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PATIENT NAME: Dwayne Veney
DATE OF BIRTH: 10/06/1972

DATE OF CONSULTATION: 02/19/2022
REFERRING PHYSICIAN: 
REASON FOR CONSULTATION: Evaluation for screening colonoscopy.
HISTORY OF PRESENT ILLNESS: The patient is a 49-year-old male who is being evaluated via telehealth for a screening colonoscopy. As far as evaluation, he was also telling me that he has had long-standing reflux for which he takes famotidine. No history of any dysphagia, odynophagia, hematemesis, nausea, or vomiting. Denied any bleeding per rectum, melena or hematochezia. No history of any fever, chills, anorexia, or weight loss.
Please refer to the impression outlined below for additional information.
IMPRESSION:

1. Average risk for colon cancer – no GI complaints except for reflux.
2. Long-standing history of reflux disease – under control on H2 receptor antagonist that he has been taking long-term.

3. History of anxiety disorder, has an appointment to be evaluated by a psychiatrist.
4. Mild elevation of hemoglobin A1c of 5.7.
5. Normal LFTs.

6. Negative serological markers for hepatitis B and hepatitis C.

7. Borderline anemia with a hemoglobin of 12.7 and normal MCV of 91.
8. Status post abdominal ultrasound of April 15, 2017, showing homogeneous echotexture – 2.8 x 2.6 x 2.4 cm lesion within the right lobe of the liver felt to represent a cavernous hemangioma and there was no increased vascularity and no additional hepatic masses were seen.

9. No evidence of cholelithiasis, gallbladder wall thickening or pericholecystic fluid.
10. No evidence of common bile duct dilatation. No ascites.
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RECOMMENDATIONS:

1. Continue famotidine at the present dosage.
2. With a history of some constipation depending on the diet, he is on docusate and this may be continued.

3. Primary care physician may schedule surveillance sonogram to follow up on the cavernous hemangioma.
4. Repeat CBC and anemia workup with iron studies, B12, folate, TSH, and reticulocyte count.
5. The PCP may order stool for occult blood and, if upper endoscopy and colonoscopy is nondiagnostic and if there is evidence of iron-deficiency anemia, then to consider small bowel workup with either capsule endoscopy or CT enterography and this will be finalized after the procedure is complete.
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