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ENDOSCOPY REPORT

PATIENT: Nolasco Bastos, Talma C.
DATE OF BIRTH: 07/30/1945

DATE OF PROCEDURE: 07/22/23

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Abdominal pain, blood in stools, constipation and bloatiness.

ANESTHESIA: Sedation was given with MAC anesthesia, given by the anesthesiologist, Dr. Garcia.

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 and colonoscopy with hot forceps 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 pylorus, the bulb of the duodenum, and second and third portions of the duodenum. Examined portion of the duodenum appeared to show moderate duodenitis. Biopsies were taken from the small intestine to rule out celiac sprue. 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 erosive 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. The patient had moderate size hiatal hernia.

The scope was straightened and brought back to the EG junction. The patient had distal esophagus ulcer, non-bleeding. 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, to the ascending colon and base of cecum. The patient has a very long tortuous colon. With the help of a pediatric scope, I was able to go all the way to the cecum. Because of tortuous colon, certainly small to moderate size polyp could not be ruled out. I did not see any large mass or stenotic lesion. The scope was brought back to the rectum. In the rectum, I saw two polyps; one pedunculated polyp, removed with hot snare polypectomy successfully. No post-polypectomy bleeding. This was at 15 cm from the anus. The second polyp of the rectum was at 10 cm from the anus which was a 5 mm size polyp, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding. The scope was brought to the rectum. Retroflexion at the rectum showed grade II /grade III internal hemorrhoids. No bleeding was seen. Coming out, I saw large external hemorrhoids. The scope was straightened. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

FINDINGS:
1. Esophageal ulcer, non-bleeding. Biopsies were taken to establish the diagnosis.

2. Moderately large hiatal hernia.

3. Mild to moderate erosive gastritis. Biopsies were taken to rule out Helicobacter pylori.

4. Moderate duodenitis. Biopsies were taken.

5. Colonoscopy up to cecum.

6. Very long tortuous colon.

7. Rectal polyp at 15 cm, pedunculated, removed with hot snare polypectomy successfully.

8. Another rectal polyp at 10 cm from the anus, about 5 mm size polyp, removed with hot forceps polypectomy successfully. No post-polypectomy bleeding.

9. Grade II/grade III internal hemorrhoids and external hemorrhoids.

RECOMMENDATIONS:

1. Await for the esophagus ulcer biopsy. If the ulcer biopsy comes out to be any atypical cells, the patient will have upper endoscopy with upper EUS for further evaluation at Orlando Health.

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

3. I am going to start the patient on Protonix 40 mg twice daily and Carafate 1 g t.i.d. for ulcer and repeat upper endoscopy in three months. If the biopsy comes negative for esophageal ulcer, then repeat upper endoscopy in three months for a followup of that ulcer.

4. Await for the small bowel biopsy.

5. Await for the colon polyp pathology. If colon pathology comes benign, the patient does not need another colonoscopy because she has already aged 78 and, as per US Multiple Task Force advice, she may not need a screening and surveillance in the future and she will only have diagnostic colonoscopy if she has some symptoms, most likely rectal bleeding coming from internal and external hemorrhoids. For that, the patient needs to be on Anusol hydrocortisone suppositories and lidocaine if the pain is there. If the patient continues to have bleed, then the patient could hemorrhoidectomy. For that, she needs to be referred to a colorectal surgeon for possible hemorrhoidectomy. These findings were discussed with the patient’s son who was present at the time of the encounter.

6. Follow up in one to two weeks. She is to follow up with Dr. Pothamsetty.
The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 07/22/23

DT: 07/22/23

Transcribed by: SR/gf

cc:
Primary care provider, Dr. Naveen Darakshan
Dr. Pothamsetty
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