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: Carrla Mathis
DATE OF BIRTH: 06/01/1980
DATE OF ACCIDENT: 11/16/2021
DATE OF SERVICE: 03/09/2022
PROCEDURE: 
1. Cervical Inter-laminar Epidural Steroid Injection with Fluoroscopic Guidance at C7-T1.

2. Cervical Epidurogram.

PLACE OF PROCEDURE: Advance Pain Care Office, Southfield, Michigan

PREOPERATIVE DIAGNOSES: M54.2, M50.20, M 54.12, M54.82, M54.02, S13.4XXA

POSTOPERATIVE DIAGNOSES: Same

SURGEON: Dr. Vinod Sharma, M.D.

MEDICAL INDICATIONS: Carrla Mathis is a victim of a rear-ending accident on 11/16/2021 as a driver. The impact of the accident caused her to have pain in the neck with radiation to the right arm involving first, second and third fingers with numbness and tingling and also middle back, lower back, and pain and radiation to the left buttock. The MRI findings were confirmatory for traumatic injury to the spine as follows: In the cervical spine, it is discovered that the patient has herniated disc at C4-C5, C5-C6, C6-C7 and C7-T1 compressing the thecal sac and causing mild to moderate narrowing of the right lateral recess. In addition, the patient has a bulging disc at C2-C3 and C3-C4. The patient was informed about these findings and she agreed and consented to get the procedure done to relieve the pain and decrease the need for opioids and decrease the need for surgery.
INTERIM HISTORY & MEDICAL NECESSITY: The patient was fully assessed. A PFT examination was ordered to assess respiratory passage adequacy. Based on history and physical examination and MRI diagnostics, it was determined that the patient may benefit from the above procedure. Conservative treatment has not afforded significant relief. Hence, it was agreed upon to proceed with the injection. The patient was provided all options. There are no contraindications for the proposed procedure. The patient was provided a detailed insight for his pathology and the details of the procedure. Pending followup from this procedure, further recommendations will be made.
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CLINICAL PERSPECTIVE: Upon review of the entire history, complaint, physical examination findings, radiological evidence, plan of care and diagnoses, a therapeutic fluoroscopy guided CESI 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 be furnished in a setting appropriate to the patient’s medical needs and shall be ordered and furnished by qualified well-trained physician. Pending followup from this procedure, further recommendations will be made.

GOAL: 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: Written Informed Consent was obtained after careful discussion of the risks and benefits of the procedure. Alternatives to the procedure were discussed with the patient.

ANESTHESIA: IVCS with Versed and propofol, Inhalation anesthesia with nitrous oxide and O2, Lidocaine LA 1%.

MONITORING: EKG, NIBP, Temperature, Pulse Ox and respiratory rate monitors were applied. 

VITALS: The patient was continuously monitored for all vital signs during the procedure.

PROCEDURE NOTE: After the patient signed written informed consent, the patient was escorted to the Fluoroscopy suite. The patient was first placed in supine position. IV line was established with 100 mL normal saline. The patient was given IVCS sedation with propofol 0.5 mg/kg slow drip for 20 minutes and Versed 0.5 mg periodically IV bolus as titrated for sedation and inhalation anesthesia with nitrous oxide/oxygen at 3 liters each via nasal mask. The vital signs were continuously monitored. Universal Site and Side protocol was followed and documented safe injection and infection control practices, as recommended by CDC, including the use of face mask and surgical hat, was strictly followed. The patient was then turned in the prone positioning, with appropriate support under the chest to open up the interlaminar space. The cervical spine was exposed, examined, prepped, and draped in a sterile fashion. The interspace at C7-T1 was selected for the procedure. A marker was placed at C7-T1 interspace as identified under fluoroscope in AP view, slightly to the left of the spine. A total of 6 mL of Lidocaine 1% was infiltrated into the skin and deeper tissues at the target injection site. A 22 gauge 3.5 inch Tuohy needle was then inserted through the anesthetized area in AP view. The further progress of Tuohy needle was carefully guided in the contralateral view of the fluoroscope.
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The epidural space was entered, using loss of resistance technique. The position of the needle was confirmed by AP, lateral and contralateral views and by producing an epidurogram with 2 mL of Omnipaque 240 contrast dye that was injected slowly under continuous fluoroscopy and an epidurogram was obtained. The epidurogram illustrated perfect epidural spread, verified in both AP and Lateral projection. Subsequently, 5 cc of dexamethasone only was slowly injected into the epidural space. The Tuohy needle was carefully withdrawn intact after reapplying the stylet to prevent steroid tract. A Band-Aid with Bacitracin ointment with appropriate dressing was securely applied. The patient was assisted to the recovery area for post-procedure monitoring. 

EPIDUROGRAM:
After confirming the needle position in Anteroposterior, Lateral, Oblique and Contralateral position, 2 mL of Omnipaque 240 was carefully injected into the cervical epidural space via the Tuohy needle placement under continuous fluoroscopy, resulting in excellent anterior and posterior spread of the dye as well as lateral spread was noticed. There was no cephalad and caudal restriction of the dye spread noticed.

ESTIMATED BLOOD LOSS: Less than 1 mL.

COMPLICATIONS: None. 

POSTOPERATIVELY:
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 Codes: 62321, 72275, 77003, Q9966, J1100, J2250

The patient walked away in a sable condition with stable vital signs and she reported relief of pain in the neck area and the arm by 50%.

Vinod Sharma, M.D.

