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ENDOSCOPY REPORT

PATIENT: Deinhardt, John

MEDICAL RECORD#:

DATE OF BIRTH: 10/17/1959

DATE OF PROCEDURE: 01/10/22

PHYSICIAN: Sri Pothamsetty, M.D.

REFERRING PHYSICIAN: Dr. M. Galceran

PROCEDURE PERFORMED:

1. Colonoscopy with biopsies.

2. Esophagogastroduodenoscopy with biopsies.

INDICATION: Screening for colon cancer. Change in bowel habit. Abdominal pain. Blood in the stool. Nausea. History of adenomatous polyp.

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 third portion of the duodenum. Careful examination was made of the duodenal bulb, second and third portion of duodenum, stomach, GE junction, and esophagus. A retroflex view was obtained of the cardia. Air was suctioned from the stomach before withdrawal of scope. 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 cecum, which was identified by the presence of appendiceal orifice, ileocecal valve and confluence of folds. Careful examination was made of the cecum, 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 mostly good. Occasional liquid and some semisolid stool could mostly be washed off or suctioned. The patient tolerated the procedure well without any complications.

FINDINGS:

1. At upper endoscopy, diminutive (5-6 mm) submucosal nodule in the gastric fundus removed with the cold biopsy forceps. Mild patchy erythema in the gastric antrum, biopsies obtained. Otherwise, unremarkable upper endoscopy. Random biopsies obtained from body of the to check for Helicobacter pylori infection. Random biopsies obtained from third portion of duodenum/duodenal bulb to check for celiac disease. Small hiatal hernia with an irregular Z-line, biopsies obtained from distal esophagus to check for short-segment Barrett’s esophagus.

2. At colonoscopy, small nonbleeding internal hemorrhoids noted. Starting at 40 cm from the anal verge to 70 cm from the anal verge there was patchy colitis in the form of areas of erythema linear/irregular ulceration, which was mostly superficial with erythematous margins. No active bleeding was noted. Intervening area appear to be mildly abnormal with loss of normal vascular pattern, biopsies were obtained. Proximally to this area and distally, the colon appeared to be otherwise unaffected. Diverticulosis noted throughout the colon, mild on the right side and more severe in the left colon. Terminal ileum was visualized for distance of 10 cm and this was unremarkable.

IMPRESSION:

1. Patchy colitis (areas of erythema with ulceration as described above) extending between 40 cm from the anal verge and 70 cm from the anal verge. Differential includes inflammatory bowel disease, ischemic colitis, infectious etiology or other.

2. Diverticulosis, more severe in the left colon. Small nonbleeding internal hemorrhoids.

3. Otherwise, unremarkable colonoscopy including the visualized portion of terminal ileum.

4. At upper endoscopy, diminutive submucosal nodule removed from the gastric fundus. Mild patchy erythema in the gastric antrum. Slightly irregular Z-line, biopsies obtained from distal esophagus to check for short-segment Barrett’s esophagus. Small hiatal hernia. Otherwise, unremarkable upper endoscopy.

PLAN:

1. Review of pathology. Avoid nonsteroidal antiinflammatory drugs. Antireflux precautions were explained.

2. Follow up office visit in two weeks. Further management based upon findings at histopathology.
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