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: Jahaira Torres
DATE OF BIRTH: 05/15/1984
DATE OF PROCEDURE: 04/16/2021
PROCEDURE:
1. Interlaminar cervical epidural steroid injection with fluoroscopy.

2. 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: The patient Jahaira Torres has been a victim of an automobile accident where she was injured by a tractor-trailer in the next lane where she was and the truck made an illegal turn hitting them into the front end. She was a front passenger restrained. Her husband was driving. As a result, she suffered from headaches and TBI symptoms as well as severe pain in the neck throbbing, mid back pain and lower back pain and left shoulder pain. The patient was provided SI joint injection to the right that relieved most of her lower back pain. Mid back pain is also improved. The neck pain is still throbbing, unrelieved with any conservative treatment including physical therapy, chiropractic treatment and medications. It appears that the patient will benefit from CESI because her MRI is positive and it shows that there is C3-C4, C4-C5 and C5-C6 disc herniation leading to radiculopathy into her left arm and right arm as well as severe pain locally. The cervical epidural steroid injection should help improve her healing, decrease the pain and decrease the need for surgery. The patient provided a consent and this procedure will be done today.
INTERIM HISTORY & MEDICAL NECESSITY: The patient was evaluated and examined today before the procedure. Upon review of the entire history, complaint, physical examination findings, radiological evidence, a fluoroscopy guided block of above mentioned facet joint is a reasonable and medically necessary procedure, in my professional opinion. There are no contraindications for the proposed procedure.
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The patient was involved in an MVA and it is with reasonable medical certainty that his current complaints are directly and causally related to this sentinel event. He has been trialed on conservative treatment and still has significant pain residuals.

GOAL OF THE PROCEDURE: The proposed procedure will likely help the patient in pain relief and improve body function at the affected area and decrease dependence on narcotics.

INFORMED CONSENT: Risks, benefits and alternatives of the procedure were explained to the patient. The patient understood and verbally agreed for this procedure. An informed consent was obtained from the patient for performing the procedure, entitled cervical facet injection. The patient understood clearly the method and the procedure as well as its risks and complications and alternatives for this procedure. I took my time to completely answer all pertinent questions from the patient and reviewed alternate treatment options. The patient approved for go ahead and also signed on paper with today's date and time.

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.

SURGEON: Dr. Vinod Sharma, M.D. 

ANAESTHESIA: 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: The patient was brought to the fluoroscopic suite and placed on the fluoroscopy table. The patient was placed in supine position to allow IV line placement and EKG, NIBP, Temp, Respiratory rate monitoring. The patient was provided Versed 0.5 mg IV initially and titrated again during the procedure. IVCS was achieved with propofol 0.5 mg/kg in a slow drip lasting the duration of the procedure and further supplanted by inhalation nitrous oxide with oxygen at 3 liters each in 50% mixture via nasal mask. The patient was continuously monitored throughout for the vitals. The patient was then turned prone with a pillow under the chest to expose the spine. The entire neck was prepared with alcohol and Betadine and draped in a sterile fashion. All precautions for sterility and infection control, as advised by CDC, were observed. Using fluoroscopy in AP view, the lateral borders and the level of intended cervical bodies was identified and marked. The fluoroscope was then oblique at 15-degree ipsilateral and 5-degree caudal to enlarge the facetal column.
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The skin and the soft tissue overlying the joint were anaesthetized with 1% lidocaine 5 mL volume using 27 gauge 2 inch long needle. Using a down-the-beam approach, a 3.5 inch short bevel spinal Quincke needle was advanced to the periarticular surface of each facet joint. The confirmation of the needle position was obtained using a contralateral oblique fluoroscopic image to identify the tip of each needle, entering the periarticular line of each joint treated. Omnipaque 240 contrast dye 0.5 mL was injected into each joint to produce the arthrogram and to make sure that there was no vascular uptake. Afterwards, the treatment mixture containing Marcaine 0.25% and dexamethasone 1 mL each was injected into each joint. The needles were then removed after restyletting. Bacitracin impregnated Band-Aids were applied to each site of needle insertion.

The patient awareness during the procedure was good. The patient's vitals and breathing was normal during the entire procedure. The patient’s mental status remained normal. The skin color remained pink.

SPECIFICS OF TODAY'S PROCEDURE:

The type of the needle used: 3.5 inch 22 gauge Spinal Quincke needle.

Medication used: 1.0 mL Bupivacaine 0.5% and 0.5 mL of dexamethasone with no preservatives. 

POSTOPERATIVELY: There were no complications and no blood loss. The patient tolerated the procedure well. Postoperative instructions were given. The patient was observed for 15 minutes and then discharged in a stable condition.

RELIEF: The patient reported significant pain relief with pain scores down to 2 and increase in ROM, immediately after the procedure.
DISCHARGE STATUS OF THE PATIENT: The patient has been cleared for discharge home by Dr. Sharma, in a stable condition. The patient verbally acknowledged to Dr. Sharma of feeling good. The patient is awake and able to walk independently. The patient denied any symptoms of complications like numbness or weakness anywhere. The patient is deemed completely safe to be sent home with an escort. The patient was provided with direct cell phone number for Dr. Sharma for a direct contact at 248-747-0263. The patient was advised to go to ER or call 911 if any emergency. The patient will continue PT and a PT referral was provided to the patient.

CPT Codes: 64490, 64491, 64492

Vinod Sharma, M.D.

