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ENDOSCOPY REPORT

PATIENT: Matta, Samuel
DATE OF BIRTH: 10/30/1963
DATE OF PROCEDURE: 05/22/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: History of anemia and family history of colon cancer.
ANESTHESIA: Sedation was given with MAC anesthesia, given by the nursing anesthetist under supervision of the anesthesiologist.

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

PROCEDURE PERFORMED: EGD with biopsy and colonoscopy with hot snare polypectomy.

INSTRUMENT: Olympus video EGD scope and 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 in the oral cavity, past the hypopharynx, through esophagus, through the EG junction to the stomach, there is very small polyp of the stomach was noted because the patient has status post bariatric surgical changes. No evidence of any anastomotic stricture or anastomotic ulcer. Sutures were seen at the gastrojejunal anastomosis from the prior bariatric surgery with jejunal limb appeared unremarkable. Biopsy from the jejunum was done as a workup for anemia and as a workup for celiac sprue. The stomach segment was very, very small. I did not see any ulcer. 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.

The patient was turned around. KY jelly applied to the rectum. Colonoscope was placed into the rectum, rectosigmoid, descending colon, splenic flexure, transverse colon, hepatic flexure, and to the base of cecum, the patient has inadequately prepped colon. Multiple puddles of liquid to soft stools were seen throughout the colon. In the ascending colon, I saw around the mid ascending colon, a polypoid mass was noted. It was larger that what could be easily removed on the regular colonoscopy. Because of the location of it in the mid ascending colon and since the size of it could not measured, I did not do the tattooing of it and since this appeared to be very vascular, so I did not do the biopsy because the patient is going to go for advanced colonoscopy with EMR and there was a polyp across the surface, another small polyp, even this was not removed because since the patient is going to go for colonoscopy with EMR and that small polyp could be removed from the mid ascending colon. Coming down, I saw at proximal transverse colon an elongated pedunculated polyp which was removed with hot snare successfully. No post-polypectomy bleeding. Just about a couple of folds further distal to the second polyp, I saw a semi-pedunculated polypoid lesion which was removed successfully with hot snare successfully in two pieces and the rest was cauterized, but because of nature of this polyp, because of elongated polyp which was removed, I did tattooing of this a couple of folds distal to this for the future reference and also the second polyp which was removed with hot snare polypectomy successfully, there was no polypectomy bleeding, but as a prophylaxis, I put a metal clip prophylactically against the future bleeding. Coming down, I saw a polyp at 70 cm which was semi-pedunculated polyp and that polyp was completely removed with the help of hot snare polypectomy successfully. No post-polypectomy bleeding. The rest of the colon could not give good visualization also because of the nature of the prep. The patient has small to moderate size polyps in that portion of the colon that could not be seen because of the nature of prep. Scope was brought to the rectum. Retroflexion at the rectum revealed internal hemorrhoids. No bleeding was seen. The scope was straightened. 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. Grossly normal esophagus, normal Z-line.

2. Status post surgical changes from the bariatric surgery. 

3. The patient has a very small segment of stomach noted. The gastrojejunal anastomosis appeared unremarkable. No evidence of any anastomotic ulcer. No evidence of any anastomotic stricture. Sutures were seen from the prior bariatric surgery. Jejunum appeared unremarkable, but I did the biopsy from the jejunum as a workup for celiac sprue, as a workup for anemia.

4. Colonoscopy up to cecum.

5. Inadequate prep.
6. Mid ascending colon polypoid mass noted which appeared to be broad-based, could not be removed completely successfully with regular colonoscopy. I did not tattoo it because of the size of it, because of the location of this which is very obvious just few folds above the ileocecal valve. There was a small polyp adjacent to it and that was not removed. The patient is going to go for advanced colonoscopy with the EMR for this polypoid mass.

7. Proximal transverse colon polyps x2; one was with elongated pedicle, which was removed with hot snare polypectomy successfully and the other one was semi-pedunculated which was also removed by hot snare polypectomy successfully. Both of them with no post-polypectomy bleeding, but because of the second polyp which was semi-pedunculated, as a prophylaxis against the future bleeding, because polypectomy created a wider opening, so I closed the opening up with a metal clip and that will secure any future bleeding. Because of the nature of this polyp which was semi-pedunculated, white based, I injected black ink as a tattooing for this area.

8. There was a semi-pedunculated polyp noted at 70 cm which was removed with hot snare polypectomy successfully. No post-polypectomy bleeding.

9. Internal hemorrhoids.

10. Because of the nature of the prep, small to moderate size polyp from the colon could not be ruled out.
RECOMMENDATIONS:

1. Await for the small bowel biopsy.
2. Await for the polyp pathologies.

3. I am going to refer the patient to Dr. Varadarajulu for advanced colonoscopy with the EMR of the polypoid mass noted in the ascending colon and also since the patient is going to have advanced colonoscopy, I recommend the patient to do it with better prep, with two to three days prep, so he can have a good colonoscopy cleanout and that advanced colonoscopy and depending on the pathology of those polyps which were removed, further activity and action will be done depending on the pathology of the polyps that I removed and depending on the histopathology of the polyps which will be removed with advanced colonoscopy with the EMR. Further recommendation depending on whether the patient needs a surveillance colonoscopy sooner versus surgical resection of the segment of the colon will be determined after the histopathological evaluation of the polyp removed by me and the polyps which will be removed after the EMR.

4. Check the iron studies, TIBC, ferritin, folic acid with a CBC; if the patient found to be anemic and iron deficient, the patient should be started on ferrous gluconate 324 mg three times daily and vitamin C 500 mg p.o. q. daily.

5. Follow up in one to two weeks.
The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.
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