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ENDOSCOPY REPORT

PATIENT: Fritschle, Jennifer

DATE OF BIRTH: 06/15/1983

DATE OF PROCEDURE: 06/12/23

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: The patient with history of possibly Crohn’s disease and diarrhea.

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 and colonoscopy with biopsy.

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 pylorus, the bulb of the duodenum, and second and third portions of the duodenum. Examined portion of the duodenum appeared to show duodenitis. Biopsies were taken from small intestine to rule out celiac sprue or enteritis and as workup for Crohn’s disease. 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, documented with pictures. The scope was straightened and brought back to the EG junction. Question short-segment Barrett’s. Biopsies were taken to establish the diagnosis. 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 terminal ileum appeared to be wide open, ileocecal valve with ulceration happening in the terminal ileum. Biopsies were taken and sent in separate jars. There was also like a large ulcerated area noted at the ileocecal valve going up to the proximal ascending colon one side, white based with thickened fibrotic edges with some stenosis and some narrowing of the colon happening in that area. The question here is if this is secondary to the Crohn’s disease or if there is some kind of neoplastic malignant cause happening in this area. Multiple biopsies were taken from the edges of the ulcer and sent in separate jars. Rest of the colon appeared unremarkable. It was suboptimal prep, but I was able to clear up as best as I can. I did not see evidence any colon polyp or any colitis. I did not see evidence of any proctitis. The scope was brought to the rectum. Retroflexion at the rectum revealed grade I/grade II 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. Question short-segment Barrett’s, biopsies were taken to establish the diagnosis.

2. Mild to moderate gastritis. Biopsies were done to rule out Helicobacter pylori.

3. Mild to moderate duodenitis. Biopsies were taken to rule out celiac sprue and as a workup for Crohn’s disease.

4. Colonoscopy of the terminal ileum and cecum.

5. Suboptimal prep.

6. The patient appeared to be having terminal ileitis with terminal ileal ulceration. Biopsies were taken.
7. The patient has proximal ascending colon large ulcer with white base with thickened fibrotic edges involving the ileocecal valve going up to the proximal ascending colon one side only causing some stenotic changes because of scarring. Multiple biopsies were taken from the edges to rule out neoplastic versus Crohn’s disease. The rest of the colon appeared unremarkable.

8. There is no evidence of any proctitis or rectal inflammation.

9. Internal hemorrhoids.

RECOMMENDATIONS:

1. Await for the GE junction biopsy. If it comes positive for Barrett’s esophagus, repeat upper endoscopy in three years. If that comes out negative, then repeat upper endoscopy in five years.

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

3. Await for small bowel biopsy.

4. Await for the terminal ileum biopsy.

5. Await for the proximal ascending colon ulcer biopsy. I want to rule out if there are any neoplastic changes or adenocarcinomatous changes happening versus it is consistent with Crohn’s disease since the patient has history of Crohn’s disease and trust me she was not treated for Crohn’s disease in the past. She was told that she might have IBS.

6. In addition, I am going to send the patient for Prometheus testing and also await for the biopsies. The patient will also need to have QuantiFERON test for TB in consideration to be started on biological agents like Humira if the biopsy comes consistent with the Crohn’s disease. Because of the nature of the ulcer, I will be a little more skeptical if this could be malignancy. I would recommend the patient to have a CT enterogram to look at the extent of the terminal ileum and, before proceeding with right hemicolectomy of this ulcerated area especially if it comes out to be any typical cells, I want the patient to have evaluation by Dr. Marcus Muehlbauer; his phone number is 352-273-9476; he is basically advanced gastroenterology Crohn’s disease specialist at Gainesville, Florida, to get his expertise and his opinion especially for followup for the Crohn’s and to make determination if the patient would benefit from segmental resection of right hemicolectomy of this ulcerated area in the ascending colon and Dr. Marcus Muehlbauer’s assistant would be Alexis and her phone number 352-331-8902, extension 257. Followup colonoscopy will be based on the outcome of this and recommendation by Dr. Marcus Muehlbauer and recommendation after the biopsy report.

ADDENDUM:
Await for the colon ulcer biopsies and the patient has been referred to Dr. Marcus Muehlbauer, the inflammatory bowel disease doctor in Gainesville, for further evaluation and assessment. In the meantime, the patient is going to have QuantiFERON test for TB. If the biopsy comes positive for atypical cells or cancerous cells, then the patient would be referred to Dr. Samuel DeJesus for possible right hemicolectomy involving the terminal ileum. If the biopsy comes positive more consistent with the Crohn’s disease, then the patient would be started on the biological agent once the QuantiFERON test is negative for TB. The rest of the other recommendations were discussed in the note and we will follow with that. Discussed these assessment plans with the patient in great detail. She seems to understand. We will need to do a CT enterogram to look at the extent of the Crohn’s *__________* disease.

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. Yunk

Dr. Pothamsetty
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