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MILLENIA SURGERY CENTER
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Orlando, Florida 32811


ENDOSCOPY REPORT

PATIENT: Costa Jr., Michael

DATE OF BIRTH: 05/30/2002

DATE OF PROCEDURE: 06/12/23

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: *__________* eosinophilic esophagitis. The patient was treated with Carafate and proton pump inhibitor and was also treated with Flovent. The patient is asymptomatic. He stated his dysphagia has resolved, he has taken a full course of the medication, which has finished. He is not having any symptoms at this particular time.
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.

INSTRUMENT: Olympus video EGD scope.

DESCRIPTION OF PROCEDURE: After informed consent was signed and obtained 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 grossly looked normal, documented with pictures. The scope was brought to the antrum. The pylorus looked normal. No evidence of pyloric channel ulcer or pyloric stenosis.

Retroflexion was done at the incisura. The upper body of the fundus and the cardia grossly looked normal, documented with pictures. The scope was straightened, brought back to the EG junction, normal Z-line. No evidence of any esophagitis. Resolution of the erosive esophagitis. No evidence of any trachealization of esophagus noted. No evidence of esophagus narrowing. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

FINDINGS:
1. Complete resolution of the erosive esophagitis. No evidence of any Barrett’s esophagus or trachealization of the esophagus.

2. No evidence of any hiatal hernia or evidence of any esophageal stricture.

3. Grossly normal examination of the duodenum.

4. Grossly normal examination of the stomach. No biopsies were taken.

RECOMMENDATIONS:

1. The patient needs lifestyle modifications. Avoid chili, spicy, greasy foods and try not to eat late at night.

2. The patient has recurrence of GERD symptoms. We can start the patient on antacid or Pepcid. Otherwise, no medication needed.

3. From the GI standpoint, the patient is cleared to go back to Marine.

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: 06/12/23

DT: 06/12/23

Transcribed by: SR/gf

cc:
Primary care provider, Dr. __________
Dr. Pothamsetty
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