[image: image2.jpg]MILLENIA

SURGERY CENTER, LLC




MILLENIA SURGERY CENTER

4901 S. Vineland Road, Suite 150
Orlando, Florida 32811


ENDOSCOPY REPORT

PATIENT: Yoon, Jay
DATE OF BIRTH: 08/07/1971
DATE OF PROCEDURE: 06/19/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: GERD, dysphagia, and colon cancer screening.

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, colonoscopy with cold biopsy and a metal clip was placed and tattooing was done.

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 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. 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 was showing diffuse gastritis. Question of portal gastropathy. Multiple biopsies were taken from the body of stomach to rule out gastrointestinal metaplasia, rule out any neoplastic changes. Otherwise, upper body of fundus and cardia grossly looked normal, documented with pictures.
The scope was straightened and brought back to the EG junction. Short-segment Barrett’s was noted about 2 cm in length. Multiple biopsies were done to establish the diagnosis. Coming out, rest of the esophagus had question trachealization. Biopsies of the esophagus were done to rule out eosinophilic esophagitis. 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, documented with pictures. Ileocecal valve appeared to be thickened. Biopsies were taken to establish the diagnosis. The patient had fair prep, few puddles of liquidy stools, irrigated, washed and suctioned out. Coming out, I saw, about 25 cm from the anus, a very large pedunculated polyp attached to the large pedicle. This polyp was about 3.5 to 4 cm in diameter, irregularly shaped, tubulovillous in nature. The polyp was completely removed with the help of hot snare polypectomy successfully. It was removed in totality in one piece with no remnant of the polyp attached to the stalk. The polyp pictures were taken and sent in same jar for pathology. Post-polypectomy stalk was left, that post-polypectomy stalk was also removed with hot snare polypectomy successfully. No post-polypectomy bleeding. The reason for removing the stalk separately is to see if there is any invasion of the neoplastic changes in the stalk or not. This stalk was sent in separate jar. Post-polypectomy, the site appeared to be not bleeding actively, but I cauterized it effectively and placed two metal clips to secure the area with good hemostasis, documented with pictures. This was all at 25 cm. Since the polyp appeared to be large in size, I decided to tattoo it with a black ink proximal a fold above and fold below to this polypectomy site for distinguishing and for demarcation in the future. 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. Question trachealization of esophagus. Mid esophagus and distal esophagus biopsies were taken to establish the diagnosis and to rule out eosinophilic esophagitis.

2. Short-segment Barrett’s about 2 cm in length. Biopsies were taken to establish the diagnosis.

3. Diffuse gastritis noted from the proximal body, lower body and antrum, but the biopsies were taken from the body of the stomach and sent separately. Biopsies were taken from the antrum and sent separately. If the body of stomach biopsy inflammatory changes seem most likely alcohol induced/portal hypertensive which I inquired the patient after the procedure, he admits to doing alcohol abuse and that could be the source of that happening.
4. Grossly normal examination of duodenum.
5. Colonoscopy up to cecum.

6. Fair prep.

7. Thickened ileocecal valve. Cold biopsies were taken to establish the diagnosis.

8. The patient had a large pedunculated polyp about 3.5 to 4 cm, tubulovillous appearing, noted at the 25 cm from the anus which was removed completely with a hot snare polypectomy successfully. No post-polypectomy bleeding. Because of the size of the polyp, I decided to remove the stalk also, so the post-polypectomy stalk was removed separately with hot snare polypectomy successfully. No post-polypectomy bleeding, but because of the nature of the large polyp, to investigate the post-polypectomy site, I cauterized it and I placed two metal clips successfully with a good hemostasis. No post-polypectomy bleeding. No post-metal clip bleeding noted. It was also tattooed with a black ink a fold above and a fold below it for the future followup.
9. Internal hemorrhoids.

RECOMMENDATIONS:

1. Await for the esophagus biopsy. If the esophagus biopsy from the middle and distal third of the esophagus comes out positive for eosinophilic esophagitis, we will treat accordingly with the Flovent.

2. Await for the Barrett’s esophagus. If the Barrett’s esophagus biopsy comes negative for the Barrett’s esophagus and also the stomach biopsies all come out negative for gastrointestinal metaplasia and neoplastic changes, then repeat upper endoscopy in one year. If the biopsy from the body of the stomach comes out to be positive for neoplastic cells, the patient is going to be referred to upper endoscopic ultrasound for further evaluation. If the stomach antral biopsy comes out positive for Helicobacter pylori, we will treat with triple therapy. We will start the patient on Protonix 40 mg per day and Carafate 1 g t.i.d. Carafate is going to be given for three months and Protonix is going to be given for acid reducing, for GERD. I told the patient to abstain from alcohol. The patient needs to have also hepatology workup including ultrasound of the liver and liver function studies and ultrasound elastogram to assess the fibrotic changes happening all over.

3. Await for the polyp pathology. If the polyp pathology comes positive for high-grade dysplasia and with lymphovascular invasion, with no stalk invasion, then the patient is to repeat colonoscopy in six months, but if the polyp pathology comes out to be high-grade dysplasia and even if there is no lymphovascular invasion, but the stalk invasion or the high-grade dysplasia, then the patient is going to go for surgery for segmental resection of that area because of the high-grade dysplasia invading the stalk. If the polyp pathology comes out to be negative for any high-grade dysplasia and the stalk negative for high-grade dysplasia, then repeat colonoscopy in six months.
4. Await for the ileocecal valve biopsy. If the biopsy comes out positive for tubular adenoma, then the patient is going to come in for colonoscopy in six months.

5. Advised the patient to take high-fiber diet, drink extra amount of water, stool softener, Metamucil and Citrucel, fiber supplement, Preparation H, and Anusol cream for hemorrhoidal flare-up. I told the patient to be on liquidy food for 24-48 hours and advance it to soft food after 48 hours and, since the patient has been traveling to Miami, I told the patient to avoid any raw vegetables, salads, peas, nuts, corn, popcorns, red meat, dry fruits, just try to be gentle and eating egg white, chicken, fish, fruits, smoothies. Avoid any NSAIDs. He can take Tylenol. I discussed in great detail with the patient. I gave him the copy of the color pictures of the polypectomy, polyp ulcers, so that when he is traveling, alarmed if he starts bleeding rectally, then he needs to report to the nearest hospital as soon as possible.
6. Otherwise, follow up in one to two weeks.

The patient tolerated the procedure well with no complications.
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