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Orlando, Florida 32811


ENDOSCOPY REPORT

PATIENT: Collazo Irizarry, Franisco

MEDICAL RECORD#:

DATE OF BIRTH: 02/21/1980

DATE OF PROCEDURE: 03/07/22

PHYSICIAN: Sri Pothamsetty, M.D.

REFERRING PHYSICIAN: Dr. Rasmussen

PROCEDURE PERFORMED:

1. Flexible sigmoidoscopy with biopsies.

2. Esophagogastroduodenoscopy with biopsies.

INDICATION:
1. Chronic heartburn. Rule out pathological GERD such as Barrett’s esophagus, ulcer, malignancy or other.

2. History of duodenal polyp (resected previously). Tenesmus. Mucus in stool. Rule out inflammatory bowel disease.

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 30 cm from the anal verge at which point solid stool was encountered therefore further advancement was not possible. The colonoscopy was carefully withdrawan. A retroflex view was obtained of the rectum. Bowel preparation was borderline in the areas of examined with solid and semisolid stool that could not be completely washed off or suctioned. Therefore examination was suboptimal. The patient tolerated the procedure well without any complications.

FINDINGS:

1. At upper endoscopy, irregular Z-line, biopsies obtained from distal esophagus to check for short-segment Barrett’s esophagus. Otherwise, unremarkable upper endoscopy. Random biopsies obtained from body and antrum of the stomach to check for Helicobacter pylori infection. Random biopsies obtained from third portion of duodenum/duodenal bulb to check for celiac disease. No evidence of recurrent polyp in the duodenum.

2. At flexible sigmoidoscopy, the bowel preparation was noted to be suboptimal as described above. Extending from anal verge to 15 cm from the anal verge there appeared to be diffuse proctitis there was market erythema absent vascular pattern, friability and erosions. Consistent with Mayo grade 2 endoscopic disease. Biopsies were obtained. Small nonbleeding internal hemorrhoids noted. There was sharp demarkation at 15 cm from the anal verge between the area effected by inflammation and normal colonic mucosa proximally to that area.

IMPRESSION:

1. At flexible sigmoidoscopy which is characterized by suboptimal bowel preparation. Endoscopic appearances were consistent with chronic ulcerative proctitis with endoscopic Mayo score 2 (moderate disease). Small nonbleeding internal hemorrhoids noted.

2. At upper endoscopy, other than irregular Z-line, examination was unremarkable.

PLAN:

1. Review of pathology.

2. Canasa suppositories once daily at bedtime.

3. Antireflux precaustions were explained.

4. GERD information sheet was given to the patient.

5. Continue proton pump inhibitor therapy.

6. Follow up office visit in two weeks.
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__________________

Sri Pothamsetty, M.D.

DD: 03/07/22

DT: 03/07/22

Job #: 466688

Transcribed by: FG/SR
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