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PROCEDURE NOTE
PATIENT NAME: Angela Le
DATE OF BIRTH: 07/15/1991
DATE OF PROCEDURE: 06/14/2021
PROCEDURE: Median nerve block on the right wrist with steroid and Marcaine.
PREOPERATIVE DIAGNOSES: Cervical facet joint hypertrophy, uncovertebral joint hypertrophy.

POSTOPERATIVE DIAGNOSES: Same

MEDICAL INDICATIONS: The patient presents with severe pain in the right first, second, and third fingers as severe pain. The pain is reproducible and Phalen sign and Tinel signs are positive. There is weakness of the grip along with history of dropping things out of the hand. The injection to the median nerve is diagnostic and will help relieve the pain that is being complained of. The patient has a positive MRI finding in the cervical spine with C5-C6 and C6-C7 disc bulging and empirically this injection is being provided for therapeutic and diagnostic reason.

INTERIM HISTORY & MEDICAL NECESSITY: The patient’s history and physical findings were reviewed extensively and correlated with the MRI.

HISTORY: The patient has a history of MVA/severe neck pain, secondary to MVA
Physical Examination: Tenderness and muscle spasm in the involved cervical region. Pain is aggravated by extension, lateral rotation and lateral bending of cervical spine.
Radiological Studies: Radiological studies show hypertrophy of the facet joints and uncovertebral joints of the involved levels.

History of Failed Conservative Treatments: The patient has tried and failed treatment with medications, home exercises and physical therapy.

History of Significant Interference of Life Function: Pain now interferes with activities of daily living and body functions.
CLINICAL PERSPECTIVE: 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 medial branches and/or facet 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. 
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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. A PFT was ordered to make sure the potency of the airways. There is no contraindication for the proposed procedure. Pending followup from this procedure, further recommendations will be made.

GOAL OF THE PROCEDURE: The procedure will likely help the patient in pain relief and improve body function at the affected area and reduce the opiate requirements. I further certify that this procedure is more safer, cost effective, less intrusive, and more effective in improving outcome as compared to surgical interventions. This procedure meets and does not exceed the patient medical need and is an appropriate intervention at this time.

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 facet injection and nerve block. 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. The patient verbally 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: 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. The neck was exposed, examined, prepped, and draped in a sterile fashion.

Using Fluoroscopic guidance, the lateral borders and desired levels of cervical bodies were identified and marked. A total of 3 mL of Lidocaine LA 1% was infiltrated into the skin and deeper tissues at each target injection site. 
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A 22 gauge 3.5 inch Spinal Quincke needle was then advanced to the midpoint of the centroids at the waist of the articular pillars of target level, where the median branch lies. AP and lateral projections of the fluoroscope confirmed adequate needle placement. There was no evidence of heme, CSF or paresthesias noted at any time. At this point, 0.5 mL of Omnipaque 240 contrast was injected under live fluoroscopic guidance, outlining a well-defined neurogram through a T-Connector extension tubing. Then, 0.5 mL of 0.5% Bupivacaine with 0.5 mL of dexamethasone was injected through the spinal needle at each level to block the corresponding medial branch nerve, utilizing a T- Connector extension tubing. At this point, all needles were withdrawn from the patient intact. A bandage was applied to each puncture site.

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

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.

Additives: None

POSTOPERATIVELY: There was no untoward reaction/complication during the procedure. There were no complications and the patient tolerated the procedure well. Postoperative instructions were given. The patient was observed for 15 minutes. The patient was discharged in a hemodynamically and neurologically stable condition.

RELIEF: The patient reported significant pain relief of over 80% and increase in ROM immediately after the procedure. Further update in treatment plan and consideration of radiofrequency ablation shall be considered based on if there is over 50% relief from today’s 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 a rider. 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.

CPT Codes: 64490, 64491, 64492
Vinod Sharma, M.D.

