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ENDOSCOPY REPORT

PATIENT: Scharoun, Michael

DATE OF PROCEDURE: 02/26/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Dysphagia, worsening GERD

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

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 showed mild duodenitis. Biopsy of small intestine was done to rule out celiac sprue or enteritis. 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 except for mid body of the stomach. A superficial ulcer was noted non-bleeding, white based. Biopsies were taken for diagnoses to rule out neoplastic verus inflammatory changes. The scope was brought back to the EG junction. The patient had grade A esophagitis and also questionable question short-segment Barrett’s less 1 cm. Biopsies were taken to rule out Barrett’s esophagus. The patient has non-obstructive Schatzki ring also documented with picture. The patient had a small hiatal hernia. Coming up, in the esophagus, question of trachealization was noted in the esophagus. Did biopsies from the distal, mid and proximal esophagus and sent in different jars to rule out any eosinophilic esophagitis. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

FINDINGS:
1. Question trachealization of the esophagus. Biopsies were taken from all three segments of the esophagus and sent in different jars, proximal, mid and distal esophagus.

2. Grade A esophagitis.

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

4. Small hiatal hernia.

5. Non-obstructive Schatzki ring probably contributing factor along with small hiatal hernia and esophagitis and GERD likely contributing to his dysphagia symptoms and underlying eosinophilic esophagitis likely contributing too.

6. Mid body stomach ulcer, non-bleeding.

7. Mild to moderate erosive gastritis.

8. Mild duodenitis.

RECOMMENDATIONS:

1. Await for small bowel biopsy to rule out celiac disease or enteritis.

2. Await for the stomach biopsy to rule out Helicobacter pylori. If it comes positive, we will treat with triple therapy.
3. Await for mid stomach ulcer biopsy. If ulcer biopsy comes out to be atypical cells, then I recommend to have upper endoscopic ultrasound for further evaluation of the mid stomach ulcer. Otherwise, we will repeat upper endoscopy in about three months to follow this gastric ulcer.

4. Await for the EG junction biopsy to rule out Barrett’s esophagus. If it comes positive for Barrett’s esophagus and no dysplasia, then we will reassess the EG junction in three months for the gastric ulcer and we will see if the Barrett’s esophagus ends.
5. Await for the esophagus biopsy: the proximal, mid and distal esophagus to rule out eosinophilic esophagitis. If it comes positive, we will treat as per protocol for treating eosinophilic esophagitis.

6. I am going to increase the pantoprazole 40 mg per day and I am also going to give him Carafate 1 g q.i.d. That is for three months, so he had a repeat upper endoscopy.
7. Recommend the patient to improve lifestyle modification. Make lunch major meal and dinner lighter meal. Try not to eat late night. *__________* at least five hours before he goes to bed and mostly small meals and soft meals before he goes to bed. Avoid raw vegetables, seeds, nuts, corn, etc., fatty foods in later part of the day. Otherwise he can have lean meal, egg whites, chicken, fish, fruit smoothies, rice, and avoid fatty and greasy foods.

8. I gave these recommendations with lifestyle modification before we start the procedure. The patient understands well.

The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 02/26/22

DT: 02/26/22

Transcribed by: SR/gf

cc:
Primary Care Provider.
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