarding the left sacroiliac joint arthrogram, again 2 mL of Omnipaque 240 dye was injected and it illuminated the entire joint especially the inferior part of the joint and once the confirmation was made, the medication for steroid and Marcaine was injected. The arthrogram showed anterior posterior spread of the dye, inferior spread and lateral spread without any obstruction. 

SPECIFICS FOR THE PROCEDURE PERFORMED:
The type of the needle used: 10 cm 22-gauge 3.5-inch curved spinal needle.

The depth target before injection: 1.5"

Medications used: 1 mL Bupivacaine 0.5% with 1 mL dexamethasone, without additives

RELIEF: The patient reported significant improvement in pain 15 minutes after injection.

POST-OPERATIVELY: 
1. The patient tolerated the procedure well. The patient did not complain of any tingling or numbness of lower extremities. 

2. The patient was observed for several minutes for any signs of bleeding, vasovagal shock.

3. The patient was returned to recovery room for observation for 20 minutes.

PLAN: After ascertaining the patient being safe to discharge, with stable vital signs, 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 advised to continue PT. The patient was provided referral for PT. 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.

CPT Code: 27096

Vinod Sharma, M.D.

