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ENDOSCOPY REPORT

PATIENT: Folk, Christina
DATE OF PROCEDURE: 04/02/22

PHYSICIAN: Shams Tabrez, M.D.

INDICATIONS FOR PROCEDURE: Atypical chest pain. She has history of recurrent pneumonia. She is going through cardiology workup. She was started on pantoprazole, which has helped her atypical chest pain. She otherwise denies nausea or vomiting.

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. Biopsies were taken from small intestine 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 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, documented with pictures. I did not see evidence of any Barrett’s esophagus or hiatal hernia. No evidence of any gastric ulcers.

The scope was brought back to the esophagus. Question of trachealization was raised. Biopsy of the esophagus was done from the proximal, mid and distal esophagus to rule out eosinophilic esophagitis contributing for atypical chest pain. Air was suctioned. The scope was removed. The procedure was terminated and the patient tolerated the procedure well with no complications.

FINDINGS:
1. Question trachealization of esophagus. Biopsies were taken from the esophagus to rule out eosinophilic esophagitis as a contributing factor for atypical chest pain.

2. GE junction looked normal. No evidence of any hiatal hernia.

3. Mild to moderate gastritis.

4. No evidence of gastric outlet obstruction.

5. Mild duodenitis.

RECOMMENDATIONS:

1. Await for the small bowel biopsy to rule out celiac sprue.

2. Await for the stomach biopsy to rule out Helicobacter pylori. If it comes back positive, we will treat with triple therapy.

3. Await for the esophageal biopsy to rule out eosinophilic esophagitis.

4. Continue the pantoprazole 40 mg daily. The famotidine 20 mg could be added at night or the pantoprazole could be doubled with lifestyle modifications.

5. The patient is to finish the cardiology workup; she may need a stress test etc.

6. If all comes negative and the patient still has the chest pain, recommend the patient ultrasound of the abdomen to rule out gallstones. Sometimes, atypically the gallstones and biliary colic can present as a chest pain.

7. If all comes negative  and chest pain persists, recommend the patient to have a CT of the chest to rule out intrathoracic abnormality contributing to chest pain.

The patient tolerated the procedure well with no complications.
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__________________

Shams Tabrez, M.D.

DD: 04/02/22

DT: 04/02/22

Transcribed by: SR/gf

cc:
Primary Care Provider, Harrington, ARNP

Dr. Pothamsetty

Procedure Report

Christina Folk
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