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ENDOSCOPY REPORT

PATIENT: Walker, Brennan

DATE OF BIRTH: 04/10/1995

DATE OF PROCEDURE: 03/25/23

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Chronic diarrhea for five years.

ANESTHESIA: Sedation was given with MAC anesthesia, given by the anesthesiologist, Dr. Nelson.

The patient was monitored during the procedure with blood pressure, pulse oximetry, and electrocardiogram done periodically.

PROCEDURE PERFORMED: Colonoscopy with biopsy.

INSTRUMENT: Olympus video colonoscope.

DESCRIPTION OF PROCEDURE: After informed consent was signed and obtained from the patient, the patient was placed in the left lateral decubitus position. After adequate sedation was achieved, the scope was placed into the rectum, rectosigmoid, descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum, documented with pictures. The terminal ileum was intubated with difficulty. It shows the patient had deep ulcers in the terminal ileum with severe ileitis with nodularity in the mucosa. It seemed like consistent with undiagnosed Crohn’s disease that could be the contributing factor for chronic diarrhea for five years. Biopsies were taken from terminal ileum. The rest of the colon appeared unremarkable except at 15 cm from the anus I saw a colon ulcer with inflammatory changes with nodularity and thickening of the fold that raised the suspicion that could this be a Crohn’s related ulcer and now it has inflammatory process and less likely diverticulitis because of the rest of the colon did not show any diverticulosis and it is only at 15 cm from the anus which seems like rectal cyst below the rectosigmoid junction.

The rest of the colon and rectum appeared unremarkable. No evidence of any colitis or proctitis. Random biopsies were taken from the cecum and right colon and sent in separate jar; from the transverse colon, sent in separate jar; from descending colon, sent in separate jar; from the rectum, sent in separate jar; from the sigmoid colon, sent in separate jar, and the biopsy from this rectal ulcer with the nodularity and thickened mucosa was taken at 15 cm from the anus and sent in separate jar also. These findings seemed like they are all consistent with Crohn’s disease. Retroflexion was done in rectum. No hemorrhoids noted. Air was suctioned. I did not see external hemorrhoids. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

FINDINGS:
1. Colonoscopy up to the cecum and the terminal ileum.

2. Fair prep.

3. Terminal ileum appeared to have deeply crated ulcers with severe ileitis seemed like consistent with Crohn’s disease. Biopsies were taken to establish the diagnosis. The rest of the colon and rectum appeared unremarkable, but the random biopsies were taken throughout the colon and rectum, sent in separate jars segmentally from cecum and right colon in separate jar, transverse colon in separate jar, descending colon in separate jar and sigmoid colon in separate jar, rectum and colon in separate jar.

4. The patient has a rectal ulcer noted at 15 cm from the anus with nodularity. There is thickening of the mucosa and this raised the suspicion this could be connected with the terminal ileitis and ileal ulcer as part of the same phenomena like Crohn’s disease that could be the one contributing factor for recurrent diarrhea, but this ulcer, thickness of the fold and the ulcer noted at the 15 cm from the anus in the colon was biopsied and sent in separate jar. I also did the tattooing of this area for further future reference.

RECOMMENDATIONS:

1. Await for the biopsy of terminal ileum and the colon ulcer and the rectum.

2. I am going to start empirically the patient on prednisone 20 mg daily with a tapered dose 20 mg for 10 days, then 15 mg for 10 days and 10 mg for 10 days, and 5 mg for 10 days and also start the patient on Pentasa which is going to be 1 g p.o. four times daily for at least eight weeks. I recommend the patient to have fecal calprotectin and also recommend the patient to have ESR and Prometheus testing; all these things would be able to help us determine the diagnosis of Crohn’s disease.
Eventually, if the biopsy of the colon ulcer to be negative for any malignancy, the patient will need a repeat colonoscopy in six months and if it comes out to be Crohn’s, then the patient needs to be evaluated for basically biological agents like Humira because of severe terminal ileitis and terminal ileal ulcers and, for that, the patient will need a tuberculosis test which is going to be the QuantiFERON test as a preparation for the patient needs to be started on Humira which I would recommend better than immunosuppressants like 6-mercaptopurine and also recommend the patient to be referred to the IBD Clinic in Orlando Health for further evaluation.
3. The patient is to be on soft diet and plenty of fiber diet.

4. Follow up in one to two weeks.

The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 03/25/23

DT: 03/25/23

Transcribed by: SR/gf

cc:
Primary care provider, Dr. Maria Mena Cardenas
Dr. Pothamsetty
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