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ENDOSCOPY REPORT

PATIENT: Ritman, Judy
DATE OF BIRTH: 08/23/1969
DATE OF PROCEDURE: 06/29/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Positive Cologuard and iron-deficiency anemia.

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 biopsy and tattooing.

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 grossly normal, documented with pictures. Biopsies of small intestine were done to rule out celiac sprue, as a workup for anemia. 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, 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, documented with pictures. Coming out, I saw a large polypoid ascending colon mass involving couple of folds and including 30% of the circumference of the colonic lumen was noted. It did not look like it could be removed safely with regular colonoscopy or even with advanced colonoscopy because of the nature of this big polypoid mass with all flat involving couple of folds with involving larger portion of the circumference. Multiple biopsies were taken. I also tattooed in black ink distal to it. So, this mass is basically in the ascending colon at the ileocecal valve and the tattooing done just before the hepatic flexure. Biopsies were taken. Coming out, the rest of the colon had suboptimal to fair prep. Small to moderate size polyp could not be ruled out. 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. Mild to moderate gastritis. Biopsies were taken to rule out Helicobacter pylori.
3. Grossly normal examination of duodenum. Biopsies were taken as a workup for celiac sprue.
4. Colonoscopy up to cecum.

5. Suboptimal to fair prep.

6. A large polypoid mass noted in the ascending colon involving couple of folds occupying about 30% of the circumferential lumen. The tattooing was done distal to it and this mass is between ileocecal valve and tattooing, just proximal to the hepatic flexure in the ascending colon. Biopsies were taken and tattooing was done.
7. Internal hemorrhoids.

RECOMMENDATIONS:

1. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
2. Await for the small bowel biopsy.
3. Just by the nature of the polypoid mass, I would recommend to have right hemicolectomy especially of her age and the nature of this polypoid mass versus advanced colonoscopy with the EMR, we may not achieve complete removal of it and the patient may have some submucosal involvement. So, I would prefer to have the patient have the right hemicolectomy even if the histopathology of this polypoid mass comes out to be benign tubulovillous adenoma with no high-grade dysplasia. I think the patient for long-term benefit will be having right hemicolectomy versus advanced colonoscopy with EMR.

4. Check the CEA level. Recommend to the patient to have a CT scan of the abdomen and pelvis with and without contrast to rule out any local invasion or any hepatic metastasis. Depending on the outcome of the pathology after resection of this mass, we would recommend the patient to have repeat colonoscopy in six months, any further workup including like oncology workup etc., will be depending on the outcome of the histopathology of this colon mass in the ascending colon.
5. Check CBC and iron studies periodically, replenish iron periodically.

6. Continue the proton pump inhibitors.

7. If the stomach biopsy comes out positive for Helicobacter pylori, we will treat with triple therapy.
8. I have recommended to the patient to have the colorectal surgeon consultation with Dr. Samuel DeJesus.

9. Follow up in one to two weeks.
The patient tolerated the procedure well with no complications.
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