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ENDOSCOPY REPORT

PATIENT: Vega Cruz, Norine
DATE OF BIRTH: 04/18/1961
DATE OF PROCEDURE: 05/20/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Abdominal pain, melena, history of duodenal nodule, and left upper quadrant pain.

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

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

PROCEDURE PERFORMED: EGD with biopsy.

INSTRUMENT: Olympus video EGD scope.

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 in the oral cavity, past the hypopharynx, through esophagus, through the EG junction to the pylorus, the bulb of the duodenum, and second and third portions of the duodenum. Examined portion of the duodenum bulb area appeared to be nodular in thickness just after the pyloric sphincter noted. Multiple biopsies were taken to establish the diagnosis, to rule out neoplastic versus inflammatory changes or could this be a scar tissue from the duodenal ulcer in the past. The second and third portions of the duodenum appeared unremarkable. The scope was brought to the antrum. The pylorus looked normal. No evidence of pyloric channel ulcer or pyloric stenosis. The antrum had mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori. Retroflexion was done at the incisura. The upper body of the fundus and the cardia grossly looked normal except for a few small body polyps which were biopsied.
The scope was straightened and brought back to the EG junction, normal Z-line. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.
FINDINGS:
1. Grossly normal esophagus, normal Z-line.

2. Mid body few gastric polyps. Biopsies were taken to establish the diagnosis.

3. Mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.

4. There is what looks like in the duodenal bulb area a mucosal thickness right after the pyloric channel sphincter. This is nodular with thickness. Biopsies were taken to establish the diagnosis, could this be granulomatous tissue after the duodenal ulcer or this could be any neoplastic changes carcinoid or atypical neoplastic features in the bulb of duodenum.

RECOMMENDATIONS:

1. Await for the duodenal nodular/thickness biopsy from the bulb.

2. Even if the biopsy comes out negative, I recommend the patient to have upper endoscopic ultrasound evaluation of this mucosal thickness.

3. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
4. Await for the gastric polyp biopsy.

5. For the upper endoscopic ultrasound, the patient is going to go to Dr. Varadarajulu for upper EUS evaluation and also recommend the patient to have a CT angiogram of the mesenteric arteries of the abdomen because her ongoing left upper quadrant pain is postprandial and post defecation. If all these studies come negative explaining the patient’s pain, then recommend the patient to have repeat colonoscopy because the last colonoscopy was in July 2021, for any colonic polyp contributing to her pain in the left upper quadrant. I also recommend the patient to take Colace and Metamucil and Protonix 40 mg per day.

6. 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: 05/20/23
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Transcribed by: SR/gf
cc:
Primary Care Provider, Dr. Mark Brooks
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