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ENDOSCOPY REPORT

PATIENT: Aksu, Adnan
DATE OF BIRTH: 11/01/1960
DATE OF PROCEDURE: 04/17/23
PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: History of Barrett's esophagus and recurrent GERD.

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.

INSTRUMENT: Olympus video EGD scope.

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. A couple of folds in the duodenum appeared to be thickened just above the ampulla. The scope was brought to the antrum. Biopsies were taken to establish the diagnosis, to rule out neoplastic versus inflammatory cells, mucosal versus submucosal lesion and the duodenum thickness folds. The scope was brought to the antrum. The pylorus looked normal. No evidence of pyloric channel ulcer or pyloric stenosis. The antrum had mild gastritis. Biopsies were taken to rule out Helicobacter pylori.
Retroflexion was done at the incisura. The upper body of the fundus and the cardia revealed body of the stomach appeared to be thickened fold diffuse in nature. Multiple biopsies were taken to rule out neoplastic changes, to rule out neoplasia verus linitis plastica versus atypical cells versus inflammatory cells. Retroflexion shows also few small fundic polyps in the fundus of the stomach. One of them removed with cold polypectomy successfully. The rest of the fundus and cardiac region appeared unremarkable. 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.
FINDINGS:
1. Grossly normal esophagus.

2. Question short-segment Barrett’s. Biopsies were taken to establish the diagnosis.

3. Fundus of the stomach polyp removed with cold biopsy completely.

4. Diffuse thickening of the gastric fold in the body of the stomach. Multiple circumferential biopsies were taken to establish the diagnosis, rule out linitis plastica, rule out neoplasia, rule out inflammatory cells, rule out atypical cells.

5. Mild antral gastritis. Biopsy taken to rule out Helicobacter pylori.
6. Moderate duodenitis.

7. Couple of folds appeared to be thickened in the duodenum and the second portion of the duodenum just above the ampulla of Vater. Multiple biopsies were taken to rule out mucosal versus submucosal lesion versus neoplastic versus inflammatory lesion.

RECOMMENDATIONS:

1. Await for the GE junction biopsy, await for the gastric body with diffuse thickening biopsy also, await for the duodenal thickness fold biopsy also. Even if the duodenal thickness biopsy and the gastric fold biopsy come out negative for any atypical cells, I will recommend the patient to have upper endoscopic ultrasound for evaluation of the thickness of the stomach wall and the thickness of the duodenal fold to rule out any mucosal or submucosal neoplastic versus inflammatory cells happening.

2. Await for the Barrett's esophagus. The patient is going to be sent to Dr. Varadarajulu at Orlando Health. If the upper endoscopic ultrasound comes negative for any neoplastic cells in the body of the stomach and the duodenal folds, then recommend the patient to have upper endoscopy in about one year.

3. Await for the polyp pathology.

4. Await for the stomach biopsy. If it comes back positive for Helicobacter pylori, we will treat with triple therapy.
5. If the biopsy of the GE junction appeared unremarkable for Barrett's esophagus, then repeat upper endoscopy in one year for followup of the thickness of the gastric fold and duodenal fold and that will be done after upper endoscopic ultrasound comes negative.
6. Continue with proton pump inhibitor in the morning.

7. Continue the famotidine at night.

8. I discussed in great detail preoperatively like lifestyle modification in detail with the patient. The patient understands well the plan preoperatively.

9. Follow up in one to two weeks.
The patient tolerated the procedure well with no complications.
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Shams Tabrez, M.D.
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Transcribed by: SR/gf
cc:
Primary Care Provider, Dr. Neil Coskun
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