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ENDOSCOPY REPORT

PATIENT: Thompson, Sallye

MEDICAL RECORD#:

DATE OF BIRTH: 06/22/1955

DATE OF PROCEDURE: 12/18/23

PHYSICIAN: Sri Pothamsetty, M.D.

REFERRING PHYSICIAN: Dr. Bryan Roy

PROCEDURE PERFORMED:
1. Colonoscopy with snare polypectomy and cold biopsies at different sites.

2. Esophagogastroduodenoscopy with biopsies.

INDICATION: Chronic ulcerative colitis. Colonoscopy is being perform for dysplasia surveillance. Dysphagia. Epigastric pain. Dyspepsia. Remote history of gastric ulcer.

DESCRIPTION OF PROCEDURE: Informed consent was obtained. Possible complications of the procedure including bleeding, infection, perforation, drug reaction as well as a possibility of missing a lesion such as a malignancy were all explained to the patient. The patient was brought to the endoscopy suite, placed in the left lateral position, sedated as per Anesthesiology Service (monitored anesthesia care). A well-lubricated Olympus video gastroscope was introduced into the esophagus and advanced under direct vision to the gastric remnant. Anastomotic site was identified. The small bowel was intubated for 10 cm and this was unremarkable. Random biopsies obtained. Anastomotic site was characterized by superficial somewhat irregular benign appearing ulcer with clean base. No visible vessel. No adherent clot. No other sign of recent or active bleed. Margins were smooth and benign appearing, biopsies were obtained. The gastric remnant was unremarkable. Random biopsies obtained to check for Helicobacter pylori infection. A retroflex view was obtained of the cardia. Scope was then straightened and GE junction was careful examined, this was slightly irregular, biopsies obtained to check for short-segment Barrett’s esophagus. The rest of the esophagus careful examined and this was unremarkable. Random biopsies obtained from proximal and mid esophagus to rule out eosinophilic esophagitis as a cause of dysphagia. The patient was then turned around in left lateral position.

A digital rectal examination was normal. A well-lubricated Olympus video colonoscope was introduced into the rectum and advanced under direct vision to the mouth of the cecum because of extensive looping, large abdominal pannus. Posssible surgical additions and tortuosity of the colon. The scope could not be advanced enough to actually intubate the cecum, visualized portion of cecum was unremarkable. Careful examination was made of the ileocecal valve, ascending colon, hepatic flexure, transverse colon, splenic flexure, descending colon, sigmoid colon, and the rectum. A retroflex view was obtained of the rectum. Bowel preparation was good. The patient tolerated the procedure well without any complications.

FINDINGS: 

1. Changes consistent with chronic colitis in the form of loss of normal vascularity of the mucosa identified from anal verge to 20 cm from the anal verge. Biopsies were obtained in this area as well as proximal colon throughout for surveillance of dysplasia. Given the history of chronic ulcerative pancolitis. 10 mm pale, sessile and prominence of the mucosa could be a true polyp biopsied and removed with the cold snare technique from the mid ascending colon. As mentioned above, I was unable to intubate the cecum. Visualized portion of the cecum was unremarkable.

IMPRESSION:

1. Possible polyp versus mucosal prominence in the mid ascending colon removed completely with the cold snare technique. Changes consistent with chronic inactive colitis from anal verge to 20 cm from the anal verge. Proximally the colon was unremarkable. Unable to intubate the cecum because of factors mentioned above therefore cecum was not adequately examined.

2. Surgical changed noted in the upper endoscopy. Anastomotic ulcer as described above. Slightly irregular Z-line. Otherwise unremarkable upper endoscopy.

PLAN:

1. Review of pathology.

2. Avoid nonsteroidal antiinflammatory drugs. Antireflux precautions.

3. Continue proton pump inhibitor therapy. Increase Nexium to 40 mg twice daily before food.

4. Continue carafate therapy.

5. Continue Lialda thesrapy.

6. Followup upper endoscopy after eight weeks to document healing of anastomotic ulcer.

7. Follow up office visit in two weeks. Consider a CT colonography because the cecum was not adequately examined in today’s sexamination.
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Sri Pothamsetty, M.D.
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